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INTRODUCTION

Comprehensive Risk Evaluation
of Juvenile Sexual Offenders:
Understanding and Assessing Risk

stood. Neither is it necessarily accurate in terms of an assurance that

the prognostication (or assignment) of risk is an iron clad and certain
description of future behavior upon which we can depend. This is, of
course, why it’s called “risk,” because the process of risk prediction
always identifies concerns about what might happen, and conditions that
create liability for harm, and not what will happen. This is of special
importance because the very concept of risk implies the possibility that
something harmful may occur at some point in the future, almost always
involving consequences to people.

When we approach the question of whether someone may behave in a
manner that places others at risk we should be aware of two special con-
cerns. First, the possible harm that this individual may cause to others,
and thus a concern for public safety and well-being. Furthermore, criminal
harm to others has consequences far beyond the abuse perpetrated against
one individual; it also often harms their families and their communities, as
well as our social fabric, including our norms, culture, and values. In this
regard, the aim of risk assessment is to ensure and protect public safety at
both the level of the individual and at the macro level of social order and
culture.

A second concern, which should also be of great, and perhaps equal,
importance, is the well being of every individual in our society, including
the individual whom we are assessing. This is no small matter. Indeed, with
regard to this very point, the values of society are embodied within the

IN PRACTICE, RISK assessment is neither straightforward nor easily under-

1



2 JUVENILE SEXUAL OFFENDERS

U.S. and British criminal justice systems. Named for William Blackstone,
the 18" century English jurist, “‘Blackstone’s ratio,”” as it is often known, is
that it is better that 10 guilty persons escape than that one innocent person
suffer. This idea, that it is more important to let a guilty party go free than
condemn an innocent party, is central to the core of our social order and
sense of justice, and central to tenets of due process in U.S. law.

There is, of course, great risk in letting a guilty person go free from sev-
eral perspectives, including both the harm he or she may have already
done in terms of both retributive and restorative justice and the harm he
or she may yet do if not held accountable or separated from the community.
However, Blackstone’s ratio embraces the idea that by possibly convicting
an innocent party we do even greater damage, both to the individual false-
ly convicted and condemned and also to the far larger social order. In our
society, we have taken the position that it is better to protect the rights of
all people than risk damaging a single individual who is actually innocent.
A similar precept is also embedded into our medical system, including
our model of mental health, which embraces the idea, primum non nocere,
or “first, do no harm.” The idea is similar to that expressed by Blackstone
in that we recognize avoiding harm as a prime directive, even while at-
tempting to correct a problem. In modern day medicine, we talk about
iatrogenic injury, or an injury resulting from the diagnosis or the treat-
ment of another injury.

We should be cautious, then, and recognize the possible injury to both
the individual and society in assessing risk if we make an incorrect deter-
mination of risk in either direction. For instance, when we inaccurately
estimate risk and assume all is well when, in fact, all is not well, we have
produced a false negative. Imagine being told that you don’t have a life-
threatening cancer and no further treatment is needed when, actually, you
have a serious medical condition that may cost your life if not treated. This
is a false negative. On the other hand, we produce a false positive if we de-
termine that a high risk exists (or any level of risk, for that matter) when
there is actually no risk at all, or harm is quite unlikely. Returning to the
cancer example, the risk here is to the individual who is provided invasive
medical treatment when no treatment at all, or a much less intense level of
treatment, is required. With respect to false negatives in assessing risk for
a sexual reoffense, the risk is to the public. In the case of the false positive,
the risk is to the individual who has been incorrectly assessed as being at
high risk for continued sexually abusive behavior when he or she is actu-
ally at little to no risk at all. Here, we are reminded of the medical direc-
tive and keep in mind Hippocrates” admonition in his Epidemics, in which
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he wrote ““As to diseases—make a habit of two things—to help, or at least
to do no harm.”

One idea, then, for the risk assessor to bear in mind is the sensitive
nature and the possible damage that may be unintentionally done to the
individual, the public, and the larger society in the process of risk assess-
ment. This is especially likely if the process of risk assessment is not well
informed. Thus, one goal of this book is to help clinicians assessing risk, as
well as those who read and use risk assessments, to become more sensitive
to these concerns and better informed in their understanding and their
practice. This is equally relevant for both those who assess risk for sexu-
ally abusive behavior in children and adolescents and those who assess
risk in adult sexual offenders.

However, despite the relevance of many of these ideas to the risk as-
sessment process in general, this is a book about the assessment of risk in
juveniles. Although there are many similarities to the assessment of
adults, overall the assessment of risk in young people is very different.
This is perhaps also true of the final purpose of the assessment, which is
not simply about risk but, more to the point, and especially in juveniles,
what to do about risk and how to reduce it. Risk in children and adoles-
cents must be considered and practiced with the understanding that these
are persons-in-development and in many respects a moving target, chang-
ing and with the potential to change from year to year in their capacities,
attitudes, sense of self and others, and neurology. The child may well be
the father of the man, as Wordsworth declared in his poem,] but neverthe-
less is not yet adult nor full grown, and, as we shall see, trajectory, context,
and development are key in the assessment of juvenile sexual offenders.
That is, if remaining on the same path, absent of change, who might the
juvenile become and what might the juvenile do as he or she ages into
adulthood? How can the juvenile’s behavior be understood in the context
of various shaping forces, both internal and social; who is the juvenile
now, and what are the past and current influences on his or her develop-
ment? What effects are physical and social developments likely to have on
the juvenile as he or she continues to near and enter adulthood?

This book aims to describe our current thinking about and understand-
ing of risk assessment for sexually abusive youth and to help further de-
velop ideas and standards for the practice and administration of such
assessments. It is written for professional clinicians and evaluators, focus-
ing throughout on the need for comprehensive assessment at every level,
and an integrated model of assessment that not only recognizes the

1. The poem is ““My heart leaps up when I behold.”
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subtleties and nuances of the assessment process but also recognizes the
whole child as the subject of the evaluation. Its goal, in part, is to provide
a comprehensive overview of the process of evaluating juvenile sexual
offenders. It focuses on the need for comprehensive assessment and de-
scribes in detail the theory, processes, and instrumentation of forensic risk
assessment, as well providing clear guidance in how to approach and apply
these ideas in the evaluation of risk for sexual reoffense.

The book introduces and describes the need for both theory and guide-
lines to inform and by which to structure the practice of assessment, and
for that matter train and supervise evaluators, and helps further the devel-
opment of practice standards. Chapter 1, for instance, starts by consider-
ing “why assessment?”” and the need for those who conduct or read
assessments to understand not just purpose of risk assessment, but also its
nature, processes, and elements. Indeed, even in this Introduction I hope I
have already begun to address this question.

The organization of the book moves from more theoretical and explora-
tory ideas to the practical application of these ideas through the use of
explanation, principles, and guidelines, each of which are employed to
bring ideas to life and blend and fold theory into application. Hence,
where later chapters focus on practical explanation and application, earlier
chapters consider and discuss the theory and practice of adult and juve-
nile risk assessment and its relationship to various and complex ideas
about risk and what drives it. This includes risk and protective factors that
both amplify and moderate the likelihood of harm; the social context within
which risk develops and harm occurs, including social connection and
social relatedness; and normative sexual, emotional, cognitive, and social
development. Organizationally, loosely speaking, the first half of the book
is about theory building and developing an in-depth understanding of the
risk assessment concept and process, whereas the second half focuses on
practical application of the ideas. Building on a broad understanding of
assessment and, indeed a theory and model of assessment, later chapters
focus on the application of theory and the actual processes of psychosocial
and risk assessment, including a review of the materials and tools that
both emerge from and define practice; the art, science, and methods of risk
assessment; and the administration of the process, from information gath-
ering to completion of the assessment report. If part one is about the
“why” and “what”” of juvenile risk assessment, part two is about how to
conduct risk assessments.

Above all, the book aims at contributing to a greater understanding of
risk assessment and the development of guidelines that can shape and
guide the process of risk assessment. It also aims to help the practitioner
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become more sensitive to the ideas that underlie risk assessment and more
critical and aware in his or her thinking about the task, and thus more
highly skilled. An additional, and just as important, goal is that of assist-
ing the sponsors and consumers of risk assessments to also think more
critically and increase their awareness about the assessment process. They
too should increase their expectations for what an assessment should look
like in content and depth, as well as understanding the methods, ele-
ments, strengths, and weaknesses of the risk assessment process.

An important caveat, however, is that we simply do not know enough
about the assessment of risk for sexually abusive behavior in girls and
women to formulate clear ideas about such assessments. Certainly, fe-
males are not the only class of sexual offenders about whom we have
limited ideas, experience, and research, although we are both discover-
ing more female sexual offenders with every passing year and develop-
ing more research about and clinical experience with this population. To
some degree, this is also true about children who engage in sexually abu-
sive behavior, as well as those with intellectual impairments such as
mental retardation. Nevertheless, even as we increasingly learn more
about the sexually abusive behavior of girls and women, as well as other
groups of offenders, most of our research with sexual offenders has been
based on adult male offenders of average intellectual capacity and secon-
darily with adolescent boys. Further, despite an increasing level of spe-
cialization with female and cognitively impaired sexual offenders and
sexually reactive children, our practical and clinical experience over the
past 25 years or so has primarily been with both adult and adolescent
males, again of average I1Q.

It is not surprising that what we know about sexually abusive behavior
is based on a male population, because, as is the case for criminal and ag-
gressive behavior in general, most sexual abuse is perpetrated by males,
both adolescent and adult. For instance, based on the results of nation-
wide survey of sexual offender treatment programs in the United States
and Canada, in 1998 76 percent of treated sexual offenders were men and
an additional 19 percent were adolescent boys, comprising 95 percent of
the total (Burton & Smith-Darden, 2001). Among U.S. programs surveyed
in 2001, 90 percent of the treated sexual offenders were male, among
which 61 percent were adults and 25 percent adolescent boys (McGrath,
Cummings, & Burchard, 2003). Similarly, the FBI Uniform Crime Report
for 2006 (U.S. Department of Justice, 2007; Table 33) shows that 90 percent
of arrests for sexual crimes in 2006 were of males (74 percent adult and 16
percent adolescent). The 2006 FBI report shows that juvenile females rep-
resented only 1.4 percent of sexual arrests, whereas the Office of Juvenile
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Justice and Delinquency Prevention reports that juvenile males repre-
sented 99.9 percent of the total number of juveniles arrested for sexual
crimes in 2004 (Snyder, 2006).

Accordingly, although many of the ideas in this book are applicable to
understanding juvenile risk assessment in general and to the development
of methods for such practice, the book is primarily and significantly aimed
at the risk assessment of sexually abusive adolescent boys of average or
higher intelligence. It is secondarily directed to the assessment of pre-
pubescent boys with sexual behavior problems and male juvenile sexual
offenders with impaired intellectual capacity. Nevertheless, I hope the
book will be of use to all who engage in the assessment of sexually abusive
youth, and that many of its ideas can be extended to our assessment of
girls and young women. However, the reader must keep in mind that
what we know and what is described and discussed in this book is most
pertinent to males, and I must apologize for the necessary focus on juvenile
males, rather than females.

A note, though, on the words “evaluation” and ““assessment,” which I
use interchangeably. Even though they are sometimes described as two
separate processes or connected aspects of a larger process, both words
essentially have the same meaning. An evaluation involves assessing or
establishing the meaning or value of something, and the same is true of
assessment, which involves the act of appraisal or evaluation. It is there-
fore redundant to refer to ““evaluation and assessment.” They are essen-
tially synonyms for the same process.

On a final note, even in the absence of efficacious risk assessment (that
is, risk assessment that is consistently and reliably accurate in its predic-
tions of future behavior), if comprehensive enough the study of risk and
the enunciation of a theory about the development and projection of risk
increases our awareness and understanding of the dynamics, develop-
ment, and course of sexually abusive behavior, or its natural history. This
alone makes it worth developing and articulating a risk assessment pro-
cess. However, whereas it is the goal of this book to provide information
and ideas, offer review and critique, and suggest structure and direction,
the goal is not to be prescriptive or tell the reader how it should be done
(or, for that matter, how it should not be done).



CHAPTER 1

The Concept of Risk in Adults
and Adolescents

intrinsic to the idea of not simply assessing risk, but understanding the
risk assessment construct: at risk to whom, at risk for what, and at risk
when or under what circumstances. In the first case, as risk implies harm to
others it seems obvious that we are addressing the actual and potential
victims of harmful behavior. It may also seem clear that in order to assess
risk, or more accurately a level of risk (from, say, “none” to “high,” or
“immediate’’), we don’t actually need to have any sense of who the victim
might be. That is, it’s enough to know that the subject of the evaluation is at
risk to cause harm to others, regardless of who the victim may be.
Nevertheless, in a well-informed model of risk assessment it is quite
important to have a sense of against whom sexually abusive behaviors may
be directed, or what class of person, and not simply whether the individual
will (or will not), in the opinion of the evaluator, engage in sexually abusive
behavior. As we are, in fact, trying to build a more sophisticated model of
assessment than simply “Will he or won’t he engage in sexually abusive
behavior?” (noting that most sexual offenders are males, as highlighted in
the introduction to this book), it seems quite relevant to build a more
complex set of questions upon which to build an understanding and theory
of risk assessment. On this note, the questions of risk to whom, risk for
what, and risk under what circumstances are not three unrelated questions.
They are clearly linked and should be recognized as such, unless we wish
to adopt a single-minded and simplistic view of risk as strictly harm caused
by one individual to another. That view can be most simply described as
“Will he or won’t he?”

IN CONCEPTUALIZING RISK assessment, there are at least three questions
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Before exploring these questions, however, it is important to note that
risk assessment always involves prognostication about the recurrence of a
particular behavior in which the subject of the assessment has previously
engaged at least one time. The prior behavior represents the static, or
historical, basis for risk assessment. It follows, then, that assessment of risk
can occur only after it has been determined that the behavior has previously
occurred. Accordingly, although risk assessment is based upon a host of
related factors, the primary and most central factor is the historical
occurrence of the behavior of concern, without which risk assessment
simply cannot move forward. In absence of certain knowledge that the risk
behavior has already occurred at least once, we cannot assess the likelihood
that it will recur. In the evaluation of sexual abuse, risk assessment
therefore always involves predictions about the potential or likelihood
for re-engagement in sexually abusive behavior, and not the possibility that
a first-time sexual offense may occur.

RISK TO WHOM?

With respect to its actual application, it is obvious that in order to assess
risk for harm we do not need to know who the actual or potential victim
will be (and, in many cases, we are unlikely to know such specific details),
but it is nevertheless important to have a clear sense of a likely victim
“profile.” Is the likely victim of a sexual assault a child, a family member,
an acquaintance of some kind, a stranger, a male or a female, and so on, or
some combination of the above? This helps point to the likelihood of a
pattern of behavior in the offender, which in itself increases and makes
more likely the possibility of predicting future behavior, and increases our
capacity to make accurate assessments. Of perhaps equal importance,
having a sense of “risk to whom'” also points directly to the contextual
nature of sexually abusive behavior and helps make it clear that sexual
abuse occurs under specific conditions, as well as the fact that in absence of
an ““appropriate” or desired victim sexually abusive behavior is unlikely to
occur. Asking about risk to whom, and thereby addressing risk as more
than just a question of ““will he or won’t he,”” also connects to the other two
questions that are conceptually present in risk assessment, even if they are
not immediately recognized. That is, understanding the risk to a particular
class of victim (risk to whom) is tied to risk for particular behavior on the
part of the perpetrator (risk for what) and risk for the behavior being
triggered under particular circumstances (risk when).

In a simplistic version of risk assessment, the assessed level of risk flags
the possible recurrence of sexually abusive behavior, but tells us no more.
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Although important in itself, the prediction of risk alone (even if accurate)
is nonetheless an empty piece of information. The presence of a victim is, of
course, presumed, independent of who the victim may actually be or the
class of victim. In exploring risk, however, and attempting to predict the
possible recurrence of harm, we are interested in understanding who is at
risk. Understanding the nature of the possible victim may tell us a lot about
the perpetrator as well, including preferences, patterns, motivations, ac-
cess, and conditions under which risk factors may or are likely to be
transformed into actual harm.

AT RISK FOR WHAT?

With regard to the second question (risk for what), risk assessment is
obviously probing for the possibility of further sexually abusive behavior.
However, at a deeper, more intrinsic, and frankly more meaningful level
the question is about what type of sexually abusive behavior, and even
whether the sexual behavior that may be manifested is actually abusive.
To some degree the question is about not only the nature of sexually
abusive behavior itself, but also the circumstances under which such sex-
ual behavior becomes abusive and even changing standards by which
sexual behavior is defined as abusive, as well as the intentions and
knowledge of the sexual offender regarding the nature of behavior.

For instance, we have now adopted a standard of “no means no” when it
comes to consent for sexual behaviors, which includes unwanted conjugal
relationships and date rape as variants of unwanted, coerced, or forced
sexual behavior. Nevertheless, before our sensibilities, awareness, and
perspectives changed, in the twin contexts of the social consciousness of
the time and the occurrence of the behavior within an existing intimate
relationship, these behaviors were not necessarily considered to be sexu-
ally abusive. In fact, in many cases the perpetrator may have felt entitled to
his behaviors and considered them appropriate, even if forceful, given the
context of the relationship. In many cases, the same was true of the victim,
who may have felt that she must succumb to and accept such behavior even
if forced upon her and even if frightening. Our change in perspective, and
the change in the perspectives of the perpetrators and victims of such
situations, reflects a change in social understanding and acceptance and a
new and evolving standard regarding what constitutes sexually abusive
behavior.

To some degree, with respect to how we think of sexually abusive
behavior in children and adolescents there are perhaps shifts in the other
direction, in which we may be rethinking sexually abusive behavior, at
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least with the labeling of such behavior. Simply put, we see increasing
changes in our terminology, in which the term “‘juvenile sexual offender,”
for instance, is being replaced by terms such as ““sexually abusive youth”
and “children (or adolescents) with sexual behavior problems.” This
change in terminology doesn’t necessarily change our view of what
constitutes sexually abusive behavior, but it does reflect changes in the
way that we view and wish to treat those who engage in sexually abusive
behavior, and perhaps especially children and adolescents.

In assessing sexually abusive behavior then, and especially in children
and adolescents, we must be able to distinguish between sexual behavior
that is clearly and incontrovertibly abusive, such as the rape of a 9-year-old
child by a significantly older person or the rape of a stranger in an alleyway,
and, at the other extreme, sexual behavior that is legally, and even socially,
interpreted as abusive but may involve fully consensual sexual inter-
course, or what Zimring (2004) refers to as ““sexual status” offenders.
For instance, despite being consensual, sex between an 18-year-old and
his or her 16-year-old boy or girlfriend may nevertheless be prosecuted
as a sexual crime. Sometimes referred to as a ““Romeo and Juliet’” crime,
such behavior may result in imprisonment and/or lifetime registration
on a state or national sexual offender registry for the older of the two.
Between these two extremes of sexual behavior—that which is without
question abusive and that which is perhaps more a legal or social artifice
than an example of sexual abuse—lie many shades of sexual behavior
ranging from sexually abusive to sexually inappropriate and sexually
normative. The task of the risk assessment is to predict not just the
recurrence of sexually abusive behavior, but what type of sexually
abusive behavior is likely to recur. It also involves discerning between
truly unwanted and abusive sexual behavior and sexual behavior that is
considered abusive based on its legal definition or social implication
rather than a lack of consent or the presence of abusive coercion.' Even
within the realm of behavior that is clearly abusive by its very nature,
rather than its social standing, there are clear distinctions. These include
“hands off”” and nonassaultive sexual behaviors, such as sexual expo-
sure, public masturbation, voyeurism, and theft of items for sexual use
(such as underwear), and ““hands on’” offenses that range from frottage
to molestation, masturbation, oral sex, and penetration offenses.

Asking “at risk for what”” then is not merely about semantics or hair
splitting. By asking, we recognize that although the level of risk may be

1. Chapter 9 addresses the question of what constitutes sexually abusive behavior, and
distinguishing sexually abusive from other sexualized behaviors.
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high (that is, there is a high likelihood that the individual will reengage in
similar behavior), the nature of the sexual behavior itself may range from
behavior likely to be very harmful to others to behavior that is by
comparison relatively low in impact and may cause little or no lasting
harm or, in some cases, no harm at all if we are to judge harm by its effect on
the victim.

For the sake of clarity, there is no assumption here that one form of
sexually abusive or sexually inappropriate behavior is of greater or lesser
harm than another. The relatively “mildest” and least invasive sexually
inappropriate or abusive behaviors, such as frottage, exhibitionism, or
voyeurism, may have devastating and /or long-lasting effects on the victim.
The question posed here does not relate to nor judge the impact of the
sexual behavior on the victim, but instead involves the nature of the
behavior itself and the behavior that the juvenile sexual offender may
be at risk to reenact.

The question of ““at risk for what” is also quite relevant when the
sexual behavior does not appear harmful to the immediate parties at all
and even appears desirable, as in Romeo and Juliet romances. In this case,
the sexual behavior is considered by law (and perhaps by the parents) to
be abusive, but in reality it is likely normative and acceptable within the
peer group, even if between an older and a younger teen. This is
especially true in states where underage sex is itself illegal and, in effect,
where both parties may technically be engaging in sexually abusive
behavior by having a sexual relationship with one another if they are
both underage. Knowing that sexual behavior among adolescents is
common, and that close to half of all high school students have engaged
in sexual intercourse, not only makes this point even clearer but also
makes clear the normative nature of sexual behavior among adolescents,
even if, in some cases, it is considered sexually abusive by law or social con-
vention. According to the Youth Risk Behavior Survey (Eaton et al., 2006),
in 2005 almost 47 percent of U.S. high school students experienced sexual
intercourse, including 63 percent of high school seniors. The Kaiser
Foundation’s National survey of adolescents and young adults reported
that 65 percent of high school students reported having been engaged in an
intimate sexual relationship, including either sexual intercourse or oral
sex, or both (Hoff, Greene, & Davis, 2003).

On a side note, but highly related to the subject of risk assessment, the
normalcy of sexual behavior among adolescents may also serve as a
motivating factor for children and adolescents to engage in sexual behav-
ior, even if the behavior is non-consensual and therefore abusive. The
pursuit of and engagement in sex as “normative” behavior is addressed
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later in the book,? but for now it is relevant with respect to the third
question that underlies the risk assessment process, that of circumstance
and context.

AT RISK WHEN?

From a public safety perspective, we may only be interested in the question
of “will he or won’t he,” or, more realistically, ““What are the chances that
he will or won’t?”” However, even this essential and rudimentary (and
rather simple-minded) question links to broader ideas about risk, and most
specifically the connection between the emission of behavior and under
what circumstances and in what conditions such behavior is likely to be
emitted. That is, what stimulates a particular type of behavior in any
particular individual? In this case, the question is under what circum-
stances or in what context is sexually abusive behavior likely to occur
again, if it recurs at all.

One might easily argue that a dangerous person is dangerous all of the
time. But, if we place latent potential (or the possibility that danger might
explode at any moment) aside for one moment, we can also see that even
the most dangerous individual is not likely to be dangerous all of the time,
or even at any given moment, without the contexts in which dangerous or
harmful behavior is embedded and the circumstances that trigger such
behavior. With respect to the question of ““at risk when,” risk assessment is
most concerned with both the potential for risk at any given time and the
circumstances under which the risky behavior is most likely to emerge. Put
another way, the essence of the question is this: When is the danger greatest
that this individual might reengage in sexually abusive behavior? In turn,
this reframes the risk assessment question as one that also asks about the
circumstances that contribute to the greatest risk for this person. That is,
although we might reasonably argue that “risk” is a latency, always
present and waiting to emerge even if invisible, we must still recognize
that circumstances must be favorable for the emergence of the latent
condition. If this was not so, then the individual would be actively
dangerous all of the time.

A wildly drunk individual poses a clear danger to self and others just by
being drunk. Alcohol intoxication is clearly a condition that puts people at
risk for any number of serious consequences, and especially when operat-
ing a vehicle. Yet although a heavily intoxicated individual behind the
driving wheel poses a threat at every minute he or she is driving a vehicle,

2. See Chapter 9.
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the risk that harm will actually occur exists only when the right (or wrong,
if you prefer) circumstances come together to form the conditions from
which harm actually emerges. Thus, even though being intoxicated is a
clear risk factor for someone behind the wheel of a car, the same person,
even if drunk, poses no risk at all for an automobile accident if he or she
remains at home. Of course, driving while drunk is very risky, but it’s not
the being drunk part that’s the real risk. Here, risk is found not so much in
being intoxicated but in the context in which risk is played out—driving a
car. Further, risk of harm is exponentially increased by adding other risk
elements, such as nighttime driving, rainy and foggy road conditions, and
other drunk drivers on the road. It is the combination of risk factors that
turns some risk into considerable risk, and the more the risk factors and the
greater their interaction, the greater the risk that harm will actually emerge
out of risk.

When we are assessing risk we are assessing the likelihood of actual
harm based upon the strength of individual factors. Of more significance,
we are concerned with the combination of factors, which together increase
the strength of risk beyond what any individual risk factor is likely to
possess on its own. Using the intoxicated driver example, the condition of
being drunk is a risk condition in its own right, but when added to driving
a car risk is raised to a higher level, and to a still higher level when we add
other factors such as nighttime driving or driving in the snow or fog.
Assessment considers all of these risk factors in determining the level of
risk, although there is obviously a point beyond which additional factors
are unnecessary for us to declare a high-risk situation. In this case, risk is
already high the moment the individual gets behind the wheel, and
especially if he or she is very intoxicated.

Nevertheless, as we assess risk we also want to understand the elements
that contribute to risk and elevate it, and in doing so also recognize the
context in which risk develops and the circumstances under which it is
most likely to turn into harmful behavior. Under what conditions is some
risk amplified and transformed into significant risk? For instance, in the case
of sexually abusive behavior, some risk in the form of sexual arousal to
children and a history of child molestation is amplified to significant risk
when the individual is subsequently left alone with a young child. The
static risk factor carried within the individual himself (or herself), reflecting
a history of perpetrating child sexual abuse, combines with a stable but
dynamic risk factor that is also inherent in the individual, in this example
being aroused by children. This factor is stable because the individual has
long been aroused to children but, unlike historical risk, is also dynamic
because of the possibility that this pattern of sexual arousal might change.
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In the language of risk assessment, static factors are historical and therefore
unchangeable, whereas dynamic factors are active at the present time and,
if even stable over time, are therefore always subject to change (or at least
the possibility of change).

In this simplistic example, the static and dynamic risk factors that reside
within the individual combine to create a level of risk that increases
significantly when the individual is exposed to an independent environ-
mental risk factor (which is also dynamic as it is subject to change), which
in this case is being left alone with a vulnerable child. Add another personal
risk factor to the mix, such as the individual wanting to engage in sexual
behavior with children, and yet another, such as his or her actively seeking
out opportunity for such engagement, and still another, such as being
intoxicated, and we can see how risk continues to increase, but only as risk
factors combine and interact with one another. The same multiplying effect
of combining risk factors is also true when the factors are external to the
individual. For instance, rather than adding personal or internal factors
(those residing within the individual) to the constellation of risk factors,
add external factors (those residing in his environment) instead, such as
recent separation from a spouse, loss of employment, or inability to find
housing, and it is not difficult to see how external, as well as internal,
factors can just as easily magnify risk, multiplying it from some to
significant risk.

Understanding risk in this way increases our knowledge and under-
standing of the deeper factors that define, form, and grow risk, allowing us
to see risk as more than a simple and unidimensional construct. This depth
of understanding allows us to most realistically project risk in a way that
can help guard the public and protect the rights of the individuals we are
assessing by being aware of both false positives and false negatives. Asking
““at risk when”” allows us to picture risk in the context of the individual and
the circumstances of his or her life. Indeed, Monahan (1995) noted that
failing to incorporate situation or environmental information into risk
assessment is one of the major blind spots in risk prediction.

TWO CONCEPTUALIZATIONS OF RISK

I referred to the idea that risk can be visualized as residing within the
individual or within the environment. In fact, it may be quite reasonable to
speculate that much risk is linked to the individual himself (or herself), in
which risk factors are intrinsic to and held within the individual, perhaps
the product of either shaping developmental experiences or biology, or
both. However, it is also reasonable to consider that risk also resides in the
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environment outside and independent of the individual, within which he
or she lives, functions, and interacts with others, and through which the
individual comes to learn about him/herself and others through early and
ongoing developmental experience.

Risk factors that are intrinsic to, or reside within, the individual may
involve attitude, beliefs, sexual interests, poor self-regulation, self-right-
eous anger, intellectual disability, or narcissism, for instance. They may
also include limited capacity for social connection, empathy, remorse, or
moral development that may be the product of either early developmental
experiences or a biological condition, such as cognitive impairment or
autism, or perhaps even sociopathy. Within the environment, risk factors
that exist independently of the individual involve social attitudes and
messages, family dysfunction or instability, exposure to violence and
criminality, economic hardship, peer pressure and antisocial peer group
values, and unstable or difficult living conditions. In fact, when we
consider how internal risk factors become internalized, we recognize that
in many, if not most, cases, it is through the interaction between the
individual and the environment that personal attributes, including intrin-
sic risk factors, develop and take root. These can, in part, be considered the
developmental vulnerabilities described by Marshall and Eccles (1993) by
which susceptibility to a variety of later influences and events that would
not otherwise significantly influence or affect other individuals results
from developmental history. These vulnerabilities or susceptibilities can be
considered to be risk factors carried by and within the individual, but
nevertheless the product of external conditions.

That is, external conditions and risk factors often produce risk factors
that come to reside within the individual rather than the environment, even
if the environment is the source. Indeed, this is the very premise of
attachment theory, in which the internalized world and perceptions of
the external world stem from experiences and interactions with the envi-
ronment (see, for instance, Rich, 2006). There is, then, a complex mix
between the internal, endogenous world and the world that is external and
exogenous to the individual. Thus, even in models in which risk is seen as
largely or solely residing within the individual, we cannot fail to also see
the power of the environment in either holding back or allowing risk to
emerge as actual harm or as a shaper, or an actual element of, risk.

In a model in which risk is assumed to rest within the individual (in
effect a latent trait carried around inside of him or her), external conditions
merely serve to stimulate or allow the expression of risk. In this model,
described by Epperson, Ralston, Fowers, DeWitt, and Gore (2006), risk is
intrinsic to the risky individual, regardless of its origin (or how it got into
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Figure 1.1 A model of risk in which risk resides within the individual and environ-
mental conditions or social controls either restrict or allow the expression of risk.

the individual), and elements in the environment serve only to restrain or
allow the expression of risk. In this conceptualization, risk is defined as the
likelihood that the individual will engage in sexually abusive behavior in a
community setting in which there are no external restraints to prevent the
behavior. In Epperson’s (2007) model, risk indicators represent the actual
history of previous sexually abusive behavior (serving, in effect, as a
historical marker of previous behavior that flags the possibility of further
harm), whereas risk factors represent internal factors within the individual.
In this model, although changes to the environment may restrict or even
eliminate the possibility of actual harm (and may therefore neutralize the
potential of risk), such changes do not eliminate, reduce, or alter risk
factors, as risk exists elsewhere (i.e., in the individual). This model, shown
in Figure 1.1, does not recognize a dynamic interplay between historical,
internal, and environmental processes and forces, and this is a model of
assessment that itself is static.

In a second model, shown in Figure 1.2, risk factors are considered to be
both endogenous and exogenous in relationship to the individual, and
come together in some combination to more fully define risk and the
potential that risk will result in actual harm. Endogenous factors reside
within the individual and include attitudes, sexual drive, capacity for
empathy, sexual interests, and other elements that are the product of either
biology or socio-developmental experience. Exogenous factors exist inde-
pendently of the individual, reside in the environment, and include
elements such as peer group, domestic violence, social messages, family
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Figure 1.2 A model of risk in which risk resides within the individual and the
environment, resulting in an emergent level of risk.

functioning, warmth and empathy experienced by the individual, and so
on, but they are as much risk factors as personal characteristics that
contribute to risk. Endogenous and exogenous risk factors mix and interact,
each potentially catalyzing or amplifying the other and together bringing
risk to the point of emerging or actual harm. In this model, neither risk
factors that reside within the individual nor those that reside in the external
environment are cause enough for harm to another person, in our case,
represented by engagement in sexually abusive behavior. Boer, McVilly,
and Lambrick (2007) for instance, advocate expanding assessment beyond
risk factors solely related to the offender ““to a broader framework in which
environmental . . . variables are given equal consideration in a compre-
hensive appraisal of risk’” (p. 3). Rather than being a model of static
assessment, this is a more dynamic model of assessment, in which human
behavior is recognized as a “joint function of characteristics of the person
and characteristics of the environment with which he or she interacts”
(Mohanan, 1995, p. 37).

Both of these models are mere constructs. Neither can be said to be an
accurate depiction of the real world, and both represent ways by which we
are able to understand the world around us—in this case, the relationship
between driving (risk) factors and the emergence of sexually abusive
behavior.

MobpEL ONE

In the first conceptualization, the cause of harm is the direct result of risk
factors that reside within the individual and are otherwise unfettered by
environmental constraints. Internal risk factors can be inhibited and
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prevented from causing harm by external controls located in the environ-
ment. One obvious outcome of this model is the development of a theory of
risk assessment that considers risk to reside only within the individual and
therefore assesses risk only at the level of the individual. In terms of the
treatment of risk, this model may also spawn methods for risk manage-
ment, rather than risk elimination, or a containment and harm reduction
model through environment control. Here, the goal is managing, reducing,
or eliminating potential harm by controlling the individual within the
environment, but not necessarily reducing risk itself as this exists within
the individual. Risk is, in effect, neutralized through environmental con-
trols. Nevertheless, risk containment and risk management are not the only
possible products of a model in which risk is seen to exist only in the
individual (rather than the environment). Such a model is also capable of
recognizing that risk in the individual can be modified or eliminated by
changing the person, and thus it allows for the treatment of risk within the
person, as well as the external containment and management of risk.
However, inherent in the model is the idea that risk can only be controlled,
not changed, by environmental conditions. As risk is inherent in the
individual, even though it can be contained by environmental control, it
is “unchanged by external constraints in the environment” (Epperson et al.,
2006, p. 120). This is effectively a model of social control, or one in which
risk would always (or usually be) acted out in the absence of external
control. From the perspective of social control theory, without external
controls individuals are unrestrained from engaging in antisocial behav-
iors (Agnew & Passas, 1997; Hirschi, 2002).

MobteL Two

The second model proposes not only that risk factors are inherent in both
the individual and the environment, but that the transformation of risk into
harmful behavior is the result of a multiplex relationship between and
among risk factors found within the individual and the environment
within which the individual lives and interacts. Here, the environment
does not act as a simple container for or constrainer of risk, but itself is part
of risk and must be considered an active element in the development and
emergence of risk. Consequently, a model of risk assessment that results
from this view of risk will seek out and evaluate risk factors within both the
individual and the environment. In terms of treatment, although such a
model may also lead to the development of techniques and methods for
risk management and harm reduction, an attempt to eliminate risk itself
will focus on treatment of the individual and the individual’s environment,
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rather than just seeking to establish environmental control, as it believes
that risk is derived from and is the interactive result of both sources.

TaE Two MODELS

The two models are different, not simply in how they define risk factors,
where risk factors reside, and how risk factors interact with the environ-
ment to result in harm. In the first case, risk that is inherent within the
individual is considered causative if powerful enough and either not
restrained by the environment or eliminated or reduced in strength
through treatment. On the other hand, the second model considers that,
although playing a causative role, risk alone is not causative even when risk
is high. This model recognizes the proximal cause of harm as the inter-
action between multiple risk factors in the individual and environment and
environmental conditions that further fuel risk until it ““tops over” and
spills into antisocial behavior; such conditions either introduce the oppor-
tunity for harm or fail to prevent it. However, the second model considers
the interplay between risk and harm as far more complex than simply the
result of internal characteristics that are either restrained or unrestrained
by environmental forces. Recognizing that risk exists in the environment
itself, this model also recognizes the power of the social environment in
still further amplifying risk or in reducing, inhibiting, or neutralizing it,
often transmitted through interactions and relationships within that
environment.

However, neither model of risk or risk assessment assumes that any
single risk factor, no matter where it may reside or how potent, is powerful
enough to cause criminal behavior, including sexually abusive behavior.
And in the case of both models, regardless of how risk factors are defined,
harmful behavior is contingent upon some variant of the interplay between
risk factors and elements present in or absent from the environment. It is
thus a combination of risk factors and environmental conditions that
ultimately allows antisocial behavior to emerge from risk, and an assess-
ment of risk must thus take context into account in order to both under-
stand the development of risk and the likelihood that harm will actually
take place.

TWO MODELS OF RISK ASSESSMENT

It is not surprising that these two models lead to very different models of
risk assessment, one of which is largely static and the other substantially
dynamic, although to some degree both may contain features of the other.
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Out of the first model emerges a system of actuarial, mechanical, or
statistical risk assessment in which risk is considered inherent in the
individual, and a determination of risk is based entirely on a statistical
comparison of the personal characteristics and past behavior of the indi-
vidual to those of known recidivists. Things that have happened, such as
prior criminal behavior, or existing characterological features, such as
sexual arousal to children, provide the entire basis for the assessment of
future antisocial behavior; as such the distinguishing feature of such
assessments is the static, or unchanging and historical, quality of risk
factors (or risk indicators, in Epperson’s terms).

On the other hand, developing out of a more dynamic model in which
risk exists within individuals and within their environment, and indeed
within the interactions that link individuals to their environments, comes a
risk assessment model that includes both static and dynamic, or change-
able and changing, risk factors. In this model, risk is understood and
ultimately assessed as the product of factors found within the individual,
the social environment within which the individual develops and func-
tions, and the social interactions and transactions that tie the individual to
his or her environment. This is a more fluid and thus dynamic model. In the
assessment world, this model is tied to models of clinical assessment,
rather than actuarial assessment.

Stated briefly, an actuarial risk assessment is based on a statistical
analysis of static risk factors and a resulting statistical projection of future
behavioral trends. For now, clinical risk assessment can be simply defined
as one in which risk estimates are based on observation, rather than
statistical analysis, and the development of an understanding about the
individual, risk factors at play within the individual and in the individual’s
environment, the relationship between the individual and defined risk
factors, and, finally, factors that trigger or protect against the transforma-
tion of risk into actual harm. The clinical risk assessment does not preclude
the use of actuarial or other psychometric data collection and evaluation,
but builds these into a larger and more comprehensive model of assess-
ment that ultimately rests on the skill of the clinical evaluator, rather than
the statistical formulation and arithmetic process that is the heart of
actuarial assessment. The key, or at least one key, to understanding clinical
assessment is the addition of context, interpretation, and assignment of
meaning to the examination and evaluation of both static and dynamic risk
factors.

Although actuarial assessment can, and does, yield statistically mean-
ingful predictions of risk (or actually of recidivism, which is the transfor-
mation of risk into actual harm), the theory behind the assessment is built
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on a rather mechanistic view of people and their behavior, and pays little
attention to or fails to recognize that internal risk is related to external
variables and not simply controlled by external forces. Accordingly actu-
arial assessment does not take into account environmental factors that may
contribute to or produce risk, and in assessing risk considers only attributes
related directly to the individual, treating these personal attributes as static
and unchanging things from which future behavior can be statistically
predicted. The model of actuarial assessment, in turn resulting from an
underlying model in which risk is considered to be inherent in the
individual, is unable to ascribe meaning to the behavior that is under
assessment or to the individual emitting that behavior and, one might
argue, does not care about or even recognize the person behind the
behavior. And although it may be true that risk alone can be predicted
through statistical methodology, the actuarial assessment process in effect
concludes that it is enough to statistically project risk and that effective
management can be based on social control alone, with little or no attention
paid to changing the person.

Figure 1.3 illustrates a simplified view of both the actuarial and clinical
process contrasted against one another. In fact, a model of risk that assumes
that risk lies within the individual does not necessarily spawn an actuarial
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Figure 1.3 A brief and simplified comparison of actuarial and clinical assessment
processes.
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model of risk, and it is not necessarily the case that an actuarial method of
assessment precludes the gathering of additional data or a treatment model
that seeks change and rehabilitation in the individual. In fact, models of
adult sexual offender risk assessment are expanding and evolving to
include measures of dynamic (changing and changeable) risk and, to
this degree, are moving towards clinical interpretations (and assignments)
of risk (as discussed in Chapter 3). Neither is it necessarily true that clinical
assessments examine, interpret, and ascribe meaning to risk factors and
risky behavior or include multiple sources of data in the process. However,
just as actuarial assessment is continually developing and even moving
towards or incorporating a clinical model, so too is clinical assessment
moving towards a more defined, structured, and empirically driven model.

Nevertheless, the two conceptualizations of risk described above are
potentially distinctly different, not only in their view of where risk resides
but also in the meaning of risk, how to recognize and where to look for it,
the mechanisms by which risk is turned into or away from actual harm, and
the nature of the person and/or the environment in which risk is found.
The differences between these two models, then, is not just semantic; these
really are two very different models, and they lead to different outcomes
and possibilities, including how we assess risk and how we treat it.

THE CONCEPTUALIZATION OF PROTECTIVE FACTORS

Whereas the actuarial model of risk assessment focuses on elements of risk
only, and particularly static risk (or risk indicators), a clinical model of risk
recognizes a greater interaction between risk elements and other elements
or conditions that serve to advance or inhibit the transformation of risk into
actual harm.

Among these other elements are protective factors that, in effect, are
conceptualized only in relation to risk factors. These exist independently of
risk, can be conceived of in many different ways, and fill different roles in
the life of each individual and the larger community. However, with
respect to risk in particular, protective factors serve to inhibit or restrain
the emergence of risk or protect against harm. Like risk factors, these can be
found to reside within the individual and the external environment.
Religious or spiritual beliefs, moral conviction, prosocial attitudes, secure
attachment to others and social connectedness, and a well developed sense
of empathy illustrate protective factors that are endogenous to the indi-
vidual. Family support, prosocial peer group, positive role models, and a
stable living environment are examples of protective factors that exist
outside of the individual. High levels of supervision and control (such as
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probation, GPS monitoring,> and threat of incarceration) also represent
exogenous protective factors, although these obviously belong to a class of
factors that are not built upon the strength of the individual or community
but are clearly aimed at decreasing risk through social control, and can
be thought of as both protective factors (as they protect against harm) and
environmental conditions that inhibit the expression of risk. Regardless,
protective factors are characteristics or conditions that interact with risk
factors to reduce their influence. In a dynamic, and typically clinical,
assessment model, protective factors will be a consideration in evaluating
risk and an element of the overall assessment process, with adjustments
made in light of factors that inhibit, restrain, or protect against risk. Indeed,
Monahan (1995) recommends that evaluators ask themselves whether they
are giving consideration to factors indicating the absence of harmful
behavior as well as those that suggest the possible recurrence of harm.*

IMPLICATIONS OF RISK ASSESSMENT
FOR THE TREATMENT OF RISK

It is inevitable that our ideas about risk will be tied to our treatment of risk.
It is likely, in all but a relatively few cases, that some form of activity will
occur after risk assessment that is designed to curb risk and thus prevent
harm, and this process constitutes treatment of some kind, however we
may define treatment. Indeed, our very definition of treatment may itself be
linked to concepts about risk, because treatment is about managing and
eliminating the potential effects of risk.

An assessment of low risk may yield a limited response, and hence a
more limited form of treatment; an assessment of high risk results in
greater concern about the individual’s potential to harm others and more
intensive responses that are designed to protect against or eliminate harm.
Treatment may be as basic as incarceration or heavy monitoring and
supervision in the community, such as placement on a sexual offender
registry, community notification, probation, or GPS monitoring, or, as
shown in Figure 1.4, it may lay at the mental health end of the spectrum
in which it is aimed at the psychological and emotional well-being of the
individual.

The idea that risk is or should be linked to treatment has been much
cited, especially in the work of Andrews, Bonta, and Hoge in their

3. Use of an ankle bracelet, for instance, that is tracked through a Global Positioning
System.

4. Protective factors are discussed further in Chapter 8.
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Figure 1.4 Simple illustration of a continuum of treatment options for sexual
offenders.

Risk-Need-Responsivity (RNR) model (Andrews, Bonta, & Hoge, 1990;
Andrews, Bonta, & Wormith, 2006; Hoge & Andrews, 2003), who reason-
ably argue that the level and intensity of treatment services provided to
offenders (sexual and non-sexual) should be linked to the level of risk they
pose for a reoffense, as well as their treatment needs and their likelihood of
benefiting from treatment. The model itself describes risk in both the ““risk”’
principle of the model, which includes both static and dynamic risk factors,
and in the “need” principle, which focuses only on dynamic risk factors
and clearly recognizes the assessment of dynamic risk factors as one
important basis for the provision of treatment. The authors clearly correlate
risk and needs as reflections of both static and dynamic risk factors (Bonta
& Andrews, 2007, p. 5; Hoge & Andrews, 2003, p. 2), tying both types of risk
factors to treatment, and especially the type and intensity of treatment
provided. The “responsivity” principle is very much tied to treatment by
recognizing that treatment effectiveness is in part tied to characteristics of
the offender. In turn, it is obvious that in many cases both static and
dynamic risk factors are directly related to the characteristics of the
offender, and of course are the targets for treatment (in the case of dynamic
factors, at least).

In earlier descriptions of the RNR model, a fourth principle of “profes-
sional override” was articulated. Postulating the necessity of clinical
judgment, this principle asserted that final decisions about treatment
must be guided by professional considerations regarding risk, need,
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and responsivity in the context of the individual situation and circum-
stances (Andrews, Bonta, & Hoge, 1990, p. 44): “having considered risk,
need, and responsivity, decisions are made as appropriate under present
conditions” (Hoge & Andrews, 1996, p. 10). Although professional over-
ride is no longer described as a fourth “principle”” in consideration of case
management and treatment, ““professional discretion” (as it is now called)
remains elemental in the application of the RNR model (Bonta & Andrews,
2007; Hannah-Moffat & Maurutto, 2003).

Not only do the ideas embodied in the Risk-Need-Responsivity model
clearly link risk to treatment, but ideas about treatment are linked to
essential ideas about risk. Hence, if risk resides solely within the individual
and if treatment for sexual offenders is mostly about harm reduction
through social control, then it need not be aimed at improving the mental
health, social skills, and quality of life of sexual offenders. In this case, the
intensity of treatment is merely about the level and degree of social control
rather than the degree or type of mental health treatment.

The question of which end of the spectrum should treatment rest (social
control or rehabilitation) is a facet of socio-political ideology and is for
practitioners a question of personal choice, at least to some degree.
However, if the primary goal is only for sexually abusive behavior to be
managed and neutralized, then mental health and rehabilitation need not
be a target. With such a basic goal the individual need not actually be a
target for treatment or change, nor is it important to eliminate inherent risk
factors that reside within the sexual offender; instead, we simply need to
control for or neutralize risk factors. As risk remains largely static in this
model (as it resides within the person, including the person’s history),
change in risk outcome can occur through social control alone. In fact, this
is clearly one notable direction in which the social, political, and legal
systems of the United States are moving. With the advent of the Adam
Walsh Child Protection and Safety Act of 2006 comes the Sex Offender
Registration and Notification Act (SORNA), which intends to create a
national sex offender registry with lifetime registration for sexual
offenders, including juvenile sexual offenders aged 14 and older who
have committed certain sexual offenses (although the act allows the
possibility of only 25 years registration for juvenile sexual offenders).

In truth, treatment ideas that are largely static in origin and seek public
safety through social control do not necessarily result in a lack of treatment
that also addresses the mental health and general well-being and rehabili-
tation of the sexual offender. Sex offender registration and GPS tracking,
for instance, may be but one immediate and concrete step in the provision
of a larger model of treatment that expands beyond social control alone to
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include a model of mental health treatment.’ However, a treatment model
that depends on containment and social control to maintain success is the
very antithesis of a treatment model in which the greater good (e.g., public
safety) may be served and the individual sexual offender may be rehabili-
tated and move towards meeting his or her goals in a prosocial and
personally satisfying manner, improve in social skills and social function-
ing, increase mental health and well-being, and lead and experience a more
satisfying life. In fact, the practices and outcomes of offender containment
and management may even further marginalize sexual offenders and
exacerbate some of the very conditions that contribute to sexually abusive
behavior in the first place, at least in adults. The possibly unintended
results of containment and social control may perhaps fuel the very fire
we're trying to quell, in some cases increasing risk and therefore requiring
even more social controls in a never-ending cycle.

Even if not within the general public and political world view, within the
treatment field, ideas about treatment for adult sexual offenders are clearly
moving towards the mental health treatment end of the spectrum. Ideas
such as those proposed by Marshall (2005, 2006) and others (Craissati &
Beech, 2003; Harkins & Beech, 2007a, 2007b) advocate a more psychologi-
cally minded and client-centered approach to treatment, which is more in
line with our approach in other branches of mental health treatment.
Perhaps best epitomized in the Good Lives model of Tony Ward and
colleagues (Ward, Mann, & Gannon, 2007; Whitehead, Ward, & Collie,
2007), these models of treatment pay attention to changes within the person
and the person’s environment in order to reduce the chances of sexual
offense recidivism without neglecting public safety. But, of particular note
here, these changes in ideas about treatment for adult sexual offenders in
turn reflect a change in our concept of risk.

The model of risk as static still holds great currency in the assessment of
adult sexual offenders; however, shifting ideas about treatment also reflect
a change in foundational ideas about risk conceptualization and assess-
ment. This change recognizes not just static indicators of risk but also that
dynamic risk variables are an important target in assessment, thus taking
risk assessment beyond mechanical and statistically derived actuarial
assessment. The extension of this thinking is that dynamic factors are
also an important target for treatment, suggesting that risk is partly derived
from current, and not simply historical, factors and experiences, and can

5. Indeed, the Comprehensive Assessment Protocol of the Center for Sex Offender
Management (Bumby, Carter, Talbot, & Gilligan, 2007) asserts that treatment and
registration are both integral to effective sexual offender management.



The Concept of Risk in Adults and Adolescents 27

subsequently be reduced through mental health treatment and not simply
controlled through containment.

Frankly, even if containment was a 100 percent fix for the problem of
sexual abuse recidivism, there is also the question of what sort of society we
wish to have, how we see individuals within our society, how we wish to
treat and interact with individuals whom we have come to recognize as
either dangerous or unwanted, and whether we believe that individual
change is possible. All of these ideas are linked to our conceptualizations of
risk, how we understand and assess risk, how we treat risk, and whether
the goals of sex offender treatment are unidimensional (the prevention of
recidivism) or multidimensional (the prevention of recidivism, the elim-
ination of conditions that give rise to recidivism, and helping to improve
the lives and mental well-being of those at risk for recidivism).

THE FOURTH QUESTION: AT RISK WHY?

Beyond the three questions already asked—at risk to whom, for what, and
when—is a fourth related question: at risk why? That is, why is the
individual likely to engage in sexually abusive behavior again? The
question takes on importance if our intention is to understand not just
the fundamental nature of risk assessment, but also the purpose that
sexually abusive behavior fills for the offender, and even the meaning
of the behavior to the perpetrator. More than the other three questions, this
fourth question provides part of the foundation for treatment and, even if
not immediately relevant to the assessment of risk, should be built into risk
assessment if the assessment is to have meaning and serve as a basis for
treatment.

Frankly, in a pure risk evaluation in which the sole question is one of will
he or won’t he, we wouldn’t ask the question “why’” or indeed any of the
other three questions. In an ideal statistical model for risk prediction we
wouldn’t have to ask; even if we didn’t fully understand the nature of risk
and its causes, we would always spot risk and thus be able to control for it.
With such a model, we might even imagine that the treatment we provide
(from social control to mental health treatment) has nothing to do with our
conceptualization or risk, how we assess it, or how we assign a level of risk.
However, I've obviously argued that our treatment has everything to do
with our conceptualization of risk and that our ideas about risk give birth to
our ideas about treatment. Further, it is apparent that we lack an ideal
assessment model, not just by the constant debate in the field about the best
model (actuarial or clinical), but by the fact that assessment processes
continue to evolve; clinical assessments are becoming more structured and,
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in some cases, actuarial assessments are being woven into larger assess-
ment processes that are more dynamic and clinical.

Hence, understanding that treatment and risk are linked and without an
ideal connecting model, a best practices model for assessment and treat-
ment is built on our best understanding of the processes by which we
understand risk and its development, rather than the simplistic question of
“Will he or won’t he?”” I argue that in order to best answer that question, we
must be able to explore important elements that give rise to risk.

Returning to the idea that risk assessment is always based upon a history
of prior harmful behavior and is therefore an assessment for recidivism and
not first-time behavior, the process of risk assessment always draws on the
past in order to highlight possible future behavior. This is the static element
of risk assessment, and there are two ways to use this slice of the assess-
ment process. One is by statistical processes that may yield accurate results
but fail to yield an understanding of the phenomenon we are observing and
counting. In this case, we may come to recognize that certain historical
events effectively predict the likelihood of a behavior occurring again, even
if we don’t know why or understand why these static factors are predictive
for some but not others. A second way to use static data is from an
observational and phenomenological perspective, not just through a pro-
cess of counting how many times these factors appear in the histories of
different recidivists.

In this case, in addition to spotting and counting, understanding an
individual’s past behaviors and experiences can lend itself to projections
about future behavior based on an understanding of why (and under what
circumstances) the prior behavior occurred. Recognizing and understand-
ing the presence of past and current experiences and behaviors allows us to
project a trend into the future which, if uninterrupted, may lead to a
recurrence of the same behavior. In both cases, statistical or clinical,
recognizing the occurrence of static events as predictive (even if not in
every case) is an important link to predicting future behavior, and it
embraces the idea that past behavior predicts (at least, in part) future
behavior. However, only in the case of our clinical use of static data do we
recognize that understanding the nature of past behavior, and not just
counting its occurrence, provides us with the chance to not only interrupt
future occurrences but also change and rehabilitate the conditions that
gave rise to such behavior in the first place and that may do so again. We
can best understand why a behavior may recur by understanding the
reason for its past occurrence. Paraphrasing George Santayana: Those who
cannot remember [or in this case, understand] the past, are condemned to
repeat it.
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RISK ASSESSMENT IN CHILDREN
AND ADOLESCENTS

The ideas presented in this chapter are generic in the sense that they apply
to the assessment of risk of every sort for both adults and juveniles.
Although addressed in detail in Chapter 4, questions about differences
between adult sexual offenders and sexually abusive youth with respect to
the meaning or risk and its assessment in these two populations is useful to
at least consider before wrapping up the current chapter.

For now, it’s important to say that we consider adolescents to not simply
be smaller and less-experienced versions of adults, but qualitatively and
quantitatively different in many facets of their lives, including their
cognitive, emotional, behavioral, and neurological development. As
such, we recognize that not only is risky behavior in adolescents different
than similar behavior in adults but also that the causes, development, and
further unfolding of risk over time is also different. Based on developmen-
tal difference between adolescents and adults, even if we understand risk
in adolescents in the same way we understand it in adults, the way that
risk operates in adolescents may be very different, as well as its effects on
adolescent behavior. How we understand and view risk in children and
adolescents, including how we visualize its developmental process, is quite
different than how we view risk in adults.

Regardless of how we assess risk or the nature of risk factors believed
pertinent to sexual recidivism in juveniles, unless we adopt a model
of assessment in which the only or main question is “Will he or won't
he?”, the four questions asked in this chapter are of particular relevance to
understanding risk for recidivism in sexually abusive youth. That is, who
might be the target of future sexual harm, what is the nature of recurrent
sexually harmful behavior likely to be, under what circumstances might
the juvenile re-engage in harmful sexual behavior, and why did the
sexually abusive behavior occur in the first place? These questions add
substance to and structure the process of risk assessment and more clearly
define what it is that we are seeking to discover, as well as adding both
depth and context to the process of risk assessment and our understand-
ing of the juvenile. Additionally, the fourth question, “Why?”’, not only
adds increasing context, structure, and understanding, but it also sets the
pace for the treatment that, in some form, will almost certainly follow
assessment.

This book concludes with and is built upon the idea that assessments of
risk in sexually abusive youth must always be drawn from and informed by
a structured risk-assessment instrument. Nevertheless, notwithstanding
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the use of such an instrument, whether actuarial or clinical, risk assessment
per se must be embedded within the larger and overarching framework of
a more comprehensive assessment. From this perspective, which is the
perspective adopted by this book, the process of risk assessment for
adolescents should focus on developing a deep understanding of the
juvenile and the context and circumstances of his or her life, as well as
the context and circumstances under which sexually abusive behavior
previously occurred (whether once or repeatedly).

The process of assessing risk, then, is based on understanding the youth
in the context of his or her life and through the most detailed possible
understanding of the individual. This represents a model of comprehen-
sive assessment in which the juvenile is seen a whole person operating
within the ecology of his or her whole life and environment,® and in which
the assessment of risk is merely one slice of a larger assessment and,
indeed, is derived from the larger comprehensive assessment.

6. The ecological environment is comprised of the interactions between individuals and
the social systems in which they live and function. The social ecology is formed by
the set of nested and interwoven structures that exist between social systems, starting
with the individual, each one of which is subsumed within a larger and more
encompassing social system that interact with and influence one another. From this
perspective, individual development occurs within an ecological context which
significantly influences the course of such development (Wiksrom & Sampson, 2003).



CHAPTER 2

The Fifth Question: Why Risk
Assessment?

question relevant to risk assessment: Why assess risk at all? Krueger

(2007, May) notes that one important step in determining what risk
assessment instrument and protocol to use has to do with the implications
of risk assessment and, in particular, the purpose for which the assessment
will be used, such as in decisions ranging from sentencing to case man-
agement to treatment. It seems imperative that we always consider these
questions in assessment, recognizing the different purposes for which
assessments may be used, as well as different circumstances under which
they may be used and different decisions that may flow from the process of
assigning risk for sexual recidivism. It seems especially important as we
consider the assessment of risk in children and adolescents.

Prescott (2006) describes risk assessments with sexually abusive youth as
problematic and offers a number of reasons to avoid such evaluations. He
writes that we do not fully understand which elements actually contribute
to risk in adolescents and notes that, although well developed, our risk
assessment methods are not well supported by empirical evidence. He
further points out that children and adolescents are not only in the process
of developmental change but actually do change over time, and that
sexually abusive youth are far less likely to recidivate sexually than
they are to engage in other forms of antisocial behavior. Additionally,
Prescott warns that the risk assessment process itself may be harmful to the
juveniles we are assessing, and may either reflect or contribute to poor
public policy. Nevertheless, whether actually advocating for the elimina-
tion of juvenile risk assessment or simply pointing out problems about
which we should be aware, Prescott’s concerns are well noted. In either

IN ADDITION TO the four questions posed in Chapter 1, there is a fifth
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case, however, risk assessment seems to me both an important and
necessary process in our understanding of and work with sexually abusive
youth, not only to expand our knowledge of risk itself but also to provide
a foundation upon which to address and provide for public safety,
understand the youths whom we are evaluating and almost certainly
going to treat, and formulate and provide treatment. To these ends and
in answer to the question “Why assess?”’, there are at least nine interrelated
reasons to engage in risk assessment.

1.

Risk assessment, or projection of potential dangerousness, is an
important element in a forensic model, helping to ensure that we
have a sense of what damage may be caused by an individual if things
remain unchanged.

. Risk assessment allows a common language and shorthand by which

to identify those who may be at risk for harming members of the
public.

. Risk assessment allows a channel for clear communication and col-

laboration between systems that interact with and are affected by
sexually abusive youth, including the public, the courts, and provid-
ers of services that range from community supervision to mental
health treatment, as well as the family and victims of the sexually
abusive youth.

. Risk assessment can provide us with insight into the causes and

nature of risk itself, as well as the natural history and trajectory of
risk in each individual we assess and, by extension, the larger
population that is comprised of those individuals.

. Although individualized, risk assessment can nevertheless allow us a

practical means for making comparisons within and among treatment
groups.

. Risk assessment is not only about predicting risk, but also about the

development of means to diminish or protect against risk. The process
of risk assessment can highlight and help us better understand the
nature of protective factors that diminish the effects of risk and guard
against harm.

. Risk assessment can help us to meet the individualized demands

required by an effective and efficient case management and treatment
delivery model, such as that proposed by Andrews, Bonta, and Hoge (1990).

. The process of risk assessment creates a practical link between

research and clinical practice.

. Risk assessment and the answers it potentially yields provide the

foundation for the treatment that follows, as treatment without
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assessment is either blind to individual differences in clients (one-
size-fits-all) or uninformed and shooting in the dark and even poten-
tially unethical. We have to know what we're treating if we are to
stand a chance of treating it effectively, unless we believe that
““sexually abusive behavior” is a unidimensional and undifferentiated
single thing rather than a multi-faceted behavior with many elements
and linkages.

To be sure, these nine reasons do not, and cannot, represent the be all and
end all of assessment purpose. Indeed, for most reasons there is also a
potential downside or pitfall, possibly reflecting our misunderstanding of
the risk assessment process or misuse or misapplication of the ideas and
process. Nevertheless, they provide a foundation and a rationale for risk
assessment, and further drive the task for better understanding and
creating better models for assessment.

FORENSIC EVALUATION

As the forensic purpose of risk assessment is described throughout the
book, it is important to provide a definition. Most simply, Grisso (2006) has
written that forensic evaluations are forensic because they are performed in
order to inform court decisions. This is not always the case, however, and
certainly the contexts in which juvenile forensic evaluations occur extend
beyond the court, as not every child or adolescent engaging is sexually
abusive behavior is legally prosecuted, even though the behavior itself
invokes the law and the possibility of juvenile or criminal charges.
More broadly, forensics involves matters pertaining to the court and
the systems of criminal and civil justice, or the law in general. This
frequently involves any behavior that violates adult or juvenile criminal
laws, and it also includes matters pertaining to civil law that require
evaluation, assessment, or psychological input, such as child custody
cases, adoption, or miscellaneous lawsuits. Practically, forensics applies
to the investigation and assessment of facts and evidence in court or the
application of scientific knowledge and technology to legal matters. The
treatment of the juvenile sexual offender is a forensic speciality that
crosses the lines between understanding criminal behavior, assisting the
process of legal discrimination and decision making regarding the
behavior, assessing the behavior for future occurrence, and treating
the behavior. In working with juveniles, such work requires an addi-
tional understanding of the developmental and personal psychology of
children and adolescents and surrounding social systems and social
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forces that shape and define the emotions, cognitions, and behaviors of
the child.

Forensics includes science and art in covering matters of fact and legal
jurisprudence, as well as causes and consequences of legal issues, whether
in the courtroom or outside. Forensic psychiatry, psychology, and social
work deal with the psychology of the individual as it pertains to criminal
behavior and also broader aspects that involve sentencing recommenda-
tions, child custody, malpractice, and legal mediation.

PRACTICING RISK ASSESSMENT

Is it essential, or even necessary, for an evaluator of risk to think in the
terms outlined in this chapter? The answer is no. When using an actuarial
assessment, for instance, such thinking or knowledge is not only not
required, but psychological insight has no bearing whatsoever on the
outcome of the assessment. The same is far less true in the case of clinical
assessment, but it is nonetheless also true that the evaluator only needs to
grasp the basics in order to complete a risk assessment. In fact, a well-
designed assessment process and instrument does not require insight or
knowledge in the assessor beyond that necessary to use the instrument and
complete the assessment. Nevertheless, if the goal of training is to produce
sophisticated evaluators of risk—evaluators who understand the concepts
behind risk assessment—then without question it becomes important to
explore the ideas behind assessment and provide richness and depth to our
understanding and our practice.

However, even if we can argue that risk evaluators technically don’t need
to be clinically sophisticated or conceptually aware and well trained, we
can easily see that this is not a position supported by the field, and we can
turn to the guidelines of the American Psychological Association to illus-
trate goals for risk evaluators (Turner, DeMers, Fox, & Reed, 2001). The
APA Task Force on Test User Qualifications describes assessment as a
complex activity that requires and combines knowledge of psychometric
concepts with expertise in an area of professional practice or application.
““Assessment is a conceptual, problem-solving process of gathering de-
pendable, relevant information about an individual, group, or institution to
make informed decisions” (p. 1100). The guidelines describe the evalua-
tor’s function in making meaningful interpretations of data, often collected
from multiple sources, in which it is important that evaluators “be able to
integrate knowledge of applicable psychometric and methodological
principles, the theory behind the measured construct and related empir-
ical literature, the characteristics of the particular tests used, and the
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relationship between the selected test and the particular testing purpose,
the testing process, and, in some contexts, the individual test taker”
(p. 1104). With regard to prediction in forensic and non-forensic settings,
the guidelines stress that evaluators should be knowledgeable about the
predictive capacity of assessment and understand how the characteristics
and the social environment of the individual being assessed may influence
prediction. Finally, the guidelines note that evaluators should understand
the base rate of the behavior being assessed,' identify and evaluate critical
factors that may influence outcome, and recognize the relevance or contri-
bution of situation factors, or context and circumstance.

Evaluator sophistication aside, the question of whether actuarial or
clinical assessment is the better method for evaluating risk is not only a
very old debate, but also it cannot be resolved here. However, if the heart of
risk assessment is about prediction alone, then why choose the clinical
model over the actuarial? Even if the actuarial model is flawed, it has been
strongly and repeatedly asserted that of the two models it is the more
capable of accurate prediction (Hanson & Thornton, 2000; Harris & Rice,
2007; Meehl, 1996; Quinsey, Harris, Rice, & Cormier, 1998; Steadman,
et al. 2000). On the other hand, there is far from complete agreement on the
greater predictive power of actuarial over clinical risk assessment (Boer,
Hart, Kropp, & Webster, 1997; Hanson & Morton-Bourgon, 2007; Hart,
Michie, & Cooke, 2007; Litwack, 2001). Regardless, if it isnt already clear to
the reader, my own perspective is that there are strong qualities and ideas
to be found in both conceptualizations of risk described in the previous
chapter (one of which fuels actuarial assessment and the other clinical
assessment), but that the clinical and dynamic model is by far the stronger
model, even though it lacks the specificity, structure, and certainly the
relatively well-proven predictive power of the statistical model.

The actuarial/clinical assessment issue is further discussed in Chapters
3,11, and 12. However, it is pointless, and even silly, to unequivocally state
that one approach to assessment is the correct approach or even superior to
another; approaches are ideological and are intrinsically social constructs
often brought into operation or dominance through political and other
social processes (Greenberg & Watson, 2005). Despite this, from a psycho-
logical perspective our field has generally come to recognize, and indeed
insist, that children and adolescents are different than adults and that the
person they will become is very much based upon their experiences in
society, including our response to their experiences and their behaviors.

1. Base rate involves the frequency at which a particular behavior occurs, in this case
sexual offense recidivism among sexual offenders.
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From this perspective, this book addresses juvenile assessment as a
qualitatively different process than that of adult assessment. Its goal is to
help better define the concepts, tools, and methods of juvenile risk assess-
ment, and an approach to assessment that is both helpful to the evaluator
and at the same time helps to produce skilled and well-informed eval-
uators. Finally, in the choice of an assessment process and an approach to
assessment, the evaluator should be aware of different orientations and
approaches to risk assessment, even in the design of the assessment
instrument and model, and in application should be aware of these
different underlying concepts and constructs.



CHAPTER 3

A Theory of and Model
for Risk Assessment

both risk assessment and risk itself, and therefore the rudiments of
a theory of risk assessment, this chapter further defines the ideas
implicit in such a theory and represents a theory of professional practice.
When it comes to models that describe deliberate human action (such
as risk assessment), Argyris and Schon (1974) describe a theory of
professional practice as a special case of an action theory that, like all
theories, is generalizable, relevant, consistent, complete, and simple. A
theory of practice consists of interrelated ideas and assumptions that are
specific to the situations to which practice will be applied and will predict
and help bring about the intended results. A theory of risk assessment,
then, is both a theory of action and, more specifically, a theory of
professional practice. It should therefore help the evaluator to grasp
and better understand the process of risk assessment, enhance profes-
sional practice, and like all theories explain, describe, and guide.1
Accordingly, by theory I do not mean a model testable by experiment,
but rather a model of reality that is capable of describing and offering a
comprehensive view of a particular phenomenon (in this case, risk assess-
ment), providing an explanation and definition of how the phenomenon
operates and allowing a means by which to guide practice. To this end,
theory should provide a self-contained, logical, and formal model or
framework for describing the ideas and processes of practice. In this

I I AVING LAID DOWN a conceptual framework and understanding of

1. In fact, one criticism of actuarial assessment is that it is atheoretical, and therefore
functions without a guiding conceptual framework (Beech & Ward, 2006; Craig,
Browne, Stringer, & Beech, 2004; Krueger, 2007, August).
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case, theory does not refer to a conjecture, a hunch, or a hypothesis (all of
which are ideas that can be tested). Instead it refers to a self-contained,
logical, and formal model by which to understand, shape, and operation-
alize risk assessment, and thus provide a model for practice and a set of
consistent rules that underlie such practice.

The testability of such a model lies in its generalizability (or capacity to
make sense under all or most circumstances), its internal construction and
consistency, its ability to hold up under scrutiny and in application, and its
value as a working model by which to understand and guide practice.
Accordingly, a theory of risk assessment begins by defining risk assess-
ment, including its purpose, process, and elements.

A DEFINITION OF RISK ASSESSMENT

Risk assessment is the process of extrapolating and estimating the possi-
bility of future harm, in which an assigned level of risk expresses the
likelihood of or potential for future harmful behavior in an individual
who has previously engaged in similar behaviors. The estimate of risk and
assignment of risk level is derived from a review and analysis of a
combination of elements known or believed to make this individual
susceptible to engagement in harmful behavior under defined circum-
stances and when environmental conditions allow the expression of such
behavior. Risk assessment is therefore the endeavor to project the likeli-
hood of future harmful behavior on the basis of prior and current behav-
iors, social interactions and relationships, and mental processes.

This definition of risk assessment can be articulated in a series of 13
related propositions.

1. Assessment of risk for harmful behavior is based upon a history of at
least one prior incident in which the individual being assessed engaged in
similar harmful behavior.

2. Assessed risk reflects the potential for reengagement in future harm-
ful behavior if conditions and risk factors present at the time of the
assessment remain unchanged.

3. Risk for harm cannot be absolutely measured and neither can reen-
gagement in harmful behavior be predicted with absolute accuracy; it can
only be approximated.

4. Estimations of future harmful behavior are based on the presence of
interpersonal and intrapersonal factors known or believed to be related to
the risk for harm. These include static factors related to historical behaviors
and experiences and dynamic factors related to current mental processes,
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social interactions, behavior, and environmental conditions, all of which
are subject to possible change.

5. Risk factors reside in both the individual, with respect to prior and
current experiences and current mental processes and behaviors, and in the
individual’s environment, with respect to social experiences and
interactions.

6. No single risk factor is likely to contain enough power to directly lead
to harmful behavior when isolated from other risk factors, and the emission
of harmful behavior is linked to combinations of risk factors that interact
with, amplify, and catalyze one another.

7. Even if correlated with the enactment of harmful behavior, no postu-
lated risk factor is absolutely known to clearly cause harm, and neither can
any combination of risk factors be said to incontrovertibly cause or lead to
harmful behavior.

8. Although risk factors are not solely responsible for the emission of
harm, and no single risk factor can be considered to be causative, risk
factors play a causative role in the emission of harmful behavior.

9. The presence of risk within the individual can be explained as a result
of genetic predisposition or biological development; developmental learn-
ing experiences within the ecology of the social environment that are
introjected into cognitive schema and emotional experience and organ-
ization; and interaction between biological and social experience.

10. Risk factors within the environment exist independently of the indi-
vidual, although in some instances there is an interaction in which risk
factors in one domain influence and catalyze, and perhaps create, risk
factors in the other.

11. Environmental conditions are not causative, but they provide the
conditions, and sometimes the stimulus, through which harmful behavior
occurs. Environmental conditions thereby act as the medium through
which risk is transformed into harm.

12. The potentiality of risk factors and the transformation of risk into
harm is influenced and possibly mitigated by the presence of protective
factors, which are also conjectured to reside both within the individual and
the environment. In the assessment of risk, even if not overtly stated, the
evaluation of protective factors is an additional target with particular
regard to the interaction between risk and protective factors.

13. The assigned risk level always reflects the likelihood of a recurrence of
harmful behavior when environmental conditions allow for such behavior.
Such conditions include the presence of a potential victim and the absence
of adequate restraining forces. Without favorable environmental condi-
tions, harmful behavior will not recur and risk is low or non-existent.
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A THEORY OF DYNAMIC RISK ASSESSMENT

Whereas the definition of risk assessment provided previously is general
enough to cover both actuarial and clinical assessment, the inclusion of
propositions that reflect dynamic and protective factors makes this a theory
of dynamic assessment rather than a theory of actuarial or static assessment
(which, in present practice, are generally the same thing). However the
propositions of the theory, which operationalize its definition, allow the
idea that actuarial assessment itself may be simply one element in a larger
and more dynamic model of assessment. Indeed, it is already the case that
the assessment of adult sexual offenders is extending beyond the narrow
confines of actuarial assessment.

The Structured Risk Assessment process (SRA) (Thornton, 2002), the
Structured Assessment of Risk and Need (SARN) (Webster et al., 2006), the
Structured Anchored Clinical Judgment (SACJ) (Grubin, 1998), the Sex
Offender Need Assessment Rating (SONAR) (Hanson & Harris, 2000a),
and the Stable Dynamic Assessment (SDA) and its derivatives, the STA-
BLE-2007 and ACUTE-2007 (Harris & Hanson, 2003; Harris & Hanson,
2007) are each built upon actuarial assessments but expand beyond the
statistical assessment of static risk factors to incorporate dynamic risk
factors. They each thus recognize the relationship between dynamic risk
factors and recidivism in sexual offenders, and especially those in treat-
ment or under supervision. In her development of the Inventory of
Offender Risk, Needs, and Strengths (IORNS), for use in the assessment
of a general criminal population, Miller (2006) is similarly developing a risk
assessment measure that combines static and dynamic risk factors, as well
as protective factors and strengths that can help in the risk assessment,
treatment planning, and monitoring of offenders, ““as well as providing a
mechanism to explore the relationship between all three variables in
combination with recidivism” (p. 779).

These are the third generation, and even fourth generation, assessment
instruments described by Bonta and others.” They represent a risk assess-
ment model that extends beyond the actuarially based model incorporating

2. First generation instruments were based largely on clinical judgment, whereas the
second generation assessments that followed resulted in statistically derived and
static actuarial assessment instruments. Third generation tools incorporate both the
evidence base of the static assessment and the dynamic factors of the clinical
assessment and fourth generation models integrate an even wider range of dynamic
factors, incorporating factors relevant to treatment interventions and monitoring
(Andrews, Bonta, & Wormith, 2006; Bonta & Andrews, 2007, Hannah-Moffat &
Maurutto, 2003). Both third and fourth generation models thus represent the
actuarially-based dynamic assessment model described in this chapter.
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the evaluation of dynamic risk factors in an integrated and dynamic model,
in which the inclusion of dynamic measures ““can improve risk prediction
beyond that achievable by static factors alone”” (Allan, Grace, Rutherford, &
Hudson, 2007, p. 348).

These instruments not only recognize the existence and utility of both
static and dynamic risk factors, but also that “there is no reason to think
that one type is superior to another when it comes to the predicting
recidivism” (Bonta, 2002, p. 367). For instance, in their study of general
criminal (non-sexual) recidivism Gendreau, Little, and Goggin’s (1996)
meta-analysis of 131 studies concluded that dynamic risk factors perform-
ed at least as well as static risk factors in the prediction of general criminal
recidivism, and they also concluded that different types of assessment
procedures should be compared and combined. Mills (2005) similarly
describes the “integrated method approach” (p. 238) that blends psycho-
metric results and clinical data into risk assessment. Bonta writes that static
factors not only have limited utility, but also that they may even be
“somewhat redundant”” as dynamic factors have comparable predictive
value, and asserts that dependence ““on static risk instruments may even be
counterproductive” (p. 370). In their study of 60 adolescent sexual
offenders, Martinez, Flores, and Rosenfeld (2007) found that the dynamic
assessment scales of an empirically based risk assessment instrument (the
Juvenile Sex Offender Assessment Protocol-II) showed the greatest accu-
racy in predicting sexual recidivism; not only were the dynamic scales
more effective than the static scales of the J-SOAP, but in this study the
static scales were not associated with any of the outcome variables.

Indeed, Beech and Ward (2004) note several criticisms of solely actuarial
assessments, including the invisibility of risk factors relevant to individ-
ual cases and the exclusion of contextual risk factors that may signal
increased risk. In fact, Martinez et al. conclude that one possible reason
for the superior performance of the dynamic scales in their study was that
the evaluating clinicians were familiar with and knowledgeable about the
behavior and characteristics of the sexually abusive youth in their study
(also making a strong argument for the effectiveness of clinical judgment in
risk assessment, as the dynamic assessment usually invariably involves
such judgment).

The idea that dynamic risk assessments may include and build upon
actuarial assessments is welcome. It represents an acknowledgment and
recognition that static actuarial assessment alone is not powerful enough to
either clearly assess risk or assure that we avoid both false negatives
(impinging on the safety of the public) and false positives (impinging
on the well-being of the offender). Hence, we see two streams to dynamic
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assessment: (1) actuarially based dynamic assessments that include and
incorporate a statistical level of risk (i.e., an actuarial assessment), and (2)
clinically based dynamic assessments that do not contain a statistically
derived base and are instead built upon a professional and literature-based
understanding of risk (sometimes known as empirically guided or based).
Developers of adult risk assessment processes already have the capacity
and instruments by which to develop and continue to develop actuarially
based dynamic risk assessments, and with the development of the Juvenile
Sexual Offense Recidivism Risk Assessment Tool (Epperson, Ralston,
Fowers, DeWitt, & Gore, 2006)° the same opportunities will be available
in the evolution of adolescent risk assessment.

THE CLINICAL FOCUS OF DYNAMIC RISK ASSESSMENT

However, in the case of both actuarially and clinically based dynamic
assessment streams, dynamic risk assessment is inherently clinical in its
assessment of risk. Unless we get to the point where we can statistically
predict the interaction between static and dynamic risk factors and the role
that dynamic risk factors play in recidivism—especially which dynamic
factors—it is unlikely that we will ever derive an actuarial assessment
based upon the complexity or even a full understanding of dynamic risk
and its variants. The moment that we include dynamic factors in our
assessment of risk we also include a strong element of clinical judgment in
our selection of dynamic risk factors, the way we evaluate their importance,
and our beliefs about when the presence or absence of such factors
maintains, increases, or decreases risk for sexual recidivism.

In the pure actuarial assessment, the application of judgment to deter-
mine final levels of risk is referred to as clinical adjustment or adjusted
actuarial assessment and is considered by some to weaken, rather than
strengthen, risk assessment. Campbell (2004) notes that clinical adjustment
will invariably create inconsistency in the process of actuarial assessment
and lead to increased errors in assessment. Harris and Rice (2007) write
““the idea that actuarial methods can somehow be blended with clinical
intuition is a logical non sequitur” (p. 1652). They advocate that ““empiri-
cism should replace clinical judgment wherever possible” (p. 1653). Quin-
sey, Harris, Rice, and Cormier (2006) assert their position clearly: “What we
are advising is not the addition of actuarial methods to existing practice,

3. Although still in development, the JSORRAT is the first actuarial tool to be
developed for risk assessment with juvenile sexual offenders, and is briefly
discussed in Chapter 4 and in more detail in Chapters 12, 13, and 14.
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but rather the complete replacement of existing practice with actuarial
methods”” (p. 197). However, despite the conclusion of Grove and Lloyd
(2006) that there is no ““true hybrid” of the clinical and statistical models of
data collection and analysis, they recognize the clinical-mechanical inter-
face in risk assessment and that subtypes of each method exist that contain
elements of the other (p. 192).

Indeed, there is growing support for not only a model of actuarially
based dynamic risk assessment, but also the relevance of clinical adjust-
ment to actuarial assessment. Doren (2002) has written that no actuarial
instrument can assess true reoffending risk because “‘existing actuarial
instruments do not yet include enough of the relevant considerations to
maximize our predictive effectiveness”” (p. 113). Hence, Craig, Browne,
Stringer, and Beech (2004) conclude that combining the predictive valid-
ity of actuarial methods with empirically guided clinical adjustments
based on dynamic risk factors offers promise for the further development
of risk assessment measures. Craig, Thornton, Beech, and Browne (2007)
write “‘the measure and integration of psychological vulnerability factors
[i.e., dynamic risk factors] . . . as additions to statistical systems of risk,
are likely to further advance our understanding in predicting sexual
reconviction” (p. 327).

The assessment models and instruments briefly described above, such as
the SAJC, SARN, SONAR, STABLE-2007, and IORNS, attest to the devel-
opment of actuarially based dynamic assessments. Mills (2005) writes that
such an approach (which he calls dynamic actuarial) has all of the
advantages of actuarial risk assessment while overcoming its reliance
on unchangeable static risk indicators. He writes that the dynamic actuarial
approach is especially of great value in indicating when risk has dimin-
ished and when, where, and how to intervene. Similarly, Gendreau et al.
(1996) note that it is difficult to meaningfully reclassify an offender in absence
of an assessment that recognizes and can measure dynamic change.

These models recognize that on its own actuarial assessment is not only
based upon static variables but itself is static. Without the assessment of
dynamic factors, risk level as assigned by the actuarial assessment alone
must by definition remain unchanged for all time, or at least for the length of
time covered by the statistical formulation upon which the actuarial assess-
ment is based. Only by assessing other factors relevant to the individual,
some of which change over time, is it possible to assess change, as static
factors do not otherwise allow the possibility of change. In fact, only by
applying a model of dynamic assessment can human beings be seen as
capable of change and treatment be seen as a relevant model for introducing,
inducing, and fostering change. It may be possible for relevant dynamic risk
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factors to be identified and selected through statistical analysis, and some
determinations about change in dynamic areas of human functioning may
be measured psychometrically. Nevertheless, in the main, the evaluation of
dynamic factors is made through professional judgment, involving, as
Gendreau et al. (1996) note, a degree of subjectivity.

Further, Witt (2000) and Campbell (2000, 2004) note that most actuarial
risk assessment procedures or their supplementary assessment procedures
in some way rely upon clinical processes and that actuarial procedures
eventually fall back on clinical judgment. In fact, even the diagnosis of
psychopathy, frequently an element in the actuarial risk assessment, is
itself the outcome of a clinical process. Although the construct of psychop-
athy is most commonly derived through a statistical procedure, a deter-
mination that psychopathy is present is decidedly clinical, most commonly
determined through the application of the Hare Psychopathy Checklist,
which is itself a clinical instrument.

STABLE AND ACUTE DYNAMIC RISK FACTORS

In recognizing dynamic risk factors, we understand that they are com-
prised of many different types of complex factors and forces that are at
work upon us, interacting with other elements in our lives to partially
influence and shape our emotions, ideas, and behavior. Not only do these
dynamic factors reside within the individual and within the individual’s
environment, but they also vary by their persistence and stability over time,
as well as their relationship to sometimes fluctuating or temporary envi-
ronmental conditions, described by Hanson and Harris (2000b) as stable
and acute dynamic factors.

In the first instance, even though they may be amenable to change,
dynamic risk factors may be stable in that they remain active and relatively
unchanging for long periods of time and may even be relatively resistant to
change, such as personality characteristics or patterns of social attachment.
On the other hand, acute risk factors are brought into existence by unstable
or impermanent conditions that may emerge relatively quickly or are
temporary in nature. These too can be seen to exist within the individual,
in terms of mood, cognition, and behaviors that disinhibit (such as intox-
ication), and within the environment, such as reduced family support,
financial stress, decreased supervision, or increased opportunity to act out
harmful behavior. Further, acute risk factors themselves may be transitory
and passing, or they may be chronic with respect to their predictable
reappearance in response to predictable personal, social, or other environ-
mental conditions. Beech and Ward (2004, 2006) recognize these same
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factors but conceptualize them differently. They conceive of stable dynam-
ic factors as relatively fixed characterological or psychological traits and
acute factors as transitory state-like events that serve to amplify and trigger
stable (or trait-like) risk factors.

Regardless of language, it is clear that dynamic factors are complex in
their nature and interactions. It is easy to see that it is the constellation of
dynamic factors, in concert with both static risk indicators and other risk
factors, that makes it so difficult to fully understand them and predict their
impact and the results of their influence.

PROTECTIVE FACTORS AND A THEORY OF ASSESSMENT

In his critique of forensic risk assessment, Rogers (2000) describes assess-
ment as inherently flawed if it pays attention only to risk factors without
consideration given to the presence, weight, and action of protective
factors. Although not describing protective factors, per se, in his book
on the clinical prediction of risk for violence, Monahan (1995) also notes the
importance of giving balanced consideration to factors that indicate the
absence of violent behavior, as well as factors that suggest the recurrence of
violence. Regardless, despite the importance of recognizing and under-
standing the nature and strength of protective factors and factoring this
into an assessment of risk, it is not clear that a theory of risk assessment
must incorporate the function of protective elements. Similarly, without
disregarding protective factors, it is not clear that a structured assessment
instrument needs or can include a formal assessment of protective factors.
Indeed, this would be a difficult task as it may be that assessing the role and
weight of protective factors in predicting recidivism is an even more
difficult task than understanding the action and assessing the impact of
dynamic risk factors.

Protective factors and their role in risk assessment are discussed in detail
in Chapter 8. However, for now, although protective factors may actually
represent strengths independently found in the individual and his or her
social environment,* for the purposes of risk assessment, protective factors
are considered to exist only in relation to and as buffers against risk.
Accordingly, a definition of dynamic risk assessment need not reference
the nature, role, and power of protective factors, which can be thought of as
current psychological and social elements and conditions that dampen the
possibility of harm. The presence and action of protective factors must
instead be inferred as either the absence of risk factors or as internalized or

4. Independent of risk, that is.
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environmental conditions that inhibit the expression of harm. At the level
of assessment in action, the presence of protective factors must be factored
into risk evaluation at the intrapersonal, interpersonal, and impersonal
levels of psychological functioning, social interaction, and environmental
conditions.

A DEFINITION OF DYNAMIC RISK ASSESSMENT

Arriving now at a place where the description of risk assessment provided
has been more fully explored and built on a conceptual framework, we are
almost ready to further describe a theory of dynamic risk assessment.

Dynamic risk assessment integrates the evaluation of static risk indica-
tors found in the behavioral and psychosocial history of the individual,
dynamic markers of current psychological experience and functioning, and
social forces to which the individual is currently exposed in his or her
environment. Potential risk results from the interaction of static and
dynamic risk factors and the further influence of current or possible
environmental conditions that may amplify risk and allow its transforma-
tion into harmful behavior.

THEORY AS A MODEL OF REALITY

Figure 3.1 illustrates this formulation of dynamic risk assessment. As
seen, static factors serve as both risk factors (and in the case of static
behaviors, as risk indicators) and a mediating pathway by which dynamic
personal factors (those risk factors that reside within the individual)
develop over time.

In fact, many dynamic, or current, psychological risk factors are the
result of earlier (static) experience. This is because static and dynamic
factors of human behavior, personality, and functioning are but reflections
of one another. The roots of current psychological functioning are found in
early developmental history, and early psychological experience and
development sets the pace for and to some degree predicts the develop-
ment of later psychological and behavioral development. That is, from the

5. Barr, Boyce, and Zeltzer (1996) describe variables (in this case, risk factors) as
mediators if they influence or open a channel that links or even transforms stimulus
to outcome. They describe variables as moderators if they increase or decrease the
strength of the relationship between a stimulus and outcome, but do not alter the
stimulus. Hence, mediators allow and influence transformation, whereas modera-
tors act upon the transformational process to either strengthen or weaken it, thus
influencing the likelihood of any particular outcome.
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Figure 3.1 A formulation of risk assessment in which a combination of static and
stable dynamic risk factors drive the assessed level of risk, and the emergence of
harm is moderated by acute environmental conditions.

developmental and other conditions that give rise to risk grow the psy-
chological schema and behavioral patterns that persist as ongoing and
stable dynamic factors or, as Beech and Ward (2006) put it, behavioral risk
traits. A strong example of this is described by attachment theory. The
presence of a current insecure style of attachment, or even a disordered
pattern of attachment, results from and may to some degree be predicted
by attachment experiences occurring within the first two years of life. In
this example, an earlier experience becomes a static element embedded
within the developmental pathway that, if unchanged, leads to a later
stable pattern of attachment that is present and active in, and therefore a
dynamic aspect of, current psychological and social functioning.
Because static factors both contribute to risk directly and lead to the
development of dynamic factors that reside within the individual, it is clear
that each type of factor is linked to the other, which may help to explain
why, as Bonta (2002) notes, dynamic and static risk factors have compara-
ble predictive value, and risk may perhaps thus be predicted through either
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channel. Nevertheless, it is the combination of the two types of factors,
including dynamic risk factors found in the environment (which are
independent of the individual), that yield the greatest depth and breadth
of understanding about the individual under assessment.

Whereas static risk is considered to partially mediate the development of
dynamic risk (or serve as a link), in Figure 3.1 environmental conditions are
shown as moderating risk. That is, the nature of environmental variables
may serve to either restrict or neutralize risk or amplify risk and allow the
emergence of harm. Thus, environmental conditions serve as moderators
of risk. The figure also incorporates Hanson and Harris’ depiction of stable
and acute elements of risk, as well as Beech and Ward’s conceptualization
of these as traits and states. Dynamic risk factors are shown as stable, trait-
like elements, whereas the environmental conditions that contribute to the
emergence of harm are depicted as acute, state-like elements.

With regard to the elements shown in Figure 3.1 that contribute to static
risk, dynamic risk, and environmental conditions, it is important to note
that these are just examples and not intended to exhaustively represent
such elements. Further, there is a complicated overlap between such
elements, which often do not necessarily exclusively belong to one class
of factor or condition. The point is that in any model we attempt to mirror
reality in a way that can best explain it, but are unlikely to ever exactly
duplicate or describe it fully. Hence, this model is simply that—a model
designed to explain and illustrate a process rather than a exact reflection of
reality.

Finally, although neither the definition of dynamic risk assessment nor
the model depicted in Figure 3.1 make any specific reference to the role
of protective factors, they should be inferred. Frankly, overtly including
protective factors makes the model too complicated, in part because
protective factors can be considered to operate at multiple points within
the model. It is also true that in some cases protective factors can be inferred
by their inverse relationship to risk factors or risky environmental condi-
tions. In the case of environmental risk factors, for instance, where family
instability and a lack of family support represents a risk factor, the
converse—that is, the presence of family support—serves as a protective
factor. With respect to environmental conditions, lack of social control
amplifies a risk condition, but active monitoring and supervision, through
probation for instance, represents protection. Hence, a definition that
included protective factors would describe these as the presence or provi-
sion of conditions that serve to buffer against or neutralize the effects of risk
factors, and in a diagram protective factors would be seen to function at
various points throughout the illustration.
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RISK ASSESSMENT AS A THEORY
OF PROFESSIONAL PRACTICE

As is always the case, theory offers an explanation rather than describing
incontrovertible laws of nature. In this case, it offers a formal and system-
atic expression of ideas that explain and guide the process of risk assess-
ment. It neither presents a series of facts or conjectures, but instead presents
an organized and linked set of propositions that illuminate process and
practice.

Of course, from a theory of risk can be extrapolated a theory about the
conditions that create risk and, in our case, the emergence of sexually
abusive behavior. However, a theory of risk assessment is not a theory
about why certain elements create risk or how these elements came into
being, and neither does it attempt to delineate the exact nature or content of
risk factors. It is instead a theory about or a model of how risk factors are
related to the expression of harm and how risk may be conceptualized and
assessed.

APPLYING A THEORY OF RISK ASSESSMENT TO THE
ASSESSMENT OF JUVENILES

It may be true that risk can better be predicted through a statistical
assessment of static risk factors or that risk can be inferred with equal
validity from an assessment of the right dynamic factors. However,
comprehensive assessment will take into account both types of factors,
found within the environment as well as within the individual, and will
further take stock of the environmental conditions under which assessed
risk is most likely to emerge as harmful behavior and the protective factors
most likely to inhibit risk.

Static assessment precludes, by design, the possibility of changing the
assigned risk level. However, if we assume that treatment and other
interventions can make a difference, and thus reduce risk, we have no
choice but to adopt a model that, somewhere down the line, recognizes
dynamic factors (which, after all, are the target of treatment). We must then
select an assessment process that fits our philosophy of human behavior
and engagement. In such a selection, we might bear in mind Bonta’s (2002)
guidelines for selection and use of risk assessments, and particularly
guideline 10, which simply says “‘Be Nice” (p. 374). His perspective reflects
a philosophy of assessment and intervention, walking a line between
public safety and respect for the client, and the translation here is “be
careful.”
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Nowhere is this philosophy of critical thinking and care (also reflecting
Bonta’s ninth guideline of exercising professional responsibility) more
important than in our work with, and perhaps especially our forensic
assessment of, young people, including those who engage in sexually
abusive behavior. We must, then, remain aware of and cautious about the
developmental status and changeability of children and adolescents. For
this reason, virtually without exception all designers and students of
juvenile risk assessment agree that such evaluation should be comprehen-
sive in design, contextual in application, and not based solely on static
factors. The principles of care for juvenile sexual offenders recently
promulgated by the International Association for the Treatment of Sexual
Offenders (Miner et al., 2006), for instance, notes that juveniles are best
understood in the context of their families and social environments and
that assessment of risk should be based on a developmental perspective
and sensitive to the process of developmental change. That is, adolescent
risk, per se, should be understood in a broader context than simply the
trajectory that static factors point toward or initiate.

Hence, we move from this general and broad theory of risk assessment,
and in particular the dynamic assessment of risk, to depth in our under-
standing of the children and adolescents we assess and the nature of risk
and protective factors, which are picked up in the following chapters.



CHAPTER 4

Risk Assessment in Children
and Adolescents

engage in healthy behavior. This is the very crux of an ecological

theory of prosocial behavior, which can be completed by the
observation that healthy behavior fosters the development of healthy
communities, healthy families, and healthy people.

In many respects when we discuss how to best understand and assess
risk for continued sexually abusive behavior in children and adolescents,
we can apply the very same concepts. When we consider assessment in this
way, it provides an even richer contextual nature to the ideas of assessment
already discussed in previous chapters. It means that we understand risk
factors in light of developmental considerations regarding the biological
and psychological growth and emergence of adolescence from childhood,
and in turn adulthood from adolescence. It also means that we recognize
risk factors emerging from and embedded within the deeply contextual
and interwoven social environment and the systems and interactions
therein.

However, adults are also influenced by, and are the products of, their
environment, no less than adolescents. The difference is perhaps that, even
if still developing, adults are far more formed than adolescents in every
way: physically, neurologically, emotionally, cognitively, and behavioral-
ly. Adult behaviors must also be understood contextually, but the contexts
and circumstances under which adolescent behavior emerges are usually
quite different than those that surround adult behavior, and adolescent
behavior is far more sensitive to the background contexts and circum-
stances from which they emerge. That is, adolescent behavior, including
sexually abusive behavior, is far more influenced by developing biological,

I I EALTHY PEOPLE IN healthy families living in healthy communities
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emotional, cognitive, and social systems and the social environment in
general, than adult behavior.

This view distinguishes adolescents from adults, not just by physical size
or life experience, but by developmental stage and resulting differences in
experiences of and responses to the social environment in which children
and adolescents live, learn, and develop. Consequently, juvenile sexually
abusive behavior must also be understood in a manner that is sensitive to
physical (and especially neurological) and psychological development,
circumstances present in the social environment that partially give rise
to adolescent behavior, and the meaning of behavior in the context of the
social environment. This exemplifies the view that endogenous and exog-
enous factors operate together and in mutual and reciprocal interaction
with one another. Here, we no longer ask whether factors found within the
individual or within the environment are more significant in shaping
behavior or, more precisely, the individual behind the behavior. Instead,
we have come to believe that there is no versus at all in the debate about
nature or nurture; one invariably shapes the other so that, recognizing their
reciprocal interactivity, nature cannot be separated from nurture (Shonkoff
& Phillips, 2000). With respect to the assessment of risk, in order to
understand risk, and therefore predict its possible consequences, we
need to understand the interplay between nature and nurture (Rutter, 1997).

Accordingly, for most of us, it is the interaction between inherent
individual characteristics and characteristics found in the environment
that shapes behavior. Here, behavior is described by Monahan (1995) as a
“joint function” of personal characteristics and the characteristics of the
environment in which the person functions (p. 37). That is, our behavior in
the present and in the future is not likely to be determined by purely
internal or purely historical (or purely environmental) conditions, but by
reciprocal and transformational transactions that bring about change in
both the individual and his or her environment. Indeed, Monahan notes
failure to take information about the individual’s environment into account
as a source of weakness in risk prediction. This idea about the ecological
development of behavioral psychology is key, and it is reflected by Henry,
Caspi, Moffitt, and Silva (1996), who write that children who become
serious criminal offenders are characterized by features that consistently
bring them into conflict with their surroundings.'

1. Henry et al. actually describe the fit between the child and environment ““at a very
early age” (p. 614), thus describing both the relationship between child and
environment and the power of static variables.
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Pless and Stein (1996) write that much of the research on stress, risk,
protection against risk, and the development of resilience makes sense only
when seen from a developmental point of view, in which a central feature
of juvenile experience and behavior is “the dynamic background of
developmental change” (p. 343). Similarly, LeDoux writes that ““people
don’t come preassembled, but are glued together by life”” (2002, p.3); the
perspective taken here is that children and adolescents are still being glued
together by life and, in reality, are very much in that process. This seems a
reasonable starting point for this chapter, which is about assessing risk in
children and adolescents who are still very much in the process of
development and change and understanding that such development
occurs not in isolation but within the social environment.

ASSESSMENT IN AN ECOLOGICAL CONTEXT

The developmental pathway of each individual cannot be separated from
the social environment into which it is woven. An ecological perspective
from this point of view relates to the interconnection between, and the
mutual influence of, each part of the environment. Like general systems
theory (Von Bertalanffy, 1976), an ecological model holds a view that
individual elements are part of larger complex systems in which all
elements interact with and influence one another. Systems theories of
human behavior, including now standard models of family therapy, are
based upon this perspective, in which individuals can only be fully
understood in the context of the larger systems of which they are but
one member (and in which whole systems are comprised of interacting
individuals).

In the ecological environment described by Bronfenbrenner (1979),
systems are contained within still larger systems, and interaction and
communication occurs not only within systems but across systems as
well. Without reference to the larger ecological system that surrounds
the individual, Bronfenbrenner considers it impossible to fully understand
human behavior or interaction. Similarly, Elliot, Williams, and Hamburg
(1998) describe the ecological-developmental approach as a framework by
which human development is understood as occurring through interactive
social contexts that influence and shape behavior. Human development
thus occurs within a complex and multiply nested, multiply interacting,
and mutually transactional environment, depicted in Figure 4.1.

Our ability to understand human development and behavior thus
requires an understanding of the individual affected by all levels of the
ecological system. To a great degree, this becomes part of a guiding model



54 JUVENILE SEXUAL OFFENDERS

The subsuming social and cultural
environment under and within which
all sub-systems operate, and with
which exosystems interact
(laws, norms, standards)

VIO IS VS (T O N ——

|

Figure 4.1 Bronfenbrenner’'s (1979) model of human ecology (Rich, 2006).

Systems within which microsystems exist
and with which microsystems interagt = «/feeeemmmmsees pfomeeeeees Exosystem
(school boards, courts, neighborhoods)

System comprised of
interactions between
microsystems

Mesosystem

Immediate environments
surrounding the individual and with Mi
which the individual interacts lerosystem
(family, school, peers) /\
\Thy

Individual

in risk assessment for sexually abusive youth, in which we understand risk
in children and adolescents in the contexts of both their neurological and
psychological development and their social learning environment.

THE BALANCE: SOCIAL DEVELOPMENT AND PERSONAL
RESPONSIBILITY IN JUVENILE BEHAVIOR

By combining a view of juveniles in a developmental and social context, we
thus recognize not only the effects of development on behavior but also
psychological and behavioral development itself in the context of the
developmental/learning environment in which children and adolescents
exist. However, understanding children and adolescents partly as a prod-
uct of physical development and partly the social environment is only a
statement that we cannot reasonably or fully understand juveniles and
their behavioral choices without understanding the larger contexts out of
which behavior develops. It is not a way of saying that juveniles are not
responsible for their choices, have no free will, do not understand or have
no capacity to recognize the consequences of their behaviors, or are merely
the products of physical and social developmental forces.

To some degree, all of these statements have some bearing and guide the
choices that we make as a society about how to respond to juvenile
behaviors. Nevertheless, as noted by Epstein (2007), adolescents are capa-
ble, and in many respects as capable as adults, of making choices informed
by accurate perceptions of right and wrong. He argues that ideas by which
adolescents are defined as less capable or less responsible than adults are a
cultural artifact and not a reflection of their inherent inability. Hence,
although we recognize juvenile behavior in the contexts of physical,
psychological, and social development and the sociocultural environment,
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we also recognize that juveniles are not passive beings and do make
volitional behavioral choices, including engaging in antisocial behaviors,
for which, to varying degrees, they are responsible. Shoplifting, vandalism,
breaking and entering, violence, and sexually abusive behavior are exam-
ples of antisocial behaviors in which some juveniles intentionally engage in
the full knowledge that such behaviors are wrong,” have consequences to
themselves if caught, and clearly have consequences to others.

Although varying forms of denial and cognitive distortions may shield
the juvenile from thinking too deeply about the consequences to others or
self (such as I'm not harming an individual by stealing things from the
department store, or no-one will really get harmed, or I won’t get caught),
most juveniles nevertheless understand that the behavior is illegal and
socially wrong. For instance, it’s rare that a child will come home and tell
his mother that he shoplifted earlier today and ask if she’d like some of the
candy he stole, or tells his father, or his friend for that matter, that he’s
engaging in sexual behaviors with his 6-year-old sister and wants to make
sure there’s no danger of making her pregnant. This is because these juveniles
know that the behaviors are wrong, even if they do not fully understand the
seriousness of the behavior or the depth of possible consequences to others
or self.

In these cases, despite limited depth of knowledge or insight, children
and adolescents are capable of intentionally engaging in behaviors they
know are wrong and, in some cases, clearly know will cause harm to others
(such as beating up a younger child, stealing someone’s bicycle, or breaking
into a house). Understanding developmental learning and neurological
development may help us understand the roots of the behavior, and
understanding historical and current risk factors will help us project
trajectory, but doesn’t make the child less responsible or accountable for
his or her behavior. Our decisions about how to respond may be altered, but
we should not in most cases remove responsibility from the child engaging
in the behaviors or assume the child is not responsible for intentional
antisocial choices (and, in addition to projecting trajectory, assessment will
help us to determine the level of comprehension, intentionality, and
accountability that is relevant in each case).

Hence, as we move on to discuss assessment from the perspective that
juvenile behavior of all sorts must be viewed and understood in the context
of the environment, we also recognize that in most cases children and

2. T've intentionally left substance abuse off this short list as I want to ensure that we
are addressing antisocial behavior in which there’s little doubt that there are victims,
with little moral greyness.
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adolescents are responsible for their behavioral choices to varying degrees
based, in part, upon their age, cognitive development, and cognitive skill.
Here, we must recognize intentionality, even if not full comprehension of
the consequences of behavior to self and others.

CHOOSING HOW TO ASSESS RISK
WITH SEXUALLY ABUSIVE YOUTH

Building on the ideas presented in Chapters 1,2, and 3, if our sole goal is the
most accurate prediction of risk for reengagement in sexually abusive
behavior, then our choice should be the development and use of an
assessment tool and process that is most geared to do this.

Presently, at least with respect to adult assessment tools, this seems to
involve a statistically based actuarial instrument (although, as noted in
Chapter 3 and also described in Chapter 12, the capacity of actuarial
assessments to more accurately predict risk than dynamically oriented
assessment processes is quite frequently and continually challenged).
Regardless of its predictive validity” or predictive superiority over clini-
cally adjusted or purely clinical assessment, actuarial assessment embraces
a model in which judgment is based on simple arithmetic calculation alone
rather than analysis and interpretation of data in order to produce meaning
beyond the data itself. Actuarial assessment represents the sum of the
parts, whereas clinical or dynamic assessment reflects conclusions and
predictions that go beyond the sum total of arithmetic scores.

In fact, if our goal in the assessment of risk in sexually abusive youth is
merely prediction, and we believe that history (i.e., static factors) is the best
predictor of future behavior, then the use of an actuarial assessment tool
may suffice. However, as has been made clear already, the position taken
by virtually all evaluators of juvenile risk is that assessment must be made
in a far broader manner. This clearly represents a model in which we
believe that prediction alone, even if we were capable of making and
proving accurate predictions of risk in children and adolescents, is in-
adequate, lacks substance, and fails to pay attention to the juvenile him or
herself, who will undoubtedly in most cases be exposed to some form of
treatment following assessment. Furthermore, even if an actuarial assess-
ment is available, by design it cannot address or recognize gains or changes
made in treatment that may reduce or otherwise change the assigned risk

3. The ability of a risk assessment instrument to actually predict recidivism and
statistical proof that assigned levels of risk are accurately related to incidents of
recidivism.
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level. These ideas are of special note in the prediction of future behavior
(including risky behavior) in children and adolescents who, to some
degree, are a fluid moving target with respect to attitudes, beliefs, interests,
ideas, and behaviors that change from year to year, accompanied or driven
by still-developing cognitive capacity and skills and neural structure.

Actually, until very recently, the choice between actuarial or clinical risk
assessment in the assessment of sexually abusive youth was moot, as we
had no actuarial assessment instrument and, indeed, at this moment we
technically still do not. However, this is about to change dramatically and
already is changing with the advent of the Juvenile Sexual Offense Recidi-
vism Risk Assessment Tool (JSORRAT-II), the first actuarial assessment
instrument designed specifically for the assessment of juvenile sexual
offenders. Although still in development and in a largely research form
at the moment, it seems likely that the JSORRAT will be available for
juvenile risk assessment within the foreseeable future, and it is already
normed and available for use as a standardized risk assessment instrument
in at least one state (Utah), with more standardized testing and norming of
the instrument taking place at this time. The introduction of this new
assessment tool not only offers an additional instrument for risk assess-
ment, but also it brings the field of juvenile risk assessment closer to that of
adult risk assessment and, accordingly, for the first time brings the same
problems and controversies.*

That is, do we resort to and use only statistically derived assessments of
risk to predict recidivism in adolescents (the JSORRAT is designed only for
adolescents boys, and only those actually adjudicated on sexual charges)
and make intervention decisions based on the results, or do we use a
dynamic risk assessment to understand the juvenile and his or her behav-
ior,” whether or not it includes an actuarial assessment? However, regard-
less of the capacity of an actuarial assessment to demonstrate strong
predictive validity, it’s clear that there’s a great deal of support for dynamic
assessment processes, whether they include an actuarial component or not,
and the idea that actuarial assessment should simply be one part of a larger
and more comprehensive assessment.

Certainly, the position taken in this book, and widely held in the field, is
that juvenile risk assessment should and must be envisioned as part of and
embedded within a larger and more comprehensive assessment. Whether

4. The JSORRAT is described in detail in Chapters 13 and 14.

5. At the moment, and for the foreseeable future, we only have dynamic clinical
assessment tools available for use in assessing pre-pubescent children and adoles-
cent girls.
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an actuarial assessment or clinical assessment instrument is used as the
primary vehicle for assessing risk, assignments of risk are derived from this
larger evaluation. The difference here is that in the case of actuarial
assessment the result generated by the risk instrument (i.e., the statistically
derived level of risk) is fed into a larger, more dynamically oriented
comprehensive assessment in which the assignment of risk level undergoes
clinical adjustment in light of other information about the juvenile. In the
case of the clinical assessment, there is no need for a “’clinical’”” adjustment
as the process itself is clinical, and the assessment of risk is derived from
this process. The risk assessment tool is a clinical instrument in that,
although it may (or may not) use validated risk factors, clinical judgment
is required in every case to assign meaning and to a great degree in the
selection of the risk factors that determine the structure of the instrument
are derived through a clinical process.’

TaxiING CARE

Only clinical evaluation can allow us to see the child or adolescent in the
context of his or her life and development, whereas actuarial processes are
inherently mechanistic and blind to the individual. In a nutshell, actuarial
assessments are actuarial because they count up the number of statistically
determined risk factors that appear in the history of the individual being
assessed, and they then compare that individual against a class of other
individuals who (a) also have a history of similar risk factors and (b) have
recidivated. Thus, on the basis of his or her arithmetic score (based upon
the number and intensity of historical risk factors), the individual being
assessed is assigned a risk level based upon his or her similarity to
recidivists. Actuarial assessment, then, judges individuals as members
of a class and not as individuals. However, even in the insurance business,
the home of the actuarial assessment (in determining risk for insurance
policies and payouts on those policies), insurance adjustors are available to
individualize the process, and frankly make it more human, in which
insurance premiums and payouts can be modified to reflect actual expe-
rience rather than the statistical model of reality.

Returning to sexual offender risk assessment, only clinical assessments
can gather the widest possible range of information from which to draw
conclusions, including a wealth of information about the individual child

6. The JSORRAT is an example (and currently, our only example) of an actuarial
assessment for juveniles, whereas the J-SOAP, J-RAT, and ERASOR are examples of
structured clinical assessment instruments.



Risk Assessment in Children and Adolescents 59

or adolescent. This is, of course, particularly important given the develop-
mental contexts in which juvenile offenses occur.

In the risk assessment of juveniles we must take great care with respect to
how we visualize children and adolescents and make sense of their
behaviors, and we must recognize the consequences that our view of
and interventions with them may have, both for each juvenile we assess
and their families, communities, and our larger society. Differences be-
tween adults and juveniles should be reflected in the assessment of their
behaviors and the possibility that in our response we may unintentionally
place juvenile offenders on an adult criminal path by making ineffective,
and even inhumane, treatment decisions. One of the primary and first
considerations, then, is that juvenile sexual offenders are not merely
younger and smaller versions of adult sexual offenders, although in
relatively few cases some will go on to become adult sexual offenders.
The goal in assessment, actually, is to spot those juveniles at increased risk
for persisting in sexually abusive behavior and intercede in order to ensure
that they don’t develop into adult sexual offenders.

Further, if we believe that treatment interventions may work, or that
juveniles can change even without treatment, we must have a means to
reassess over time. This alone requires a dynamic process of assessment, at
least for assessing change. Due to their nature, static assessments will
always lead to exactly the same outcome, as though nothing has changed
(which is why they’re called static). That static model dooms the individual
to pre-destiny; once something has occurred it can never be recognized as
undone and stands forever. Even if we believe that risk in adolescents is
inherent in the individual rather the environment, a reasonable question is
whether factors or historical behaviors present at one point in child and
adolescent development still represent and define risk for the juvenile one
or two years later.

Although it certainly appears to be true that adverse circumstances in the
early life of the child create risk for the development of later neurological,
mood, and behavioral problems (Andersen & Teicher, 2004; Andersen et al,
in press; Balbernie, 2001; Teicher et al., 1997; Teicher, Tomoda, & Andersen,
2006), it’s equally true that risk factors operate in different ways and result
in different outcomes at different points in child, adolescent, and adult
development, and especially as they intersect and interact with stressful
environmental conditions and protective factors (Haggerty & Sherrod,
1996, Lahey & Waldman, 2003; Moffit, 2003; Rutter, 1996; Rutter, Giller,
& Hagell, 1998; Sroufe, Egeland, Carlson, & Collins, 2005). For instance, the
report of the U. S. Surgeon General (U.S. Department of Health and Human
Services, 2001) notes that risk factors are, in general, not static. Although we
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might draw a distinction here between risk factors and risk indicators in
which indicators are historical markers, the Surgeon General’s report refers
to risk factors as active elements that are dynamic, interactive, and multi-
layered, and found in multiple domains that include the individual, the
environment, and the individual’s ability to respond to the requirements
and forces of the environment (or the influences of the multilevel environ-
ment described by Wachs, 1996). That is, different risk factors are at play
and with more-or-less potency at different points in childhood and ado-
lescent development; some risk factors are more significant and have
greater impact during childhood, whereas other risk factors may not
appear or fail to have significance until adolescence.

The Surgeon General’s report notes that the meaning and predictive
value of risk factors is dependent upon “when they occur in a young
person’s development, in what social context, and under what circum-
stances” (2001, p. 57). However, the static model, by definition, assumes the
position that it is legitimate to regard indicators of risk as, in effect,
permanent factors sealed in amber, simply because of their correlation
with later recidivism regardless of the age of the individual in whose
history risk factors are present. Even if this is a legitimate model by which
to understand and assess adult risk for recidivism, given the nature of
children and adolescents in development, it is a risky proposition (no pun
intended) to assess future behavior solely upon past behavior or
experience.

ADULT AND JUVENILE RISK ASSESSMENT IS DIFFERENT

In practice, in the relatively short history of specialized treatment for sexual
offenders, we have increasingly come to believe that juvenile risk assess-
ment (and treatment) is a different proposition than that of assessing risk in
adult sexual offenders. In the 1997 statement of ethical standards and
principles of the Association for the Treatment of Sexual Abusers (ATSA,
1997), comprehensive risk evaluation was stressed for all sexual offenders,
whether adult or juvenile, with little consideration to differences in the
approach to juvenile risk assessment. However, in a 2000 public policy
statement, ATSA (2000) noted important distinctions between juvenile and
adult sexual offenders and recommended that evaluation and treatment be
provided by clinicians with specialized training; in their 2001 practice
standards and guidelines, ATSA (2001) noted that evaluators must take age
into account and recognize that less is known about the evaluation and
treatment for juveniles than for adults. In its most recent edition of the
practice standards and guidelines, ATSA (2005) now specifically notes that
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the standards and guidelines are intended for the evaluation, treatment,
and management of adult male sexual abusers. ATSA (2005) refers readers
to other ATSA publications regarding the evaluation and treatment of
juvenile sexual offenders (p. v), and makes a complete distinction regard-
ing the evaluation of pre-pubescent children in its recent Task Force Report
on Children with Sexual Behavior Problems (Chaffin et al., 2006).

Regardless of its increasingly well-defined distinction between adult and
juvenile sexual offenders, despite a focus on actuarial assessment, ATSA has
long defined risk evaluation as a dynamic, comprehensive, and inclusive
process designed to gather maximum information about the sexual
offender, regardless of his or her age. Further, almost a decade ago the
American Academy of Child and Adolescent Psychiatry (1999) published
practice parameters for the assessment of sexually abusive children and
adolescents, noting that the assessment of juvenile sexual abusers requires
the same comprehensive evaluation as other children and adolescents.

Rasmussen (2004) writes that practitioners must conduct evaluations
that take into account developmental distinctions between juveniles and
adults (and, indeed, between children and adolescents for that matter). In
fact, it’s clear that we do not apply the same risk assessment protocols with
juveniles and adults, and in actual practice the most commonly used
juvenile risk assessment instruments are entirely designed for adolescents.
We rarely use adult assessment tools in the evaluation of risk in adoles-
cents; when we do, they are for use only with older adolescents, typically
age 16 or older, and even then are not recommended for use without great
care. The revised coding rules for the STATIC-99 (Harris, Phenix, Hanson,
& Thornton, 2003), for instance, note that its use with juveniles should be
interpreted with caution, ““as there is a very real theoretical question about
whether juvenile sex offending is the same phenomena as adult sex
offending in terms of its underlying dynamics and our ability to affect
change in the individual” (p. 5). Instead, the coding manual recommends
the use of a risk assessment instrument designed for adolescent sexual
offenders, and specifically names the ERASOR (Estimate of Risk of Ado-
lescent Sexual Offence Recidivism).

The reasons for the use and design of separate tools are discussed later in
the book, as well as the instruments themselves. However, the principles of
design at work behind adult and juvenile assessment instruments are not
different. For instance, the design and construction of the ERASOR, a
clinical juvenile risk assessment instrument, is not particularly different
than the design and construction of the SVR-20 (Sexual Violence Risk-20), an
adult clinical risk assessment tool. Both instruments offer an approach that
is structured around risk factors frequently cited in the literature as relevant
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to recidivism, with some level of available empirical support for included
risk factors. The differences between the two instruments primarily lie in
the fact that risk factors in either case are selected based upon their
presumed relevance to either an adult or adolescent population of sexual
offenders, as well as, to some degree, how they are actually used. However,
both are structured, literature-based tools for the clinical assessment of risk.
Similarly, design principles behind the development of the JSORRAT, the
first and only current adolescent actuarial assessment tool (although still in
development) are exactly the same as those behind the development of all
adult actuarial instruments, although the included risk factors are different.
In the development of the MEGA (Multiplex Empirically Guided Inventory
of Ecological Aggregates for Assessing Sexually Abusive Adolescents and
Children), Rasmussen and Miccio-Fonseca (2007a; 2007b) are critical of
other juvenile risk assessment instruments for not being juvenile specific
enough, and describe the MEGA as the only juvenile risk assessment tool
that focuses only on research exclusive to sexually abusive youth (although
this a questionable and even misleading assertion).

Thus, in contrasting adult and adolescents assessment it is not the design
of the assessment process that is necessarily different, but the manner in
which risk factors are selected and how they are understood in light of the
individual juvenile being assessed, as well as how the juvenile sexual
offender is conceptualized and the manner in which the assessment
process is actually implemented.

ADULTS AND JUVENILES ARE DIFFERENT

Boer, McVilly, and Lambrick (2007) describe risk as ““a complex interaction
between psychological factors and an individual’s history and current life
transforming event circumstances” (p. 2). To this, I note that psychological
factors are usually the result of each individual’s history and both are thus
intertwined and often inseparable, and I add environmental risk factors
and conditions as essential elements in understanding risk. However, Boer
and colleagues” description speaks well to the complexity of risk assess-
ment, and the reader will by now recognize their conceptualization of risk
as a dynamic process. All risk is defined by this combination of history,
psychological and environmental risk factors, and social environmental
conditions. It is especially important and noteworthy for the child or
adolescent smack in the midst of formative cognitive, psychological,
and social development, and very much caught up in and influenced by
the social environment in which development and learning is occurring
(hence, the “developmental-learning environment”).
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With respect to developmental differences, then, we understand that
juveniles are very different than adults, not only at the psycho-socio-
emotional level, but the neurological level as well. The emotions, relation-
ships, attitudes and ideas, cognitive capacities, place and role in society
and, not least of all, behaviors of adolescents are driven and motivated by
very different experiences, forces, and factors than those of adults. Conse-
quently, in juvenile and adult sexual offenders motivations, attitudes,
ideas, and experiences related to sexually abusive behavior should not
be considered the same in each population nor attributed to the same
causes, despite the fact that both groups have engaged in similar behaviors.
Even though adults and juveniles who sexually offend share behaviors and
some characteristics, the pathways that lead to such behaviors should not
be assumed to be the same nor each confused for the other, and juveniles
who engage in sexually abusive behavior typically do so for entirely
different reasons than their adult counterparts. Further, from all we
know, the developmental pathways of sexually abusive youth do not
necessarily lead juvenile sexual offenders into patterns of adult sexual
offending, based on relatively low recidivism rates for juvenile sexual
offenders.

As noted, ATSA’s most recent practice standards and guidelines (2005)
specifically distinguish between adult and juvenile sexual offenders. How-
ever, ATSA (2001) is not only clear that there are important differences
between juvenile and adult sexual offenders but also asserts that ““many
juveniles who sexually abuse will cease this behavior by the time they reach
adulthood, especially if they are provided with specialized treatment and
supervision” (p. 1). With regard to recidivism, or continued engagement in
sexually abusive behavior after apprehension (and usually treatment),
statistics strongly suggest that relatively few adolescent sexual offenders
develop into adult sexual offenders. Although rates have been reported as
low as 0 percent and as high as 42 percent (Fortune & Lambie, 2006; Nisbett,
Wilson, & Smallbone, 2004; Prentky, Pimental, Cavanaugh, & Righthand,
in press), post-treatment recidivism is nevertheless typically reported as
somewhere between 5-14 percent (for instance, Caldwell, 2007; Hunter,
2000; Kemper & Kistner, 2007; Parks & Bard, 2006; Waite et al., 2005;
Weinrott, 1996; Worling & Curwen, 2000), with 10-13 percent representing
the most recently robustly reported recidivism rates. In their thorough and
excellent review of adolescent sexual recidivism studies and the method-
ologies of such studies, in which the authors offer a broad and detailed look
of recidivism research, Fortune and Lambie (2006) described 10 percent as a
typically reported recidivism rate. In their recent meta-analysis that in-
cluded 2,986 juvenile sexual offenders, Reitzel and Carbonell (2006) found
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recidivism rates of 12.5 percent for sexual crimes, and Epperson, Ralston,
Fowers, Dewitt, and Gore (2006) reported a 13.2 percent rate for sexual
recidivism in one study of 636 juveniles, and 12.8 percent in a second study
of 538 juvenile sexual offenders (Epperson, 2007).

The fact that juvenile sexual offending does not necessarily result in
adult sexually abusive behavior tells us either that apprehension and
treatment for sexually abusive youth is very effective (with somewhere
between 86-95 percent of juvenile sexual offenders not reengaging in
sexually abusive behavior), or that sexually abusive youth are not on a
path that necessarily leads to adult sexually abusive behavior, or both. In
either case, it tells us that many children and adolescents with sexual
behavior problems are not yet ““hardened’” sexual offenders and may never
become sexually abusive adults. Calder (2001) describes some of the
significant differences between adult and juvenile sexual abusers, first
and foremost with respect to differences between juveniles and adults. He
writes that children and adolescents live in a world with different values,
beliefs, and expectations than those of adults, in which they experience and
expect a greater degree of external control over their behaviors and
interactions, and in which the role of the family is more critical. However,
he notes that juveniles have greater developmental flexibility than adults
and are more open and used to education and the acquisition of new skills.
In terms of sexual development, patterns of sexual interest and arousal are
still developing and not yet fixed, and although engaging in or exposed to
sexual behavior, adolescents have less-developed sexual knowledge than
adults. Regarding sexually abusive behavior, Calder writes that perpetra-
tion behaviors are less consistent and sophisticated in adolescent sexual
offenders, and situational and opportunity factors are more typical in
juvenile sexual offenses, rather than the fixed internal cognitive factors
often found in adult offenders.

Hence we see that the lives of children and adolescents are considerably
different than those of adults, even young adults. They live and function
within a substantially different family and community system, and they are
subject to a different set of rules and obligations. They are, of course, also
substantially different in their physical development, including their
neurology, and in cognitive and personality development, the develop-
ment of attitudes and beliefs, how they acquire information and the nature
of that information, and in their emotional and behavioral maturity and
type and level of social relatedness. ““Children and adolescents are also
more experimental, with fewer fixed ideas than adults and fewer fixed
personality characteristics. Their interests are still developing, and ideas,
attitudes, emotions, and behaviors that may be considered outlandish,
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inappropriate, hostile, antisocial, or even deviant in adults, may not
represent any of these things in juveniles. In fact, many of these may be
considered part of the normative development of older children and
adolescents” (Rich, 2003, p. 104).

UNDERSTANDING AND ASSESSING JUVENILE BEHAVIOR

Given the physical, emotional, cognitive, social, and experiential differences
between adults, children, and adolescents, it is clear that we have to apply a
different lens through which to look at juvenile behavior and a different
framework upon which to hang our understanding of their behavior, and
perhaps of more importance their behavioral motivations. Whereas assess-
ment may mean understanding the experiences that have brought the client
to his or her present state (in which psychosocial assessment peers back into
the past in order to explore and understand the individual through current
and historical factors), risk assessment is not simply about understanding
the individual but instead aims at behavioral prediction, using the past
(static) and present (dynamic) to recognize and map trajectory. Where
psychosocial assessment is diagnostic, risk assessment is prognostic.

In his critique (actually, criticism) of the manner in which juvenile sexual
offenders have been perceived and treated in the United States, Zimring
(2004) argues that social and legal policies regarding adult and juvenile
sexual offenders are both based on broad stereotypes, but he also writes
that these fail to take into account the developmental status of sexually
abusive youth with respect to the moral significance of their behavior,
predictions about future behavior, and implications for treatment. In this
respect Zimring is, in effect, also tying risk to treatment and in this case is
asserting that we have misunderstood and even overreacted to ideas about
what constitutes risk in children and adolescents, have assumed that risk in
juveniles is a mirror of risk in adults, and have made assumptions and built
social responses and treatment programs on the basis of these faulty
assumptions about risk in sexually abusive youth.

Zimring’s points are well made, and the issues that he addresses are
quite vast when it comes to adolescent development. In particular, his note
about the moral significance of adolescent behaviors touches on substantial
questions about what morality and its cousin, empathy, look like and how
they are experienced in childhood and adolescence. This is of special
importance given the clear relationship of both morality and empathy
to cognitive and emotional maturation and development, in which neither
should be judged in absence of an understanding of their nature and
meaning in child and adolescent development.
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For instance, in a study of empathy in both juvenile and adult sexual
offenders, D’Orazio (2002) found no difference in measures of empathy
between sexual offenders and non-offenders, but did find that juveniles are
generally less empathic than adults, regardless of their status as sexual
offenders or non-offenders. In other words, she found empathy to be
developmentally age related, in which adolescents experience less empa-
thy than adults in general, and limitations in empathy in adolescents are
more normative than they are a feature of juvenile antisocial behavior. With
respect to moral development, Stilwell and colleagues (Stillwell, Galvin,
Kopta, & Padgett, 1998; Stilwell, Galvin, Kopta, Padgett, & Holt, 1997)
describe moral development as a dynamic process that passes through five
stages prior to age 18, with the development of an in-depth level of
morality, or integrated conscience, developing sometime around age 16.
Similarly, in Kohlberg’s (1976) well-known model of moral development,
Level II, or conventional morality, begins to develop only during adoles-
cence and does not flower fully and into a higher stage of moral judgment
until after age 20, if it develops at all. Consequently, as we consider the
meaning and role of attitudes, concern for others, motivation, and social
connectedness and their connection to risk, let’s not judge and assess the
role, function, and operation of morality and empathy too hastily when it
comes to juveniles, and certainly not in terms of what we might expect to
find in a well-adjusted adult. To do so might mean being extremely
concerned at what we perceive as an absence of morality or a lack of
empathy rather than a normative state of being for many children and
adolescents. Our concern and assessment should be aimed at the develop-
ment of empathic morality and the pathway that the juvenile seems to be on
with respect to its trajectory. In keeping with a dynamic model, we not only
understand morality and empathy as developmental constructs, but also
that neither develops or operates in isolation and both grow within and are
fostered by the social environment, both in the early child rearing/family
environment and the larger social environment (Hoffman, 2000).”

Steinberg and Scott (2003) write that, even when the cognitive capacities
of adolescents are close to those of adults, their judgment lags behind due
to their psychosocial immaturity. In understanding differences between
adult and adolescent decision making, in adolescents they point to greater
susceptibility to peer influence, immature attitudes towards and percep-
tions of risk, a different and unformed orientation to the future, and a more
limited capacity for self-management. Just as Zimring (2004) argues that

7. Chapter 20 takes another, deeper look at the development of both empathy and
morality in the context of the social environment.
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we must take into account the developmental status of youthful sexual
offenders in our selection and inclusion of criteria for risk and culpability,
Steinberg and Scott similarly highlight our need to recognize significant
differences between adult and juvenile offenders in our understanding,
evaluation, and decision making regarding adolescent antisocial behavior.
Somewhat humorously, but with earnest seriousness, they describe young
offenders (in general, rather than juvenile sexual offenders in particular) as
“less guilty by reason of adolescence.” They consider adolescents to be
developmentally immature when compared to adults and, with particular
respect to their decision-making capacity, note their increased vulnerabili-
ty to social circumstances and their still forming character and personality,
as well as brain maturation and general psychological development.
Additionally, Steinberg (2003) warns of the “adultification” of juvenile
offenders, cautioning against descriptions that sometimes label young
offenders as ““career criminals,” “super predators,” and “‘fledgling psy-
chopaths.” Like Zimring, Steinberg, and Scott urge us to recognize and
respond to significant differences between juveniles and adults, essentially
with respect to their developmental level and status, and develop models
for intervention, including public policies, legal systems, and treatment
mechanisms, that respond differently to juveniles than adults.

THE DEVELOPING BRAIN

Regarding neurological development in adolescents and differences be-
tween the adolescent and adult brain, we certainly have increasing evi-
dence that neurobiology really is at work. Spear (2000) describes the
adolescent brain in a transitional period, differing anatomically and neuro-
chemically from the adult brain, and Giedd (2002, 2004) reports a wave of
neural development somewhere around age 11 and 12 and continuing
significant dynamic activity in brain biology until about age 16.

Spear (2000) describes cognitive and neurological development during
adolescence in which, among other things, stress is experienced differently
by adolescents and adults in part due to a greater neurological sensitivity to
negative emotions and depressed mood (Spear, 2003). Similarly, Yurgelun-
Todd (2002, 2007) reports that adolescents experience more emotional
responses than adults, but have not yet developed the prefrontal capacity
to accurately identify or process emotions. She describes adolescence as a
critical period for maturation of neurobiological processes that underlie
higher cognitive functions and social and emotional behavior, including
changes in emotional capacity and self-regulation that, in part, contribute
to adolescent behavior. Furthermore, Spear (2000) writes that greater
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sensitivity to stress and related neurochemical processes contributes to
behavioral and mood problems in adolescents, and that adolescents are
more susceptible than children or adults to neurological reward systems
that drive and reward certain types of risk-taking and exploratory behav-
ior. In a similar vein, Bjork et al. (2004) concluded that adolescents are
neurologically less motivated than young adults to anticipate or actively
seek rewards, but experience as much pleasure and are as motivated by the
benefits of rewards. That is to say (in this study at least), adolescents are less
anticipatory than adults but nevertheless experience just as much pleasure
once rewarded.

These basic but essential ideas about adolescents and their motivations,
driven partially by their level of neural development, highlight at least
important and significant differences, not only between adolescents and
adults, but also between juvenile and adult sexual offenders. Of most
importance here, these ideas also help us to consider differences in how we
recognize the course and meaning of prior sexually abusive behavior and
how we recognize, understand, and evaluate risk for future sexually
abusive behavior.

However, we should not be blinded by ideas of science about the
developing adolescent brain. In our recent thinking Epstein (2007) notes
the risk that we may remove responsibility from adolescents as though they
are cognitively, emotionally, and neurologically incapable of behaving in a
moral, accomplished, and sophisticated manner. He points to the many
achievements of adolescents at virtually every level and in every field
during the course of human history, and, as noted, asserts that it is culture
rather than the inherent inability of adolescents that defines teenagers as
less capable or less responsible than adults. With respect to the neurology
of the brain, Epstein dispenses, perhaps carelessly, with many of the ideas
about the ““teen brain” but stresses that, regardless of differences in
development, the teen brain neither “causes’” adolescent behavior nor
renders the adolescent incapable of significant cognitive and emotional
decisions or accomplishment. In fact, Epstein describes the adolescent
brain as in some ways more capable than the adult brain, and points to
the work of Courchesne et al. (2000) who describe physical brain volume
peaking at age 14, and declining in volume after that time. Epstein argues
that modern society seeks to artificially extend childhood and asserts that
““the teen years need to be what they used to be: a time not just of learning,
but learning to be responsible”” (p. 375).

Hence, it is not simply the adolescent brain, if you will, that creates and is
responsible for problem behavior devoid of any judgment, decision mak-
ing, or moral conviction on the part of the adolescent actor. As Rutter (1997)
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has written, ““behavior has to have a biological basis, and it is necessary that
we understand how the biology functions” (p. 396), but although biological
and genetic factors are influential, “they do not cause antisocial behavior
directly; rather they contribute one set of influences ... as part of a
multifactorial causation” (Rutter, Giller, & Hagell, 1998, p. 165).

Steinberg (2003) recognizes, of course, that adolescents have the capacity
for abstract thought, understand the difference between right and wrong,
and know what they’re doing. Nevertheless, he emphasizes that differ-
ences in adolescent reasoning play out in action because adolescents differ
from adults not only in brain development but also in psychosocial
development, their capacity to consider the consequences of their behavior,
the manner in which they weigh rewards and risks, in their ability to plan
ahead, and in their ability to control their impulses.

UNDERSTANDING THE JUVENILE AS “IN DEVELOPMENT"”

In his arguments for holding adolescents more accountable for their
decisions and their behavior, and in order to not restrain adolescents
from the accomplishments and reasonable choices of which they are
capable, Epstein’s (2007) work glosses over many of the complexities of
adolescent development. However, his ideas illuminate a balance between
recognizing the adolescent as a person-in-development and recognizing
the need to also recognize that adolescents make choices and are capable of
accepting responsibility for their choices. It is the balance that is so critical
in how we understand adolescent behavior and how we treat the outcome
of such behavior.

In fact, the United States has long recognized the different status of
children and adolescents with respect to understanding and making
decisions about their behavior. Nevertheless, elements of this philosophy
that has understood and responded to juveniles differently than adults are
significantly changing. For example, more adolescents are bound over to
adult court at age 14 for specific types of criminal offenses and thus tried
and held responsible as adults, and as noted in Chapter 1, the Sex Offender
Registration and Notification Act (SORNA) provides for more-or-less
lifetime national registration for juvenile sexual offenders aged 14 or older.
Regardless, despite this swing of the proverbial pendulum, or perhaps
because of it, it is important to recall the creation of the juvenile court in
Illinois in 1899, with virtually every state following suit by 1925. The
juvenile court provided treatment that was not adversarial, as in the adult
court, and provided rehabilitation rather than punishment for juveniles,
including sealed and expunged court records that did not follow
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adolescents into adulthood. Despite the serious nature of some juvenile
crimes, including murder and rape, and understandable public concern
about crimes of this sort, it is important for us to recognize that acts like
SORNA and its provision for some youth are a step away from considering
and treating juveniles as adults, despite the social and legal protections
theoretically offered to youth adjudicated as delinquent.

In our understanding of risk and its development, its meaning, and its
shaping role for future behavior in children and adolescents, it is all the
more important that those who assess risk in sexually abusive youth be
well informed about both juveniles themselves and their developmental
process and its implication for the ideas and processes of risk assessment.

ASSESSING RISK IN CHILDREN AND ADOLESCENTS

Rasmussen and Miccio-Fonseca (2007a) stress the value of empirically
guided clinical assessments in the assessment of sexually abusive youth.
They further stress the importance of developing juvenile risk assessment
instruments that are based on ideas and research that is child and adoles-
cent specific, independent of research and ideas relevant to adult sexual
offenders. Worling and Langstrom (2006) recognize an overlap between
risk factors that pertain to both adult and adolescent sexual offenders, and
argue that it is reasonable to assume a position that recognizes both
distinctions and similarities between adult and juvenile risk assessment
instruments. However, despite some overlap in risk factors as well as those
that are unique to both groups of offenders, Worling and Langstrom assert
that formats and processes used to assess risk in one group should not be
used to assess risk in the other.

The idea that we require risk instruments specifically designed to better
understand and project the sexual behavior of juveniles again speaks to a
belief that children and adolescents are not merely smaller, less experi-
enced, or less-developed adults. Although all of these descriptions are in
some way true statements, they nonetheless each miss the essential devel-
opmental differences between adolescence and adulthood. Beyond the
obvious absence of physical, neurological, and emotional experiences that
come with adulthood, an understanding of juveniles as ““in development”
provides the contextual model of development described by Lewis (1997),
which requires an understanding of not just the child but the environment
in which the child grows and develops. Lewis argued against the idea that
““development is a sequence of small progressions that are gradual but
accumulative, that it has clear directionality, that it is causal” (p. 15), and
that later events are necessarily the outcome of earlier events, thus making
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prediction possible. Instead, he proposed that it is the context in which lives
are led, based on factors found in the present environment, that determines
development through responsiveness and adaptation to current circum-
stances. This not only supports the need to assess current, or dynamic,
factors, but asserts that it is not possible to predict the future with any
certainty, other than to note developmental trends (or trajectory).

As life develops, some risk factors once dynamic during infancy and
early childhood eventually harden to become static factors embedded in
developmental history. Although others remain open to change, thus
becoming stable but dynamic risk factors, these nevertheless also take
on a static-like quality that makes them resistant (although not impervious)
to change. In fact, in a model of actuarial assessment some of these stable
dynamic factors are conceptualized as static factors, due to their believed
historical significance, and are treated as such (that is, as unchanging).
Examples include early experiences of abuse or other maltreatment, prob-
lematic behaviors, and attentional difficulties. Suboptimal attachment
experiences offer an example of early experience that creates potential
risk that may be considered either as a static factor given its role and
development within the first two years of life or a dynamic but stable factor
that takes on a static-like quality. For most attachment theorists early
attachment experiences are considered to have an enduring and stable
quality throughout the life span, and certainly into adulthood. In either
case, early poor or adverse experiences become the static and stable risk
factors that shape the development of cognitive and emotional schema,
patterns of behavior, and the quality and experience of social interaction.

Hence, once formed, historical risk factors become static and impossible
to change or lead to psychological and behavioral sequelae that are difficult
to change (i.e., stable dynamic factors). With this mind, Ryan (2007) notes
the importance of recognizing factors that may be static in adult sexual
offenders but remain dynamic, even if stable, in juvenile offenders. She
writes that immediate goals for juveniles include preventing the develop-
ment of risk factors that may harden into static factors by the time children
and adolescents reach adulthood, noting that “static risks can only be
prevented before they occur,” and that “history can only be changed
prospectively, as it is created and experienced . . . despite the most rig-
orous treatment interventions” (p.169). Her argument is that static factors
relevant to the child’s risk of becoming abusive to themselves or others are
best addressed preventively, in effect before they become static. This, of
course, points to the need to recognize both “in development”” risk factors,
which are necessarily dynamic, and also the role and operation of risk
factors at play during different developmental periods. This last point,
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most relevant to this chapter, involves the need to understand risk (and
protective) factors in the context of juvenile development, and to thus
understand that although juvenile and adult risk assessment tools follow
the same ideas in their construction and use, and even consider and
evaluate the same or similar risk factors, we understand the nature of
risk and development, and thus behavioral trajectory, in a different way
than we do adults.

THE CHANGEABILITY OF TRAJECTORY

Lewis (1997) comments that the nature of development is unclear, and
cautions us to not believe that we can easily understand the conditions that
give rise to the later behavior of children, adolescents, and adults. His
model of “contextualism” focuses on current factors and conditions as
major principles, and he writes that “how people act . . . is determined
by their attempt to adapt to situations and problems as they find them”
(p. 203).° To this I must add that the ability to accommodate, adapt, and
respond to current circumstances is mediated and moderated by past
experience and resulting psychological development, and thus Lewis’
ideas about contextualism are linked to ideas about personal development.
That is, the juvenile in the moment is subject to both historical experience
and current forces, both internal and social, and future behavior is the
product of both historical experience and current experience.

In their vast study of at-risk children, Sroufe, Egeland, Carlson, and
Collins (2005) note that a “developmental transactional”” view of the person
and environment means more than simply recognizing the significance of
both individual and environmental characteristics that shape develop-
ment, or even the interaction between the individual and his or her
environment. Such a view recognizes that the developing child and his
or her environment are mutually transforming. That is, not only do
environmental factors increase risk for and amplify risk within the indi-
vidual, but the historical behavior of the individual in turn influences the
very environment in which he or she exists and, in some cases, amplifies
risk factors and conditions found in the environment. These ““person effects
on the environment’” make it clear that ““the experiences people bring about
by their own behavior have important consequences for them” (Rutter,
Giller, & Hagell, 1998, p. 173) and support the conclusion of Sroufe et al.

8. This mirrors the perspective of Henry et al. (1996) who assert that antisocial behavior
is driven by the child’s inability to successfully resolve issues that bring them into
conflict with their environment.
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that in a developmental approach to understanding human development
the nature of cause is complex.

Garmezy (1996) points to the idea that although in some cases risk
factors lead to disorders, in other individuals these very factors represent
conditions which are overcome and to which a positive adaptation is made,
which is also eloquently described by Werner and Smith (1992, 2001). They
describe the capacity of some children born into high-risk environments to
overcome challenge and adversity, reflecting the balance between risk and
protective factors that operates during different developmental stages;
whereas for some children this balance exacerbates risk and fails to protect
against vulnerability, for others the balance develops resilience. Rutter,
Giller, and Hagell (1998) note “‘turning point effects”” that alter trajectory, in
which, although experience is important, they emphasize that nothing is
cast in stone: ““Life events, turning points, and transition periods can all
play a part in whether antisocial behavior continues or ceases” (p. 307).

To some degree, then, it is important that we recognize that future
behavior is much like smoke; it is very and increasingly difficult to predict
as it leaves its source, shaped by so many influences and forces that it
becomes virtually impossible to know where it will end up or what it will
look like as it spreads into and influences its environment. Nevertheless,
our goal in the assessment of sexually abusive youth is not to define or
describe the certain outcome of historical and current forces. It is, instead,
to best estimate and approximate the likelihood of future sexually abusive
behavior based upon risk factors present in both their histories and current
psychological and social environment.

Because trajectory can change, the assessment of risk in children and
adolescents itself should be not be static, one time events. This is true for all
sexually abusive youth, and especially so for youth in treatment as
treatment intends to change trajectory. Thus, risk for sexually abusive
behavior should be assessed and reassessed in juveniles, and Worling and
Langstrom (2006) recommend that evaluators stress that their estimates of
risk are time limited and that risk assessments should be periodically
repeated.

CORE COMPETENCIES FOR EVALUATOR
OF SEXUALLY ABUSIVE YOUTH

Prescott (2006) warns that a sole focus on risk factors may lead us in the
wrong direction in assessing sexually abusive youth, in that we may fail to
recognize the entirety of the juvenile, assess other aspects of his or her
functioning and needs, and fail to address larger treatment issues into
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which sexually abusive behavior is embedded. However, it’s clear that
practice guidelines and standards are beginning to emerge in the profes-
sional literature of juvenile sex offender treatment, as well as the further
development of instruments that are increasingly used and accepted as
state of the art for evaluating risk.

Gudas and Sattler (2006) have written that the forensic evaluation of
children and adolescents is a task for clinicians with specialized training
and experience in forensic work, pediatric mental health, and child devel-
opment. In describing juvenile forensic evaluation in general, Grisso (1998)
noted, in keeping with the message of this chapter, that ““nothing about the
behavior of adolescents can be understood without considering it in the
context of youths’ continued biological, psychological, and social develop-
ment” (p. 27). Further, Grisso (2006) described at least three elements
involved in the forensic assessment of juveniles that separate it from adult
forensic evaluations: the law as it pertains to juveniles, the developmental
process of childhood and adolescence, and the systemic perspective that
both guides the juvenile evaluation and through which it must be inter-
preted into recommendations and interventions regarding the juvenile.

With regard to the law, Grisso (2006) notes that although forensic
evaluations are always intended to inform the court, laws pertaining to
juveniles are often quite different than those that relate to adults, and that
child welfare and delinquency laws are not only changing more rapidly
than their adult equivalent but have shorter “‘shelf life,” requiring the
juvenile evaluator to remain aware of changing laws as they pertain to
juveniles and juvenile evaluation. In terms of development, Grisso high-
lights the rapidly moving development of juveniles, writing that ““ques-
tions of growth and development are at the heart of all juvenile forensic
evaluations,” and suggests that it may be more relevant to refer to forensic
evaluations for juveniles as ““forensic developmental evaluations” (p. viii).
Finally, Grisso describes the requirement that evaluators pay attention to
the social environment and interactions of juveniles under evaluation,
recognizing the juvenile in the context of the systems within which he or
she lives, interacts, and functions, and that this systemic perspective is
““essential in translating evaluation data into recommendations and actions
in the youth’s and society’s interests” (p. ix).

Building on Grisso (1998, 2006), clinicians working with children and
adolescents in forensic settings must demonstrate five core competencies
developed during the course of their training and supervision (Rich 2003).
This is no less true for evaluators as for clinicians. Used in conjunction with
a defined risk-assessment process, these core competencies will come
together to ensure an adequate and well-informed process that minimizes
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the concerns about risk assessment appropriately noted by Prescott (2006)
and briefly described in Chapter 2.

Clinicians must have a strong understanding of (1) adolescent devel-
opment, involving expected and normative attitudes, emotions, experien-
ces, interactions, and behaviors of childhood and adolescent development;
(2) juvenile antisocial behavior, or deviations in child and adolescent
behavior that fall outside of age-appropriate and age-expected social
norms, propelled by factors that drive the youth towards antisocial (or
criminal) behaviors in an effort to meet personal needs; (3) adolescent
psychopathology involving the nature and diagnosis of mental disorders;
(4) adolescent assessment, requiring the capacity to evaluate, understand,
and interpret behavior with a special emphasis in forensic work on
projecting risk for future antisocial (in our case, sexually abusive) behavior;
and (5) legal matters and processes that shape and affect evaluation and
treatment, including issues of due process and legal rights, client confi-
dentiality, client competence, and public safety.

For clinicians working with sexually abusive youth, it's important to
add a sixth factor: knowledge of, or at least a strong theory about, the
dynamics of sexually abusive behavior, including its development, onset,
and maintenance (or further development) over time.

CONCLUSION: PRACTICING JUVENILE RISK ASSESSMENT

In juvenile risk assessment we recognize the importance of the develop-
mental context within which history and current functioning is understood
and against which trajectory is assessed. With this in mind, a question
already asked and addressed to some degree is whether to apply to
juveniles not just the same models of assessment we use to assess risk
in adult sexual offenders, but the same ideas. Of course, we can, as shown
by the development of the JSORRAT, but should we?

Another way to ask the question is whether we should apply the ideas
about juvenile risk assessment described here and elsewhere to adult risk
assessment? That is, a dynamic and clinically driven model of risk
assessment is considered most appropriate for juveniles, whether or
not an actuarial assessment is included in that process. Frankly, it's
not that adult assessment can’t or shouldn’t follow the same process;
it’s just that it often doesn’t. In fact, as noted, this is changing, and even in
adult assessment we see a greater and increasing focus on the inclusion of
dynamic risk factors, in which the sexual offender is understood as (a)
more than the sum of past sexual behaviors and (b) capable of making
change over time.
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However, in understanding the nature of risk and harm, we lack a clear
understanding of how risk factors operate together, across, and within
lines that demarcate different types of risk factors; how risk factors operate
in different environments, under different conditions, and when present at
different points in child and adolescent (and indeed adult) development;
and how risk factors interact with protective factors. Nevertheless, al-
though many questions about risk and protection remain, we know enough
about risk in children and adolescents to understand that a relationship
exists between prior and current behaviors and experiences, biological and
genetic development, individual psychology, and social interactions, as
well as a relationship between risk, protection, and harm. We lack many of
the details to make perfect predictions, or even assess the validity of our
predictions over time, but we know enough already to make informed
predictions about risk and harm if trajectories remain unchanged, at the
same time knowing that the expected course of events can change.

Building further on the idea that professional standards are beginning to
emerge that define and shape juvenile risk assessment, it’s also increasingly
clear that training and informed practice are key in the administration of
juvenile sexual offender evaluations. In the next two chapters we will
explore and discuss heterogeneity among juvenile sexual offenders, and in
Chapter 7 further explore the nature of risk and protective factors in
juveniles and continue moving toward a clearer understanding of how
to apply these ideas.



CHAPTER 5

Distinctions and Heterogeneity
among Juvenile Sexual Offenders

behavior. We recognize “specialists”” and “‘criminally versatile”

sexual offenders, or those who sexually abuse but seem to engage
in no other criminal behavior, and those who engage in a range of criminal
behavior that includes, but is not limited to, sexual abuse (Kemper &
Kistner, 2007; Polaschek, Ward, & Hudson, 1997; Smallbone, Wheaton, &
Hourigan, 2003; Thornton, 2006). The former are most typically child
molesters, whereas the latter, or those engaging in more general crimina-
lity, are frequently rapists in which we recognize typical targets as older
adolescents or adults rather than children.

To some degree, the dichotomy between those who primarily sexually
abuse children and those who abuse adults appears to hold true for
juvenile sexual offenders as well. That is, it seems that we can recognize
juvenile sexual offenders who typically and most often target child victims
and those who sexually victimize adolescents or adults, although there is a
smaller group (as is true for adult sexual offenders as well) of those who
victimize both. However, unlike adult sexual offenders, it seems apparent
from many sources that most juvenile sexual offenders are child molesters,
rather than sexual abusers of peers or adults. Statistics are notoriously
misleading (not to mention difficult to consume) and can vary from
statistical analysis to analysis. Nonetheless, in reviewing crime victimiza-
tion and perpetration statistics, it seems clear that the targets of juvenile
sexual offenders are typically children below the age of 12, rather than
adolescents or adults.

ﬁ MONG ADULT SEXUAL offenders we note distinctions in criminal

77



78 JUVENILE SEXUAL OFFENDERS

Victims of Sexual Assault by Age of Victim and Adolescent and Child Victims of Sexual Assault by
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Figure 5.1 Victims of juvenile sexual assaults, by age of victim and percentages of
total offenses. (Based on Snyder, 2000; Snyder & Sickmund, 2006).

WHOM DO JUVENILE SEXUAL OFFENDERS VICTIMIZE?

Data gathered through the National Incident-Based Reporting System
(NIBRS) suggests that most juvenile sexual offenders victimize younger
children, rather than peers or adults. Based on 1991-1996 data (Snyder,
2000), only 4 percent of all sexual assaults against adults were perpetrat-
ed by juveniles, whereas juvenile sexual offenders perpetrated 33 percent
of all sexual offenses against children and adolescents (aged 0-17).
Although juveniles were responsible for 27 percent of all sexual assaults
against adolescents, they perpetrated 39 percent of assaults against
children aged 6-11 and 40 percent of assaults against children below
the age of 6. NIBRS data for 2000-2001 shows similar, and even higher,
figures (Snyder & Sickmund, 2006). Whereas juvenile sexual offenders
were responsible for 37 percent of all sexual assaults against all minors,
they were responsible for 47 percent and 43 percent of sexually assaults
against children aged 0-5 and 6-11, respectively, and on average 29
percent against adolescents (35 percent against adolescents aged 12-14
and 22 percent against adolescents aged 15-17). These statistics are more
simply shown in Figure 5.1.

This view of juvenile sexual offenders targeting children rather than
peers is a consistent finding in studies. Of the 156 juvenile sexual offend-
ers (average age 15) in their study, Miner, Berg, and Robinson (2007)
categorized 69 percent as child molesters with victims with an average age
of 6. Similarly, of the 296 sexually abusive youth in their study, Kemper
and Kistner (2007) classified 67 percent as child molesters, compared to
26 percent peer offenders and only 7 percent as mixed child and peer
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offenders. Parks and Bard’s (2006) study also showed the same sort of
weighting, with 47 percent of the 156 juvenile sexual offenders categorized
as child offenders, 33 percent as peer/adult offenders, and 20 percent
mixed. However, the authors selected age 10 or below as the age at which
victims were considered children; had they selected age 11 as the age at
which victims were considered children (rather than peers), the number of
child molesters in the study would have been greater, further supporting
the proposition that the majority of juvenile sexual offenders select child
victims.

Further, although one can only extrapolate from arrest reports, the
annual FBI Uniform Crime Report (UCR) suggests that juvenile sexual
offenders target children far more than they do peers or adults. Including
only rape of a female in the ““forcible rape’” category, the FBI report lumps
all other sexual crimes’ under the broader label of “‘sexual offense.” Hence,
as this category includes arrests for less invasive sexual abuse of females
and all sexual abuse of males, we can reasonably conclude that this class of
sexual crime substantially involves the sexual abuse of children. With this
in mind, consistent with UCRs of previous years, the 2006 FBI Crime
Report shows that juvenile arrests for sexual offenses were 357 percent
more frequent than those for ““forcible rape” (U.S. Department of Justice,
2007), offering further evidence that children are most frequently the
targets of adolescent sexual offenders.

This suggests, then, that most juvenile sexual offenders are what we
might call child molesters, rather than rapists of peers or adults, in that
their victims are typically less than age 12. This also suggests that different
motivational forces are at play in adolescents who sexually abuse children
than in those who sexually assault peers or adults. Ideas about purpose,
motivators, and driving forces are important to bear in mind in the
assessment of juvenile sexual offenders, to which we will return shortly.

The dichotomy between chid molesters as “‘specialists” and rapists
(those who sexually abuse peers/adults) as criminal ““generalists’” will
further hold true if juvenile sexual offenders who molest children are less
criminally versatile than those who victimize adolescents and adults. That
is, are all juvenile sexual offenders criminally versatile and can they all be
said to be conduct disordered (which implies at least some form of criminal
versatility), or are there important variants that exist across the range of
juvenile sexual offenders and between child molesters and peer/adult
victimizers?

1. Excluding prostitution.
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SEXUAL AND NON-SEXUAL CRIMINAL RECIDIVISM

It's widely reported that recidivism for adult and juvenile sexual offenders
is significantly higher for non-sexual offenses than criminal offenses.
Although varying from study to study, the rate of various forms of non-
sexual criminal recidivism for adult sexual offenders always falls higher
than their rate of sexual recidivism (for instance, Hanson & Bussiere, 1998;
Hanson & Morton-Bourgon, 2007; Proulx et al., 1997).

Similarly, the idea that juvenile sexual offenders are at greater risk for
reengaging in non-sexual criminal behavior than a sexual offense is
commonly noted (Caldwell, 2002, 2007; Fortune & Lambie, 2006; Hagan
& Gust-Brey, 1999; Reitzel & Carbonell, 2006; Waite et al., 2005; Weinrott,
1996), a finding reported by Letourneau and Miner (2005) as consistent
across nearly all studies of juvenile sexual offender recidivism. For
instance, in his study of recidivism in 249 juvenile sexual offenders and
1,780 non-sexual juvenile offenders, Caldwell (2007) noted that the juvenile
sexual offenders were nearly ten times more likely to recidivate non-
sexually than sexually. Nevertheless, when comparing non-sexual recidi-
vism, he found that the sexual offenders were significantly less likely to be
charged with a non-sexual offense than the non-sexual offenders. This
suggests that the nature of non-sexual offenses by juvenile sexual offenders
may be different than non-sexual offenses committed by non-sexual juve-
nile offenders, a point to be further explored as we think about sexually
abusive youth.

When comparing adult child molesters with adult rapists, it is also
usually the case that the rate of non-sexual recidivism is significantly
higher for rapists. This provides support for the idea that rapists are
generally more “criminally versatile” than child molesters, and child
molesters are more typically “specialists” who are not more widely
criminal in their behavior. The same seems to be true for sexually abusive
youth as well, which brings us back to the point about antisocial and
conduct-disordered behavior in juvenile sexual offenders. That is, although
by definition one may rightly refer to sexually abusive behavior as a variant
of a conduct disorder, this term simply homogenizes the behavior and, as
we understand the term and meaning of “conduct disorder,” fails to
recognize that different dynamics are at play in different variants of the
behavior. That is, based on both the DSM-IV description of conduct
disorder and antisocial personality disorder (American Psychiatric Asso-
ciation, 2000) and concepts of psychopathy that are clearly related to
conduct disordered behavior in children and adolescents, conduct disorder
represents more than troubling or antisocial behavior. The diagnosis
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requires a persistent, pervasive, and repetitive pattern of behavior which
violates social norms or the rights of others in at least three distinct
domains.

SEXUALLY ABUSIVE BEHAVIOR, CONDUCT DISORDER,
AND ADOLESCENT PSYCHOPATHY

Of course, sexually abusive behavior in children and adolescents is a form of
conduct disorder. In adults, we might more appropriately and more simply
describe conduct disorder as a variant of criminal behavior and be done
with it. However, children and adolescents are not adults, and, in most
cases, juvenile delinquents are not hardened criminals. Hence, in juveniles
the distinction between troubling and antisocial behavior in general and
conduct disorder in particular has a clear role to play in our ability to
understand juvenile sexual offenders, and thus help assess the possibility of
future sexually abusive behavior.

However, conduct disorder itself is not a homogenous construct, and it
varies both dimensionally from mild to severe and with respect to child-
hood or adolescent onset, in which earlier onset predicts a more enduring
pattern of antisocial behavior lasting through adolescence and into adult-
hood, and therefore carries with it a prognosis of greater concern (Ameri-
can Psychiatric Association, 2000; Frick, 2002; Gore & Eckenrode, 1996;
Loeber et al., 2005; Moffitt, 2003; Rutter, Giller, & Hagell, 1998). It is this
more significant form of conduct disorder that is most closely and neces-
sarily linked to the DSM diagnosis of antisocial personality disorder, which
may only be made at age 18. Involving the hallmark features of callousness,
lack of empathy, social disconnection, and lack of regard for others,
antisocial personality disorder requires a diagnosis of conduct disorder
to be in place since at least age 15, reflecting not only its developmental
nature but also our capacity to observe serious antisociality in adolescents.”

More than simply troubling and disturbed behavior, serious conduct
disordered attitudes and behaviors in children and adolescents are clearly
linked to concerns we have for continuing sociopathic behavior. Further, in
adult sexual offenders, whether called antisocial personality disorder or

2. Although DSM-IV does not allow the diagnosis of antisocial personality disorder
before age 18, in its equivalent diagnosis of dissocial personality disorder, the
European ICD-10 (World Health Organization, 2004) does not specify a lower age
limit, although it notes that personality disorder diagnoses are not appropriate
before the age of 16 or 17. Further ICD-10 recommends, but does not require, a
diagnosis of conduct disorder prior to diagnosing dissocial personality disorder.
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psychopathy,” the diagnosis is frequently linked to the risk for sexual
reoffense in adult sexual offenders (Hanson & Morton-Bourgon, 2007;
Olver & Wong, 2006). In keeping with the idea that adult sociopathic
behavior is necessarily linked to adolescent, and even childhood, be-
havior, Hare and others point to developmental predictors of adult
psychopathy (Frick, 2002; Hare, 1999; Lynam, 2002). Forth, Kosson, and
Hare (2003) describe psychopathy as a stable personality disorder that is
first evident in childhood and conclude that psychopathic traits are
observable in adolescents and children, and Frick et al. (2003a, 2003b)
also believe that evidence of later psychopathy can be found in pre-
adolescent children, and especially those who exhibit severe forms of
impulsivity and conduct disorder. However, Seagrave and Grisso (2002)
urge against assessing juveniles as psychopaths, and describe the risks and
possible mistakes inherent in diagnosing adolescents in this manner. Hart,
Watt, and Vincent (2002) echo this perspective and express their concerns
about the implications of diagnosing psychopathy in children and ado-
lescents, writing that “the assessment of juvenile psychopathy is like an
Impressionist painting: fine from a distance; but the closer you get, the
messier it looks” (p. 241).

In fact, shallow and superficial affect, inconsideration for others, lack of
empathy, and risky lifestyle—all considered elements of psychopathy—are
normative behaviors in many adolescents. D’Orazio (2002), for example,
found empathy in adolescents to be underdeveloped when compared to
empathy in adults, and neurologically Bjork et al. (2004) report that
compared to adults adolescents are less motivated to anticipate or inten-
tionally engage in reward-seeking behavior. Further, in troubled children
elements considered psychopathic in adults may reflect difficulties with
attachment and social connection, the results of early or ongoing attach-
ment experiences, rather than psychopathy (Rich, 2006).

Nevertheless, it is clear that Frick and Forth correctly identify a subset of
troubled children and adolescents who demonstrate unusually severe
behavior and social disconnection, which, if unresolved, signals and
may develop into antisocial personality disorder and/or psychopathy as
these individuals approach and enter adulthood. However, these adoles-
cents represent only a small subset of conduct disordered children and
adolescents, as shown in the study by Forth et al. (2003) in which the Hare
Psychopathy Checklist-Youth Version (PCL-YV) was administered to more

3. Although Robert Hare (1999) considers psychopathy to be a limited and more
serious subset of antisocial personality disorder, the psychopath label bears many
resemblances to the diagnosis of antisocial personality disorder.
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than 2,400 conduct disordered juveniles. With a cut score? of 30, about 70
percent of the sample scored less than 4, less than 20 percent scored
between 28-32, and only 9 percent scored higher than 36.

In other words, although a diagnosis of conduct disorder is a necessary
precursor to a later diagnosis of antisocial personality disorder (or psy-
chopathy), the diagnosis of conduct disorder is nevertheless insufficient
for us to conclude that it signals adult psychopathy. Even though the
conduct disorder diagnosis may predict behavioral problems in later
adulthood, and is therefore a concern in its own right, most forms of
conduct disorder will not evolve into psychopathy. Hence, even if, with
the advent of the PCL-YV, it is possible to diagnosis psychopathy or
antisocial personality disorder in minors, most sexually abusive youth do
not meet the diagnostic criteria for psychopathy, despite their troubled
thinking and behavior.

CONDUCT DISORDER OR DISORDERED CONDUCT?

In fact, many juvenile sexual offenders do not even meet the criteria for the
DSM diagnosis of conduct disorder. That is, although many juvenile sexual
offenders do have a history of non-sexual conduct disordered behaviors
(Efta-Breitbach & Freeman, 2004; O'Reilly & Carr, 2006; Worling &
Langstrom, 2006), and are far more likely to get into future trouble for
non-sexual rather than sexual behaviors, in many cases the behaviors don’t
add up to a diagnosis of conduct disorder.

From France and Hudson’s (1993) assertion that approximately 50
percent of juvenile sexual offenders may be diagnosed with a conduct
disorder, it may also be implied that approximately 50 percent may not be
conduct disordered. However, Seto and Lalumiere (2006) give far more
thought to the question of conduct disorder in juvenile sexual offenders
than most who have written on the subject. Recognizing a high incidence of
conduct-disordered behaviors in sexually abusive youth, they nonetheless
note the possibility that it is only among a subset of juvenile sexual
offenders that highly antisocial behavior is found, and they describe the
additional possibility that a further subset of sexually abusive youth may
not be broadly criminal or antisocial but instead restrict their anti-
social conduct to sexually abusive behavior. Of their meta-analysis of 24
studies that included more than 1,600 juvenile sexual offenders and 8,000

4. A cut score represents the score that divides test subjects into different groups, and
beyond which, in psychological testing, a clinical condition may be said to be
present.
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non-sexual juvenile delinquents, Seto and Lalumiere wrote, “we expect
that juvenile sexual offenders will show substantial conduct problems, but
it is unclear how they will compare with juveniles who have engaged in
nonsexual offenses only” (p. 168).

Seto and Lalumiere concluded that although many juvenile sexual
offenders are conduct disordered, they generally score lower in con-
duct-disordered behavioral problems than non-sexual juvenile delinquents.
“As a group they had less extensive criminal history than non-sex-
offenders. . . . Many juvenile sexual offenders showed evidence of con-
duct problems, but juvenile non-sex offenders had even more conduct
problems” (p. 181). This was especially true of juvenile sexual offenders
who abused children, who, as noted, appear to represent the majority of
sexually abusive youth and who demonstrated less conduct problems
relative to both non-sexual juvenile offenders and juvenile sexual offenders
who offended peers or adults. Seto and Lalumiere suggest that it is in the
lack or reduced level of conduct-disordered behavior that we see a sub-
stantial difference between juvenile sexual offenders and non-sexual
juvenile delinquents. Their conclusion is that factors relevant to the
development of juvenile delinquency have relevance to understanding
the development of sexually abusive behavior in juveniles. However,
because juvenile sexual offenders score lower in conduct problems than
non-sexual juvenile offenders, they are, as a group, quite different in some
respects, and Seto and Lalumiere accordingly suggest that juvenile sexual
offending may have unique causes.

In practical terms, despite its diagnostic simplicity and utility, conduct
disorder is not a unitary or categorical construct in which behavior is either
categorized as conduct disordered or not. It is instead better understood
and applied as a dimensional construct that takes variation into account in
the nature, quantity, intensity, shape, and context of the behavior. This is
what Seto and Lalumieére are addressing in their work. And, without
recognizing conduct-disordered behaviors as multidimensional, we risk
having the label mislead us into homogenizing sexually abusive youth into
a single group, rather than recognizing subtleties and variations in the
social experiences, behaviors, skill sets, motivations, and, above all, the
underlying dynamics of juvenile sexual offenders. In our search for
commonalities among juvenile sexual offenders, it is important that we
avoid simplifications and do not mistake all behaviors that look alike as the
same behavior. We must instead seek the nuances that will help us to
distinguish juvenile sexual offenders from one another and thus allow
greater depth in our insight and capacity to understand the children and
adolescents we are assessing and treating.
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CONDUCT DISORDERED AND SEXUALLY ABUSIVE CRIME

We can further recognize the antisocial behavior of juvenile sexual
offenders as different than “classic’” conduct-disordered behavior by
reviewing arrest statistics as reported in the FBI annual Uniform Crime
Report. For instance, as simply shown in Figure 5.2, although by 2006 there
was a reduction of 3.9 percent in juvenile arrests for all crimes in the United
States as a percentage of all arrests over a 10-year period (1997-2006), there
was a reduction of only 1 percent in juvenile arrests for sexual crimes when
compared against all arrests for sexual crimes during the same decade (U.S.
Department of Justice, 2007; Table 32). In fact, this was an improvement
over the FBI reported arrest rates for 2005, which actually showed an
increase of approximately 0.6 percent in the percentage of juvenile arrest
for all sexual crimes over a 10-year period. (U.S. Department of Justice, 2006;
Table 32). According to a bulletin of the Office for Juvenile Justice (Snyder,
2006), despite an decrease of 22 percent in overall juvenile arrests for all
crimes committed between 1996 and 2004, during the same 10-year period
there was an increase of 12 percent in juvenile arrests for non-rape sexual
offenses committed by juveniles, also briefly illustrated in Figure 5.2.
Developing an accurate picture of crime in the United States, including
juvenile crime, is difficult and complex. However, based on arrest statistics
such as these, we can at least form an approximate and working view, and
can see that juvenile sexual crime activity is not a direct correlate of general
juvenile delinquency. As a percentage of the whole, sexual crime arrests are
not only higher than non-sexual arrests, but are dropping far less dramati-
cally. Given this admittedly simplistic statistical view of the juvenile sexual
offender, we can nevertheless recognize sexually troubled behavior among
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adolescents as different than that of general adolescent conduct-disordered
behavior.

Further, arrest statistics for juvenile sexual offending make it appear a
different crime than generally violent crime in terms of racial group.
Whereas 51 percent of juvenile arrests for violent crime and 67 percent
for robbery in 2006 were of black juveniles, 70 percent of juvenile arrests for
sexual crimes were of white juveniles (U.S. Department of Justice, 2006;
Table 43). A simplistic and perhaps skewed picture, these figures none-
theless again suggest that juvenile sexual offending represents a different
type of crime than other forms of conduct disorder, and certainly violent
and aggressive crime.

If we follow this general line of reasoning, we see that significant
elements of conduct disorder, including high levels of antisociality and
general criminal behavior, are limited to a subset of sexually abusive youth.
Many, and quite likely most, juvenile sexual offenders engage in a different
variant of conduct disordered behavior, reflected to some degree in arrest
rates that do not follow the same trends as arrest rates for crimes of general
juvenile delinquency. We recognize, then, that it is the non-conduct dis-
ordered behaviors and causes in which we should be equally interested.
These are more likely to help us distinguish between juvenile sexual
offenders and other children and adolescents, including other conduct
disordered juveniles, and better define treatment interventions.

JUVENILE SEXUAL OFFENDERS: GENERAL
DELINQUENTS OR SPECIAL CASES?

Caldwell (2002) notes that high levels of non-sexual recidivism among
juvenile sexual offenders lend support to those who ask whether juvenile
sexual offenders constitute a distinct group separate from other juvenile
delinquents. Although research is inconsistent and provides quite mixed
results depending on the study, those who assume this position conclude that
juvenile sexual offenders are essentially much like other juvenile delinquents,
in demographics, characteristics, and general behavior, and much the same in
their rate of non-sexual recidivism. This perspective on sexually abusive
youth is quite different from that of others who recognize a difference, not
only between sexually abusive youth and non-sexual juvenile offenders but
also, to a great degree, between types of sexually abusive youth.

THE FIrRsT POSITION: JUVENILE SEXUAL OFFENDERS AS GENERALLY DELINQUENT

The former point of view in effect argues that sexually abusive youth are
conduct disordered, to some degree proven by a higher rate of non-sexual
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recidivism than sexual recidivism, as well as historical, psychological, and
behavioral aspects shared in common with non-sexual juvenile offenders.
This leads to the position that juvenile sexual offenders should be more-or-
less understood and treated in much the same way as other juvenile
delinquents, even if as a subset. Letourneau and Miner (2005), for instance,
conclude that “juvenile sex offenders are similar to other juvenile delin-
quents, and most would benefit from similar legal and clinical interven-
tions”” (p. 307). Similarly, in comparing juvenile sexual offenders to both
non-sexual juvenile offenders and a group of juvenile non-offenders, Ronis
and Borduin (2007) reported few differences between juvenile sexual
offenders and non-sexual juvenile offenders, or between types of juvenile
sexual offenders (i.e., those with child victims and those with peer/adult
victims). Hence, their study did not support distinguishing between
sexually abusive youth and juvenile delinquents, asserting that ““the reality
is that juvenile sexual offending is often part of a broader pattern of serious
antisocial behavior”” (p, 161). The authors ask whether the developmental
pathways for sexual offending are identical to those for non-sexual offend-
ing, and their position is essentially that the same treatment model can be
applied to sexually abusive youth and juvenile delinquents, namely multi-
systemic therapy (their own treatment model).”

Hagan, Gust-Brey, Cho, and Dow (2001) compared three groups of
juvenile offenders (sexual offenders of children, sexual offenders of peers
or adults, and non-sexual juvenile offenders) and found no significant
difference between any group (although, not surprisingly, found that the
sexual offenders were at greater risk for committing future sexual offenses
than the non-sexual offenders). The authors concluded that delinquency is
a general risk factor for sexually abusive behavior, and that conduct-
disordered behavior in those who have already engaged in sexually
abusive behavior serves as an additional risk factor. Milloy (1998) argues
that, as most juvenile sexual offenders do not sexually recidivate and many
are at greater risk for non-sexual recidivism, they should be considered as
“generalists” (in effect, criminally versatile) and treated as delinquents and
not sexual offenders, per se.

Lewis, Shankok, and Pincus (1979, 1981) also concluded that juvenile
sexual offenders are similar to non-sexual juvenile offenders and experience
the same psychological, neurological, and behavioral problems. Going
further, based on a small sample size of 17 incarcerated sexually abusive
youths, they argued that juvenile sexual offenders are similar to non-sexual
violent offenders, and that the development of sexually abusive behavior

5. Letourneau, cited above, is also a strong proponent for multisystemic therapy (MST).
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and generally violent behavior has the same etiology. They found that the 17
sexually abusive youths and 61 violent youths were more like one another
than they were the 19 non-sexual non-violent adolescents included in the
study. A similar position was more recently taken by Jacobs, Kennedy, and
Meyer (1997) in their study of 156 incarcerated juvenile sexual and juvenile
non-sexual offenders. Unlike Ronis and Borduin or Hagan et al., they
examined only differences and similarities between juvenile sexual and
juvenile non-sexual offenders, and did not further explore differences
within either group. However, Jacob et al. found no meaningful differences
between the sexual and non-sexual groups, and concluded that sexually
abusive behavior by the subjects in their study was “likely to be but one
expression of antisocial, violent behavior” (p. 201). Nevertheless, despite
their clearly stated position that juvenile sexual offenders do not represent a
group that is distinct from other “violent delinquents” (p. 216), Jacobs et al.
also provided support for the position that sexually abusive youths are not
merely a variant of general delinquents. They noted that the sexual
offenders in their study had fewer state commitments than did the non-
sexual offenders and ““were a less chronic, less versatile, and in some ways
more benign group than the non-sexual offenders” (p. 314).

THE SECOND POSITION: JUVENILE SEXUAL OFFENDERS
AS SPECIAL VARIANTS OF DELINQUENCY

Despite his observation that juvenile sexual offenders may be generally
indistinguishable from non-sexual juvenile offenders, Caldwell (2002)
takes the position that juvenile sexual offenders represent a different
group, and within the population of juvenile sexual offenders they may
be further sub-typed. This represents a second and more finely grained
position that recognizes, as do Seto and Lalumiere (2006), that although
sexually abusive youth engage in juvenile delinquency by definition, their
antisocial behaviors are often different than those of non-sexual offenders.
Indeed, drawn from their literature review, Varker, Devilly, Ward, and
Beech (2008) assert that “adolescent sexual offenders are a distinct group
from juvenile delinquents” (p. 258). Based on their literature review, van
Wijk, Vermeiren, Loeber, Hart-kerkhoffs, and Bullens (2006) reach a similar
conclusion. Although noting that the current literature does not support
clear or consistent conclusions regarding similarities or differences be-
tween juvenile sexual offenders and juvenile non-sexual offenders, van
Wijk et al. nonetheless write that the literature supports differences
between the two groups, writing that it is likely that sex offenders are
different from non-sex offenders in specific ways” (p. 237).
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Those taking this second position clearly recognize heterogeneity among
types of juvenile sexual offenders and therefore, by extension, between
sexual and non-sexual juvenile offenders. In recognizing sub-groups with-
in the population of juvenile sexual offenders, such as those with child
victims and those with peer/adult victims, it is also implicitly implied that
sexually abusive youth are a special subset of the larger population of
juvenile delinquents. From this perspective, sexually abusive youth are not
seen as simply “garden variety” juvenile delinquents, as some assert.
Instead, the etiology, dynamics, social skills, and social orientation of
sexually abusive youth, not to mention their sexually abusive behaviors,
are recognized as a unique and special strain of juvenile delinquency that is
significantly different in many respects and driven by different risk factors
and motivations. In their study of risk assessment instruments, for exam-
ple, Viljoen et al. (2008) concluded that among sexually abusive youth a
different set of risk factors may be relevant to their sexual and non-sexual
offending antisocial behaviors, recognizing differences between the devel-
opment and dynamics of sexually abusive behavior and those of non-
sexual conduct disordered behavior.

The position taken here is that juvenile sexual offenders do represent a
significant variant of juvenile delinquency, falling into two basic groups:
(1) those who are actively and broadly antisocial, but who represent a
relative minority of sexually abusive youth, and (2) those whose accom-
panying antisocial behaviors do not significantly match those of criminally
conduct-disordered youth and who represent the relative majority of
sexually abusive youth. In either case, despite sharing common features,
behaviors, and needs with non-sexual juvenile delinquents, sexually abu-
sive youth represent a significantly different group of children and
adolescents.

WITHIN-GROUP AND ACROSS-GROUP HETEROGENEITY:
SEXUAL OFFENDERS AND DELINQUENTS

A number of studies yield data to support the perspective that juvenile
sexual offenders are not only different from one another, but as a group are
generally different from non-sexual juvenile delinquents. These studies
reach similar conclusions in which general and non-sexual antisocial
behavior is prevalent among juvenile sexual offenders, but it is more
commonly found, and more intense and broad in nature, among juveniles
who sexually assault peers or adults compared to those who sexually
assault children. These adolescents more closely resemble non-sexual
juvenile offenders in this regard. They more typically engage in a range
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of antisocial or criminal behaviors, not only in addition to their sexually
abusive behavior but also in or connected to the commission of sexual
offenses.

Beyond this, however, despite the prevalence of antisocial and troubled
behavior in the sexually abusive youth included in these studies, there are
generally clear differences in the type and intensity of antisocial behaviors
they display, which is often of a less-criminal nature than the antisocial
behaviors exhibited by non-sexual juvenile delinquents. Even among
juvenile peer and adult offenders who engage in more intense conduct-
disordered behaviors than child molesters, there are differences that
distinguish them from non-sexual juvenile offenders. In general, there
are clear differences between juvenile sexual offenders and non-sexual
juvenile offenders, not only in terms of the type of non-sexual antisocial
behavior, but also in personality traits, social skill development, and social
connection and experience.

A REVIEW OF STUDIES SUPPORTING IN-GROUP AND ACROSS-GROUP DIFFERENCES

Hunter and colleagues (Hunter, Hazelwood, & Slesinger, 2000; Hunter,
Figueredo, Malamuth, & Becker, 2003) assert that juvenile sexual offenders
represent a diverse population in both their crimes and psychological
makeup and that juvenile child molesters and those who sexually abuse
peers/adults differ significantly along a number of dimensions. They
conclude that juvenile sexual offenders of peers or adults primarily target
non-family member females, rather than males or family members. Com-
pared with juvenile child molesters, these youth more typically commit
their crimes in a public location, are more likely to engage in other types of
criminal behavior in association with the sexual assault, such as burglary,
substance abuse, or use of threats or a weapon, and are generally more
broadly aggressive, violent, and criminally oriented. Comparatively, Hunter
and colleagues describe juveniles who sexually abuse children as less psy-
chosocially skilled and less outward going; more likely to target boys or
girls, often in their families or extended group of acquaintances; and less
likely to use serious aggression or force in the commission of sexual abuse.

Parks and Bard (2006) compared juvenile child molesters, peer/adult
offenders, and those with mixed-age victims. Although all groups scored
high in measures of antisocial behavior, with respect to sexual recidivism
child molesters showed a 4 percent recidivism rate compared to 6.5 percent
sexual recidivism among mixed victim offenders, and 10 percent among
peer/adult offenders. Consistent with Hunter et al. (2000, 2003), Parks and
Bard concluded that peer/adult offenders are more opportunistic and less
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sexually preoccupied than child offenders, more typically target females,
and combine their sexual offenses with other non-sexual delinquent
behavior. Similarly grouping sexually abusive youth into three groups
based on victim age, Kemper and Kistner (2007) reported antisocial
behavior among all three groups. Like Parks and Bard, they too found
that the rate of sexual offense recidivism differed significantly between
groups, ranging from 1 to 8 percent, thus supporting a difference among
types of juvenile offenders. Richardson, Kelly, Bhate, and Graham (1997),
using a four-group model also based on victim age, again noted antisocial
behavior across all groups. However, like Hunter et al., Richardson and
colleagues concluded that juvenile peer/adult offenders were the most
frequently and most widely antisocial across the spectrum of antisocial
behaviors, whereas those engaging in child molestation within their own
families were the least generally antisocial in frequency, aggression, or
association with an antisocial peer group.

Ford and Linney (1995) compared juvenile child molesters, juvenile
peer/adult sexual offenders, violent juvenile non-sexual offenders, and
non-violent juvenile non-sexual offenders, and found both similarities and
differences in the histories of each subject. However, child molesters
experienced more family dysfunction, personal abuse, and greater expo-
sure to sex at a younger age than other groups, whereas juveniles peer/
adult offenders were more similar to non-sexual offenders in these areas.
Compared to juvenile child molesters, the juvenile rapists were more
socially detached, although not to the same degree as the violent non-
sexual offenders. Hsu and Starzynski (1990) also studied differences and
similarities between a group of juvenile child molesters and juvenile peer/
adult offenders. Unlike Ford and Linney, they found no essential differ-
ences in family history or history of personal abuse, but they did find that
the peer/adult offender group was substantially and clearly more aggres-
sive in their offenses. As Hunter et al. found, these juveniles selected female
targets, as well as strangers or acquaintances rather than family members,
and their sexual assaults also involved the incidence of non-sexual
offenses, including substance abuse, burglary, the use of violence, and
sexual assaults in outdoor public environments.

Carpenter, Peed, and Eastman (1995) similarly compared a group of
adolescent child molesters and peer offenders. They too found that ado-
lescents in both groups engaged in antisocial behaviors, but they also found
that the child molesters were frequently submissively dependent upon
others, non-competitive, experienced low self-efficacy, withdrew from
social relationships, and experienced loneliness and isolation. However,
like other study authors, Carpenter at el. treat antisocial and conduct
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disordered behavior as a categorical construct, failing to describe the
nature of the antisocial behavior, or later non-sexual convictions, or
distinguish between the type and intensity of antisocial behavior. This
is not so in the 10-year follow-up study conducted by Waite et al. (2005),
who found and identified significant differences in antisociality in their
comparison of juvenile sexual offenders in specialized sex offender treat-
ment and juvenile sexual offenders in a more generalized treatment
program.

Consistent with virtually all studies, Waite et al. found a significantly
higher re-arrest rate for non-sexual offenses (almost 59 percent) compared
to the re-arrest rate for sexual offenses (4.7 percent). However, although
there was barely any difference in the sexual recidivism rates between the
two groups, there was a significant difference in non-sexual recidivism,
with a 47 percent non-sexual recidivism rate for the specialized treatment
group compared to 70.5 percent non-sexual recidivism among the more
generalized group of juvenile sexual offenders. Further, juveniles in the
specialized treatment group had a history of greater child molestation,
were more likely to have been sexually victimized themselves, had signifi-
cantly fewer prior criminal offenses, and engaged in fewer types of
offenses, supporting the premise that not all juvenile sexual offenders
are equally conduct disordered, or conduct disordered at all, despite
having more non-sexual than sexual behavior problems.

Waite and colleagues also found that more impulsive and antisocial
juveniles within either group were more likely to recidivate than those who
were less impulsive and antisocial (64 percent compared to 52 percent), and
they were likely to recidivate far more quickly (within 48 months compared
to 65 months). Moreover, highly impulsive and antisocial juveniles in the
generalized group had a higher rate of recidivism and a shorter time to re-
arrest than impulsive and antisocial juveniles in the specialized group.
These findings are again consistent with the idea of heterogeneity among
sexually abusive youth and even within types of juvenile sexual offenders.
They also support the idea that levels and types of antisocial and criminal
behavior vary significantly, and criminally conduct-disordered behavior is
most prevalent among juveniles who sexually abuse peers and adults.

Unlike studies that group classify juveniles based upon the type or age of
the victim or the nature of the offense behavior, Worling (2001) grouped
juvenile sexual offenders along the four dimensions of antisocial-impulsive,
unusual-isolated, overcontrolled-reserved, and confident-aggressive. Consistent with
other research, all groups showed a higher rate of recidivism for any type of
reoffense (46 percent) than for sexual reoffense (11 percent). However, the
more behaviorally disturbed and pathological antisocial-impulsive and
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unusual-isolated groups showed higher reoffense rates for both sexual and
non-sexual offenses, again supporting the idea that antisocial behavior is
both multidimensional and that different subgroups of sexually abusive
youth engage in different types of antisocial behavior, at different rates, in
different ways, and for different reasons.

Almond and colleagues also employed different means to group and
compare sexually abusive youth with one another, conducting two studies
with adolescents who sexually assaulted children. In one study (Almond &
Canter, 2007), sexually abusive youth were classified into one of three
groups based on their implied view of their victims.® Each of these groups
experienced different levels of social relatedness with their victims and
engaged in different levels and types of antisocial behavior. Sexually
abusive youth in the largest group (41 percent) saw their victims as people,
experiencing some form of reciprocal relationship with their victims, using
relational methods to induce compliance, and demonstrating little anti-
social behavior in their offenses other than the offense itself. In their second
study (Almond, Canter, & Salfati, 2006), the sexually abusive youth were
grouped as either impaired, abused, or delinquent,” based on personal
characteristics. Of these groups, impaired or abused youth comprised
57 percent of the total and delinquent youth were 14 percent (other juveniles
were represented by hybrid combinations of the classification), and only the
delinquent youth engaged in a wide range of delinquent behaviors in
addition to the sexually abusive behavior.

Both of Almond’s studies demonstrate not only the heterogeneity of
sexually abusive youth, but also that the same group of sexually abusive
youth may be understood and classified in different ways, making rigid or
comprehensive typologies inadequate and unrealistic. Further, in both
types of grouping most sexually abusive youth were not primarily delin-
quent, again supporting the idea, as I have contended here and elsewhere
(Rich, 2006; in press), that most juvenile sexual offenders represent a

6. Those who experienced their victim as a person (41 percent) in which a relationship
was implied and no physical coercion occurred, those who experienced their victim
as a vehicle (30 percent) against whom to vent anger and frustration, and those who
experienced their victim as an object (15 percent) to be used for personal gratification,
including aggression and control, and often including other crimes at the time of the
abuses (per Hunter et al., 2003).

7. Impaired youth experience a wide range of emotional, psychological, physical or
other difficulties. Abused youth are characterized by a background of physical or
sexual abuse. Delinquent youth do not “specialize’ in sexual offenses, but engage in

a wide range of delinquent behaviors in which sexually abusive behavior is
embedded.
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special class within a larger model of juvenile delinquency, and that in
most cases we will find that the victims of sexually abusive youth are
children (the average age of the victims in Almond’s studies ranged
between 8 and 10, in which 70 percent of the victims were two or more
years younger than the offenders).

SOCIAL COMPETENCE AND SOCIAL ORIENTATION

In their ongoing work on social connection, attachment, and juvenile sexual
offending, Miner and colleagues also recognize subtypes of juvenile sexual
offenders, and in particular describe juvenile sexual offenders who offend
children and those who offend peers and adults.

Miner and Swinburne-Romine (2004) found that sexually abusive youth
who molest children have fewer friends, feel more isolated, associate with
younger children, and have more concerns about masculinity than juvenile
sexual offenders who target peers or adults, or non-sexual juvenile
offenders. Although juvenile sexual offenders do not differ significantly
from non-sexual juvenile offenders in either attitude or behavior, they are
significantly more isolated from family and more socially isolated from
peers than violent delinquents and non-offenders (Miner & Crimmins,
1997). In comparing differences in attitudes, normlessness, and social
isolation among juvenile sexual offenders, non-sexual juvenile delin-
quents, and non-delinquent adolescents, Miner and Munns (2005) found
that juvenile sexual offenders experienced more social isolation in school
and in their families than non-sexual offenders, and were more isolated
from their peers than non-sexual juvenile delinquents.

Berg (2007) found partial support for the hypothesis that juvenile sexual
offenders with child victims feel socially disconnected and isolated from
peers, and Miner points to the possibility that juvenile sexual offenders expect
adult and peer rejection. In general, Miner proposes that juvenile sexual
abuse is driven by socially isolated and normless behaviors rather than by
aggression, at least in those who molest children, echoing Hudson and
Ward’s (2000) conjecture that adult sexually abusive behavior among adults
is often more connected to the need for social connection and the acquisition
of social goals than deviant sexuality. Miner concludes that juvenile sexual
offenders experience a deeper level of social isolation than non-sexual
juvenile delinquents and non-offenders, and suggests that the inability to
experience satisfaction in social relationships may turn some adolescents to
younger children to meet sexual and social needs. This is, of course, of special
importance as it appears that most juvenile sexual offenders offend children
rather than peers, which suggests that most juvenile sexual offenders



Distinctions and Heterogeneity among Juvenile Sexual Offenders 95

experience social isolation and lack important social skills and that this is an
avenue to sexually abusive relationships with children.

Miner (2004) also expects to find evidence that a high level of hostile
masculinity is linked to juvenile sexual abuse of peers and adults, whereas low
masculine adequacy will be linked to juveniles who sexually abuse children.
Hostile masculinity, as defined by Malamuth (2003), involves a hostile
narcissistic orientation to women, which Malamuth proposes is one important
facet that contributes to sexual aggression towards women. Whereas the idea
that juvenile child molesters experience a poor sense of masculine adequacy,
the idea that adolescents who sexually offend peers and adults experience a
hostile masculinity, or hyper-masculinity, fits with a description of this type of
juvenile sexual offender as more generally aggressive and antisocial in
orientation and more classically conduct disordered.

Daversa and Knight's (2007) study of adolescent child sexual abusers
supports the position that juveniles who sexually assault children experi-
ence social isolation and experience themselves as inadequate. The study,
which statistically hypothesized four pathways by which adolescent males
sexualize and sexually abuse children, supported early developmental and
maltreatment experiences as contributing factors to such behavior, as well
as the interplay of personality traits that included dislike of, hostility
towards, or aversion to adults and peers. Their study supports prior
research that suggests that adolescent child molesters are submissive,
dependent, and socially isolated and that such adolescents may also
experience feelings of sexual inadequacy, as well as feelings of social
inadequacy, anxiety, and rejection. Daversa and Knight suggested that
adolescent sexual offenders who struggle with the challenges of adolescent
masculinity, are embarrassed by their physical appearance, and are worried
about their appeal to peer-aged girls may choose younger victims as a way
of compensating for their inability to compete with other young males in the
adolescent world. However, the authors also identified a subgroup of
adolescent child molesters who shared many of these elements, but also
were impulsive and aggressive in their offense planning, sadistic, and
sexually aroused by young children, once again supporting the idea of
heterogeneity and diversity even within subgroups.

JUVENILE SEXUAL OFFENDING AS A SPECIAL FORM
OF DELINQUENT BEHAVIOR

Caldwell (2002) describes the heterogeneity of sexually abusive youth as
“one of the most resilient findings in the research on juvenile sexual
offenders” (p. 296). He notes the importance of distinguishing between
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types of juvenile sexual offenders, lending support to the idea that not only
are sexually abusive youth different from one another, but they are not
simply cut from the same cloth of juvenile delinquency, even if a special
variant. Nevertheless, as the reader you must decide for yourself whether
juvenile sexual offenders are essentially a variant of general juvenile
delinquency or whether they represent a special case of troubled behavior.

However, as described, the perspective adopted in this book is that the
phenomenon of juvenile sexually abusive behavior represents a special
pathway. This pathway is subtly, but quite distinct from the pathway that
leads to non-sexually abusive juvenile delinquency, even if the ideation
and behavior of both juvenile sexual offenders and non-sexual juvenile
offenders share similarities and even common roots.

This is important because as we further discuss risk factors that contrib-
ute to reengagement in sexually abusive behavior we will not be looking at
sexually abusive behavior as just another form of juvenile delinquency.
Although many of the risk factors will be the same or similar to those we
might look at in assessing general delinquency, a substantial number will
be quite different, and we will not be asking the same questions of the
juveniles we assess, their families, or other informants. In other words, in
understanding sexually abusive behavior in children and adolescents and
assessing the risk for sexual reoffense we are exploring a different behavior
than that involved in general delinquency, despite commonalities in some
instances.

The review of research that explores the heterogeneity of juvenile sexual
offenders by type or groups should make it clear that, in a very simple
model, some forms of sexually abusive behavior, and particularly those
that involve adolescent sexual assault of peers or adults, resemble gener-
ally conduct-disordered and criminal behavior. On the other hand, the
sexual abuse of children appears to be a very different variant of sexually
abusive behavior, involving not only different behavior but a different
route of development that is quite unlike general juvenile delinquency.
Further, as sexual abuse reporting and arrest statistics seem to indicate that
most juvenile sexual offenders engage in child molestation rather than rape
of peers or adults, this suggests a more complex pathway for most sexually
abusive youth than simply understanding them as antisocial and conduct-
disordered juvenile delinquents.

The work of Miner and his colleagues adds depth to ideas about juvenile
sexual offenders already identified by other researchers. It adds to and
confirms the value of recognizing at least two different types of juvenile
sexual offenders—those who sexually abuse children and those who
assault peers or adults—and the different pathways, motivations, and
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behaviors that exist for each type. Understanding sexually abusive youth
from the perspective of social connection, social skill, self-perception, and
perception of others gives us greater insight into the sexually abusive and
related behaviors of individual juvenile sexual offenders, and the different
risk and protective factors that may be at work in general and in each
individual case.

However, whereas Miner is largely describing the social disconnection
and social inadequacy experienced by the juvenile sexual offender of
children, Hunter et al. (2000, 2003) describe the more criminally versatile
juvenile sexual offender as sexually assaulting female peers and women,
and thus resembling adult rapists. Unlike Miner’s prototype juvenile child
molester, Hunter’s prototype is clearly conduct disordered in the classic
sense, and engaged in a wider variety of antisocial and criminal behavior
than sexual abuse alone, including a more significant level of general
aggression and violence, both within and separate from their sexually
abusive behavior. Nevertheless, as described, sexual abuse reporting and
arrest statistics indicate that most juvenile sexual offenders engage in child
molestation rather than rape of peers or adults; in turn, this suggests that
most sexually abusive youth are more appropriately characterized as
socially troubled and socially inept than antisocial and criminally oriented.
Regardless, both types of juvenile sexual offenders exist, and both must be
assessed in ways that will help us to best understand them as individuals,
and not simply members of a class of sexual offenders.

HETEROGENEITY IN JUVENILE SEXUAL OFFENDING

Just as there are distinctions between types of offenders with regard to their
victim selection, their level of conduct disorder and type of antisocial
behavior, their criminal versatility, and even their personality type, so too
must there be distinctions within each of these subgroups. For instance,
within the group of juveniles who sexually abuse children there are no
doubt highly conduct-disordered and criminally versatile youths, as well
as socially inept youth who lack social connection and self-confidence.
Similarly, among juvenile sexual offenders who are socially awkward
and lack socially competence, there are certainly children and adolescents
who also engage in highly conduct-disordered behavior, including aggres-
sion and violence, such as the subgroup identified by Daversa and Knight
(2007) in their study.

Then there are those offenders who, regardless of the presence or
absence of persistent conduct-disordered behavior or their level of social
skill or competence, are motivated by anger, by curious experimentation,
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by lack of self-confidence in their sexual abilities with peers, or by a
perseverative interest in sex that may reflect a psychiatric disturbance.
Additionally, even though DSM-IV does not allow the diagnosis of pedo-
philia until at least age 16, there are also those adolescent offenders who are
actually attracted to and sexually aroused by children and those who
engage in sexual behaviors with children because the children are, in effect,
available to them but not because they are sexually aroused to children
per se.

In fact, there are almost unlimited variations, including combinations of
the possibilities just described, not to mention the additional variables of
intellectual capacity, offender gender (as we know, girls sexually offend as
well as boys, although at a much lesser rate), and age of the offender (i.e.,
pre-pubescent, young adolescent, or older adolescent). These each add
further variety and heterogeneity to the mix of possible types of juvenile
sexual offenders, as well as types of motivations for and drives behind the
perpetration of sexually abusive behavior. It is not only pointless to talk
about juvenile (or adult) sexual offenders as a single group, but almost as
pointless to talk about types of juvenile sexual offenders as there are so
many variants and possible combinations of human personality, motiva-
tion, and behavior.

This is precisely why typologies have only a limited utility. They can be,
and are, helpful in drawing simple distinctions and defining population
characteristics typologies; typing individuals into categorical groups can
help us to recognize not only similarities between individuals within
groups, but also, of equal importance, differences between people and
classes of people. However, typologies are always necessarily artificial in
nature, and themselves are merely artifacts of statistical analyses or sub-
jective interpretations of research or clinical observation. To some degree
this was made clear in the studies conducted by Almond et al. (Almond,
Canter, & Salfati, 2006; Almond & Canter, 2007) in which the same group of
sexually abusive youth was classified into two completely different
typologies.

Without overlooking the value of typologies, then, we also should not
make the mistake of thinking of them as mirrors of reality, as they can never
hope to capture the complexity of the human psyche or resultant behavior.
Even if they share commonalities or can be statistically clustered into
groups, and even if typologies can help us in our research and develop-
ment of treatment interventions and in our assignments of risk for re-
offense, it is important for us to recognize, treat, and, for the purpose of this
book, assess sexually abusive youths as individuals. To this degree, there is
little value in assigning juvenile sexual offenders to groups which must,
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necessarily, overlook their essential heterogeneity. Although juvenile sex-
ual offenders may be broken into general groups or types, they never-
theless vary by individual and by individual life story.

HETEROGENEITY AND THE “OTHER” JUVENILE
SEXUAL OFFENDERS

Even as we recognize the utility of creating subgroups or types of juvenile
sexual offenders, it is important to also recognize that most of the research
on sexual offenders has primarily been conducted with adult men, and
secondarily with adolescent males, with IQs that typically fall somewhere
between the low average to high average range of intellectual functioning.
Therefore, as we discuss sexual offenders, as individuals or as types,
whether adult or adolescent, we are most typically exploring the behavior
of average IQ male sexual offenders, even if we adopt a personality-based
approach like Worling’s (2001).

This view of sexual offenders, of course, necessarily excludes and almost
treats as invisible, female, cognitively impaired, psychiatrically disordered,
and pre-pubescent sexual abusers, as well as sexual offenders from signifi-
cantly different cultural and ethnic backgrounds. Our general research and
ideas about adult and juvenile sexual offenders fail to inform us about these
other sexual offenders unless we assume that the same factors and
dynamics are at play for them as those that shape the psychologies of
adolescent and adult male sexual offenders in Western cultures. Frankly,
even understanding ideas like antisociality in these other groups can be
quite challenging if we see members of these populations through the same
lenses through which we observe Western males.

CONCLUSION: HETEROGENEITY AND RISK ASSESSMENT

It is quite likely that a risk profile on each youth will yield a very different
portrait of each child. However, this does not mean that it is not possible to
describe factors that place children and adolescents at general risk, and in
the case of sexually abusive youth, at risk for sexual reoffense. Instead, it
means that from the same list of risk factors we are likely to recognize that
different risk factors are at play for different individuals, and perhaps even
at different times in their development or based upon differences in their
cognitive capacity. We will find that from a single list of risk factors different
permutations or combinations will spell out risk for different individuals.

All of this is by way of saying that juvenile sexually abusive behavior is
not a cut-and-dried or well-understood phenomenon, although we are
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learning more about differences between juvenile sexual offenders and
non-sexual juvenile offenders, as well as differences between juvenile
sexual offenders who typically sexually abuse children and those who
target peers or adults. As we continue into the next chapters and a further
description of the risk assessment process, it is, once again, important to
bear in mind that this book essentially addresses the assessment of risk in
male adolescent sexual offenders with IQs broadly falling within the low to
high average range. Many of the ideas will be and are applicable to
cognitively impaired juvenile sexual offenders, as well as sexually abusive
children and even female juvenile sexual offenders, but these groups are
still not well understood and represent populations that are even less
understood than adolescent male sexual offenders.



CHAPTER 6

Case Studies in Heterogeneity

heterogeneity and illustrates differences, not only between sexually

abusive youth and non-sexual juvenile offenders, but among ado-
lescent sexual offenders. Case studies can be tedious to read, but I hope that
these are sufficiently short to not bore, but detailed enough to highlight
differences in not only the sexually abusive behavior, but also in the
individuals perpetrating the behaviors; one highlights a case that is
probably not abusive at all, even if disturbed in origin and practice.
You will also, no doubt, recognize similarities in each case, with particular
respect to elements, at least, of early and social development.

THIS BRIEF CHAPTER picks up on where Chapter 5 left off regarding

PAUL

Now aged 18, at age 13, Paul was accused by a 10-year-old girl of sexually
molesting her at a local youth center by touching her breasts and putting
his hands up her skirt to touch her vagina. One year later, at age 14, Paul
was accused of similar behaviors with a 14-year-old girl at a local library,
and shortly after this the first girl further claimed that Paul has had actually
raped her vaginally. Two other young teenage girls came forth and alleged
that Paul had similarly sexually molested them, but they declined to press
charges, and one actually later recanted. However, on the basis of the
reports of the first two girls, Paul was adjudicated on several counts of
sexual assault, including rape in the second degree. In addition to sexually
abusive behavior, Paul has exhibited a range of conduct disordered
behavior, including alcohol and marijuana abuse, aggressive behavior
including fighting in school and in the community, angry and oppositional
outbursts, and other general behavioral problems. However, Paul has
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friends, who are also somewhat conduct disordered in orientation, and a
range of social skills, at least on the surface, and he can be a loyal and
supportive friend and supporter of others.

Paul was retained in first grade, diagnosed with attention deficit/
hyperactivity disorder and a learning disorder at age 8, and has been a
special education student since age 11. Despite this, and significant prob-
lems with writing and reading, Paul is of average intelligence, bright and
competent, a very capable thinker and, although reserved at times, he can
be quite eloquent and insightful. Paul grew up in a chaotic and dys-
functional household and was exposed to domestic violence and drug
addicted parents. His father has been out of his life with no further contact
since Paul was 6, and Paul’s mother was only sporadically involved in his
life from age 8 on, by which point Paul was being raised by his grand-
parents. His mother died of a drug overdose when Paul was age 15, and
this continues to be a source of great difficulty for him.

JON

Jon has been engaging in sexual behaviors with younger children, same
age and slightly older peers, and older adolescents and adults since he
was age 11 or 12. At 13, he was adjudicated on multiple counts of sexual
abuse against an 11-year-old boy, including fellatio and masturbation,
and at 15 he was further adjudicated on similar charges of sexually
abusing a 10-year-old boy. Jon was also actively engaged in consensual
fellatio and masturbation with same-age peers, and also made himself
sexually available to older adolescent boys and adult men, who, of course,
were the sexual perpetrators in this case, even though Jon was a willing
and active participant and sought out such contact, including through the
Internet. In treatment, Jon reported ongoing sexual interest in pre-pubes-
cent and adolescent boys and young adults, and acknowledged several
additional sexual behaviors (i.e., offenses) against younger children, as
well as performing fellatio on two of his father’s friends after they had
passed out following intoxication at a party at his father’s home. At age
16, given his description of continued sexual arousal to children, as well
as his history of child sexual abuse, Jon was provisionally diagnosed with
pedophilia.

Jon is of above-average intelligence and does not otherwise have a
history of general conduct-disordered behavior. However, Jon has no
friends and has never been part of a social group. He reports that the
only person with whom he has ever felt close was an adult male he met
through an Internet sex chat room, although they never actually met in
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person despite a plan to meet for a sexual encounter. Jon is not liked by
peers in treatment, and he does not feel close to anyone, including his
parents. Throughout treatment in a residential facility, Jon continued to try
to engage peers of varying ages in sexual contact.

MARVIN

Marvin is a 15-year-old boy who was adopted at age 5, along with his
14-month younger sister. He was significantly affected by his adopted
parents” divorce at age 11, and has a significant history of engaging in
sexually inappropriate behaviors from this time on. From age 11 to 14,
Marvin engaged in sexualized behaviors with his younger sister, including
oral sex and vaginal penetration. At age 13, he was involved in consensual
oral sex with a 12-year-old boy, witnessed by Marvin’s 11-year-old adopted
brother. At age 13, Marvin exposed himself to his brother, sister, and his
brother’s friends by running around the house naked after drinking
alcohol, as, at the time, he thought it would be funny. However, Marvin
does not have a significant history of alcohol abuse and no known history
of drug use. There were a series of other sexualized behaviors and
relationships, all involving consensual sexual relationships with same-
age male and female adolescents, within 1-2 years of Marvin’s age. At 14,
Marvin met a 29-year-old man through the Internet, ran away with him,
and reported being later raped by the man. While being pursued by the
police with Marvin in the car, the perpetrator had a car accident in which he
died and his legs were severed, in Marvin’s presence, and Marvin’s neck
was broken, although he recovered.

Marvin is a bright, capable, and affable adolescent of slightly above
average intelligence who easily makes friends and has always had friends,
although reports never feeling very close to anyone. He has current
symptoms of depression and anxiety and a history of mild self-injurious
behavior, dating back several years. Although he has an IQ of 115, Marvin
has been a special education student since age 9. Marvin was admitted to
treatment for sexually abusing his sister, although never charged with any
sexual crime, and he has never been charged with any other crime, nor
generally engaged in any significantly troubled behavior, other than the
sexual behaviors described. His sister does not have any significant
psychological or intellectual deficits, does not appear to have been signifi-
cantly bullied or coerced into sexual activity, and is only 14 months
younger than Marvin. She reported that the sexual behavior, which
continued for three years, was consensual. Certainly, the sexual behavior
with his sister is incestuous and of great concern, but given the similarity in
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age and her own report that the behavior was consensual, did Marvin
engage in sexually abusive behavior?

JUAN

Juan was diagnosed with Asperger’s Disorder, although nevertheless
has an average IQ." He was adjudicated on charges of sexually abusing
a 7-year-old boy over a period of two years, when Juan was aged 13-15.
Following adjudication and while on probation, Juan demonstrated
evidence of sexual preoccupation and lack of sexual self-control, includ-
ing several instances of masturbation on a school bus, masturbating in
the school gym showers, obvious erections while in school classrooms,
allowing his penis to be seen while wearing shorts, and downloading
pornography on school computers. Similar behaviors continued even
after Juan was admitted to treatment in a group home. Even at age 17,
Juan continued to be sexually aroused by thoughts of the young boy he
had victimized. Even though he likes people and seeks social approval,
Juan is socially isolated and awkward, and unusual in physical appear-
ance with daytime enuresis and obviously poor hygiene. For the first
10 years of his life, Juan lived in an unstable single-parent family
environment, with a mother who had a history significant of substance
abuse and mental illness and several older brothers with a history of
violence and one with a history of sexual offending. Juan has not seen his
mother or brothers since age 10, when his father obtained custody, and
since that time Juan has been part of a healthy family system. Never-
theless, Juan began to engage in sexually abusive behavior after being
placed with his father, and his sexually preoccupied behaviors continued
throughout his adolescence, even after being placed in a group home
treatment program.

HUGH, ADRIAN, AND CLIVE

Here are three more brief cases. Hugh is a 17-year-old mildly retarded
male with some additional neurological damage. As well as engaging in
persistent sexually inappropriate behavior throughout his late childhood
and adolescence, at age 15 he sexually molested his 4-year-old male cousin
in the garden of the family home. Although eventually admitted to a
residential facility for treatment, Hugh was discharged by his adopted

1. Individuals with Asperger’s Disorder often have higher than average or superior
IQs, especially in their verbal skills.
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mother against the recommendation of the program, and within three
months he sexually molested his 5-year-old male cousin in a room in the
family home immediately adjacent to a room in which other adult family
members were present, including the child’s mother.

Adrian was raised in an Eastern European orphanage for the first eight
years of his life, at which time he was adopted and brought to the United
States. Beginning at age 15, for 18 months he repeatedly vaginally penetrated
his 4-year-old adopted sister. He reported feeling close to his adopted
family. However, he also reported feeling little remorse for his behavior at
the time or since, and he experienced little empathy for his sister or other
family members, although he was sorry that this had led to disconnection
from his adopted family who essentially refused to allow him to re-enter
the family after the discovery of his behavior. Now 17, Adrian is a very
likeable boy of average intelligence who gets along with peers and adults
and has never been in any other serious trouble. He reports not really
knowing how to get close to people and having always worried that he
would be rejected by family and others.

Clive is a 15-year-old with a history of seriously conduct-disordered
behavior dating back to childhood. He has been raised by an uncle and aunt
since age 7, and has engaged in many forms of troubled behavior since and
prior to that time. Behaviors have included drug abuse and drug traffick-
ing, physical assault, shoplifting, theft in school and from peers, frequent
school truancy, and ongoing oppositional behavior and angry and violent
episodes in the home, school, and community. Clive has been arrested
several times, and is on probation until age 18. Clive was accused of raping
a same-age girl in the hallway of her apartment building. Two weeks prior
to this, as part of a pattern of persistent conduct disorder, Clive shot this
girl in the leg with a BB gun on a dare from a friend. Although he initially
denied raping the girl, claiming that she had been his girlfriend and the act
was consensual, Clive later acknowledged that, although they had engaged
in consensual sex, on this occasion she did not want to have sex and he
forced her against her will. He also later admitted that he had vaginally
penetrated her against her will on at least three other occasions.

CONCLUSION

These cases I hope illuminate difference. The thread, of course, is sexually
abusive behavior, although the connection with Marvin is more likely sexu-
ally inappropriate behavior of a serious nature, rather than abusive behavior.
Some of the ideas illustrated in these cases are picked up in later chapters,
for instance regarding social connection and attachment (Chapter 20) and
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recognizing assessment differences between sexually normative, sexually
inappropriate, and sexually abusive behavior (Chapter 9).

Wrapping up this short chapter, however, although we can see some
similarities in each case (and a more detailed analysis would reveal even
more similarities and commonalities), we also see vast differences. These
differences figure prominently in prosocial and antisocial behavior and the
relationship between sexual behaviors and other behaviors; the sexual
behaviors themselves, as well as the targets of sexual abuse; motivation and
drive, and even intention; sexually normative interests and sexual devi-
ance; and the role filled by, and perhaps purpose of, sexual behaviors for
each of these individuals. Significant differences are also revealed in the
nature, psychology, cognitive capacity, and level of social skill and comfort
of the adolescents in each case.

In the process and practice of risk assessment, recognizing and under-
standing these differences as best we can is a central task.



CHAPTER 7

Risk Factors for Juvenile
Sexual Abuse

and resilience in children and adolescents. In this larger context,

“risk’” involves the potential for a wide range of personal problems
and problematic behavior, including educational failure, physical and
mental health concerns, economic hardship, teen pregnancy, substance
abuse, and violent and non-violent crime. These each represent variants of
failure to achieve personal success or optimal functioning, or perhaps the
development of self-destructive or more generally antisocial behaviors. As
risk is tied to both individual factors and factors found in the environment,
and ultimately the interaction between the two, failure to accomplish
personal success also represents failure for our social order.

Synder, Reid, and Patterson (2003) describe antisocial behavior occur-
ring ““in social interaction,” rather than being carried as an “in the person”
trait. From this perspective, it is the relationship between individual
dispositions and environmental factors that influences and shapes devel-
opment, and not the separate influence of either in isolation from the other
(Wachs, 1996). In an ecological model, failure at the social level signals the
failure of social structure to protect individuals and enhance and foster
their well-being. In an ecosystem, social-level failures also mean the
secondary creation of effects that act reciprocally upon the ecosystem to
permeate and shape the social structure itself, thus creating still more risk
for individuals and structures within society. In fact, it is likely that
individuals at risk for any one problem are almost certainly at risk for,
and experiencing, more problems than those limited to that risk condition
alone. This helps to explain why juvenile sexual offenders tend to expe-
rience more difficulty in their behaviors and social functioning than that

I I Y HERE IS A fairly extensive body of literature on stress, risk, protection,
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demonstrated by their sexually abusive behavior alone, and are at greater
risk for recidivating in non-sexual ways.

The same is true for protection and protective factors." It is likely that
children and adolescents experiencing the buffering against risk offered by
one protective factor have more than one protective factor at work in their
lives. Hence, juvenile sexual offender treatment that strengthens existing
and builds new protective factors is likely to help mitigate the effects of risk
and promote well-being and success in many areas of life, and not just that
in which sexually abusive behavior resides.

FORENSIC RISK ASSESSMENT

When we discuss risk in relationship to forensic assessment, although
clearly related to larger risk concepts, “risk” is clearly and necessarily more
limited in scope than risk for a broad range of social failures. Pointed
towards the development of antisocial and criminal behavior, in forensic
assessment, and of course risk for continued sexually abusive behavior,
analysis of risk is focused specifically upon risk factors believed related to
risk for re-engagement in criminal behavior. Nevertheless, although more
limited and more pointed, a significant and broad range of psychosocial
variables have been associated with risk for conduct disordered behavior
(Rutter, 1994), and even a cursory review of risk factors makes it clear that
forensic risk (i.e., risk for criminal behavior) is linked to, and in some ways
a subset of, an understanding of more global risk.

Hence, many of the essential risk factors for crime are identical to those
for other personal or social problems, as is true for the presence of
protective factors. This again reflects a holistic, or ecological, approach
to understanding the development of risky and dangerous behavior,
highlighting the fact that such behavior emerges from the same social
conditions that give rise to other troubling conditions.

Despite this, to be more precise and to aim at predicting trends for future
criminal behavior, the development of a risk assessment process must focus
primarily on those risk factors considered relevant to criminal recidivism.
This has led to the development of risk assessment instruments aimed at
specific behaviors, including general criminal and sexually abusive behav-
ior. The Violence Risk Assessment Guide (VRAGQG), for instance, is an
actuarial assessment instrument aimed at statistically classifying adults
into risk categories for general violent crime, and the Structured Assessment
of Violence in Youth (SAVRY) is a clinical assessment instrument intended

1. Protective factors are discussed in Chapter 8.
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to predict risk for violence in juveniles. Both are based on the presence of
risk factors believed related to the occurrence or possibility of violence, in
which risk factors are selected on the basis of their hypothesized link to
prior aggressive behavior and presumptive ability to predict or point to the
likelihood of similar future behavior.

With reference to instruments aimed at assessing risk for sexual abuse
recidivism, these fall into the categories of adult or juvenile instruments
and also actuarial and clinical assessment instruments. As described in
previous chapters, in adult sexual offender risk assessment both types of
assessment tools are available, whereas for juvenile assessment we have
until recently had only clinical assessments available. However, with the
introduction of the JSORRAT-II, we now have a prototype adolescent
actuarial assessment as well. Regardless, whether adult or juvenile, actu-
arial or clinical, risk assessment tools are built from those risk factors
believed specifically relevant to sexually abusive behavior.

RISK FACTORS AND TREATMENT

In developing assessment instruments that attempt to predict future
behavior based on existing risk factors, we intrinsically recognize that
factors linked to prior sexually abusive behavior also serve as risk factors
for future sexually abusive behavior unless they are eliminated or in some
way mitigated. That is, as long as risk factors remain in play, unless
buffered they act as predictors for re-engagement in the same behavior.

For this reason, the identification of risk factors not only serves to
predict, but also to direct treatment aimed at the elimination or reduction
of risk factors, or the internal or external factors that contribute to risk. This
may mean reducing risk through effective anger management, increasing
empathy, eliminating sexually deviant thoughts, psychiatrically managing
emotional conditions that may contribute to sexual risk, building closer
family relationships, providing more opportunities for social success, and
stabilizing environmental conditions that contribute to decisions to engage
in sexually abusive behavior. Buffering against risk, on the other hand, is
another way to describe the role of protective factors such as increasing
family support, building social networks, supervision and monitoring, and
removing opportunities for sexually abusive behavior. This brief list high-
lights the similarities between reducing risk and increasing protective
factors, particularly when it comes to environmental variables. Improving
social networks, for instance, both reduces risk through enhancing the
chances for prosocial success and serves to protect against the risk for
acting upon antisocial urges.
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THE STRENGTH OF STATIC RISK FACTORS: THE EARLY
DEVELOPMENT OF RISK

The reason that static risk factors offer so much to risk prediction is because
history counts, not just as a predictor but as a foundation upon which
present ideation and behavior is built and as the basis for continued
trajectory. Just as resiliency against adversity and stress is laid down in
early positive development (Sroufe, Egeland, Carlson, & Collins, 2005), so
too is the foundation for antisocial behavior, as well as many other kinds of
risk, laid in early life. This is easily seen by the number of general risk
factors that make their appearance in childhood, before age 12. For this
reason, these risk factors may be better called risk indicators, as Epperson
(2007) and Rutter (1994, 2003) have noted.

Just as Marshall and Eccles (1993) describe early developmental vulner-
abilities that establish the potential for a developmentally troubled path,
Henry, Caspi, Moffitt, and Silva (1996) note that children who become
serious criminal offenders are characterized by features that consistently
bring them into conflict with their surroundings during early childhood.
Individual characteristics that make individuals susceptible to risk are
perhaps at their greatest during early childhood as they come into contact
and interplay with environmental conditions that may catalyze risk or
build a backdrop out of which antisocial behavior may later emerge
(Rutter, Giller, & Hagell, 1998). However, rather than risk factors unex-
pectedly emerging at a later point in adolescent or adult development,
Loeber et al. (2005) write that risk factors for serious crime can be observed
in earlier childhood, and later antisocial behavior is often based on
processes that accumulate over many years, associated with multiple
risk factors in multiple domains.

At the same time, it’s important that we recognize the difference between
what Moffitt (2003) calls life-course persistent and adolescence-limited
antisocial behavior. She describes persistent antisocial behavior clearly
originating in childhood when the troubled behaviors of the high-risk
young child are acted out in and amplified by a high-risk social environ-
ment, whereas the adolescence-limited variant is a more transient form of
antisocial behavior that first appears during adolescence. The assertion, of
course, is very much in keeping with the DSM model of childhood onset
conduct disorder (American Psychiatric Association, 2000). It does not
mean, however, that we should not be concerned about antisocial and
conduct-disordered behaviors that first appear during adolescence or that
antisociality in children inevitably means a lifetime of antisocial behavior.
Nevertheless, early experience and behavior defines but doesn’t set in
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stone the foundations of personality, and life circumstances of all kinds can
alter trajectory as pointed out by Belsky and Nezworski (1988) and Rutter,
Giller, and Hagell (1998), who write, “experiences continue to be impor-
tant . . . Life events, turning points, and transition periods can all play a
part in whether antisocial continues or ceases” (p. 307).

This also doesn’t mean that we should consider the prognosis for
sexually abusive behavior that begins in childhood as worse than sexually
abusive behavior first perpetrated during adolescence, or assume that the
latter simply represents a ““passing phase” in adolescent development.
However, it does mean that in assessing risk for sexual reoffense we should
bear in mind many factors, including the juvenile’s history as well as
current behaviors, and bear in mind that even behaviors that look alike may
have very different causes and have different trajectories. One important
key to risk assessment with juvenile sexual offenders lies in recognizing the
presence and action of multiple risk factors and predicting risk based upon
a detailed understanding of those factors.

THE OPERATION OF MULTIPLE RISK DOMAINS DURING
CHILDHOOD AND ADOLESCENCE

In focusing on risk factors for serious delinquency or violence, Lipsey and
Derzon (1998) identified risk residing within and spread through five
essential domains: individual, family, school, peer group, and community.
Although none of the risk factors show a high effect size,” with most falling
into the low range, the most significant early risk factors in childhood
development (ages 6-11) included low family socioeconomic status and
antisocial parents. These were followed by factors that while less statisti-
cally significant were nonetheless meaningful, including poor parent-child
relationships, harsh or lax parental discipline, broken homes, poor attitude
towards or performance in school, and exposure to television violence, as
well as weak social ties.

Of the 23 childhood risk factors identified in the U.S. Surgeon General’s
report on youth violence (U.S. Department of Health and Human Services,
2001, largely based on the work of Lipsey and Derzon, 1998), none showed
a strong effect size; only six fell into the moderate range, and of these only
two fell towards the higher end of moderate. However, this does not mean

2. Effect size in statistical analysis indicates the strength of relationship between two
variables and, in particular, the impact (or effect) of one thing (the independent
variable) on another (the dependent variable). In this case, each individual risk
factor represents an independent variable, whereas the dependent variable is serious
or violent offending by mid-adolescence.



112 JUVENILE SEXUAL OFFENDERS

that these risk factors are inconsequential. Instead, it suggests, as previ-
ously described, that it is a combination of risk factors, and no single factor
alone, that best predicts risk, as also noted by Hanson and Bussiere (1998)
in their meta-analysis of sexual offender recidivism. That is, although some
risk factors are stronger in effect than others, and are therefore better
predictors of later antisocial behavior, no single factor is itself necessary for
nor sufficient enough to predict or produce antisocial behavior. In addition,
not only is risk best predicted by multiple risk factors, but the likelihood
that an individual will engage in antisocial behaviors is greatly increased
by the number of risk factors to which the individual is exposed (Farrington,
1997; Garmezy, 1987; Hawkins et al., 2000). Further, risk that produces
antisocial behavior is driven not just by multiple risk factors but, as noted,
interactions among risk factors across multiple domains (Haggerty &
Sherrod, 1996; Loeber et al., 2005).

However, many of the childhood risk factors identified by Lipsey and
Derzon take on a greater role during adolescence whereas others drop in
significance, reflecting the idea that the same risk factors operate differently
at different points during childhood and adolescent development and have
more or less impact. Of note here, the influence of risk factors associated
with social connection increases in strength during early adolescence (ages
12-14), such as weak social ties that increase considerably in effect size and
by adolescence become the strongest indicator in Lipsey and Derzon’s
inventory of risk factors, as well as an increase in the risk power of poor
child-parental relationships. During adolescence, other factors not espe-
cially prominent during childhood take on more significance; in the case of
serious and violent criminal behavior, these especially include association
with antisocial peers, which is a factor that may be less relevant when we
consider risk for sexual reoffense and especially among those who sexually
abuse children. Nevertheless, the point here is that important seeds of risk
are often sown early in childhood development and take greater root in
adolescence, along with other risk factors that may have held less impor-
tance at an earlier point in development. As attachment patterns are
considered to develop early in childhood, setting the pace for later social
connections (Rich, 2006), it is not surprising that the effect size of weak
social ties as a predictor of risk in Lipsey and Derzon’s model increases by
160 percent during early adolescence.

With respect to risk factors for general youth violence, Hawkins et al.
(2000) followed the same model as Lipsey and Derzon in recognizing risk
factors within the five discrete domains of individual, family, school,
peer-related, and community risk. In their catalogue of 27 primary risk
factors they include aggressiveness, early violent behavior, and antisocial
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attitudes and behavior (individual risk factors); parent criminality, child
maltreatment, poor family bonding, family conflict, low parental involve-
ment, antisocial parent attitudes, and parent-child separation (family risk
factors); academic failure, poor school bonding, frequent school changes,
and school truancy and drop out (school risk factors); delinquent siblings
and delinquent peers (peer-related risk factors); and poverty, community
disorganization, crime ridden neighborhoods, and exposure to violence
and prejudice (community risk factors).

The National Council on Crime and Delinquency (Howell, 1995) adopts
a similar analysis of risk factors for behavioral problems, again recognizing
that risk factors reside in different domains and not simply within the
individual. The National Council defines only four risk domains, incorpo-
rating individual and peer group risk factors into a single group, and
provides a similar inventory of 19 risk factors across the domains. How-
ever, its analysis assumes that the greatest number of risk factors exists in
the community, including community norms favorable to antisociality,
media portrayals of antisocial behavior, community stability, community
socioeconomic status, and community attachment and organization. To
better understand this, we can best consider the trajectory of antisocial
behavior in relationship to the social environment in which it travels. As
described, according to Synder, Reid, and Patterson (2003) antisocial
behavior is better understood as the result of social interaction in which
the environmental context is catalytic rather than simply a trait carried
within the person. Here, studying development in context is the operative
strategy (Wiksrom & Sampson, 2003).

PASSIVE, REACTIVE, AND ACTIVE RISK CO-VARIANCE

Regardless of their location, risk factors do not merely act upon children or
adolescents as though they are simply corks bobbing on an ocean of life and
experiences over which they have no control. That is, juveniles themselves,
and not simply events in their past or present, have influence over their
behaviors and their ability to gravitate towards or resist risky behavior.
Hence, although many of the environmental risk factors that surround
the individual are independent of his or her history, the development of
many of these factors for any given individual are, in actuality, influenced
or mediated by his or her own history. As Anthony (1987) writes, devel-
opment is an interactive process and individuals are not merely passive
receptacles for external stimulation that simply writes upon and shapes
them. He describes the child, from the start, as not a bucket waiting to be
filled with experience but a searchlight exploring the horizon, and the child
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as “not a simple tape recorder on whom experiences are registered like
sounds, but a busy painter”” who creates and shapes his or her own world
(p. 33). Similarly, Rutter (1994) notes that individuals are not passive
recipients of experience, but actively interact with their environment
and actively process experience. With particular regard to the interaction
of risk factors that reside within the individual and those that reside in his
or her environment, juveniles have agency. That is, children and adoles-
cents make decisions about the behaviors in which they choose to engage,
even if their decision-making process is different than that of adults, and
different again based on their age and cognitive development or capacity.
When high-risk juveniles are drawn to and actively seek out environments,
peers, or conditions that allow or promote the expression of antisocial
behavior, they themselves directly influence and increase the number or
risk factors present in their lives, and thus the chances that antisocial
behavior will actually occur. Wachs (1996) refers to this as ““active”” co-
variance’ in which the child or adolescent is an active player in the
confluence and interaction of otherwise separate risk factors, as opposed
to risk factors that naturally co-occur (“passive’” co-variance) or are the
result of environmental response to the juvenile’s behavior (“reactive”
co-variance).

These forms of risk co-variance, in which the incidence of risk factors are
more-or-less affected directly by the juvenile sexual offender him or
herself, should be an additional concern for us in risk assessment. A focus
in this case is on whether reoffense might, in part, result from passive
influences that are to some degree outside of the youth’s control (family
factors, for instance), the influence of social reaction to the youth’s behavior
(in which a socially inept youth, for example, faces rejection or social
failure), or active choices that the youth might make in selecting behaviors,
peers, and situations that only increase risk.

Although a bit of stretch, a parallel to this idea can be found in the self-
regulation model proposed by Ward et al. (2004), which describes four
pathways to sexual recidivism in adult sexual offenders. The authors refer
to the first two pathways in the model as avoidant-passive and avoidant-active
in which the offender wishes to avoid further sexual offenses but makes no
effort to cope with difficulties or create plans for relapse prevention, or
builds and engages in ineffective relapse prevention plans. The third and
fourth pathways are described as approach-automatic and approach-explicit as
the offender actively seeks out and engages in risky behaviors that increase

3. Co-variance refers to the degree to which two variables move in tandem with one
another, in which a change in one variable mirrors or implies a change in the other.
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the chances that a reoffense will occur. Although the model is not a risk-
prediction model, it nicely illustrates the idea that people can be, and are,
either more or less passive or active in the way that they recognize and
manage risk and in the choices they make about their behavior. In the case
of the self-regulation model, Ward et al. propose that for some adult sexual
offenders risk is inherent in their environment and they are passive
recipients of its effects, whereas others actively and, in some cases, inten-
tionally increase risk. In the case of the self-regulation model, recidivism
occurs, whether by passive or active means, pointing to the fact that risk
factors may influence reoffense, even in the case of passive co-variance.

RISK FACTORS AS INDICATORS, NOT CAUSES

We should remain aware that risk factors found within the individual and
the environment (whether the family, school, peer, or community environ-
ment) are indicators or predictors of risk and not causes of risk. That is, risk
factors represent items believed to contribute to harm, but in most cases
they are not direct causes of harm even if they correlate strongly, and we
should bear in mind the adage that correlation is not cause.

For example, the Surgeon General’s report (U.S. Department of Health
and Human Services, 2001) notes that being a male is itself a risk factor.
This doesn’t mean that being male is the cause of antisocial behavior,
however, or at least we hope not. It simply means that a statistical
correlation exists between being male and serious and violent criminal
behavior. The correlation itself may reflect other factors, including a bio-
logical predisposition towards aggressive and risky behavior (O’Connor
and Rutter, 1996, describe a genetic level of risk factor) or perhaps a social
construct in which, as Hayslett-McCall and Bernard (2002) assert, male
aggressiveness in the United States is facet of the way in which male
children are reared. Perhaps the correlation results from a combination of
both biology and child rearing (nature and nurture), or perhaps still more
risk factors come together to produce more antisocial behavior in males
than females. The same is true for IQ and low socioeconomic status, both of
which Lipsey and Derzon (1998) identify as risk factors. We can assume
that neither cognitive limitations nor poverty is a cause of antisocial
behavior, even if correlated with general crime.

The idea that risk factors act as indicators but not necessarily causes of
antisocial behavior highlights the fact that, although we can recognize and
catalog risk and protective factors, this does not equal understanding them or
their course, why some high-risk individuals engage in seriously troubled
behavior while other do not, or understanding ““the course of maladjustment”
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(O’Connor & Rutter, 1996, p. 788). Here we can turn to the work of Werner and
Smith (1992, 2001), who demonstrated that by late adolescence and into
adulthood many individuals born into high-risk environments were able
to lead relatively risk-free lives, attributed by the authors to the presence of
some degree of protective factors in their lives. Rutter (1994, 2003) hence
distinguishes between risk indicators and risk mechanisms by which risk is
transformed into actual troubled behavior. The difference is perfectly well
illustrated in the examples of the correlation between committing a serious
crime and being a male, low socioeconomic status, or having limited intel-
lectual capacity. Rutter (2003) writes that variables like these may be associat-
ed with risk for antisocial behavior, but “on their own are completely
uninformative about the nature of the risk process” (p. 3).

Hence, a theory about risk assessment, or a description of the risk
assessment process, is not a theory of causality. It simply identifies and
addresses the correlates that indicate risk and point towards the develop-
ment of and future engagement in antisocial behavior. At the same time,
risk indicators tell us something about the pathway that leads to antisocial
behavior. Despite not postulating how risk turns into antisocial behavior
(risk as mechanism instead of a pointer), risk factors to some degree do help
us recognize cause, as long as we understand that just as risk is multi-
dimensional and resides in different domains, so too is ““cause’” actually the
product of a multifactorial and multidimensional process, and not a
discrete event. That is, risk factors point towards the future, suggesting
the recurrence of troubled behavior, and point back at the past, suggesting
a causal process. However, “cause’” represents the process by which risk is
actually transformed into troubled behavior.

DEFINING RISK FACTORS FOR SEXUALLY ABUSIVE BEHAVIOR

Regarding the specific development of sexually abusive behavior, Knight
and Sims-Knight (2003, 2004) consider three childhood risk factors as early
physical or emotional abuse, early antisocial personality and behavioral
traits, and early antisocial attitudes and ideas. In particular, they argue that
antisocial and aggressive behavior that begins in early childhood and
continues through adolescence is a risk factor when combined with early
childhood sexual abuse and the development of a callousness unemotion-
ality that results from early physical and emotional abuse. Similarly,
Malamuth (2003) considers early abusive home life as a risk factor for
the later development of sexually abusive behavior.

However, a cursory review of the literature on juvenile sexual offending
of the past decade finds it full of risk factors, with more than 130 factors
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proposed as associated with or partially responsible for sexually abusive
behavior or important to note in assessing the offender (Rich, 2003).
Including only those that seem unique and not replicated among the other
identified factors, as shown in Figure 7.1, 101 factors can be roughly broken
into six categories: (1) characteristics related to the sexually abusive
behavior, (2) characteristics related to the victim or the offender’s relation-
ship to the victim, (3) characteristics of the juvenile offender, (4) the
offender’s psychosocial and developmental history, (5) the offender’s
social connection, and (6) the offender’s history of general antisocial
behavior.

The literature identifies still more variables believed related to juvenile
sexual offending, many of which are poorly defined and others that have
even less validity than some of those included in Figure 7.1. Bearing in
mind the vast quantity of ideas out there, a primary task in developing a
clinical risk assessment tool is deciding which factors to include in
assessment. The large number of risk factors reflects Rutter’s (2003)
observation regarding general (non-sexual) juvenile delinquency, in
which the “huge” number of risk factors identified represents a problem
in which we can “explain everything but predict nothing” (p. 11). On a
similar note, Farrington (2000) notes that research has failed to detail the
causal mechanisms that link risk to actual criminal behavior, leading to an
inability to distinguish between causative risk factors and those that are
merely correlated with cause or indicators of risk for future criminal
behavior.

Indeed, in trying to distinguish between a multitude of risk factors, in
their three-factor etiological model, Knight and Sims-Knight (2003) propose
that sexual aggression in adult men can be statistically understood through
the presence of just three primary elements: early childhood sexual abuse,
childhood onset aggressive antisocial behavior, and the presence of callous
unemotionality. Similarly, in his model Malamuth (2003) statistically links
adult male sexual aggression to just two primary risk factors: early abusive
home life that contributes to the development of impersonal and promis-
cuous sexuality and the presence of hostile masculinity.

Instruments designed to predict risk for reoffense in juvenile sexual
offenders also condense risk factors, both by reducing the number of
included factors or by grouping them into discrete groupings of similar
factors. In the Juvenile Sex Offender Assessment Protocol (J-SOAP), Prentky
and Righthand (2003) propose 28 essential risk factors grouped into four
scales, and in the Estimate of Risk of Adolescent Sexual Offence Recidivism
(ERASOR.V2) Worling and Curwen (2001) group 25 risk factors into five
domains (with a 26™ factor in an “Other’” domain). Rich (2007b) proposes
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Characteristics of Sexually
Abusive Behavior (21)
Affect states related to offense

offense

Degree of planning

Deviant sexual arousal and
interests

Duration of offense history

Engaged in offense even after
apprehension

Evidence of sexual
preoccupation

Frequency of offenses

History of male victim

History of predatory behavior

Intent and motivation

Nature and extent of the
offending behavior

Number of offenses

Number of victims

Power and control

Precipitating factors to offense

Prior charged sex offenses

Progressive aspects of sexual
offenses

Sexual arousal preference

Use of deception/grooming in
sex offenses

Victim access

Victim Characteristics and

Relationship (10)

Age difference between abuser
and victim

Age of victim

Attitude towards victim

Characteristics of victim that
attracted offender

Degree of access to victims

Male child

Preferred victim

Relationship between offender
and victim

Verbal interchange with the
victim

Victim characteristics

Degree of aggression or force in

Offender Characteristics (32)

Anger management problems

Attitudes

Denial

Cognitive distortions

Cognitive problems

Cooperation with evaluation
process

Coping ability

Degree of accepted responsibility

Degree of remorse and regret

Depression and suicidal ideation

Empathy

External motivation for
treatment

Honesty and forthrightness

Hyper-masculinity

Impulsivity

Insight into morality of sexual
offending

Intellectual capacity

Internal motivation for treatment

Internal motivation for change

Locus of control: internal or
external

Medical/neurological issues

Psychiatric problems

Response to confrontation

Self-concept

Self-expression

Social competence

Social skills deficits

Temperament

Understands effects on victim

Understands consequences of
behavior

Understands relapse prevention

Worldview and perspective

Offender Social Connection (3)
Attachment bonds

Quality of peer relationship
Social relationships

101 Factors Associated with Risk Grouped into Six Categories

Offender General Antisocial

Behavior (11)

Aggression and violence level

Alcohol abuse

Attempts to avoid detection

Arrests prior to age 16

Behavioral problems

Criminal arrests, convictions, or
incarceration

Drug abuse

Sexual and nonsexual offenses

Other exploitive or addictive
behaviors

School behavior problems

School suspensions or
expulsions

Offender Psychosocial History

(24)

Caregiver stability

Cultural and ethnic background

Developmental history

Educational history

Exposure to domestic violence

Developmental history

Family background

Family relationships and
structure

Family system functioning

Medical history

Parental alcohol abuse

Psychiatric history

Past victimization

Peer relationship history

School achievement

Sexual history and adjustment

Social development

Social learning experiences

Stability of school/employment

Stability of current living
situation

Stability of historical living
conditions

Support systems

Trauma history

Treatment history

Figure 7.1
into six primary domains.

Risk factors identified in the juvenile sexual offender literature grouped
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12 broad and overarching risk factors in the Juvenile Risk Assessment Tool
(J-RAT.V3), within which individual elements of risk are subsumed, adding
further depth and clarity to each broad risk factor domain. In the Juvenile
Sexual Offense Recidivism Risk Assessment Tool (JSORRAT-II), Epperson
et al. (2006) identify 12 essential risk factors that are statistically related to
the recidivism among convicted juvenile sexual offenders. However, only
the JSORRAT clearly derives its risk factors from a statistical analysis of
juvenile sexual offender recidivists thus yielding a level of predictive
Validity.4 Risk factors for the ]-SOAP, J]-RAT, and ERASOR were developed
chiefly through review and analysis of the literature and are thus clinically
derived and lack predictive validity.

In fact, Worling and Langstrom (2003, 2006) write that most identified
risk factors for juvenile sexual offending lack empirical validation. Describ-
ing 21 commonly cited risk factors, they write that only five are empirically
supported through at least two published independent research studies,
with an additional two “promising’” factors that have empirical support in
at least one study. The remaining 14 factors they describe as either third-tier
“possible” risk factors, based on general clinical support, or fourth-tier
“unlikely” risk factors that either lack empirical support or are contradicted
by empirically derived evidence. Their typology, including details of
identified factors, is shown in Figure 7.2.

Although Worling and Langstrom’s perspective illustrates the difficul-
ties inherent in understanding and identifying risk factors, it nevertheless
does little to illuminate any underlying truth about which risk factors are,
or are not, valid predictors of risk. In fact, they go on to conclude that ““there
is support for a number of risk factors such that evaluators can make
empirically based . . . and defensible judgements (sic)”” (2003, p. 359), even
though only five of the variables they examined had such empirical
support, and they report that 14 lack any kind of empirical support at
all and are supported largely only by their inclusion in the literature. Their
conclusion is surprising, then, in light of their own estimate that most risk
factors have little to no empirical support.

In fact, Worling is one of the two coauthors of the ERASOR, a risk
assessment instrument that itself uses only four of the five factors reported
by Worling and Langstrom as empirically supported, nine factors that fall
into the third tier of not empirically supported but possible, and 10 factors
which are not among the 21 factors described by Worling and Langstrom.

4. Predictive validity is a statistical measure of how well variables predict the
occurrence of a phenomenon. In the case of risk assessment instruments, this means
that risk factors have statistical evidence that they actually predict recidivism.
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Worling and Langstrom’s Typology of
Validated Risk Factors for Juvenile Sexual Reoffense

Empirically Supported 1. Deviant sexual arousal

2. Prior convicted sexual offenses
3. Multiple victims

4. Social isolation

5

. Incomplete sexual offender treatment

Promising Problematic parent-child relationships

Attitudes supportive of sexually abusive behavior

N =

Possible Impulsivity

Antisocial orientation

Aggression

Negative peer group association

Sexual preoccupation

Sexual offense of a male

Sexual offense of a child

Use of violence, force, threats, or weapons in
sexual offense

Environmental support for reoffense

© N oA~ =

©

Unlikely History of sexual victimization
History of non-sexual offending
Sexual offenses involving penetration
Denial of sexual offending

Low victim empathy

SEEE I Ry

Figure 7.2 Worling and Langstrom’s typology of risk factors for juvenile sexual
reoffense, ranging from empirically validated to unlikely risk factors (based upon
Worling & Langstrom, 2003, 2006).

THE EMPIRICAL BASIS OF RISK FACTORS

Prentky, Pimental, Cavanaugh, and Righthand (in press) provide a thor-
ough overview and review of risk factors associated with juvenile sexual
recidivism, and they conclude that the vast majority are only weakly, if at
all, related to sexual reoffense and note that most have never been
examined empirically. Frankly, although Worling and Langstrom describe
two risk factors as promising, there is little support for the idea that they are
much more supported than any of the third-tier “possible” factors. Not
only are both of the second-tier risk factors empirically supported by only a
single study, but also each study itself offers weak support. “Attitudes
supportive of sexual offending” as a promising risk factor is thinly
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supported by Kahn and Chambers” 1991 study of 221 juvenile sexual
offenders, which found a sexual recidivism rate of only 7.5 percent among
which offenders who blamed their victims had a slightly higher sexual
recidivism rate.” Worling and Curwen’s 2000 study of 58 juvenile sexual
offenders offered equally weak support for “problematic parent-child
relationships’ as a promising risk factor, as it found only a small correla-
tion (0.22)° between experiences of parental rejection and sexual recidivism
among the 5 percent who recidivated.

As we discuss and come to understand risk factors for juvenile sexual re-
offense, it becomes clear that we have no strong basis upon which to judge
the efficacy or validity of any of the risk factors we select as predictive.
Further, there is a question of whether a risk factor should be considered
valid based only on our capacity to statistically measure its correlation with
sexual offense recidivism. That is, if we cannot establish empirical proof
should we reject a risk factor as a valid or useful predictor of future risk
behavior? It is true, of course, that empirical evidence offers us far more
than clinical judgment that is absent of any empirical evidence. However,
this raises two points about the nature of supporting evidence.

The first point addresses an assumption that clinical observations cannot
be considered valid without accompanying statistical evidence. This point
is illustrated by two articles published in the British Journal of Medicine,
reminding us that ““absence of evidence is not evidence of absence.” In their
evocation of that adage, Altman and Bland (1995) further remind us of
the “non-equivalence of statistical significance and clinical importance”
(p. 485); put another way, statistical results do not necessarily match
clinical observations and judgments. The authors write that failure to
establish a statistically significant relationship between two variables
reflects an absence of empirical evidence, but it is not evidence per se
that a relationship does not exist. It simply means that no correlation was
found. Thus, Altman and Bland describe the risk, in single study research
as well as meta-analyses, of misinterpreting nonsignificant results as
evidence that a relationship between variables does not exist: “usually
all that has been shown is absence of evidence” (p. 485).

In fact, taking the same position, Alderson (2004) argues that is it never
reasonable to claim that a study has definitively proved that a relationship
does or does not exist between two variables, because uncertainty will

5. Kahn and Chambers (1991) do not further define the slightly higher recidivism rate,
and the data are no longer available (T. J. Kahn, personal communication, January
21, 2008).

6. Correlations of between 0.3 and 0.49 are considered moderate, and 0.5 to 1.0 high.
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always exist. In medicine at least, he presents the view that when it comes to
differences between clinical judgment and statistical proof we must be
comfortable estimating and continuing to discuss uncertainty or the absence
of empirical evidence in light of clinical observation. Nevertheless, Green-
berg and Watson (2005) argue that the dominant view in psychology at the
moment is that absence of evidence does mean evidence of absence (p. 113).

In their very amusing article that makes a serious point, Smith and Pell
(2003) wrote about the lack of statistical evidence in establishing para-
chutes as effective in preventing death. They write that as no randomized
controlled trials of parachute use have been undertaken, the basis for
the efficacy of parachute use in overcoming ““major trauma related to
gravitational challenge” (i.e., death upon impact) is ““purely observational”’
(p. 1460). They suggest that the “quest for the holy grail of exclusively
evidence based” practice (p. 1460) may create dependency on such re-
search, precluding clinical expertise and judgment.

THE FALLIBILITY AND CHANGEABILITY
OF STATISTICAL RESEARCH

The second point about evidence is more down-to-earth and less ideologi-
cal. Itinvolves the accuracy and meaning of statistical measurement in light
of and in the context of the research designs from which such statistics
emerge. For example, we have seen already that ““empirical evidence”” can
be thin indeed, as in the case of the two promising risk factors described by
Worling and Langstrom, in which although their ideas about these risk
factors may be correct there is nevertheless slim empirical proof. There is
also a question of research that is sometimes contradicted by other research
and even reversed by later study.

We can explore this point by examining the role of denial as a factor that
can help predict sexual recidivism. Returning to the Worling and Langstrom
(2003, 2006) typology of empirically supported risk factors, as shown in
Figure 7.2, they describe denial of sexual offending as an unlikely risk factor.
They write that, despite its obvious appeal, there is no empirical evidence to
support denial as a predictor or indicator of risk. So far, this is no different
than third-tier factors that Worling and Langstrom describe as possible risk
factors based on the frequent support they receive in the literature. However,
they also argue that in the case of denial and other fourth-tier (unlikely) risk
factors empirical evidence exists to contradict their validity as risk factors.

Nevertheless, Worling and Langstrom are not discussing evidence that
disproves denial as a risk factor; they are simply discussing a failure to find
a significant statistical correlation between denial and sexual recidivism.
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As Altman and Bland (1995) wrote, ““these are quite different statements”
(p. 485). A quick look back at Altman and Bland will remind us that absence
of statistical evidence is not proof that a relationship does not exist or a
phenomenon does not occur.

The conjecture that denial is not a risk factor is largely drawn from the
literature of adult sexual offending. In particular it is derived from the
meta-analyses of Hanson and Bussiere (1998) and Hanson and Morton-
Bourgon (2005), which found no significant correlation between denial and
sexual offense recidivism. However, the role of denial is neither resolved
nor closed to further inquiry, and the lack of support for denial as a risk
factor in the Hanson meta-analyses is questionable and was challenged by
Lund (2000). Further, there now exists empirical evidence that denial is or
may be a risk factor.

In contrast to studies that fail to show evidence of correlation (absence
of proof), we now have studies that provide statistical evidence that
denial is linked, in some cases, to sexual recidivism and may therefore be
considered a risk factor. In a recent article, ““Denial predicts recidivism for
some sexual offenders,”” Nunes et al. (2007), with Hanson as second
author, described two studies that included 1,000 adult sexual offenders
in which, “contrary to expectations,” denial was associated with in-
creased sexual recidivism among both low-risk offenders and incest
offenders, and replicated in two independent samples. The authors
conclude “that denial merits further consideration for researchers as
well as those involved in applied risk assessment of sexual offenders”
(p. 92), and now concur with Lund’s (2000) speculation that ““denial could
beareal ... riskfactor” (p. 102). In an even more recent article, Langton
et al. (2008) described both minimization and denial in adult sexual
offenders as significant predictors of sexual recidivism, with minimiza-
tion as a significant predictor among high-risk offenders (in contrast to the
finding of Nunes et al.). In their study of 436 sexual offenders, they report
that denial was associated with serious (including sexual) recidivism and
conclude that it is reasonable to postulate that the presence of denial and
minimization, specifically during and at the conclusion of treatment,
represents “‘an increased risk among higher risk offenders for sexual
recidivism” (p. 91).

Lund challenged Hanson and Bussiere’s (1998) conclusion that denial
was not a risk factor through a careful analysis of the seven studies
included in the meta-analysis that addressed the relationship between
denial and treatment. He noted a broad range in the definition of denial
and how and when it was measured in assessment and treatment, and
that those who completely denied offending were frequently excluded
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from treatment and were therefore absent in the meta-analysis. Further he
speculated that heterogeneity among sexual offenders may result in
differences in strength of denial as a risk factor for different offenders.
Lund thereby foreshadowed the suggestion of Nunes et al. (2007) that
denial might have a differential effect on recidivism for low- and high-
risk offenders, and also that the influence of denial on higher-risk
offenders might be made invisible by the presence of other high-risk
factors. Overall, Lund concluded that the Hanson and Bussiere meta-
analysis did not clarify the relevance of denial in predicting recidivism,
and wrote that ““the failure of meta-analysis to clarify the relevance of
denial should not be construed as indicating support for the opposite
conclusion that denial is a risk factor”” (p 285), mirroring the admonish-
ment of Altman and Bland (1995).

There is further support that denial has relevance to risk prediction. In
their study of adult sexual offenders, Levenson and Macgowan (2004)
found that treatment progress was correlated with lower levels of denial,
and that engagement in treatment and denial were negatively associated
with one other. In their work on stable and acute risk factors, Hanson and
Harris (2000b) similarly observed that failure to engage in treatment and
denial (in this case of future risk to reoffend) was a significant predictor of
sexual recidivism. As completion of treatment supports reduced risk for
recidivism (Marques et al., 2005; Seager, Jellicoe, & Dhaliwal, 2004;
Worling & Curwen, 2000), or conversely failure to complete treatment
is a risk factor for sexual recidivism (Hanson & Bussiere, 1998; Hanson &
Morton-Bourgon, 2005; Worling & Ldngstrom, 2006), it is reasonable to
conclude that denial is also linked to treatment outcome or recidivism
rates.

That is, if low denial is related to engagement in treatment which, in
turn, is related to lowered recidivism, then level of denial must also be
related to treatment outcome (i.e., the presence or absence of recidivism).
This represents a logical inference drawn from information that has
empirical support. On the basis of its relationship with treatment engage-
ment, even without direct empirical evidence, we can conclude that denial
must be a risk factor if failure to complete treatment presents risk for
recidivism.

On a final note regarding both the uncertain and changing nature of
research, the Juvenile Sexual Offense Recidivism Risk Assessment Tool
(Epperson et al., 2006) offers empirical support for both a history of sexual
victimization and a history of non-sexual offending as actuarially based
risk factors, both of which are described as unlikely risk factors by Worling
and Langstrom (2006).
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The point here is not to lambast Worling and Langstrom’s typology or
perspective, both of which are of great value and add much to our work.
Instead, as we discuss the search for risk factors that hold meaning, it is
important that we recognize no single point of view as the sole or
unchallenged source of legitimacy, and that we do not hold all of the
answers, although we may have some. In understanding the art and
science of predicting future behavior, we also understand the fallibility
of human judgment and scientific prescription. To adopt the scientific
method as the only source of our knowledge is to accept the idea that the
methods of quantitative science are applicable to all spheres of life and
experience and that which cannot be measured lacks legitimacy.”

RISK FACTORS FOR SEXUAL REOFFENSE

Having said a lot about risk factors both for general juvenile delinquency
and sexually abusive behavior, let’s simplify things by noting that, despite
a great deal of variation in risk factors and their selection, among the risk
assessment tools in use or development there is a great deal of overlap.
That is, despite some significant differences in risk factors selected and
differences in how similar risk factors are described, similar groupings of
risk factors are found in juvenile risk assessment tools.

Currently, the two instruments most commonly used in the United States
are the J-SOAP-II (Juvenile Sex Offender Assessment Protocol) and the
ERASOR (Estimate of Risk of Adolescent Sexual Offence Recidivism); the
J-RAT (Juvenile Risk Assessment Tool) is also widely used, although to a far
lesser extent. Although not well known or in wide use, the JRAS (Juvenile
Risk Assessment Scale) was recently developed and adopted by the New
Jersey court system to be used in classifying juvenile sexual offenders into
sexual offender registry tiers (Hiscox, Witt, & Haran, 2007). In development
is the MEGA (Multiplex Empirically Guided Inventory of Ecological
Aggregates for Assessing Sexually Abusive Adolescents), as well as the
RSBP <12 (Risk for Sexual Behavior Perpetration) for risk assessment in pre-
adolescent children (less than age 12). Although these are described in more
detail in Chapter 14, for now it’s most pertinent to describe the similarities
between these instruments; in fact, despite differences between each instru-
ment, they are more similar than they are different. Of importance, their
selection of risk factors represents those predictors of risk that are both
drawn from the professional literature and are the most typically consid-
ered in considering the risk for sexual reoffense.

7. i.e., Scientism.
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Each of these instruments is a clinical assessment tool, often described as
empirically based in reference to their clear relationship to factors fre-
quently described by the professional literature as relevant to risk for
juvenile sexual reoffense. However, as we’ve seen, very few of these risk
factors actually have any empirical support. It's thus more accurate to
describe these instruments as structured and literature-based clinical tools,
rather than empirically grounded.

In addition to being grounded in or guided by the professional literature,
each instrument provides a structure for clinical assessment by its inclusion
of defined risk factors and a means by which to evaluate the relevance of
each risk factor in the overall assessment of risk. They are thus of enormous
importance in assisting trained® clinicians as they assess risk in sexually
abusive youth, providing the evaluator with a structured assessment
format based upon factors most commonly supported by the literature.
However, none of these instruments are statistically based, nor do they
have any significant psychometric properties with respect to predictive
validity (or the capacity to statistically prove they actually predict risk).

The introduction of the JSORRAT-II (Juvenile Sexual Offense Recidi-
vism Risk Assessment Tool) adds a significant new dimension to juvenile
risk assessment by adding the first actuarial assessment in which risk
factors are truly founded in empirical evidence and thus statistically
derived. Nevertheless, despite major differences in how risk level is
determined, risk factors included in the JSORRAT significantly mirror
the risk factors that commonly show up in the clinical tools briefly
described above. The JSORRAT thus provides an additional level of
empirical support for at least some risk factors and generally reflects
and supports commonly held beliefs about the sort of factors that are
predictive of sexual recidivism.

Regardless of their source, then, the same sort of risk factors appear in
these assessment instruments. Despite clear differences among instru-
ments and their inclusion of risk factors, across the instruments described
above risk factors commonly appearing can essentially be grouped into 10
categories (even though not every individual risk factor or risk domain
appears in every risk assessment instrument). Given the content of this
chapter, none of these categories come as a surprise. Predictable also is the
split between factors specific to sexually abusive behavior and those

8. “Trained” is a key word here, as even the best assessment instruments should not be
used by those unfamiliar with or untrained in the process of risk assessment, unless
supervised. This harkens back to ideas presented in Chapter 2 regarding standards
and expectations for those engaging in evaluation.
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relevant to antisocial and troubled behavior in general. Here we recog-
nize juvenile sexual offending as a special class of juvenile delinquency,
sharing some qualities common to all behaviorally troubled youth and
others that diverge from the course of non-sexual juvenile offending.
These common risk factor categories are briefly described below, and
more detail regarding specific risk factors commonly included within each
domain is provided in Figure 7.3.

1. Sexual Beliefs, Attitudes, and Drive includes those factors most relevant
to the youth’s experience of sexuality, nature of sexual ideation, level of
preoccupation, and drive to engage in sexual behavior.

2. History of Sexually Abusive Behavior, which includes severity and type
of behavior, duration and number of incidents, progression of sexually
abusive behavior over time and range of sexually abusive behavior,
number and gender of victims, victim age in relationship to the offender,
victim relationship to the offender, the use of violence or aggression, the
role of planning and intentionality, and continued sexually abusive be-
havior after apprehension.

3. History of Personal Victimization essentially involving a history of
physical or sexual abuse and details related to that history, including
both past and current responses to these experiences.

4. History of General Antisocial Behavior. Not surprisingly, this domain
includes general behavioral problems in the community and school and
age of onset, aggression, the seriousness and range of antisocial behaviors,
substance abuse, and antisocial attitudes, including peer group
association.

5. Social Relationships and Connection primarily involving a lack of close
peer relationships and deficits in social relationships in general.

6. Personal Characteristics includes a wide range of characterological
features, including motivation for change, deficits in empathy and remorse,
denial and lack of responsibility, denial of behaviors, and deficits in
cognitive ability and insight.

7. General Psychosocial Functioning is a broad category, but it includes
poor self-regulation and impulse control, poor anger management, deficits
in social skills and social competency, and overall difficulties in social
functioning.

8. Family Relationships and Functioning pertains, of course, to the family
environment past and present. It includes generally stressful family life,
general family functioning, the consistency of parental figures and parent
figure functioning, history of and exposure to family violence, internal
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family boundaries, the quality of parent-child relationships, and the
attitude of parent figures towards and involvement in treatment.

9. General Environmental Conditions incorporates the general stability of
the youth’s living situation, the stability of school, the nature and quality of
support systems, general environmental conditions, and opportunities for
sexual reoffense.

10. Response to Treatment, includes both the youth’s response to and
success in prior treatment and in current treatment, if the youth is presently
in treatment. It especially includes failure to complete treatment, as well as
grasp of and response to treatment ideas.

The general list of factors categorized into these 10 domains and presented
in Figure 7.3 is drawn from those factors that most commonly appear,
although with some variation, in the J-SOAP, ERASOR, and J-RAT, as
well as the lesser developed JRAS and the current iterations of the
still developing MEGA, JSORRAT, and RSBP<12. Also included are
those factors included in the Risk Assessment Matrix (Christodoulides,
Richardson, Graham, Kennedy, & Kelly, 2005), a UK. risk assessment
instrument that has since been modified and renamed the SHARP (Sexually
Harmful Adolescent Risk Protocol), a clinical assessment instrument that
includes 46 risk factors (Richardson, in press). However, the RAM/SHARP
is in limited use and appears currently quite weak, but it is nevertheless
worth noting here in terms of the commonality of risk factors across the range
of juvenile risk assessment instruments. Similarly, virtually all of the 51 risk
factors (including both static and dynamic concerns) incorporated into the
AIM2 (Print et al.,, 2007), another U.K. literature-based structured
instrument used to clinically assess risk in sexually abusive adolescent
boys, can be categorized under one of these 10 domains.’

Indeed these are the risk factors that we generally believe represent the
greatest risk to reoffend. An essential difference in how each of these
assessment tools presents and uses these factors is found, not only in their
specific wording and description, but in the numbers of factors believed
necessary to assess and assign risk. The JSORRAT, the only actuarial
assessment in the pack, requires only 12 entirely static risk factors, largely
centered around the history and details of prior sexually abusive behavior

9. The AIM2, described in Chapters 8 and 14, offers a different approach to risk
assessment than the other instruments described. It defines outcome in terms of the
level of supervision required by the adolescent, rather than risk, and describes risk
factors as ““concerns’”’ rather than “‘risks,” and embeds the assessment of risk (or
concern) into a larger assessment that helps determine the level of supervision and
support required by each adolescent.
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coupled with a history of non-sexual criminal behavior. At the other
extreme lies the J-RAT. Although it requires an assessment of only 12
risk domains, each domain is further broken into individual elements of
risk that together form the basis of the level of risk assigned to each domain,
for a total of 117 elements spread throughout the 12 domains. The J-SOAP
and ERASOR respectively require an evaluation of 28 and 25 risk factors.

Although basing his perspective on risk assessment in general, rather
than the actual risk factors that appear in our risk assessment instruments,
Prescott (2007) also suggests that risk factors for juvenile sexual offense
recidivism can be grouped into five general categories. He describes these as
factors related to sexual arousal, attitudes that contribute to sexually
abusive behavior, self-evaluation and social functioning, self-regulation
and personal management, and relationships with significant others. Al-
though general, Prescott’s categories indeed reflect those risk factors com-
monly used to assess risk, and again point to those risk factors (or in this
case, categories of risk factors) most commonly believed relevant to the
assessment of risk in sexually abusive youth.

CONCLUSION: RECOGNIZING THE PRESENCE
AND ACTION OF RISK

It bears repeating that a theory of risk assessment is neither a theory of
causality nor a description of the mechanisms that transform risky condi-
tions into behavior that is harmful to self or others. Some set of forces
independent of risk itself act upon risk factors, both internal and external,
in some cases to mediate the further development of risky behavior and
eventual harm and in others to moderate that development and dampen
the chances of harm. That much is obvious, or everyone who experienced
the same set of risky conditions would end up in the same place. In fact,
similar points of origin lead to different outcomes for different people.
However, regardless of whether we can distinguish between risk as
indicator, causal mechanism, or contributor to developmental vulnera-
bility, risk factors can nevertheless serve as predictors of future behavior.
Whereas no single risk factor alone has the strength to produce or predict
the occurrence or recurrence of harmful behavior, the presence and
interaction of multiple risks has an additive and potentiating effect
that reasonably allows for prediction. To put it another way, the additive
presence of risk factors allows us to consider the potential for and
probability of future behavior based upon the presence and interaction
of those factors. It is the role and function of the risk assessment instru-
ment to create a structure and form by which to recognize, tally, and
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assess the presence and strength of risk factors and thus assign a level
of risk.

Like all statistical analyses, the actuarial assessment attempts to provide
an absolute estimate of risk in numerical terms (for example, 98 percent
chance of an occurrence), whereas the clinical assessment must use
relative and non-numerical terms like “low,” “moderate,” and “high”
risk (Harris & Rice, 2007; Hilton, Carter, Harris, & Sharpe, 2008) to
characterize the risk of an occurrence. However, regardless of whether
we assess risk in terms of numerical probability (assuming we can truly
measure human behavior this way) or by contrasting the likelihood of
something occurring (high risk) against it not occurring (low risk), in
either case the risk assessment process produces a cumulative index of risk
factors by which to make well-calculated judgments about the possibility
of future behavior. This index is built on the historical presence of risk
factors (static), their continuation into the present day (stable dynamic),
and the presence of other factors that may either serve to amplify staticand
stable risk or fail to restrain it (acute dynamic). It is the presence and
combination of these static and dynamic factors and their combined
strength that we are assessing regardless of what method we employ
to conduct the assessment.

Recognizing and understanding risk factors and their multiplicative
operation, and subsequently understanding how to evaluate what behav-
ior they may foreshadow, is the essence of the risk assessment process. To
this end, we must identify and assess risk factors not only by their presence
but by their strength and level of interaction as well. Statistical analysis
recognizes only presence, in which strength is but a quantitative offshoot of
presence (strength is measured by the number occurrences, for instance,
rather than the quality of the occurrence or its impact on others). However,
in the real world, and perhaps especially the world inhabited by children
and adolescents, presence (often quantitative) and strength (often qualita-
tive) come together and must be understood in quite different ways than
that allowed by the mechanistic process of actuarial assessment.



CHAPTER 8

The Power of Protection: Protective
Factors and Risk

risk factor.” Of course, Rutter, who has written extensively on risk,
resilience, and protection, knows that there is no “Factor X’—no
single risk factor, but that risk is multivariate and multidimensional.

In the real world, risk is a complex phenomenon. It represents the
possibility that something harmful will occur or our exposure to something
that represents the possibility of harm. “Risk’” thus represent jeopardy, and
in this context risk factors allow us to further understand the essence of
risk. That is, what it is that makes risk “risky.”1 However, the presence of
risk factors alone doesn’t automatically tell us that harm will actually occur,
or that risky situations and circumstances will lead to or be transformed
into actual harm. As noted in Chapter 3, we can recognize that some
elements of risk mediate a path that takes us further towards actual harm;
in this case, risk factors, and especially static risk factors, act as mediators
that help to transform the original condition into actual harm (Figure 3.1).
Other factors, some of which reside within the individual and others within
the environment, act as moderators. These variables in effect act upon the
relationship between forces that stimulate or propel (in our case, risk
factors) and actual outcome (i.e., harm or no harm), and they serve to
increase or decrease the chances of a particular outcome (Barr, Boyce, &
Zeltzer, 1996). Whereas to some degree mediators are transformative,
moderators serve to amplify or diminish the strength of the stimulus
condition, and thus have a significant role to play in actual outcome.

I z UTTER (1994) asks what is it about adolescence that constitutes ““the

1. We can simply define “essence’ as that thing without which that thing would not be
that thing. In this context, risk factors represent those things that actually form risk.
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THE MODERATING ROLE OF PROTECTIVE FACTORS
IN THE ASSESSMENT OF RISK

Risk factors beget risk factors, and risk factors tend to both create and
potentiate (increase the strength of) other risk factors. Protective factors, on
the other hand, serve only to decrease the potency of risk factors and thus
diminish the chance of harm. Unlike risk factors, then, which can act as
mediators or moderators, protective factors function only as moderators.
As we consider the relationship between risk and harm, clearly we must
consider the combined power of multiple risk factors and in treatment
directly take aim at reducing the number and strength of risk factors.
However, it’s also clear that we must pay close attention to the presence
and strength of protective factors as well. To this end, Rogers (2000) writes
that risk assessment is flawed if it pays attention only to risk factors without
also considering protective factors; similarly, Monahan (1995) notes the
importance of balancing factors that suggest the absence of problem behav-
ior against those that suggest recurrence.

However, I argued in Chapter 3 that, despite Rogers” admonition, it is
difficult to build into risk assessment a means for clearly recognizing and
assessing protective factors, at least in the process of assessing the strength
of individual risk factors and using this as the basis of assigned risk. In both
actuarial and clinical risk assessment, projections of risk are based entirely
on the presence and assumed action of evaluated risk factors and not the
presence and possible effect of variables that may neutralize risk. That is,
risk assessment assesses risk, and not protection, and in that process the
assessment of protection is secondary. This is because protection is neces-
sary only when risk is present.

I don’t need protection against the weather if the weather is good. Using
this example, the absence of bad weather does not represent a protective
condition; it means that there is no risk. Protection is necessary only under
conditions of risk—that’s when I need an umbrella or warm jacket. Like-
wise, if lack of family support is a risk factor for harmful behavior, then the
presence of family support does not represent protection per se; it merely
denotes that this risk factor does not exist (and therefore protection against
the condition is not required). In other words, absence of risk does not
automatically equal protection.

However, life, and risk assessment, is far more complex. Although the
presence of family support does not represent a protective factor in and of
itself, it may well represent a protective factor in relationship to another risk
factor. For instance, strong family support may serve as protection against
a history of behavioral problems in the community or association with a
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delinquent peer group, both of which are risk factors. So, even if lack of a
particular risk factor does not in itself equate with protection, given the
complex and interactive nature of risk the absence of a risk factor in one
area may indeed signify the presence of protection against a completely
separate risk factor. In the multiplex” manner by which risk functions, any
given risk factor, although having a independent life, is linked to all other
risk factors. Thus, the absence of risk in one domain may well represent a
protective factor against a risk factor in another domain. To this degree,
even though they exist only in relation to risk, protective factors have a
important life of their own as Rogers (2000) clearly observes when he
rhetorically asks whether protective factors merely reflect the absence
of risk.

UNDERSTANDING PROTECTIVE FACTORS

Rutter (2003) writes that /it seems obvious that attention must be paid to
the possibility of factors that protect against antisocial behavior as well as to
those that predispose to it” (p. 10). But he also points out that if protection
exists in an inverse (opposite) relationship to risk, there is little to be gained
by simply focusing on the harmful effects of one condition (family harmo-
ny) or the beneficial effects of the opposite condition (family discord) as ““in
essence, the two are providing the same message” (p. 10). Indeed, Jessor,
Van Den Bos, Vanderryn, Costa, and Turbin (1995) describe risk and
protection as opposite ends of the same variable and thus highly correlated,
making it difficult to fully understand the role of protection. Protection,
then, has meaning only in the presence of risk and not simply as its polar
opposite.

Further, protective factors must be considered not only in the presence of
risk, but also in relationship to risk that lies in another region of the
individual’s life. That is, protection against family discord is not family
harmony, as these both occupy exactly the same region and are simply the
same condition reversed. On the other hand, family harmony may offer
protection against risk located in another region, such as a dangerous
community environment or academic failure. Similarly, a strong peer
support system or a mentoring relationship with an adult outside of the
family may help protect against family disharmony.

2. In a multiplex process different elements are combined and operate simultaneously
along the same channel, even though each has a separate and independent existence
and can be experienced or observed individually.
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Accordingly, the action and effect of protective factors can only be
understood when compared against the “wall” of risk factors that may
exist. Nevertheless, even then the power and mechanism of protection is
unclear. In fact, although we have concluded that it is a combination of risk
factors that leads to the likelihood of harm, it seems possible that just a
single protective factor might alter this outcome. Despite this, it is equally
clear that although the presence and action of protective factors may
divert the possibility of harm, even multiple protective factors are often
not powerful enough to change outcome. This begs the question of what
constitutes protective factors, and how they act to both protect against
harm and/or alter an otherwise likely trajectory. It is thus difficult to
estimate the role of protective factors in the assessment of risk, even though
the process of risk assessment must somehow take into account the absence
or presence of protective factors.

Just as risk resides in different locations—within the individual, in his or
her social relationships, and in the surrounding environment—protective
factors also reside within these same domains. Residing within the indi-
vidual, at the intrapersonal level, protective factors may include a well-
developed moral code, religious beliefs that prohibit certain behaviors, or a
fear of getting caught and punished. Protective factors that reside within
the interpersonal social environment include family support, for example,
and positive peer relationships and friendships. In the impersonal domain
of the environment within which the individual lives and functions,
protection may include prosocial media messages, strong school or com-
munity values and support, or a strong community response to antisocial
behavior.

Indeed, several studies recognize protective factors residing within the
same realms of human experience in which risk factors are found, including
the domains of individual, family, school, peer group, and community
functioning (Hawkins et al., 2000; Howell, 1995; U.S. Department of Health
and Human Services, 2001). In turn, this means that protective factors
operate differently, depending on the key attributes of the domain in which
they exist and with which they interact. This leads to conceptualizations of
protection essentially involving the strengths of the individual, the support
provided by the family, and resources offered by the community, and it
includes the process of attachment and commitment to prosocial people,
institutions, and values, as well as clear family, school, and community
standards for prosocial behavior (Consortium on the School-based Promo-
tion of Social Competence, 1996; Gore & Eckenrode, 1996; Howell, 1995).

Not only found in different domains, protective factors also vary in
terms of when they are developmentally most instrumental, as well as by
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their action or type. It is clear that, like risk factors, the strength and
relevance of protective factors is linked to social, emotional, cognitive,
and behavioral characteristics that emerge during different developmen-
tal periods (Jessor et al., 1995), in which some protective factors are active
only at specific stages in development but inactive or insignificant at
others (Salekin & Lochman, 2008). It is thus possible to understand the
actions and effects of both risk and protection only within the develop-
mental context in which they appear, and factors highly influential with
one age group may have little influence with another (Pless & Stein, 1996).
Additionally, independent of developmental level, both risk and protec-
tive factors are most relevant at what Rutter (1987) describes as key
turning points in life, because the power of each is most critical at these
junctures. Here, ““life events, turning points, and transition periods can all
play a part in whether antisocial continues or ceases” (Rutter, Giller, &
Hagell, 1998, p. 307).

WHAT ARE THE PROTECTIVE FACTORS?

Just as one risk factor is likely to signal the presence of other, often related,
risk factors, it is similarly likely that the presence of a single protective
factor is linked to the co-occurrence of other protective factors (Gore &
Eckenrode, 1996). It seems equally likely that the presence of multiple
protective factors have an additive effect in helping to protect against harm,
whereas in reality a single protective factor has probably only a small effect
(Howell, 1995). Nevertheless, it is clear that even multiple protective factors
may not prevent harm from occurring and, equally, even a single protective
factor, despite small effect size, may serve to help alter trajectory. For
instance, in their description of high-risk children who avoided serious
problems, Werner and Smith (1992) noted the presence of ““at least one
person in their lives who accepted them unconditionally”” (p. 205).
Werner and Smith (1992, 2001) discuss the balance that exists at each
developmental stage between risk factors that exacerbate vulnerability and
protective factors that enhance resilience. They describe parental compe-
tence and warm and supportive parenting as protective buffers in the lives
of high-risk children, as well as temperamental attributes that solicit
positive response from adults, affectionate ties with parents and other
family members, and an external, non-family support system. As noted,
they also highlight the importance of positive and supportive adults in the
lives of high-risk children, and the development of self-esteem and self-
efficacy, mediated through supportive adult relationships. Similarly,
Salekin and Lochman (2008) note the effect of parental warmth during
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pre-adolescence in protecting against the development of highly antisocial
traits in adolescents, and especially during the first five years of life.
Protective factors of this sort are described over and over in the literature
on risk and resilience, in which resilience, a subject far beyond the scope of
this chapter, is invariably linked to protective factors that buffer against
adversity.

With respect to the applicability of these commonly described protective
factors to the assessment of sexually abusive youth, there is no reason to
believe that any significantly different factors are at play. Bremer (2006a)
writes that, as many of the risks involved in sexually abusive behavior are
the same as those that lead to more general antisocial behavior, the same
factors that protect against general risk will apply to sexually abusive
youth. Drawn from the work of multiple authors (Catalano, Haggerty,
Oesterle, Fleming, & Hawkins, 2004; Hawkins et al., 2000; Howell, 1995;
Libbey, 2004; Luthar, Cicchetti, & Becker, 2000; Rutter, Giller, & Hagell,
1998; U.S. Department of Health and Human Services, 2001; Werner &
Smith, 1992, 2001); typically described themes related to protection against
general delinquency include:

+ astable and warm relationship with at least one parent, closely related
to secure parental attachment,

 parental supervision,

 close connections with other supportive, competent, and prosocial
adults in the wider community,

* the development of an autonomous self,

* self-esteem and self-efficacy enhancing experiences, positive school
experiences, effective and safe school environments, academic suc-
cess, and positive relationships with teachers and peers,

 prosocial peer groups,

» experiences that open new opportunities, and

» emotional and behavioral self-regulation and a positive approach to
planning and problem solving.

Figure 8.1 depicts the most commonly described protective factors,
grouping them into the domains described by the Office for Juvenile
Justice and Delinquency Prevention (Hawkins et al., 2000; Howell, 1995)
and the Surgeon General’s Office (U.S. Department of Health and Human
Services, 2001). However, it is important to note that distinctions between
groups are somewhat artificial, as it is clear that a number of protective
factors could easily be placed in more than one domain.

It is clear by now that, like risk, protective factors are distributed
throughout multiple domains, including the biological domain, reflected
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Domain

Protective Factor

Individual

Intolerance for social inappropriate behavior

High 1Q

Being female

Prosocial social orientation

Expectation that antisocial behavior will receive
sanctions

Interest and involvement in conventional activities
e Temperamental resilience

Family

e Warm, supportive relationships with parents
or other adults

Parental interest”

Supportive family relationships

Prosocial parental values

Stable parental care

Parent self-regulation

Parental monitoring

Appropriate sanctions for poor behaviors
Stable care with stable care giver
Parental positive evaluation of peers

*or alternate significant caregivers, if more
appropriate

School

Commitment to school

Recognition for achievement

Involvement in conventional school activities
Relative academic success

Prosocial school environment

Positive relationships with staff, faculty, and peers

Peer Group

Positive peer relationship

Close friendships

Friends who engage in prosocial and conventional
behavior

Community

Positive relationship with prosocial adult
Positive adult role models

Engagement in prosocial community activities
Connection to community based organization
Modeling of prosocial behaviors, attitudes,
and values

e Appropriate community sanctions for antisocial
behavior or values

Figure 8.1

Commonly cited protective factors roughly grouped by domain.
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in temperament, IQ, and gender, as shown in Figure 8.1. Protection against
risk, then, is multidimensional, but it is also clear from a glance at Figure 8.1
that far more protective factors are found within the social environment
than within the individual, pointing to the largely dynamic, interactive,
and social operation of protection.

Beyond having supportive family relationships, the youth’s experience
in the community is paramount. Libbey (2004), for instance, examined the
experience of adolescents with respect to their sense of attachment to their
school, and found that school success was often related to a sense of
belonging, having a voice, positive peer relationships, engagement in
school activities, teacher support, and a sense of safety. Similarly, Catalano
et al. (2004) described a relationship between academic success, social
competence, and school bonding, which they define as emotionally at-
tached relationships with peers and faculty and an investment in the school
environment. Consistent with the reciprocal quality of protective factors in
other social domains, they report that these bonds result from opportu-
nities for involvement, recognition of effort and success, and the teaching of
social, emotional, and cognitive competencies. Once strongly established,
Catalano and colleagues report that school bonding inhibits behavior that
is inconsistent with the norms and values of the school and reduces
antisocial behavior. Conversely, Hawkins et al. (2000) identified low
bonding to school as a predictor of risk, along with low levels of parental
involvement and poor family bonding.

This concept of an attached or bonded emotional relationship between
youths and their schools speaks to the general nature of protective
factors—that is, they are most typically of a reciprocal nature, involving
interactions and transactions between individuals and their environments,
including the people and institutions in those environments. Accordingly,
although many of the protective factors are drawn from the youth’s social
environment, the process is not simply one way; that is, it is not simply a
matter of social forces lending support to the individual youth. There is a
two-way interaction in which available social support, resources, and
response are often a measure of the child’s behavior and presentation in
the social environment. Recall from Chapter 7Anthony’s (1987) description
of the child as a ““busy painter’” who acts upon the canvas of his or her
world, in part shaping the world in which he or she lives and in which
others engage with the child. Pardini and Loeber (2008) note, for instance,
the possibility that dysfunctional parent-child relationships contribute
significantly to the development of interpersonal callousness in the devel-
oping child and adolescent, but also that the behavior problems of children
““may negatively influence parenting behavior over time” (p. 192). Here,
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the behavioral difficulties of children in turn directly influence dys-
functional parenting and elicit greater levels of verbal conflict with and
less warmth from parents, an effect described by Larsson, Viding, and
Plomin (2008) as child-driven (rather than parent-driven). Larsson et al. do
not discount the effects of parenting on the behavior of their children, but
note the bidirectional and reciprocal relationship between parenting and
childhood antisocial behavior. Accordingly, a central protective factor is
the youth’s ability to engage with others, speaking to the complexity and
linked nature of different types of protective factors.

We must also bear in mind the admonishment of Luthar et al. (2000) to
remain aware that protective factors at work in one domain should not
cloud our ability to recognize the possibility of significant problems and
risk at work in other spheres.

A NOTE ON SECURE ATTACHMENT AS PROTECTIVE

Like resilience, a discussion of attachment and its secure and insecure
variants, is beyond the scope of this book.” However, whereas insecure
attachment, as the product of suboptimal or disrupted early experience,
may be considered a general risk factor for many difficulties (but not for
mental health issues or juvenile delinquency in particular), secure attach-
ment almost certainly serves as a protective factor.

In a nutshell, the attachment model proposes that early and ongoing
attachment experiences provide a foundation upon which identity is built
and internalized. These experiences either contribute to secure attachment
and resiliency, serving as a protective factor against negative or hostile life
circumstances or as a developmental vulnerability in which insecure
attachment not only fails to protect but under adverse conditions, and
particularly when combined with other risk factors, is quite possibly a risk
factor in its own right. On the other hand, secure attachment strengthens
the individual, buffering against adverse social conditions and helps
neutralize and weaken both internal and external risk factors that may
otherwise increase risk (Rich, 2006, 2007a). Atkinson and Goldberg (2004)
describe secure attachment serving a protective function because, through-
out life, under adverse or anxiety-provoking circumstances, it triggers
distress-regulating and support-seeking behaviors.

Simply speaking, secure attachment as a protective factor has already
been noted, and security of attachment is implied in the capacity for close

3. See Rich (2006) for a detailed description of attachment theory, as well as the
implications of attachment theory in the treatment of sexual offenders.
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and connected relationships to parents, and other adults, and further in
the capacity to form bonded relationships to community organizations
like schools, accept and connect with prosocial norms and values, dem-
onstrate self-regulation, and experience self-efficacy. Secure attachment
thus serves more as a rubric, or a class of protective factors, under which
these other protective factors may be included. However, as secure
attachment cannot be simply conferred upon an individual who is inse-
curely attached, it is important to note that it is a far more theoretical
construct and far less operational than the individual protective factors
that may be considered the outcome of security in attached relationships.

THE ACTION OF PROTECTIVE FACTORS BY TYPE

As well as defining protective factors, we have also described domains in
which protective factors may be found, resources upon which protective
factors draw for their strength, and the relevance and power of protective
factors at different developmental and key moments. Additionally, Rutter
et al. (1998) describe several mechanisms by which protective factors work
to buffer the individual from risk or assist the individual in dealing with
the consequences of exposure to risk. Although Rutter and colleagues
described eight such mechanisms, they are condensed here to five main
protective processes:

1. Those that reduce sensitivity to risk through previous successful
experience.

2. Those that reduce the impact of risk through supportive relationships
and avoidance of further difficulties.

. Those that promote self-esteem and self-efficacy.

. Those that open up new positive opportunities and experiences.

. Those that build strengths and coping skills following exposure to risk
and cognitive processing of negative experiences.

Q1 W= W

However, despite our general understanding of what we mean by
“protective factor,” including differences in their location and action,
Luthar and colleagues (2000) report a lack of clarity and inconsistent
use of the term. They note that in some cases protective factors are
described as having an ameliorative or corrective effect, and in others
merely refer to variables that distinguish between children who are able to
overcome adversity and those who are not (as in Werner and Smith’s [1992]
research, for instance, or Anthony’s [1987] “invulnerable” child). To
resolve the inconsistency and uncertainty of meaning, Luthar et al. suggest



The Power of Protection: Protective Factors and Risk 143

subtypes of protective factors, recognizing that some protective factors
build upon and enhance existing personal competencies, some stabilize the
individual at times of stress, and others ameliorate (or directly protect
against) risk in the environment.

Missing from this trichotomy (ameliorative, stabilizing, or enhancing)
are those protective factors that act directly upon the individual by
restraining him or her from directly engaging in harmful behavior, perhaps
through electronic monitoring or other close supervision, for example, or
threat of incarceration. Even though it seems clear that protective factors
typically protect the individual from risk, in risk assessment we are
concerned about the risk that the individual represents to others. If we
are to consider protective factors as mitigating risk potential, then we must
consider all classes, including those that build upon and increase the
strengths of the individual, thus reducing the potential for harm, and
those that serve to restrain the individual from succumbing to risk and
causing harm.

Drawn from the processes described by Luthar et al. (2000) and Rutter
et al. (1998), and building on classes of protective factors identified by
Nettles and Plack (1996) and Rutter (1987), we can further recognize four
classes, or types, of protective factors and the processes by which they may
reduce the strength of risk. In each of these classes, we can also recognize
the presence of protective factors as either personal competencies within
the individual or sources of support found within the environment, or
both, and how they may be expressed in these domains.

1. Exposure limiting: Those protective factors that limit exposure to
high-risk situations. These fall into both the individual or environmental
domains, including a personal conviction to avoid risky situations and
environmental circumstances under which the individual is highly super-
vised or kept away from such situations.

2. Post-exposure regulating: Protective factors that reduce the likelihood
of uncontained reactions that result from exposure to risk. Again, these
may reside within the individual or the individual’s environment, and they
may be demonstrated by his or her use of a relapse prevention or safety
plan following exposure to a risky situation or the response of the family or
community to contain and control for poor self-regulation.

3. Socially connecting and esteem building: Rutter (1987) describes this
type of protective factor as increasing self-efficacy through the develop-
ment of secure relationships. This class clearly involves the interpersonal
and social realm and the capacity of both the individual to form meaning-
ful relationships and the capacity and availability of people in his or her
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social environment to similarly form attached relationships with the
individual.

4. Success building: Protective factors that provide opportunities for
success and achievement largely fall within the individual’s social environ-
ment, and they may involve emotional support and recognition, as well as
resources that contribute to social and personal accomplishment.

In reviewing these four classes, also evident is the dynamic quality of
protective factors, which you’ll recall play a moderating, rather than a
mediating, role. That is, although protection may be considered static if
embedded in developmental history, our interest is essentially limited to
those protective factors that exist in the present moment or can be built.
The dynamic quality of protection is captured by Werner and Smith (1992),
who describe the opportunity at every developmental stage for protective
factors to offset the negative effects of adverse experience. Similarly,
Garmezy (1990) and Luthar et al. (2000) note that resilience can be
achieved at any point in the life cycle, including the capacity for positive
outcomes even in later life.

RECOGNIZING PROTECTIVE FACTORS IN RISK ASSESSMENT

With respect to the treatment process that usually follows juvenile risk
assessment, given the powerful role of protective factors we can see that
treatment should be aimed at strengthening existing protective factors and
building new ones, and not simply aimed at the reduction of risk factors.
Nevertheless, this perspective is largely reserved for treatment, as the goals
of assessment are not the same as the goals of treatment. At the level of risk
assessment, the goal is to establish the likelihood of or potential for sexual
reoffense, and to some degree serves to define the type and focus of
treatment that will usually follow.

Risk assessment, as we have described it and in its practice, is for the
most part not a strength-based process. To a significant degree the process
of risk assessment is based on the presence of vulnerabilities, especially in
the first stage of risk assessment with respect to the application of a risk
assessment instrument. At this level, assessment of risk is built on a review
and analysis of risk factors, rather than ameliorative strengths and re-
sources found in the individual or his or her environment. This stands in
contrast to the strength-based focus that has entered the arena of sex
offender specific treatment, in which we recognize and consider the
strengths and capacity for growth that juvenile and adult sexual offenders
bring to their treatment.
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Nevertheless, even in the objective and dispassionate process of risk
assessment we can recognize the function, presence, strength, and impact
of protective factors in our projections of future risk, and to some degree
incorporate these into a global assessment of risk. Here, in considering the
role of protective factors in assessment we think not only in terms of deficits
and vulnerabilities that influence the likelihood of reoffense, but also
strengths and supports that may diminish such risk. Further, if we recognize
the likelihood that, for most juvenile sexual offenders, treatment will follow
assessment, we are in a position to identify both risk and protective factors
that are targets for treatment. However, despite their significance, incorpo-
rating protective factors into the risk assessment process without significantly
adjusting scores derived from risk assessment instruments is not a simple
task, and it may to some degree weaken the assessment process.

ASSESSING FOR PROTECTIVE FACTORS
IN THE EVALUATION OF RISK

With the exception of the ]-RAT, none of the currently available juvenile
sexual offender risk assessment instruments consider the presence of
protective factors in their assessment of risk. However, even though the
J-RAT makes specific reference to and defines protective factors and allows
protective factors to influence the final assessment of risk,* it makes no clear
provision for considering protective factors in the body of the assessment
instrument. Neither of the two most commonly used clinical instruments,
the ]-SOAP and ERASOR, recognize or take protective factors into consid-
eration. This is not the case for the currently in development MEGA
(Rasmussen & Miccio-Fonseca, 2007b), which both recognizes protective
factors and includes a protective factors scale in its construction. Com-
prised of seven chief domains, risk and protective factors residing within
each domain are considered in the evaluation.”

4. The J-RAT notes that “protective factors represent relationships, attitudes, beliefs,
skills, and other factors at play in the life of the juvenile that may help mitigate the
level of risk in any given domain, or the overall level of risk. Although the J-RAT
does not assess protective elements, these should be considered and taken into
account by the clinician in evaluating risk. In some cases, a low or no level of concern
or risk in any individual risk element or risk domain may also represent a protective
factor” (Rich, 2007b, p. 2).

5. As the MEGA is not yet available, at this time it has not been possible to review the
actual instrument or better understand how it may function, and thus how risk
factors and protective factors are assessed or incorporated into the overall
assessment of risk.
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Despite the goals of the MEGA, although we have a fairly clear sense of
the nature of protective factors and how and in what domains they
function, we have no clear way to measure them or their influence on
risk factors. Accordingly, although risk assessment instruments may be
able to better recognize the contribution of protective factors to the final
assessment of risk, they largely focus on the presence and assessed strength
of risk factors. Frankly, at this time, it is not clear how it could be otherwise,
although this does not mean that later adjustments to risk level are not
possible within a larger model of risk assessment in which the completion
of a formal assessment instrument is just the first step. That is, in the
process of clinical assessment it is possible to adjust for the presence of
protective factors in the assessment itself, if the design of the assessment
instrument allows for it (as in the case of the J-RAT, for instance, and the
MEGA, which contains a specific protective factors scale).

However, in the case of all actuarial assessments, and in the case of
clinical assessment tools that don’t provide for the mitigating effects of
protective factors, adjustments must follow the final assessment of risk. For
actuarial assessments this process is referred to as clinical adjustment, a
process frowned upon by some as described in Chapter 3. However, in
their discussion of the Iterative Classification Tree, an actuarially based
assessment instrument developed to predict risk for violence in mentally
disordered patients, Monahan et al. (2001) specifically address protective
factors. They recommend that actuarial instruments be best viewed as
“tools that support, rather than replace, the exercise of clinical judgment”
(p. 134), and hence support clinical revisions to actuarial assessment in
order to account for protective factors and other factors that may otherwise
be unaccounted for in the assignment of risk. Nevertheless, other than the
exercise of clinical judgment in some variant, there is no clear means by
which to methodically assess the weight or influence of protective factors in
offsetting the cumulative assessment of individual risk factors.

Further, all actuarial assessments, including the JSORRAT, and almost
all of the currently available clinical assessment instruments are essentially
categorical in their measurements, including juvenile and adult clinical
instruments aimed at sexual recidivism or risk for general violence. That is,
each risk factor is assigned to some version of an “either-or’”” condition,
either by classifying them as present, not present, or partially present, or by
assigning a numerical score based on quantity, frequency, or severity. By
design, such scoring systems disallow adjustment as, in one form or
another, a condition is either present or it is not. For example, if the
strength of a particular risk factor is based on the number of sexual
offenses, then there is no way to adjust the score or assignment without
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ignoring the data on which the factor is scored (i.e, the number of offenses).
Similarly, if a risk factor is based on the presence of family violence, then
there is no way to adjust the score, even if protective factors are present. In
this case, there either is family violence or there isn’t. Such categorical
scoring doesn’t easily allow for adjustment, as opposed to dimensional
scoring, which assesses risk factors as a “‘more-or-less,” rather than an
““either-or,”” condition.

Risk instruments that assign risk factors to “either-or”” conditions are
therefore not easily able to make adjustments to risk; despite the fact that
clinical risk tools by design allow for judgment, “either-or’”” assignments
often preclude such judgments. This alone makes it difficult to recognize
and build in the risk-diluting effects of protective factors. Of the current
risk assessment instruments, only the J-RAT uses a dimensional scale that
measures risk items as more-or-less present. Based on the level of their
significance as concerns (rather than presence), individual elements of risk
are assessed along a four-point scale that ranges from “‘not significant” to
“significant.”” However, a dimensional scale provides a less clear-cut
means for assessing risk factors than does a categorical scale. Nevertheless,
dimensional scales allow a far greater degree of clinical judgment than
categorical scales, and thus they more easily allow the presence of protec-
tive factors to influence and weight judgment.

Nevertheless, in the final analysis, whether assessed as present or as
significant, and whether more dimensional or more categorical, risk factors
are ultimately classified categorically (low, moderate, or high, or some
variant) and risk assessment instruments focus on the presence of risk
factors, almost to the exclusion of protective factors. It is thus important for
the evaluator to understand the nature and function of protective factors,
recognize and estimate the strength of their presence and action in each
evaluation, and consider their impact on the final assessment of risk.

THE BALANCE BETWEEN PROTECTION AND RISK:
UNDERSTANDING THE EQUATION

In essence, despite perhaps overly complicated descriptions, the role of
protective factors and the ways in which protection operates is somewhat
obvious and not especially complex. Nevertheless, as described, it’s diffi-
cult to know exactly how to apply ideas about protection in the assessment
of sexual risk, and thus balance the presence and strength of protective
factors against the presence and strength of risk factors in predictions of
future behavior. In other words, it’s the balance between risk and protec-
tion that is complicated and subtle.
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Despite previously considering several classes, types, and actions of
protective factors, we can simplify this by considering just two essential
classes of protective factors, both of which serve to restrain harmful
behavior.

PROTECTION AS ABSENCE OF Risk

The first class involves protective factors in an inverse relationship with
risk factors. Here, protection is the polar opposite of risk, although we can
just as easily picture this as the absence of risk rather than the presence of
protection. However, absence has special relevance if the behavior that is
now absent was once quite active, and in which it is important to under-
stand the reason for the current absence.

In the case of sexual acting out that has now diminished, for example, we
can understand the subsidence of the sexual behavior as the result of a
reduction in the risk factors that drove the former behavior or the presence
of protective elements that have served to restrain the behavior. In fact, in
this case it may be impossible to tell the difference between the effects of the
two conditions (which may be closely related) as either condition may lead
to an identical outcome. In either case, however, it may not matter. In the
assessment of risk it is enough to simply note the reduction in risk
regardless of its cause and without reference to the action of protective
factors.

PROTECTION IN THE PRESENCE OF CONTINUED Risk

The second class of protective factor represents, not the absence of a
behavior or risk factor, but the presence of something that acts upon the
individual to protect him or her against risk that continues to be present (as
opposed to the previous class, in which the presence of protection equals
the absence of risk). An example of a protective factor in this class is the
presence of strong and prosocial family support that serve to buffer the
individual from the effects of risk present in other domains of his or her life.
Another example, at the other extreme, is the threat of incarceration, which
may serve to restrain the individual from succumbing to risk. It is far easier
to see direct evidence of this class of protective factor because it is made
visible by the presence of some condition in the life of the individual (such
as family support or threat to imprison), rather than being inferred by the
absence of a condition.

Returning to the weather example I used earlier in this chapter, the role,
action, and presence of a protective factor is clear when I use an umbrella in
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a rainstorm. This is not only because it is the concrete presence of the
umbrella that is protecting me, but also because regardless of protection the
risk is still there. That is, it is still raining. To use another example, if I wear
a radiation suit in a radiation filled room I remain perfectly safe, even
though the room is still radiation filled and the risk therefore remains high;
it is the radiation suit that is clearly protecting me, not the absence of risk.
Thinking of protective factors, and this class of protective factors, in this
way makes their action very clear. Although risk remains, protection
renders it harmless.

THE RELATIONSHIP AND BALANCE BETWEEN THE Two CLASSES

If I decontaminate the radiation-filled room, the risk is gone, and there is no
more need for a radiation suit. This new condition places protection into
the first class: Protection results from the absence of risk. Further, one can
clearly argue that absence or risk means that there is no need for protection.
Moreover, if we are strictly assessing risk for harm and nothing more, we
really do not need to know the cause of reduction. In this case, it is enough
to simply note that the risk condition has vanished and risk has therefore
dropped to zero.

On the other hand, if we wish to know the cause of the reduction in order
to ensure the risk condition does not recur, we would be wise to assess the
conditions that led or contributed to the drop to zero risk (or the factors that
protect against a recurrence of risk). However, in the example of the
radiation-filled room, based on outcome condition alone it is difficult to
distinguish between a reduction in risk and the presence of protection. But
what if the only reason I drained the room of radiation was because I feared
being heavily fined by the Nuclear Regulatory Agency and losing my
license to operate a nuclear reactor? In this case, the absence of risk (the
now decontaminated room) is actually the result of a protective factor at
work (my fear of high fines and loss of license). Here, there is a strong
convergence between reduction in risk and the action of protection. In this
case, the absence of risk (a class one protective factor) is the direct result of a
protective factor at work (a class two protective factor).

It is not always the case that a relationship exists between the two classes
of protection. However, in some cases there is a relationship, even though it
may not be obvious at first, illustrated I hope by the example just given.
From a risk assessment perspective, particularly as we want to understand
factors that contribute to risk, it will be important to recognize not only
those factors that drive risk but also those that reduce and inhibit it. In the
balance between risk and protection, in some cases the insertion of
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protective factors serves to buffer the impact of risk factors that remain
active despite an increase in protection; in other cases, an increase in
protection equals a reduction in the power of risk. In other cases still, the
presence of protective factors that restrain influences a condition in which
risk disappears completely, and the absence of risk can now be considered
to be a protective factor.

INCORPORATING THE EVALUATION OF PROTECTIVE
FACTORS INTO RISK ASSESSMENT

As we near the end of the chapter, | hope that we’re clearer about the nature
of protective factors and the balance and interaction between risk and
protection. Nevertheless, questions about how to weigh protective factors
against risk factors, and even the relevance of protection to risk assessment
(rather than its obvious relevance to the treatment process that follows),
make it difficult to build ideas about protection into an instrument primar-
ily designed to assess risk. This is partly because we better understand how
the presence of risk factors influences trajectory than we understand how
the presence of protective factors may alter this trajectory. A risk assess-
ment instrument, in effect, views trajectory based on the presence of past
(static) and present (dynamic) risk factors. Ideas about how protective
factors offset or eliminate risk currently have a far stronger theoretical basis
than they do empirical validity, and these ideas have only recently begun to
appear in the professional literature and are not well understood.

For instance, Salekin and Lochman (2008) note that considerable work
lies ahead in recognizing protective factors that guard against psychopathy
in youth and understanding how they work, and they identify the need for
more powerful statistical means for recognizing and detecting protective
factors. In their study on the development of psychopathic traits from
adolescence into early adulthood, Lynam, Loeber, and Stouthamer-Loeber
(2008) note the disappointing failure of what they describe as “classic
protective factors” to reduce future psychopathy in at-risk adolescents,
noting that the success of these moderating protective factors would have
suggested potential targets for treatment.

Nevertheless, it’s certainly possible, and even desirable, to review and
incorporate the strengths conferred by protective factors into a more
comprehensive and global clinical assessment of the youth,® in which
the outcome of a formal risk assessment instrument is merely one element

6. Without empirical evidence, however, the process of including and weighing
protective factors can only be theoretical and clinical.
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in a larger multistep assessment process. As an example, the Structured
Assessment for Violence Risk in Youth (SAVRY), a clinical instrument used
to estimate risk for general (not sexual) violence, does build in a review of
six protective factors, permitting the assessment of risk to be made ““as a
professional judgment, including consideration of . .. SAVRY risk and
protective factors” (Borum, Bartel, & Forth, 2002, p. 17). In effect, this
allows the evaluator to weigh and consider the balance of protective factors
against the balance of risk factors and accordingly make a clinical decision
about the likelihood of violence based on this. However, the relationship
between risk and protective factors is complex, and the concept that there is
a simple balance between the two types of factors is somewhat rudimen-
tary. Hence, it is not clear that the presence of six protective factors can or
does outweigh the presence of the 24 or more risk factors included in the
SAVRY.

Indeed, the very idea that there is a simple balance appears to over-
simplify the relationship and interaction between protective and risk
factors, and even more so when one considers that SAVRY protective
factors are scored categorically as either present or absent, whereas risk
factors are rated as low, moderate, or high in valence. Other than simply
balancing protective factors against risk factors, then, as in the case of the
SAVRY, it’s unlikely, at least at this time, that the assessment of protection
can be easily or meaningfully incorporated into a risk assessment instru-
ment. That is, although the findings of a risk assessment instrument may
represent only one step in a multilayered set of decisions about risk, the risk
instrument itself is nonetheless most likely to focus on risk alone, and not on
the presence or strength of protective factors. The MEGA is moving in a
different direction, as briefly described above, but it is not yet available for
review and so it is not clear how or how meaningfully protective factors will
be built into the instrument or weighed in the balance against risk factors.

However, the inclusion of protective factors addresses the idea of risk
being determined through a risk assessment process, rather than a risk
assessment instrument. In this case, the assessment of risk provided by the
instrument represents only one slice of a larger assessment. The initial
assessment of risk, whether derived from an actuarial or clinical instru-
ment, is later adjusted following the inclusion of other elements into the
assessment process, resulting in a necessarily clinical adjustment to and
final assessment of risk. Here, the risk assessment instrument is used as a
jumping off point, expanded upon as the assessment process continues
beyond the completion of the instrument and the level of risk it supports.

In the world of risk assessment for adult sexual offenders, both the
Structured Risk Assessment (Thornton, 2002) and Structured Anchored
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Clinical Judgement (Grubin, 1998) models offer examples of this process.
Both use a static actuarial assessment as the first step in a three- or four-
stage model of risk assessment, in which the final assessment of risk is
adjusted to accommodate the inclusion of dynamic risk factors, a decidedly
clinical process. Hanson (2002) describes models like these challenging
current risk assessment processes and shaping the direction for future
assessment. However, he is describing only actuarial models because
clinical assessment instruments in adult assessment already include pro-
cesses that involve clinical judgment; in fact, Thornton writes that the SRA
model is designed in a similar manner to the HCR-20” (Webster, Douglas,
Eaves, & Hart, 1997), a structured clinical assessment instrument for
assessing risk for general violence.

Regardless, in adjusted actuarial assessments or the dynamic risk as-
sessment process in general, multiple other sources of information can be
included that may reflect upon risk for or protection against sexual
reoffense. For instance, psychometric testing may be used to reveal psy-
chological functioning and personality facets (helping to assess the psy-
chosocial factors assessed by the SRA), and inventories may be used to
explore and establish attitudes, beliefs, and perspectives that may support
or diminish further sexually abusive behavior. It is at this level of overall
assessment that protective factors can probably be most effectively and
easily applied, and thus incorporated into the assessment process. In this
case, an instrument may be administered that can help the evaluator
recognize and assess protective strengths, assets, and resources present
in the juvenile’s life.

INSTRUMENTS FOR THE ASSESSMENT OF PROTECTIVE FACTORS

Among instruments designed to consider and assess resilience in children
and adolescents, the Protective Factors Scale (Bremer, 2006b) and the
Clinical Assessment Package for Client Risks and Strengths (Gilgun,
1999; Gilgun, Klein, & Pranis, 2000) are both well suited to the evaluation
of adolescents with sexual behavior problems, in part because they both
measure strengths (and vulnerabilities) associated with sexual behaviors
and interests in their sexuality scales. The PFS in particular was developed
specifically for work with sexually abusive youth, and its sexuality scale
reviews three elements specifically related to problematic sexual behavior.

Although neither the PFS or CASPARS are particularly strong instru-
ments, both are nonetheless useful in helping point to strengths and assets,

7. Historical, Clinical, Risk-20.



The Power of Protection: Protective Factors and Risk 153

and therefore protective factors, and thus helping to guide and structure
the evaluator’s thinking. Furthermore, both recognize the inverse relation-
ship between strength and vulnerability, and particularly the CASPARS, as
vulnerability and protection lie at opposite ends of the individual scales.
Therefore, in the case of both instruments, a high level of vulnerability (or a
score of no strength) represents risk, even though in the case of the PFS this
does not seem to be the intention. Instruments like the PFS and the
CASPARS can help to better recognize and understand the nature of
protective factors in children and adolescents, and also recognize that
quite often there is an inverse relationship between protection/strength
and risk/vulnerability.

As described, although used to clinically assess risk for general violence,
the SAVRY also includes an index of protective factors to be applied against
the estimate of risk, albeit in a rather simplistic manner. It is nonetheless
useful in pointing to a simple list of protective factors to consider in risk
evaluation. In specifically assessing risk for sexual recidivism, rather than
general violence, the MEGA also plans to provide a means by which to
assess protective factor and balances these against risk. However, it is
currently not available other than in its research form, where it is being
used in studies that will help validation for its construction, and is not
therefore available for further examination or critique at this time. Hence,
it’s not clear how or how successfully the MEGA will be able to incorporate
or balance protective factors against risk, and whether or not its process
will be any more complex or meaningful than that offered by the SAVRY.
One instrument that has managed to incorporate both risk and protective
factors into a multistep assessment instrument is the AIM2 (named for the
treatment program out of which it first developed) briefly mentioned in
Chapter 7.

The AIM2 (Print et al., 2007) is not defined by the authors as a risk
assessment instrument, but instead a process by which to determine the
level of supervision required by adolescent sexual offenders. However, the
AIM?2 assesses both risk and protective factors, although describes risk
factors as ““concerns” (and not risks) and protective factors as “‘strengths,”
and assesses static and dynamic variants of both risk and protection.
Assessing 51 risk factors /concerns (26 static and 25 dynamic) and 22 protective
factors/strengths (6 static and 16 dynamic), the AIM2 yields scored profiles
for both concerns and strengths and combines these into a matrix that
results in an assessed level of required supervision. One might argue that
the AIM2 is a risk assessment instrument, at least at the level of assessing
what it refers to as concerns. In fact, at that stage of assessment it appears
virtually indistinguishable from a literature-based, structured clinical risk
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assessment tool other than by its own definition and the fact that, in its
design, the instrument is incomplete at that stage. Its inclusion of a second
step in which strengths are assessed and a third step by which scores are
combined provides an example of a multistep assessment process rather
than a single-step assessment instrument, and it illustrates how risk
assessment and strength assessment may proceed as separate entities in
which the assessment of protective factors later serves to adjust assigned
risk. The only difference in the case of the AIM2 is that its authors don’t
describe it as a risk assessment instrument and it doesn’t assign a level of
risk that is later adjusted by an assessment of protection, but instead
produces a single assessed level of required supervision.

The AIM2 confirms the difficulty of combining protective factors directly
into a risk assessment instrument, but it also makes clear that consideration
of protective factors can be built into the risk assessment process at a stage
following the assessment of risk. It is also clear that, even if not included in
the formal risk assessment tool, the idea of protective factors should and
can remain within the thinking and notice of the evaluator. If the use of a
risk assessment instrument is embedded within a larger clinical and more
comprehensive assessment, as it should be from the point of view of this
book, then multiple sources of information will be used to understand and
evaluate the child behind the sexually abusive behavior. These will include
case records, psychological and other testing results, and face-to-face
interviews, and this is the point at which protective factors can probably
be most easily recognized, assessed, and built into the assessment process.
This is, in effect, how the AIM2 works.

In fact, many of the data derived from these various sources will be
required in order to complete an instrument such as the ]-SOAP, ERASOR,
or J-RAT. In the case of the J-RAT, because of its dimensional scoring,
protective factors can be included in the evaluator’s scoring of each element
of risk.

CONCLUSION: THE ROLE OF PROTECTION
IN TREATMENT AND REASSESSMENT

Do these descriptions of protective factors or the equation between risk and
protection make it easier to balance risk against protection, or inject protec-
tion into the assessment of risk at the level of the risk assessment instrument?
Probably not, in large part because risk assessment instruments focus on the
presence and strength of risk factors, regardless of how they’re assessed (i.e.,
statistically or clinically), with little to no regard paid to protection. Indeed,
for the reasons described this may always be the case.
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It’s therefore likely that any consideration of protective factors will follow
the completion of a risk assessment instrument, rather than during this
stage of the risk assessment process. Moreover, it’s likely that in practice the
most powerful role for an assessment of and focus on protective factors lies
in the treatment process that will typically follow assessment. In the
treatment environment, with respect to their role and influence, protective
and dynamic risk factors are probably two ends of the same process, or close
cousins, and their effect will emerge in the next assessment (that is,
reassessment) of risk, as long as that next assessment focuses on dynamic
rather than static factors alone.

Ultimately, without disregarding the significance and power of protec-
tive factors, for now at least it may be best and simplest for risk assessment
to focus primarily on the assessment of risk factors. However, regardless of
whether protective factors are somehow injected into the risk assessment
process (as in the case of the AIM2 or MEGA) or remain only in the
background, it is in treatment that a focus on protective factors must rise
fully to the surface and come into play. Treatment will thus focus on both
reducing the strength and presence of risk factors and enhancing and
building protective factors as steps toward decreasing the possibility of
sexual recidivism, an idea inferred in the concept of strength-based treat-
ment. In such a case, if treatment is successful, later reassessment will reflect
a reduction in risk factors in part because of the presence of increased
protective factors that, in part, are the business of treatment.



CHAPTER 9

Distinguishing Sexually Abusive
Behavior from Other
Sexualized Behaviors

that we must distinguish between behavior that is sexually abusive,
sexual behavior that may be inappropriate in any number of possible
variants but is not necessarily abusive, and sexual behavior that is behav-
iorally and culturally normative for the children or adolescents engaging in
that behavior. Take the example of Marvin, given in Chapter 6.
Although entering treatment for the sexual abuse of his 14-month-
younger sister and other troubling sexual activity, the initial comprehen-
sive risk assessment raised the question of whether any “abuse’” had
occurred at all, as the index behavior appeared to be consensual incest
between two similarly aged siblings. Certainly, compounded further by
Marvin’s other sexually troubling behaviors, this pointed to the need for
treatment of his sexual behaviors and other emotional difficulties (as well
as flagging his sister’s probable treatment needs), but it also raised a serious
concern about how to view the behavior and how to assess it. Should we
assess for the risk of continued sexual abuse in this case, and can we
reassess for a reoffense if no sexual abuse has occurred in the first place?
Even though the sexual behavior for both siblings is without question an
offense as it almost certainly violates sexual laws in almost every jurisdic-
tion, should we designate Marvin as a “sexual offender”” in this case? In
treatment, should we ask him about his victim and how he victimized her,
assess his risk for a sexual reoffense (which implies future victims, rather
than consensual partners, no matter how inappropriate or troubled the
partnership), and even require him to register as a sexual offender if the

I N EVALUATING SEXUALLY abusive behavior, it perhaps goes without saying
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degree of sexual activity was significant enough? Furthermore, if the
behavior was consensual between similarly aged siblings, should we
also haul Marvin’s sister in for sex offender assessment and sexual offender
treatment?

This is perhaps an extreme case in which the line between sexually
abusive behavior and sexually troubled behavior is quite blurred. Howev-
er, it nicely illustrates that there is not always a sharply demarcated line
between sexually troubled and sexually abusive behavior. The line be-
tween sexual behavior that is normative but inappropriate is also some-
times blurred, often based on where, when, and how often it occurs rather
than the nature of the behavior itself. This is true of sexual intercourse
between two consenting teenagers, for instance, whose sexual behavior is
clearly inappropriate, and even troubled, if it takes place in an alcove in a
school hallway during the school day. The act of masturbating is another
example of normative sexual behavior, but (aside from religious conven-
tions or beliefs) the appropriateness of masturbation is based upon where,
when, and how often it occurs, as well as with whom. Focusing on the
sexual behavior of prepubescent children offers another instance where we
must be cognizant of normative psychosexual development and troubled
or reactive sexual behavior in children.'

As evaluators, it is probable that we will most often be called upon to
assess risk in cases where sexually abusive behavior is quite evident (to us,
even if not the juvenile offender) and there has been a clear violation of
sexual and physical boundaries. However, there will also be many instan-
ces where the case is not so clear, as briefly described above or in other
cases where the nature of the behavior as sexually abusive is unclear.
Uncertainty in these cases not only raises the question of whether it is
appropriate or possible to assess risk for reoffense, but also the possibility
that the results of an improper risk assessment” will be extremely damag-
ing to the juvenile being assessed.

Many people have concerns about labeling sexually abusive youth as
juvenile sexual offenders even under circumstances when a clear offense or
pattern of offenses has occurred. However, labeling a juvenile as a juvenile
sexual offender, a sexually abusive youth, or a youth with harmful sexual
behaviors (pick your preferred term) when no offense has actually
occurred burdens that youth with a label that is not only grossly inaccurate
but is also highly stigmatizing and carries with it the increasing possibility

1. The sexual behavior of pre-adolescent children is addressed in the next chapter.

2. That is, when an assessment has been administered in a case absent of any prior
sexual offense.
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of lifetime legal implications. Accordingly, we must be vigilant in ensuring
that we are assessing sexual behavior that is, in fact, abusive, and especially
under conditions when the lines between sexually abusive and other sexual
behavior is uncertain.

CONSENT, INEQUALITY, AND COERCION:
THE DYNAMICS OF SEXUAL ABUSE

A first step is to be sure that we understand the nature of sexually abusive
behavior, as best as we can. However, in 1993 the National Task Force on
Juvenile Sexual Offending noted the difficulty in clarifying the exact nature
of sexually abusive behavior, writing that in some cases sexual behaviors
that are not abusive are nevertheless prohibited by law, and thus consid-
ered to be sexual offenses. Rather than turning to the law for further clarity,
the task force instead framed sexual behavior as abusive or nonabusive
based upon a number of interacting and overlapping elements within the
relationship, including the presence and nature of consent, the equality of
participants, and the use of force, deception, manipulation, or coercion in
inducing participants to engage and remain engaged in sexual behavior.
The task force therefore concluded that sexually abusive behavior is best
represented by a continuum of behaviors, which contain some or all of
these and related elements.

The three key elements that emerged from the report define sexual abuse
as any sexual behavior that occurs without consent, without equality, and /
or as a result of coercion. This model offers a useful platform upon which to
understand the nature of sexual behavior that is truly abusive as opposed
to sexual behavior that is inappropriate but not abusive, or sexual behavior
that is appropriate but nevertheless outlawed in some fashion. However,
although this model provides an important basis for understanding and
discerning the elements of sexual abuse, the presence and nature of these
elements is not always clear when applied to the sexual behavior of
children and adolescents.

CONSENT

The strongest and clearest characteristic of sexual abuse is lack of consent,
regardless of lack of equality or method of compliance. Here, sexual contact
is unwanted to one degree or another, falling along a continuum. At one
end it is experienced as a boundary violation that otherwise presents no
great risk of harm; at the other end, sexual contact represents an extreme
violation of boundaries in which consent is neither given nor sought and
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the victim experiences great fear and harm. Both ends constitute sexual
crimes, but it is in the latter case that consent is most clearly lacking.

Thereis an additional variation on consent, however, which can be quite
confusing in some cases. This involves sexual contact with a minor, and it
is most clear when the minor is younger than age 14. In this case, minors are
generally considered incapable of giving consent for sexual contact, but
the rule varies by jurisdiction and circumstances. Hence, in some states,
the age a child may give consent for sexual contact typically ranges
between 16 and 17, and as young as age 14 in some states, as well as other
countries. Nevertheless, the principle here is that juveniles, and young
adolescents and children in particular, are unable to give consent by virtue
of their young age and experience, and also because as a society we do not
allow them the option of voluntarily engaging in sexual activity (even if
they choose to do so). Thus, even if a child or young adolescent gives
consent or doesn’t actually deny consent for sexual contact, their actual or
implied consent is not considered an expression of true or informed
consent.

The element of consent is in sexual relationships with juveniles, at least
young adolescents and children, overlaps with the idea of equality in
relationships if the party initiating sexual contact is significantly older than
the juvenile, or is in a clear position of authority. Consent and equality also
overlap with ideas about coercion when the sexual initiator exercises some
form of pressure by which to gain consent, an idea to which we’ll return.

Regardless of these variants, there are easily recognized circumstances
when sexual contact is clearly made against the stated or unstated wishes of
the victim or involves an older adolescent or adult engaging in sexual
contact with a young adolescent or child with or without the stated or
implied consent of the child. In these cases, we need look no further than
the absence of consent to declare contact as sexually abusive. The obvious
lack of consent eliminates the need to consider the presence of inequality or
coercion as factors that determine the behavior to be abusive, although it is
likely that or one or both of these elements served as the conduit through
which the sexually abusive behavior was enacted. However, in the case of
juvenile sexual behavior there is sometimes lack of clarity about consent or
lack of consent.

Take the Marvin example again. His sister was 14 months younger than
him. He should have known better and is the older sibling, but based on the
case history the sexual behavior was mutual. In this situation, did Marvin
sexually abuse his sister or was consent given between two adolescents
close in age (even though they are siblings)? There are numerous examples
of sexually abusive youths who honestly report that their younger victim,
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often a sibling or other family member and sometimes a neighbor, did not
stop them, call out, or tell anyone about the sexual behavior, and in some
cases seemed to seek out the behavior at times, even if they denied consent
at other times. Is the question of consent completely clear in a case where
the perpetrator is 13 and the victim 10 or 11, and when consent was never
denied and the victim sometimes appeared to readily engage in the
behavior? In many cases, we have resolved the difficulty that arises
when the behaviors appear to be consensual and even mutual, by imposing
an absolute age difference between the parties. Typically, in adolescents
and children we consider the behavior abusive if one party is older than the
other by three or more years, although the law in many jurisdictions
considers a four-year age difference as the line of demarcation. In either
case, however, these standards allow us to judge sexual behavior between a
13-year-old and a 9-year-old as abusive, although not necessarily between a
13-year-old and an 11-year-old.

Hence, when there is no clear lack of consent and the age difference is not
a significant factor, as in the case of Marvin, we must turn to the elements of
equality and coercion to discover whether consent is actually the product of
other forces or influences on the possible victim.

INEQUALITY AND COERCION

Clear and unmistakable lack of consent’ eclipses the need to assess for the
presence of inequality or coercion as factors that define a sexual behavior as
abusive. Even so, as mentioned, the presence and role of these elements
will be important to assess as risk factors because they tell us a great deal
about the history and course of sexually abusive behavior, and how the
perpetrator gained compliance and cooperation. For instance, the use of
force and restraint is an extreme form of coercion that tells us something
about the nature of the perpetrator, contrasted against the coercive use of
bribes and promises to gain compliance, which tells us something different
about the offender. In one case, physical force is used to gain compliance, in
the other psychological strategies are used, and perhaps in another a
relationship approach is taken (e.g., “‘if you don’t, | won’t be your friend”’).

However, in defining sexual behavior as abusive, even when consent
appears to be given, or was at least not overtly denied, we may also look to
the nature of equality and free choice (the opposites of inequality and

3. For instance, the victim asked for the sexual behavior to stop, or never willingly
engaged in such behavior; the victim was a 2-year-old child; the victim was severely
retarded; the victim was unconscious.
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coercion) in the relationship. Here, in seeking evidence that the behavior
was abusive, we're seeking to understand the role played by the juvenile’s
physical size, authority or power, relationship, or mental capacity in
gaining compliance and, perhaps as important, the juvenile’s knowledge
that he or she was in a more powerful position and could thus exert
influence as a result.

Coercion is a close cousin to inequality as it implies power or control of
some kind, and it is the level and type of coercion that helps point to a
sexual behavior as abusive. Extreme forms of coercion such as threats,
actual use of force, blackmail, and extortion make it clear that the behavior
was unwanted and thus make it equally clear that there was no consent.
Milder forms of coercion are commonplace in juvenile sexual offending
and include promises or actual rewards of various kinds or forms of
manipulation or exploitation by which consent for sexual behavior was
freely given, or at least implied. The elements of inequality and coercion are
closely intertwined and, as described above, sometimes overlap with the
presence of consent. For example, in some cases, although consent is given,
it is not freely given and is actually the result of a misuse of authority or
prestige (inequality) or promises, rewards, intimidation, threats, or actual
harm (coercion).

Thus, although they operate independently of one another, inequality
and coercion in their various forms often operate together and are difficult
to tease apart. Having power over someone and convincing or requiring
him or her to engage in sexual behavior, for instance, involves both
inequality and coercion as one person is more powerful than another or
has a greater level of control and is thus able to gain the compliance of the
less powerful party through some means. Inequality can mean being a
beloved older sibling whose very presence induces compliance, which is
furthered strengthened by the promise of spending more time together, or
a feared older sibling who coerces compliance with a threat of some
consequence.

However, in any relationship between an older and younger sibling or
person, or a smarter and less smart, a bigger and smaller, or more powerful
and less powerful person, inequality is present in the very fabric of the
relationship; thus inequality itself cannot serve at face value as the factor
that is the agent of coercion or induces consent. It is the quality of the
difference, how the juvenile uses it to gain advantage, and the juvenile’s
knowledge of the inequality that moves it toward being an element of
abusive behavior, and not the inequality itself. Similarly, it is the type,
intensity, and purpose of coercion that identifies its role as a conduit for
abuse. The clearest variant of coercion as a force for harm is that which uses
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threats of or actual harm of some kind to gain compliance. However,
coercion at the other end of the scale is a regular feature of many relation-
ships in which one person wants another to do something, and it can be
considered as normative behavior in many cases. Older siblings frequently
coerce their younger siblings to do something, and it is not unusual for
adolescents in romantic relationships to attempt to coerce their partner into
sexual activity. The classic behavior of the adolescent boy who attempts to
get his girlfriend to engage in sexual behavior through cajoling her, threats
to leave, sweet talking, alcohol use, expressions of love, and so on are all
forms of coercion that tie it directly to sexual behavior that is otherwise
unwanted and not necessarily in the best interests of the girlfriend. If the
behavior becomes sexual against the stated wishes of the partner, then it
can be considered as abusive and classified as rape if it includes unwanted
sexual intercourse.

However, even though we can point to sexual behavior as abusive in the
absence of true consent and in the presence of inequality and coercion, it’s
also clear that it’s the particular combination of circumstances and one or
more of these elements that come together to produce abuse. It's equally
clear that in some cases sexual behavior is not necessarily abusive, even
when consent is not freely given and there is a level of inequality and
coercion, as in the prior boyfriend/girlfriend example.

THE DYNAMICS OF SEXUAL ABUSE

In the final analysis and to paraphrase Ryan (1999), in distinguishing
between sexually abusive and sexually nonabusive behaviors, it is the
nature of the interaction and the relationship that defines a behavior as
abusive, and not the sexual behavior itself. To this I add that it is the quality
and nature of consent, including the age and cognitive capacity of the
person giving consent, and how and under what conditions consent is
gained that helps us to clearly recognize sexual behavior as abusive or
nonabusive, as well as the context in which sexual behavior develops and
occurs.

Rasmussen and Miccio-Fonseca (2007b) describe these particulars as
““sexually abusive dynamics” or the set of characteristics unique to each
sexual offender in his or her history of sexually abusive behavior. They are
thus more properly describing the dynamics of the sexual abuser than they
are the dynamics of sexual abuse. However, as used here, these dynamics
reflect those general characteristics, conditions, and elements that point to
sexual behavior as abusive, and they apply equally to the behavior of the
juvenile engaging in the behavior, the nature of the relationship within
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which sexual behavior unfolds, and the context in which the sexual
behavior occurs.

It is these dynamics that we should bear in mind, perhaps most simply
described in terms of consent, inequality, and coercion, as we strive to
ensure that we fully understand the sexual behavior driving risk assess-
ment as abusive. Referring one last time to Marvin’s case, in applying these
ideas what do you conclude? It was our position that the sexual behaviors
with his sister, and indeed Marvin’s entire history of troubled sexual
behavior, did not constitute sexually abusive behavior and therefore could
not provide a basis or rationale for an assessment of risk for sexual
reoffense.

RECOGNIZING SEXUAL BEHAVIOR AS ABUSIVE

Sometimes the picture is clear and there is no question about the sexually
abusive nature of the behavior. Moreover, in most cases referred for
assessment and treatment sexually abusive behavior is clearly apparent.
This doesn’t necessarily make it any easier to assess risk of the possibility of
reoffense, but it allows us a solid footing upon which to build the assess-
ment and apply the process. Nevertheless, it is not always going to be the
case that every referral will involve a clear-cut case of sexual abuse. It is
with respect to these less frequent cases that the evaluator must be aware
that, even when sexual behavior is clearly sexually inappropriate or
troubling, there may no history of actual abuse and therefore no basis
for an assessment of risk for sexual reoffense.

It goes without saying that not every act of inappropriate, irresponsible,
or troubled sexual behavior should be treated as abusive. Similarly, it’s
important to recognize that not every sexual act in which a juvenile sexual
offender engages is necessarily, or likely to be, abusive or even problematic.
However, it is easy to depict all sexual behaviors in juvenile sexual
offenders as troubled and further evidence of a sexual problem, and
therefore pathologize otherwise normative behaviors and interests.I
have seen many instances, for example, where an evaluator or treating
clinician identifies every sexual contact between a sexually abusive youth
and a partner as an “offense’” and every partner as a “victim.”” In some
cases, the behaviors may in fact be inappropriate or represent a concern,
such as having sexual contact with another youth while in residential
treatment, but the issue is not one that directly involves sexually abusive
behavior. On the other hand, the behavior may well reflect a disregard for
sexual boundaries or a sexual preoccupation and, in either case, represent
an inability to contain sexual behaviors, even while in treatment. Under
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such circumstances, the sexual behavior may well be considered to be a
dynamic risk factor given the conditions under which it emerged.

Either way, it is once again not the sexual behavior per se that identifies it
as problematic, nor the fact that a juvenile with a history of sexually abusive
behavior is engaging in sexual behaviors. It is instead the particulars of the
sexual behavior and the circumstances under which it is appears that flag it
as problematic or not, such as the nature and quality, time and place, and
frequency of the sexual behavior. Sexual interest, sexual arousal, and
sexual behavior are normal and expected elements of human existence,
perhaps especially for adolescents. It is the context and meaning of the
sexual behavior with which we should be concerned as evaluators, includ-
ing the possibility that the behavior is related to risk for continued sexually
abusive behavior.

Early in the Chapter I noted the importance of vigilance when admin-
istering risk assessment in cases where it is not clear whether sexually
abusive behavior has actually occurred. Here is one more brief case
example, then, to illustrate the importance of how we make sense of sexual
behavior that is not necessarily abusive, and in this case involved current
sexual preoccupation and ideation rather than actual behavior. However, a
juvenile sexual offense had occurred several years prior to assessment and
treatment, which to some degree justified an assessment of risk in this case.

At age 17, Carey entered sexual offender treatment for a single mild
sexual offense that he had committed at age 12, but for which he never
received treatment. However, although Carey had not engaged in any
other known or suspected sexually abusive or sexually inappropriate
behavior in the years since, he had continually demonstrated a sexual
preoccupation and recently an increasingly odd and worrisome sexual
ideation. A decision was made to accept Carey into sexual offender
treatment on the basis that he had continued to engage in troubled sexual
ideation and had a history of engaging in sexually abusive behavior, albeit
only once several years earlier. At the completion of 16 months of treat-
ment, Carey, now age 18, was denied entry into a public high school and
described by the school as a high-risk offender even though at the
completion of treatment he was deemed at low risk for a sexual reoffense.

Should the evaluator have administered a sexual offender risk assess-
ment for Carey for a sexual offense he committed five years prior to the
assessment, and thus unintentionally supporting the use of a label that may
be wholly inappropriate at this point in Carey’s life? Should the evaluator
have instead declined to administer a risk assessment on the basis that such
an assessment was both unnecessary and inappropriate given the lapse of
so many years free of further sexually abusive or inappropriate behavior?
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Consider these to be rhetorical questions with no real answers. However, as
should be clear by now, risk assessment is complex, difficult, and uncertain
under the best of circumstances, and it is an art and craft as much as, and
perhaps more than, it is a science. The Carey example in this case is
intended only to illustrate the still further difficulties of risk assessment
under circumstances where it is not clear how a risk assessment process
may be best applied or whether it should be applied at all.

It is clearly not the role of the forensic evaluator to undertake an
investigation of the circumstances that led to an allegation of sexually
abusive behavior. However, based on information available the evaluator
will have to make a determination of whether or not the sexual behavior
can be assessed as abusive, sometimes regardless of an adjudication on
sexual offense charges. If a risk assessment moves forward, it may in some
cases conclude that risk for reoffense is uncertain based on a lack of
information, and in other cases the evaluator may decline to assess for
risk of sexual reoffense at all on the basis that the prior behaviors don’t
appear to constitute behaviors that were sexually abusive in nature.

THE PRIME TARGET IN RISK ASSESSMENT:
BEHAVIOR THAT IS SEXUALLY ABUSIVE

We can recognize three classes of sexual behaviors, only two of which are of
concern to us as evaluators of troubled behaviors. These are (1) appropriate
sexual behaviors between consenting and equal partners who have
reached the age of consent, (2) sexual behaviors that are considered to
be inappropriate or troubled for any number of reasons, and (3) sexually
abusive behavior.

In the first case, we can certainly imagine objections raised to certain sexual
behaviors as appropriate, evenif they are consensual, such as sexual relation-
ships between adolescents of any age, sexual relationships between
unmarried individuals or adulterous sexual relationships, or sexual relation-
ships between persons of the same gender. Nevertheless, despite the many
objections and concerns that may be raised by different social groups, here
we note these relationships as appropriate on the basis of mutual agreement
between partners, in which all partners are old enough to give consent and
are more-or-less equal. The second class is far more broad and indistinct,
however, as sexual behavior may be considered inappropriate for any
number of reasons. These may include the circumstances surrounding the
sexual behaviors even if the behaviors involve consensual partners (such as
sexual intercourse in a public environment) or sexual behavior that is
inappropriate because it is unwanted by the target of the sexual behavior
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even though no actual physical contact has occurred (sexual comments,
remarks, and gestures that may constitute sexual harassment). Sexual
behaviors considered to be inappropriate may also include sexual overtures
or sexual relations that involve an abuse of power but no actual criminal
behavior (such as sexual interactions between a teacher and older adolescent
student, a therapist and client, or an employer and employee). We have
already discussed the third class, sexual abuse, which is, of course, the prime
and sole class of sexual behaviors that is our target in risk assessment.
However, the lines that demarcate sexually inappropriate behavior are
blurry at both ends. On one end sexual behaviors may be inappropriate
because of the circumstances under which they occur, such as in the park,
or in the downstairs living room while there are children in the home. At
this end, inappropriate sexual behaviors differ from appropriate* sexual
behaviors only because of their context and circumstances, and not the
nature of the behavior itself or the relationship between sexual partners. At
the other end of the sexually inappropriate spectrum, these behaviors
border on the abusive, sometimes differing from abusive behaviors by a
hair. In some circumstances, it is difficult to tell significantly inappropriate
sexual behavior from mildly abusive sexual behavior (such as slapping
someone on their buttocks), and such behavior may be prosecutable. In
other cases, socially reprehensible sexual behavior at this end of the
spectrum also borders on the abusive, but has a different complexion,
such as a sexual relationship between a 30-year-old teacher and a consent-
ing 17-year-old student. Clearly inappropriate, this behavior may not be
abusive from a legal standpoint (even if resulting in loss of a teaching
license), and it certainly may not be experienced by the student as abusive.
It is, nevertheless, perfectly clear that in the assessment of risk for sexual
reoffense it is sexually abusive behavior with which we are concerned, and
not sexually inappropriate or appropriate behavior, other than in an
examination of the broader range of sexual behaviors which may surround
or accompany sexually abusive behavior. That is, as evaluators of sexual
risk we are concerned with the assessment of risk in cases where there has
been an occurrence of sexually abusive behavior on at least one occasion. In
this case, where sexually abusive behavior has occurred, our interest
in sexually inappropriate behavior has a double focus. In the first instance,
in our evaluation we want to understand the interplay between sexually
abusive and sexually inappropriate behavior in the event that there is a

4. Note that we are not discussing “healthy” sexual relationships, just appropriate
sexual relationships on the basis of consent and equality. Many appropriate sexual
relationships may, in fact, be quite emotionally or physically unhealthy or unsafe.
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wider display of sexual behavior than just the abusive behavior. What is the
juvenile’s full range of sexual experience, including non-abusive sexual
experiences, and how do they interact with or even give rise to or fuel
sexually abusive behavior?

However, and especially given the theme of this chapter, the other
pressing concern, and perhaps of prime importance, is to ensure that
we are not confusing sexually inappropriate behavior (or sexually appro-
priate behavior for that matter) for sexually abusive behavior and therefore
assessing risk on the basis of troubled sexual behavior in absence (or
instead) of sexually abusive behavior. Although we will be interested in
understanding sexually inappropriate behavior as part of a pattern in
which sexually abusive behavior may be embedded, it is only sexually
abusive behavior that gives rise to the appropriateness and capacity to
assess risk for continued sexually abusive behavior or sexual recidivism.

Accordingly, although it is not our role as evaluators to establish
whether or not a sexual offense has occurred (that is the role of the police
or other authorities), it may well be the role of the evaluator to tease out and
understand differences between sexually abusive and inappropriate be-
havior, and to discover whether some alleged sexually abusive behavior is
better understood as sexually troubled but nonabusive and even whether
sexually inappropriate behavior is actually sexually abusive in nature.

CONCLUSION: RECOGNIZING SEXUALLY ABUSIVE BEHAVIOR

It's perfectly clear that when we discuss risk we’re talking about risk for
sexual behavior that is abusive to others, and we’ve already discussed the
dynamics of consent, equality, and free choice that separate nonabusive
from abusive sexual behavior. The mere presence of these three elements,
however, doesn’t necessarily signal healthy sexual behavior; they just
eliminate the behavior as abusive. In fact, there are many types of behav-
iors, sexual and otherwise, in which people can freely and mutually engage
with others that are neither healthy or socially appropriate, such as shared
drug abuse or alcoholism, theft, or harm to others. Hence, people can be
engaged in sexual relationships that are mutual in every way, but not
necessarily healthy with respect to what they bring to the personal growth
or the self-esteem of each individual.

I hope this chapter has not only helped further clarify those dynamics
that come together to produce and exemplify sexually abusive behavior,
but also defined the differences between troubled but nonabusive sexual
behavior and sexual behavior that is abusive, and especially the evaluator’s
role in not confusing the two or mistaking one for the other.
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Even in evaluating sexually inappropriate and other sexual behaviors in
the context of sexually abusive behavior, it remains important for the
evaluator to distinguish between abusive and inappropriate sexual behavior.
Hence, even if promiscuous or inappropriate, it is important that not all
inappropriate sexual behaviors simply be lumped in with and treated as
sexually abusive. For example, if a juvenile sexual offender in residential
treatment engages in consensual sexual activity with a peer equal in both age
and in other respects, even if inappropriate (given the circumstances and
context) the behavior is clearly not abusive. Yet, it is not uncommon to hear
behavior of this type described as a “sexual offense.” The behavior is of
concern given the context of treatment and the youth’s poor containment of
sexual urges, assuming the treatment program prohibits sexual relationships
between peers; it constitutes poor judgment given the fact that the youth is in
treatment for sexual behavior problems. Theissuein this example, then, isnot
that the behavior is not inappropriate or troubled, but that it should not be
confused for and defined as sexually abusive.

In point of fact, [ suggest that the very act of engaging in sexual behavior
under the circumstances described may even elevate or maintain concerns
about sexual recidivism at a later point, but not because the sexual behavior
was abusive. Instead, engagement in the behavior may be diagnostic of
poor self-regulation and sexual containment, inadequate judgment and
poor problem-solving skills, lack of regard for authority, failure to recog-
nize consequences, and perhaps even an assumption that it is okay to
engage in the behavior as long as one doesn’t get caught.

However, beyond the need to carefully understand the nature of abusive
and non-abusive sexual behaviors, and the differences and relationship
between the two, there are still other special circumstances in risk assess-
ment to which we must pay attention. One of these involves the assessment
of risk in pre-adolescent children who engage in sexual and sexually
abusive behavior, the subject of the next chapter.



CHAPTER 10

Assessing Risk in Children with
Sexual Behavior Problems

which represents significant sexual activity, up to and including

sexual intercourse. Recall from Chapter 1 that in 2005 almost 47
percent of U.S. high school students experienced sexual intercourse
(Eaton et al., 2006), and 65 percent reported having been engaged in
intimate sexual activity including either sexual intercourse or oral sex,
or both (Hoff, Greene, & Davis, 2003). In 2006, about 750,000 teenage
girls and young women ages 15-19 became pregnant (Guttmacher
Institute, 2006), or a little over 8 percent of that population (Ryan,
Franzetta, & Manlove, 2005), and in 2006 about 2 percent of teenage
women aged 15-17 gave birth (Hamilton, Martin, & Ventura, 2007). So
we can be fairly certain that sexual behavior among teenagers is rela-
tively commonplace, even if we disagree with the idea of adolescents
having serious sexual relationships of any kind. But, even for those who
don’t object to this relatively normative behavior, what is the lower
acceptable age at which adolescents or children may engage in sexual
behavior, ranging from intercourse to oral sex to sexual fondling and
heavy petting? Is it okay, emotionally healthy, physically safe, or
socially appropriate for 14 year olds to be engaged in sexual intercourse
or oral sex? How about age 12? Even though it’s possible that we're
seeing the earlier onset of puberty in both girls and boys (Parent et al.,
2003), and hence with it an earlier onset of sexual drive, can we approve
of sexual behavior in children aged 9, 10, or 11?

ﬁ DOLESCENTS ENGAGE IN sexual behavior with one another, some of
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UNDERSTANDING CHILDHOOD SEXUAL BEHAVIOR

Of course, like all other areas of growth, sexual behavior develops over time,
from childhood through adolescence and into adulthood. This means that,
to some degree at least, the roots of sexual behavior, and certainly sexual
development itself, are found in childhood. This includes the initiation and
presence of various forms of sexual play and activity, many of which are
appropriate, healthy, and normal for children at certain ages.

However, as Cantwell (1995) points out, there’s little agreement regard-
ing normative and expected sexual behavior in children versus troubled
sexual behavior, and sexual behavior in young children is not well tolerated
by adults. This is quite understandable, even though it has been long
recognized that childhood sexuality and sexual behavior is for many
children a normal and expected aspect of childhood development, even
if not all children display or engage in such behaviors. With the increased
exposure of children and adolescents to sexual material, ranging from
general and vague to quite explicit and detailed, through the general media'
in all of its forms, it is also no surprise that childhood interest in sexual
information and behavior may be more significant and definite now than it
was a decade ago, as well as better informed (for a more detailed review of
the role of the media in childhood and adolescent sexuality, see Rich, 2003).
The more pertinent question, though, is not about the why of childhood
sexual behavior or its appearance, but how such behavior is manifested. As
with adolescent sexual behavior, the question relates to the line between
normative childhood sexual behavior and childhood sexual behavior of
concern and, included within that category, childhood sexual behavior that
is abusive or harmful to others (usually other children).

The questions of consent, equality, and coercion are still plainly evident
in childhood sexual behaviors but they certainly carry less weight, partly
due to the presence of other elements related to childhood behavior of any
kind, and especially behaviors of concern. That is, even if lack of consent,
equality, and free choice are evident in the behavior of one child toward
another (in instances of bullying, for example), the picture is far more
complicated when we add the further elements of reason and judgment,
intentionality, moral understanding, and the effects of social messages and
the social pressure it may bring with it. These are among the very same
elements that we consider in adolescent assessment for sexual risk, but they
take on a very different meaning and significance in evaluating the
behavior of children. Children may be keenly aware that they are more

1. Not including the Internet and its easy access to explicit and pornographic sexual
images and content.
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powerful than another child (a 7-year-old is considerably more powerful
than a 5-year-old, for instance, despite an age difference of only two years)
and unquestionably know that they are engaging in forceful or other
coercive behavior, and in fact may be intending to do so (again, bullying
as a clear example). However, depending on age and cognitive develop-
ment, in children higher levels of judgment, moral reasoning, and empathic
understanding are not yet significantly in play and therefore cannot act as
brakes on decision making and action, nor as filters through which social
messages are interpreted that guide and control behavior.

DEVELOPMENTAL CONSIDERATIONS IN UNDERSTANDING
CHILDHOOD BEHAVIORS

We recognize from the outset, then, that children require outside external
guidance, structure, and control in order to teach them the rules of social
behavior, the effects of behavior on others, and a moral code, because in
childhood the capacity to spontaneously generate or understand these
ideas is not sufficiently well formed. In this respect, morality is induced
(Hoffman, 2000) in children by their parents and other social agents who
act as the child’s teachers, not just of facts but of social intercourse as well.
The premises of moral thinking and behavior are taught and expressed
through socially institutionalized values and behaviors; societies with
contradictory or confused moral values or practices are likely to contribute
to an arrested moral development, confused or inconsistent morality, or
amorality in their children (Shweder, Mahapatra, & Miller, 1987). Thus,
even though children are developing agency,” they are thus not yet their
own agents and have not yet developed the “agentive mind,” (Bruner,
1996; Fonagy, 2004) or the self-reflective mind that is aware of itself, its
actions, and its responsibilities, and thus also aware of its interactions with
others and, indeed, the minds of others.

Other elements are thus very much embedded into the social behavior of
children, including behavior that harms others. Aspects of cognitive and
social development, such as moral behavior, awareness and judgment,
empathy, and social understanding, have each been explored and discuss-
ed, by Piaget for instance (1932, 1937), in how children adjust, adapt, and
accommodate to their world, and in the development of who they are to
become as they enter adolescence. Stilwell and colleagues (Stilwell et al.,

2. The experience of the self as the initiator or the cause of action, or a recognition of
self-will and self-determination in causing and being responsible for personal
behaviors and their effects. Compare this to an internal locus of control.
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1994, 1997, 1998) have also discussed the development of morality but from
a perspective that wraps ideas about attachment, social development, and
moral development together into the development of conscience, or what
Stilwell refers to as the ““moralization of attachment” as she ties these ideas
together.

However, there is no intention here to launch into a further or more
detailed discussion about moral judgment, decision making, and cognitive
and social capacity in children other than to note that these are some of the
considerations that we must take on board when we think about any
harmful behaviors displayed by children, including those that are sexually
harmful. Keeping development in mind as we discuss the sexual behaviors
of children allows us to keep a perspective that recognizes that, just as
adolescents are not simply smaller and younger versions of adults, chil-
dren are not just smaller versions of adolescents. Just as adolescents are
developmentally different than adults, children are developmentally dif-
ferent than adolescents, and the developmental gap between children and
adolescents is even greater than that between adolescents and adults.

CHILDHOOD SEXUAL BEHAVIOR: FROM NORMATIVE TO ABUSIVE

Despite the normalcy of childhood sexual behaviors, it is clear that some are
of concern and some may be harmful to the child and others. Toni Cavanagh
Johnson’s work on sexual behaviors in children has been illuminating. In
particular, she has defined what is, in effect, a four-group typology of sexual
behavior in children aged 12 and younger (2002), ranging from normative
sexual behavior in group one to increasingly more troubled behavior in the
other three groups, in which Johnson believes most or all children have
themselves been sexually or physically victimized or exposed to sexually
explicit materials or environments (2000, 2001).3

 Natural and Healthy, in which children engage in healthy, appropriate,
and natural sexual experiences.

3. However, despite Johnson’s assertion that all or most of these children have
experienced some form of victimization or maltreatment, in their study of 201
children with sexual behavior problems Bonner, Walker, and Berliner (1999) found
only 59 percent of the sample had experienced at least one form of abuse or neglect,
and only 48 percent had a history of being sexually victimized. In their study sample
of 127 children, Pithers, Gray, Busconi, and Houchens (1998) reported that 86 percent
had experienced sexual maltreatment, 43 percent physical abuse, and 33 percent
emotional maltreatment.



Assessing Risk in Children with Sexual Behavior Problems 173

o Sexually-Reactive in which children engage in more sexual behaviors
than their peers.

o Children Engaged in Extensive Mutual Sexual Behaviors, including chil-
dren engaged in frequent and precocious sexual behavior with a
consensual peer.

o Children Who Molest includes children who coerce or force other
children into sexual acts, often aggressively.

Others have created similar groupings for children aged 6-12. Describ-
ing three groups of sexually troubled behavior, Bonner, Walker, and
Berliner (1999) classified children as either sexually inappropriate, sexually
intrusive, or sexually aggressive. Pithers, Gray, Busconi, and Houchens
(1998) described a similar range of sexually problematic behavior in 127
children, describing five groupings as sexually aggressive, abuse reactive,
highly traumatized, rule-breaking, and non-symptomatic (other than the
sexual behavior). Working with children aged 3-7, Hall, Matthews, and
Pearce initially grouped these very young children into three groups
(1998), but later (2002) into five groups: unproblematic developmentally
expected sexual behavior, problematic self-focused sexual behavior, prob-
lematic unplanned sexual behavior involving others, problematic planned
but non-coercive sexual behavior with others, and problematic planned
and coercive sexual behavior with others.

These studies and groupings of children with sexual behavior problems all
point to the range of sexual behavior that runs the gamut of expected to
abusive. Clearly, some cases, such as the self-focused group of Hall et al.,
involve sexual behavior that does not include others, but for the most part these
groups represent sexual behavior problems that differ by quantity, intensity,
and severity, as well as by differences in the quality of sexual relationships with
other children, ranging from consensual to coercive, in which Chaffin et al.
(2006) describe children with more severe sexual behavior problems experi-
encing a broader set of mental health, social, and family problems.

The recent report of the ATSA task force on children with sexual behavior
problems (Chaffin et al., 2006) describes the importance of distinguishing
sexual behavior problems from normative childhood sexual play and explo-
ration, which is described as occurring spontaneously, intermittently, and
non-coercively, and does not cause emotional distress. They report that
although sometimes including sexual curiosity, interest in sexual body parts,
and sexual stimulation, normative sexual behavior in children does not
involve preoccupation or include advanced and adult-like sexual behaviors.
In assessing whether the sexual behavior is inappropriate, the task force notes
the importance of considering the behavior in the context of the child’s
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developmental level and age, as well as the child’s culture; the frequency,
extent, and form of the sexual behavior, and the degree to which it has
become a focal point for the child; and whether the child responds to adult
direction to stop the behavior. With regard to childhood sexual behavior as
potentially or actually harmful to others, the task force points to several
distinguishing features, including age and developmental differences be-
tween the child and other children involved in the behavior, emotional
distress in other children or problems in social functioning as result of the
behavior; and any use of force, intimidation, or coercion to gain compliance.

As a member of the ATSA task force, Johnson (1999, 2001) has previ-
ously developed a checklist of sexual behaviors or attitudes in children that
signal concerns, including the presence of sexually abusive behavior, the
main aspects of which can be consolidated here in nine points:

1. Sexual play should not be the only kind of play in which children
engage.

2. Children should not sexualize relationships or see other children or
adults as objects for sexual interactions.

3. Children should not be engaged in sexual play with children much
younger or much older than themselves, or direct sexual behaviors
toward adolescents or adults.

4. Children should not be preoccupied with and driven to engage in
sexual play and behaviors, and stop when told to by an adult.

5. Children should not have unusual or precocious knowledge of sex
beyond their age, or behave in a sexual manner that is more like an
adult than a child; children’s sexual behaviors and interests should be
similar to the sexual behaviors and interests of other same-age
children, and should not become more intrusive and more noticeable
over time.

6. Children’s sexual behaviors should not lead to complaints from or
have a negative effect on other children; should not be connected to
bribery, threats, or manipulation; and should not cause physical or
emotional pain or discomfort to themselves or others.

7. Children aged 4 and older should understand the rights and bound-
aries of other children in sexual play; children should not use distort-
ed logic to justify their sexual play.

8. Children should not experience fear, shame, or guilt in their sexual
play; sexual behaviors shouldn’t follow or be followed by expressions
of anger or other negative feelings.

9. Children should not engage in sexual relationships or activities with
animals.
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Although the elements of consent, equality, and coercion are embedded
within both the ATSA task force description of inappropriate sexual
behavior and the nine points drawn from Johnson’s work, it is also
apparent that they incorporate ideas about childhood sexual behaviors
that go beyond the three elements alone. This helps us to recognize that
these elements alone cannot necessarily help us to pinpoint sexually
abusive behavior in children, partly because the nature of these qualities
are not always so clear in childhood and adolescent relationships. There are
different forms of consent, different forms of equality, and different forms
of coercion that come into play and particularly when it comes to young
children, none of whom have the capacity to make highly reasoned
decisions by virtue of their cognitive, social, and neural development.

SEXUALLY TROUBLED CHILDREN AS “SEXUALLY REACTIVE”

Just as there is no distinct profile for adolescent sexual offenders, neither
does such a profile exist for sexually troubled children, nor is there a ““clear
pattern of demographic, psychological, or social factors that distinguish
children with sexual behavior problems from other groups of children”
(Carpentier, Silovsky, and Chaffin, 2006b, p. 3).

Also like adolescent sexual offenders, there is a significant level
of adversity and maltreatment in the background of children with sexual
behavior problems. Although it not necessarily true that every child
exhibiting troubled sexual behavior has a definite history of being
maltreated, as Johnson (2000, 2001) asserts, it is nevertheless clear that a
history of victimization or maltreatment is common in the population: As
noted, Bonner et al. (1999) reported that 59 percent of the children they
studied had experienced at least one form of abuse or neglect, and Pithers
etal. (1998) reported that 86 percent of their sample had experienced sexual
maltreatment and 43 percent physical abuse. Nevertheless, despite simi-
larities in the experience of adversity and maltreatment, one significant
difference lies in the fact that such history may be relatively static in the
lives of adolescents, whereas these experiences are likely more recent, and
even current, in the lives of sexually troubled children and therefore active
dynamic and developmental features.

In fact, although sexually troubled and sexually abusive behavior in
children can look remarkably like its adolescent counterpart, the develop-
mental differences suggests major distinctions between the age groups,
even if the behaviors and dynamics of sexually abusive and/or in-
appropriate behavior and the personal histories of both groups are similar.
To this end, Carpentier et al. (2006b) write that studies and experience
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“support conceptualizing children with sexual behavior problems as
qualitatively different from adolescent and adult sexual offenders”
(p. 2). It is precisely the presence of so many developmental factors that
contribute to troubled childhood sexual behaviors that leads to the idea of
the “sexually reactive” child in which there is a far lower level of culpabili-
ty for the perpetration of sexually abusive behavior than would be the case
for an adolescent.*

The term sexually reactive, typically applied to children aged 12 or
younger (to a great degree pinned to the age at which adolescence begins,
the general onset of more defined puberty, and the development of a higher
level of cognitive development), is used here in a broader manner than that
used by Johnson, who uses this term to describe just one particular group of
children with sexual behavior problems. As used here, however, the term
includes all three of Johnson’s groups of sexually troubled children, and it
describes any child with inappropriate or unhealthy sexual behavior as
reactive. As noted, Johnson (2001) considers that all, or most, children in
these three groups have been sexually or physically victimized or exposed
to explicit sexual experiences; the idea behind the descriptive label of sexu-
ally reactivity, then, is that prepubescent children who engage in troubled
sexual behaviors do so as an expression of, and in reaction to, earlier or
concurrent exposure to inappropriate sexual experiences.

Such exposure may vary from the child’s own sexual victimization to his
or her exposure to developmentally and age-inappropriate sexual materials
or behavior (viewing pornography, for example, witnessing another family
member engaged in sexual behavior, or witnessing the sexual abuse of
another individual). Similarly, so too may sexual acting lie somewhere along
a spectrum that ranges from extensive sexual interest or frequent sexual play
atone end to the sexual molestation of children at the other. This moves from
potentially troubling sexual play to increasingly more precocious and
advanced sexual behavior, including behavior that is sexually abusive, as
the behavior advances along the continuum, covering the entire range of
sexually troubled behaviors described by Bonner et al. (1999), Hall et al.
(1998, 2002), Johnson (1999, 2001), and Pithers et al. (1998).

However, the sexually reactive label has been defined inconsistently and
often differently, as in the case of its use here compared to Johnson’s more
narrow use of the term, and labels such as ““trauma reactive’”’ and ““abuse

4. This assumes adolescents with average or higher or relatively unimpaired cognitive
functioning. Behavior may also be more reactive and culpability reduced in the case
of adolescents whose cognitive capacity is limited by mental retardation,
neurological deficits, or a significant psychiatric disorder.
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reactive”” have also been used to describe essentially the same behavior.
Children in this category have also been described more simply as ““chil-
dren with sexual behavior problems.” The term is simple and clear in its
meaning and requires little further explanation of the behavior in question.
Although the CSBP label doesn’t provide an explanation for the problem
(contrasted to the term “‘sexually reactive,” which describes both the
behavior and its putative cause), it is more eloquent in its clear description,
allowing us to recognize and respond to the same range of problematic
sexual behavior in children described as sexually reactive.

THE SIGNIFICANCE OF CHILDHOOD
SEXUALLY ABUSIVE BEHAVIOR

Regardless of which term we use, the idea of the sexually reactive child
should not suggest for a moment that the nature of the abusive behavior
perpetrated by children is substantially different in its effects on the victims
of abuse than the effects of sexual abuse perpetrated by an adolescent or
adult. It may have just as profound an effect, or little effect. Neither should
the term be taken to imply that children, even children in mid-childhood or
younger, do not know the difference between right or wrong, even though
their moral compass is quite different and far more limited than that of the
older child and adolescent.

However, the term “‘sexually reactive” recognizes that, compared to
adolescent sexual behavior, there is a different quality to the cognitive
understanding, emotional motivation, and physical drive behind the sexual
behaviors of prepubescent children. It presumes to some degree not just that
troubled sexual behavior is a reaction to prior sexual experiences, but also
that the expression of significant sexual behavior in prepubescent children
has its basis in prior experience, and not sexual drive, arousal, or libido.®
Nevertheless, we should not dismiss troubled sexual behavior in children as
a passing phase, or as less important than troubled sexual behavior in
adolescents, especially because, as Bancroft (2006) notes, the prepubertal
sexual experience is intrinsically about normal sexual development that sets
the pace for and reaches into adolescence.

Even though for some children, sexually reactive behavior can be easily
managed and treated, we should not presume such behavior to be less
significant because it is most likely a developmental response to personal
experience, environmental stimulation, or both, rather than a product of

5. Bancroft (2006) describes pre-pubertal sexual arousal occurring around age 9, but
sexual attraction first developing at age 11 for boys and age 13 for girls.
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sexual drive and motivation. Indeed, even among adolescent sexual
offenders, it is quite frequently the case that sexually abusive behavior
serves emotional and social needs more than sexual needs, as described in
Chapter 5. This may also be the case for many adult sexual offenders, for
whom sexually abusive behavior may meet social, rather than sexual,
needs (Hudson & Ward, 2000). If, in fact, sexually troubled and abusive
behavior for many adolescent and adult sexual offenders can be considered
the product of poor early social experiences, deficits in social skills, and the
struggle for social connection, then it is surely all the more important and
relevant to recognize the same forces at work in children who are in the
midst of the very developmental experiences and social conditions that will
shape their future behavior, perhaps even as sexually abusive adolescents
or adults. Indeed, one significant goal in the assessment of sexually
troubled behavior in children is to understand the nature and strength
of the behavior, forces that drive the behavior and protect against it, and the
possible trajectory of the behavior into later childhood and adolescence.

ASSESSING SEXUAL BEHAVIOR IN CHILDREN

Despite the many developmental differences that are important in under-
standing and assessing childhood sexual behaviors, as we distinguish
between normative sexual behavior in children, sexual behaviors that
are troubling but non-abusive, and those that are abusive (both classes
of which constitute sexual behavior problems or, as defined here, sexual
reactivity), we also recognize emotional and broad behavioral patterns
attached to the sexual behaviors. Indeed, these are the elements that
distinguish among the groups of normative, inappropriate, and abusive
sexual behavior. Just as they do among adolescent sexual offenders, these
patterns range from non-symptomatic, as described by Pithers et al. (1998)
in which there were relatively few symptoms of co-occurring mental health
disorders, to sexually aggressive children who, in Pithers’ study, showed
the greatest and most significant level of sexual abuse and the most
significant level of childhood onset conduct disorder.

Given the sometimes blurry distinction between normative and troubled
childhood sexual behaviors, Araji (2004) notes that grouping children who
engage in sexual behaviors not only provides a clear view of the range of
behaviors, but also allows evaluators to identify the behavioral, social,
psychological, and environmental factors that point to such behavior as
abusive or otherwise, and the trajectory along which sexual behavior may
be traveling. The goal of the evaluator in assessing childhood sexual
behavior, then, is in part to first distinguish among these types of behavior
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and, with respect to sexually troubled behavior, distinguish between
sexual behavior that is non-abusive and that which is abusive. Only after
those distinctions are made can the evaluator assess for risk. In this case, we
can conceptualize risk in terms of projection for continued troubled non-
abusive sexual behavior and, in line with risk assessment for adolescents
and adults, risk for continued sexually abusive behavior. It's taken a long
time to reach this point in the chapter, and I hope not too long, as, just as we
have to take care to not confuse adolescent sexually inappropriate behavior
with sexually abusive behavior, it’s equally important to do the same in the
case of children, but perhaps more difficult at times.

Making things even more difficult in the case of children, is the fact that
it’s not clear what childhood sexually abusive behavior may mean in terms
of its continuation into adolescence, although it seems likely that the more
significant and severe the sexually abusive behavior, in conjunction with
early onset, the greater its likelihood of persisting into adolescence if not
interrupted and treated. Just as early onset conduct disorder is considered
a more serious prognosticator for future behavior than adolescent onset
conduct disorder,® it is likely also the case that sexually abusive behavior
that has its onset in childhood and persists into adolescence is a greater
indicator of later risk for sexual recidivism. The first iteration of the
JSORRAT (Epperson, Ralston, Fowers, & DeWitt, 2004), for instance,
showed a statistical link between sexual recidivism and a history of
sexually abusive behavior dating back more than three years; this takes
the 12-15-year-old adolescents included in the study back to age 9-12 in
terms of their offense history.” At any rate, the key here may not be whether
sexually abusive behavior begins in childhood, but whether it continues
uninterrupted into adolescence.

However, Chaffin, Letourneau, and Silovsky (2002) report the likelihood
of multiple trajectories of sexual behavior problems in children, with
persistent sexually abusive behaviors as the exception rather than the
rule. The ATSA Task Force report (Chaffin et al., 2006) similarly concludes
that few children continue to demonstrate sexual behavior problems into
late adolescence and early adulthood. However, the conclusions of the
ATSA task force and the work of Chaffin and colleagues are closely tied. In

6. This has already been described in Chapter 5, and DSM-IV (American Psychiatric
Association, 2004) notes that early onset conduct disorder predicts a worse
prognosis and an increased risk in adults for antisocial personality disorder and
substance-related disorders.

7. The current version of the instrument (JSORRAT-II) no longer shows a sexual
offender duration of three plus years as significant, but instead focuses on a history
of 12 months or more as a risk factor.
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fact, the task force conclusion is based substantially on the results of a 10-
year follow-up study of children with sexual behavior problems conducted
by Carpentier, Silovsky, and Chaffin (2006a), in which there was a recidi-
vism rate of between 2 and 10 percent depending on the type of treatment
provided. However, Bonner, Walker, and Berliner (1999) reported a recid-
ivism rate of 15 and 17 percent in their study of sexually troubled children
over a two-year follow-up period, also depending on treatment type. More
recently, Prentky, Pimental, Cavanaugh, and Righthand (in press) reported
a sexual recidivism rate of almost 31 percent among the 123 sexually
troubled behavior preadolescent boys in their study, extending over a
67-month follow-up period, compared to a 23 percent recidivism rate
among adolescent sexual offenders in the study.

Frankly, these recidivism rates don’t support the conclusions of the ATSA
task force that sexual behavior problems in children are, in effect, of less
concern and more easily treated than sexual behavior problems in adoles-
cents (Chapter 4). The recidivism rates in these few studies approximate the
range of recidivism rates found among adolescent sexual offenders, and in
the Prentky et al. study actually exceed the recidivism rate of adolescents in
the same study. Indeed, based on his study of 331 children with sexual
behavior problems, with a 24 percent sexual recidivism rate, Prentky (2006)
concluded, “it certainly appears from the present findings that early onset of
sexually inappropriate and coercive behaviors is associated with the persist-
ence of sexual offending” (p. 40). Similarly, Prentky et al. (in press) write that
the higher sexual recidivism rate of preadolescent boys compared with
adolescent sexual offenders “may lend some support for heightened risk
associated with earlier onset.”

Further, it is likely that a substantial number of adolescent and adult
sexual offenders began to engage in sexually abusive behavior or had
sexual behavior problems prior to age 12, and as young as age 9 (Burton,
2000; Zolondek, Abel, Northey, & Jordan, 2001). It is clear that without
intervention some sexually troubled children will continue to engage in
troubled sexual behaviors into adolescence, including sexually abusive
behavior if this is part of their history. Even without a history of sexually
abusive behavior, it is quite possible that for some children sexual behav-
iors will progress to more significant and intrusive behaviors, in which
sexually troubled behavior develops and progresses into sexually abusive
behavior over time.

The key to assessment in children involves a detailed and thorough
understanding of the sexual behavior, first distinguishing between norma-
tive and troubled sexual behavior and then between sexually inappropriate
and sexually abusive behavior. “Obtaining a clear, behavioral description of
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the sexual behaviors involved, when they began, how frequently they occur,
and how and whether they have progressed or changed over time is a core
assessment component”” (Chaffin et al., 2006, p. 9). It is thus important to
understand the nature of the actual sexual behaviors and if and in what
manner they involved others, as well as the development, sequence, and
progression of sexual behavior over time and its relationship to significant
events and circumstances in the child’s life.

THE EMPIRICAL RECORD

There is little published research regarding sexually troubled children, and
therefore little to draw upon in reaching either well-formed or well-
informed conclusions built upon a well-defined empirical base. As it
pertains to sexually abusive behavior, much of what we do have is
retrospective, as in the studies of Burton (2000) and Zolondek et al.
(2001), who reviewed the histories of juvenile sexual offenders. Similarly,
Laumann’s (1996) description of a strong relationship between childhood
sexual abuse and elevated rates of sexual activity, sexual dysfunction, and
sexual discomfort in adults is based entirely on retrospective data.

In contrast, prospective studies start at the beginning and work forward.
That is, they follow the case as it unfolds from point A to point B and then C,
and are longitudinal in design. They thus provide a far more certain sense of
the relationship between stimulus and outcome, and avoid the inherent
weakness found in retrospective studies. However, there is a paucity of
such studies regarding the outcome of childhood sexual behavior problems.
The empirically derived conclusions of the recent ATSA Task Force report
(Chaffin et al., 2006), for instance, focused on treatment rather than assess-
ment and conclusions about treatment requirements and effectiveness were
largely built upon only two studies (Carpentier, Silovsky, & Chaffin, 2006a,
and Pithers et al., 1998). Alternatively, although well defined and of great
value, conclusions about the assessment of sexually troubled children were
almost completely drawn from the clinical literature.

Absent of strong, broad, and independently replicated® empirical data,
much of our conclusions are thus necessarily heavily weighted by clinical
experience and perspectives. Based, then, on descriptions in the clinical
literature and a limited empirical base, caution is thus required lest we
overgeneralize in one direction or the other. In one direction we may

8. Robust and dependable support for empirical conclusions is always based on more
than one study, and studies replicated by research teams independent of the original
researchers.
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conclude that all inappropriate, and especially abusive, sexual behavior in
children represents a five-alarm fire. In the other direction, we may
conclude that even inappropriate or abusive sexual behavior is merely
an extension of normative sexual development and play and can, in most
cases, be corrected easily. Nevertheless, in our estimates about childhood
sexual behavior, and especially lacking strong or even moderate empirical
support, we should be guided by our experience, as long as this is well
grounded in the clinical literature and, in the process of assessment, guided
by structured and literature based instruments.

INSTRUMENTS FOR ASSESSMENT

In actual practice, then, most of what we know is guided by clinical
experience combined with empirically derived ideas about childhood
sexuality. We are thus most likely far off from being able to develop a
meaningful actuarial assessment by which to understand and evaluate the
risks associated with sexually abusive children. Hence, regardless of our
preferred choice of assessment process or type of instrument, clinical
assessment is the only process available to us in the assessment of
childhood sexual behavior problems, guided by the use of structured
assessment instruments that are informed by the literature on childhood
sexuality and childhood sexual behavior problems.

Structured clinical assessment will examine the many factors in the
child’s life, and especially those that we believe are related to sexual
behavior problems. These are not especially different than those that
influence general and sexual behavior problems in adolescents. This is
not a surprise as we have noted already (in Chapters 7 and 8) that risk
factors, as well as protective factors, are in many ways developmental and
first appear in early childhood.

In fact, there are several tools available to help evaluators explore and
examine childhood sexual behavior. The Child Behavior Checklist (CBCL)
provides a broad overview of behaviors of concern in children ages 1'/,-5
and children and adolescents ages 6-18 (there are two separate instru-
ments); nevertheless, although the CBCL includes several items that
address sexual behaviors of concern, the instrument addresses far broader
and more general behavioral concerns and is not designed to specifically
address and help assess sexual behavior in children. However, the Child
Sexual Behavior Inventory (CSBI) is designed specifically to evaluate
sexual behaviors in children, and it focuses entirely on the presence and
nature of current sexual behavior in children aged 2-12 who have or may
have been sexually abused. Neither the more general CBCL nor CSBI are
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risk assessment instruments, nor should they be used as such, but they
identify and help evaluate the seriousness of behavioral and, especially in
the case of the CSBI, sexual behavioral problems.

With specific regard to risk for continued sexually abusive or in-
appropriate behavior, the Latency Age-Sexual Adjustment and Assess-
ment Tool (Rich, 2007c) is a structured and literature-based clinical
assessment instrument designed to help assess future possible sexual
acting out or continued sexualized behavior in boys age 8-13 who have
previously engaged in sexual behavior that appears inappropriate due to
age or the nature and/or extent of the sexual behavior. For children who
have behaved in a sexually aggressive manner or perpetrated sexual abuse
against others, the LA-SAAT is designed to help evaluators assess the risk
for future sexually abusive behavior (sexual reoffending). Mentioned in
Chapter 7, the RSBP<12 (Risk for Sexual Behavior Perpetration for children
below the age of 12) is currently being developed by Tracey Curwen
(Curwen, 2006, 2007; Curwen & Costin, 2007), one of the two coauthors
of the ERASOR. It is also intended as a literature- and empirically based
and structured risk assessment instrument for clinically assessing risk for
continued sexually abusive behavior in preadolescent boys and girls. The
MEGA (Multiplex Empirically Guided Inventory of Ecological Aggregates
for Assessing Sexually Abusive Adolescents and Children), also in devel-
opment, is designed for the clinical assessment of sexual risk in boy and
girls aged 5-18. The LA-SAAT, RSBP, and MEGA are each described in
more detail in Chapter 14, along with other risk assessment instruments for
adolescents.

In many instances, risk factors for adolescent and adult behavioral
problems are the very same factors that drive childhood behavior
problems, and many of the risk and protective factors that drive later
behavioral and emotional problems are significant and active during
childhood. It is therefore not unreasonable to conclude that we can
modify and extend adolescent risk assessment instruments downwards
to the assessment of children, as long as adjustments are made to
recognize and accommodate the differences between children and ado-
lescents. In part, these differences must not only take into account
elements related to childhood, as opposed to adolescent, development
but also ensure the exclusion of elements common to adolescent and
adults, such as sexual arousal to children and other forms of deviant
arousal. Similarly, although concepts of arrested moral development and
poorly developed empathic connection to others may be relevant in the
assessment of adults and, to some degree, adolescents, these are far less
relevant in the assessment of children. Consequently, as noted by the
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ATSA task force, ““assessors should guard against projecting adult
constructs onto children” (Chaffin et al., 2006, p. 11).

ASSESSMENT AND TREATMENT

With respect to our response to childhood sexual behavior problems, it’s
likely that children who do not display a vast complex of emotional and
behavioral disorders beyond their sexual behavior problems may respond
well and easily to an outpatient model of psychoeducational treatment such
as that proposed by the ATSA task force. This may include, for instance, the
nonsymptomatic group proposed by Pithers et al. (1998) or the self-focused
and unplanned sexual behavior groups described by Hall et al. (2002). On
the other hand, children with a myriad of complicated problems, among
which sexual behavior is but one aspect, may need a more intense,
structured, and contained level of treatment than that provided by out-
patient psychoeducational treatment. Hence, Pithers et al. noted that chil-
dren in their sexually aggressive grouping were the most difficult to treat,
continuing to demonstrate sexual behavior problems even after treatment,
and Hall et al. similarly found the worse treatment outcome among children
who had engaged in planned and coercive sexual behaviors with others.
Children in these more sexually aggressive groups more typically
engage in behaviors that we would consider to be sexually abusive,
regardless of their developmental level and related culpability, and also
tend to appear the most uncontained and globally troubled. Their sexually
troubled behavior cannot be easily separated from these other aspects of
their psychological and social functioning and, indeed, are almost certainly
part and parcel of the same underlying problem. That is, the conditions are
probably not co-occurring at all, but simply manifestations of the same
condition that, in turn, is the result of multiple shaping forces.
Compared to children in less coercive, aggressive, and/or troubled
groups, these children may require a more comprehensive and intensive
treatment that address problems permeating their entire life, rather than the
single domain of sexual behavior. Indeed, beyond projecting alevel of risk for
continued sexual behavior problems, one of the goals of comprehensive
assessment is to help determine the nature and level of required treatment.

CONCLUSION

In assessing children with sexual behavior problems, and in using a
structured assessment instrument, it’s important to know that there’s little
empirical support for any risk factors and therefore a tool can be, at best,
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informed broadly by the literature of childhood sexual development and
behavior. The tool and process we select should therefore be useful to the
evaluator in helping to examine some of the factors that may be related to
childhood risk in general, and sexual behavior in particular, and thus help
the evaluator make sense of the behaviors and predict the trajectory along
which the behaviors may be traveling. Therefore a tool sensitive to general
childhood problem behavior and childhood sexual behavior is required.
The next chapter returns to the more global assessment of juvenile sexual
offenders, as opposed to children with sexual behavior problems, examin-
ing and describing the comprehensive evaluation process through which
the assessment of risk is both made and explained. Rather than being
understood as a stand-alone tool, the use of the structured risk assessment
instrument is applied within the larger comprehensive assessment, which
itself provides the data by which the assessment instrument is completed. I
end this chapter, then, with a final word from the ATSA task force, which
both sums up the assessment of sexually troubled children and sets the
pace for an understanding of the comprehensive assessment process
within which assessment of sexual risk is embedded: “Good assessment
of children with sexual behavior problems includes a broad assessment of
general behavior and psychological functioning, as well as a specific
assessment of problematic sexual behavior” (Chaffin et al., 2006, p. 8).



CHAPTER 11

The Comprehensive Assessment
of Risk

Y Now, WE'VE described two aspects of risk assessment that may be
described as either static or dynamic, statistical or clinical, or, for the
purpose of this chapter, as limited or comprehensive.

In one case, the goal of risk assessment is a straightforward prediction
that yields no information other than a statement that risk for sexual
reoffense exists at one level or another, ranging from low' to high, or
perhaps even uncertain or impossible to assess. Here, risk is a label devoid
of any other information about the individual under assessment.” If correct,
it simply tells us that the individual is more-or-less likely to reoffend, but it
does not indicate against whom, under what circumstances, or in what
way. In this case, the assignment of a risk level doesn’t distinguish among
types of offenses (from, say, hands-off offenses to forced sexual inter-
course), types of victims (children, peers, or adults), the circumstances
under which reoffense is most likely to recur or risk is highest, or any of the
myriad pieces of information about risk in any individual case. This model
excludes and treats as unimportant information that might help us to better
understand the nature of risk and the at-risk individual (such as how,
where, and when risk might be transformed into actual harm, and why),
reporting instead only the likelihood that a reoffense may occur. This

1. It's unlikely that risk for a recurrence of dangerous behavior would ever be assessed
as “none,” and “low risk” does not equal “no risk.”

2. In an actuarial analysis of risk, the individual is recognized only by group
characteristics in which he or she is statistically similar or dissimilar to other
individuals previously designated at a level of risk. Individual characteristics are
relevant only to the degree that they match those of individuals who fall within
statistically designated risk groups.

186
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narrow description of risk is relatively uninformative about risk itself and
also with respect to whether or how to provide treatment and what to
target in the content of treatment.

In the other case, the assessment of risk is a prediction of future behavior
based upon the gathering of a wide range of information about the
individual and his or her prior and current behavior, in which risk emerges
as a property of the person within his or her environment. Assessed risk, in
this case, is neither absolute, as in its more narrow counterpart, nor is it
assessed or understood in absence of a deep understanding of the indi-
vidual and his or her circumstances. Information about risk is gathered
through a broad process of exploration and examination, and the individ-
ual’s assessed level of risk both emerges from and is understood in context
of the larger assessment process. Rather than yielding only a categorical
description of risk (as low or high, for instance) in a more comprehensive
variant of risk assessment, the assignment of risk represents the application
of a risk assessment instrument embedded within and as part of a larger
process. In fact, in this case it is not possible to assess risk independent of a
larger process, as it is from the process itself that the information necessary
for the completion of the risk assessment instrument is provided. Hence,
the assessment of risk both emerges from the application of a comprehen-
sive process and is comprehensively understood within the context of the
individual and his or her life.

As we consider the assessment of risk in children and adolescents—
developmentally “moving targets”” as we have already described them in
previous chapters—it is difficult to imagine that we could easily predict
their future behavior. It is equally difficult to imagine that we would want
to, given their emotional, biological and neurological, cognitive, and
behavioral development and our role as adults in shaping their futures
and the persons they are yet to become.

This chapter approaches and describes risk assessment from this latter
point of view: as a comprehensive process, even though the use of a
structured and focused risk assessment instrument is integral to the
process. Further, the perspective clearly held by this book is that only a
comprehensive evaluation can produce assessments of risk most appro-
priate to the changing nature of sexually abusive youth. From this per-
spective, risk is considered a dynamic element of behavior and the
environment in which it develops and unfolds, and the discovery and
exploration of risk yields valuable information about the individual being
assessed, the circumstances of his or her life, and how to proceed with
treatment. Indeed, the risk, need, and responsivity model described in
Chapter 1 (Andrews, Bonta, & Hoge, 1990) requires a comprehensive
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assessment in order to operationalize the model. Whereas risk may be
derived through the narrow description of static risk, need and respon-
sivity can only be explored and understood through the comprehensive
assessment of dynamic factors.

THE NARROW ASSESSMENT OF RISK

The most likely source for the more narrowly defined form of risk assess-
ment is the actuarial assessment. However, a theoretically derived checklist
of risk factors could just as easily produce a narrow assessment if it too
depended only on easily ascertainable facts (such as number of adjudicated
offenses, number of victims, history of other antisocial behavior, etc.) and
did not seek further information or clarification from other sources or other
information that might yield additional insight into the individual being
assessed. Nevertheless, the theoretical assessment instrument, even if it
followed an actuarial model in appearance and structure, could clearly not
provide anywhere near the level of predictive validity that is key to the
actuarial assessment.

The difference is that in actuarial assessment the inclusion of risk factors
and the computation of risk is based on a complex statistical process that
has a series of psychometric properties and takes into account the base
rate,3 whereas the theoretical prediction model does not. Instead, the
checklist it produces has a strictly theoretical basis, although may be
designed very much like an actuarial assessment in that it may assign
numerical ratings for each included risk factor that can be totaled to
produce a designated level of risk (in which 0-2, for instance, equal low
risk, and 10-15 equal high risk, thus eliminating a clinical decision-making
process in assigning risk). However, in the case of the actuarial assessment,
risk based on the numerical total is defined in absolute arithmetic terms of
probability (for example, individuals in this risk group have an 86 percent
chance of sexually reoffending within five years), rather than in terms of
relative risk, such as low, moderate, or high risk, that both lack absolute
meaning and may also lack consensual meaning among evaluators (Harris
& Rice, 2007).

Nevertheless, even if capable of drawing from strictly empirical data that
are less available for clinical assessments (or not available at all), actuarial
assessments and simple theoretically derived assessment checklists yield a

3. A base rate involves the rate at which a behavior occurs, in this case recidivism.

4. Only a statistical tool, and not a theoretical checklist, can produce an arithmetic
number like this with any level of certainty.
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narrow view of risk, and lack any view of the person who is considered to
be at risk. This is of special significance as we evaluate and attempt to
predict the future behavior of children and adolescents based on their past
behaviors. [llustrating this point, even with the advent of the JSORRAT-II,®
the first actuarial assessment for adolescent (male) sexual offenders, there
is no presumption that the assessment of risk produced by the mechanical
application of the instrument® is enough to either accurately predict the
sexual future of the adolescent or to guide treatment, and there is no
assumption that risk cannot change over time. In fact, the authors of the
JSORRAT-II note that their own results ““call into question the possibility of
making lifelong predictions based on risk assessments of juveniles”
(Epperson et al., 2006, p. 163), and that the JSORRAT must be limited to
initial risk assessment only and cannot be used as a measure of treatment
outcome, and hopefully a resulting reduction in risk.

Indeed, Epperson et al. describe the requirement for a ““second level of
assessment”” that can result in a modified level of risk (2006, p. 123).
Epperson’s admonition itself speaks not only to the fact that actuarial
assessment is of limited value for still changing and changeable adoles-
cents, but that a narrow assessment of risk has limited utility. In the case of
child and adolescent assessment, narrow actuarial assessments are not only
“passive predictions of limited practical use”” (Boer et al., 1997, p. 4), but
also may be extremely damaging. One of the risks of using actuarial
assessment instruments with juveniles is not only the narrow interpreta-
tion they yield, but also that the risk level is itself static and unchangeable
(other than by a process of clinical judgment, eschewed by actuarial
purists) and therefore potentially permanent.” Harris and Rice (2007)
have recently written that the results of actuarial assessments should
not be tempered by clinical judgment under any conditions. This simply
does not make sense in the assessment of adolescents (or worse, children).

Further, the assessment of risk is derived through a process that is itself
narrow. The actuarial instrument is completed, and its statistically power-
ful and static description of risk is derived absent of any comprehensive
process or awareness of the individual. Even in the case of adolescent
actuarial assessment, there is no need to ever meet the adolescent as the

5. Described in Chapters 12, 13 and 14.

6. That is, risk level is strictly derived from the total numerical score, absent of clinical
judgment.

7. The assessment of risk derived from a static actuarial assessment is unchanging
regardless of the passage of time; the same static data will always yield the same
level of risk, despite any dynamic changes.



190 JuUVENILE SEXUAL OFFENDERS

JSORRAT can (and should) be completed entirely from a record review.
Even a brief description of actuarial assessment, including the JSORRAT,
makes clear the difference between a narrow process of risk assessment
and the stark description of risk it yields independent of the individual
being assessed and the broader and more comprehensive process that is
required to complete a clinical risk assessment.

However, even if it is enough to assess risk by narrow means and in a
narrow manner, detached from context and circumstances, as Harris and
Rice (2007) write, “knowing the probability of something is only the first
part of making a competent decision,”” in which decision making involves a
policy or method of practice. In the simplest of terms, they recognize the
narrow assessment of risk yielded by the narrow process of actuarial
assessment as merely the most effective basis for a proficient decision
policy, which itself “requires many pieces of data” (p. 1653). This idea, that
many pieces of data are required, provides the basis for the comprehensive
assessment of risk in which risk is both part of the larger evaluation and the
product of that larger assessment.

THE COMPREHENSIVE ASSESSMENT OF RISK

In a comprehensive assessment, the assessment of risk is both a statement
of assessed risk that emerges from the use of a risk assessment instrument
(as it is in the more narrow variety of risk assessment) and the result of a
broad process in which risk emerges as a characteristic of the individual
being assessed in the context of the myriad of forces at work upon him or
her. To this end, Prentky and Burgess (2000) have written that sexual
offender treatment ““cannot, or at least should not, proceed without the
benefit of an informed, comprehensive sex offender specific assessment”
(p. 97), which, they write, will include a series of assessments subsumed
within the larger assessment and may include both observational and
statistical assessments.

Similarly, Hanson (1997, 2000) notes that although actuarial assessment
instruments are effective screening measures they have limited overall
utility, and does not recommend their use in isolation. Alone, a narrow
assessment (actuarial or otherwise) cannot be used to select treatment
targets, measure change, evaluate treatment benefit, or predict when or
under what circumstances sexual offenders are likely to recidivate (Hanson
& Thornton, 2000), whereas a multistep assessment of risk takes into
account “the complexity of the real situations in which risk assessments
take place” (Hanson & Thornton, 1999, p. 17). Similarly, Hudson and Ward
(2001) write that risk assessment should reflect the development and
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etiology of the sexually abusive behavior, at least with respect to its
immediate and direct antecedents and causes. Hence, in describing com-
prehensive assessment, it is perhaps more relevant to say that in addition to
ascribing a risk level it is also how risk comes to be understood that has
meaning, as well as the context within which risk is embedded.

Unless we wish to adopt a unidimensional and categorical view of
individuals in which they are simply assigned to one category or another,
we recognize that in the real world people are more complex, as well as
being multidimensional. This is precisely why it is so difficult to create
typologies by which human behavior can be easily or exhaustively cate-
gorized, including sexually abusive behavior. In the world in which people
actually live, they carry within themselves complexities and engage in
complex interactions with their environments that make it difficult to easily
predict behavior, and especially in those who are in the process of
developmental change at every level. Hence, Hannah-Moffat and Maur-
utto (2003) note that even risk instruments that demonstrate predictive
validity cannot identify with certainty whether individuals will actually
reoffend, but rather those individuals who are more likely to reoffend than
others. This process of assessing probability involves assessing both the
history of each individual and a comparison of that individual against risk
factors that suggest susceptibility for reoffense.

Comprehensive risk assessment simply means that the use of a risk
assessment instrument, even if it provides the basis for the formal assess-
ment of a risk level, is built into and is itself but a slice of a larger assessment
process. In this context, the assessment process seeks as much breadth and
depth as possible in providing the data that inform the evaluation risk and
add meaning to the assessment of risk in the life of each individual under
assessment. Whereas it is possible and perhaps even desirable to complete
an actuarial assessment from file review only, it is impossible to complete
the ERASOR, J-SOAP, or J-RAT from a review of records or even from
direct interviews with the juvenile alone, absent of access to many sources
of information. These clinical instruments explore multiple aspects of the
juvenile’s life and require multiple sources from which to gather the
necessary information, and they are thus designed to both stimulate
and be part of a comprehensive assessment.

Almost a decade ago the American Academy of Child and Adolescent
Psychiatry (1999) published practice parameters for the assessment of
sexually abusive children and adolescents, noting that the assessment of
juvenile sexual abusers requires the same comprehensive evaluation as
other children and adolescents. As we consider the assessment of sexual
risk with juvenile sexual offenders, then, it appears clear that our best and
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perhaps only real recourse is to ensure that assessed risk is the product of a
broad and comprehensive assessment of the child or adolescent, and not
the outcome of a narrow window that views merely one, often static,
element in the life of the juvenile.

THE EXPANSION OF EMPIRICALLY BASED EVALUATION
TO COMPREHENSIVE ASSESSMENT

One of the key differences between actuarial assessment and clinical
assessment lies in how individuals are evaluated for risk. Actuarial
assessments statistically compare the individual to a pool of sexual
offender recidivists in which there is both a known base rate of sexual
recidivism in that pool and a high enough rate of recidivism so that the
comparison is statistically meaningful. Hence characteristics of the
individual sexual offender (that is, the static risk factors that constitute
the assessment) are compared against the same characteristics in the pool
of recidivists, and the level of assessed risk is derived from the statistical
similarity. However, in clinical assessment the evaluation of the indi-
vidual is based on that individual’s behavior and the circumstances in his
or her life, measured against a series of risk factors believed relevant to
sexually abusive behavior. The greater the match between that individ-
ual’s behaviors and life circumstances and the risk factors assumed
relevant to risk for sexual reoffense, the greater the possibility of sexual
reoffense. In this respect, the key difference lies in the evaluation of the
individual as a person in the context of his or her actual life, rather than as
a member of a statistical class.

The assessment of psychopathy in adults and adolescents offers an
example of both the clinical assessment process and the process of com-
prehensive clinical assessment. The Hare Psychopathy Checklist (PCL) is
an empirically derived clinical assessment instrument; the factors drawn
upon in order to assess and identify psychopathy have been statistically
derived, but a determination of psychopathy itself is made clinically. That
is, even though the risk factors and structure of the instrument have been
empirically developed, the diagnosis of psychopathy is based upon the
judgment of the evaluator. Nevertheless, it’s possible to complete the Hare
PCL without ever meeting the subject, although this is not recommended
by the instrument manual. That is, the PCL can be completed entirely from
a record review in which case the judgment of the evaluator is based upon
evaluating the quality of the information presented in the written record.
However, when the component of an interview or multiple interviews is
added the assessment becomes richer in its clinical underpinning and
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process. In either case, whether based on record review alone or record
review plus interview, completion of the PCL and determining the pres-
ence of psychopathy is a clinical process.

If the evaluator moves beyond file review (as recommended by the PCL
manual) and subject interviews, and additionally interviews other collateral
sources, we’d see the clinical process expanding outwards and becoming
more complex, specifically in order to better understand the individual who
is being evaluated, to better understand how the individual is experienced
by and interacts with others, and to better interpret the nature of data
available about that individual. If the evaluator goes still further, going
beyond interviewing collateral informants and also delving into his or her
background and psychosocial functioning, the evaluation becomes increas-
ingly broader and provides more depth and detail upon which to under-
stand the subject and base an evaluation of psychopathy. And if, in addition,
the evaluator applies other testing in order to get a still better sense of
psychological functioning, then the evaluation becomes still broader. This
process of increasing levels of data collection and data inclusion is simply
illustrated in Figure 11.1, in which more basic processes are nested within
the larger and more comprehensive assessment.

Hopefully, it has become clear already that we can move from a very
narrow assessment based on file review to an increasingly broad clinical
assessment that becomes more and more comprehensive until, by
embracing all the elements noted, it becomes a truly comprehensive
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Figure 11.1 The expansion of the assessment process from a basic assessment
to a more in-depth, inclusive, and comprehensive process.
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psychosocial assessment with both breadth and depth, in part based on
psychosocial history and in part, if we include such testing, psychometric
evaluation. Given the weight of the psychopathic label, it seems impor-
tant to not only have evaluators who are well trained in the concept and
the evaluation of psychopathy, but also who base their ultimate diagnosis
on as broad a range of details, facts, assessments, and impressions as
possible. This, then, is the comprehensive clinical assessment in a nut-
shell. And, in the case of the PCL, we can clearly see how it is possible for
an empirically derived instrument to serve as the foundation for either an
actuarial or clinical assessment, and upon which comprehensive assess-
ment may be built. In fact, because the PCL-Youth Version is a clinical
tool, Forth, Kosson, and Hare (2003) recommend that whenever possible
the scores of two independent raters be used and later consolidated.
Further, they recommend that evaluators be familiar with the general
clinical and research literature that pertains to psychopathy in adults and
adolescents and that they not complete the instrument without access to
collateral information. The PCL-YV manual recommends a two-hour
interview that may be spread over several sessions and the use of a
semistructured interview format.

In describing the skills of the clinical evaluator, Morrison (1995) writes
that subjects can be viewed in ““an astonishing variety of ways,” and that all
clinicians must be able to view each individual from interactive dynamic,
behavioral, social, and biological perspectives. He notes that it is only
through comprehensive assessment that these multiple perspectives can be
introduced and folded into the assessment outcome and treatment plan, if
one follows.

THE GOAL OF THE COMPREHENSIVE PSYCHOSOCIAL ASSESSMENT

Epps (1997) describes the target of juvenile risk assessment as the synthesis of
psychosocial, statistical, factual, and environmental information, thus al-
lowing defensible clinical decisions to be made about matters of manage-
ment, treatment, and placement. Describing the elements of this process,
Will (1999) describes three broad purposes of sexual offender evaluation as
the assessment of risk (the likelihood of ongoing dangerous behavior), the
development of a clinical formulation upon which treatment can be based
and developed, and assessment of the juvenile’s motivation to accept and
engage in treatment. Also adopting a more global view of juvenile risk
assessment, Graham, Richardson, and Bhate (1997) describe six overarching
and interactive goals: (1) identifying troubled patterns of thoughts, feelings,
and behavior, (2) recognizing and understanding learned experiences and
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processes contributing to the development and maintenance of juvenile
sexually abusive behavior, (3) identifying situational contexts and corre-
lates of sexually abusive behavior, (4) evaluating the probability of sexual
recidivism, (5) assessing the juvenile’s motivation to engage in treatment
aimed at emotional and behavioral regulation, and (6) gathering the
information required to develop interventions and treatment.

Each of these authors adopts a definition of risk assessment that implicitly
recognizes that the goals of a comprehensive risk assessment process extend
beyond the concrete assessment of risk per se (that is low, moderate, or
high). In each case, the formal assessment of risk (that is, the application of a
risk assessment instrument) is but one part of a larger process of assessment
and embedded within thatlarger process. There’s clearly a purpose, then, to
the larger and more complete assessment and that is to understand as fully
and deeply as possible the subject of the evaluation to the degree that we can
make reasonable inferences about how he or she came to be, how he or she
functions in his or her life now, and how, if things remain unchanged, he or
she may function in the future and, indeed, what interventions might be
provided if current or future functioning are considered to be problematic.
Indeed, without applying such a model it is difficult to imagine how we can
apply the risk, need, and responsivity model that itself recognizes the need
to gather a wide variety of information about the individual being assessed.

In this vein, Prentky and Burgess (2000) write that treatment for sexually
abusive youth should not (indeed, cannot) proceed absent of an informed
and comprehensive assessment; Prentky, the primary author of the Juvenile
Sex Offender Assessment Protocol, notes that decisions about risk for
reoffense should not be based exclusively on the results of the J-SOAP-
I, which “should always be used as part of a comprehensive risk assess-
ment” (Prentky & Righthand, 2003, p.1). Recommendations for the com-
prehensive assessment of sexually abusive youth are not new. The 1993
report of the National Task Force on Juvenile Sexual Offending highlighted
the need for comprehensive assessment, including record review and
multiple interviews with all relevant informants, and, as noted, in 1999
the American Academy of Child and Adolescent Psychiatry wrote that the
assessment of juvenile sexual abusers requires the same comprehensive
evaluation as other children and adolescents. Similarly, the Office for
Juvenile Justice and Delinquency Prevention (Righthand & Welch, 2001)
noted that comprehensive clinical assessment of juvenile sexual offenders is
required both in order to assess risk and facilitate treatment, emphasizing
that any attempt to explain or treat juvenile sexual offenders must be based
on the specific factors pertinent to that juvenile’s offenses and individual

psychology.
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Even with adult sexual offenders, comprehensive assessment serves a
critical role, providing important information that cannot be discovered or
examined through limited static actuarial assessments, which, although
effective as screening measures, have limited utility and are not recom-
mended for use in isolation (Hanson, 1997, 2000). Hanson and Thornton
(2000) note that actuarial assessments cannot be used to select treatment
targets, measure change, evaluate treatment benefit, or predict when or
under what circumstances sexual offenders are likely to recidivate, and
they write (1999) that a multistep risk assessment process takes into
account “the complexity of the real situations in which risk assessments
take place” (p. 17). Similarly, Hudson and Ward (2001) write that assess-
ment should reflect the development history of sexually abusive behavior,
and not simply risk alone.

Hence, the goal of comprehensive assessment is to explore and evaluate
the risk for sexual reoffense in the context of the cognitive, emotional, social,
and transactional ecological environments in which behavior develops and
unfurls, reaching deeply into the individual’s history, social environment,
thinking, and behaviors. Comprehensive assessment reveals details about
the juvenile’s personal characteristics, skills, and abilities, including his or
her capacity for honesty, self-disclosure, motivation, and responsibility; the
youth’s developmental and social history, and experience of social attach-
ment and relatedness to others; and the social and personal circumstances
out of which his or her behavior, including sexually abusive behavior,
developed and continues to be prompted. The goal of comprehensive
assessment is not that of exacting the truth about the sexually abusive
behavior, even if this is a desirable and ideal goal; the purpose is instead to
understand the youth and his or her behaviors, and the development and
natural history of those behaviors, in the full context of the youth’s life.

It is from this information that risk factors included in the risk assess-
ment instrument are understood and evaluated, and it is from this data set
that the evaluator learns about the individual behind the behavior. The
comprehensive assessment provides the evaluator with maximum infor-
mation upon which to draw with respect to risk for future sexually abusive
behavior and the capacity to make informed decisions and recommenda-
tions about treatment needs and interventions.

Simplistically, then, comprehensive risk assessment is a process design-
ed to: (1) understand the development and type of sexually abusive
behavior, (2) understand the nature of risk in the life of the individual
and the circumstances that allowed risk to be transformed into actual harm,
(3) predict the likelihood that sexually abusive behavior will continue if
untreated, and (4) make recommendations regarding treatment.
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THE RELATIONSHIP OF THE RISK ASSESSMENT INSTRUMENT
TO THE COMPREHENSIVE ASSESSMENT

Despite the broad goals of comprehensive assessment, if we adopt a point
of view in which it is both possible and legitimate to assess risk devoid of
the context in which it has developed and may continue to operate, we are
able to complete the risk assessment based entirely on file material without
gathering any additional material, and without considering context and
circumstance. In such a model, the assessment of risk can be adequately
derived from just the static risk factors that comprise the actuarial assess-
ment instrument, without the necessity of further information, and cer-
tainly absent of clinical interpretation or judgment (which is disallowed by
the actuarial process, unless the evaluator subscribes to the idea of clinical
adjustment). This process represents the antithesis of comprehensive risk
assessment if risk is determined solely through the application of the
instrument. However, the moment that the process extends beyond the
actuarial assessment of static factors, and especially if it includes consid-
eration of dynamic factors, a clinical perspective is introduced into clinical
judgment and required at some level, even to the degree of deciding what
dynamic factors to include or how to interpret them.

Further, if the assessment goes beyond assessing static items, the
assessment increasingly becomes more clinical and more comprehensive,
depending on what sort of additional information is sought, as well as the
quantity and source of additional information. In part, this is because the
inclusion and assessment of dynamic factors requires gathering information
that is possibly and likely not in the file, as well as qualitative judgments
about the information gathered. The focus is thus placed on the expansion
of the risk assessment process beyond the simple and stand-alone use of a
structured assessment (whether actuarial or clinical), and how to best
recognize and use the instrument as an element in a larger assessment.
In this case, the assessment instrument is both fed by the larger and more
comprehensive assessment process in terms of the information required to
complete the instrument, as well as folded within the comprehensive
assessment process.

If the risk assessment instrument is clinical and dynamic, as is the case
for most juvenile instruments, it is necessarily fed by the comprehensive
assessment because it is from the larger assessment that the data are
gathered that allow the assessment of individual risk factors; this is
especially true if the instrument includes questions about dynamic risk
factors. Conversely, the risk assessment instrument is folded within the
larger assessment because its results are best understood against the
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backdrop of the larger assessment and the information it reveals about the
individual being assessed and the factors, forces, relationships at work and
play within that individual’s life, and his or her overall psychosocial
functioning. In the context of comprehensive assessment, then, risk assess-
ment is itself a process, an element within the process, and a product of the
entire assessment.

In a model of dynamic clinical assessment, risk assessment, even though
administered through the use of an assessment instrument, is not a separate
event disconnected from a larger assessment. It is instead an integral part of
a comprehensive clinical assessment that incorporates the risk assessment
instrument and its assignment of risk into a larger and more in-depth
evaluation of the individual that integrates large quantities of information
that add depth (detail) and breadth (range) to the assessment.

THE PROCESS AND SEQUENCE OF COMPREHENSIVE
RISK ASSESSMENT

I have several times described comprehensive assessment in terms of
psychosocial assessment. In fact, it is the target of the assessment that
makes it psychosocial, in that the goal is to evaluate and understand the
psychosocial capacity and functioning of the individual or the individual’s
psychological and social functioning in which both forms of functioning
represent facets of and influences on the other. The comprehensive assess-
ment, on the other hand, reflects the breadth and depth of the psychosocial
assessment and how deeply and how broadly the evaluation explores
psychosocial functioning and capacity. A broad psychosocial assessment is
thus comprehensive because it explores many areas of the individual’s
life and functioning, and a comprehensive evaluation is, by necessity,
psychosocial as it too explores many areas of the individual’s life and
functioning. Comprehensive assessments are thus psychosocial in that
they examine and understand the individual in the context of his or her
psychological and social development, or view psychological and behav-
ioral development and functioning within and in interaction with the social
environment. Long, Higgins, and Brady (1988) describe the psychosocial
assessment in terms we have already described: as the gathering of data
about emotional, behavioral, mental, environmental, and interactional
processes, and the goal of integrating those data with other information,
some of which is factual or suspected (such as the history of sexually
abusive behavior), in order to obtain as complete and as multidimensional
a description and understanding of the individual as possible. The more
complete term is really ““comprehensive psychosocial assessment.”
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Thus, comprehensive assessment quite appropriately uses the perspec-
tive of psychosocial history as the means by which to recognize the
development of psychosocial functioning, both historically and in the
present. Its inclusion of sexual development and behavior, including
troubled sexual behavior, creates a form of psychosocial assessment that
is sometimes known as “psychosexual’” assessment. By further focusing
the assessment on the possibility of continued sexually abusive behavior,
the comprehensive assessment seeks to understand risk and project its
trajectory by understanding the individual from a holistic developmental
perspective, and thus becomes an instrument for comprehensive risk
assessment. However, whereas psychosocial assessment starts in the present
and peers back in time in order to understand the development of
psychosocial functioning, risk assessment gazes into the future by project-
ing the trajectory of past and current trends if otherwise uninterrupted.
Thus, psychosocial evaluation both offers a theory of etiology and is
diagnostic, whereas risk assessment is prognostic and offers best-guess
estimates of outcome based on present conditions.

However, Long et al. (1988) describe psychosocial assessment as much
more than a series of questions used to collect information. They also describe
it as a process by which the evaluator comes to understand the individual
through the multiple domains in which he or she has developed and
currently lives; thus, understanding the individual’s psychosocial function-
ing “requires multiple observations of the client and his or her life for it to be
as complete as possible” (p. xiii). Regardless of how we conceptualize and
operationalize it, then, comprehensive assessment involves a series of steps,
from questioning and information collection to case formulation and prog-
nosis. These steps necessarily involve a sequence of activities that both
describe and structure the entire process, as shown in Figure 11.2.

The obvious first step of data gathering is followed by the organization of
that information so that it can be analyzed and interpreted in order to yield
meaning. This spans a sequence of three steps, or phases, in the process:
data collection, data structuring, and data analysis. Hence, once collected,
information is subsequently consolidated and synthesized so that it is both
manageable and concrete enough to provide a means for analysis and
interpretation. This represents the purposeful, organized, and logical
collection of data, followed by the assignment of meaning to those data
in which diagnosis can be made only after sufficient data have been
collected (Long et al., 1988). Information has thus been transformed, if
you will, from raw data to a more refined and smoothed data set through
which developmental history and the interconnection of life domains is
recognized and an understanding of the individual can be derived in the
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Figure 11.2 Sequential steps in the assessment process.

context of his or her life. This allows for the further refinement of infor-
mation about the individual into diagnoses, or essentially the shorthand
description of conditions best reflected by the difficulties in psychosocial
functioning.

In turn, as information is further refined and synthesized, case formula-
tion provides a more concise summary and overview, offering a concep-
tualization and understanding of the case. Formulation, in effect, provides
a clinical theory about the development of the individual, an explanation
for past and current psychosocial functioning, and the basis for prediction
of future behavior if things remain unchanged and current trajectory
persists, thus flowing seamlessly into prognosis and from which recom-
mendations for interventions can be made. There is, to a great degree, a
funneling and synthesis of information from the first step to the last, as
shown in Figure 11.3, which also offers an overview of the tasks associated
with each step in the assessment process.

ELEMENTS AND TOOLS OF COMPREHENSIVE ASSESSMENT

Clearly, then, the assessment process involves much more than asking
questions, and it is thus a mistake to imagine that completing the step of
data collection completes or represents the assessment. Nevertheless, the
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the “funneling” of the assessment process.

first step is data collection, and this means having questions that must be
answered and, of more importance, knowing which questions to ask. This
can be facilitated by a formal or semiformal process in which questions to
be asked are framed or actually defined by a format of some kind, such as
an interview schedule, which offers predetermined questions as well as a
sequence by which questions are to be asked.

Instruments such as the Structured Clinical Interview for DSM Disor-
ders and the Children’s Interview for Psychiatric Syndromes are examples
of structured interviews used to help form a diagnosis. In the case of risk
assessment, the risk assessment instrument itself provides the basis and
structure for questions to be asked that are specific to the assignment of
risk. However, in both cases these instruments serve to focus on only part
of the comprehensive assessment (i.e., diagnosis of risk level). They do not
address the larger questions posed by the comprehensive assessment, such
as developmental history, family functioning, social relationships and
interactions, and so on, although there are any number of tools and
instruments that can be used to address each element of a comprehensive
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assessment, or a question guide can be developed to help the evaluator
know what questions to ask. The content of and format for comprehensive
assessment is described in more detail in Chapters 15 and 19, and examples
of questionnaire guides are provided in the Appendix. Nevertheless, the
goal here is not to define the questions to be asked or format for a
psychosocial assessment. It is, instead, to describe the process itself and
create in the reader an understanding such that it is unnecessary to define
for the evaluator what questions to ask or how to ask them. This book is
intended to be informative, but not prescriptive. That is, the goal is not to tell
evaluators how to evaluate but help them to understand the process in
detail and through training, supervision, and experience best define the
methods, means, and approaches to assessment for themselves.

Regardless of approach and content, however, it is clear that compre-
hensive assessment is neither limited to the type of material gathered, nor
to a single means for gathering or analyzing data. It must not only
recognize and understand the development of emotion, cognition, and
behavior in the individual, but also the multiple domains in which emo-
tional, cognitive development occurs at the individual, family, and social
level. In so doing, the comprehensive assessment will call upon different
sources of information, from the juvenile to his or her family and other
informants, prior written records, and current formal evaluations of vari-
ous forms of social adjustment, psychological functioning, behavioral self-
regulation, and cognitive processes and capacities, and it must take into
account information that ranges from facts to impressions. The compre-
hensive assessment thus must not only approach different sources of
information, but must also utilize different means for gathering such
information. Accordingly, a comprehensive assessment of risk will mini-
mally include record review, direct clinical interviews, and the use of a
structured risk assessment instrument as primary methods for gathering
and exploring information, but it may also include many assessment tools
and measures that extend the reach of the assessment.

Figure 11.4 provides an overview of the possible elements of compre-
hensive assessment grouped into the general subcategories of psychosocial
assessment, psychological evaluation, risk assessment, physiological mea-
surement, and psychiatric evaluation, each of which act as feeders to the
overarching comprehensive assessment. As noted, the use of a formal risk
assessment instrument represents only one aspect of this larger
assessment.

Although in the brief description that follows, I depict psychosocial
assessment as an aspect or component of the overall assessment separate
from other components, this is merely to break the process of assessment
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Figure 11.4 Elements that may be found within the larger comprehensive as-
sessment, in which the use of a risk assessment instrument represents just one
aspect of the overall assessment process.

into parts and allow us to review individual elements. In action, the entire
assessment is actually psychosocial given its purpose of understanding the
individual in terms of his or her psychological and social history, devel-
opment, functioning, and capacities. Each of the components identified
below, then, can be considered to be aspects of and folded into the larger,
and comprehensive, psychosocial assessment, even though they can, in
other cases, be used as stand-alone assessment measures, intended for
purposes other than comprehensive psychosocial assessment.

1. Record Review is that component of assessment that involves gathering
and carefully reviewing all records pertinent to the case, from police,
court, and social service records that address sexually abusive behav-
ior to prior evaluation, treatment, social service, educational, and
medical records that describe the individual and his or her history,
including early developmental history.

2. Psychosocial Assessment represents the gathering of information about
the developmental, psychological, and social history of individuals
(often known as the psychosocial history), with the emphasis on
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gathering information about and understanding the individual in the
context of his or her life. Psychosocial assessment includes at least
three elements:

The clinical interview, which involves the process of meeting face-to-
face with the juvenile and in person or by phone with other
individuals who will serve as informants to the assessment. The
specific purpose of the interview involves gathering information
about events that occurred, the juvenile being assessed, the juve-
nile’s history, and sometimes about the person providing informa-
tion (such as a parent). In conducting the clinical interview, the
evaluator is able to make assessments about the quality and mean-
ing of that information and the source of the information.
Psychosexual assessment involves the specific part of the assessment
focused on exploring and understanding the development of sexual
knowledge, sexual interests, and sexual behaviors.

Mental status examination, which is most typically a brief and basic
screening assessment used to evaluate the general mental clarity
and condition of an individual at the time of the assessment.

3. Psychological Evaluation is a general term that includes standardized
methods and measurements of psychological states and traits, includ-
ing feelings and thoughts, attitudes and values, behaviors, intellectual
functioning, and cognitive and thought processes.

Psychometric tests include psychological, neuropsychological, and
educational tests that are based on statistical concepts and quanti-
tative measures that allow meaningful comparison between the
individual tested and other individuals in the general or specific
population, and allow comparison among psychological test mea-
sures (not all evaluations are psychometric in nature).

Educational testing measures academic achievement, the acquisition
of information, and cognitive states and intellectual functioning, as
well as other measures related to learning, cognitive processing,
and retention of learned information.

Neuropsychological tests examine and screen for the possibility of
neurological problems that may have an impact on psychological
(cognitive, emotional, and/or behavioral) functioning.

Measures of function and interest are typically non-psychometric
questionnaires and scales that identify and measure interests,
attitudes, functioning, and so forth.

4. Risk Assessment is intended to predict future dangerous behavior or
related conditions if the current condition goes untreated, and as
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noted should be based on the application of a structured and well-
defined assessment instrument.

5. Psychiatric Evaluation is conducted by a psychiatrist, and often focuses
on, but is not limited to, assessment of disturbances in emotions,
behaviors, or thinking that may be helped through the prescription of
psychiatric medication, but also may include a wide-ranging psycho-
social assessment that follows a medical perspective.

6. Physiological Measures involve attempts to measure honesty, sexual
arousal, sexual interests, and other psychological conditions through
physical correlates such as changes in blood pressure, galvanic skin
response, respiration, physical (including visual) reaction time to
stimuli, and changes in penile tumescence. These measures most
typically involve either polygraph examination (also known as psy-
chophysiological detection of deception, or PDD) that attempts to
measure honesty and detect evidence of deceit; the use of the ple-
thysmograph to detect sexual arousal through penile erection (also
known as phallometric assessment); and the use of visual reaction
tests that assess sexual interest based on how long the subject views
images that have sexual content.”

The fact that any and all of these measures and sources of information
may be included in a comprehensive assessment of risk does not mean that
they will all be included. In fact, it’s unlikely for any number of reasons that
all possible sources of information will or should be included, including
availability, cost, time restraints, and, in some cases, intrusiveness (with
special reference to physiological measures). The purpose here is simply to
describe the range of informational sources and methods that together
contribute to comprehensive assessment. It is, of course, possible, feasible,
and commonplace to engage in comprehensive assessment without the full
inclusion of all sources. Furthermore, it's possible to complete an assess-
ment without having all of the relevant information or “true” facts, and
there is always a point at which the data collection process must end and
the assessment be completed, with or without all of the pertinent infor-
mation. However, the primary focus must be on ensuring that meaning,
diagnosis, formulation, and prognosis is based upon the acquisition of data
that are both sufficient and accurate. As Long et al. (1988) note, we must
“guard against assignment of meaning or conclusions based upon insuffi-
cient [and I would add, inaccurate] evidence” (p. 9).

8. Physiological measures are described in a little more detail in Chapter 16.
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FOCUSING COMPREHENSIVE ASSESSMENT ON RISK

As described, comprehensive assessment can expand outwards to include
many sources and types of information. However, regardless of its breadth
or depth, comprehensive assessment must, at a minimum, review and
explore broad details of the juvenile’s life gathered through record review,
direct interviews with the juvenile and other important informants in his or
her life, and perhaps other sources of information, as well as a formal risk
assessment instrument.

Above all, however, we must keep in mind that, although comprehen-
sive, the heart and purpose of the evaluation rests in the assessment of risk.
That is, regardless of approach, methods and sources of data collection, or
the breadth and depth of the evaluation, a comprehensive risk assessment
must ultimately identify and understand those risk factors that were
present at the time of the sexually abusive behavior and those that continue
to serve as indicators of current risk and the possibility of future sexually
abusive behavior. Although to a great degree many of these broad indi-
cators of risk, illustrated in Figure 11.5, are built into formal risk assessment
instruments, they also help to orient the comprehensive assessment
towards those risk factors that have become intertwined with the devel-
opmental and social experiences of sexually troubled children and ado-
lescents. Focusing assessment on the presence of risk factors and thinking
of these as indicators of current and future risk helps us to understand their
role in shaping the development of sexually abusive behavior and, as we
consider case formulation and explanation, their influence as causative
agents, at least in part.

Behavioral
Risk Indicators

Characterological
Risk Indicators

Cognitive
Risk Indicators

Intellectual
Risk Indicators

BROAD RISK
INDICATORS

Environmental
Risk Indicators

Family
Risk Indicators

Developmental
Risk Indicators

Psychiatric
Risk Indicators

Sexual
Risk Indicators

Figure 11.5 The constellation of risk indicators.
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o Characterological risk indicators are those already, or becoming, incor-
porated into the juvenile’s personality.

* Behavioral risk indicators are reflected in the juvenile’s general behav-
ior, and with particular regard to antisocial behaviors and attitudes
and relationships that go hand in hand with such behavior.

» Cognitive risk indicators reflect ideas, attitudes, beliefs, and other
patterns of thinking that influence and shape the juvenile’s behavior
and capacity and motivation to engage in sexually abusive behavior.

 Developmental risk indicators contributed to and shaped problematic
aspects of personality development, patterns of behavior, and res-
ponses to stimuli.

 Sexual risk indicators include sexual experiences and interests that
contribute to engagement in sexually troubled and/or abusive
behavior.

* Psychiatric (or comorbid) risk indicators involve co-occurring mental
health disorders that may both drive troubled behavior and also
hinder the ability to participate in, or benefit from, sex offender
specific treatment.

o Intellectual risk indicators reflect cognitive deficits and intellectual
disabilities that interfere with the development of social understand-
ing, executive functioning skills, self-regulation, moral development,
and insight and judgment.

» Family risk indicators include those conditions within the family
structure that have helped define and shape the juvenile’s behavior
and may continue to serve as risk factors.

o Environmental risk indicators include those that lie outside of the
juvenile and reside in his or her larger social world, but which affect
and influence thinking and behavior.

CONCLUSION: COMPREHENSIVE ASSESSMENT AND
THE EVALUATION OF RISK

Thomas and Viar (2001) described the major goal of assessment as devel-
oping the most complete understanding of the circumstances surrounding
the problem, and Welldon (1997) noted the requirement for a broad
understanding of all factors concerning the individual, including psycho-
logical development, family history, and life circumstances. Others, too,
have described multiple goals and purposes for the assessment (Graham
et al., 1997; Houston, 1998; Perry & Orchard, 1992; Will, 1999). However,
the essential functions of the comprehensive assessment are those of data
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collection, analysis, and synthesis, thus allowing it to serve as the keystone
upon which insight into the case may be developed and decisions rendered
regarding treatment and intervention. Minimally, then, the comprehensive
assessment provides a means by which to:

1. Explore and understand the nature, development, and trajectory of
sexually abusive behavior, as well as targets of sexual interest, sources
of sexual arousal, and patterns of sexual behavior.

2. Estimate the risk for continued sexually abusive behavior, including
the presence and influence of factors that may increase or decrease the
chances for reoffense.

3. Recognize the presence and influence of historical and current envi-
ronmental, social, and personal factors in the juvenile’s life, including
learned social experiences that have influenced and shaped his or her
thinking and behavior.

. Assess motivation and capacity for treatment.

. Build a formulation and understanding of the case from which to
develop and launch interventions for management and treatment.

U1

In meeting these goals, in addition to establishing a sound and well-
described basis for risk assessment, the evaluation also meets the goals of
the risk, need, and responsivity model. It provides an estimate of risk for
recidivism based on static and dynamic factors, establishes an under-
standing of the dynamic and current treatment needs of the juvenile,’
and assesses the likely responsiveness and engagement of the juvenile to
and with treatment interventions. Further, the process of comprehensive
assessment avoids the piecemeal approach to understanding the individ-
ual described by Long et al. (1988), and it allows the evaluator to view the
juvenile as a whole person functioning in a complex ecological environ-
ment whose behavior is the result of a complex set of psychosocial
interactions.

Nevertheless, conducting a broad assessment is a complex and compli-
cated task. Although we can structure and define an approach to such
assessment, as well as the focus and contents of the evaluation, only the
evaluator can render meaning from the data. We should thus remain aware
that psychological evaluations, risk assessment instruments, inventories,
and questionnaires of every sort are passive instruments that can yield
information but not meaning. Indeed, Prentky and Burgess (2000) have
noted that risk assessment studies have generally found that psychometric

9. Or the “criminogenic”’ needs, as defined by the RNR model.
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evaluations are not particularly useful in predicting sexual recidivism.
Structured tools, then, provide a means for organizing, examining, and
piecing together complex and multifaceted pieces of information, but only
the clinician can recognize the patterns, connections, and circumstances
that lend themselves to an understanding of the case. In the final analysis,
assessment implies not simply gathering information, but the development
of insight and understanding in the clinician. This requires a process that
allows the evaluator to gather, organize, and integrate sufficient informa-
tion in a manner that allows the pieces to fit together to reveal meaning and
provide explanation.

In the assessment of sexually abusive youth, comprehensive assessment
and the evaluation of risk are intertwined. The broader assessment fuels
and directs the process of risk assessment, and the risk assessment instru-
ment offers structure, method, and purpose to the larger evaluation.
However, it is only by blending the two processes into one that we can
arrive at the most meaningful assessment of risk. That is, the assessment of
risk in children and adolescents can be most meaningfully and sensitively
made by recognizing and understanding the psychosocial history of the
individual, guided by an examination and understanding of risk factors
that contribute and point to further sexually abusive behavior.



CHAPTER 12

Projecting Risk: Tools for Risk
Assessment

cess, we return to the formal risk assessment instrument, its con-

struction, and use. As you are aware, these instruments are designed
specifically to address and assess risk for sexual reoffense, and for the most
part are either actuarial or clinical in their construction and theory. Both
types of assessment instruments have already been discussed extensively
in previous chapters, but prior to describing those instruments in use or
development for the assessment of sexually abusive youth it’s useful to
provide an overview of these two types of instruments, as well as their
underlying construction and theory.

Part of the reason for this further explanation is that evaluators should
know their tools; unlike the qualified use of psychometric testing, which
usually requires advanced graduate training, risk assessment instruments
may be used by anyone. Hence, they may be used by individuals who have
little understanding of the principles behind their design, and they may be
administered without a clear understanding of their inherent weaknesses,
the differences between instruments, and the need to embed the instru-
ment within a larger, more comprehensive assessment process. In particu-
lar, the goal of utilizing a risk instrument as one element within a larger
assessment, as described in Chapter 11, highlights the need to view the
results of risk assessment from a larger perspective. Nowhere is this clearer
than in the use of a clinical risk assessment instrument, which intends only
to shape and guide clinical judgment and not make the assignment of risk
for the evaluator.

Although the actuarial assessment defines the assigned risk level, which
it does through the numerical scoring of risk factors, the clinical assessment

B EFORE FURTHER DESCRIBING and discussing the larger assessment pro-
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merely points towards approximate risk and does so without the statistical
certainty implied or claimed by the actuarial assessment. Consequently,
where the actuarial assessment can be rightly considered an instrument
built on firm psychometric principles and a statistical base rate against
which to compare the individuals it assesses, the clinical assessment
instrument can at best be considered a guide for making informed deci-
sions about risk for recidivism. To this degree, the clinical tool serves as an
organized checklist formed from the professional literature and shaped by
theory by which the clinical evaluator may reasonably make predictions of
risk. Clinical assessment instruments thus represent an assessment method
“rather than a test or scale” (Boer et al., 1997, p. 25).

The need to carefully understand how risk assessment instruments are
constructed and work is central to professional practice, and of special
importance in the use of clinical tools, as these can serve only as organized
and structured guides. However, it is equally true that in the use of
actuarial assessment the evaluator must be aware of the limitations of
an assessment process built essentially on static history, and perhaps
especially so in the developmental and developing world of the sexually
troubled child and sexually abusive adolescent.

In this chapter, we explore and outline the principles behind instruments
that define, guide, and add both consistency (reliability) and empirical
relevance (validity) to the clinical assessment of risk in the juvenile sexual
offender.

TWO CAMPS: ACTUARIAL AND CLINICAL ASSESSMENT

Despite the fact that we can most easily define risk assessment instruments
as either actuarial or clinical, the field of risk assessment is changing,
moving perhaps towards the center. On the one hand, in the Juvenile
Sexual Offense Recidivism Risk Assessment Tool (JSORRAT-II-II) we now
have the first actuarial assessment for adolescent male sexual offenders,
thus allowing the evaluation of sexually abusive youth to include an
actuarial component if we so choose, albeit under limited conditions at
this time."

On the other hand, with respect to adult assessment for sexual recidi-
vism, we have seen already (Chapter 3) that the field is moving toward
greater use of multistep assessments that build upon actuarial assessment

1. As described in Chapter 4, and again later in the current chapter, at the time of this
writing the JSORRAT is normed only for use in Utah (with Idaho pending), and is for use
only with adolescent boys who have been adjudicated (convicted) on sexual charges.
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to include second- and even third-step clinical evaluations of dynamic risk
factors. This has led to the development of third and fourth generation
adult assessment instruments and processes that extend assessment be-
yond static actuarial assessment (Andrews, Bonta, & Wormith, 2006; Bonta
& Andrews, 2007; Hannah-Moffat & Maurutto, 2003), built in part on the
premise that static factors not only have limited and passive value, but,
when used in isolation, may be counterproductive (Boer at al., 1997; Bonta,
2002).

Thus, with the likely capacity to include actuarial assessment in other-
wise clinical evaluations of juvenile sexual offenders and the inclusion of
the clinical process of including and assessing dynamic factors into the
evaluation of risk in adult sexual offenders, we see the field moving toward
the center. This represents a position in which actuarial and clinical
processes are not seen as mutually exclusive or incompatible but may
be blended, not only into a multilayered assessment of risk itself, but into a
larger and more comprehensive assessment as described in Chapter 11 and
again in Chapter 15. Hence, even advocates of clinical assessment, such as
Thomas Litwack (2001), write that good clinical practice should include the
results of actuarial assessments when available, and Robert Prentky, who
has long strived towards the development of actuarial assessment instru-
ments for adolescents, writes that treatment of sexually abusive youth
should not proceed without the completion of a comprehensive assessment
that includes both clinical and actuarial assessment, describing clinical
work as a critical component of all assessments (Prentky & Burgess, 2000).

Nevertheless, despite a move towards the center and the development of
more comprehensive assessment processes, two distinct camps remain in
which the clinical vs. actuarial prediction debate is described by Douglas,
Cox, and Webster (1999) as one of the ““persisting controversies in the risk
assessment field”” (p. 154). In the actuarial camp, writers such as Quinsey,
Harris, Rice, and Cormier (2006) continue to advocate for a strictly actuarial
approach. In the most recent edition of their book, they support the
complete elimination of clinical practice in forensic risk assessment, writ-
ing ““what we are advising is not the addition of actuarial methods to
existing practice, but rather the replacement of existing practice with
actuarial methods” (p. 197).

Harris and Rice (2007) describe the idea of blending actuarial and clinical
assessment as an illogicality, asserting that forensic decision makers must
inevitably choose between the two methods, and that “empiricism should
replace clinical judgment wherever possible” (pp. 1652-1653). However,
not all actuarial specialists share this view, a position characterized by
Sjostedt and Grann (2002) as “extreme,” and who describe “‘the
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implications of the pure actuarial stand taken by Quinsey et al. (as)
extremely problematic’”” (p. 182). For instance, Monahan et al. (2001)
describe their belief that actuarial instruments should be used as tools for
clinical assessment, used to “support, rather than replace, the exercise of
clinical judgment”” (p. 134).

Squarely in the clinical camp, Litwack (2001) argues that actuarial
assessments of risk have not been proven superior to clinical assessment
and that the picture emerging from research is complex with little empirical
support for the greater effectiveness of actuarial assessment of risk. He
concludes that ““it is premature to substitute actuarial for clinical assess-
ments of dangerousness” (p. 410), and in advocating for the use of clinical
assessment Boer et al. (1997) write that actuarial assessment instruments
are passive tools that disengage professionals from the evaluation process
because, by design, they require minimal professional intervention and
judgment.

Nevertheless, in their metaanalysis of 67 studies, stretching back over a
56-year period, that compared clinical and actuarial methods of assess-
ment, Agisdottir et al. (2006) concluded that, in general, methods for
statistical prediction were 13 percent more accurate than clinical methods,
and that virtually all statistical types did better than clinical types. Even in
exceptional cases, clinical methods were able to only draw with statistical
methods and in no cases did better.

In fact, the debate about the better, more accurate, or more rational
method for predicting risk has been continuous since the early 1940s.
Although these arguments were aimed at prognosis in general rather than
the prediction of risk, as early as 1941 Stouffer was describing and favoring
the attributes of the clinical approach to assessment (the “case study”
approach) compared to statistical techniques in which information about
the individual is lost to the statistical procedure. Alternatively, Lundberg
(1941) was arguing that in making clinical predictions evaluators were
actually drawing on the same essential material employed by the statis-
tician, albeit in a cruder and more intuitive fashion, and that we should
thus use clinical assessment only when more refined and formal statistical
procedures do not exist. Similarly, Sarbin (1943, 1944) was defending the
actuarial position over the then more popular clinical method for predic-
tion. He refuted the then relatively common claim that “the clinical or
individual method of predicting behavior is superior to the actuarial or
statistical method” (1943, p. 593), asserting that clinical methods for
predication were not more accurate, and argued that clinical methods
should neither be substituted for nor do they add anything to actuarial
prediction. He declared that on the basis of efficiency and economy,



214 JuveNILE SEXUAL OFFENDERS

actuarial assessment was the preferred method over the intuitive method
of clinical prediction (1944, p. 226).

In 1954, Paul Meehl asserted that prediction made by statistical assess-
ment needed no further clinical judgment or inference, in which the
prediction itself could be made by a clerical worker. Like Lundberg and
Sarbin, Meehl considered clinical prediction to be actually based upon
empirically known factors, including estimated or expected frequencies
among a similar population. That is, clinicians form opinions and render
decisions about individuals based on their experience of other individuals
who have engaged in similar behaviors or exhibit similar symptoms; they
thus compare the current individual against professionally or empirically
known factors and the expected base rate among a similar population, and
make decisions built upon this information. In this regard, Meehl asserted
that clinicians, in effect, already act as naive actuaries and creating and
using an actuarial table is an obvious advancement and more accurate
version of this system.

Noting that both the clinical and actuarial method must be assessed by
their success in accurately predicting risk (predictive validity), Meehl (1954)
asserted that the statistical method was superior, and that with few
exceptions the question of whether to “use our heads instead of the
formula” should only be decided in favor of the clinical method when
there is no adequate statistical method available (1957). Nonetheless, Meehl
did not completely disregard the clinical method or that the predictive
power of the two methods remained steady under all conditions (1956), and
even argued that he did not claim that objective psychological tests neces-
sarily predict better than clinical processes: “not only did I not say that
psychometric tests always predict better, in fact . . . I do not believe they
do” (1996, p. vi). Nevertheless, Meehl makes it quite clear that the “the
mechanical method is almost invariably equal to or superior to the clinical
method” (Grove & Meehl, 1996, p. 293). Built significantly on Meehl’s work,
as noted in Chapter 3, advocates of actuarial assessment argue that there is
no true hybrid of clinical and statistical methods of prediction and the two
methods are incompatible (Grove & Lloyd, 2006; Harris & Rice, 2007).

Nevertheless, Witt (2000) has written that few actuarial risk assessment
instruments are truly actuarial, and Campbell (2000) observes that most
actuarial risk assessment procedures eventually fall back onto clinical
judgment. Grisso (2000) similarly notes that many of the present actuarial
assessment instruments require some degree of clinical judgment, such as
the assessment of psychopathy on the Sexual Offender Risk Assessment
Guide (SORAQ), a diagnosis itself derived through a clinical process, as
described in Chapter 11.
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ACTUARIAL OR CLINICAL: THE DEBATE CONTINUES

Although it is often stated that actuarial assessments are more accurate and
more predictive than unstructured? clinical assessments (for instance,
Agisdottir et al., 2006; Hanson & Thornton, 2000; Steadman et al., 2000),
the debate is nonetheless far from resolved or stagnant.

Boer (2006) describes the risk prediction literature as fragmented and
oppositional, in which neither the authors of actuarial or structured clinical
instruments acknowledge the effectiveness of instruments in the opposing
camp. In their 1999 paper, Douglas, Cox, and Webster concluded that both
actuarial and clinical assessments have clearly identified different strengths,
and are critical of the “gap”” between the practitioners of actuarial and clinical
evaluation in which neither method could be said to be intrinsically more
effective than the other. Despite the contention of Grove, Zald, Lebow, Snitz,
and Nelson (2000) that actuarial assessment proved to be superior to clinical
assessment in 3347 percent of the 136 studies examined in their meta
analysis, they also noted that actuarial assessments were only substantially
more accurate in about 10 percent of the studies, and that clinical predictions
were “often as accurate as mechanical predictions” (p. 19), noting also that
many of the studies included in their meta analysis were “methodologically
unsound”” (p. 25). However, in their review of the Grove et al. meta analysis,
Hart et al. (2003) pointed out that in about 40 percent of the cases the two
approaches to prediction were equal, and in about 20 percent of the cases the
clinical method was more effective. They concluded that “although it is
correct to conclude from this that the actuarial approach was equal or superior
80 percent of the time, it is equally correct to conclude that the clinical
approach was equal or superior 60 percent of the time” (p. 11).

Further, Boer er al. (1997) assert that there are no well-validated actuarial
scales of risk for sexual violence, and Melton, Petrila, Poythress, and Slobogin
(1997) write that “the bottom line is that the research has not delivered an
actuarial equation suitable for clinical application in the area of violence
prediction” (p. 285). Similarly, Doren (2002) has written that no actuarial
instrument can assess true reoffending risk because current actuarial instru-
ments do not yet “include enough of the relevant considerations to maximize
our predictive effectiveness” (p. 113). Summarizing this position, Hart et al.
(2003) write that no methods currently exist for making precise estimates of
future risk with any degree of certainty, and that the “superiority of actuarial

2. The comparison has been most often made between actuarial and unstructured, or
unaided, clinical assessment. These are clinical assessments that are not structured
or guided by a structured or assessment instrument or process, and are discussed
later in this chapter.
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decision-making is an article of faith. Any claim of actuarial superiority is an
inference” based on questionable evidence (p. 11).

Nevertheless, in an unpublished presentation that addressed ethical
issues in adult sexual offender risk assessment, Grisso (2000) expressed
concern that the results of actuarial assessment instruments are given far
more weight than the instruments can actually support. In his address,
Grisso concluded that the process of actuarial assessment in predicting
sexual offense recidivism is in its infancy, and that questions about con-
struction, standardization, inter-rater reliability, and ambiguous base rates
raise questions about the capacity of such instruments to meet legal stand-
ards for scientific evidence. Just as Hart et al. (2003) describe ““pseudo-
precision” in actuarial assessments, he pointed out that the base rates upon
which actuarial assessments are necessarily built are not really known with
respect to the various populations with whom the instruments may be
applied, and highlighted other difficulties and concerns about the psycho-
metric validity of the instruments. Illustrating this point, describing current
adult actuarial risk instruments as immature in their development, Grisso
noted that none have yet appeared in the catalogs of any test publisher
because of their lack of robust and proven psychometric properties.

Further, Grisso (2000) commented that in some cases actuarial assess-
ment instruments have been placed into use absent of any kind of manual to
guide their standardized application, and in other cases manuals or guides
that have been made available by test authors lack information on reliabili-
ty, standard errors of measurement, or evidence of validity. His comments
and observations are mirrored by Hart el al. (2003), who similarly note the
absence of published manuals by which to ensure the correct administra-
tion, scoring, or interpretation of current actuarial assessment instruments,
and assert that such tools have not yet achieved the level of psychometric
rigor to meet publication standards. Further, Grisso observed that many
evaluators who use the instruments are not specialized in the evaluation of
sex offenders and may thus use the tools blindly, making them subject to
misuse and misinterpretation. Grisso finally points to the ethical guidelines
of the American Psychological Association that render it improper to
presume that a score on a test of any kind means the same thing in all
cases, noting that scores of any kind must be interpreted because the value
of a score in any given situation is dependent on many variables.

THE FLAWS OF BOTH METHODS

Campbell (2004) argues strongly that both clinical and actuarial risk
assessment instruments are significantly flawed. He argues that the
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“elasticity of clinical judgment allows stretching it to conform with the a
priori expectations of an evaluator” (p. 35), and that actuarial assessments
are “‘systematically biased in the direction of ruling-in recidivism risk” (p.
67). He further asserts that neither method stands up to rigorous scientific
scrutiny, characterizing all current actuarial and clinical risk assessment
processes as inadequate. Campbell asserts that all current evaluation
instruments are insufficiently standardized, lack inter-rater reliability,
are absent of adequate operational manuals, and generally fail to satisfy
significant scientific standards. Campbell argues that current instruments
are capable of maintaining scientific credibility in light of full disclosure of
their limitations and create an appearance of precision that exceeds their
actual accuracy. With respect to actuarial assessment, Campbell (personal
communication, September 21, 2004) describes predictive accuracy as not
exceeding chance if classification accuracy is obtained by relying on the
recidivism base rate.

Hart et al. (2003) write that all forms of risk assessment share problems
and deficiencies, including their focus on risk factors, rather than those
associated with strengths, resources, and protective factors (described in
Chapter 8, for instance). They describe a second problem as the failure of
risk assessment instruments to address intervention strategies, and yet a
third as a lack of quality assurance, in which they recognize that it is naive
to assume that all professionals will function similarly in their work.

Douglas, Cox, and Webster (1999) take the approach that both assess-
ment approaches have clear strengths but are both flawed, perhaps less by
their intrinsic operational methods than by the global manner in which
they are carried into practice by evaluators. They hold the view that
actuarial prediction is generally superior to clinical prediction in terms
of predictive validity, but nevertheless inapplicable and inappropriately
used when the goals of risk assessment include management, prevention,
and treatment. Their view is that risk assessments should “reach into the
future” and specify the level of risk as a function of various possible
conditions so that treatment and management can be organized to
reduce risk for recidivism. Their position is that “something more than
mere prediction is normally needed”” and that actuarial instruments are
appropriate and important only as part of a larger assessment process (p.
157). Douglas et al. believe that each method must inform the other in order
to attain a level of sophistication in both science and application. Their
focus, then, is on narrowing the wide gap they describe between research-
ers and practitioners, and thus significantly on training, noting the need for
clinical risk assessment to be informed by research, and actuarial research
to be informed by and responsive to the realities of clinical practice.
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Sjostedt and Grann (2002) agree that both actuarial and clinical risk
assessment processes have strengths and weaknesses. In their study,
actuarial assessment instruments worked well under certain conditions
but were less accurate in discriminating among types of sexual reoffenses,
and they were of little value in distinguishing between types of sexual
offenders. Hence, they are in agreement with Douglas et al. (1999), as well
as Hart (1998), in conceptualizing the scope of risk assessment as the
management, treatment, and prevention of sexually abusive behavior and
not simply prediction, writing that prediction alone provides so narrow a
focus as to become meaningless. They relegate the role of actuarial assess-
ment, therefore, to “rough screening and pretreatment assessments”
(p. 312), in keeping with Hanson and Thornton’s (2000) observation that
when used in isolation actuarial assessment cannot be used to plan for or
implement treatment, recognize or assess change, or predict when or under
what circumstances sexual recidivism is most likely to occur. Sjostedt and
Grann recommend that actuarial instruments be used cautiously, knowing
that whereas they may predict well under some circumstances they may go
“far off target” in other cases (p. 183).

STRUCTURED AND LITERATURE-BASED CLINICAL ASSESSMENT

Most of the comparisons between actuarial and clinical assessment, and
indeed most of the criticism aimed at clinical assessment, have been based
on unguided or unstructured clinical judgment. On the other hand,
virtually all of the support and advocacy for clinical risk assessment has
been directed toward those assessments guided by a structured instru-
ment, the design of which is, in turn, anchored in the professional and
empirical literature. As described in Chapters 4 and 7, the literature-based
clinical assessment instrument represents the heart of this aspect of risk
assessment, often referred to as structured and empirically guided risk
assessment. Nevertheless, given the lack of strong empirical support for
many of the risk factors such tools are better described as literature based.’

Whereas unstructured risk assessment is based entirely on the evalua-
tor’s experience, training, orientation, and approach, structured risk as-
sessment is shaped by a highly defined instrument that both determines
and limits the type and range of information to be gathered and the specific
nature of those factors considered to represent risk. Moving from unaided
clinical judgment or unstructured professional judgment, the structured

3. See Chapter 7 for a review and discussion of the empirical and professional basis for
the inclusion of risk factors into structured clinical risk assessment instruments.
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clinical assessment instrument guides the evaluation process through its
inclusion of defined risk factors, allowing the evaluator to estimate the
chances of sexual recidivism by, simply put and in effect, matching the
individual against the risk factors. The way in which a match is made varies
from assessment instrument to assessment instrument, but essentially it
involves the presence of risk factors along some form of continuum that
ranges from absent to present.

In an actuarial assessment, which is always structured and defined
completely by the rules, a numerical score is given to each risk factor
based on the level of its presence. For instance, zero sexual offense
adjudications may result in a score of zero whereas adjudication/conviction
on one, two, or more sexual offenses may each result in an increasingly
higher score (depending on the design of the particular actuarial
instrument). However, the final assignment of risk is entirely the result
of the summed risk factor scores. The higher the score, the greater the risk
level. The same process is practiced in clinical risk assessment instruments
as well, but in matching the individual against each risk factor (again,
depending on the design of the particular instrument) it is the clinical
evaluator who determines the weight given to each factor. For instance, it is
the evaluator who may determine the severity of the sexual offense or the
significance of a particular personal characteristic in assessing risk, rather
than a rigidly or even clearly defined criteria. Despite clear problems with
such a model, it is precisely this level of judgment that makes the process
clinical. Indeed, Doren (2002) has written that one of the strengths of the
structured and empirically guided approach to risk assessment is that
““evaluators can give weight to the different risk considerations based on
the case dynamics” (p. 108).

Even though structured clinical instruments have no psychometric
attributes, in order to have at least face validity, as well as content Validi’cy,4
the instrument must be built around risk factors that are known or believed
to be related to the risk for sexual recidivism, which is where literature-
based or empirically guided assessment comes into play. Beyond this,
given the level of clinical judgment required in assessing when a risk factor
is in play and to what extent, two things are required to ensure the integrity
of the risk assessment process. One is a high level of structure and
definition, both in order to clearly define each risk factor and to provide

4. Content validity requires that a measure represent all facets of the construct being
examined, whereas face validity refers to the measure’s appearance of measuring
the “right” variables, rather than variables that are irrelevant to the construct—in
this case, the assessment of sexual risk.
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clear instruction on how the instrument should be used and completed; the
second involves the supervision and training of the evaluator in risk
assessment in general and the use of the specific risk instrument.

Together, these two requirements help ensure not just the integrity and
strength of each use of the instrument, but an increased likelihood that (1)
the same evaluator will conduct the evaluation in the same manner each
time, and (2) different evaluators will recognize and assess the same risk
factors as other evaluators and in the same manner each time they engage
in the use of the same risk instrument. This builds consistency both in use
and interrater agreement, both important facets of reliability. Thus, a
structured clinical instrument can demonstrate qualities of both validity
and reliability, even though it is far short of the statistically designed
psychometric instrument.

Describing this model as “‘structured professional judgment,” Hart et al.
(2003) write that structured professional guidelines help improve the con-
sistency and usefulness of decisions and improve the transparency of deci-
sion making, important in the absence of a method for making scientifically
precise estimates of risk. In clinical assessment, one way to do this is to build
the evaluation process and method on sound underlying theory, and shape
the evaluation through a defined structure, embodied by the structured,
literature-based and empirically guided clinical assessment instrument.

THE CONSTRUCTION OF THE STRUCTURED
CLINICAL INSTRUMENT

Clinical assessment instruments that are both structured and informed by
the professional literature will to the greatest degree possible involve
empirically based ideas. How they are organized and designed, including
the selection of risk factors, the inclusion of other content, and the method
by which risk is evaluated and a risk level assigned, remains entirely within
the domain of the author. Although a well-designed and careful instru-
ment will be based on the literature and research, the ideas and information
selected and presented are nevertheless eventually based upon the selec-
tion and choice of the author. This means that, to some degree, theory and
personal sensibility shape the instrument. Just as clinical processes,
by definition, ultimately define the assessment of risk in a clinical as-
sessment, so too do clinical processes partly shape the design of the
clinical instrument. This explains, of course, why there is more than one
clinical instrument and the likelihood that more will be developed. If this
were not so, we would have but a single clinical risk assessment instru-
ment, and it would be the correct version. The same, of course, to some
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degree is true of actuarial assessment instruments, which also explains
why more than one is available and why they are each different from one
another.

THE FRAMEWORK PROVIDED BY A STRUCTURED INSTRUMENT

Although I am reluctant to say this, there is no great science involved in the
creation of a clinical risk assessment instrument. Anyone can make one.
However, without care, depth of knowledge, breadth of experience, clear
organization, and strong design, the resulting instrument is not likely to
have much value; in fact, given its purpose it may cause actual harm rather
than simply failing to meet a need. Consequently, building a useful,
meaningful, and sensitive risk assessment instrument requires a significant
understanding of the mechanics of such tools, as well as a commitment to
thoroughly understanding the directly and indirectly related research and
professional literature that must be incorporated into the design and
application of the instrument. It is the author’s responsibility to ensure
the quality of the instrument and that instructions for its use are available
and clear. As a user of such an instrument, it is the consumer’s responsi-
bility to ensure that the instrument meets an acceptable professional
standard, as well as knowing how to use it.

However, without understating the skills, knowledge, effort, and energy
required to create a meaningful and useful clinical assessment tool, no matter
how much the tool is based on research and literature, it is not a psychometric
tool or a psychological test instrument statistically designed and tested with
proven statistical validity. Although statistical procedures of test construction
may go into the development of the instrument, such as construct, content,
and criterion validity and content analysis, structured risk assessment instru-
ments are not psychometric tools; they are simply organized and informative
checklists designed for the purposes of risk assessment. In fact, the structured
assessment instrument is little more than a well-developed, well-informed,
and well-organized checklist of ideas and information against which risk
assessment can be professionally implemented.

The instrument is the aide-memoire described by Webster et al. (1997) or
the structured professional guidelines described by Hart et al. (2003). It's an
organized aid to the systematic risk assessment process described by
Borum, Bartel, and Forth (2002), providing reference to a checklist of
risk factors that have a demonstrated or believed relationship to recidi-
vism, based on the literature. The clinical risk assessment instrument, then,
is a synthetic instrument derived from the research and literature, incor-
porating ideas believed to be important and valid into a formal, organized,
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and coherent instrument for use in a defined and organized assessment.
When the assessment process becomes organized and shaped by the
instrument, it becomes a structured assessment and thus assumes the
same format as every other clinical assessment organized by the guide
(helping to ensure reliability).

THE ESSENCE OF THE CLINICAL INSTRUMENT

Frankly, the construction of clinical instruments does not require the
energy, time, and resources that go into the research, development, testing,
validation, and analysis required for the creation of an actuarial instru-
ment. Although guided and shaped by both the literature and empirical
evidence whenever possible, as well as principles of test construction,
clinical assessment tools need not have any statistical properties whatso-
ever, and are generally not psychometric tools. Further, without evidence
that they actually predict risk, they cannot even be said to be accurate.
Neither can clinical assessment instruments claim to accurately or defi-
nitely compare the individual under assessment against other individuals
who have sexually recidivated, without specific reference to the base rate
for sexual recidivism or the known and validated characteristics of sexual
recidivists. Clinical risk assessment instruments simply provide estimates
of risk, based essentially on a comparison of that individual against risk
factors known or believed related to risk for sexual recidivism.

In fact, the three features that most distinguish the clinical risk instru-
ment from the actuarial instrument are (1) its lack of predictive validity, (2)
its inability to compare the individual against other individuals known to
have sexually recidivated, and (3) its assignment of risk based upon the
judgment of the evaluator rather than a statistically derived and defined set
of rules and scoring system. By contrast, the actuarial assessment is
defined by (1) its capacity to make estimates of risk based on its predictive
validity or proof of accuracy in predicting risk, (2) comparison of the
individual against known sexual recidivists, including predicted rates of
recidivism based on group data, and (3) assignment of risk based entirely
on a set arithmetical score that does not involve or require professional
judgment. Indeed, the lack of psychometric properties and statistical rigor
are weaknesses of a clinical tool and may limit the willingness of others in
the field to use the instrument or accept its findings, thus limiting its use in
research and as expert evidence in criminal or civil proceedings. A poorly
developed tool may also (and probably will) fail to do the job it sets out to
accomplish (i.e., the assessment of risk for a sexual reoffense) and may even
cause potential harm and lead to false positives or false negatives.
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Assessment instruments must first and foremost be well tuned to the
literature of the field, and especially empirical evidence, that supports the
selection of risk factors. There must then be a process of evaluating and
culling risk factors in order to determine those factors that will be included
in the assessment. After this comes the process of designing and organizing
the instrument, including developing a scoring system and writing opera-
tional definitions and instructions that allow clarity and consistency in
administration and use. Despite the fact that there are different methods to
achieve these goals, the development of the instrument is nonetheless
driven and defined by a process of professional expertise and judgment.

In the development of the MEGA (Multiplex Empirically Guided Inven-
tory of Ecological Aggregates for Assessing Sexually Abusive Adolescents
and Children),” Rasmussen and Miccio-Fonseca essentially describe this
process. They describe first reviewing the specific literature and empirical
research, then reviewing current risk assessment instruments, and then
applying their clinical expertise by ““drawing upon our almost half a
century of combined clinical and research experience’” (2007a, p. 188).
Their description nicely summarizes the process, but it is their reference to
clinical experience that perhaps most reflects the influence of personal
expertise, theory, and sensibility that offers the last word in determining
the final shape of clinical instruments.

ENSURING QUALITY IN CLINICAL ASSESSMENT:
WEAKNESSES AND REQUIREMENTS

To some the fact that the clinical instrument is not objective, but has a
subjective quality to it, is a downside. As a clinical tool, however, it is not
only a necessary feature, but also a defining quality, just as subjectivity
defines the clinical work of psychotherapy. If one sees subjectivity and
clinical judgment as a downside and impairment to the process of risk
assessment, then one may just as well see the process of psychotherapy as
an impairment to the evaluation and treatment of mental health disorders.
It is training and its practical and hands-on correlate, supervision, that
makes the difference in clinical work, and not the subjective process itself.
Hence, the subjectivity inherent in a clinical assessment instrument is not
an inherent weakness. The more knowledgeable the author and the better
the instrument design, the greater the strength of the instrument. Con-
versely, poorly designed instruments are highly subjective and are neither
well informed nor supported by the literature.

5. In development, as described in earlier chapters, and later in this chapter.
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In fact, the strengths of the clinical assessment instrument, and indeed
the larger clinical assessment process, are also its weaknesses. For instance,
the ability to exercise professional judgment and make decisions based on
such judgment leads to the possibility of ill-informed opinions and poorly
made decisions. Accordingly, clinical assessment instruments can be
narrow in focus, poorly designed and organized, lacking in clear explan-
ation, and poorly informed in their selection of risk factors. Beyond the
instrument itself, Monahan (1995) described four general weaknesses in the
practice of clinical prediction: (1) lack of specificity in clearly defining
exactly what is being assessed and predicted, (2) identifying and relying on
misleading, or “illusory” correlations, (3) not being aware of or ignoring
the statistical base rate of the behavior being predicted, and (4) failing to
incorporate situational or environmental information into assessment.

Nevertheless, a combination of well-developed clinical instruments and
well-trained clinical evaluators will correct these problems, and with
respect to the instruments we can set criteria against which such tools
can be compared and themselves evaluated. That is, we can establish some
objective markers, or markers of quality assurance, by which to guide the
construction of state of the art instruments and by which to evaluate them.
This can help define the sort of content that should be included in the
instrument, as well as the conditions it should meet in order to be capable
of reasonably estimating risk. Accordingly, to be considered well devel-
oped, well organized, and well informed, a clinical risk assessment instru-
ment should meet at least these 14 criteria, each one of which is of
importance, not least of all criteria number 14.

1. Comprehensive in depth and breadth of included content.
. Rationally and logically organized.
. Clear explanation of design, intent, and limitations.
. Clear instructions for use.
. Inclusion of static and dynamic risk factors supported by professional
literature.
6. Sufficient range of dynamic risk factors.
7. Clear definition of each risk factor.
8. Covers multiple aspects of risk in multiple life domains.
9. Rational and clearly defined scoring system.
10. Allows weighting of different risk factors.
11. Allows consolidation of data.
12. Yields transparent results, obvious to the reader.
13. Clearly oriented towards specific population for whom intended.
14. Allows re-evaluation of risk based upon dynamic risk factors.
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THE CONSTRUCTION OF THE ACTUARIAL INSTRUMENT

Despite describing the construction of actuarial instruments in a few
paragraphs, it’s not my intention to suggest a simplicity to the process.
On the contrary, these are complex instruments that are the result of
complex data gathering and statistical analyses. As Grisso (2000) notes,
in the broader field of general violence risk assessment, acceptable actuarial
tools are just beginning to be developed after more than 20 years of work,
and with the support of several millions of dollars. In part, this is because,
unlike clinical instruments, actuarial assessment instruments do require a
comparison group, and a large one at that, and do require defined and
coded means of measuring standardized bits of information against that
base population, and in addition must know and be built upon the base rate
at which the risk behavior occurs—in this case, sexual recidivism.

Unlike clinical instruments, which compare the individual against a set
of risk factors (and perhaps protective factors, as well) but not against
anyone else, actuarial instruments compare the individual against a pool of
other individuals. In actuarial assessments, evaluation based on the pres-
ence and quantity of risk factors serves as a means by which to build a
group portrait of the individual being assessed, in which he or she
resembles others in a risk pool who have previously been classified as
either low, moderate, or high risk (or some variant) based on their actual
recidivism. Thus, the individual is not being truly assessed as an individu-
al, but as a member of a group in terms of his or her resemblance to or
membership in a class, in our case, sexual recidivists. The actuarial
assessment thus throws a net out and captures individuals within that
net. The narrower the net, the greater chance that it will catch those most
likely to recidivate (reduce false positives) but also lose many others who
may also be at risk for recidivism (allow false negatives). The broader the
net, however, the less the false negatives but the greater the chance of
creating false positives (that is incorrectly identifying individuals at a
higher risk).

There are other elements to be considered also, including the selection of
risk factors and the process through which they are selected, the weighting
of scores (for example, the weight given to three sexual offense convictions,
compared to one or six; personal or social factors believed related to sexual
recidivism; or scores on a psychopathy scale), and decisions about cut-off
scores that determine the differences, for instance, between low-, moderate-
and high-risk offenders. Adding more complexity, cut-off scores can also
be used to determine a far greater level of specificity, such as a 30 percent,
50 percent, or 90 percent chance of sexual recidivism, as well as
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determining the period of time during which risk for recidivism is the
greatest; for instance, a 30 percent chance of reoffending within three years,
or a 55 percent chance of reoffending between years 7 and 10.

The grouping of individuals is one of the strengths of statistical predic-
tion, but it also has downsides. For one thing, the assessment cannot be
specific to the individual in the way allowed by a clinical assessment, and
aimed at group data it inevitably creates false positives or negatives. In
providing a lecture to a large audience for whom lunch is provided free, the
conference organizers must determine how many people will eat lunch.
Based on their experience with similar events and audience demographics,
the organizers have a clear sense of how many people usually eat lunch (the
base rate) and furthermore how many will want a vegetarian lunch. They
can thus say with reasonable certainty that 85 percent of the audience will
eat lunch, of whom 12 percent will require a vegetarian meal. And, because
of their experience they’re more or less correct in their estimate, and if they
have enough base rate data and demographics on the past and current
audience (and the time on their hands), they may even be able to state with
some authority and precision the type of person most likely to eat lunch.
Nevertheless, even though they may be able to create a statistical profile of
the individual lunch eater, it's unlikely that the organizers can name the
specific individuals who will actually eat lunch.

Nevertheless, the profile of the low, moderate, and likely lunch eater
would be enough to classify individuals within the audience into one of
these groups, or even into the vegetarian subgroup. The clinical assessment
instrument does not have this capacity, and neither does it attempt to classify
the individual by direct (or indirect statistical) comparison to a group.
Instead, it attempts to identify who is more-or-less likely to eat lunch by
examining each audience member as an individual. This is clearly a lot less
economical and efficient than the process of actuarial assessment, which in
addition, once developed, offers a straightforward and simple process with,
most likely, a higher hit rate (that is, higher level of predictive accuracy).

Essentially, however, to build an actuarial instrument one must have a
known and large enough base rate, that is a substantial pool of known
sexual recidivists. As we want to know about sexual recidivism, we have to
know what it is about sexual recidivists that makes them alike and yet
distinguishes them from those sexual offenders who don’t recidivate.
That's why there must be a large enough base rate of sexual recidivism
from which to draw meaningful data and statistical conclusions, and why
the instrument must be validated and revalidated on different populations
of sexual offenders so that we can be sure that the data were not simply
idiosyncratic to the sample we happened to study.
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To use two adolescent risk assessment instruments as an example, of the
96 adolescent sexual offenders comprising the original sample for the
J-SOAP (Juvenile Sex Offender Assessment Protocol), follow-up data were
obtained on only 75 youth of whom only three recidivated, for a base rate
of only 4 percent of the 75 youth (Prentky & Righthand, 2003). This
provides no basis for actuarial assessment, even though it was, and
remains, the goal of the ]-SOAP to become an actuarial instrument. In
the development of the JSORRAT-II (Juvenile Sexual Offense Recidivism
Risk Assessment Tool), presently the only actuarial assessment instrument
for adolescent sexual offenders, among the original sample population of
636 juvenile sexual offenders 84 sexually reoffended before their 18th
birthday, for a recidivism base rate of 13.2 percent. This provides a clear
basis for the development of an actuarial tool (Epperson et al., 2006), which
presented itself as just one early step in the development of the instrument,
although it has been fully validated in only one state at the time of this
writing. Epperson and colleagues worked through the data and their
statistical analysis, eventually arriving at the current instrument and the
12 risk factors of which it is statistically comprised (described in Chapter
14). At the time of this writing, the instrument is being validated in a
second location, with plans to continue validation in different parts of the
United States (that is, testing for the same results with the same cohort but
in different locales). In fact, in the second validation study, there was a
recidivism rate of 12.8 percent among a sample of 538 adjudicated juvenile
sexual offenders, again enough of a base rate from which to draw
meaningful data in terms of recidivism.

WEAKNESSES OF ACTUARIAL ASSESSMENT

Actuarial assessments have clear and inherent weaknesses, many of which
have already been described, including and perhaps especially their
reliance upon static risk factors and what Grisso (2000) has therefore
referred to as the “tyranny of static variables,” given their unchanging
nature and their complete independence from life as it unfolds and
develops. These weaknesses are even more amplified when we consider
their use with still-developing children, assuming that is even really
feasible to meaningfully apply an actuarial assessment for children and
adolescents (including the JSORRAT).
In addition to limitations already noted:

1. Although mostly based upon objective facts, actuarial assessments in
construction or application often depend upon clinical judgment or
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interpretation to either produce risk factors, interpret situations under
which risk occurs, or assess behaviors or relationships.

. Actuarial assessments are limited in scope to facts or pseudo-facts,

and are unable to infer or search out important data that do not fit into
the structure of the assessment or do not take the form of fact.

. Actuarial assessments are rigid and lack the ability to provide mean-

ing or render judgments about data.

. Actuarial assessments lack the ability to formulate, and are thus able

to present only a simple picture without any explanation.

. Actuarial assessments are static and do not allow the possibility for re-

evaluation or the re-assignment of risk over time.

. Actuarial assessments for sexual recidivism are not based upon truly

valid variables as there is no clear or definite set of risk factors or
combination of risk factors that unequivocally contribute or lead to
sexually abusive behavior, resulting in the selection of variables that,
in themselves, are the product of judgment or other processes subject
to error, and not fact.

. Actuarial assessments fail to incorporate situational or environmental

variables.

. The ability to determine the effectiveness and utility of an actuarial

assessment is based entirely on its predictive power, which cannot be
fully evaluated without adequate and meaningful recidivism studies.

. Actuarial assessments do not take the age of the offender into con-

sideration, except in a very general manner, and thus do not address
or recognize developmental issues related to childhood and
adolescence.

THE ITERATIVE CLASSIFICATION TREE APPROACH
TO RISK ASSESSMENT

There is currently no Iterative Classification Tree (ICT) approach to
assessing risk for a sexual reoffense. In fact, the approach was developed
by Monahan et al. (2001) to assess risk for violence in hospitalized mental
health patients and is currently available for this purpose as a software
assessment package called the Classification of Violence Risk. It has not
been used for risk assessment outside of this use, but may at some point be
a tool developed to assess other forms of risk, referred to as ““an exceed-
ingly important methodology”” by Campbell (2004), who virtually dismisses
every form of sexual offender risk assessment methodology (as described
above).



Projecting Risk: Tools for Risk Assessment 229

The model is based on a “classification tree”” that is algorithmic, in that
of an entire set of questions the actual questions selected are contingent
upon the subject’s answer to the previous question. In this way, although
based on an set of questions that may be empirically derived, the assess-
ment is decidedly individualized and aimed at only those questions (or, in
the case of risk assessment, risk factors) that apply to the individual being
assessed, a process to which Monahan et al. refer as ““customizing risk
assessment.”’

The ICT model, however, builds and uses several classification tree
variants, each of which is comprised of different risk factors believed
related to violence in hospitalized mental health patients. Every individual
is assessed through the “parent” classification tree. Upon completion of the
classification tree (the actual application of which is customized) individ-
uals are assessed as either low or high risk, but individuals who cannot be
classified into one of these two groups pass into a second classification
tree process, or a second iteration. Those not assessed at a low or high risk
are considered to be at an average level of risk compared to the entire
population being assessed. The ICT assessment continues with classifica-
tion tree iterations until all individuals have been classified as low, high, or
average risk. However, it is also possible to pass individuals assessed at
high or low risk through multiple iterations, thus confirming or discon-
firming their assessment of risk; Monahan et al. found that this strength-
ened the risk assessment process significantly, increasing the certainty of
assessed risk levels.

The methodology is frankly too complex to easily explain here, and it is
not currently applicable in the risk assessment of adult (and certainly not
juvenile) sexual offenders. However, it offers a glance into a different
means for assessing risk also built on known base rates and actuarial
procedures. The entire MacArthur Study on Mental Disorder and Violence,
including the Iterative Classification Tree assessment process, is described
in Monahan et al. (2001), and the ICT process alone is described in
Monahan et al. (2000), both of which are worth reading.

Of special importance, Monahan and colleagues describe this tool as
having practical value to clinicians. Further, they describe their belief
that actuarial tools, including the ICT, are best viewed and used as tools
for clinical assessment, used to “support, rather than replace, the
exercise of clinical judgment. This reliance on clinical judgment—aided
by an empirical understanding of risk factors for violence and their
interactions—reflects, and in our view should reflect, the standard of
care at this juncture in the field’s development”” (Monahan et al., 2001,
pp. 134-135).
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THE BALANCE BETWEEN STRUCTURE, CONTENT, AND PROCESS

Whether actuarial or clinical, the structured assessment instrument directly
defines the risk factors to be reviewed and assessed. In so doing, it also
indirectly defines the information that must be collected in order to assess
each risk factor. For instance, in defining as a risk factor the age difference
between the sexually abusive youth and the victim, the assessment instru-
ment makes clear the definition of the factor and its parameters. However,
in doing so, it also makes it clear that the evaluator has to gather the specific
information that is required to actually address the question. That is, what
is the age difference? Likewise, if the instrument additionally defines
general antisocial behavior as a risk factor, it must directly define what
is meant by antisocial behavior (its nature and delimiters), thus ensuring
clarity and consistency in assessing for the presence of the factor. In doing
so, it also necessarily, but indirectly, requires that the evaluator gather
whatever information is required to assess for the presence of the factor.
Thus, the assessment format defines both the risk factor content and creates
a structure by which information must be gathered in order to address each
individual risk factor.

However, although the assessment instrument defines content and,
albeit indirectly, what information must be gathered to address required
content, the instrument does not necessarily define how the information is
to be gathered. In fact, all of the current assessment instruments define the
risk factors and thereby tell the evaluator what information is required, but
none instruct the evaluator on how to get the required information. The
manner in which the information is gathered, how it is interpreted, and
the formulation derived from the gathered information is determined by
the evaluator, based upon the parameters and rules of the assessment
instrument. There is thus a balance between what is gathered (determined
by the instrument), how it is gathered, and how it is interpreted (both
determined by the evaluator). The risk instrument therefore provides
content and structure, but not an approach to the process.

The same is true for both actuarial and clinical instruments, in that both
define the included risk factors and both therefore require the evaluator to
gather the necessary material, but neither tells the evaluator how to gather
the information. However, in the case of the necessarily cut-and-dried
actuarial assessment the required information is all static, and although it
can be gathered from different sources it need only be gathered from file
material if the evaluator so chooses. This is not the case for the clinical
assessment instrument, although some information may and should be
gathered through file material. For the most part, though, the clinical
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assessment will require multiple types of information to be gathered from
multiple sources, and is thus necessarily part of a larger assessment
process, moving at least partially in the direction of comprehensive
assessment.

CONCLUSION: THE CHOICE OF RISK ASSESSMENT INSTRUMENTS

Finally, in the choice of assessment tools, the evaluator should be aware of
different orientations and approaches in the underlying model, and even in
the design, focus, and scope of the assessment instrument, and in applica-
tion should be aware of these different underlying concepts and constructs.
This is certainly true, and perhaps most obviously so, when it comes to
differences between actuarial and clinical assessment instruments, but it is
also true to some degree when it comes to the things and the ideas that
distinguish clinical assessment instruments from one another.

However, the differences between instruments within the same class
(that is, actuarial or clinical) can frankly be difficult to fully discern, and
differences often seem more a matter of degree than substance with respect
to selected risk factors, scope, design, and wording. That is, actuarial
assessment instruments appear similar to one another, and the same is
true of clinical instruments and their similarities. Within their class (actu-
arial or clinical), these instruments generally espouse the same ideas and
principles and advocate for the same processes in understanding the sexual
offender and his or her risk for sexual reoffense. Nevertheless, there are, of
course, significant differences or there would be but one instrument in
either class.

Two adult clinical assessment instruments illustrate this point nicely.
The Sexual Violence Risk-20 (Boer, Hart, Kropp, & Webster, 1997) and the
Risk for Sexual Violence Protocol (Hart et al., 2003) not only share similar
risk items and a virtually identical scoring system, but also share two of the
same authors (even the name of the two tools is similar). Although the SVR-
20 is built on 20 risk factors® grouped in three domains and the RSVP on 22
factors in five domains, of these risk factors 20 are virtually identical (albeit
with slightly different wording and descriptions in a number of case), with
only two risk factors clearly distinguishing the RSVP as a different tool. The
most significant difference is perhaps in how the risk tools are presented, in
which the SVR-20 provides a format, explanation, and structure for
assessment, but the RSVP presents a six-stage model by which to imple-
ment and complete the risk assessment process from the gathering of case

6. Hence, the designation 20" in the name of the instrument.
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information (step 1), to assessing the presence and relevance of risk factors
(steps 2 and 3, which are actually a single step), the description of possible
risk scenarios (step 4), the description of case management needs (step 5),
and evaluation outcomes and recommendations (step 6).

The essential difference, then, between these two instruments lies less
in their selection and definition of risk factors than in their approach to
the risk assessment process, in which the RSVP provides a structured
means for implementing and recording the process from the first to last
step, whereas the SVR-20 does not. This represents a matter of greater
specificity, organization, and practicality, then, more than a significantly
different perspective or approach to risk assessment, or a different view
of risk and how to recognize and measure it. Indeed, the two instruments
are otherwise so similar that it is not clear what the other differences are,
other than two additional risk factors in the RSVP. As the SVR-20 is
currently being revised, it will be interesting to see if further differences
emerge.

There is a greater degree of difference among the few clinical instru-
ments available for the assessment of juvenile sexual offenders, however,
partly because there are clearly different authors and designs behind each
instrument. With respect to the actuarial-clinical instrument split, there is
only one current choice for actuarial assessment, the Juvenile Sexual
Offense Recidivism Risk Assessment Tool-II, and so there is no means
for comparison with other tools in its class. However, it looks very much
like the Minnesota Sex Offender Screening Tool—Revised, a frequently
used adult actuarial assessment instrument, which is no surprise as
Douglas Epperson is the primary author in both cases. With regard to
clinical assessment instruments, which, until the advent of the JSORRAT,
were the only available means for assessing sexually abusive youth, despite
differences these each embody the same ideas, methods, mechanisms, and
processes as one another; each describes the need to understand the
sexually abusive youth as a young person first and foremost, as well as
the need for the assessment to be part of a larger and more comprehensive
assessment process, rather than the final word.

Examined in more detail in Chapter 14, these instruments have clear
differences from one another, but despite differences in their appearance,
inclusion of risk factors, and depth and breadth, are more alike than
different. This is perhaps the way it should be, as they advocate for and
embrace the same ideas: that risk is a multidimensional construct best and
only thoroughly understood when examined globally, and that measuring
risk in juveniles is like shooting at a moving target. No matter which of the
clinical assessment instruments the evaluator chooses to use, and some
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evaluators choose to use more than one even within the same case (in effect,
for cross-validation), they each thus take us to more-or-less the same place.

I conclude the chapter with 10 questions that Hart et al. (2003) suggest
are important for the evaluator to consider in selecting a risk assessment
instrument. These questions, paraphrased by me, summarize much of
what has been said in this chapter and to some degree mirror the 14 quality
assurance markers described earlier, and they clearly reflect the role of the
risk assessment instrument as part of a larger process, and not necessarily
the process itself. Consider these questions not only in the selection of an
evaluation tool, but also as criteria to consider in the development of
instruments and the philosophy and ideas embedded within their struc-
ture and content.

1. Does the evaluation gather information concerning multiple domains
of the individual’s functioning?
. Does the evaluation use multiple methods to gather information?
. Does the evaluation gather information from multiple sources?
. Does the evaluation allow users to evaluate the accuracy of relevant
information?
. Does the evaluation involve both static and dynamic risk factors?
6. Does the evaluation allow reassessment, to evaluate change in risk
over time?
. Is the evaluation comprehensive?
. Is the evaluation comprehensible and acceptable to those who will use
its results?
9. Can evaluators be trained to use the evaluation in a consistent
manner?
10. Does the evaluation process result in information, ideas, and recom-
mendations that can reduce sexual risk?
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CHAPTER 13

Using the Instruments

for the evaluation, treatment, and supervision of sexually abusive

youth, developed by the Colorado Sex Offender Management
Board (Colorado Department of Public Safety, 2002). The Board asserts
that a juvenile’s level of risk should not be based solely on the sexual
offense, and it requires that a complete knowledge of the history, extent,
type of sexual offending, and other factors is needed before a risk of
reoffense and risk to community safety can be adequately determined. The
standards note also that the evaluation of sexually abusive youth must be
comprehensive and in estimating risk for reoffense include assessment of
cognitive functioning, personality, mental health, social history, behavioral
issues, family functioning, risk and protective factors, awareness of victim
impact, and amenability to treatment, in addition to an evaluation of sexual
behavior.

These ideas are certainly not new to you, as the same ideas have been
expressed repeatedly in previous chapters, but they are worth repeating
now, from yet one more source, as we consider the application of the risk
assessment process at the level of the risk assessment tool.

( jONSIDER THIS PERSPECTIVE drawn from the standards and guidelines

ATTRIBUTES OF A CLINICAL ASSESSMENT INSTRUMENT

It’s also clear by now that, unlike the actuarial assessment instrument, the
clinical assessment tool is merely a shell used to organize and record
information and reflect on and assign a level of risk. The data that inform
and activate the assessment risk tool are collected through the psychosocial
assessment, and, as previously described, the tool itself is really no more
than a sophisticated checklist that allows the evaluator to cover a great deal

234
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of territory, assess multiple specified risk areas, and organize data in a
prescribed manner. The use of such a tool ensures that the assessment of
risk is comprehensive, follows a clearly defined model, and provides a
consistent means for arriving at a clinically defined assessment of risk for
sexual reoffense. The organized aspect of the instrument keeps the eval-
uator focused on literature or empirically based risk factors that apply to all
risk assessments, whereas the clinical aspect allows the evaluator to
consider and weigh the many factors that impinge upon the life and
behavior of the particular individual being assessed.

Despite the fact that clinically assessing risk is neither simple nor cut-and-
dried, the clinical assessment tool has the capacity to go beyond the function
of only assigning a risk level. A well-developed clinical assessment instru-
ment can also elicit additional information that not only helps explain and
justify the level of risk assigned, but also identifies and highlights: (1)
characteristics of prior sexual offenses, such as types of victims and
elements present in prior offenses, (2) likely scenarios and conditions
under which risk is highest, as well as possible victim types in the event
that the juvenile does reoffend, and (3) possible motivators for the offense
and extenuating circumstances. In addition, a thorough risk assessment
instrument will include a written formulation that summarizes and
explains the risk assessment level assigned and also present a perspective
about the sexually troubled youth that helps explain his or her behavior,
describes personal development and characterological and psychological
traits, central issues and problems for the youth, and the prognosis if things
go unchanged. Finally, the risk assessment instrument can highlight or
suggest recommendations for placement, treatment, and supervision that
will be useful in the process of disposition and treatment planning.

In terms of its utility as both a tool by which to assess risk and assign a
risk level and a step in a larger risk assessment process, risk assessment
instruments may be considered in terms of the 14 quality assurance
markers that address the design of the instrument itself, or the 10 questions
posed by Hart et al. (2003) that describe the role of the instrument in the
larger risk assessment process, both of which were described in Chapter 12.
Alternatively, culled in part from these combined 24 factors, risk instru-
ments can be compared against 10 simple points that address attributes of
utility and design.

1. Relevancy: How well suited is the instrument for the population it is
intended to evaluate?

2. Scope and range: How broadly does the instrument allow the gather-
ing of information from domains across the youth’s life, in order to
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gather an expansive view of his or her past and current psychosocial
functioning and capacities; developmental experiences and processes;
and family, social, and environmental supports, challenges, and
experiences?

3. Depth: How deeply does the instrument penetrate within (rather than
across) separate domains and engage the information necessary to
form a broad picture and understanding of the youth’s psychological,
emotional, social, and behavioral functioning?

4. Range of data type: Does the instrument rely on one type of data, or
does it allow for or require multiple types of data?

5. Range of data sources: Does the instrument rely on one means for
gathering data, or does it allow for, and in its design require, multiple
sources for data acquisition?

6. Utility: How practical is the instrument in helping to achieve the goal of
risk assessment and in defining, structuring, and directing the process?

7. Clarity: How clear and adequate are the instructions for use and the

methods for assessment?

. Ease of use: How easy is the instrument to use?

9. Transparency: How apparent to the reader is the process and reasons
by which the evaluator arrived at the formal assignment of risk?

10. Capacity for reassessment: How well does the instrument lend itself to

re-evaluation over time?

oo

ORGANIZATION OF THE RISK INSTRUMENT

Risk assessment must consider multiple aspects of risk, and the final
assignment of risk is based upon the interrelationship among all of the
individual factors, or groups of factors. In a statistical model scores are
assigned to each factor (according to scoring rules), adding to a total score
that assigns the level of risk. However, in a clinical model, the evaluator
examines each risk factor as an element of risk, taking into account the actual
history of sexually abusive behavior and related static factors, the relation-
ship among all factors, and the personal and contextual factors that lend
themselves to a more complete understanding of the youth and the circum-
stances that shaped, contributed, or led to the sexually abusive behavior.
Recognizing that there are multiple risk factors and that they must be
examined and pieced together, it is useful to create categories of risk that
incorporate and contain these multiple factors and allow the assessment to
remain highly organized and coherent. Hence, similar elements of risk are
grouped together into larger risk categories or domains and within each
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individual risk elements are assessed. This is not the case for most actuarial
assessment instruments, including the JSORRAT, which typically assesses
and assigns points to each risk factor separately and then totals the points,
thus consolidating and combining risk factors into a single outcome score.
However, in the case of existing clinical instruments, individual risk factors
are always grouped into larger categories, and in effect assessed category
by category, rather than as individual elements. This ranges from the four
risk groupings of the J-SOAP to the 12 risk domains of the J-RAT.

Beyond the selection of risk factors and how they are presented or
grouped, risk instruments have varying utilities, involving how risk factors
are explained or defined, how much information is gathered about each
risk domain or grouping, and how much they move beyond a strict focus
on risk factors alone. For instance, do they allow the consolidation of
information about protective factors (as described in Chapter 8), do they
offer an opportunity for or require written explanation, do they consolidate
data, or do they offer information that goes beyond risk assessment per se.
Chapter 12 illustrated this process at work by describing the RSVP, a
clinical instrument used to assess adult sexual offenders, which provides a
six-stage process for assessment that moves past the assignment of risk
level alone to describing possible risk scenarios, case management needs,
and final evaluations and recommendations. The J-RAT similarly moves
beyond risk assignment alone, and additionally describes characteristics of
the juvenile’s sexually abusive behavior, future possible risk scenarios, and
primary motivators and factors that may help better understand the
individual and his or her risk for sexual reoffense.

One consideration, therefore, is how the instrument is organized and
how much information it yields, and, frankly, ease of use without sacri-
ficing detail and the value of the material that the instrument yields. Using
the RSVP and SVR-20 examples again (Chapter 12), the additional organ-
ization and information provided by the RSVP may be considered un-
necessary by some evaluators, and the shorter SVR-20 may yield just the
right amount of information needed by the evaluator to make an assess-
ment or risk. Less experienced evaluators may prefer the more focused
RSVP, whereas more experienced evaluators require less of the bells and
whistles. On the other hand, one might argue that less experienced
evaluators may prefer the SVR because it is briefer and they lack the
experience to recognize and appreciate the value added by the RSVP, and
experienced clinicians may therefore favor the longer and more complex
instrument as it adds far more to their assessments and yields more
detailed information. The same is thus true for evaluators using the
J-RAT, which is far more detailed and complex than other adolescent
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risk assessment instruments. Some evaluators may feel that the far shorter
25-factor ERASOR (26 actually, as it allows for an additional ““other factor”
score), broken into five scales, yields adequate information from which to
make clinical assessment of risk, as opposed to the 117 risk elements of the
J-RAT grouped into 12 risk domains. On the other hand, the J-RAT is
designed to gather, and requires far more information, and thus offers
greater depth and breadth, and accordingly both gathers and yields more
information about the individual being assessed from which to form an
estimate of risk.

To some degree, then, organization allows a logic and ease of use to
instruments, but it is the evaluator’s needs and experience that will, to
some degree, at least, determine the value of a particular instrument in
terms of its content, breadth, and depth. In the final analysis, evaluators
must find risk assessment instruments both user friendly and valuable in
content and utility.

SCORING AND GIVING WEIGHT TO RISK FACTORS

Each instrument, of course, allows some form of scoring, described in
Chapter 8, that allows each risk factor to be assessed across a range from
not present to highly present, although how this range is described varies
by instrument. The ERASOR, for instance, ranges from unknown, to not
present, partially or possibly present, or present, whereas the J-SOAP
assigns from 0-2 points per factor (in effect, from not relevant to very
relevant). On the other hand, the J-RAT uses a more dimensional rating
scale, moving from no concern to significant concern per risk element, and
includes a rating for not applicable and another for unknown. The
actuarial JSORRAT assigns points (as do all actuarial instruments) that
start at 0 for least concern and range upwards to denote statistically
greater concern.

One of the main differences, of course, between the actuarial method and
the clinical approach is that in the former case the risk assignment process
is entirely mechanical and is simply the statistically determined product of
the summed total of numerical scores. However, for clinical assessments,
although the evaluator may be reasonably sure that a behavior exists (i.e., is
present) or does not (is not present), determining or weighting the impor-
tance of that particular risk factor is up to the evaluator. In the case of the
actuarial assessment, the weights for individual risk factors have already
been determined statistically, usually through the process of multiple
linear regression. For instance, the importance of (or weight given to)
unrelated, stranger, or male victims, and the number of victims in any of
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these categories’ is the result of a prior statistical process, and the job of the
evaluator is to simply assign a point score based on the actual presence of
the behavior; no further weighting, and certainly no clinical judgment, is
necessary. The chief problem here comes only when the evaluator is
uncertain of the answer or has additional information that is not formally
recorded in documents. In either case, however, if the conditions that
define the presence or absence of a risk factor are not met then a zero score
must be given (absent of clinical adjustment).

However, unlike the actuarial evaluator, the clinical evaluator usually
must decide how to balance any given piece of information against the
totality of gathered information. For example, even though the individual
being assessed engaged in only one sexual offense it was particularly
heinous, or alternatively even if the single offense was quite severe it
seemed to represent an anomaly for this individual. How does this one risk
factor then stand up against the other 27 risk factors included in the J-SOAP
or the other 116 risk elements that comprise the J-RAT, many of which
perhaps suggest the individual is at either high or low risk in other
significant social, psychological, or behavioral areas of his or her life?
Weighting thus requires the clinical evaluator to decide upon the relative
importance or strength of each risk factor when compared against and
added into the aggregated whole. Accordingly, recognizing that “‘some
items simply are more important than others when it comes to predicting
outcome” (Prentky & Righthand, 2003, p. 8), through the process of
discovery embodied by the assessment procedure, the evaluator may
choose to place emphasis (weight) on one specific risk category, or even
a specific single risk factor within that domain. Hence despite the eval-
uator’s assessment of low concern for many risk factors, she or he may still
decide to assign a final level of high risk due to the presence of a single
high-risk factor or category that, in the evaluator’s judgment, is critical and
elevates risk.

Among the adult and adolescent clinical instruments, the J-SOAP
handles this aspect of risk assessment and the weighting of individual
items differently because, as noted, it assigns numerical scores rather than
nominal or descriptive labels (such as ““present” or “not present”). Ac-
cordingly, the authors of the tool have already weighted each risk factor,
much as in the design of actuarial scales, which is why the J-SOAP is often
described as an “actuarial-like” instrument (and sometimes mistakenly
described as an actuarial assessment). The J-SOAP weights its risk factors
through the process of “unit item weighting,” which the authors consider

1. Three items from the 10-item STATIC-99, an adult actuarial assessment instrument.
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superior to “clinically derived” item weights in which the evaluator
decides the importance of each factor and its resulting weight compared
to other factors in the instrument. However, unit item weighting represents
little more than assigning a ratio-based higher score” to risk factors that are
more severe or more significant in their presence (such as more sexual
offense charges or greater parental instability). In the absence of empirical
data supporting weighting in one direction or another, this represents little
more than a safe approach to determining one item to be of greater
importance than another, and strips the clinical evaluator of the capacity
to make decisions about the comparative importance of risk factors. In
itself, a decision to go with unit weighting rather than clinical weighting
represents a clinical decision made by the instrument author about how to
assess and score items. Nevertheless, for the evaluator it also offers a safer
and easier route to weighting as decisions about weighting have effectively
already been made by the author of the instrument.

Nevertheless, the J-SOAP itself, of course, is a clinical instrument.
Although it requires that evaluators do not make adjustments to the
risk factor score, it allows the idea of clinical adjustment in drawing
conclusions about risk, ““based on risk-relevant information that the
J-SOAP-II did not take into consideration” (Prentky & Righthand, 2003,
p- 9). In fact, the J-SOAP specifically does not assign a risk level and yields
only a total score that the evaluator must interpret, and evaluators are
specifically instructed to not make decisions about risk based exclusively
on the results of the J-SOAP, which “should always be used as part of a
comprehensive risk assessment” (p. 1).

In describing a scoring system that uses descriptive, or nominal, labels
that reflect the absence or presence of a risk factor (or the quantity of
presence, such as partially or fully present), Boer et al. (1997) write that
“although admittedly crude, such simple coding is readily comprehended
by other decision-makers and easily translated into action” (p. 34). They
also write ““it is not possible to specify a method for reaching a summary or
final decision that is appropriate for all situations. . . . For clinical pur-
poses, it makes little sense to sum the number of risk factors present in a
given case and then use fixed, arbitrary cutoffs to classify the individual as
low, moderate, or high risk. It is both possible and reasonable for an
evaluator to conclude that the individual is at high risk for violence based
on the presence of a single factor.” However, in the absence of single highly
weighted factors, ““it is reasonable for assessors to conclude that the more

2. That is, a score than moves up in equal increments from a lower to higher number,
from a zero score baseline.
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factors present in a given case, the higher the risk for violence. Even here,
though, assessors must be cautious” (p. 36).

The evaluator faces a choice, then, in deciding upon a clinical instrument
in which the weighting has already been taken care of by the instrument
designer, as in the case of the J-SOAP, or an instrument that places far more
in the hands of the assessor. In the latter case, the process is admittedly and
clearly a lot cruder and fraught with difficulty and the possibility of
inconsistency, and requires a higher level of trust in the evaluator. This
is not reason to discard such a process; indeed, these are statements that can
be made about all clinical work. However, it is a reason to recognize the
possibility of poor clinical practice, build clinical tools that are as clear and
structured as possible, and ensure adequate training and supervision of
clinicians and clinical evaluators.

TAKING STOCK OF RISK FACTORS

The actuarial evaluator may only take stock of and include in the assess-
ment information that is in the written record or other form of documenta-
tion allowed by the assessment instrument.’ In the absence of information
approved in this manner, data may not otherwise be recognized or admitted
into the assessment. For instance, again referring to the STATIC-99, points
are assigned for the number of sexual criminal charges or convictions.
However, in reality, charges are often pleaded down to a lower charge, such
as a non-sexual charge, or are dismissed, or a sexual offense is not charged
at all even though it has occurred. In each of these cases, the evaluator must
score a zero, even though the evaluator may know that one or more sexual
offenses actually occurred. Nevertheless, the evaluator may not add points,
even if there is certain knowledge of a history of sexual offenses, unless
prepared to make a clinical adjustment to the actuarial assessment. Hence,

3. Indeed, one may say the “instrument rules” in actuarial assessment, whereas in
clinical evaluation, the “evaluator rules.” This is the very crux, perhaps, of the
actuarial-clinical debate. From the perspective of arithmetical and positivist science,
actuarial decisions are sharp, dependable, unequivocal, and unbiased, and
professional judgment is viewed as suspect, biased, and crude (unless supported
by empirical evidence, in which case the judgment is no longer clinically based, but
is empirical instead). Conversely, the science of statistical assessment is viewed from
the clinical perspective as rigid, unrealistic, and uninformed by and inapplicable
under field conditions, in which a sterile and single minded view is imposed upon
practitioners. From this perspective, a trained clinician must trust his or her training,
experience, and judgment in making decisions that affect and shape the lives of
other human beings, informed by and drawing upon empirically driven science that
instructs but does determine clinical practice.
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in an actuarial assessment, this may mean ignoring a sexual offense because
it has not been charged. In the case of the JSORRAT, there is an even higher
standard as adjudication (i.e., conviction) is required, and not just a criminal
charge. The same is true for every risk factor in which the factor may be
included in the assessment only by meeting the defined rules of the
instrument, and not the judgment of the evaluator.

The clinical evaluator does not face the same problem as the actuarial
evaluator in recognizing and including known information that is provided
through a source other than the file record. Here, even though there may be
no sexual offenses with criminal charges for example, it may be perfectly
clear that the individual has engaged in one or more incidents of sexually
abusive behavior. It may even be that the information was learned through
or substantiated by the offender himself, who honestly reported his history
of sexually abusive behavior, even though not charged or convicted. The
clinical evaluator has the capacity to include this information in his or her
evaluation of the juvenile, whereas the actuarial evaluator does not have this
option, absent of the process of clinical adjustment. Hence, without clinical
adjustment to the actuarial assessment, important information pertaining to
risk for reoffense is nullified and may not be considered in an assessment for
sexual reoffense. It may also be that the reverse is true; that the individual
was charged or convicted inaccurately or even unfairly, as in the case,
perhaps, of a Romeo and Juliet conviction (Chapter 1) involving 19-year-old
and 16-year-old consensual partners. There may even be several charges
related to the same Romeo and Juliet romance, elevating actuarial risk even
further. The problem in either example (more offenses than criminally
charged or criminal convictions that don’t reflect a real sexual offense)
cannot be addressed or resolved without the application of clinical judgment.

The problems are frankly even clearer and far more pertinent in the
world of juvenile sexually abusive behavior where such behavior is quite
frequently never criminally prosecuted. In these cases there are no
charges, let alone adjudications, and the court system is never brought
into play. Instead, the case is handled by social services, even under
circumstances of substantiated sexually abusive behavior. In other cases,
even when criminal charges are filed, both juvenile and adult courts
prosecuting the cases may lower the charges to non-sexual charges, or
quite frequently continue the case throughout treatment. In any of these
situations, evaluations for sexual reoffense must be made absent of the sort
of highly defined circumstances (such as number of adjudicated sexual
offenses, or even nonsexual offenses) that make up the body of the
actuarial assessment. In fact, of the 12 risk factors that comprise the
Juvenile Sexual Offense Recidivism Risk Assessment Tool-1I, seven
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pertain to actual adjudications* or criminal charges. For this reason, the
JSORRAT may only be administered to adjudicated sexual offenders as
that is the population upon which the instrument was built and stand-
ardized, thus making it a tool of choice only in certain conditions. If used
with uncharged or unadjudicated juvenile sexual offenders, the instru-
ment will necessarily reflect low risk for sexual recidivism. Hence, when it
comes to youths receiving evaluation and treatment through the social
service system, only clinical evaluation can address the population.
Depending on the clinical assessment instrument, the clinical evaluator
may decide, not just on how to weight risk factors, but also on how and even
what information to include in the assessment in order to most meaningfully
explore and assess the risk factors named and described by the instrument.
Regardless of the instrument itself, the evaluator is empowered by the clinical
assessment process to gather, use and, frankly, interpret information from
multiple sources, and therefore must apply professional judgment in order to
consolidate complex data. Unless one doubts clinical judgment under any
circumstances, this is a strength and defining feature of the clinical assess-
ment instrument, which although not replacing clinical judgment never-
theless provides structure and shape to otherwise unaided clinical judgment.

THE GUIDING LIGHT

In taking stock of risk factors, then, the structured assessment instrument
adds guidance and organization to the process, and anchors clinical
judgment to the professional literature and, whenever available, an empir-
ical base. Indeed, the limitations of clinical judgment require strongly
designed and well-organized risk assessment instruments, as well as
instruments that allow for transparency, so that the reader of the final
evaluation may see how the evaluator arrived at the final destination.

It is true that clinical practice is flawed and imperfect; the same, of
course, is true of actuarial and research-driven practice in general. Risk
assessment instruments create a more level and even map from which to
observe the territory, take stock, and approach and complete the journey.

CLINICALLY ASSIGNING RISK

In the actuarial assessment, risk is assigned entirely from the total risk
factor score. However, despite the fact that information for a clinical
assessment of risk is obtained from the psychosocial assessment and other

4. Adjudication is the juvenile court equivalent of a conviction.
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means, the evaluator is still faced with the task of actually assigning a level
of risk, most often rendered as low, moderate, or high risk, or with in-
between categories such as low-moderate and moderate-high for greater
distinction and nuance.

In the most straightforward description, unless assessed by point score
as in an actuarial assessment, the risk level is based upon the more-or-less
confluence of a pattern of high-, moderate-, or low-risk items. In fact,
determinations that risk factors are ““present,” ‘“‘partially or possibly
present,”” or ‘“‘not present” is simply another way of saying that an
individual risk factor is assessed as high, moderate, or low risk. This is
not true in the case of the ]-RAT, which uses a more dimensional scoring
system, and assigns a specific risk level to each of 12 risk domains (in effect,
“super” risk factors) that, in turn, determine the overall level of risk.

Regardless, in the simple scoring models employed by clinical risk
assessment instruments, the greater the number of risk factors or domains
assessed at high risk, the greater the likelihood that overall risk will be
assigned as high, as noted by Boer et al. (1997). Conversely, the fewer the
number of risk factors assessed as present (in effect, designating them as
low-risk factors), the lower the overall assigned level of risk. However,
unless all of the risk factors are assessed as high or low, which makes the
final assignment of risk level relatively easy, the trick here (when using
nominal designations, not numerical scores) is figuring out what counts as
moderate risk, or, if ““in-between’’ labels are used, what constitutes mod-
erate-high or moderate-low risk. Even if weighting risk factors did not
come into play earlier in the process, it certainly does here. Do equally
balanced numbers of high- and low-risk factors, for instance, neutralize one
another and equal moderate risk? When the well-defined instrument is
used by a well-trained and experienced evaluator, informed and guided
judgment come into play.

Even in the case of the J]-SOAP’s numerical scoring system, clinical
judgment comes into play, and must. However, in the point scored system
of the J-SOAP, the evaluator applies clinical judgment after the total score is
derived. At that point the evaluator must weigh the point score’ against
other variables and information noted by the evaluator but not included in
the J-SOAP assessment. In fact, this may mean the contribution or neu-
tralizing effects of protective factors results in an assigned risk level lower
than the ]-SOAP point score may indicate; equally, it may mean that having

5. Although the J-SOAP doesn’t render a risk level based on the point score, the
meaning of the point score is perfectly clear; simply put, high point score equals
high risk.
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access to and interpreting additional information elevates the risk level to
beyond that indicated by the J-SOAP point score. In the nominally (rather
than numerically) scored assessment instrument, clinical judgment is
embedded within the actual assigned risk level, although its flexibility is
decided by the tool design.

In the ERASOR, for instance, the evaluator must simply scrutinize the
overall confluence or pattern of risk factors and decide whether they add
up to high, moderate, or low risk for sexual reoffense. Unlike the ]-SOAP
(which never formally assigns a risk level), any adjustment to risk level
must come after a risk level has first been determined by the ERASOR. The
J-RAT is a little different as patterns of risk elements within larger risk
domains are examined and then clustered into a level of risk for that
particular risk domain, at which point additional information, such as that
considered by the J-SOAP, can influence and shape the level or risk
assigned at the risk domain (or super risk factor) level. This may involve
the weighting of items within each domain, and almost certainly deciding
how best to interpret the aggregate of risk elements within the domain, as
well as the possibility of protective factors coming into play. As described
below, unlike other assessment instruments, the J-RAT assesses risk
elements within domains not as present, partially present, or absent,
but in terms of the level of concern about an item, ranging from none to
significant concern.

STATISTICAL SUPPORT AND PREDICTIVE CAPACITY OF
CURRENT RISK ASSESSMENT INSTRUMENTS

Regardless of the instrument used, if well designed and embodying the
quality assurance criteria described in Chapter 12, the current risk assess-
ment instruments are likely to lead to the same or similar conclusions
regarding risk. The same is true of well-developed instruments used to
assess anxiety, depression, and self-esteem, for instance. In part, this is
because similar instruments measure similar constructs and, if well
informed and well developed, they are likely to embrace and build
upon the same ideas, and if they seek to establish concurrent validity®
they are likely to use other similar instruments as a measure of their own
effectiveness.

6. Concurrent validity reflects either the degree of similarity when two different ways
of measuring something produce similar results, or how well one test matches
another in measuring the same phenomenon (especially when one test has already
demonstrated validity).
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In selecting a clinical assessment instrument, then, the issue for the
evaluator is more likely to be one of practicality and comfort, and less one
of greater or lesser confidence in the instrument. If solid psychometrics and
statistical method are key, then the evaluator is likely to seek an actuarial
assessment, and now has one available in the JSORRAT, although as noted
it can presently be used only with adjudicated adolescent male sexual
offenders. If more interested in the flexibility and comprehensiveness of an
instrument, then a clinical instrument will be the choice, and for evaluators
seeking as much empirical validation as possible the choice will be either
the ERASOR or the J-SOAP as they have had the most research applied to
them, whereas the J-RAT has been exposed to no testing at all.

Statistical work on the J-SOAP and ERASOR have for the most part
focused on the internal construction and reliability of the instruments, as
well as correlations with delinquent behaviors in general, including sexu-
ally abusive behavior, rather than on predictive validity (the essential key
to the effectiveness and accuracy of risk assessment instruments). Various
studies show general support for the manner in which these instruments
are constructed, including inter-rater reliability” and their capacity to
differentiate between nondelinquents and nonsexual juvenile offenders,
and perhaps among types of juvenile sexual offenders. Worling (2004), for
instance, described studies that offer support for measures of reliability
(such as internal construction and inter-rater reliability) in the ERASOR
and mild “tentative support” (p. 250) for the capacity of the ERASOR to
distinguish between first-time juvenile sexual offenders and those who
have previously recidivated. Nevertheless, Worling (2004), Worling and
Langstrom (2006), and Viljoen et al. (2008) each note the absence of
prospective data regarding predictive validity for either the ]-SOAP and
ERASOR (or the JSORRAT), and Prentky and Righthand (Righthand et al.,
2005), the authors of the J-SOAP, also note that regarding the ]-SOAP ““we
can provide no definitive feedback regarding the critical question of
predictive validity”” (p. 25). Viljoen and colleagues additionally describe
a general absence of well-validated assessment instruments to assist in the
prediction of sexual recidivism for juvenile sexual offenders.

In their study of risk instruments in the assessment of sexual recidivism
in juvenile sexual offenders, Viljoen and colleagues (2008) applied and
contrasted the J-SOAP-II and the JSORRAT-II, both of which are designed
to assess risk for recidivism in juvenile sexual offenders (the former is a

7. Inter-rater reliability reflects the level of consistency by which different evaluators
yield similar results when independently using the same instrument to assess the
same case.
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clinical instrument and the latter, actuarial), and the Structured Assess-
ment of Violence Risk in Youth (SAVRY). The SAVRY (Borum, Bartel, &
Forth, 2002) is a 30-item clinical assessment instrument designed to assess
and predict general (nonsexual) violence in adolescents, including 24
specific risk factors and six protective factors (described briefly in Chapter
8). The three instruments were used to examine and predict sexual
recidivism in 169 adolescent (male) sexual offenders both while in
treatment and following discharge from treatment over a follow-up
period of 6/, years. Consistent with other recidivism studies (Chapter
5), there was a low recidivism rate for sexual reoffense (8.3 percent)
compared to a recidivism rate of 42.8 percent for any reoffense (including
sexual and nonsexual violent and nonviolent offenses). However, none of
the three instruments predicted sexual recidivism (note that the SAVRY
is not intended for this purpose). Neither the ]-SORRAT or J-SOAP total
scores predicted reoffending of any type (sexual or nonsexual), although
J-SOAP scores “‘nearly reached significance” (p. 14) and the SAVRY was
somewhat effective at predicting nonsexual violent offenses (as designed);
however, both the J-SOAP and SAVRY were more effective in predicting
nonsexual violent reoffending in adolescents age 16 and older than in
younger adolescents. Viljoen et al. concluded by noting the limited ability
of either the J-SOAP-II or J-SORRAT-II to predict sexual recidivism in
their study.

In their study of 60 adolescent sexual offenders, Martinez, Flores, and
Rosenfeld (2007) showed low to mild predictive validity for the J-SOAP
with respect to a sample of adolescent male sexual offenders. The total
J-SOAP score showed a correlation of .34° with any reoffense and .31 with
sexual recidivism in the follow-up period (which is unfortunately not
specific in the article, nor was the identified contact author able to provide
this information, although nonsexual recidivism is cited as 20 percent and
sexual recidivism at 13.3 percent). The J-SOAP is composed of two scales
(with two subscales within each), one of which assesses static scale risk
factors and the other dynamic factors. However, although the dynamic
scale was somewhat modestly associated with sexual reoffense at .41, the
static scale was not (correlation r = .13). The authors note though “the
superior performance of the dynamic items”” might have been partially
influenced by the fact that evaluators completing the ]-SOAP in this study
were also the clinicians treating the adolescents who were thus “‘quite

8. Correlations between 0.3 and 0.49 are often considered in the low-moderate range,
and 0.5 to 1.0 high.
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familiar with the adolescent offenders” (p. 1293), possibly pointing to the
far greater influence of professional judgment when guided by a structured
clinical instrument than the instrument itself.”

However, Prentky’s (2006) study involving 667 male juvenile sexual
offenders, showed moderate support for the ]-SOAP’s capacity to cor-
rectly classify risk into the three categories of low, moderate, and high,
and especially supported the idea that a prediction of low risk is likely to
be the most robust. In this study, among boys classified by the J-SOAP as
low risk there was 6.1 percent sexual recidivism, compared to a recidi-
vism rate of 15.8 percent for boys assessed at moderate risk, and 56
percent recidivism for those assessed at high risk. The study supported a
.50 correlation between ]J-SOAP assignment and reoffense for pre-
adolescent boys and a .43 correlation for adolescents, both falling into
the high end of moderate correlation. In a more recent study drawn from
the same sample of sexually abusive youth, Prentky, Pimental, Cava-
naugh, and Righthand (in press) found a 30.7 percent sexual recidivism
rate among 123 preadolescent boys and 23 percent recidivism among the
69 adolescent boys, for a 27.6 percent overall recidivism rate. In this study,
the J-SOAP total score accurately predicted recidivism in 47.3 percent
of the cases and accurately predicted low risk in 88.6 percent of the
cases, again showing greater accuracy, or predictive validity, in estimates
of low risk."

One study has been completed on the Juvenile Risk Assessment Scale
(JRAS) by its authors (Hiscox, Witt, & Haran, 2007). The study followed 231
adjudicated male adolescent sexual offenders for an average follow-up
period of 8"/, years, and found a 16 percent sexual recidivism rate and a
nonsexual recidivism rate of 52 percent. Fifty-one percent of the sample
was rated low risk for a sexual reoffense, 42 percent at moderate risk, and 7
percent at high risk. Of the three primary factors of the JRAS, the “anti-
social” factor was moderately predictive of nonsexual recidivism and
mildly predictive of sexual recidivism (ROC scores of .70 and .67

9. However, the conclusion that evaluators fared better in their risk assessments
because of their familiarity with the subjects of the assessment also points to the
inconsistencies between clinical practice and statistical research. Zgisdottir et al.
(2006) assert that evaluators should be skeptical about the relative accuracy of their
clinical judgments, even when they are working with familiar cases in familiar
contexts, as “‘studies show that clinical predictions were worse than statistical
predictions in these conditions” (p. 371). That does not seem to be the case in the
Martinez et al. (2007) study.

10. R. A. Prentky, personal communication, April 15, 2008.



Using the Instruments 249

respectively''), whereas the “sexual deviance” factor proved to not be
predictive of either. In fact, regarding predictive validity in terms of true
positives and true negatives, that is the number of youths assessed at a risk
level that correctly matched actual recidivism, 42 percent of youth assessed
at low risk did not sexually reoffend (compared to only 11 percent of low-
risk youth who did reoffend). However, only 19 percent of youths assessed
at moderate risk and 25 percent of youths assessed at high risk actually
sexually recidivated, suggesting a false positive—or incorrect—rate of 81
percent and 75 percent for youth assessed at moderate and high risk.
Again, it appears clear that it is far easier for a risk assessment instrument
to accurately assess low risk than moderate or high risk.

Other than the Viljoen et al. (2008) study that compared the J-SOAP,
JSORRAT, and SAVRY, the only research involving the JSORRAT is being
administered by the primary authors of the instrument. It is still under-
going validation studies, with its focus on both internal construction and
especially predictive validity, and at the time of this writing it has thus far
been fully validated in Utah and tentatively validated in Iowa, with
additional studies planned for California and Georgia. In the meantime,
again at the time of writing, the California State Authorized Risk Assessment
Tool for Sex Offenders (SARATSO) Review Committee has adopted the
JSORRAT as the instrument to be used in that state for the risk assessment of
juvenile sexual offenders (California Department of Mental Health, 2008).

THE PREDICTIVE POWER OF NONSEXUAL RISK
ASSESSMENT INSTRUMENTS

It is worth noting that assessment instruments that attempt to predict risk
for general criminal or violent recidivism show the same weaknesses as
assessment instruments that attempt to correctly flag sexual risk.

The SAVRY, for instance, already discussed, shows significant weak-
nesses regarding predictive validity, and its weaknesses illustrate the
difficulty in accurately predicting risk. Catchpole and Gretton (2003)
describe limited data available on the SAVRY’s psychometric properties;
nevertheless, data that are available suggest the instrument’s greater
capacity to distinguish between low- and high-risk juvenile offenders
than accurately predict risk for a violent reoffense. That is, the SAVRY

11. A receiver operating characteristic (ROC), or area under the curve (AUC), score of
.50 is considered to equal chance only. Scores of .70 and above offer moderate
support for accuracy in correctly assigning risk, whereas a score of .85 and above
represents moderate to high accuracy in terms of true positives and true negatives.
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appears relatively accurate in assessing nonsexual juvenile offenders at low
risk for violence, but less accurate in its assessment of high-risk offending.
In their study, Catchpole and Gretton noted that the SAVRY correctly
classified 40 percent of youth classified as high risk and 96 percent of youth
as low risk (based upon actual recidivism rates for violent behavior within
the following year). However, whereas the SAVRY correctly assessed 94
percent of youth as low risk, it incorrectly assessed 60 percent of youth as
high risk (thus creating a substantial number of false positives, or youth
assessed at high risk whose follow-up behavior did not support this risk
level). Similarly, Meyers and Schmidt (2008) found the SAVRY accurately
assessed low-risk juvenile violent offenders in 97 percent of the cases
studied over a three-year follow-up period, whereas 74 percent of the
adolescents assessed at moderate risk and 44 percent assessed at high risk
did not violently reoffend during the follow-up period. The SAVRY
performed similarly in a study of 169 male adolescents conducted by
Viljoen et al., 2008), in which it had an accuracy rate of 93 percent in
correctly predicting low risk, but an error rate of 90.3 percent among
adolescents assessed as moderate risk (only 9.7 percent committed a
violent offense), and an 84 percent error rate among adolescents assessed
at high risk for violence, among whom only 16 percent actually committed
a violent offense during the follow-up period (J. L. Viljoen, personal
communication, March 17, 2008). Hence, an adolescent assessed at low
risk by the SAVRY will most likely not reoffend, whereas the “picture is
less clear for youth who receive ratings of moderate or high” (Meyers &
Schmidt 2008, p. 351).

The Youth Level of Service/Case Management Inventory (YLS/CMI) is
the very instrument designed to embody the principles of the risk, needs,
and responsivity model, and was developed by Hoge and Andrews (2003),
two of the authors of the RNR model. However, designed to assess risk for
general (nonsexual) criminal recidivism in adolescent offenders, it too has
difficulty in accurately predicting risk for reoffense. Although in wide use
as a risk assessment and case management instrument, Onifade et al. (2008)
point out that there are few studies that demonstrate the validity of the
instrument, other than those conducted by its proponents. In their study of
328 adolescent offenders (age 10-16), Onifade et al. found that the YLS/
CMI performed only slightly better than chance in distinguishing between
recidivists and nonrecidivists (59 percent accuracy in discrimination). Like
the SAVRY, the YLS/CMI was far more effective in correctly identifying
low-risk offenders than it was moderate- or high-risk offenders, in which
its predictive validity “‘seems to drop off as the juvenile increases in risk
score” (p. 481), and in which 90 percent of the variance in recidivism rate
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was unexplained by the instrument. They conclude that the predictive
validity of the YLS/CMI is small, and is accurate in prediction of recidi-
vism by only 11 percent over chance. Similarly, Catchpole and Gretton
(2003) noted that the YLS/CMI demonstrated a 94 percent accuracy rate in
correctly identifying low- and moderate-risk offenders in their study of 74
juveniles, but inaccurately assessed high-risk offenders in 70 percent of the
cases. In a still earlier study, Jung and Rawana (1999) found that the YLS/
CMI (or the Ministry Risk/Need Assessment Form, as it was then called)
was able to distinguish between recidivists and nonrecidivists, but again
was far more effective in accurately predicting low rather than moderate-
or high-risk offenders. With a false positive rate of only 15 percent, the
MRNAF accurately assessed low risk in over 85 percent of the cases, but
showed a 36 percent false positive rate among high-risk offenders, in-
correctly predicting recidivism in almost 58 percent of cases assessed at
moderate risk and over 44 percent of cases assessed at high risk.

Thus, it is difficult to accurately assess risk for reoffense, whether for a
sexual or nonsexual offense, and predictive validity is difficult to come by.
Even though risk assessment instruments seem able to discriminate be-
tween recidivists and nonrecidivists, among offenders it is far easier to
assess low risk than it is moderate or high risk. This does not mean that we
should stop using these instruments. It does, however, mean that we must
recognize serious limitations in such instrumentation, and therefore both
exercise caution and demonstrate good judgment in using the tools, and
wrap them within a larger and more comprehensive risk assessment
process.

TO WHAT CONDITIONS DO PREDICTIONS OF RISK APPLY?

Before wrapping up this chapter and moving on to review currently
available and in development risk assessment instruments, there is an
additional question to be addressed. When we assign a level of risk, under
what circumstances are we asserting that the risk level applies?

Risk assessment depicts risk as the product of static and dynamic factors
and influences that may allow harm to emerge under certain conditions.
“Risk” is therefore greatest, or most active, under conditions when harm
can actually occur. Typically, this involves a situation or circumstance
where the risky individual is placed into a generally unsupervised setting
where he or she can engage in harmful behaviors. However, this is only
generally true and may not always be the case, and it is quite possible to
imagine that someone may re-engage in harmful behavior even under
high-security conditions or under close scrutiny or supervision. So,
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perhaps a better way of putting this is that risk level is most pertinent under
conditions that fail to restrain the individual from causing harm. Conse-
quently, in assessment it's most pertinent to consider risk under circum-
stances when the individual is placed in an at-risk situation (which will be
different for different individuals).

It’s not likely, for instance, that a juvenile sexual offender will engage in a
sexual offense of a child while in residential treatment.!?> Hence, as we
assess risk there’s little point in describing the juvenile at a ““moderate”
level of risk for child molestation while in residential care and under staff
supervision 24 hours a day, but at “"high”” risk if released into the commu-
nity at this time. If we are to meaningfully assess and describe risk for
harm, we are only interested in risk when in a situation that may fail to
otherwise restrain harm. Hence, the juvenile either is or is not at high risk,
because we are only interested in knowing about his or her risk level under
conditions where the youth is unrestrained, and not conditions where
conditions prevent the emergence of harm. There is, thus, no dual level of
risk (one while in custody, for instance, and another when out of custody),
and no risk assessment instrument provides the means for providing more
than one assigned level of risk, although an instrument may provide a
means for describing circumstances when the individual is at the greatest
level of risk. In fact, it is precisely when the sexual offender is unsupervised
or under conditions that fail to restrain him or her, and therefore capable of
harm, in which we are interested in assigning risk.

Hence, we assign risk based on conditions under which harm may
emerge, not under conditions that are likely to restrain harm. To use
another example, we may be very worried about the level of risk a rapist
poses when he is in the community, but while he’s in jail we're generally
not worried about his risk as he is contained. If we believed him at high risk
for rape upon release, we would be unlikely to say he’s low risk at the
moment (i.e., while in jail); we’d simply note that he’s at high risk for a
sexual reoffense.

CAN RISK FOR REOFFENSE ALWAYS BE ASSESSED?

Finally, what if you cannot assess risk? The capacity to do so requires that
you have adequate information upon which to base an estimate of the
probability that a sexual reoffense may occur. This information may range
from adequate forensic or other definite evidence that a previous sexual

12. Although the juvenile sexual offender certainly could sexually abuse a child while
on a home pass or while unsupervised if a child is available.
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offense has occurred, including prior adjudication or a history of sexually
abusive behavior substantiated through social services and/or the ac-
knowledgment of the youth that he or she engaged in prior sexually
abusive behavior. This is the starting point, of course—that is, the certainty
that prior sexually abusive behavior has in fact occurred. Beyond this, the
evaluator needs adequate information about the behavior itself and its
circumstances, the juvenile and his or her history, and all the other
information pertaining to risk (and protective) factors and related material
that has been liberally described throughout the book.

Without such information, however, although it is quite possible to
conduct a comprehensive psychosocial evaluation, with all of its related
components, and arrive at a mental health diagnosis (if that's part of the
evaluation), it is not possible to evaluate risk for reoffense. To do so, you
must know that a previous offense has occurred (hence, risk for reoffense).
As it is not likely that the evaluator was present at the time of the known or
alleged offense, he or she depends on the information provided. Although
the evaluator may unearth more relevant information during the assess-
ment of risk, perhaps including the juvenile’s acknowledgment that an
offense occurred or disclosure of further details of prior sexually abusive
behavior (including perhaps more victims than were previously known, or
more severe sexually abusive behavior), it is nonetheless not the evalua-
tor’s job to investigate whether an offense occurred or not. That is the job of
either law enforcement or social services, which in turn provide such
information to the evaluator upon which to build assessment.

For instance, in a case where there is no substantiated evidence that an
offense occurred—the previously alleged victim recants and now reports that
no sexual abuse occurred, and the juvenile denies engaging in any sexually
inappropriate behavior—there is no basis for an estimate for reoffense. This
doesn’t mean that the evaluator will not try to engage the alleged offender
and get past what may be denial on his or her part, or perhaps recommend to
social services or the police that a further investigation be initiated. It
certainly doesn’t mean that the evaluator should question the previously
alleged victim, as it’s unlikely that the evaluator will or should be in direct
contact with the alleged victim, although they may have contact with the
alleged victim’s parents or (with consent from the legal guardian) the alleged
victim'’s therapist if he or she is in treatment of some kind. And it certainly
doesn’t mean that the evaluator or any one else necessarily believes that an
offense did not occur (in fact, people may be sure that an offense has
occurred). It simply means that there’s no basis for evaluating risk for
reoffense. Based on this description, in fact, it’s likely that there wouldn’t be
grounds for prosecuting the case, assuming prosecution was sought.
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This is a clear example of a circumstance where assessment for further
risk is not professionally or ethically possible. In order to assess risk for
reoffense, an index offense must have occurred and be known to have
occurred, at least to the point where there is strong and supported evidence
of the alleged offense. Under those circumstances, if the juvenile (or adult,
for that matter) continues to report that he or she did not engage in the
offense, we would consider this a possible case of denial, and risk assess-
ment could proceed, although with some caution. However, without
definite proof we cannot say the offense occurred as alleged and perhaps
it didn’t occur at all, or at least as described. That is, perhaps the alleged
offender is telling the truth, or some variant of the truth."® Accordingly, the
risk assessment instrument selected must allow the evaluator to note
uncertainty, and the risk assessment process must therefore allow for an
exploration and description of such uncertainty. The process itself should
also allow for the possibility of an ““uncertain” risk assessment, or even a
conclusion that it is not possible to assess risk at all given the uncertainties
of the case.

However, if risk level for reoffense is assessed as uncertain or not
possible to assess, it may nevertheless be both possible and acceptable
to reflect on what the risk level might be if the offense occurred as alleged,
so long as it is clear that this is completely conjecture and if the risk
assessment instrument or larger risk assessment process allows for such
speculation and formulation (which it should). An assessment of uncertain
or not possible to assess, frankly, may not be a popular decision to make in
terms of whoever has made the referral to the evaluator, but nonetheless it
may be the only appropriate and ethically proper outcome. One way or
another, a well-designed risk assessment instrument will lead the eval-
uator through the process and help point to the outcome, including the
level of the risk. In the case of an actuarial assessment, such as
the JSORRAT, without facts it either will not be possible to conduct the
assessment at all or it will produce a low (or no) assignment of risk.

There is also the scenario in which the adolescent did previously engage
in sexually abusive behavior, but several years before he or she entered
treatment. For adolescents, several years could mean that their prior
offense occurred at age 8 or 9 and they are now 12, 13, 14, or older. In
Chapter 9, I described the case of Cary who entered sexual offender
treatment at age 17 for a single and mild sexual offense that he had
committed at age 12, but for which he never received treatment, although

13. Under these circumstances, ““alleged” is certainly the term to use in describing all
aspects of the situation.
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he had engaged in continued sexually troubled (but non-abusive) behavior
during his adolescence. Let’s now quickly look at the case of Ramon,
however, who engaged in three incidents of sexually abusive behavior with
a younger child when he was 8, for which Ramon was never treated and is
now age 13. Although he has continued to act out in a behaviorally troubled
manner, and unquestionably needs treatment (probably in a contained
residential setting), there have nevertheless been no further incidents or
allegations of sexually abusive, or even sexually troubled, behavior since
he was age 8. Is it possible, then, to ethically assess Ramon for the
possibility of a sexual reoffense when his last known or alleged offense
was five years ago when he was age 8, and he is now age 13?

Not only may it not be possible to meaningfully reassess risk in Ramon’s
case, but in cases like Ramon and Carey’s the consequences of assessing
risk (and therefore applying the concept of “juvenile sexual offender,” or
its less harsh sounding counterpart, “sexually abusive youth”’) may be
significant, unnecessarily punitive and stigmatizing, and have very direct
consequences on the life of the adolescent. Further, as Calder (2001) notes,
risk assessment is not about determining guilt or innocence: “We do not
have sufficiently accurate instruments to know who is guilty or not guilty.
It is the task of the court to decide who is guilty”(p. 12).

Addressed again in Chapter 15, as we look clearly at principles and
guidelines upon which to base the risk assessment process, it may be
enough for now to say that it will not always be possible to assess risk for
sexual reoffense. The evaluator should thus be prepared, and know how
to handle this eventuality.

THE DESIGNER-USER COVENANT

I've spent two chapters covering the nature and use of risk assessment
instruments without yet reviewing the instruments themselves. The fact
that there is so much to say about such instruments speaks to our need for a
broad understanding of and knowledge about the use of risk assessment
tools, as well as the sometimes hidden complexities that lie in the process of
applying a risk assessment instrument. Actually, difficulties and complex-
ities are less hidden than they are not obvious until one uses risk assess-
ment instruments and discovers that they are not cut-and-dried, even if
they are the best we have available to us. This is, of course, because the
process of risk assessment and determination of risk level is itself complex
and not easy. To expect tools to do anymore than guide the process is
asking for a great deal. The promise of actuarial instruments is that,
through statistical means, assessment can be made straightforward and
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easy, perhaps even removing any responsibility for outcome (i.e., assign-
ment of risk level) from the shoulders of the evaluator. Clinical assessment
instruments, on the other hand, at least those currently available, neither
make nor imply such a promise. They merely pledge to provide a well-
informed, well-structured, and well-defined set of guidelines by which to
assist trained evaluators to engage in evaluation.

The covenant, however, that must exist between instrument authors and
instrument users is this. The author will provide a meaningful method and
tool for engaging in a thorough assessment of risk upon which the user can
depend for its foundation in the theoretical and empirical literature. In
turn, the user will develop the professional knowledge and expertise
required to use the instrument in a well-informed manner and allow it
to guide but not determine the assignment of risk level.

Highlighting the responsibility of the instrument “end user,” Ward,
Gannon, and Birgden (2007) write that ““practitioners have obligations to
always use such measures appropriately, ensure they are trained in their
administration, and most importantly, make sure that the assessment
process culminates in an etiological formulation that is based around
the individual’s features alongside those they share with other offenders”
(p. 207). Given the developmental “moving target”” element of juvenile risk
assessment, the issues and stakes are higher still than they are for adult
sexual offenders, and perhaps even more so in light of national sexual
offender registry laws that pull sexually abusive youth into their net as well
as adult sexual offenders.



CHAPTER 14

Reviewing Available and In
Development Instruments

assessment instruments in current use or development, although
some instruments require a little more explanation and description
than others.

The most commonly used instruments have already been described in
previous chapters, and as you know by now the JSORRAT is presently the
only actuarial assessment, even though not fully validated. In terms of
clinical assessment instruments, the ERASOR and J-SOAP are the most
commonly used and cited clinical tools, with the J-RAT used far less
frequently, but nevertheless also in common use. Each of these instruments
is available at no cost and is available either through the Internet or through
the authors.

The JRAS was developed as an empirically guided clinical instrument in
order to meet the needs of the New Jersey court system to assess and
classify juvenile sexual offenders into a low-, moderate-, and high-risk
tiering system for the New Jersey sexual offender registry tier system, and
was adopted for use by the New Jersey juvenile court system in 2006
(Hiscox, Witt, & Haran, 2007). The MEGA and RSBP<12 also represent
clinical assessment instruments, although both are in development. The
SHARP, based upon and replacing the earlier Risk Assessment Matrix
(Chapter 7), is also in development as a clinical risk assessment instrument,
although not as far along in its development and not easily accessible.
However, its inclusion is notable as it represents the same model and
philosophy followed by each of the other clinical instruments, and like the
AIM2 risk assessment process, also noted in this chapter, is an assessment
instrument developed in the United Kingdom, rather than North America.

r I T HIS CHAPTER REVIEWS and provides a summary and overview of risk
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This chapter also briefly describes instruments like the Sexual Adjustment
Inventory-Juvenile (SAI-J), Multiphasic Sex Inventory (MSI), and Multi-
dimensional Inventory of Development, Sex, and Aggression (MIDSA),
each of which may contribute significantly to the risk assessment process,
although none are risk assessment instruments (although the SAIL-J is
described by its authors as a risk instrument). I also describe the Treatment
Progress Inventory for Adolescents who Sexually Abuse (TPI-ASA) and
Juvenile Sex Offense Specific Treatment Needs & Progress Scale, both
instruments that, while not intended for risk assessment, may be useful in
reassessment over time.

As we review the risk assessment instruments, we note the similarities as
well as the differences. However, in many ways the evaluator’s choice may
be based upon the design of the instrument, its applicability and ease of
use, and its familiarity to the evaluator, as well as the method, philosophy,
or ideology behind the design. This may be particularly true when selecting
between an actuarial or clinical instrument. However, the evaluator may
also choose to use and combine more than one instrument, whether
actuarial or clinical, within the same assessment. Further, regardless of
differences in conceptualization there are mostly similarities among instru-
ments, especially, of course, among the clinical instruments. That is,
although a wide range of risk factors is included across the span of
available assessment instruments, as described in Chapter 7, these most
commonly fall into 10 types: (1) sexual beliefs, attitudes, and drive, (2)
sexually abusive behavior, (3) personal victimization, (4) general antisocial
behavior, (5) social relationships and connection, (6) personal character-
istics, (7) psychosocial functioning, (8) family relationships and function-
ing, (9) general environmental conditions, and (10) response to treatment.

CULTURE, GENDER, AND ASSESSMENT INSTRUMENTS

In the case of the AIM2 and the SHARP, it is not at all clear that their origins
in the United Kingdom makes any difference in their construction or
application. Their construction, model, underlying premises, and selection
of risk factors do not appear in any way to reflect a different culture or set of
risk factors or appear specific to a population of sexually abusive youth
found in the United Kingdom as opposed to the United States or Canada.
They thus appear, for the most part, very similar to and almost in-
distinguishable from North American clinical instruments (the J-SOAP,
J-RAT, and ERASOR). Likewise, the North American tools do not appear
any less relevant to assessments in the United Kingdom than they do
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assessments in Canada or the United States. We can extend this to assess-
ments in other parts of the world, as well, including Europe, Asia,
Australia, and New Zealand, where these instruments are also used.

We can thus either conclude that juvenile sexual offenders and the
conditions that give rise to the development of juvenile sexual offending
are the same the world over, or these instruments are far more culture
bound than we have considered or realized. In fact, they may not be
appropriate for use in countries and cultures for which they were devel-
oped, and the evaluator should be aware of this possibility in reviewing the
instruments. Frankly, even in translating the instruments from one lan-
guage to another (in these cases, always from English), significant and
unintended changes may be made to the intention or meaning of items
included in the instrument.

The exception to this is the JSORRAT, and the same will (or should) be
true for any actuarial assessment instrument given its dependence on a
validated base rate bound to a specified geographic location. Actuarial
instruments, therefore, always start out as geographically, and possibly
culturally, bound due to their process of construction and validation.

So, evaluators, be aware of cultural biases built into the development of
risk assessment instruments, and be equally aware that most risk assess-
ment instruments have been developed for use with adolescent boys of
more-or-less average intelligence. Even those tools that specify they may be
used for girls or lower functioning adolescents may be wandering outside
of the parameters within which they were developed and the empirical or
literature base from which their ideas were drawn.

THE RISK ASSESSMENT INSTRUMENTS

For the remainder of the chapter I provide relatively brief summaries of
currently available or in development instruments designed and intended
specifically for the assessment of sexual recidivism in sexually abusive
youth. These overviews are necessarily brief, although some offer more
detail than others, but to some degree the length and detail of the
description is related to the complexity of, or special issues related to,
the instrument or its design. It is, of course, not possible to provide copies of
actual assessment instruments, or include these in an Appendix. However,
I have included details' of how to obtain copies of each tool, some of which
are available at no cost, or how to gather more information about instru-
ments still in development.

1. Acquisition and contact details are accurate at the time of writing.
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JUVENILE Risk AssessMENT TooL (J-RAT)

The J-RAT is available at www.stetsonschool.org/Clinical_Materials/Asses-
sment_Tools/assessment_tools.html

The J-RAT (version 3) is a literature/empirically based instrument
designed for the structured clinical assessment of adolescent males,
ages 12-18, who have or are alleged to have engaged in sexually abusive
behavior. The ]-RAT may also be used to more generally assess individuals
reported to have engaged in sexually inappropriate behavior that may not
be defined as sexually abusive. However, in this case, the ]-RAT will not
yield an assessment of risk for sexual reoffense, due to the absence of a
history of sexually abusive behavior.

The J-RAT is composed of 117 individual risk elements grouped into 12
logically derived risk domains:

* Responsibility (8 risk elements)

* Relationships (10 risk elements)

» Cognitive Abilities, Skills, and Insight (4 risk elements)
» Social Skills (7 risk elements)

* Response to Past Trauma (6 risk elements)

o Personal Characteristics (14 risk elements)

* DPsychiatric Comorbidity and Prior Treatment (6 risk elements)
» Substance Abuse (4 risk elements)

» Nonsexual Antisocial Behaviors (13 risk elements)

» History of Sexually Abusive Behavior (22 risk elements)
« Family Factors (18 risk elements)

» Environmental Conditions (5 risk elements)

Each risk domain represents an area of activity, attitude, skill, behavior,
personality, history, or environment relevant to the development of a
complete picture of the individual youth and identified as an area of
possible risk. Included within each domain are risk elements (in effect, risk
factors themselves), which together provide a sense of the risk for reoffense
attached to that domain. Accordingly, each risk domain is, in effect, a
super-risk factor, consolidating and representing individual risk elements
within the domain. Risk elements within each domain (ranging, as shown,
from 4 to 22 risk elements within any particular risk domain) are fully
described in the instrument to ensure consistency in interpretation and
scoring among evaluators, and each element is assessed with respect to the
level of concern associated with it, ranging from none or not applicable to
mild, moderate, and significant concern, as well as allowing a “not known”
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choice. Each superordinate risk domain is assessed from no risk to high risk
(with increments of low, low-moderate, moderate, moderate-high, and
high), also providing an option of “uncertain.”

Once risk domains are used to group and organize similar factors (i.e.,
risk elements), the evaluator is able to assess each individual risk element
with relative ease, leading to a complete assessment of risk in each given
risk domain. Such a model allows the evaluator to concentrate on many
individual areas of possible risk without becoming overwhelmed or dis-
organized by the sheer amount of information that must be examined, and
it creates a series of smaller assessments within and across each risk
domain which together add up to the complete assessment of risk. As a
result, the final assessment of risk is actually the outcome of a series of
smaller assessments in distinct risk domains. The advantage of subsuming
individual elements of risk under larger risk domains is that it allows the
evaluator to examine many individual potential risk factors before render-
ing a clinical judgment about risk in any given risk domain. That is, macro
decisions about risk are always informed by micro decisions at a lower
level, adding up to the overall assessment of risk as the assessment is
completed, illustrated in Figure 14.1.
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Figure 14.1 Assessment of risk factors and domains at micro, macro, and global
levels.
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The J-RAT requires written comments that explain assigned risk in each
domain, as well as requiring a written concluding narrative that explains
the overall assigned risk level. Although not factoring protective factors
directly into the assignment of risk, the ]-RAT directly addresses protective
factors and allows the evaluator to reflect upon and include a review of
protective factors in the assessment. The dimensional nature of assessing
individual risk elements along a continuum of significance allows protec-
tive factors to be considered at that level, and the instrument further
requires the evaluator to describe protective factors that may contribute
to a reduction in assigned risk level. Following the assignment of a risk
level, the instrument also defines characteristics specifically related to the
adolescent’s sexually abusive behavior, possible risk scenarios, and factors
that may have motivated or contributed to the juvenile’s history of sexually
abusive behavior.

Reassessment over Time The J-RAT can be used for re-evaluation, and each
domain includes a section that allows for the evaluator’s assessment of
recent changes (within the past six months) in each risk element. However,
although the J-RAT may be used for reassessment over time, it has a
companion instrument specifically designed for reassessment of risk, with
a focus on dynamic risk factors and, in effect, response to treatment. The
Interim Modified Risk Assessment Tool IM-RAT) measures 110 individual
risk elements folded into 13 risk domains, all which assess dynamic risk
factors or those associated with, and the targets for, treatment, as well as
four additional factors linked to static assessment, and 20 that directly
assess the youth’s progress in treatment for sexually abusive behavior (for a
total of 134 factors in 16 risk domains).

J-RAT Variants The J-RAT may be used to assess risk in cognitively lower
functioning adolescents, but its variant, the Cognitively Impaired /Juvenile
Risk Assessment Tool (CI/J-RAT), is designed for risk assessment in lower
functioning adolescents. For children age 12 or younger, the Latency Age-
Sexual Adjustment and Assessment Tool (LA-SAAT) is an additional
variant of the J-RAT intended for the assessment of sexual behavior
problems and sexually abusive behavior in younger children. However,
both the CI/J-RAT and LA-SAAT are derivatives of the J-RAT. Although
both are structured and literature-based instruments like the parent J-RAT,
in absence of much literature addressing cognitively impaired juvenile
sexual offenders or children with sexual behavior problems (see Chapter 10),
these instruments are far more theoretical in design and orientation than
fully informed by empirical literature as little literature exists. Like the
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J-RAT, although both the CI/J-RAT and LA-SAAT may be used for
reassessment, they both have companion interim assessment instruments
designed specifically for reassessment with a focus on dynamic risk factors.

EsTIMATE OF Risk OF ADOLESCENT SEXUAL OFFENCE REciDIVISM (ERASOR)

The ERASOR is available at www.forensicare.org/imageslERASOR2.0.pdf, or
through the lead author, James Worling at jworling@ican.net

The ERASOR (version 2.0) is an empirically guided checklist developed
to assist clinicians in estimating the short-term risk of a sexual reoffense for
youth aged 12-18, and can be used to assess both males and females. It is
composed of 25 risk factors falling into five categories:

» Sexual Interests, Attitudes, and Behaviors (4 risk factors)
 Historical Sexual Assaults (9 risk factors)

» Psychosocial Functioning (6 risk factors)

» Family/Environmental Functioning (4 risk factors)

» Treatment (2 risk factors)

» The ERASOR additionally allows an “Other Factor”” category

Each risk factor is coded as either present, possibly or partially present,
not present, or unknown, and the instrument provides an overall risk
assessment rating of low, moderate, or high. The ERASOR does not
describe nor provide any means for considering protective factors in the
assignment of a risk level.

The ERASOR is a briefer and far less complex tool than the J-RAT, and
thus far simpler to use and complete. Nevertheless, like all risk assessment
instruments, using the ERASOR carefully and sensitively requires clinical
experience. In addition to the instrument itself, a coding manual is also
available (Worling, 2006b), which offers examples of how to assess each
risk factor and provides further instruction on how to use and score the
ERASOR.

JuVeENILE SEX OFFENDER AssESSMENT ProTocoL-II (J-SOAP-II)

The J-SOAP is available at www.csom.org/pubs/jsoap.pdf or www.ncjrs.gov/
pdffiles1/ojjdp/202316.pdf

The J-SOAP-II is an empirically guided checklist used to aid in the
systematic review of risk factors that have been identified in professional
literature as being associated with sexual and criminal offending. It is
designed to be used with 12-18-year-old males who have been adjudicated
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for sexual offenses, as well as nonadjudicated youths with a history of
sexually coercive behavior. The J-SOAP-II is composed of four scales that
include 28 risk factors, two of which measure static risk factors and two of
which measure dynamic factors, and are thus of particular importance in
reassessment over time.

1. Static Scale:
I. Sexual Drive/Preoccupation (8 risk factors)
II. Impulsive/Antisocial Behavior (8 risk factors)
2. Dynamic Scale
I. Intervention (7 risk factors)
II. Community Stability / Adjustment (5 risk factors)

The J-SOAP rates each factor from 0-2 (0 = absence of factor, 2 = clear
presence of factor), but it does not assign risk ratings. The J-SOAP manual
notes that assessments of risk should not be assigned based on J-SOAP
scores alone, and that the instrument should be used as part of a larger and
more comprehensive assessment of risk.

Although the J-SOAP is very straightforward and simple to use, it is
nevertheless worth noting one more time that a significant ingredient in the
use of the instrument is clinical insight and expertise.

THE JUVENILE Risk ASSESSMENT SCALE (JRAS)

The JRAS manual is available at www.state.nj.us/lps/dcj/megan/jras_manual_scale_
606.pdf

The JRAS was adopted by the New Jersey court system in June 2008 to
classify juvenile sexual offenders into low-, moderate-, and high-risk tiers
for the New Jersey sexual offender registry system. It is an empirically
guided clinical instrument designed to assess male and female juvenile
sexual offenders, although only adolescent males, aged 11-19, were in-
cluded in the single validation study (Hiscox, Witt, & Haran, 2007); the
JRAS is used to assess juveniles aged 18 and younger, with no lower age
cutoff (P. H. Witt, personal communication, May 15, 2008). The instrument
uses a point-based scoring system, and combines fact-based data (such as
age of victim) with clinical judgment and evaluation (such as response to
treatment and residential support).

Although a manual is available, offering examples of how to score each
risk factor, neither the instrument nor manual are especially well defined.
The instrument itself does not describe nor allow for the incorporation of
protective factors, and its use with boys and girls of all ages is questionable
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as it does not reflect any differences between male and female juvenile
sexual offenders or recognize or take into account developmental differ-
ences with regard to younger children.

The JRAS groups 14 risk factors into three categories (sex offense history,
antisocial behavior, and environment characteristics), scoring each item from
0-2 points, for a total possible score of 28, in which a score of 0-9 equals low
risk, 10-19 moderate risk, and 20 or above high risk. Each risk factor is
assessed as low risk (0 points), moderate risk (1 point), or high risk (2 points).

Sex Offense History
* Degree of Force
¢ Degree of Contact
» Age of Victim
+ Victim Selection
» Number of Offenses/Victims
» Duration of Offensive Behavior
* Length of Time Since Last Offense
» Victim Gender

Antisocial Behavior

» History of Antisocial Acts
» Substance Abuse

Environment Characteristics
* Response to Sex Offender Treatment
» Sex Offender Specific Therapy
 Residential Support
» Residential/Educational Stability

JuveNiLE SExuaL OFrENSE ReciDivisM Risk AssessMENT TooL-IT (JSORRAT-IT)

The JSORRAT-II is presently available through its primary author, Douglas
Epperson at dle@iastate.edu or Epperson et al. (2006).

The JSORRAT-II stands alone as the only actuarial risk assessment
instrument. It is designed to statistically assess the likelihood of a sexual
reoffense prior to age 18 in male adolescents aged 12-18, with a history of at
least one prior adjudicated sexual offense committed between the ages of
12-17. At the time of writing, the instrument technically remains a research
tool only in most applications, but it has been validated for use in Utah and
is close to validation for use in Iowa, and, as described, has been adopted by
the state of California as the instrument of choice in the assessment of
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juvenile sexual offenders. Despite the fact that it has not been fully
validated, its adoption by California virtually ensures its current and
immediate use. Nevertheless, the JSORRAT continues to undergo valida-
tion and possible revision.

The current prototype was initially normed on 636 male juveniles, age
12-17, adjudicated for a sexual offenses (Utah) between 1990-1992. Based
on that sample, the JSORRAT-II is comprised of 12 items or risk factors:

» Number of actual adjudications for sex offenses

» Number of different victims in charged sex offenses

» Length of sex offending history (charged or adjudicated)

» Under supervision when any charged or adjudicated sex offenses
occurred

* Felony level (charged or adjudicated) sex offense committed in public

» Use of deception/grooming in charged or adjudicated sex offenses

* Prior sex offender treatment status

e Number of incidents of hands-on sexual offenses in which the
offender was the victim

» Number of incidents of physical abuse in which the offender was the
victim

* Any placement in special education

* Number of educational time periods with discipline problems (ele-
mentary through high school)

* Number of adjudications for non-sexual offenses.

Each risk factor is scored between 0-3 points per item, with a highest
possible score of 21. Based on the Utah development sample, for which the
JSORRAT-II was tailor made, a total score of 12 or more is considered high
risk: 0-2 = low risk (1 percent recidivism in the original sample), 34 =
moderate-low risk. (6.6 percent recidivism in original sample), 5-7 = moderate
risk (24.3 percent recidivism in original sample), 8-11 = moderate-high risk
(43.1 percent recidivism in original sample), and a score of 12 or more = high
risk (81.8 percent recidivism in original sample). However, predicted possibili-
ties for reoffense has varied in validation samples in which the JSORRAT-II
is being tested elsewhere, and the instrument is thus not only still being
validated in other states, but also undergoing continued development and
will perhaps result in revisions and, hence, possibly the JSORRAT-III

However, even in the case of the JSORRAT, evaluators will quite often
find that clinical expertise and professional judgment is required. A glance
at the risk items that comprise the JSORRAT, for instance, will demonstrate
that judgment will sometimes have to be applied in determining if and how
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conditions related to any particular item are actually met. Further, as the
JSORRAT assumes and, in fact, depends upon, adjudications or charges for
sexual crimes, the evaluator will have to contend with and decide how to
handle plea bargains, charges or adjudications reduced to alternative
nonsexual charges by prosecutors or the court in order to avoid stigmatiz-
ing youth or the sexual offender registry, and of course cases that never get
to court and are handled instead by state social service departments.

Tuae MuLTIPLEX EMPIRICALLY GUIDED INVENTORY OF ECOLOGICAL AGGREGATES FOR
ASSESSING SEXUALLY ABUSIVE ADOLESCENTS AND CHILDREN (MEGA)

The MEGA is not available at time of writing. Contact author for further
information: L. C. Miccio-Fonseca at Icmf@cox.net.

As noted several times, the MEGA is still in development and is not
available for review at this time. It is presently undergoing validation
studies, although these seem to be focused on establishing internal con-
struction and reliability rather than predictive validity. Despite several
chapters or articles that describe the MEGA (Miccio-Fonseca & Rasmussen,
2006; Rasmussen & Miccio-Fonseca, 2007a, 2007b) it is not clear how the
validation studies are designed or what is being validated. In any case, at
this time, the MEGA is not yet available.

In its current description, the authors describe the MEGA as a clinical
instrument designed to assess potential risk for sexually abusive behaviors
and/or sexual improprieties for all youth through age 19,> male and
female, and at all levels of developmental and cognitive ability. It is
intended for use by clinicians and nonclinicians in order to define sexually
abusive youth, assess and estimate risk for sexually abusive behavior,
guide treatment planning, and evaluate youth over time for improvement.

The MEGA consolidates 76 assessment items into seven broad ““ecologi-
cal aggregates,” or superordinate categories by which to assess both risk
and protective factors:

» Neuropsychological aggregate (including intellectual functioning,
attention problems/deficits, special education)

2. The MEGA is designed for youth through age 19, even though if has been described
as applicable for all youth below age 19 (Rasmussen & Miccio-Fonseca, 2007a, p. 177,
p. 195) as well as youth through age 19 (Rasmussen & Miccio-Fonseca, 2007b, p. 85,
p- 86, p. 101). The author confirms that the correct cut off age is the 20th birthday, or
actually 19 years, 11 months, and 29 days (L. C. Miccio-Fonseca, personal
communication, March 17, 2008).
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» Family lovemap aggregate (family history, including family history of
sexual and general abuse and maltreatment)

 Antisocial aggregate (history of nonsexual criminal offenses and other
antisocial behavior)

 Sexual incident aggregate (history of nonconsensual sexual behavior)

o Coercion aggregate (the degree of coercive behavior in sexual
behavior)

 Stratagem aggregate (behaviors that suggest intent and motivation for
engaging in the sexual behavior)

» Relationship aggregate (the nature of the relationship with the victim,
and differences in age, mental capacity, and physical capacity)

It is difficult to address the MEGA in any more detail or further address its
strengths or weaknesses, not simply because it is not yet fully developed or
available, but because it has not been made available for review at this time.

Risk FOR SExuAL BEHAVIOR PERPETRATION — BELOwW 12 (RSBP<12)

The RSBP<12 is in development. For availability contact author, Tracey Curwen
at traceyc@nipissingu.ca

The RSBP<12 is being developed by Tracy Curwen (Curwen, 2006;
Curwen, 2007; Curwen & Costin, 2007), one of the two authors of the
ERASOR. It is a literature- and empirically based and structured risk
assessment instrument for clinically assessing risk for continued sexually
abusive behavior in preadolescent boys and girls age 11 and younger.
Because it is still in development, the RSBP<12 is currently available only
through the author. It is composed of 34 total risk factors identified as either
static or dynamic, classified into nine categories.

« Static Characteristics of Sexual Behaviors (8 risk factors)

« Static Victimization History (4 risk factors)

« Static Family and Environment (1 risk factor)

» Dynamic Characteristics of Sexual Behaviors (5 risk factors)

» Dynamic Victimization History (3 risk factors)

* Dynamic Family and Environment (4 risk factors)

» Dynamic Violence and Control (4 risk factors)

* Dynamic Personal and Interpersonal Characteristics (3 risk factors)
* Dynamic Intervention (2 risk factors).

LATENCY AGE-SEXUAL ADJUSTMENT AND ASSESSMENT TooL (LA-SAAT)

The LA-SAAT is available at wwuw.stetsonschool.org/Clinical_Materials/Assessment_
Tools/assessment_tools.html
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As described, the LA-SAAT (version 3) is a variant of the Juvenile Risk
Assessment Tool, designed for the structured clinical assessment of pre-
adolescent boys, ages 8-13, who have or are alleged to have engaged in
sexually inappropriate behavior and/or sexually abusive behavior. The
LA-SAAT may be used to assess children reported to have engaged in
sexually inappropriate behavior who may not be defined as sexually
abusive, as well as children who have engaged in behavior that is sexu-
ally aggressive or otherwise sexually abusive. All children assessed by the
LA-SAAT are considered to be sexually reactive (Chapter 10), and assesses
sexually reactive behavior as abusive to others, exhibitionist, consensual,
sexual seeking/consensual, or not possible to assess.

The LA-SAAT contains 19 Domains of Concern that incorporate 160
different elements of risk or concern. These domains contain information
and risk elements for both sexual acting out and sexually aggressive
behavior. Each domain represents an area of activity, attitude, skill,
behavior, personality, history, or environment relevant to the development
of a complete picture of the child and his risk to continue in age-in-
appropriate and sexualized behaviors (or to sexually reoffend in the
case of children who have been sexually abusive to others). Domains
are further categorized into four primary areas:

e Personal, Nonsexual Factors

» Sexual History

e Environmental Factors

» Current Status of Sexually Abusive Behaviors.

The scoring scheme and rudiments of the LA-SAAT are essentially the
same as the J-RAT, described previously.

AIM?2 MODEL OF INITIAL ASSESSMENT (NOT AN ACRONYM)

The AIM2 manual and model is available for purchase through The AIM Project,
Quays Reach, 14 Carolina Way, Salford, M50 2ZY, United Kingdom.
Described in Chapters 7 and 8, the AIM2 model of initial assessment is
defined by its authors as a risk assessment process by which to determine
the level of supervision required by adolescent sexual offenders. However,
the AIM2 is virtually indistinguishable from a formal risk assessment
instrument, although it provides more extensive process and organizational
structure for risk assessment than available formal instruments. The AIM2
model assesses 51 risk factors/concerns (26 static and 25 dynamic) and 22
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protective factors/strengths (6 static and 16 dynamic), and yields scored
profiles for both concerns and strengths, combining these into a matrix that
results in an assessed level of required supervision. The AIM2 doesn’t
assign a level of risk that is later adjusted by an assessment of protection, but
instead it produces a single assessed level of required supervision.

SeExUALLY HARMFUL ADOLESCENT Risk AssessMENT ProtocorL (SHARP)

The SHARP is in development only and not currently available. For more
information contact its author Graeme Richardson at Graeme.Richardson@ntw
nhs.uk.

The SHARP (Richardson, in press) is another clinical instrument in
development, and it is not clear what it may look like in its final version
or even whether it will be further developed and distributed for use.
However, I include it here because it offers an additional example of a
clinical risk assessment instrument, and further demonstrates the common
ground upon which such instruments are built and stand.

Although described as a case management system to address the risk
and needs of sexually abusive youth, in its current form the SHARP
nonetheless appears very much like a risk assessment instrument rather
than an instrument for case management. Intended for the assessment of
adolescent males aged 12 through 18, like other clinical instruments the
SHARP provides a structured and literature-based approach to the eval-
uation of sexual recidivism. It is a further development of the Risk
Assessment Matrix (Christodoulides, Richardson, Graham, Kennedy, &
Kelly, 2005), a literature-based two-stage risk assessment instrument that
consisted of 26 risk factors. However, the RAM has since been further
developed and renamed the SHARP. In its current form the instrument is
comprised of 46 risk factors grouped into 12 domains:

+ Sexually Harmful Behavior (10 risk factors)

 Antisocial Behavior (3 risk factors)

» Adverse Life Experiences (4 risk factors)

+ Sexual Development and Adjustment (12 risk factors)

 Social Development and Adjustment (2 risk factors)

* Emotional Development and Adjustment (2 risk factors)

* Personality Development and Adjustment (2 risk factors)

» Mental Health Development and Adjustment (2 risk factors)

+ Cognitive Development and Adjustment (2 risk factors)

» General Self Regulation and Level of Independence (2 risk factors)
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» Environmental Risk (3 risk factors)
» Motivation and Compliance (2 risk factors).

The SHARP follows the same guiding principles as other described
clinical assessment instruments, and it is intended to follow the principles
of the risk, need, and responsivity model in helping to structure both case
formulation and case management interventions, yielding an overall risk
level of low, moderate, or high. Nevertheless, the instrument presently
requires continued work to refine and better operationalize and organize its
content, structure, terms, definitions, and clarity. For instance, in defining
risk factors the SHARP is often vague and in some instances lumps together
and consolidates different aspects of risk into single categories, thus
treating disparate risk elements as though they were elements of a single
taxonomic item. This makes it difficult to clearly understand the conceptual
root of the risk factor or how to assess it. Similarly, in some cases it is not
clear that the labels assigned to different risk factors correctly identify the
type of risk actually addressed by the risk factor.

As noted, it is not clear whether the SHARP will get to the point of
development where it is a more practical and defined instrument, or will
even be released as a working tool. However, the fact that it is a UK-based
instrument rather than North American may also make it more appealing
to evaluators in the United Kingdom and Europe if it undergoes further
refinement and development. Even so, like the AIM2, the fact that itis a UK
instrument does not seem to make a difference in its approach to assess-
ment or its selection of risk factors. One thing, however, that does jump out
about the SHARP in its present form is its inclusion of psychopathy as a risk
factor included in the personality development and adjustment domain, a
concept not included in other risk assessment instruments used to assess
juvenile sexual offenders.

The assessment of this particular risk factor requires the additional use of
either the Antisocial Process Screening Device (ASPD) or the Hare Psy-
chopathy Checklist-Youth Version (PCL-YV), both instruments that assess
for the presence of psychopathic traits in children and adolescents (ages 6—
13 and 12-18, respectively). The risk factor therefore buys into the idea that
both children and adolescents may exhibit psychopathic traits,” and indeed

3. The PCL-YV (Forth, Kosson, & Hare, 2003) specifically notes that it is used to assess
the presence of psychopathic traits in adolescents, but also that adolescents may not
be assessed as psychopaths. Nevertheless, this is merely hair splitting as the
instrument itself is named the Psychopathy Checklist, and is clearly built on the
premise that psychopathy exists in adolescence (and in childhood), even if it is
cautious about using the term to define such adolescents.
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may be considered psychopaths (or psychopaths in the making), following
the lead of the SAVRY (Chapters 7, 8, and 13), a clinical instrument used to
assess risk of (nonsexual) violence in adolescents.* However, although the
presence of serious antisocial behavior is recognized in children and
adolescents, there is controversy about defining children and adolescents
in such terms (Hart, Watt, & Vincent, 2002; Seagrave & Grisso, 2002;
Vitacco, Rogers, & Neumann, 2003), and the evaluator should be aware
of such ideas in selecting and using an instrument that extends ideas about
antisocial behavior in juveniles to the concept of childhood and adolescent
psychopathy. In the SHARP, in particular, there is also a double whammy,
just as there is in the SAVRY, because the sort of antisocial behavior that
contributes to an assessment of psychopathic traits on the PCL-YV is also
assessed elsewhere in the instrument (domain 2: antisocial behavior). This
means that the same risk factors are, in effect, measured twice and are
therefore bound to increase assessed risk in juveniles assessed by the
SHARP or SAVRY as having psychopathic personality traits (as noted
in Chapter 13, the SAVRY overestimates moderate and high levels of risk).

The inclusion of the SHARP here, then, not only reflects a clinical risk
assessment instrument in the making, but also demonstrates many of the
requirements and difficulties in developing a strong and well-designed
instrument.

INSTRUMENTS RELATED TO RISK ASSESSMENT

The following five instruments are not risk assessment instruments (although
the SAI-J, as previously noted, is described by its authors as a risk instru-
ment). Nevertheless, each contains information relevant to sexual offender
risk assessment and may be included in either an initial comprehensive risk
assessment or the ongoing assessment of progress in treatment over time.
They each are closely related to risk assessment instruments in their
structure and content.

MULTIDIMENSIONAL INVENTORY OF DEVELOPMENT, SEX, AND AGGRESSION (MIDSA)

The MIDSA is not currently available as a risk assessment instrument. In its
present form it provides a vehicle for gathering psychosocial data and generating
comprehensive assessment materials. It can be purchased through www.midsa.us

4. Of note, Adele Forth is the lead author of the PCL-YV and is also an author of the
SAVRY.
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The MIDSA is presently not a risk assessment instrument, and was
instead designed to identify important targets for assessment and thera-
peutic intervention. However, it is likely to be further developed at some
point into an empirically validated risk assessment tool for both juvenile
and adult sexual offenders. The MIDSA was built from its earlier proto-
type, the Multidimensional Assessment of Sex and Aggression (MASA),
and was designed to produce report material that can be meaningfully
used in the comprehensive assessment of juvenile and adult sexual
offenders based on 54 empirically validated scales relevant to the devel-
opment and maintenance of sexually abusive behavior.

The MIDSA is actually not an instrument, but instead a software package
administered by computer. It is designed to gather information by self-
report and compare this against an empirically validated database in order
to provide clinical reports about juveniles and adults entering assessment
or treatment for sexually abusive behavior. Substantial data have been
gathered in the development of the MIDSA, and in its current use as an
inventory of sexual and other development it is consequently able to
compare individual (adult and juvenile) sexual offenders against a normed
database of other sexual offenders in the generation of clinical psychosocial
and psychosexual reports. The MIDSA gathers data on social, academic,
sexual, and antisocial histories and assesses a large number of domains
related to sexual coercion, including behavior-management problems,
impulsive acting out, substance abuse, and sexual behaviors that range
widely from normal to troubled deviant sexual behaviors. Despite its
treatment focus, MIDSA scales thus measure domains believed important
in predicting sexual recidivism in juvenile and adult sexual offenders.

However, because follow-up data have not yet been gathered to deter-
mine the predictive validity of its scales, the MIDSA cannot presently serve
as a risk assessment instrument. Nevertheless, it is expected that risk scales
will be developed from the MIDSA scales when follow-up recidivism data
are available. Accordingly, although probably some time away, the MIDSA
is likely to serve this role at some point in the future, in risk assessment for
both juveniles and adults.

MuttirHASIC SEX INVENTORY-II ADOLESCENT VERSION (MSI-II A)

The MSI is available for purchase through Nichols and Molinder Assessments at
www.nicholsandmolinder.com.

The MSI-II A is not a risk assessment instrument. It is instead designed to
measure and assess the characteristics, attitudes, ideation, and behaviors of
known or alleged adolescent male sexual offenders, ages 12-18 (14-18 for
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adolescents who deny any sexually abusive behavior). There is also a
female adolescent version of the MSI, but this has such a limited database
that the authors consider this version to be a research instrument only.

The adolescent version of the MSI is a refinement of the adult instru-
ment, and it is an empirically based self-report instrument comprised of
559 questions. Almost all of the scales of the adult version are included
in the adolescent version, which also includes scales to assess attentional
and behavioral problems, as well as social adjustment and history of
personal victimization. Like the MIDSA, the MSI essentially compares
the answers of the juvenile being assessed against answers to the same
questions given by other sexual offenders. However, most of the current
database is made up of adult sexual offenders, with a far smaller sample
of adolescent sexual offenders included. The MSI thus arrives at de-
scriptions of the juvenile being assessed based upon both juvenile
and adult sexual offenders, but mostly adults. In particular, the MSI
classifies the juvenile along the four ““core paraphilia” scales of Child
Molestation, Rape, Exhibitionism, and Voyeurism, and along six others
indices: (1) Additional Sexual Deviance-Paraphilia, (2) Sexual Function-
ing/Body Image, (3) Psychosexual, (4) Behavioral, (5) Accountability, and
(6) Adolescent/Gender Development. It also includes six reliability and
validity scales to assess the juvenile’s consistency, attitude, and approach
in completing the instrument.

The MSI is a useful addition to a comprehensive assessment, but it
provides interesting and useful information more than it does critical and
essential information, and adds value to the assessment as an inventory of
attitudes and behaviors compared to the database of juvenile and adult
sexual offenders. However, composed of 559 questions, it’s quite a grueling
task for many adolescents to complete the self-report and certainly requires
average reading and comprehension skills. Moreover, as noted, the data-
base presently consists of mostly adults, against whom the juvenile is being
compared. At the time of writing, the normed database included 460
adolescent child molesters compared to 1,200 adult child molesters,
with no adolescent rapists, voyeurs, or exhibitionists included in the
database. However, the MSI developers are continuing to develop the
database to include more adolescent and adult sexual offenders, and this
will change over time. Most recently, MSI norms have been expanded to
include 1,696 adolescent (age 12-20 in their samples) child molesters, 462
adolescent rapists, 89 exhibitionists, and 77 voyeurs (Ilene Molinder,
personal communication, March 26, 2008), hence MSI comparisons will,
in the future, have a far wider and more relevant database upon which to
draw. However, in the meantime, the evaluator must remain aware that
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MSI scales that classify juveniles do so mostly compared against adult
sexual offenders, and must therefore exercise caution both in interpreting
and using the results of the MSI.

SEXUAL ADJUSTMENT INVENTORY-JUVENILE (SAI-])

The SAI-] is available for purchase through Behavior Data Systems, Phoenix,
Arizona 85064, or bds@bdsltd.com

Like the MIDSA and MS], the Sexual Adjustment Inventory-Juvenile is
an empirically based, self-report instrument used to identify sexual and
nonsexual concerns in male and female adolescent sexual offenders, aged
14-18. The instrument is computer-scored, and comprised of 195 items
broken into 13 scales, five scales of which assess sexual concerns and six
scales that assess general risk, such as substance abuse, antisocial behavior,
and depression. The SAI-J also includes two “lie” scales that offer an
assessment of the subject’s truthfulness in completing the assessment.

However, unlike the MIDSA and MSI, which are not risk assessment in-
struments, the SAI-J is described by its publisher as a risk assessment
instrument (Behavior Data Systems, 1997; Lindemann, 2005). Nevertheless,
it is not a risk assessment instrument in the same way as other risk
assessment instruments described here. In fact, like the MSI and MIDSA,
rather than making predictions about sexual recidivism, the SAI-J is actually
offering a comparison between the adolescent completing the SAI-J and
other juvenile sexual offenders in the computerized database. That is, it is
measuring and comparing the self-reported answers of the assessment
subject against how other juvenile sexual offenders (in the database)
previously answered the same questions. Hence, in its assessment of the
adolescent at low, medium, problem, or severe risk along each of the five
sexual scales and six nonsexual scales (there is no global, or overall, level of
risk assigned), the instrument is providing an assessment of concern about
the adolescent’s self-reported attitude, ideation, or actual behavior on each
scale, compared to other similar adolescents. Thus, an assessment of
“problem” risk, for example, is based upon the manner in which the
assessment subject answered items compared to peers in the database,
not on actual data concerning recidivism.

Although Lindemann (2005) describes predictive validity for the SAI-],
he is actually describing the similarity between the adolescent being
assessed and cohorts in the database who have known histories of sexually
abusive and other troubled behavior, rather than the percentage of assessed
juvenile sexual offenders who have actually recidivated (which, as noted,
is the true hallmark of a risk assessment instrument). In fact, although
based on empirical data (i.e., the computerized database), like clinical risk
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assessment instruments, the SAI-J is unable to assign a risk level based on a
known base rate of sexual recidivism or similarities between the adolescent
being assessed and known adolescent sexual recidivists.

In addition, there are problems with the construction and clarity of the
instrument that weaken the instrument and its computer-generated con-
clusions. For instance, in asking questions such as “’I have had sex with my
brother or sister,” or “I am sexually active,” the instrument never makes clear
what is meant by “sex.”” In these cases, what constitutes “sex”: intercourse,
fellatio or cunnilingus, masturbation, molestation, and so on? It is not that I
mean to be picayune, but the way that instruments are designed and
questions are phrased has everything to do with the results they produce.
Whereas the SAI-] can help to both “assess attitudes and behaviors that
contribute to meaningful sex offender” assessments and “collect a vast
amount of information that is important in sex offender evaluation” (Linde-
mann, 2005, p. 7.18), as a risk assessment instrument it is specious and leaves
much to be desired. As an assessment of sexual ideation and behavior
contrasted against that of other sexually abusive youth, it appears weaker
than either the MSI or MIDSA, although it is far easier to apply and score.

TREATMENT PROGRESS INVENTORY FOR ADOLESCENTS WHO SEXUALLY
ABUsE (TPI-ASA)

The TPI-ASA is currently in development, and available through the primary
author, B] Oneal at bjoneal@u.washington.edu

The TPI-ASA (Oneal, Burns, Kahn, Rich, & Worling, 2008) is not a risk
assessment instrument, but nevertheless it is worth noting as a tool in
development designed to help clinicians track progress in treatment for
sexually abusive behavior. It is thus significantly informed and to some
degree shaped by the risk assessment literature.

The instrument is intended as a treatment planning and progress inven-
tory for sexually abusive adolescents during the 12-month (for initial
progress assessment) or three-month (for re-evaluation of progress over
time) period immediately prior to the use of the instrument. It is designed to
monitor and measure 64 elements common and relevant to the evaluation
and treatment of juvenile male sexual offenders, classified into nine dimen-
sions: (1) Inappropriate Sexual Behavior (9 elements), (2) Healthy Sexuality
(10 elements), (3) Social Competency (8 elements), (4) Cognitions Suppor-
tive of Sexual Abuse (6 elements), (5) Attitudes Supportive of Sexual Abuse
(6 elements), (6) Victim Awareness (4 elements), (7) Affective and Behav-
ioral Regulation (8 elements), (8) Risk Prevention Awareness (7 elements),
and (9) Positive Family Caregiver Dynamics (6 elements).
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The dimensions (and the elements included within each) were selected
on the basis of empirically and consensus-based research, as well as their
relevancy to both treatment planning and monitoring progress in treat-
ment. The instrument was also designed so that it could be administered as
part of a comprehensive risk evaluation. In a study that involved a sample
of 90 sexually abusive adolescents, support was provided for internal
consistency and convergent and discriminant validity of the nine dimen-
sions (Oneal et al. 2008). Whereas the TPI-ASA is clearly not, nor intended
to be, a risk assessment instrument, it may nevertheless be a useful
instrument to be applied in the reassessment of risk over time, as well
as helping to provide a useful guide in the process of comprehensive risk
assessment.

JUVENILE SEX OFFENSE SPECIFIC TREATMENT INEEDS & PROGRESS SCALE

The Needs & Progress Scale is available online at www.csom.org/ref/
JSOProgressScale.pdf

Like the TPI-ASA, the Needs & Progress Scale (Righthand, 2005) is not a
risk assessment instrument. Developed by Sue Righthand, one of the
authors of the J-SOAP, the scale is a means by which to conceptualize
and measure factors specifically related to sex offender specific treatment.
Accordingly, like the TPI-ASA, the 14 items that comprise the scale are also
closely related to the sort of risk factors or domains of risk factors found in
risk assessment instruments: (1) Motivation to Change, (2) Sexual Interests,
(3) Sexual Drive, (4) Social Skills, (5) Personal Maltreatment History, (6)
Victim Impact/Empathy, (7) Attitudes/Beliefs, (8) Emotion/Impulse Man-
agement, (9) Positive/Stable Self-Image, (10) Responsible Behavior, (11)
Family Relationships/Support, (12) Peer Relationships/Support, (13)
Community Supports, and (14) Risk Management.

The Needs & Progress Scale (NPS) is far less detailed, less comprehen-
sive, and less well developed than the TPI-ASA. Accordingly, although of
some value to the clinician in considering elements of sex offender specific
treatment and the progress of the client in treatment, the NPS offers only a
cursory look at progress. Each item on the scale is presented as uni-
dimensional, rather than as a domain within which treatment progress
can be examined and assessed in more detail and with more discrimina-
tion. The NPS thus offers a quicker look at progress in sex offender specific
treatment than the TPI-ASA, but it has less value and meaning, provides a
more superficial view of treatment progress, and overlooks the complexi-
ties and depth of treatment.
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THE CAPACITY AND LIMITATIONS OF ASSESSED RISK

It is clear that the developmental nature of childhood and adolescence
requires that risk estimates remain relatively fluid, subject to change, and
short-term, and not be confused or taken for estimates of lifetime risk for
sexual reoffense. Hence, both the ERASOR and J-RAT, for instance,
describe risk estimates as relevant for only one year before the need to
reassess risk.

This may not be entirely true for actuarial assessments of risk, however,
given their statistical consideration of base rates of sexual recidivism over
given and extended periods of time. Hence, it is possible that actuarial
assessments may be more capable of long-term risk assessment than
clinical assessments of risk. However, the actuarial assessment of adoles-
cents is still very much in its infancy, having just moved out of prenatal
care, and developmental considerations may still be highly significant in
the long-term accuracy of juvenile risk assessment. Epperson et al. (2006),
the developers of the JSORRAT, note that the instrument is significantly
more accurate in predicting juvenile sexual recidivism prior to age 18 than
sexual recidivism that occurs only after age 18, and thus lifetime sexual re-
cidivism. They describe the JSORRAT-II as less predictive of sexual
recidivism during young adulthood than during adolescence, and suggest
several possible reasons for the “substantially lower”” level of accuracy of
prediction into young adulthood. These include both a significantly dif-
ferent set of variables at play (in adulthood versus adolescence) and the
alternative explanation that “it simply may not be possible to achieve
greater accuracy in predictions of adult sexual offending based on adoles-
cent behavior based on the complexity and magnitude of development
changes occurring during adolescence” (p. 157).

Regardless of whether risk assessment instruments can generate esti-
mates of risk into the far future, or whether clinical or actuarial in design, it
seems evident that risk assessments have a great deal to offer with regard to
informing us about the likelihood or potential for reoffense within the next
year of the youth’s life, and probably even two to three years. They thus
provide a reasonable basis for decision making regarding management and
intervention in the immediate and near future. On the other hand, it is
frankly pointless, and perhaps unreasonable, to assess the meaning and
value of clinical risk assessment instruments over the long run as they are
not intended to assess juvenile risk far into the future and neither do they
purport to.

Furthermore, if the assessments of risk generated by such instruments
are treated as relevant, and management and intervention decisions are
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thus based upon their recommendations, then we may not actually witness
a reoffense in the next year or two because of the intervention response. For
instance, if an assessment of high risk is treated seriously it is likely that the
juvenile will be highly supervised and monitored, and may even be housed
in a residential treatment program. In either case, a sexual reoffense is
unlikely. That is, the very assessment of risk and the treatment that follows
may create a situation in which the predicted behaviors do not occur
because of the assessment of risk. The high-risk situation is, in effect,
dissolved and the likelihood of harm diminishes greatly or vanishes
entirely. Under such circumstances, the fact that a juvenile does or does
not reoffend is surely a measure of the effectiveness or ineffectiveness of
treatment, rather than the capacity of the risk assessment instrument to
accurately predict risk over an extended period of time.

CONCLUSION: THE CLINICAL BASIS FOR RISK ASSESSMENT

We've now spent considerable time reviewing risk assessment instru-
ments, how they work and how to score and best use them, and what
individual instruments look like, how they are constructed, what they
contain, and how they are similar and different from one another.

However, at the conclusion of Chapter 13, I described the covenant
between the instrument designed and the evaluator, highlighting the
requirement for well-designed and meaningful tools and the need for
the evaluator to acquire the training and supervised experience necessary
for well-informed professional practice. In the case of every clinical instru-
ment, the assessment of risk ultimately lies in the domain of the evaluator
and his or her judgment.

The exception to clinical judgment may be found in the practice of
actuarial assessment, in which the user, in theory, merely has to follow the
data collection and scoring system. However, as described, even in the case
of actuarial processes, evaluators will quite often be called upon to exercise
judgment and make decisions about how to interpret a behavior or
situation in order to score a risk factor, or even make sense of what
circumstances meet the conditions of any particular risk factor. For
instance, item 5 of the JSORRAT-II describes the occurrence of a sexual
offense in a public environment, and gives clear examples of such locations
which are clearly community areas “open to the scrutiny of others.”
However, what happens if the sexual offense occurred in a private
home (clearly not a public environment) but during a party, for instance,
when many people were present? Would the home count as a public
environment in that case (as it may now temporarily meet the criteria of
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being open to public scrutiny)? In this case, then, does the evaluator mark
the factor as ““present”” or “not present’” (the only choices in the case of this
item)? Either way, some form of judgment may be required to score the
item. Although questions like this may seem trivial to some, they are not. In
fact, as no scoring manual can describe every possible situation when more
than plain fact is in question, it is virtually certain that evaluators will have
to exercise judgment, and this is even more the case if the evaluator
considers it acceptable to make clinical adjustments to an actuarial
assessment.

Despite the fact, then, that a well-designed assessment tool will guide
and shape clinical judgment, competent evaluation is not merely a techni-
cal skill. As noted in Chapter 2, good evaluation requires well-trained
evaluators who don’t simply score, add up, total, and make interpretations
of psychological tests or make important and sometimes life-changing
decisions based simply upon those scores. They instead, as described in the
psychological evaluation guidelines of the American Psychological Asso-
ciation (Turner, DeMers, Fox, & Reed, 2001), use their advanced training
and knowledge of psychology, human behavior, and social interactions, to
draw clinical conclusions. Even when using an actuarial assessment tool it
will be important to apply clinical judgment under circumstances where so
much is at stake.

Finally, it is good news that there are increasing numbers and types of
risk assessment instruments currently available or in development, as well
as other instruments and tools related to risk assessment. This speaks to the
further refinement of our knowledge base and our ideas and methods for
juvenile risk assessment, as well a strengthening of practice methods,
guidelines, and expectations. However, regardless of the empirical base
and our developing field, risk assessment remains as much, or more, art
and craft as science or technical method. Effective risk assessment is guided
by, and depends upon, structured risk assessment instruments, but it
remains very much a clinical process that requires a great deal from the
practitioner.



CHAPTER 15

Practice Guidelines and Processes
for Comprehensive Risk
Assessment

the capacity of the comprehensive evaluation to: (1) explore and

understand the nature, development, and trajectory of sexually
abusive behavior, (2) assess risk for sexual reoffense recidivism and the
impact of risk and protective factors, (3) explore and describe psychosocial
history, and particularly those elements that have shaped current thinking
and behavior, (4) assess motivation for treatment, and (5) build a case
formulation from which to develop treatment plans, activities and inter-
ventions, and assessment.

This chapter picks up from Chapter 11 by describing the stages and
elements involved in organizing and conducting a comprehensive assess-
ment. It thus addresses the operationalization of the assessment process,
including principles and guidelines upon which to build the comprehen-
sive evaluation. However, these principles have already been described
adequately in previous chapters, and they essentially involve understand-
ing the individual being assessed as a whole person and in the broadest
possible manner, regardless of the purpose or type of assessment. That is to
say, the goal of the comprehensive assessment is to understand the depth
and complexity of who’s arrived at our door. Even though this book is
aimed directly at the assessment of juveniles, these ideas apply equally to
the assessment of children, adolescents, and adults; nevertheless, they are
especially pertinent to juvenile assessment given the very active physical,
emotional, cognitive, and social developmental process experienced by
children and adolescents. In addition, juveniles function within a social

( j HAPTER 11 DESCRIBED the nature and steps of assessment, highlighting
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system that is quite different than that experienced by adults, including the
influence of family and adult authority subsystems, as well as the increas-
ing power of the peer group as children age that, by adolescence, has a
greater influence on the teenager than the parental system (Hawkins et al.,
2000; Lipsey & Derzon, 1998).

We have already discussed in detail the developmental process through
which children and adolescents pass, the need to recognize the holistic
nature of the child and the environment in which he or she learns and
functions, and the ecological systems through which individuals are
intertwined and engaged in mutual influence with their environment.
There is no need, then, to further highlight these ideas as we move into
practical application of the process of psychosocial assessment; these ideas
are, thus, a given as we move into the chapter.

Returning to a point made in the introductory chapter, evaluation and
assessment both represent the same process and goal. There is nothing
substantially different about either term or what each implies conceptually
or in operation, and it is redundant therefore to refer to evaluation and
assessment as separate practices.

COMPREHENSIVE EVALUATION: INTEGRATING
PSYCHOSOCIAL AND RISK ASSESSMENT

As noted in Chapter 11, psychosocial assessment describes both the target
of the assessment (the psychological and social functioning, or the inter-
action between and integration of the two spheres) and a process by which
information about the individual is gathered and understood. Compre-
hensive assessment, in turn, refers to the breadth and depth of such an
evaluation, and incorporates and consolidates different types of evaluation
procedures into a single evaluation with the function of evaluating psy-
chosocial functioning and, in particular, the assessment of risk within the
context of psychosocial functioning. Typically, however, when we discuss
psychosocial assessment we are also describing a method by which infor-
mation is collected for the larger assessment. This method, of course, is very
different than the methods of psychological testing, physiological exami-
nation, or the identification and evaluation of risk factors (i.e., the use of the
risk assessment instrument), all of which also gather and provide data for
and may be included in the comprehensive assessment. Although each of
these evaluation types and methods may be used as standalone evaluation
tools and may be used for purposes other than psychosocial or compre-
hensive assessment, in a comprehensive assessment of risk they are all
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blended into the overall assessment, often under the general heading of
comprehensive psychosocial assessment.

Hence, the psychosocial label appropriately describes and is synonymous
with the overall evaluation process, in which the individual is understood in
terms of his or her psychosocial functioning, assessed in different ways. It is
the psychosocial aspect of the assessment that most provides insight and
meaning to an assessment process in which other elements, such as psy-
chological testing or the use of a risk assessment instrument, are incorpo-
rated into the assessment. To this end, Long, Higgins, and Brady (1988)
describe the psychosocial assessment as the gathering of data about the
individual’s emotional, behavioral, mental, environmental, and interac-
tional processes, with the goal of integrating those data with other infor-
mation in order to obtain the most complete and multidimensional
description and understanding of the individual possible.

However, whereas psychosocial assessment looks backwards, seeking an
explanation and context by which the development and meaning of present
behavior can be explained, risk assessment looks ahead and projects
estimates about future behavior. In a comprehensive assessment of risk,
then, psychosocial assessment and risk assessment are folded together (and
especially in the case in which risk is assessed clinically). The structured risk
assessment instrument provides a formal, and literature/empirically
guided means by which to address, consider, and assign a risk level, and
the larger assessment provides the material that populates, fuels, and
informs the clinical risk assessment instrument. By integrating the two
processes, we provide an assessment of risk that is comprehensive and well-
informed. Given the difficulty in adequately or reliably projecting risk, the
perspective here is that comprehensive assessment offers not only the best
means for evaluating and estimating risk, but also the most well informed.

Frankly, as the review of the predictive ability of risk assessment instru-
ments shows (Chapter 13), it far easier to assess who is not likely to engage
in antisocial, general delinquent or criminal, or sexually abusive behavior
than who is. This both helps to explain the effectiveness of the SAVRY in
distinguishing between low- and high-risk youth and its capacity to predict
who is not likely to reoffend violently, and its limited ability to accurately
identify moderate- or high-risk offenders and its subsequent overestimation
of moderate- and high-risk adolescents (Chapter 13). Even so, it is almost
certainly easier to assess risk for continued general delinquency or contin-
ued violent behavior than continued sexually abusive behavior, which is a
far more complex and less understood behavior (which also explains the
capacity of instruments like the ]-SOAP and SAVRY to do a better job of
assessing nonsexual risk than sexual risk).
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ASSESSMENT AND CASE FORMULATION:
CLINICAL THEORIZATION

In a standard mental health assessment, there are three basic elements:
etiology (past), diagnosis (present), and prognosis (future). Whereas eti-
ology reflects what has occurred and how it has led to the current
circumstances, and diagnosis reflects present symptoms, prognosis pre-
dicts likely or possible trends if symptoms remain unchecked. It is,
however, etiology that provides the historical foundation for both diagno-
sis and prognosis. Hence, in a comprehensive assessment of any kind, past,
present, and future are inextricably intertwined. Without understanding
history, it is difficult to do any more than comment on the present or render
an explanation for current circumstances and foolish to predict future
behavior. In fact, static actuarial procedures base their projections of the
future entirely on the past, bypassing the present all together.

With respect to comprehensive evaluation, it is through the process of
psychosocial assessment that etiology is discovered, and through which
foundation and depth add richness and meaning. However, case formula-
tion adds another level of richness to the assessment. Case formulation
involves the capacity to reduce and synthesize information to a more
precise form that expresses broad ideas concisely. It represents a visual-
ization of the case, and reduces history, facts, symptoms, and circum-
stances into a brief summary that provides meaning, conjectures causes,
outlines current issues, and informs prognosis. To some degree, the
formulation puts forth a clinical theory about the case, providing explan-
atory information, identifying hypothesized cause, and suggesting mean-
ing and future action. It thus allows the basis for understanding the case,
both historically and dynamically, and its likely trajectory, as well as
interventions that may interrupt trajectory and create a new prognosis.

In this sense, case formulation follows a model of theory construction
covering the elements of description, explanation, prediction, and ultimately
control or intervention. Theory provides a description of and explanation for
observed behavior, and in so doing must necessarily review prior events
and forces that contribute to explanation and thus describes current
behavior as an outcome of prior forces. Theory also projects trends based
on historical and current events, and thus makes predictions about trajec-
tory or what can be expected if things remain unchanged. The final element
is that of control, or the means by which theoretically understood ideas lead
to the ability to intervene and thus possibly change trajectory. Theories of
climate or weather forecasting offer a good example of a theory. Current
weather conditions are understood by means of historical data that explain
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current conditions, and from which forecasts (predictions) are made of
expected trends and a means is provided for control (e.g., take an umbrella
with you when you go out). It also offers an excellent example of how
difficult it can be to make adequate or accurate predictions, regardless of a
vast knowledge of historical, or even dynamic, data because of the com-
plexity and changeability of dynamic conditions. Interestingly, Monahan
et al. (2000) note that in weather prediction, clinical involvement and
interpretation improves the accuracy of prediction, and is “consistently
more valid” than an unrevised actuarial forecast (p. 134).

However, formulation is an individualized approach to recognizing
the idiosyncratic particulars of each case and understanding each case as
unique, and it does not equal a formulaic approach to, or interpretation of,
cases. To this end, Drake and Ward (2003) write that formulation-based
approaches to treatment require that evaluators understand psychologi-
cal problems and vulnerabilities for individual clients, rather than utiliz-
ing a manualized or cookbook approach to understanding behavior. In
formulation, treatment interventions are individualized and emerge from
different case formulations. Despite the perspective that sexual offenders
share common dysfunctions and can thus be treated through prescribed
and manualized treatment, Drake and Ward argue that this position is
limited and results in weak and poorly targeted treatment that fails to
meet individual needs. Although it is reasonable to assume that sexual
offenders share common problems, difficulties, and dysfunctions, indi-
vidualized case formulation is nevertheless likely to improve under-
standing and lead to more finely tuned and precise assessment and
treatment. They write that case formulation highlights specific develop-
mental factors for each individual that made that specific individual
vulnerable to engaging in sexually abusive behavior. This, in many ways,
lies at the heart of comprehensive risk assessment, at least with respect to
understanding the pathway to sexually abusive behavior and the risk
factors that must be recognized and addressed for each individual if
treatment is to be individualized and geared towards the needs of that
individual (the ““needs” element of the risk, needs, and responsivity
model).

A COMPREHENSIVE VIEW OF THE INDIVIDUAL
OFFENDER: A CHANGING SENSIBILITY

The idea that the evaluator should understand the individual being
assessed, and not simply the individual’s behavior, broadens the assess-
ment of risk to an assessment of the circumstances of every type that
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contributed, or even led directly, to the sexually abusive behavior. Com-
prehensive assessment, then, is always dynamic. Nevertheless, we may ask
whether we really require a dynamic and comprehensive assessment if we
have a good enough risk assessment instrument, that is a risk assessment
instrument that can accurately predict risk.

The answer is clearly yes, as I hope I have argued clearly throughout,
and particularly in the case of children and adolescents. One need only
turn to the practice standards and guidelines of the Association for the
Treatment of Sexual Abusers (2005) to see that evaluation of sexual
offenders, including adult sexual offenders, is expected to go beyond
the use of a risk assessment instrument alone, whether actuarial or clinical.
The ATSA standards note that psychosexual evaluation is required to
determine not just risk for sexual reoffense, but also to clearly describe
dynamic risk factors, specific treatment needs, the strengths of the
offender and his or her amenability to treatment, and recommendations
regarding the intensity and type of required intervention and risk man-
agement strategies. In general, the standards follow the principles of the
risk, need, and responsivity model, including elements and factors that
may affect the individual’s response to treatment such as culture, eth-
nicity, age, IQ, neuropsychological disorders, personality, mental health,
physical disabilities, medication, and motivation. Ideas like this, then,
make it clear that assessment is a comprehensive process, including and
going beyond available psychometric data, including actuarial informa-
tion, by which to further strengthen and add even more meaning to the
overall assessment.

With a strengthened expectation for comprehensive assessment, we're
seeing changes in the way that evaluators view and conduct the assessment
of risk, not just in the case of sexually abusive youth but also in the case of
adult sexual offenders. These changes, which now reflect a far broader
view of both the assessment process itself and the individual offender,
show not only in the ATSA practice standards, for instance, but are also
reflected in a recent article by Ward et al. (2007), published in the ATSA
journal. The article addresses the human rights of adult sexual offenders,
including the idea that “any intervention has to be consistent with the
rights of other people without losing sight of the fact that it is the offender’s
life that is [also] of concern” (p. 207). This is a brave new world in sexual
offender assessment and treatment; we have not only moved from a
concrete view of risk assessment in adults to the need for a more compre-
hensive assessment for sexually abusive youth, but also onto the idea that
risk in adult sexual offenders also needs to be understood comprehensively
and in the context of their whole lives.
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SEXUALLY ABUSIVE BEHAVIOR IN CONTEXT

In Chapter 1, in outlining keys concepts about risk assessment, I noted four
key questions to be asked and answered in the risk assessment process: (1)
Who are the possible or likely victims (risk to whom); (2) what is the nature
of the anticipated or likely sexually abusive behavior (at risk for what); (3)
under what circumstances is the offender at increased likelihood for re-
engaging in sexually abusive behavior (at risk when); and (4) what are the
driving elements and forces that increase potential for or drive risk to
sexual reoffend (at risk why)?

These four questions are not unlike the five questions that Cummings and
McGrath (2005) describe as critical in risk assessment: what is the probability
of an offense, what degree of harm may result from a reoffense, under what
conditions might an offense recur, who will be the likely victim of a reoffense,
and when is a reoffense most likely to occur? Written primarily for probation
and parole officers, Cummings and McGrath nevertheless ask their ques-
tions for the same reasons that they were posed in Chapter 1: In order to
allow for a broad analysis of risk by which to yield an in-depth under-
standing of and maximum information about the individual being assessed.
Only comprehensive assessment can help to answer such questions, as well
as provide clear guidance for case management and treatment interventions.

If we wish to know more than just the likelihood or possibility of sexual
recidivism, then, as described by Wiksrom and Sampson (2003), we must
ask and learn about the causal mechanisms that push individuals to
consider and choose to act upon options that constitute acts of crime, in
which “studying development in context is the operative strategy” (p. 140).
Similarly, with respect to the assessment of sexually abusive youth,
Caldwell (2002) writes that meaningful risk assessments require a precise
understanding of the patterns of sexually abusive behavior. Calder (2001)
takes comprehensive assessment one step further in writing “whatever
route a juvenile has taken into offending, it is important that the sexual
offending is seen in the context of the life experience of the juvenile” (p. 51).

THE NEED FOR PRACTICE GUIDELINES
FOR COMPREHENSIVE ASSESSMENT

Prentky and Burgess (2000) describe a central task of assessment as accu-
rately identifying the most critical factors that contributed to the offense,
and write that sex offender specific treatment should not proceed without
the benefit of an informed and comprehensive assessment. They also write
that “unfortunately, there are no standardized or even commonly accepted
models for conducting such an assessment” (p. 98). Nevertheless, in
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addition to clearly identifying the elements that should be included in a
comprehensive assessment we can also focus on guidelines that not only
define the content of the assessment but also the approach to, method of,
and principles that lie behind the comprehensive assessment of risk.

However, because the clinical assessment is not a defined psychometric
evaluation with required, prescribed, or sequential steps that must be
followed, the informed and effective clinician may proceed in the manner
that most suits the situation and the clinician’s own preferred style, rather
than follow a prescribed format that limits flexibility, does not take in vivo
interactions into account, and is rigid and shallow. Houston (1998) de-
scribes this process as idiographic, meaning that the focus is on the individ-
ual, framed within a nomothetic process, or the larger framework that
governs the way that all assessments are designed and carried out. Never-
theless, there are a number of sources from which underlying principles
and guidelines can be drawn. The 2005 ATSA practice standards and
guidelines, for instance, offer a well-defined description of the evaluation
process, establishing the goal of an ““objective, fair, and impartial assess-
ment”’ (p. 12). The standards identify the expected content of the evaluation
and the need to use multiple sources of information. They also provide a
clear framework by which to guide the administration of the evaluation,
including the use of appropriate risk assessment instruments and the need
for evaluators to be fully informed about the strengths and limitations of
such instruments, as well the limitations of the assessment process itself.
Standards also ensure that individuals being assessed clearly have
explained to them the purpose of the evaluation process and its possible
outcome and, particularly with special populations, the meaning of the
assigned risk level and the nature of any related recommendations.

The ATSA description of the evaluation process is quite thorough and
detailed and, although the practice standards are written with adult male
sexual offenders in mind (p. 5), they are certainly applicable to the
comprehensive assessment of sexually abusive youth. Others, too, have
provided overviews and guidelines for the comprehensive assessment of
juvenile sexual offenders, including the American Academy of Child and
Adolescent Psychiatry (1999), the American Psychiatric Association (1999),
the National Task Force on Juvenile Sexual Offending (1993), and the
Colorado Sex Offender Management Board (Colorado Department of
Public Safety, 2002). Drawn from these and other sources (for instance,
Calder, 2001; Monahan, 1995; O’Reilly & Carr, 2004; Righthand & Welch,
2001; Rich, 2003), it is possible to both broadly define the risk assessment
process and synthesize a set of 29 principles and guidelines by which to
further define and shape the practice of comprehensive risk assessment.



Practice Guidelines and Processes for Comprehensive Risk Assessment 289

A DEFINITION OF COMPREHENSIVE RISK ASSESSMENT

Comprehensive risk assessment for sexually abusive youth is aimed at
estimating and defining the likelihood of a sexual reoffense. This is based
on an understanding of the juvenile’s prior sexually abusive behavior, the
circumstances and context under which such behavior developed and
occurred, and the presence of current risk and protective factors that may
contribute to or diminish the possibility of sexual reoffense. Comprehen-
sive assessment also includes a detailed understanding of the juvenile’s
developmental experiences and the interactive (ecological) social environ-
ment in which he or she has lived and learned, the personal capacities of the
juvenile, and the shaping forces that have significantly shaped and defined
his or her psychology and behavior.

Inherent in such a definition are ideas that have already been discussed,
which recognize the interaction between types of risk factors and between
risk and protective factors, the interactive nature of the social environment
and the individual who lives and grows up in that environment, the whole
nature of the juvenile that extends far beyond his or her sexually abusive
behavior, and the need to gather a broad and detailed range of information
that serve both to help understand the sexually abusive youth and to make
projections about the likelihood of sexual recidivism.

PRACTICE GUIDELINES

Moving from a broad definition to specific guidelines that define expect-
ations and highlight content, method, and approach, as well as the out-
comes of comprehensive risk assessment, from the literature we can derive
at least 29 principles and guidelines' by which to further operationalize
and guide the administration of the comprehensive assessment. These can
be categorized into four areas: (1) Underlying Principles, (2) Application
and Practice, (3) Content, and (4) Outcome.

UNDERLYING PRINCIPLES

1. The assessment of juvenile sexual abusers requires the same level of
comprehensiveness required of all clinical evaluations of children and
adolescents.

1. These are based upon and further developed from the 21 practice guidelines
described in Rich (2003).
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. The evaluator must ensure that questions raised by the evaluation fall

within his or her level of expertise.

. The evaluation or risk for sexual recidivism should involve the use of

an assessment instrument specifically designed for the purpose of risk
assessment, and the evaluator should be aware of the strengths and
limitations of such instruments and have the skills, experience, or
supervision required to professionally and ethically utilize such
instruments.

. In addition to the prediction of risk for sexual recidivism, the focus of

the assessment is on understanding the behaviors of the juvenile and
the development and causation of his or her behaviors, the juvenile’s
motivation for treatment and required level of care, and the develop-
ment of treatment plans.

. The assessment should assume a broad and holistic view of the

juvenile in which it is impossible to fully understand or interpret
the juvenile’s behavior without understanding the ecological environ-
ment in which he or she was raised and currently lives.

. There is no known profile or set of characteristics that differentiate

juvenile sexual offenders from nonoffending juveniles.

. The assessment process is not a process by which to determine guilt or

innocence.

APPLICATION AND PRACTICE

8.

9.

10.

11.

12.

13.

The evaluator should adopt a nonjudgmental and patient stance in the
evaluation, remaining persistent and focused.

The evaluator must be aware of the individual’s cognitive functioning,
including reading, writing, and comprehension skills and abilities,
and provide alternative means for gathering information directly
from the juvenile if cognitive, intellectual, and/or language skills
are poor.

Informed consent for the assessment is required, which in the case of a
juvenile must include consent of legal guardians.

The purpose, use, and possible outcome of the evaluation should be
described to the juvenile and the juvenile’s legal guardians.

All parties must be aware of any limits to confidentiality, especially if
there is any possibility or likelihood that evaluation results will
be shared with external agencies such as police, court, or social
services.

Record or chart review provides the background information that
serves as the basis for the evaluation, and provides historical and
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15.

16.

17.

18.
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other pertinent data about the juvenile. The evaluator must be pre-
pared for the evaluation and ensure a thorough review of existing
documentation prior to the assessment, including police reports,
victim statements, reports of social service and child protection
agencies, mental health assessments, treatment progress reports,
psychological tests, and so forth.

The evaluator must be aware that information available in prior
reports may be incomplete, incorrect, or not fully understood, and
take care to not simply pass along inaccurate or poorly understood
information.

Clinical interviews are used to gather specific data and also to observe,
supplement, question, review, and clarify information obtained from
other sources. Interviews should include meetings with the juvenile as
well as in-person or phone interviews with collateral informants such
as parents, therapists, social service workers, other prior treatment
providers, and probation or parole officers.

The evaluator should be aware that information provided directly by
the juvenile may not be true, complete, or sufficiently detailed, and
recognize the possibility that the juvenile may lie, deny, distort, or
minimize, and that the same may be true of informants in the
juvenile’s family.

Psychological, physiological, and other objective and subjective
measures, such as psychometric testing, polygraph or phallometric
(plethysmograph) examination, or self-report inventories and ques-
tionnaires, are used to gather additional information outside of the
process of record review and psychosocial assessment.

Neither psychological nor physiological testing can be used to prove
or disprove that an individual will engage or re-engage in sexual
offending behavior.

CONTENT

19.

20.

21.

Information should be gathered from multiple sources, including
family members, probation and parole officers, current or former
treatment practitioners such as therapists and psychiatrists, teachers,
and treatment staff in former treatment programs or hospitals.

The assessment should employ multiple evaluation methods, if avail-
able and appropriate, including clinical interviews, psychological and
educational testing, and physiological testing.

The evaluator should seek multiple types of information, including,
but not limited to, early developmental history, intellectual and
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cognitive skills, social functioning and relationships, development
and acquisition of social skills, psychiatric disorders and mental
status, behavioral history, history of substance use, history of trauma
and/or victimization, history of sexual development, attitudes and
beliefs, personal characteristics, level of denial or acceptance of
responsibility, family structure and current relationships, family
history, and history of sexually abusive behavior.

If possible, the evaluator should assess sexual interests and patterns of
arousal in the juvenile, recognizing that such assessment does not
necessarily indicate the presence of sexual deviance or prove that the
juvenile will engage in future sexual offenses.

OuTCOME

23.

24,

25.

26.

27.

28.

Assessment of treatment needs and the development of treatment
goals should be based on an understanding of the juvenile’s needs,
including both strengths and weaknesses, as well as an assessment of
risk based on the juvenile’s history and current level of functioning.
The evaluator must recognize that evaluations without broad and
supporting collateral information should be interpreted with caution,
and such caution should be noted in the written evaluation report if
the assessment was conducted and completed in the absence of such
information.

An assessment of risk should not be made in the event that adequate
information is not available from which to draw such estimates.
Placement and/or treatment recommendations must be based on the
assessment of risk and public safety, the treatment needs of the
juvenile, and the juvenile’s motivation to engage in treatment, and
should not be made on the basis of whatever treatment services and
resources are actually available, or drop below or rise above the level
of treatment that the evaluator believes is required.

The written report must be accurate, complete, transparent, and free
of speculation and judgment.

The evaluation report should: (a) note all records reviewed and
informants interviewed; (b) note any limitations on the assessment,
including lack of collateral or supporting information that may affect
the ability to make informed judgments about the juvenile, the
reported offenses, or the risk for future sexual offending; (c) describe
that consent was given for the evaluation, and any limits to confiden-
tiality explained to the juvenile and legal guardian; (d) ensure a
nonjudgmental and impartial style, and that all data presented are
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both objective and accurate; (e) avoid making speculative statements,
except when stating clinical formulations and when ample evidence
exists to adequately support the hypotheses of the formulation; (f)
document any denial of offenses that the juvenile may make, as well
as his or her explanation, if any, for inaccurate or false allegations; and
(g) provide a clear explanation in the event that it is not possible to
make an assessment of future risk.

29. Neither written nor verbal results of the assessment should be re-
leased to anyone without the express written consent of the appro-
priate party, which in the case of juveniles will be the legal guardian,
other than when a report is legally required to be released.

These 29 practice guidelines cannot possibly be all-inclusive, but they
represent a means for conceptualizing, organizing, and ensuring a risk
assessment process that reflects our current knowledge base, embraces our
current ideas, meets our current expectations, and is cognizant of essential
ideas about not only the risk assessment process, but the children and
adolescents with whom we work.

REQUIRED CONTENT

We've addressed the sort of material that should be included in the
comprehensive assessment, which is essentially material that provides
both depth and breadth. The assessment, then, illuminates the contextual
setting and circumstances of psychological, social, and behavioral devel-
opment and thus helps reveal and explain the course and development of
present day behavior, including the pathway leading to sexually abusive
behavior. In turn, our understanding of the past and its relationship to the
present can help us to estimate likely trajectory into the future if things
remain unchanged, and thus to make reasonable and well-informed assess-
ments of risk.

In addition to learning about the developmental circumstances of the
juvenile’s life, comprehensive assessment also delves into and reveals
details about the juvenile, including personal characteristics, skills, abili-
ties, vulnerabilities, and deficits, including level of honesty, self-disclosure,
motivation, responsibility, and attachment and relatedness to others. In
this way, we can discover and understand the child and the mind behind
the behavior, in the context of his or her whole life, and not simply see the
behavior itself.

The ATSA Task Force Report on Children with Sexual Behavior Prob-
lems (Chaffin et al., 2006) defined several key components required in the
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assessment of risk in sexually reactive children, which are useful to
describe here as they are pertinent to the assessment of any juvenile,
regardless of age, whether child or adolescent. The task force notes the
requirement for multiple sources of information and a comprehensive
process by which to develop a broad view of the child, including assess-
ment of three distinct elements: family and social ecological environment,
general psychological and behavioral functioning, and, of course, sexual
behavior and contributing factors, including situations or circumstances
under which sexual behavior problems have occurred. Among the 29
practice guidelines described above, guideline 21 describes the need for
multiple types of information, and generally describes the sort of infor-
mation required, which sets the pace for the content to be included in the
assessment. Content is described in more detail in Chapter 19, with specific
reference to the preparation and completion of the written assessment
report, but in reality there is no definitive and exhaustive description that
marks the complete and proper assessment. However, it is instead possible
to describe the sort of content that should be included in a comprehensive
assessment and, indeed, this mirrors the sort of content found in any
comprehensive psychosocial assessment. It is the focus on sexual devel-
opment and sexually abusive behavior that transforms a standard com-
prehensive psychosocial assessment into a comprehensive psychosexual
assessment.

A review of existing guidelines for both standard psychosocial and
psychosexual assessments (cf. ATSA, 2005; Coffey, 2006; Colorado Depart-
ment of Public Safety, 2002; Morrison, 1995; Rich, 2003; Shea, 1988) illus-
trates the sort of information or content that should be included in a
comprehensive assessment of risk. Grouped into distinct and overarching
categories, or content regions (Shea), the assessment should include mate-
rial in at least 20 domains that, together, subsume relevant, detailed, and
specific content.

» Relevant background and identifying information

» Cognitive functioning and intellectual capacity

* Social, developmental, and medical history

» Educational history

e Trauma history

» Mental health history and general psychological functioning
 Personality characteristics

* Social relationships and social functioning

 Family history

» Current family functioning
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» History of nonsexual problem behavior

» History of substance abuse

» Sexual development and sexual interests

» History of sexually abusive behavior

¢ Details of index and related sexual offenses

» Offender’s description of index and related sexual offenses

» Assessment of risk factors and assignment of risk for reoffense
+ Environmental concerns

 Availability of environmental support

* Amenability to treatment

Together, these content areas provide definition for the sort of material
that adds up to a broad psychosocial assessment. Chapter 16 describes the
structure and methods of the assessment process, Chapters 17 and 18
discusses the nature and content of assessment interviews, and Chapter 19
addresses the written assessment report. Together, these chapters more
thoroughly explore content areas and how to gather and interpret infor-
mation, and included in the Appendix is a guide to content area, including
the sort of information to include within each of the content areas noted
above. However, these 20 content areas for now offer a general overview; in
some cases, areas such as family history, for instance, will include still more
subcategories of content, such as family mental health, substance abuse,
and family stability. Furthermore, there are still other content areas that
may be included that will depend upon the specific form of the evaluation,
and may, for instance, include a mental status exam and diagnostic history
for the juvenile being assessed.

In fact, the individual evaluator, or the agency or program for whom
the evaluator is producing the evaluation, must decide what information
should or must be included and presented in a comprehensive assess-
ment, in what order, and in how much depth. There is no hard-and-fast
rule, no defined musts, and no set model, as noted by Calder (2000), who
has written that there ““is no ideal risk assessment method or frame-
work” (p. 27).

RISK ASSESSMENT AND DISCLOSURES OF SEXUALLY
ABUSIVE BEHAVIOR

In discussing content, it is clear by now that comprehensive assessment is
focused on developing a detailed understanding of the juvenile in order to
both estimate future behavior and establish a means by which to decide
upon or recommend treatment interventions. As noted, the assessment is
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not intended to pursue questions of guilt, even if the subject arises during
the course of the assessment; the assessment process is therefore not
intended for the purpose of disclosure or an admission of sexual offenses,
although this may well be an ideal state. The purpose, instead, is to make
sense of the sexually abusive youth and his or her behaviors, and to make
an estimate of risk based on that understanding. The rest—acknowledgment
of responsibility, disclosures of sexually abusive behavior, developing
empathy, improving social connectedness, developing self-regulation,
and the like—follow initial assessment and mark the course of treatment
at whatever level and however and wherever it is provided.

Thus, disclosure, or the youth’s willingness or ability to fully describe,
admit to, and take responsibility for sexually abusive behavior, typically
follows assessment and is a matter for treatment, even if addressed in the
process of evaluation. It is clear, in fact, that many things that remain
undisclosed during the initial risk assessment may emerge later in treatment.
Baker, Tabacoff, Tornusciolo, and Eisenstadt (2001) note that sexually abu-
sive youth and their families may deny, minimize, or hide sexually abusive
behavior for any number of reasons, and they warn clinicians that they may
not gather a full picture of the youth, including his or history of sexually
abusive behavior, until a therapeutic alliance is formed through the
treatment process that (usually) follows assessment. Mussack and Carich
(2001) have similarly noted that it is unreasonable to expect a sexual abuser
to make a full disclosure during an initial assessment, and “‘are likely
during the course of therapy if intervention is at all effective”” (p. 12).

THE ROLE AND NATURE OF THE FORENSIC EVALUATOR

Coffey (2006) asserts that the forensic evaluator is objective and does not
have a treatment relationship with the juvenile being assessed. This is a
common position to take in reference to the differences between forensic
evaluation and clinical health treatment, and it assumes not only that the
differences are irreconcilable but also that forensic work applied to chil-
dren and adolescents is the equivalent of forensic work with adults.
Practically, forensic work involves the investigation and assessment of
facts and evidence in court, and forensic work as it pertain to behavioral
health (i.e, mental health) involves the application of ideas about psychol-
ogy to legal matters, and vice versa. However, with reference to child and
adolescent offenders, at least, forensic work extends past evaluation to
treatment. As assessment for sexual recidivism is likely to continue
throughout treatment, and not merely at its outset, such evaluations are
always forensic in nature and principle and the line between evaluation
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and treatment is further blurred, especially if treating clinicians also
administer reassessments for risk (which is likely).

In the forensic mental health evaluation, clinicians assess the individual
in a manner relevant to both the legal and the mental health system,
communicating ideas and outcomes in ways that are understandable and
meaningful to both systems, and in a manner that allows the legal system to
act upon and apply the results of the evaluation (Grisso, 1998). All
evaluations are thus forensic if intended for direct use or to assist decision
making in a legal environment, and Grisso notes that they require a
different way of thinking than nonforensic evaluations, which are typically
applied in a purely clinical context. He writes that “clinicians can never
merely transport their clinical skills to the juvenile court and carry out their
evaluations as though they were in a clinical setting’”” (p. 24). Similarly,
McCann (1998) has written that the role of the mental health practitioner in
the forensic setting is distinctly different from the role played by the
clinician in the nonforensic treatment setting, and warns that failure to
recognize or acknowledge the difference can be “disastrous for anyone
who applies the values and roles of one to the other” (p. 181). Like Coffey
and Grisso, McCann sees the roles of forensic evaluator and mental health
clinician as mutually exclusive and wonders if the two roles can cross,
recommending that clinicians avoid engaging in the dual roles of therapist
and forensic evaluator. Greenberg and Shuman (1999) also consider the
two roles to be inherently different, incapable of being filled by the same
individual. They write that by failing to recognize inherent conflicts and a
dual relationship, clinicians who practice as forensic evaluators and thera-
pists in the same case risk harm to their profession, their clients, and the
legal process.

Grisso (2006) identifies an additional bifurcation in juvenile forensic
evaluation, noting differences between evaluations of children and ado-
lescents who have been harmed and those who have harmed others, the
latter of which, of course, relates to the forensic evaluation of sexually
abusive youth. He writes that these two subspecialities often clash with one
another, given their nature, purpose and sometimes the age of the child,
and require a different mindset and set of interviewing skills, and that it is
rare that a juvenile evaluator can practice competently in both
subspecialities.

These writers highlight that forensic and mental health practice are
driven by different sets of needs, ideas, and end purposes. Nevertheless,
recognizing and acknowledging the differences between serving and
informing the legal system and serving and treating the client, Bluglass
(1990) writes that it is the task of the forensic practitioner to reconcile these
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differences in order to be effective in both arenas. Indeed, in the treatment
of sexually abusive youth both roles must be consolidated, unless we are to
separate the functions of evaluation and treatment completely, from the
initial assessment of risk through all subsequent risk evaluations. Further,
risk evaluations for juveniles take place in a variety of settings, sometimes
involving the court and the legal process and sometimes through social
services. The world in which sexually abusive juveniles live is very
different from that of adult sexual offenders. Hence, assessments of
juveniles are likely to take place under different circumstances than for
their adult counterparts, and there may be a crossover between social
services and the juvenile court or between the juvenile and adult courts.
Further, juveniles may receive a comprehensive risk assessment at various
points in their treatment, as described below, whether serving to provide
preadjudication information to the court, making recommendations to
social services for management and treatment, or upon admission to a
treatment program.

Welldon (1997) describes the blending of forensic and clinical work as an
integration of both orientations and the subsequent transformation of the
treatment relationship in the forensic treatment environment into a trian-
gular one that represents the goals of and relationship between clinician,
client, and society. Accordingly, the work of both the forensic evaluator
and the forensic clinician must be synthesized into an overarching model of
forensic mental health, encompassing both components if we are to ensure
an assessment and treatment model that embraces the principles of risk,
need, and responsivity, provides effective management for and treatment
to sexually abusive youth, and serves the public good.

Under any circumstances, McCann (1998) comments that the use of
mental health evaluations in forensic settings requires an objective and
neutral stance. Regardless of your particular position on whether the role of
forensic evaluator and forensic clinician can be taken by the same practi-
tioner, the need for objectivity and neutrality should serve as a guiding
principle throughout both assessment and treatment.

ASSESSMENT VENUE AND THE PURPOSE OF ASSESSMENT

As briefly mentioned, it is clear that, whether a basic risk assessment or
comprehensive assessment of risk, such evaluations may and are likely to
occur at various points in the juvenile’s journey from being discovered
engaging in sexually abusive behavior to completing treatment and beyond.

We thus make a mistake if we describe risk assessment as a one-time
event or a cut-and-dried process that is equally well understood by all
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parties, always serves the same purpose, and itself is a static and un-
changing process over time or venue. In reality, not only will the assess-
ment assume a different form based on the methods and approaches of the
evaluator, but it will serve a different purpose and perhaps be structured
differently depending on the point at which the assessment is applied in
the life of the sexually abusive youth and its purpose. The National Task
Force on Juvenile Sexual Offending (1993), for instance, described risk
assessment as an ongoing process that may by applied at six distinct points
in the process of intervention, treatment, and management, including (1)
pretrial; (2) presentencing; (3) postadjudication and disposition; (4) needs
identification, treatment planning, and treatment evaluation; (5) predis-
charge and release; and (6) monitoring and follow-up. Hoge and Andrews
(1996) similarly describe the administration of a risk assessment at several
key points in the decision-making process.

In fact, the point in the process of intervention at which an assessment
is administered may have significant effects upon the evaluation and
how and why it is administered, and even whether an evaluation should
or can be administered. As shown in Figure 15.1, there are multiple
points at which an assessment may be conducted, both pretreatment and

Pretreatment
Assessment Types and Venues

Investigation Preadjudication Disposition
Assessment Assessment Assessment
Decisions Regarding || Leading to Court ™  Postadjudication e :
Criminal, Court Diversion, Decisions Regarding Determinations Regarding H
or No Referral Responsibility Treatment Decisions
I I
[ [Nl ]
Court Diversion Dismissal Mandated Treatment
Directly to Treatment No Further Action Referral to Treatment

Pre-Treatment

I In-Treatment

In-Treatment

Assessment
Treatment-Based Ongoing i Possible Periodic Assessments
Assessment Re-Assessment [t for Juvenile Court
Establishing Basis for Measuring and Assessing
Treatment Treatment Impact
Treatment
Interventions

Figure 15.1 Assessment types and venues
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in-treatment, and in some cases in-treatment evaluations may result in
further prosecution if new information emerges that the legal system
decides is prosecutable. Accordingly, there may be different outcomes
for assessments administered at different points, as well as different
purposes for the assessment.

As part of the pretreatment process, assessments can be used as an inves-
tigative tool that helps inform and guide authorities, such as social services
or the police, as to the appropriate course of action. In some cases, the
assessment may lead to all further action being dropped, but in others it
may result in a referral to either the legal system or to social services, in
which case the referral may completely bypass the juvenile court (court
diversion), and lead directly to treatment. In the event of an arrest, assess-
ments may also be used at the preadjudication level, assisting the court in
learning about the juvenile before a decision is made as to guilt (or
responsibility) or innocence. Still at a pretreatment stage, assessment
may also be used to guide a postadjudication disposition, helping the court
decide where to proceed following adjudication as responsible or guilty.

On the in-treatment side of the line, risk assessment is typically intended
to gather further information in order to further understand the sexually
abusive behavior and the juvenile, set a baseline assignment of risk (against
which the goal of treatment is to presumably lead to a lower risk level), and
establish and begin treatment, during the course of which periodic re-
evaluations of risk will be administered. As noted, however, in the event
that in-treatment evaluations highlight evidence of previously undisclosed
sexually abusive behavior, they may lead to further prosecution for those
juveniles who have already been through a court process and have been
adjudicated or a new prosecution for those juveniles not previously
charged with or adjudicated on a sexual offense charge. In either case,
however, whether administered at the pretreatment or in-treatment level,
the goal of the assessment is to estimate the possibility or likelihood of a
sexual reoffense. It is not to determine guilt, although a byproduct of the
assessment (and, indeed, treatment) process may result in the establish-
ment of guilt.

A particularly difficult and touchy question arises when an evaluator is
asked to assess risk with a juvenile who is being prosecuted for a sexual
offense but has not yet been adjudicated on the charges. The juvenile is thus
innocent of the charge until proven guilty. However, the evaluator will find
that it is common for children and adolescents charged with sexual
misconduct to be referred for either risk assessment or treatment prior
to adjudication. In either case, this means that a risk assessment must be
administered prior to the completion of court proceedings as treatment
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hinges on comprehensive risk assessment and should not proceed until an
assessment has been completed.

In some cases, even prior to adjudication the juvenile acknowledges
sexually abusive behavior and evaluation and treatment proceeds accord-
ingly, even absent of closure to the case, and the court case is continued
without a finding, pending the juvenile’s progress in treatment. In other
cases, the prosecution decides to declare “nolle prosequi,” in which a
decision is made to not prosecute the case at this time, and evaluation and
treatment may follow if the juvenile makes an admission of responsibility,
even though the possibility remains that prosecution may still follow. In
still other cases, presenting the most difficult of conditions, an assessment
of risk is sought when the juvenile denies the charges, or at least refuses
(often under counsel from his or attorney) to discuss the allegations or
acknowledge responsibility. When an evaluator conducts a risk assessment
under such circumstances, the assessment must result in an inability to
assign risk for reoffense on the basis that the charge is merely an unproven
allegation (as described in Chapter 13). An assignment of risk would
otherwise imply or declare that the charge is legitimate and that the
juvenile engaged in the behavior as charged.

In still other cases, sexual offense charges are reduced to nonsexual
charges, such as risk of injury to a minor or simple assault. Under such
circumstances, the judge may have decided to accept a plea for a lower
charge in order for the juvenile to get sex offender specific treatment but
avoid the stigma of more serious sexual charges or the requirement to
register on a state sexual offender registry. Nevertheless, assessing for risk
and subsequently assigning a risk level clearly assumes guilt for a sexual
(and not a nonsexual) offense.

To a significant degree, each of these variants reflects significant differ-
ences in the structure, mission, and approach of the juvenile court com-
pared to the adult court system. Nevertheless, they create significant
problems for the evaluator and the process of risk assessment. Although
Letourneau (2003) has written that conducting risk assessments for clients
charged with, but unadjudicated on, sexual offense charges contains the
potential for benefit as well as harm, standard 16.03 of the 2005 ATSA
practice standards and guidelines now clearly note, under “professional
conduct,” that ATSA members “do not provide expert testimony during
the guilt phase of a criminal trial from which a reasonable person would
draw inferences about whether an individual did or did not commit a
specific sexual act”” (p.10). Bear in mind the important caveat that these are
clearly stated by ATSA as standards and guidelines to be used in the
evaluation, treatment, and management of adult male sexual abusers, and
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the standards also note that ““Juveniles . . . who have committed sexual
offenses are in many ways distinct populations with distinct needs.
Practitioners are urged to use caution and professional discretion if
applying these standards to populations other than adult males” (p. v).

An additional practice guideline, then, is to remain aware of potential
differences in the application of the risk assessment process when con-
ducted under different circumstances, at different points in the process of
juvenile apprehension and intervention, in different venues (pre- and in-
treatment, for instance), and for different purposes. Of special importance
is the capacity to assess a juvenile who is in a preadjudication stage of
prosecution, or the prudence of conducting such an assessment. Here,
aside from the impression that guilt may have been prejudged, bear in
mind that in absence of an adjudication and in light of the juvenile’s denial
of the charges, or that the charges occurred as alleged, it is not possible to
fully assess risk or assign a level of risk for a sexual reoffense. In this case,
an assignment of a risk level necessarily requires at least one adjudicated or
otherwise substantiated prior sexual offense.

CONCLUSION: THE RAISON D’ETRE

The Office for Juvenile Justice and Delinquency Prevention (Righthand &
Welch, 2001) has described comprehensive clinical assessment as required
in the evaluation of risk for sexually abusive youth and emphasized that
any attempt to explain or treat juvenile sexual offenders must be based on
the specific factors pertinent to that juvenile’s offenses and individual
psychology. Even though there is no clearly defined or unequivocally
correct means by which to define, or single method by which to complete,
such an assessment, we can nonetheless clearly describe practice guide-
lines, standards, and expectations by which to define an approach to a
comprehensive assessment, as well its requisite components.

However, regardless of the comprehensive nature of the process and
guidelines by which to shape it, given the essential purpose of a sexual
offender assessment the central question to be addressed and answered
revolves around the assessment of risk and an estimate of the potential for
sexual recidivism. The rest of the assessment is merely a means by which to
form such an opinion and provide the data set that is most likely to best
contribute to a sensitive, meaningful, and well-informed assessment of
risk. Of course, I do not mean to casually dismiss the rest of the compre-
hensive assessment; having spent so much time describing and having
repeatedly discussed the importance of comprehensive assessment, I
assume the reader by now recognizes the value this book places on the



Practice Guidelines and Processes for Comprehensive Risk Assessment 303

process. Nevertheless, I do want us to keep in mind that the comprehensive
assessment of risk is designed not simply to learn about the juvenile, but
also to learn about the juvenile specifically in order to assess risk, and thus
provide the basis for decisions about treatment and management inter-
ventions if trajectory appears to be moving in the direction of a reoffense.

As the entire reason for the comprehensive assessment is the estimate of
risk, we might well conclude by paraphrasing four important questions
posed by Monahan (1995, pp. 115-116), who was addressing clinical risk
assessment for violence:

1. Can I be sure that the information I have obtained is accurate?

2. Am I giving adequate attention to what I estimate the base rate of
sexually abusive behavior to be among persons similarly situated to
the person being examined?

3. What evidence do I have that the particular factors I have relied upon
as predictors are in fact predictive of sexually abusive behavior?

4. Am I giving a balanced consideration to factors indicating the absence
of sexually abusive behavior, as well as to factors indicating its
occurrence?



CHAPTER 16

Approaching and Conducting
the Assessment

E HAVE BY now fully outlined the comprehensive assessment in
W terms of purpose and form, and to some degree content has also

been addressed. Chapter 11 provided an overview of the mate-
rials and evaluation processes that might be included in a comprehensive
assessment, and Chapter 14 reviewed currently available and in-development
risk assessment instruments and related supplemental tools instruments or
processes. Building on the guidelines presented in Chapter 15, by which
the assessment may be conceptualized and itself evaluated, this chapter
more fully discusses an approach to the assessment process, including its
structure and organization and the means by which information is gath-
ered and incorporated into the assessment.

We start by reiterating that comprehensive assessment is essentially
psychosocial in nature, even though it may include valuable contributions
from nonpsychosocial sources, such as psychological tests, inventories, and
scales, and physiological examinations. In addition, the process of psycho-
social investigation itself is for the most part clinical in method and applica-
tion. That is, it is dependent upon the evaluator’s direct interaction with and
observations of the subject(s) of the evaluation, the evaluator’s subjective
review of case-related records and materials, the evaluator’s interpretation
and inclusion of information, and, ultimately, the evaluator’s capacity to form
judgments, draw conclusions, and make decisions based upon these pro-
cesses. It is also multidimensional in design. Interpretation and understand-
ing is based upon a complex and multipoint view of the individual, at the
intrapersonal, interpersonal, and ecological levels, as well as in emotional,
behavioral, and cognitive domains. Additionally, assessments gather infor-
mation from multiple sources and through multiple means. Information
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is thus gathered from the youth, family members, probation officers, social
workers, teachers, and attorneys, and through written records, interviews,
observations, and potentially other sources, such as psychological, educa-
tional, and psychiatric evaluation and self-report.

Comprehensive assessment thus attempts to fully understand the indi-
vidual and place his or her behavior in the context of his or her whole life.
With respect to the particular goal of estimating risk, the comprehensive
assessment provides a formulation about the circumstances of the sexually
abusive behavior, its natural history, and its likely prognosis if things remain
unchanged, as well as recommendations for treatment and management.

However, just as there is no single method by which to complete an assess-
ment, there is no universal structure by which to understand and organize the
assessment process, nor a uniform format or content by which the assessment
is defined, physically organized, or made complete. Nevertheless, just as we
can provide guidelines and describe an approach to assessment, we can also
describe ideas about the assessment process so that it may be more easily
conceptualized in terms of structure, method, and content. In providing a
framework for assessment and a means by which to consider the assessment
process, and even in establishing guidelines by which to conduct and
complete risk assessments and criteria against which assessment may be
judged, it is nonetheless up to the reader to decide how best to apply these
ideas, or indeed whether to apply them at all. That said, we begin by taking a
look at the structure or organization of the assessment process.

THE COMPLETE ASSESSMENT

How long does it take to complete a comprehensive assessment of risk? To a
great extent this depends on the degree of comprehensiveness, including
how long it takes to get signed releases, gather the necessary records, and
contact the appropriate informants; how many records are read and how
many are sought; how many informants are interviewed and how many
interviews are conducted; and how much additional testing or evaluation is
administered outside of the risk assessment itself. The amount of time
required to conduct and complete the evaluation will vary widely, depending
on factors that include the specific questions to be asked and answered, how
much is already known about the case, the clinical complexity of the case, the
availability of and need for corroborating information, and the youth’s
amenability to being interviewed and participation in the process (Medoff
& Kinscherff, 2006). Of course, the length of time available to complete the
assessment is also determined by the requirements of the referral source.
However, it takes more than a day to complete such an assessment; between
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even minimal record review and minimal interviews, completing a risk
assessment instrument, and writing the assessment report, absent of any
other form of testing, the evaluation takes a minimum of 12-plus hours,
spread over at least several days. Minimally, then, a comprehensive assess-
ment that is rather basic is a five-day proposition, from start to finish. I would
call this a hurried assessment, however, and two weeks (10 working days) is a
more reasonable length of time to start and complete the assessment, and
perhaps longer if the evaluator has the luxury of time and the youth is in an
environment where he or she is safe from potential harm and from potentially
causing harm to others during the assessment period.

Unlike psychological testing or psychiatric interviews that can be com-
pleted in a single step or two and involve little coordination or integration
with other assessment methods, comprehensive assessment is a multi-
dimensional process, requiring multiple steps and involving multiple
sources of information that must be seamlessly consolidated.

However, as with all things, there is a beginning, middle, and end to
assessment, regardless of how long it takes to complete. As such we can
structure and sequence the process, and at the same time understand what
tasks are most closely associated with different points in the assessment
sequence. Most typically, the process of evaluation begins with a review of
all prior records and concludes with the establishment of a diagnosis (if this
is part of the evaluation format), an assignment of risk level, a summary
(and, ideally, formulation) of the case, and recommendations regarding
management and treatment individualized to the specific needs of the
juvenile being assessed.

As shown in Figure 16.1, when conceptualized this way the assessment
can be seen to not just have a beginning and end, but particular elements,
tasks, and outcomes associated with different aspects of the sequence that
not only build upon earlier elements but also contribute to later elements
and conclusions. Thus, we can see that the psychosocial element of the
comprehensive assessment allows the acquisition of information that can
help both understand and subsequently assess risk for reoffense, and in
turn is followed by a case formulation that helps summarize the case and
put it into perspective and finally leads to recommendations related to the
decision-making process.

PHASES OF THE ASSESSMENT

The assessment process has more than just a vague beginning, middle, and
end; it can instead be broken down into three distinct phases by which its
general tasks can be clearly seen and organized, as shown in Figure 16.2.
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Psychosocial
Assessment

Developmental history
Psychological tests

Prior and current treatment records
Court and police records

School records and reports

Social skills appraisal

Social functioning and relationships
Family history

Behavioral history

Living environment and social supports
Etc.

Assessing

Sexual Abuse

What happened

When

How

Where

With whom

Circumstances

Motivation and reasons

Other important factors

Pathway to sexually abusive behavior
Etc.

Assessment
of Risk

e o o o o o

Potential for recurrence

Under what circumstances

With whom

Likely precipitants

Necessary supervision and control
Etc.

Formulation

Description of the juvenile

Etiology of behavior
Defining/shaping factors and forces
Explanation for behavior
Projections into future

Etc.

Mental HealthDiagnosis
(if relevant to assessment)

Closure

Implications for treatment
Projections of needs
Recommendations

Etc.

Figure 16.1
assessment.

Process and associated outcomes at each stage of comprehensive

1. Preassessment, during which the evaluator develops a rudimentary
understanding of the case by reviewing all available materials, re-
quests additionally needed case records for review, identifies inform-
ants with whom to speak, and distributes and collects necessary
release of information consent forms.
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Information and
Report Reading

Phase 1. Preassessment.
Preparing for the Assessment

Preliminary
Preparation

Identifying
Information Sources

Interviewing the Juvenile
and Collateral Informants

Phase 2. Active Assessment.

Developin
Conducting the Assessment ping

Psychosexual History

Testing and
Evaluation

Writing
Psychosocial History

Establishing and

Phase 3. Postassessment. Assigning Risk

Writing the Assessment Report

NN N

Recommending
Treatment Interventions

Figure 16.2 Overview of the psychosocial and risk assessment process.

2. Active Assessment, or the process of engaging fully with the juvenile
and other related informants and parties, as well as remaining
cognizant of the behaviors of the juvenile or important events that
may be occurring during this phase of the assessment and that may
have a bearing on the assessment process. This phase sees the active
gathering of information that will be used to fuel and complete the risk
assessment instrument. This includes not only information gathering
through the interview process, but also observing the juvenile during
the assessment period, if possible, in the home, school, or residential
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treatment setting, adding to the depth and complexity of gathered
information.

3. Concluding the Assessment, which essentially involves tying the assess-
ment process together, assigning risk, and preparing the written
assessment report.

Thinking of the assessment in this way helps to further organize and
structure the thinking and planning of the evaluator, and clearly assigns
the primary tasks of assessment into a sequential order, even though there
may be overlap between phases in some cases.

PHASE 1. PREASSESSMENT: PREPARING FOR THE EVALUATION

Preassessment simply refers to the idea that the evaluator is preparing for
the active process of meeting with the juvenile and other informants, or that
part of the process during which information is directly gathered through
interviews, discussion, clinical contact, and observation.

The preassessment phase therefore provides the groundwork during
which the evaluator:

» Conducts a record review.

» Reads all pertinent information: victim reports; witness reports; court and
probation reports; inpatient, or residential, day treatment, and outpatient
treatment summaries; court and psychological evaluations; police reports;
state/referral agency reports and evaluations; and so on.

 Identifies gaps in the record and requests and gathers additional
records or information missing from the current record.

+ Identifies important collateral informants: parents (or parent figures),
foster parents, prior therapist(s), teachers, probation officer, and so on.

» Gathers signed release of information consent forms, allowing dis-
cussion with informants and the gathering of additional records.

PHASE 2. ACTIVE ASSESSMENT: CONDUCTING THE EVALUATION

During this phase, the evaluator engages directly with live informants from
whom information will be gathered, including direct interviews, conver-
sations, and meetings with relevant informants (i.e., those people who can
provide a perspective or information about the juvenile that is relevant to
the assessment). During this phase, the evaluator:

* Informs informants of confidentiality limits and the purpose of the
evaluation.
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» Ensures that release of information forms are signed by the legal
guardian and juvenile, if necessary.

 Interviews the juvenile, preferably multiple times depending on
availability and need.

¢ Interviews collateral informants (i.e., people other than the juvenile).

» Provides or arranges for additional testing that falls outside of record
review, interviews, and observation.

« If able, remains aware of the youth’s daily interactions and function-
ing, including patterns of behavior, mood, thinking, or interactions
that develop or emerge during the course of the assessment period.

Prase 3. CONCLUDING THE ASSESSMENT: WRITING THE EVALUATION REPORT

This final aspect involves the consolidation of information gathered
through record review, interviews, additional testing, and observation
and the synthesis of ideas into a case formulation. The assessment is
concluded by the written report that:

* Summarizes pertinent historical and current data.

» Formulates hypotheses about the development of sexually abusive
behavior.

» Formulates a description of the psychological profile of the juvenile.

» Formulates a description of the environment that shaped and influ-
enced the juvenile’s emotions, behavior, and ideation, and in which
sexually abusive behavior developed and eventually occurred.

* If relevant to the particular assessment format, identifies diagnoses
that address co-occurring psychiatric or substance abuse disorders.

» Assigns a level of risk for sexual reoffense.

» Proposes treatment needs and identifies suggested treatment goals.

Like all phases these may overlap with another; thus, although the
evaluator may be well into the active phase of the assessment he or she may
also be engaging in aspects more closely related to the first phase, such as
collecting and reviewing additional case records or identifying additional
informants who should be contacted. Similarly, even though in the middle,
or active, phase of the assessment, the evaluator may start to write the
assessment report even though it cannot be completed until the final phase
of the process. And, even during the third and final phase, the evaluator
may find it necessary to return to the active phase and reinterview the
juvenile or another informant or to the first phase in order to reread
records.
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CONFIDENTIALITY AND CONSENT TO RELEASE INFORMATION

Before discussing how information is gathered, and from what sources, it is
important to discuss confidentiality. Always a prime concern in any form
of treatment, it is of special and heightened concern when attached to
behavior so potentially stigmatizing as sexually abusive behavior, and also
so potentially damaging to others and society as whole. Even the label
“juvenile sexual offender”” raises flags, and with the very real possibility of
social judgment, ostracism, segregation, and rejection, issues of confiden-
tiality loom large.

CONFIDENTIALITY

Some issues around confidentiality are not left up to the client-clinician
relationship. Mandated reporting, for instance, requires professionals to
report situations involving the abuse or neglect of a minor, even if they
themselves cannot substantiate an allegation of abuse or neglect. In such
cases, the professional is responsible only for reporting, and it is up to a
state or regional social service agency (usually) to actually investigate and
substantiate the report. In fact, failure to report alleged or possible abuse or
neglect may result in civil penalties being levied against the professional. In
some localities, mandated reporting also applies to the abuse or neglect of
elders, and in some cases the disabled as well. In other cases, whereas the
clinical licensing of some professionals (such as social workers and psy-
chologists) provides for privileged communication, in which confidential-
ity is legally protected, this may not be true for other licensed clinicians.
Mental health counselors or practitioners, for instance, may not have the
same level of protection attached to their communication with clients, and
in some cases may additionally be required to report certain acts, even if
not covered by mandatory reporting laws.'

Under any circumstances, regardless of license or clinical discipline,
legal precedents such as the Tarasoff case have resulted in the civil and
often legal requirement for clinicians to report any knowledge of certain or
likely harm to a known (and sometimes even an unknown) victim, to the
potential victim, family members, or law enforcement. The death of Tatiana
Tarasoff in 1969 at the hands of a therapy client who revealed his plans to

1. Licensing requirements, standards, privileges, and expectations not only vary from
discipline to discipline, but also from one state or locale to another. Licensed
clinicians should be aware of the requirements and privileges of their particular
license, whereas unlicensed practitioners (and, of greater importance, their clients)
may have no protections at all.
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his therapist resulted in the Tarasoff warning, or the clinician’s duty to
warn a potential victim of harm that may be caused by a therapy client.

Further, if an evaluation is being administered under the auspices of or
directly for the court, the results of the assessment are going to be released
to the court, for the specific purpose of prosecution. In these cases, although
varying from jurisdiction to jurisdiction, it is most likely that the evaluator
is required to inform the juvenile and legal guardian, prior to the evalua-
tion, of the purpose of the evaluation and its role in possible prosecution. In
circumstances where the court has ordered an evaluation, the subject must
be notified that communication between the evaluator and subject is not
privileged, as in the Massachusetts “Lamb Warning.””>

Aside from circumstances such as these, many clinicians and programs
that treat sex offenders adopt a no confidentiality protocol in treating sexual
offenders, whether adult or juvenile, in which disclosures, including
disclosures of formerly unknown sexually abusive behavior or victims,
will be reported to some version of the authorities. This, of course, may
place the sexual offender in legal jeopardy if a new disclosure is made, as it
may result in further or new criminal charges and/or prosecution. For
juveniles, aside from the possibility of legal prosecution, there is also the
possibility of removal from home or a lengthier separation from home if
already in residential treatment, for instance, or the requirement for
lengthier, more intense, and more intrusive restrictions on their indepen-
dence and freedom. In turn, knowledge that a disclosure or acknowledg-
ment of sexually abusive behavior may place an offender in jeopardy may
dampen or shut down honesty and full engagement in treatment. Never-
theless, better that the individual refuses to engage in treatment or accept
responsibility than reveals information under the belief that it will be held
confidential only to discover that the clinician subsequently shared this
information with others, including the authorities. Hence, if such infor-
mation must be shared, due to mandatory reporting or duty to warn, or it is
the clinician’s or agency’s policy to share such information, this must be
disclosed in advance to individuals entering the evaluation process, and in
the case of juveniles to their legal guardians. Under such conditions, the
confidentiality policy and its limits on confidentiality should be presented
in writing and explained to the offender and/or legal guardian, and they in
turn should sign a statement acknowledging that they understand the
policy, its limitations on confidentiality, and circumstances under which
information will be shared with authorities. Under these circumstances,

2. Commonuwealth vs. Charles E. Lamb, 365 Mass. 265, 1974.
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clinicians or agencies should further consider having a signed ““waiver of
confidentiality’”” agreement.

Descriptions of confidentiality and its limitations, as well as waivers of
confidentiality, protect the individual (i.e., the sexual offender), the indi-
vidual’s family if he or she is a minor, and the clinical and treatment
agency, and certainly ensure that the individual (and his or her family, if a
juvenile) is fully informed about the goals of evaluation (and treatment)
and disclosures of information. As the privilege of confidentiality lies with
the client, and not with the clinician,® it is entirely within the client’s
purview (or the client’s legal guardian, if a juvenile) to waive confidential-
ity. Waivers of confidentiality also level the playing field among different
clinical professions and licenses, as they provide for no privileged com-
munication when it comes to acknowledgments and disclosures of sexual
offenses, regardless of clinical discipline. They thus allow the evaluator and
clinician to act in the best interests of both client and society, offering
informed practice for the individual being assessed and protection for the
community.

Issues of confidentiality, then, should be fully explained to the juvenile
sexual offender and his or her legal guardian, and furthermore they
should continue to be explained as a reminder to the youth during the
evaluation process. One clear step that can be taken is to remind the youth
of the limits of confidentiality at the beginning of every interview or
meeting during the evaluation process. Without going overboard, the
evaluator may also want to remind the youth about confidentiality limits
when being directly asked about his or her history of or allegations about
sexually abusive behavior or when it appears likely that the youth is
going to acknowledge or report a sexual offense. It is also critical that the
legal guardian is aware of limits on confidentiality and understands
possible consequences.

INFORMED CONSENT

Before engaging in evaluation, and before gathering information about the
sexually abusive youth or sharing information with others during the
assessment process, informed consent is required from the juvenile and/or

3. The right to confidentiality is the client’s, although it is the clinician’s responsibility
to maintain confidentiality. Clinicians may ask clients to waive confidentiality in
which case the client may decline treatment with that clinician, but equally clinicians
may not hold treatment matters as confidential if the client says that they must
release the information. Confidentiality is the client’s right, and not the clinician’s.
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the juvenile’s legal guardian. In the case of minors, with some exceptions,*
such consents do not hold water without the consent of the legal guardian.
In these cases, the consent of the juvenile is not actually necessary, other
than as a pro forma courtesy to the juvenile.

However, the evaluator should ensure that he or she has determined who
is actually the legal guardian, as only the legal guardian may sign any
consent documents, including consents for release of information. In the case
of juveniles entering evaluation or treatment legal custody may rest with a
parent or may have been temporarily or permanently transferred to another
person or entity, such as the state. Sometimes, for instance, the state holds
physical but not legal custody (and therefore does not hold guardianship),
and other times it has both. Regardless, only the legal guardian can sign
consent, so it is important for the evaluator to be fully and accurately aware
of the identity and nature of the legal guardian. In some cases, the evaluator
should be aware that legal guardianship for an individual over the age of 18
may also rest with someone other than the individual, on the grounds of
some form of personal incompetence due to a serious mental health condi-
tion or significant mental retardation, for instance.

Consents for release of information allow the evaluator to gather rele-
vant treatment and developmental information about the juvenile from
others who, without permission, would not be otherwise entitled to share
such information, either verbally or by passing along records. However, in
order to protect the individual, and those who share information, consents
should be informed. That is, they should very specifically state the name of
the individual or agency from whom information is being requested,
whether information can be shared with that entity as well as being
collected, and the type of information being requested and for what
purpose.

Releases should be dated, signed by the legal guardian, and countersigned
by a witness (preferably with printed names, as well, for readability), and
they should also be time limited so that they do not extend the right to gather
or share information forever. In the United States, the release of information
form should be in accordance with HIPAA, or the Health Insurance
Portability and Accountability Act of 1996, which is designed to protect
the privacy and confidentiality of medical records.

Regardless, informed consent requires that consent for information is
given by the individual signing the consent with a full understanding of

4. In some states, for instance, juveniles may give consent themselves for certain
medical or treatment procedures and the related sharing of relevant information,
without the consent or even knowledge of their legal guardians.
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the information being gathered, from whom, and for what purpose.
Combined with an understanding of the possible outcomes of the
evaluation process, as described previously (under confidentiality),
the individual’s permission to gather and share case-related information
is thus informed.

THE FAILURE OF CONSENT FORrMS: INABILITY TO GATHER INECESSARY INFORMATION

As confidentiality is the privilege of the client (and not the treating entity),
with an appropriately signed release the informant is not only permitted to
share information (and thus protected), but also compelled to provide the
information. Nevertheless, a signed release does not mean that the eval-
uator will always get cooperation from the former provider or informant,
and in reality it is often quite difficult to get such information.

Sometimes the release of information form itself is poorly developed
or not in compliance with HIPAA. In other cases, a lack of cooperation
from an informant or informing agency is simply a matter of poor
organization and even ineptitude on the part of the entity from whom
information is being requested. Law enforcement and agencies related to
the court may also refuse to disclose information, even with a signed
consent, and sometimes records are sealed by the court. This may include
material directly related to the evaluation of sexually abusive behavior,
such as victim and witness statements, police reports, and statements
and testimony given by the juvenile. Sometimes social service agencies
themselves, including the very agency that has referred the juvenile for
the assessment, will not share information about the individual. In many
cases, the reluctance or refusal of a court system or social service agency
to share such information makes no sense and is self-defeating, even if
intended to protect the juvenile’s rights, in the face of the forensic
evaluation that has been requested, usually by a state social service
agency or court system.

However, whether the result of a zealous protection of individual rights,
agency ineptitude, organizational bureaucracy, suspicion of the evaluation
process, poorly designed or technically inaccurate consent forms, inform-
ant disorganization or laziness, or any number of other reasons, the reality
is that even a signed release of information form may not get the evaluator
the requested information, or it is received in an untimely manner (after the
evaluation is completed, for instance). As described in Chapter 19, failure
to get requested information should itself be documented in the written
evaluation report, especially as the absence of such information may affect
the overall quality or accuracy of the evaluation.
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These are the just the realities with which the evaluator will have to
contend in gathering, or trying to gather, information. Nevertheless,
information should not be sought or shared without signed informed
consent.

SOURCES OF AND MEANS FOR INFORMATION GATHERING

Beyond its focus on guidelines and principles by which the process of
comprehensive assessment may be operationalized, Chapter 15 also pro-
vided a cursory look at content regions to be included in the assessment,
and these are fleshed out in more detail in Chapter 19, which addresses the
writing of the assessment report. However, without reviewing these
content areas in further detail at this time, it's important to note for
now that the psychosocial assessment is essentially defined by these areas
of content, and these content areas are, in turn, filled in, developed, and
defined by the process of psychosocial assessment. This process is inclusive
of the various sources of information from record review to clinical inter-
views, objective testing, and self-report inventories that together constitute
a broad, multidimensional, and multiple-source process of information
gathering.

Aside from bringing in more than one point of view about the case and
understanding different facets of the individual and his or her behaviors, a
multidimensional /multisource approach also minimizes the possibility of
error in data collection and formulation. Paraphrasing Grisso (2000), as
there is likely an error of some sort in every assessment method we apply,
whether clinical or statistical, an obvious means to reduce such mistakes is
to adopt a multimethod approach to assessment and thus ensure that our
conclusions are supported by data drawn from more than one method and
more than one source. These methods include the clinical processes of
record review, interview, and observation, as well as the use of non-
psychosocial and sometimes standardized sources of information, such
as psychological tests, inventories, and scales, and physiological
examination.

Generally speaking, the application of clinical processes for gathering
and interpreting information largely revolves around the professional
judgment and experience of the evaluator, in which the psychosocial
process depends on the evaluator’s capacity to form judgments, draw
conclusions, and make decisions. Conversely, nonclinical methods for
acquiring data involve questionnaires, testing, and other processes that
are specifically or generally free of the approach, judgment, and interpre-
tation of the evaluator.
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RECORD REVIEW

The goal of record review, of course, is to gather important information
about the juvenile. The process involves the examination of all relevant
material in the record and requesting other material that may be missing
from the record (although in many cases you will never actually get some
of the requested records).

DEePTH AND BREADTH OF RECORDS

The information is used to inform the evaluator about the individual being
assessed’ and includes records of every kind, including prior treatment
records, records of early development, parental and family history, behav-
ioral history, medical history, educational records, social service studies
and reports, prior forensic evaluations and sexual risk assessments, and
criminal records, including arrest, police, and investigation reports, victim
and witness statements, and any statements made by the youth being
assessed. Even though it will not always be possible to acquire all relevant
documents, records should also be sought and reviewed that date back to
birth and thus document the juvenile’s earliest experiences, and even
prenatal history in terms of parent and other family history.

Knowing about the family history, even before the juvenile’s birth, may
yield a great deal of information about the family and environment in
which the juvenile was raised. Similarly, knowing about the child’s emo-
tional, behavioral, cognitive, and medical development from birth and
through his or her early years may also yield much information, not only
about the development of behavior but the possibility of an autistic or early
developing psychiatric disorder, for instance, as well as pathogenic child
rearing and other environmental conditions.

History is important, then, not simply to reflect back on the past but to
understand the direct and continuous etiological (ontogenetic) connection
from the child’s birth to the present day. Knowing about the juvenile’s
social and school interactions and environments, and his or her behavior
and interactions throughout early and middle school, provides not just
important background but the very information that is relevant to the
development of past and current behavior, including sexual behavior, and
current attitudes, ideas and beliefs, behaviors, self-regulation, and social
functioning. Record review, then, is an enormously important aspect of the
comprehensive assessment.

5. Of course, exactly the same applies to records for adult clients; it’s just that the
record is longer, extending past childhood or adolescence and into adulthood.
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APPROACHES TO RECORD REVIEW:
PSYCHOMETRIC AND CLINICAL

Whereas the face-to-face interview is intrinsically clinical in nature, the
process of record review is intrinsically clerical. However, the data collect-
ed through the record review may serve a technical (nonclinical) or a
clinical purpose; further the process of record review itself may be more
clinical or more clerical/technical, depending on both its ultimate purpose
and how it is conducted.

TeCHNICAL / PsYCHOMETRIC RECORD REVIEW

Record review can be highly structured and guided by a defined set of
questions or data that the record reviewer has been instructed to focus
upon. Such a protocol both defines and restricts data collection in terms of
what information is to be gathered for the assessment. In this case, the
review can be conducted by anyone and not necessarily the evaluator or a
clinician.

In a technical record review, not only can the type of desired information
be guided by a defined protocol, but the information itself can be quantified
and coded. This usually involves noting and labeling the presence or
occurrence of specified historical events, such as arrests, history of sexual
maltreatment, school suspensions, parental marriages and divorces, for
example, as well the quantity, frequency, or intensity of types of events
(number of arrests, level of previous treatment, number of school suspen-
sions, etc.). This information is labeled according to a predefined coding
system and transferring to a code book where it can later be counted. In this
model, only specific information is sought, coded, and recorded, and other
historical information is ignored or discarded if it fails to meet the defini-
tion assigned by the code book, thus becoming invisible.

When information from the juvenile’s record is collected and coded in
this manner, the specified information of interest has been, in some way,
previously selected as having specific value to a database, which itself is
based on the parameters of a research model or study of some kind. Record
review in this case is statistically driven in some way, rather than clinically
driven. The record reviewer will seek and gather only the information
defined as important by the code book, and not the judgment of the data
collector. Additionally, some sort of statistical process will later be applied
in order to quantify and make sense of collected data, rather than the
application of a clinical process that involves the judgment, insight, and
interpretation of the evaluator. Whereas the clinical process depends on
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professional, but nevertheless subjective, experience and expertise to select
and make sense of the data, the psychometric process instead depends
upon objective statistical formula.

CLINICALLY-ORIENTED RECORD REVIEW

In considering differences between a technically and clinically driven
approach to record review, we see a difference between the clinical process
of formulation and the formulaic application of a statistical or technical
process. This is certainly the case when record data is used to develop or
score an actuarial procedure, in which record review is used to pick out
only certain and specific data and the rest is essentially ignored as
irrelevant to the purpose. There is no clinical application for the informa-
tion and no exercise of clinical judgment in selecting and interpreting the
information, or putting one bit of information together with another bit, in
order to make judgments, form conclusions, or be evaluative.

In a psychosocial assessment, however, record review is decidedly
clinical in practice, in the manner in which records are reviewed, infor-
mation is selected and gleaned, and judgments formed. In this case, record
review is not a technical process conducted by a clerk or technician, but it is
instead a clinical process conducted by the evaluator. Here, the evaluator
is seeking a wide range of information that, based on his or her judgment, is
useful and can be pieced together with other information in the record to
form a whole that is larger than any individual bit of information.

Based on this review, the evaluator gathers knowledge, develops direc-
tion, establishes ideas, develops a rudimentary understanding of the
individual, and interprets and evaluates. This is the clinical process,
and it is dependent upon the skill and experience of the clinical evaluator.
This is not to say that clinical record review cannot be aided by structured
tools that may allow the evaluator to make decisions about what sort of
information to seek and to find ways to record, quantify, and reflect upon
certain pieces of information. However, the structure merely helps define,
guide, and perhaps streamline record review, rather than replacing the
clinical process.

THOROUGH AND ACCURATE RECORD REVIEW

Regardless of how record review is conducted, it should not be taken for
granted. Records will be missing and should be sought, but, like gather-
ing information through signed releases, despite the evaluator’s best
efforts some will remain missing and simply not be available or made
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available to the evaluator. Again, in the final assessment report, missing
records should be documented as requested but not available. Further-
more, the evaluator will not only find that records are often incomplete,
but also that available and existing records are sometimes inconsistent
with one another (and sometimes even within the same report or record)
or inaccurate.

Despite the importance of records, depending on them as either a
complete, consistent, or accurate record of the juvenile’s life is a serious
error. Assuming the infallibility and accuracy of the record may not only
result in a poor and sloppy evaluation, but also in an inaccurate evaluation
in which conclusions about the juvenile and his or her level of risk have
been made without sufficient or adequate information or are made in
error. It is the evaluator’s responsibility, then, to check the accuracy of
prior records, whenever possible and certainly when gaps in the record are
present, as well as inconsistencies, inaccuracies, or questionable informa-
tion, and not simply pass on such information as accurate. In such an
instance, the evaluator is not only passing along weak or inaccurate
information, but he or she is actively contributing to a record that is
weak and inaccurate. And, just as missing records should be noted in the
written assessment report, if prior records contain inaccurate, in-
consistent, vague, confusing, or questionable data, this too should be
documented in the final assessment report.

THE INTERVIEW

Interviews are central to any form of comprehensive assessment and are
discussed and described in detail in the following two chapters. Accord-
ingly, a brief discussion at this point will suffice to outline the general
nature, process, and role of the interview in risk assessment.

Unlike the record review, interviews are inherently clinical in nature.
That is, they always require some form of direct contact between the
interviewer and the subject. However, like the record review, interviews
can be used for nonclinical purposes, such as gathering information for a
statistical study (such as polling America voters). Interviews can also be
administered in a nonclinical fashion, in which the interviewer closely or
completely follows a prescripted questionnaire in interacting with the
interviewee. Here, the clinical nature of the interview is determined to a
great degree by how tightly the interview is scripted and defined by an
interview guide and how much free rein is given to the evaluator in
deciding how to conduct and engage in the interview and what questions
are asked.
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Although always involving direct contact between the interviewer and
subject, it is the function and intended purpose of the interview, how
interview data are to be used, and the format of the interview that defines
the interview as clinical or non-clinical. Even if relatively clinical in
application, if the interview is guided by a structured and coded interview
format, such as the Adult Attachment Inven’cory,6 for example, interviews
can nevertheless serve a completely nonclinical purpose. In such a case, the
interview follows a structured or semistructured guideline that may
require some clinical skill on the part of the interviewer. Nevertheless,
the interview, which is often audio or video recorded, is later nonclinically
microanalyzed and coded based upon the presence of specific bits of
information or behavior, and, as in the coded use of record reviews, other
data are discarded or not held relevant for the purposes for which the
interview is being used.

However, although interviews can be either clinical or nonclinical in
administration, purpose, and analysis, in the psychosocial assessment they
are always clinical in purpose, design, and process, and are described in
detail in Chapters 17 and 18.

NON-CLINICAL DATA COLLECTION

As described in Chapter 11, other than record review and informant
interviews, assessment information can also be collected through objective
psychological and physiological tests and various forms of attitude and
inventory scales that identify and measure interests, attitudes, functioning,
and so forth.

However, it is important to reiterate that neither psychological nor physi-
ological testing can be used to establish whether or not a juvenile sexual
offender will re-engage in sexually abusive behavior, and this is equally true
for subjective self-report measures. Neither can these instruments form a
profile of the average juvenile sexual offender nor should they be used for this
purpose. Nevertheless, they each can gather useful information and thus be
used effectively as tools in comprehensive assessment.

PuysioLoacicaL TESTs

Physiological tests are essentially limited to the polygraph (sometimes
referred to as PDD, or psychophysiological detection of deceit), penile

6. A semi-structured assessment instrument used to assess the experience of childhood
attachment in adults.
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plethysmography (PPG), or tests of visual reaction time.” The polygraph
examination is most likely to be used in treatment rather than evaluation;
its only likely use in evaluation is to help establish how honest the juvenile
is with regard to sexually abusive behavior. However, given that the
ultimate purpose of the evaluation is to assess risk for a sexual reoffense
and not establish guilt or innocence, evaluators should think twice about
seeking a polygraph examination as part of the assessment, although it is
perfectly reasonable to include the results of prior polygraph exams in the
assessment. Typically, the greatest value of a polygraph examination is
testing for honesty and deception, although the polygraph cannot deter-
mine whether the individual is actually being honest or not, which is why
the results of polygraphy are most often not accepted as evidence in court
proceedings. As Becker and Harris (2004) have noted, there is general
controversy in the field regarding the validity and reliability of the
polygraph, and especially in forensic use. Further, in addition to general
questions about the use of polygraph examinations, questions persist about
the appropriateness and value of the process with adolescents (Craig, 1998;
Emerick & Dutton, 1993; Craig, 1998).

Penile plethysmography, or phallometric examination, is not popular
with adolescents as it is so intrusive, although it is an effective means for
establishing sexual arousal. The PPG measures tumescence, or growth, of
the penis when the individual is exposed to sexual materials or ideas, and
hence measures sexual arousal and interests, including deviant sexual
arousal (for example, arousal to prepubescent children, sexual sadism, or
animals).? However, deviant sexual arousal is not considered an easily
operationalized construct in juveniles under 16. Further, Hunter and Lexier
(1998) have pointed out that the reliability and validity of plethysmograph
assessment has not yet been established and also have questioned the
wisdom of exposing juveniles to sexual stimuli.

Nevertheless, Seto, Lalumiere, and Blanchard (2000) found phallometric
testing relevant to the assessment of sexual deviance in adolescent boys
aged 14 and older who had previously sexually abused younger boys (but
not younger girls). On the other hand, Fanniff and Becker (2006) note both
limited research on the reliability and validity of plethysmography for
adolescent sexual offenders, as well as ethical concerns associated with

7. Detailed descriptions of phallometric, visual reaction time, and polygraph
examination can be found in the appendices of the ATSA Practice Standards and
Guidelines (Association for the Treatment of Sexual Abusers, 2005).

8. Female vaginal plethysmography is also available, but is less reliable, and obviously
functions differently.
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using an invasive procedure with adolescents. They write that while the
plethysmograph offers promise, it is premature to consider it a valid
measure of deviant sexual arousal in all juveniles, and they suggest that
it is most appropriate with only a limited population of juvenile sexual
offenders. Specifically, Hunter and Lexier (1998) and Becker and Harris
(2004) suggest its use is most appropriate with older adolescent boys who
have sexually abused younger boys and acknowledged their sexually
abusive behavior. Fanniff and Becker conclude that until further evi-
dence of its utility is provided, the plethysmograph does not presently
seem to be an appropriate instrument to use routinely in assessing juvenile
assessments.

Tests of visual reaction time (VRT) chiefly include the Abel Assessment of
Sexual Interest (AASI)’ and the Affinity Measure of Sexual Interest, both of
which can be used with adolescent boys and girls. These assess sexual
interest (rather than arousal) based on the length of time, in milliseconds
(thousandths of a second), the test subject spends viewing images that either
have direct sexual content or represent sexual imagery. Although the
plethysmograph is probably the strongest physical measure of sexual inter-
est, in that it seems to unmistakably measure sexual arousal,'® VRT measures
are far less intrusive and therefore ethically more acceptable in use with
adolescents. Nevertheless, Worling (2006a) has noted that there have been
few published studies that support the validity of VRT with adolescents.

The Affinity VRT assessment is too new and untested of a process to be
fully evaluated, and its accompanying manual notes its use with adolescents
is for research use only, since evidence has not fully emerged that indicates
legitimate value (Glasgow, 2003). The AASI is far more well known and well
used, but it has mixed reviews, and its utility in assessing sexual interests in
adolescents has been questioned. Although Becker and Harris (2004) de-
scribe the AASI as a promising instrument, they also note that there are few
available studies on its use and validity with adolescents. Although Abel et
al. (2004) argue that the AASIis able to discriminate between adolescent child
molesters and non-molesters, Smith and Fischer (1999) concluded that, in
their study, the AASI failed to prove either reliable or valid in assessing
deviant sexual interest among adolescent sexual offenders. Additionally, the

9. The recently developed Abel-Blasingame Sexual Interest Assessment for Individuals
with Intellectual Disabilities (ABID) is designed for VRT assessment with lower
functioning individuals.

10. Nevertheless, there are any number of factors that may influence plethysmograph
testing, and especially in adolescents in whom sexual interest and development may
be peaking, and hence may be easily aroused.
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AASI is currently unable to fully describe the age ranges of the targets of
sexual interest, which to some degree limits its utility’

Becker and Harris (2004) have written that, despite shortcomings, VRT,
phallometric testing, and polygraph examination each offer some potential
benefit to the clinician in treatment planning and risk management. Never-
theless, under any circumstances, none of these tools are risk assessment
instruments. As such, they should not be used either as a means to identify
sexual offenders or to predict risk for sexual reoffense, although they may
point toward serious concerns that, in turn, may be described and high-
lighted in the comprehensive assessment report. For example, phallometric
or VRT testing may point toward significant sexual interest in young
children, which may signal concern in the case of an adult or adolescent
who has previously engaged in the sexual abuse of a child. Equally,
polygraph examinations may suggest deceit in self-reports about alleged
or substantiated sexually abusive behavior. In such cases, results may not
only be included in the written assessment, but also inform the risk
assessment instrument, support the presence of relevant risk factors for
possible re-engagement in sexual abuse, and be reflected in the assignment
of a risk level.

PsycHoLoGicAL EVALUATION

Psychological evaluation can establish a means for gathering and devel-
oping important psychological data and help us learn about the psycho-
logical makeup of an individual compared to a larger population. Such
testing is usually psychometric in design, meaning that the test is con-
structed in order to objectively and statistically compare data gathered
from the tested individual against other similar individuals (in terms of age
or gender, for instance).

A psychological evaluation is intended to tell us something significant
about an individual, reflecting mood or emotion, intellect and related
cognitive processes, attitudes or beliefs, interests, functioning, mentation
and thinking processes, self-perceptions and perceptions about others,
character traits, or other aspects of personal psychology and behavioral
functioning.

Such tests attempt to tell us something about the way an individual
functions at the time of the test. In the case of psychometrically based

11. The AASI assesses the sexual interest of the subject in children, adolescents, and
adults ages 2-4, 8-10, 14-17, and age 22 and older. For statistical design and practical
purposes, it is unable to assess sexual interest in the missing age ranges.
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testing, we can draw conclusions about current behaviors and make
reasonable inferences about future behaviors if things remain unchanged.
However, like physiological tests, psychological tests often provide im-
portant information about the individual, but are not and may not be used
to either determine risk for a sexual reoffense or assess the individual as a
sexual offender.

Although psychological testing plays an important role in the compre-
hensive assessment of risk, it is also important to note the nature and
limitations of such testing. In fact, even the best psychological tests are
flawed, and regardless of how well a test may work statistically, we can
never be sure of how accurate it may be with any particular individual. The
best developed tests are designed to recognize and adjust for the manner in
which the test taker responds to test items, and often include scales that
measure things like intentional deceit, inconsistency in how questions are
answered, or a pattern of socially desirable answers or intentionally under-
stating (fake good) or overstating (fake bad) symptoms. Nonetheless, in
some cases psychological tests may be manipulated by the individual being
assessed, and particularly vulnerable are those tests that are so transparent
that it is easy for subjects to understand their goal and answer in a particular
direction. In other cases, tests are so poorly designed and convoluted that
subjects may not fully understand questions and unintentionally provide
inaccurate answers. In either case, responses to test items may not be true
representations of the items we're attempting to measure. Further, although
testing infers that future behaviors are built on current psychological
functioning, for the most part the primary function of such testing is to
describe the psychology of the individual at the time of the assessment.

Hence, whether determining the adequacy of testing, the manner in
which the subject approached and accurately responded to test items, or
projections about the individual’s current or future functioning, clinical
judgment is eventually required in order to interpret the results of psy-
chological testing. That is, although test scores may be summed up by a
technician, test results must always be interpreted by a clinician, ideally an
evaluator who knows the subject and the subject’s history. Thus, although
statistically possible trajectories may be identified, test results serve to fuel
and inform, but not define, the outcome of psychological testing in terms of
diagnosis, prognosis, and recommendations.

For these reasons, the results of psychological testing should not neces-
sarily be taken at face value and should be carefully folded into the larger
comprehensive assessment in a sensitive and well-informed manner, using
reason and judgment to add to a larger picture of the sexually abusive
youth and help assess risk.
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OTHER MEASURES

Although completed by self-report, the MSI, MIDSA, and SAI-J, described
in Chapter 14, each provide objectively assessed information about sexual
(and other) interests and history. These, again, are not risk assessment
instruments,' but they may provide useful supplemental information to
be incorporated into a comprehensive assessment of risk. In addition to
these tools there are numerous instruments that provide useful infor-
mation about the individual being assessed, including both evaluator-
generated and self-report measures and inventories of attitudes, beliefs,
and ideas related to virtually every facet of human experience, including
sexual behavior, motivation, interest, and knowledge.

However, not all psychologically oriented evaluation instruments are
psychometric or objective in construction. In fact, many (if not most) of
these instruments, whether completed by self-report or by the evaluator,
consist of theoretical scales that possess no psychometric properties. These
generally consist of attitude and inventory scales that identify and measure
interests, attitudes, functioning, empathy, remorse, and other aspects of
human interest, beliefs, behavior, and experience. Although many of these
may be of value to the evaluator, inventories and scales of perhaps greatest
interest are those that pertain to sexual beliefs and behaviors. These are
frankly too numerous to mention. However, Prentky and Edmunds (1997)
and Calder (2001) describe multiple inventories, self-reports, and other
resources that may be used as part of the assessment process, and in many
cases they reproduce various instruments for use. The reader should be
aware that some of these materials may now be outdated, and also that any
selected materials must be appropriate for the age, intellectual capacity,
and gender of the juvenile under assessment. Hence, materials developed
for adults should not be used in juvenile assessment, and the same is true in
the assessment of girls with respect to material developed for use with
boys. In the assessment of preadolescents, material developed for adoles-
cents should not be used and, similarly, materials developed for use with
juveniles with IQs in the average range are possibly not appropriate for
juveniles with cognitive impairments.

Further, the reader should be aware that in almost every case materials
available in the form of inventories are not normed and have no statistical
validity or reliability whatsoever, and furthermore are in some cases poorly
written or developed. Some questions may be confusing in their wording,

12. Although the authors of the MIDSA expect to eventually develop a risk assessment
component out of the scales, and the SAI-] is presently described by its authors as a
risk assessment instrument.
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and may result in the juvenile misunderstanding the question and accord-
ingly giving an inaccurate answer. The same is true for self-report instru-
ments that don’t necessarily define their terms or questions, making it easy
for respondent to either misunderstand or inaccurately answer questions.
In other cases, the correct answers are fairly transparent, so the juvenile
may know exactly how to answer a question in a way that is socially
desirable.

In completing a comprehensive assessment of risk, then, many of these
materials are of great value in providing useful supplementary informa-
tion, but the evaluator must also remain aware that some of the available
materials are not necessarily well developed and often add little more than
useful, but not defining, information.

EXERCISING CAUTION IN THE USE OF NONCLINICAL
SOURCES OF INFORMATION

For the reasons described above, information gathered through sources
such as psychological, physiological, and other measures should be treated
with caution. With particular respect to the use of psychological testing in
risk assessment, Prentky and Burgess (2000) write:

A vast array of different inventories, questionnaires, and scales are used by
different clinicians to assess sexual offenders. By any rigorous psychometric
standard, very few of the inventories and questionnaires should be used. To
begin with, the psychometric properties . .. for most of these scales are
unknown. . . . Additionally, very few of these instruments have been vali-
dated on sexual offender samples and very few have normative data from
sexual offender samples. . . . In general, risk assessment studies that have
included psychometric instruments, find that psychometric data are not
particularly useful in predicting recidivism in sexual offenders. Since most
psychometric instruments were never designed to assess reoffense risk, this
finding is not surprising. (p. 85)

THE MENTAL STATUS EXAM

The mental status exam is a special variant of the clinical interview. Closely
related to and always part of a mental health evaluation, the mental status
exam may not be considered relevant to an evaluation of risk, and many
such assessments will not include a mental status examination or its
results. However, the mental status exam has great utility as it is aimed
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at revealing the mental underpinning of outward presentation, and thus
the mental and cognitive capacity of the individual being assessed. Ac-
cordingly, whether administered as a separate interview entirely or woven
into more general interviews with the juvenile, a mental status exam
should be considered as part of the clinical interview process, and espe-
cially if the comprehensive assessment includes a mental health diagnosis.

A detailed description of the mental status exam is most definitely
outside the scope of this book. However, it essentially involves an assess-
ment of behavioral and cognitive aspects of mental status (Morrison, 1995),
including general appearance, mood and affect, flow of thought, rate and
rhythm of speech, content of thought and perception, cognition and
awareness, attention and concentration, and insight and judgment. The
mental status exam is useful, then, for understanding