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FINAL EVALUATION REPORT
PILOT JUVENILE SEX OFFENDER TREATMENT PROGRAM

FOREWORD

Breaking the cycle of pain.

This report is about the cycle of pain resulting from sexual violence — the
lifelong cycle of repeated sexual crimes by offenders who often begin early as
juveniles, many of whom have themselves been victims of abuse. It is known
that many youthful offenders continue to offend over time, with increasing
frequency and seriousness. The costs for this persistent cycle are enormous — the
physical and emotional pain suffered by victims and families, as well as the
financial burden to society for victims services and offender incarcerations.

The devastating cycle of abuse may be broken for many offenders by an
innovative treatment program for the young sex offenders — the Pilot Juvenile
Sex Offender Treatment Program. This program was established in California by
Senate Bill (SB) 890, sponsored by Senator John Seymour (R.-Orange County).
Through an effective partnership of state, county and private agencies, this
program continued for the four years from 1986 to 1990. This report evaluates
the program's efforts to help young offenders break their patterns of sexual abuse
to prevent a lifelong career of sexual violence.

Inevitably, this program evaluation report on the three pilot projects will
remind us of the physical and emotional pain suffered by over 400 victims
sexually traumatized by the offenders treated in this program, as well as the pain
to the families of both victims and offenders.

The youthful offenders treated by this program and their victims came
from all social-economic elements of their communities. The range of sexual
violence of these offenders was similar to that committed by adult offenders.
Some of the offenders were themselves victims of sexual violence; more often
they were victims of physical and emotional violence — a “victim to victimizer”
link which is not yet completely understood.




By intervening early in the deviant developmental years of these young
offenders, the three projects attempted to help these offenders cultivate healthy
and responsible behavior, through community-based programs of intense
treatment and monitoring. The programs were designed to prevent young
offenders from continuing their offense pattern through their adult years and
compounding their numbers of victims from the 400 to 4,000, ultimately to save
society the emotional and economic costs of additional victimizations, to avoid
the expenses of lengthy incarcerations, and to reduce the potential of new
victims becoming victimizers.

Sincerely,

N

G. ALBERT HOWENSTEIN, Jr.
Executive Director
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EXECUTIVE SUMMARY:

ABSTRACT

This report evaluates the results of the first legislatively
funded pilot program in California to develop comprehensive
community-based treatment for juvenile sex offenders. The
program was aimed at early intervention and the prevention of
continued sexual violence.

The four-year Pilot Juvenile Sex Offender Treatment
Program established a comprehenisive model of court-ordered
treatment with a public safety focus in three California counties.
The model involved treatment and monitoring of offender
behavior in the community to prevent further sexual violence.

The three projects accepted a total of 277 sentenced juvenile
sex offenders — 79% of those referred by the courts. The full course
of treatment averaged 20 months and included over two hours per
week per offender in individual and group therapy. Offender
behavior was monitored in the course of program activities and
through collaboration with probation officers, family members, and
others familiar with the offender.

The treatment approach was primarily focused on personal
accountability and “relapse prevention”. That is, offenders learned
to take full responsibility for their actions, to acknowledge their
own patterns of offending behavior, to recognize the early warning
signs in those patterns and to take corrective actions for gaining self-
control and avoiding reoffenses.

The pilot program was successful and resulted in a very low
recidivism rate for young offenders while in treatment (2.5% for
new sex offenses). Those who reoffended with new sexual crimes
had a distinctive profile which differed significantly from those
who reoffended with non-sexual offenses and those who did not
reoffend. A new Juvenile Risk Assessment Scale developed by this
program was effective in identifying offenders at-risk for sexual
reoffending.

The annual cost of this community-based program per
offender was 6% of the cost of the specialized treatment program in
the California Youth Authority. Twenty-two juvenile sex offenders
could be treated in the community for the same cost as one offender
in institutional treatment with parole aftercare.

The findings from this study support the position that early,
direct, and intensive intervention works. A comprehensive
outpatient program of treatment and supervision based on the most
current understanding of the juvenile sex offender, is an effective
and inexpensive model with which the state can begin to confront a
serious public safety probiem.
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EXECUTIVE SUMMARY:

PROGRAM DESCRIPTION

Community Safety Issues. Juvenile sex offenders commit the same range
of sex crimes as adult offenders, victimizing children and adults from all

segments of society. Nonetheless, there has long been a reluctance on the part of
law enforcement and juvenile justice workers to “label” a juvenile with a sex
offense. As a result, juvenile sex offenders often do not get charged until they
have committed additional or more serious offenses. Even so, an average of
1,464 juveniles in California are charged annually with sex crimes and 80% of the
charges are sustained. The majority are sentenced to probation in their
communities, which all too often have inadequate, if any, treatment to offer.
Because many do not receive adequate treatment, a certain percentage of them
will continue to reoffend. Without intervention, these juvenile sex offenders
can become entrenched in a pattern of sexual violence that continues into their
adult years. Treatment, which is usually too little and too late, is provided
mostly to those who have “graduated” to the most serious and compulsive
patterns of offenses.

Cycle of Violence. Adult sex offenders often report having started their
crimes as teenagers, sometimes even younger, particularly if they themselves
were victimized. With no effective treatment intervention, they continued
committing sex offenses, even after spending time in jail and prison. Similar to
the alcoholic, there is no cure for the compulsive, or habitual, sex offender. Such
offenders, however, can learn how to stop offending through specialized
treatment with an emphasis on self-control of behavior, relapse prevention, and
social skills development.

Legislative Intent. A special pilot program to provide such specialized
outpatient treatment for juvenile sex offenders was created through California
Senate Bill 890, sponsored in 1985, by Senator John Seymour. The Pilot Juvenile
Sex Offender Treatment Program targeted the 89% of juvenile sex offenders
sentenced to probation in their communities. In 1986, pilot projects were
established in Fresno, San Joaquin and Ventura Counties and were funded for
four years. The three projects accepted 277 juvenile sex offenders into treatment.
Based just on reports, these 277 offenders victimized over 400 people.
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Program Goals. The goal of the Pilot Juvenile Sex Offender Treatment
Program was to provide early intervention to these young sex offenders before
they became ingrained in a potential lifelong pattern of sexual violence. The
program had a primary focus on public safety and prevention of further
victimization through an intensive and comiprehensive approach to treatment
intervention. '

Treatment Approach. The comprehensive intervention approach used by
the three pilot projects combined treatment services with close monitoring of the
offender. Treatment consisted of multiple types of therapy. In the course of
treatment, therapists learned that three-fourths of the juvenile sex offenders
were themselves victims of sexual, physical and/or emotional abuse. Although
victim issues were addressed, the program staff consistently held the offenders
responsible for their actions and insisted that the offenders understand, monitor,
control and change their behavior.

Evaluation of Program Effectiveness. The legislation included an
innovative provision for an evaluation of the program’s effectiveness and listed

questions to be answered in this final evaluation report. Information was
collected on the offenders’ characteristics, the treatment services provided, and
all reports of their “at-risk” behaviors. The evaluation focused on treatment
outcome, particularly offender reoffense patterns. The program’s evaluation
design did not include controlled or comparison studies. In answering the
legislative questions, however, the results provide a baseline for further
development of the program model. -

The responses to the legislative questions, summarized in this report,
describe: 1) the offenders treated; 2) the services provided; 3) the cost of the
program; 4) the impact of combining services; and 5) treatment outcomes.

New Risk Assessment Measure. The Juvenile Risk Assessment Scale
developed by this program promises to help identify offenders at high risk to
reoffend. The off>nders who reoffended with new sex crimes had been rated
higher risk at admission than the non-reoffenders. Thus, the scale identifies
those higher-risk offenders accepted into the program who require more
intensive treatment and monitoring. Continued study and revision of the scale
is needed.

Treaiment Success. This study showed that the intervention approach
used in this program is effective and efficient with potential for considerable
long term social benefit in terms of abuse prevention and public safety. The
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program provided an important first step towards interrupting the sexual abuse
cycle and preventing the development of career sex offenders.

Recommendations. Recommendations in the following seven areas are
presented at the end of the report to provide direction for future development of
this intervention model:

1) Expand the pilot juvenile sex offender treatment model.

2) Develop specialized probation caseloads for juvenile sex offenders.
3) Expand treatment focus to include other anti-social behavior.

4) Develop options for extended and after-care treatment services.

5) Develop residential placement options.

6) Support risk assessment efforts and long term recidivism studies.

7) Provide recognized experts in program development and evaluation.

iv
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EXECUTIVE SUMMARY:

RESPONSES TO THE LEGISLATIVE QUESTIONS

SB 890 required that the final evaluation report address five key
evaluation questions. The following are the legislative questions and
summaries of the evaluation findings. '

1. NUMBER OF JUVENILE SEX OFFENDERS TREATED.
The number of defendants who participated in the counseling programs during the
pilot program.

Of the 350 sentenced juvenile sex offenders who were referred to the pilot
program during the four years of funding, a total of 277 offenders received
treatment services. Of these, 93 juvenile sex offenders successfully finished the
complete course of treatment which consisted ot more than two hours per week
for an average of 20 months. Thirty offenders were still in treatment when
funding ended. While the remaining 154 did not complete the entire treatment
program, many had nearly completed their treatment by the time they left.
Offenders did not complete treatment because their probation ended, they were
not physically available for treatment, or they were referred back to the courts as
unamenable for participation in the program.

The 277 juvenile sex offenders in this program had victimized 402 pecple,
ages 1 to 34, in their referring offenses. The primary charges for which they were
sentenced were the same as those committed by adults: PC 647a — Annoying and
molesting a child 29%), PC 288a — Oral copulation (24%), and PC 288 ~ Lewd or
lascivious acts with a child under 14 (20%). The levels of violence most often
used in these offenses were coercion (34%) and force (24%). Most often, the
offense involved one victim, who was usually female, who averaged 8 years of
age, and knew or was related to the offender.

The typical offender was male, white, and an average age of 15 years with
no disabilities. Ethnic compositions of the project caseloads were generally close
to those of their communities.

Three-fourths of the offenders acknowledged that they themselves had
been in some way victimized. A third of the offenders reported that they were
victims of sexual abuse. The juvenile sex offenders were twice as likely to reveal
their history of victimization later in treatment than at their admission
interview.
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2. NATURE OF THE TREATMENT.
The nature of the treatment provided to participants in the counseling program..

Treatment provided in this program had two major focuses: 1) changing
the offender’s behavior through therapy; and 2) protecting public safety through
monitoring the offender’s behavior. Therapy provided the insight and skills for
the offenders to understand and control their behavior. Monitoring the
offenders in the community provided a basis for assessing their level of risk.

Therapy services consisted of individual, group and, when possible, family
therapy sessions. A variety of supplemental therapies were also provided, such
as social and personal skills development groups and victim awareness sessions.
The clinical approach for the three projects was predominantly based on
cognitive-behavioral and relapse-prevention treatment models. In summary,
cognitive-behavioral therapy focused on how thoughts and feelings direct a
person’s actions and how those thoughts and feelings can be reshaped. Relapse-
prevention therapy focused on identifying offenders’ patterns of sexual violence,
their individual vulnerabilities and warning signs, along with effective
corrective actions.

Monitoring services, in addition to the multiple offender contacts each
week, included networking with other agencies, collateral contacts with those
familiar with the offender and, on occasion, home visits.

3. COST OF THE PILOT PROGRAM.
The cost of the pilot program, including data concerning the amount of the cost
recovered from participants in the counseling program.

The annual cost per offender for the three projects averaged $4,123, which
inciuded both direct and indirect costs. The &average cost per week for each
offender was $80.

These early intervention efforts with juvenile sex offenders may provide
maximum leverage of fiscal resources by avoiding the considerable institutional
and social costs accrued as a result of untreated offenders who reoffend as older
juveniles and, later, as adults.

The cost-effectiveness of the program becomes apparent when its costs are
compared to the $23,725 annual cost for a Juvenile Hall commitment, $31,064 for
a California Youth Authority (CYA) commitment without specialized treatment,
and $65,000 for a CYA commitment with specialized treatment. ‘

The pilot program’s $4,123 annual cost per offender is 17% of the cost per
year in a juvenile hall facility, 13% of the cost per year of a basic program in the
CYA and 6% of the annual cost of a special treatment program in the CYA.

vi
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Expressed differently, the annual cost of one offender in special treatment at the '
CYA would pay a year’s treatment in the community for 16 juvenile offenders.

The cost differences are compounded by the length of time required by the
alternatives to early community-based treatment. Offenders in the CYA facilities
have an average stay of 22 months and five years of aftercare parole services.
The cost of a full course of treatment in the pilot program, which averaged 20
months, was $6,871, while the costs would be $88,950 for a full Youth Authority
sentence, or $151,166 if specialized treatment was provided within the
institution. Twenty-two offenders could receive the full course of community
treatment for the cost of one offender’s complete treatment through the
institution and parole.

Half of the program cost was provided by SB 890 funding; half was
provided by other in-kind county support services. These costs did not include
any of the residential placements which were provided or any supervision
services by probation. No fees were collected from these juvenile offenders or
their families.

4. RESULTS OF COMBINED SERVICES.
The results of combining counseling services to child intrafamilial and pedophiliac
sexual abusers.

While pedophilia patterns can be identified in some of the juvenile
offenders’ behavior, the criteria for diagnosing juvenile pedophilia are very
narrow. Projects tailored their treatment for those few believed to be potential
pedophiles on a case-by-case basis. No significant differences were found as a
result of combining treatment services to intra~family offenders and offenders
with pedophilia offense patterns.

5. RESULTS OF TREATMENT ON RECIDIVISM.
The results of the treatment provided to participants in the counseling programs,
including data concerning recidivism by participants, other criminal offenses
committed by participants, and failures to participate in the counseling programs.

Low Recidivism Rate. The offenders in the program were monitored
closely for acting out behaviors during their 15 month average participation in
treatment. Only 2.5% of the offenders in treatment were involved in a new sex-
related arrest (n=7/277). The rate for non-sexual reoffenses involving rearrest
was 11.2% (n=31/277). The non-sexual reoffenses were primarily for substance
abuse and property crimes which did not involve violence. The combination of
the two rates was 13.7%. Each of the three projects provided effective treatment
for maintaining a similar low rate of sexual reoffense.

vii
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While there were no differences in the sexual reoffense rates, the projects
varied in their arrest rates for non-sexual reoffenses. The variation in the non-
sexual offense rates may be related to differences in the amount of pro—activé
intervention used, the frequency of offender contacts and the frequency of
specialized skills-development sessions.

New Findings on the Reoffender Profile. The profiles of the two
reoffender groups were very different. The sexual reoffenders in this study were
notably younger, with a higher risk profile than both those who did not reoffend
and those who reoffended with non-sexual offenses. The sexual reoffenses
occurred earlier in treatment. At least half of these reoffenses could have been
prevented with increased monitoring of the offenders’ homes, because children
had been brought into the homes by caretakers. Some reoffenders were able to
continue treatment after spending additional time in juvenile hall.

The reoffenders with non-sexual offenses were more often older, had been
in treatment longer, and were not as clearly identified by the Juvenile Risk
Assessment Scale ratings. Their behavior often involved non-contact crimes
involving property, substance abuse or a combination of the two. The issues
contributing to these offenses may have been quite different from those which
were the specific focus of the core sex offender treatment. The non-sexual
reoffense rates were lower in the projects which used more skills-development
group treatment sessions and proactive interventions (e.g., probation sanctions
for treatment non-compliance). Offenders in these projects may have benefited
from the increased supervision and external coritrols provided by more frequent
treatment contacts and more active probation intervention. They may have
developed more internal controls through the more intensive focus on skills
development.

Baseline_Results. These evaluation findings provide a baseline. There
were no readily available results from comparable programs with which to
compare recidivism rates, although several other outpatient studies are currently
being conducted which have not yet reported their findings. Long-term
effectiveness of treatment can best be determined through longitudinal follow-
up studies. No such studies have been done as yet.

viii




EVALUATION REPORT
PILOT JUVENILE SEX OFFENDER TREATMENT PROGRAM

BACKGROUND

Basic assumptions

There are a number of important assumptions that provide the context for
the development of this program and the context within which the program was
evaluated.

Dynamics. In the mid-1980s’, new approaches to reducing sexual violence
in our society began to emerge. Researchers such as Nicholas Groth, Gene Able
and David Finkelhor found that the sex offender’s behavior is fueled by a
habitual, at times compulsive, deviant sexual arousal pattern, which often begins
in early adolescence or even earlier. The sexual abuse pattern involves
exploitation, manipulation, and/or physical violence.

For reasons not yet completely clear, sexual violence serves as the young
sex offender's highly maladaptive attempt to vent rage or to compensate for
unmet primitive narcissistic needs. These might include the need for
acceptance, affection, and control. The offender is inclined, at times driven, to
act-out these needs through a pattern of ileviant sexual behavior — as the means
to resolve anger, to become complete, to fi:el wanted, or to feel in control.

This behavior is probably influenced initially by significantly, even
profoundly, negative experiences in the offender’s development. Such
experiences might be related to emotional neglect, to physical, sexual or
emotional abuse, or to overwhelming exposure to an environment permitting
or promoting violence and sexual aggression. Beyond these early developmental
factors, many routine aspects of our society and culture, including many images
in the media, provide an environment which reinforces the pattern of sexual
violence.

Qffense Cycle. There are three important potential aspects to sex offending
which need to be addressed by an intervention program for the juvenile
offender: 1) many offenders themselves have been victims; 2) offending is often
repeated and may be a lifelong pattern of compulsive behavior; and 3) juvenile
sex offenders commit offenses which are often as serious as adult offenses.

It is known that many juveniles who were sexually abused have abused
others. This is not to say that all victims become offenders, nor that all offenders

1
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were victims. However, a percentage of both juveniie and adult offenders have
histories of being sexually abused as young children. Younger offenders are
more likely to have documentation of such victimization. Offenders who have
been sexually victimized often replicate the abuse with an offense pattern that is
similar to the way they were victimized. Therapists note that this pattern may be
an attempt to identify with the aggressor, to regain a sense of control. More study
is needed to understand this important victim-to-victimizer linkage.

It has been found in offender treatment programs that the referring, first
documented offense often was not the first occurrence of such behavior.
Although there can be the mistaken assumption that juvenile sex offenders do
not engage in serious sexually aggressive behavior, the experiences of treatment
providers offer another perspective. While some juveniles are referred for first-
time, less serious offenses, others are referred for multiple offenses and/or
offenses that involve the use of force and physical violence. The victims of
juvenile offenders may be infants or elderly persons, males or females, family
members or strangers. They may have been victimized through use of
manipulation, physical or emotional coercion, even a weapon.

Juvenile sex offenders who are referred by the courts for treatment may
have committed a number of offenses, offenses which are often as serious as
those committed by adult offenders. Sexual offense histories match the pattern
of compulsive behavior: once initiated, the behavior becomes habituated
through repetition and reinforcement. Sometimes, fantasies, planning and
rehearsal become part of the offenders’ ritualized behavior. The offense pattern
may be highly specific for the juvenile offender who is predatory, while the
opportunistic offender may exploit any occasion available. Sometimes, the
pattern is characterized by increasing frequency and/or violence of successive
offenses.

The dangers are clear in ignoring the juvenile sex offender. The problem
does not go away and can only get worse. The longer sex offenders remain
untreated and continue abusing new victims, the more likely there will be other
potential offenders. Once an offender establishes an abuse pattern, the pattern of
sexual violence may be lifelong. Despite the age, a juvenile sex offender may be
establishing a pattern of sadistic sexual aggression. Therefore, it is imperative to
intervene early to help the juvenile offender break the cycle of abuse.

niervention als. Given these dynamics, any effective juvenile sex
offender intervention must address the following treatment goals. The measure
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of success in meeting these goals is a low rate of reoffense both during treatment
and through the years thereafter. '
1) Help abusers control their behavior, using external controls until

2)
3)
4)

5)
6)

internal controls are developed.
Interrupt and replace the deviant sexual arousal pattern and offense
cycle. '
Help abusers recognize intense needs and find appropriate ways to
meet them.

Foster development of a mature ego.

Help abusers develop compensatory social skills.
Intervene as early as possible in the sex offender's development.

California Response. Social control of sex offenders needs to begin as early

as possible, with as intensive a program as possible.

This approach was

recommended by the 1986 report of the Sex Offender Task Force sponsored by the
California Youth Authority. The task force summarized its findings as follows:

It is widely held that the special problems of adolescent sex
offenders have tended to be ignored and neglected and
often responded to in an inappropriate manner.
Intervention is rarely made at the crucial point where the
young offender first exhibits abnormal or abusive sexual
behavior. This behavior is usually ignored or excused
until it develops into a violent act of rape, sodomy or
sexual homicide. Public outrage and costly incarceration
without appropriate treatment is the usual response,
which is too little and too late. In failing to address the
serious problems of these young offenders in a timely and
appropriate manner, we may help to perpetuate
continuing cycles of sexual misbehavior and abuse.

The California Sex Offender Task Force recommended several measures,

including: more appropriate intervention as early as possible; comprehensive
treatment of incarcerated offenders; careful treatment of paroled offenders after

their release into the community; and development of community-based

programs for juvenile offenders sentenced to local probation. This last measure

might well stop the current pattern of benign neglect which allows young

offenders to drift through the system until they "graduate" to more serious sex

offenses, offenses which fall under the jurisdiction of the California Youth
Authority where they might first get help.

3
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- Previously, California had few options for treating sex offenders.
Depending ca their age and legal options, offenders were sent to state hospitals,
confined in youth facilities, jails or prisons, or released on parole or probation
into communities which had few resources for structured outpatient treatment.
Only those sent to state hospitals or to the Youth Authority’s specialized
treatment facilities received a structured treatment program. Those sentenced to
youth facilities, jail, prison or put on probation usually went untreated.

Legislative intent

In 1985, the California Legislature passed, and Governor George
Deukmejian signed into law, a measure designed to provide a special
community-based comprehensive treatment program for juvenile sex offenders.

SB 890 (Chapter 637, Statutes of 1985), introduced by Senator John
Seymour, authcrized the development of the Pilot Juvenile Sex Offender
Treatment Program to treat juvenile sex offenders convicted of specified sex
crimes. Offenders would be eligible if they were sentenced to probation, could be
safely treated in the community and would benefit from treatment. (See
Appendix A)

SB 890 authorized the Office of Criminal Justice Planning (OCJP) to
administer the Pilot Juvenile Sex Offender Treatment Program and select three
counties to participate in the program. The bill provided four years of funding
for treatment services to all juveniles who were not committed to the California
Youth Authority and who were wards of the juvenile court pursuant to Section
602 of the Welfare and Institutions Code for specified sex offenses (listed below).
The statute did not prevent any other confinement or conditions of probation
that might be imposed.

The following sex offenses were eligible for treatment under SB 890:
PC 261 Rape
PC264.1 Rape in concert with others by force or violence
PC 266 Enticement for prostitution of child under 18 years
PC285 Incest
PC286 Sodomy

PC 288 Lewd or lascivious acts with child under 14 years
PC 288a Forced oral copulation
PC289 Penetration of genitals or anus with a foreign object
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In addition to the specified Penal Code sections, OCJP mcluded the

following offenses with Senator Seymour’s approval:
PC220 Assault with intent to commit an offense (sexual)
PC243.4 Sexual battery
PC647a Annoying and molesting a child
PC 664 Attempt to commit an offense (sexual)

The following four legislative guidelines, which the counties had to
demonstrate in their application for participation, were established for the Pilot
Juvenile Sex Offender Treatment Program: 1) counties will provide a statement
indicating the need for juvenile sex offender treatment; 2) projects will insure
inter-agency participation; 3) projects will provide only qualified counselors; and
4) projects are expected to participate in evaluation.

In addition to the statutory guidelines, OCJP included additional
requirements recommended by an advisory committee with the concurrence of
Senator Seymour. The requirements specified that the local county department
of mental health was permitted to subcontract the treatment program. Projects
needed to secure an enabling resolution by the county board of supervisors and
to provide letters of support from key community services. Projects were also
required to demonstrate a comprehensive treatment approach, have appropriate
offender/therapist ratios, not use interns without supervision, and have staff
participate in two training sessions per year.

Program purpose

The Pilot Juvenile Sex Offender Treatment Program addressed the needs
of juvenile sex offenders most likely to benefit from community treatment and
supervision ~ those who had been released into the community, often after a
brief juvenile hall incarceration, who needed a structured intervention program
to help them avoid repeating their sexual offenses. Without this program they
would have gone untreated.

The program reflected a growing recognition of the importance of treating
young sexual abusers early. The pilot program’s Request for Proposals states:
"Historically, sex crimes committed by juveniles have not been considered
serious offenses. This behavior is now recognized as a harbinger of lifelong
patterns of conduct. Early identification and treatment are essential to correct
these patterns and to prevent further sexual assaults against adults and
children."

SB 890 created three county-level pilot projects for the treatment of
juvenile sex offenders. The program's goal was to fill the treatment gap for
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juvenile offenders released into these communities. Success in meeting this
goai might facilitate the development of similar programs in other counties.
The model would provide the state with a non-institutional intervention
alternative, as well as comprehensive outpatient treatment and monitoring at
less cost and with minimum risk to the community.

Evaluation questions

The legislation required that OCJP administer the program and provide an
evaluation of the three projects. The evaluation report was required to address
the following five questions:

Number of sex offenders treated. The number of defendants who
participated in the counseling programs during the pilot program.

Nature of the treatment. The nature of the treatment provided to
participants in the counseling program.

Cost of the pilot program. The cost of the pilot program, including data
concerning the amount of the cost recovered from participants in the
counseling program.

Results of combined services. The results of combining counsehng services
to child intrafamilial and pedophiliac sexual abusers.

Results of treatment on recidivism. The results of the treatment provided to
participants in the counseling program, including data concerning recidivism
by participants, other criminal offenses committed by participants, and
failures to participate in the counseling program.

EVALUATION METHOD

Design

To provide this information, program staff collected data about the
offenders' offenses, clinical characteristics and their demographic characteristics.
They also recorded the type and frequency of treatment services provided, the
degree of offender compliance and the number of reoffenses. The program
evaluation was designed to give baseline data on the offenders served and the
treatment provided, and a summary of offenders' progress during the program,
as directed by SB 890.

Current thinking about sex offenders is that many remain at .risk to
reoffend throughout their entire lives and need specialized skills to recognize
the factors and situations which increase that risk, much as the alcoholic learns
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to avoid situations which promote drinking. The true test of a program's
effectiveness is whether or not offenders reoffend affer completing treatment.
Unfortunately, there were no provisions in this program for an extensive post-
treatment follow-up of the offenders treated, or for comparison with a control
group. Despite these limitations, the data collected to answer the mandated
evaluation questions can provide a baseline for more comprehensive program
development and evaluation.

OC]JP also required that the evaluator develop data collection instruments,
procedures and forms; provide technical assistance and training to the pilot
program on how to conduct the evaluations; analyze data on the three pilot
projects; and prepare a comprehensive report on the pilot program data and
operations which will comprise the substance of the OCJP report to the
legislature.

Evaluation measures

For the program evaluation, several sets of forms, developed specifically
for this program, were used in addition to several established measures. (see
Appendix C). An intake form was developed to obtain demographic data on the
juvenile sex offenders and their offenses. A monthly service form tracked the
frequency and modes of services provided. Special incident forms provided
information about reoffenses and other behavioral problems. The Kempe
National Adolescent Perpetrator Network’s Uniform Data Collection System
forms were used to provide standardized clinical information at the beginning,
middle and end of treatment. A Juvenile Risk Assessment Scale was developed
in conjunction with the three projects to measure risk levels at the beginning
and end of treatment. Juvenile Risk Assessment Scale ratings were assigned by
the therapist based on a review of the offender’s offense(s) and prior criminal
and clinical history, as well as clinical judgments about the offender’s current
attitudes and behavior.

Three standardized psychological tests were used in addition to these
forms: the Minnesota Multiphasic Personality Inventory (MMPI), the Millon
Adolescent Personality Inventory (MAPI), and the Adolescent Version of the
Multiphasic Sex Inventory (MSI). Projects tested offenders at admission and
discharge with these tests as the pre and post measures, if the offender was
available for testing and staff resources were also available. The MMPI and
MAPI provided a number of clinical scales to compare groups of offenders
treated in this program. The MSI provided specific sex offender scales used to
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meagure levels of denial, acceptance of responsibility for offense, sex information '
and sexual attitudes. ‘

The data was collected and analyzed to provide the pilot projects and OCJP
administration with ongoing reports on project activities and progress in
meeting treatment objectives. These reports included listings of offender status,
monthly service summaries, and quarterly progress towards objectives,

PROGRAM DESCRIPTION

Overview

The three counties funded for the Pilot Juvenile Sex Offender Treatment
Program under SB 890 were Fresno County, San Joaquin County, and Ventura
County. These counties were selected through a competitive bid process from
California counties responding to the request for proposals. Fresno County
includes urban and rural areas in California’s inland valley. San Joaquin County
is rural and also an inland area. Ventura County is an urban/rural area on the
California coast.

Each of the three projects provided a comprehensive, structured program
of both therapy and monitoring, with a public safety focus. While the projects
differed to some degree in their particular focus of treatment, the therapy
component typically included individual, group and family therapy along with
social skills and education groups. Monitoring services typically included
collateral contact with probation officers, family members and other members of
the offenders’ network. As needed, project staff conducted home visits and other
forms of supervision to monitor offenders’ day-to-day adjustment.

Start up for the pilot program and development of the evaluation design
took longer than expected. Each project spent considerable effort in developing
their treatment system, establishing referral relationships with the courts and
probation, setting up offender records, hiring staff, and procuring specialized
resources. Data collection forms, clinical test selection and data set designs went
through several revisions in consultation with the projects.

During the first two years, all pilot projects were involved in extensive in-
service staff training. Because of more complex treatment issues and longer
probation terms, many offenders were found to require treatmeni well beyond
the initial program guidelines which recommended 18 months of therapy.

Each of the pilot projects required some modification of their pre-existing
services to conform to the legislative and administrative mandates. Fresno
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County's project, while experienced in providing services within the juvenile
facilities, had to develop the outpatient clinic program. The project in San
Joaquin County, while experienced with residential treatment and victim
services, had to develop an outpatient program for the juvenile offenders. The
Ventura County project consolidated existing services for juvenile offenders and
adult sex offenders, developing a county-wide network specifically for treating
juvenile sex offenders.

One of the legislative intents of SB 890 was to maximize inter-agency
interaction. System-wide networking was identified as particularly necessary in
treating sex offenders. Coordination and consistency of intervention in the pilot
program were effectively provided through inter-agency staff networking.
Network meetings often involved probation officers and victim treatment
service teams who were objective monitors of the offenders’ progress.

Each of the projects maximized their inter-agency cooperation as required
by SB 890. This was done formally with letters of support from key county
agencies. In all projects, this cooperation was implemented with scheduled
meetings. The particular nature of the cooperation and the types of agencies
involved in networking varied from one project to another based on the
organizational structure and philosophy of the project and local governmental
policies.

Profile of the three pilot projects

A brief summary description of the three pilot juvenile projects is
provided in Appendix B. The summaries identify each project and how they
were organized and staffed.

Each of the three pilot juvenile sex offender treatment projects were
comprehensive and provided the range and intensity of treatment currently
accepted as standard in sex offender treatment. The projects did vary in staffing
patterns, organizational structure, background experience, philosophical
orientation, and supplemental services, but all focused on providing "core
therapy" services to deal with the complex underlying causes of the offender's
behavior. The projects predominantly used specific techniques to help the
juvenile offender recognize and interrupt the chain of events which might lead
to another offense.

Fresno County. The Fresno County project had a staffing level of 2.6 Full
Time Equivalents (FTEs’), which included two psychologists. The project relied
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more heavily on psychological testing and collateral contacts than did the other
two pro]ects

The project’s clinical orientation was cognitive-behavioral with
educational components and process-oriented group and individual sessions.
This involved the use of individualized treatment plans for each offender,
addressing issues specific to each sex offender.

The Fresno County project staff were concerned about the resistance and
denial of offenders and their families. Additional trainings and orientations
were required for new probation officers and court personnel whenever the
probation department had staff changes. Also, the Fresno County project had
many families with limited resources living in outlying areas who had difficulty
traveling to therapy.

Project highlights included establishing inter-agency cooperation among
county services, and establishing a group for parents of victims and offenders.
The project reported that groups for the juvenile sex offenders were particularly
effective as cohesive units for ireatment.

an Joaguin County. The San Joaquin County project had a staffing level
of 2.5 FTEs' and used licensed Social Workers and Mental Health Counselors.
The project used the most therapy groups and skills development sessions of the
three projects.

The project’s clinical orientation developed over the four years as
therapists relied more on techniques which encouraged the offender to recognize
the motivations, stressors and signs leading to the offense and to take full
responsibility for their actions. The project helped offenders to learn alternative
behaviors and improve social skills in a variety of groups. The project held
family sessions to reduce the denial and minimization within the family and to
encourage family members to provide an appropriate setting to keep potential
victims safe.

In San Joaquin County, project staff were concerned that data collection
detracted from clinical services and that probation department involvement in
treatment was limited by case overloads. Some probation officers stated that they
were not supportive of treatment. Some parents resented the time demands of
the project and resisted involvement in the treatment process. There were few
resources available for the after-care services needed.

Project highlights included having the pilot program offenders and the
agency’s residential offenders (when other funding was available) meeting
together in treatment groups. This enriched the group process for both types of

10
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offenders. Offenders demonstrated improved recognition and avoidance of
high-risk situations, such as babysitting. Hypnotherapy was used to help process
past victimization issues. Responsibility meetings with the offender, victim and
family were conducted when possible and therapeutically beneficial for the
victim. These meetings provided an opportunity for the offender to take
responsibility for the sexual abuse and for the victims and family to express their
feelings and questions directly to the offender. Offenders participated in mock
responsibility meetings with counselors rather than the victim, when the victim
was unavailable or not clinically appropriate. The project instituted shared-
perception sessions in which adolescent sex offenders were confronted about
their attitudes and behavior by victims or victim advocates.

Ventura County. The Ventura County project had a staffing level of 1.9
FTEs' and used psychologists, social workers and, when needed, a consulting
psychiatrist. This was the only project to use psychiatric medication services.
However, such services were not often indicated and were used in relatively few
cases, usually for conditions unrelated to the offense behavior. This project
provided more family therapy and case management sessions than the others.

The Ventura County project focused on both treatment and case
management. The latter involved monitoring and facilitation of offenders’
adjustment in the community through fairly close contact with important
members of their networks (e.g., parents, guardians, probation officers). The
treatment orientation had a mixture of cognitive-behavioral, behavioral,
educational, and psychodynamic approaches. The emphasis was on offenders’
establishing control over offending sexual behavior by accepting responsibility
for it, understanding its roots, warning signs and consequences, and developing
self-control strategies and alternative behaviors.

Limited staff resources reduced the project’s ability to serve offenders in
remote or inaccessible areas of the county who had difficulty traveling to therapy.
Post-treatment follow-up monitoring and support services were needed but not
possible due to limited resources. Gaps in county placement resources included
the lack of a placement setting between secure residential and group home (i.e.,
open residential with on-grounds school) and the lack of specialized foster care.
Offenders placed on informal probation often did not receive specialized
treatment because unsentenced cases were not eligible for program services.

Project highlights included established bicultural and bilingual services
(English-Spanish), and implementation of a multi-family therapy group. The
multi-family therapy group included offenders, parents and siblings from several

1
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families. At times, the group included victims. The project also established '
effective working relationships with local residential facilities, as well as with the
courts and probation office.

Types of treatment :

The three pilot projects screened 350 juvenile sex offenders and accepted
277 of those referrals for treatment. Program services totaled nearly 29,000 hours
over the four years. During that time, over 36,000 treatment sessions and case
meetings were provided.

Services to screen offenders referred for treatment included interviews
with the offender, the offender’s family, the probation officer, and psychological
tests. These services totaled over 1,400 hours and averaged four hours for each
offender referred.

For the 93 offenders who successfully completed the full recommended
course of treatment, treatment spanned an average of 20.4 months and
comprised an average of 161 treatment service hours and 198 sessions per
offender.

For all 277 treatmert offenders, including those who did not complete
treatrnent because of the termination of the program, termination of their own
probation, relocation with their families or a revocation, the average length of
treatment was 13.7 months and 120 hours of treatment services per offender.

Each of the three projects provided therapy through an array of treatment
modalities. These included individual, group, case management, networking
sessions, collateral sessions with families, family therapy, home visits,
psychological testing, and skills groups. The program’s treatment hours totaled
7,253 hours in Ventura County, 9,669 hours in Fresno County, and 10,589 hours
in San Joaquin County.

The pilot projects described the primary content of both individual and
group psychotherapy sessions as focused on helping the offenders acknowledge
and understand their offense behavior, their predisposition te offend and their
responsibility for the offense, and to gain control of their behavior. With the
therapist's guidance, the offenders identified the circumstances prior to the
offense, recognized the emotions involved (such as anger, resentment, and
emptiness), and the ways they actively precipitated the offense. Relapse-
prevention and cognitive-behavioral approaches were extensively used in
individual and group sessions.

Relapse-prevention therapy focused on the offenders’ pattern of sexual
violence and identifying corrective actions. Using relapse prevention
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techniques, the offenders were helped to identify the situations in which they
were at risk to reoffend. They were helped to identify their own vulnerabilities,
their warning signs and their resources for overcoming the situation, and to
rehearse the interventions needed to prevent a reoffense.

Cognitive-behavioral therapy focused on how thoughts and feelings direct
a person’s actions and how to reshape those maladaptive thoughts and feelings
to change behavior. With a cognitive-behavioral approach, the offenders were
helped to recognize their deviant sexual fantasies and “errors” of thinking. They
learned and practiced ways to inhibit the fantasies and behavioral patterns that
reinforce the offense behavior.

Both group and family sessions focused considerably more on the
offenders’ interactions with others. Group sessions provided offenders an
opportunity to recognize the offense patterns of other members, helping them to
recognize it in themselves. Group and family sessions also provided
opportunities to confront the offender with victim reactions, to identify and
correct dysfunctional interactions and to reinforce appropriate social and
communication skills.

Treatment services provided

The distribution of treatment services by mode of treatment varied among
the projects (Table 1). Fresno and Ventura Counties provided more individual
sessions than group therapy sessions; while the San Joaquin County project
provided a third more group sessions. Of the three counties, the Fresno County
project provided 80% of all the testing sessions and the majority of collateral
sessions. Ventura County provided the most family therapy sessions. San
Joaquin County provided over 2,000 skills group sessions on nine specialized
areas, such as relapse prevention, anger management, victim empathy, and self
esteem. The other projects reported a minimal use of separate skills groups, but
incorporated skill development into their weekly group therapy sessions. The
groups sessions for those projects functioned to provide both skills training and
group psychotherapy. ”
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Table 1
— Treatment Services Provided

Pilot Juvenile Sex Offender Treatment Program:
Eresno. SanJoaquin Ventura Total

Total Offenders in Treatment: 101 92 84 277
Individual therapy sessions 2,706 2,023 2,295 7,024
Group therapy sessions 2,402 2,996 2,103 7,502
Case management meetings 3,627 2,774 6,050 12,451
Networking meetings 165 470 143 779
Coliateral sessions with offender's family 1,072 242 301 1,617
Family/couples therapy 655 540 814 2,009
Home visits for case management 1 1 13 15
Medication sessions 0 G 41 41
Other treatment sessions 104 51 209 364
Psychological testing while in treatment 643 94 80 817
Skills groups 94" 2,237 0* 2,331

Total Treatment Services:

Number of sessions 11,469 11,428 12,049 34,946
Number of therapy hours 9,669 10,589 7,253 27,511

* NOTE: The Fresno and Ventura projects reported skills training as included with their group
therapy sessions.

Cost of the program

The average annual per offender cost for the three projects was $1,623 of
program funding and $2,500 of local indirect costs, for a total of $4,123. The
averages for individual projects varied from $3,883 in Fresno County to $4,030 in
San Joaquin County and $4,190 in Ventura County. The combined average
weekly offender cost was $80, which included individual, group and family
sessions as well as the other services described-above. Some services were
provided while offenders were in the local youth facilities. The additional
probation services required by this program and any needed residential services
are not included in this cost. Local indirect costs included the services provided
by other agencies such as support groups, skills groups and educational classes.
Most of the offenders did not have resources to pay for the treatment services
and, as a result, no offender fees were collected according to OCJP accounting
staff.

There are three major costs in treating the juvenile sex offender:
treatment, supervision and residential care. The program paid only for the
treatment and supervision services provided by program staff and described in
this report. Additional costs not funded were the supervision expenses for
specialized case management by probation officers and residential -costs for
maintaining some offenders in a more structured facility such as a group home.
Future programs must consider these additional resource needs to insure that
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adequate support is available for the comprehensive treatment of the juvenile
sex offender.

Projects expressed preference for probation officers assigned to a
specialized caseload of juvenile sex offenders. Such probation officers were more
familiar with the program, the treatment issues and community resources.
Similarly, project staff identified the need for specialized group homes for some
offenders, especially if their victims were still in the home. As a result of
additional studies, the cost per offender-year could be adjusted for the most
effective length and intensity of treatment required for the different types of
juvenile sex offenders.

The cost for the program’s comprehensive treatment was lower than other
alternatives for these offenders. The annual per offender institutionalization at
the California Youth Authority (CYA) costs an average of $31,064. Specialized
treatment at CYA costs an average of $65,000 per year. Incarceration at county
juvenile facilities costs an average of $23,725 per year and intensive parole
supervision (with minimal treatment) costs $6,400 per year. The annual
treatment cost in the pilot program ($4,123) was 6% of the annual cost of
institutionalized treatment.

Cost differences are compounded when the length of treatment is
considered. The cost of a full 20 month episode of treatment in the pilot
program averaged $6,871, whereas the cost for an average stay of 22 months in
the CYA’s specialized treatment facility ($119,166) plus five years of parole
aftercare ($32,000) totaled $151,166. One treatment episode at CYA would pay for
22 juvenile sex offenders’ treatment in the community. Intervention at the
earliest stage of identification of the juvenile sex offender would save $144,295
just in correctional costs if that same offender went untreated, escalated in sexual
violence and finally required specialized CYA placement. There would be many
more additional costs with the additional offenses; including the costs of law
enforcement and criminal justice services, victim services, and the
indeterminate impact of the trauma on the victim and community.

The differences in cost between community-based and institutional
services are very real. Those higher costs are clearly justified with the difficult
sex offender who needs to be treated within an institution. The attempt of this
pilot program, however, was to provide a previously unavailable alternative for
the younger, less difficult offender who does not require that higher level of
intervention and custody.
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OFFENDER POPULATION

o

This section addresses the following topics: A} target population, B)
juvenile offender referrals, C) offender population treated, D) demographic
profile of offender population, E) history of victimization, F) offense profile of
offender population, G) profile of offender victims, and H) clinical profile of the
juvenile sex offender.

As a group, the 277 offenders referred to the pilot program treatment had
victimized a total of 402 known individuals, ages 1 to 34, both male and female.
There is no way to document the total number of victims generated by these
offenders in any previous offenses prior to this referral. The primary charges for
which they were adjudicated at referral include: PC 647a — Annoying and
molesting a child (29%); PC 288a — Oral copulation (24%); PC 288 — Lewd or
lascivious acts with a child under 14 (20%); and PC 243.4 — Sexual Battery (13%).
The levels of violence used most often in these offenses include coercion (34%)
and force (24%).

Target population

Criminal justice records indicate that few juvenile sex offenders are
actually charged with the sex crime they commit. When sex crime petitions are
filed and found true, most of those offenders will remain in their communities
on juvenile probation, often without access to a comprehensive treatment
program. In the mid-1980s’, the only comprehensive treatment programs
available were in the California Youth Authority facilities which served only the
most disturbed offenders. SB 890 was designed to address three aspects of this
problem by encouraging accurate charging for sex offenses, offering a less
expensive outpatient treatment option for those who qualified and could benefit
from community treatment, and making treatment compliance a ~ondition of
probation.

Many law enforcement specialists report that juveniles are undercharged
for their sex offenses. The number of sex crimes is underreported because either
the arresting officers do not charge the offender (informal diversion) or the
charges are disguised by non-sex offense Penal Codes (such as burglary instead of
rape). The failure to correctly charge juveniles with the actual sex offense,
usually to avoid labelling them, may actually perpetuate, if not reinforce, the
juvenile’s pattern of sexual violence. Intervention should be as early and
effective as possible to stop the habituation of sexually violent behavior. SB 890
encouraged a higher public safety standard by ensuring that those referred to
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treatment were actually charged, adjudicated and held accountable for their sex
crimes, and that their responsibility to participate in treatment was enforced
through the terms of their probation. |

The pilot program addressed the large population of juvenile sex
offenders who remain in their communities. - A review of California
Department of Justice data for 1984 to 1987 shows that 89% of juveniles who had
petitions sustained for sex offenses remained in the community under
probation. In the three pilot project counties, 75% of the petitions filed were
sustained. Of the petitions sustained, the average rate for the three pilot project
counties was 93% for those who remained in the community under probation
(Table 2). Of these, a small percent were required to serve time in the local youth
guidance facilities.

In comparison, the state’s average was 89% for adjudicated juvenile sex
offenders remanded to probation within their own communities. The survey by
the 1984 Juvenile Sex Offender Task Force, sponsored by the California Youth
Authority, found that community outpatient treatment programs for juvenile
sex offenders were sparse and rarely comprehensive, and that inadequate
programs did more harm than good. The same was also found for programs
within county juvenile facilities. By means of SB 890, the three county pilot
projects would develop exceptions and test the viability of a comprehensive
community treatment alternative.

Table2 .
Juvenile Sexual Offense Incidence Pattern for 1984 - 87: 4 year summary

Pilot Juvenile Sex Offender Treatment Program:

Fresno _San Joagquin Ventura Total %
Population 1987 579,400 437,200 620,300 1,636,900
Child Sexual Abuse Reports: 560 563 396 1,619
Juvenile Petitions Filed: 68 50 33 151
Total Sustained: 49 39 25 113
Youth Authority and Adult Remands 3 3 2 8 7%
Juveniles retained in the community 46 36 23 105 93 %

Juvenile offenders referred

In the four years of the pilot program, 350 juvenile sex offenders were
referred for treatment. These offenders were assessed to determine if they met
the criteria for treatment set forth in the legislation. Additionally, offenders
needed to demonstrate “amenability”, that is the motivation and ability to safely
participate in and benefit from the program. The 79% acceptance rate indicates
that the projects developed effective communication with their referring
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probation departments about the type of offenders who were appropriate to
puﬁcipate in this pilot outpatient program. There were only slight differences
among the three projects in their acceptance patterns. The reasons for non-
acceptance, as shown in Table 3, were either 1) an issue of qualification -
whether the juvenile was adjudicated, charged with ‘one of the mandated Penal
Codes and under the jurisdiction of the local county’s probation office; or 2) an
issue of amepability ~ whether the juvenile could be treated safely in the
community. Of the 350 referrals, 33 individuals (9%) were found not to qualify,
and 29 individuals (8%) were found not to be amenable to treatment.

The non-accepted cases were rated as higher risk and more violent in their
crimes. Demographic characteristics of those not accepted indicate that they were
older than those accepted, had offended against older rather than younger
victims, used more extreme violence (e.g., a weapon) and were more likely to
have serious developmental disabilities.

Table 3
Pilot Program -- Numbers of sex offenders referred

Pilot Juvenile Sex Offengler Treatment Program:

Fresno San Joaguin Ventura  Total %

Total Referrals: 127 112 111 350
Accepted treatment cases: 101 92 84 277 79%
Not accepted for treatment: 26 20 27 73 21 %

Reason not accepted:
Not Eligible:

Not adjudicated 3 3 0

Cut of county offender 2 3 2

Transferred or moved 0 4 4

Sentenced to Youth Authority 7 1 4

Subtotal 33 9%
Not Amenable:

(refuses, denies, or too violent) 10 8 11 29 8%
Non-English speaking (no bilingual 1 0 2 3 1%
services)

Program funding soon to terminate 3 1 4 8 2%

Offender population treated

A total of 277 (79%) of the 350 referrals were accepted into the pilot program.
These offenders were analyzed by the type of discharge from treatment at the end
of the funding. One-half of those accepted for treatment had successfully
completed treatment or were still in treatment at the end of the funding.
Another 26% were not available to complete treatment because their probation
ended or their families relocated. Less than 25% were non-compliant with the
treatment program and required proactive intervention which resulted in
removal from the program and a recommendation for placement in a more
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restrictive environment such as a residential program or the Youth Authority.
Not all reoffending offenders were discharged in this category; some sperit time
in juvenile hall before returning to the program and a few completed the
treatment.

Demographics of offender population

The demographic characteristics of the juvenile sex offenders in the pilot
program, as described in Table 4, gives a composite picture of the offender as
more frequently male, white, averaging 15 years of age, and with no disabilities.
Two-thirds of the offenders were under 16 years of age. A total of 16 (6%)
developmentally delayed offenders were accepted, but the more severely
developmentally delayed offenders were not accepted because the projects could
not meet their special needs. Ethnic compositions of the offenders for each of the
projects were generally close to those of their communities. Hispanics comprised
one-third of the accepted cases and Blacks 10%.

Table 4
Demographics of offender population

Pilot Juvenile Sex Offender Treatment Program:
Fresno San Joaguin Ventura  Total %

Total Offenders in Treatment: 101 92 84 277
SEX:
Female 1 0 2 3 1%
Male 100 92 82 274 99 %
RACE:
American indian 3 1 1 5 2 %
Asian 1 2 1 4 1%
Black 15 5 7 27 10 %
Filipino 1 3 1 5 2%
Hispanic 40 26 26 92 33 %
White 40 55 47 142 51 %
Other 1 0 1 2 1%
AGE GRCUP:
Age 8-11 4 1 0 5 2%
Age 12-15 64 57 50 171 62 %
Age 16-17 29 33 30 92 33 %
Age 18+ 4 1 4 9 3%
AGE AVERAGE: 14.7 15.0 15.1 14.9
AGE RANGE: (10-19) (11-18) {(12-19) (10-19)

History of victimization

The juvenile offender’s own victimization is believed to have a
significant role in the development of offending behavior. In this group of
offenders, summarized in Table 5, 75% acknowledged some form of
victimization, either sexual, physical or psychological. The category of
psychological abuse in this study combines emotional abuse, neglect,
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abandonment and rejection. Psychological abuse was most often associated with
parental alcoholism. Histories of abuse were obtained mostly by self-reports or
reports of family members. |

In terms of sexual abuse, 34% of the offenders acknowledged sexual abuse
and another six percent acknowledged some non-contact sexual trauma. Nearly
50% of those sexually abused were also victims of other forms of abuse.

Forty-three percent of the 208 offenders cventually identified as abused did
not acknowledge the abuse at admission. This is consistent with other studies
which suggest that juvenile offenders are reluctant to discuss their abuse until
trust can be established with staff. However, those with multiple forms of abuse
or more extensive abuse histories were more likely to be identified at admission,
either because they were less likely to use denial or because the abuse was more
likely to be noted in other case material.

20




Evaluation Report: SB 890 Pilot Juvenile Sex Offender Treatment Program May 1991

Table 5
Victimization history of offenders

Pilot Juvenile Sex Offender Treatment Program:

Fresno San Joaquin Ventura _ Total %

Total Offenders in Treatment: 101 92 84 277
Abuse or neglect history:
Any type of abuse 83 64 61 208
Percent of treatment cases 82% 70% 73% 75 %
Victimization by abuse combination:
Sexual, Physical and psychological 14 7 10 31 11 %
Mix of two: sexual, physical, or 30 23 14 67 24 %
psychological
Sexual alone 13 11 16 40 14 %
Physical alone 19 13 9 41 15 %
Psychological alone 7 10 12 29 10 %
No abuse identified 18 28 23 69 25%

Frequency for each type of abuse:
(more than one type of abuse may be identified)

Sexual abuse 37 29 27 93 34 %
Sexual trauma or suspected sbuse 7 3 6 16 6%
Physical abuse 50 37 28 115 42 %
Psychological (emotional, neglect, 16 11 23 50 18 %
rejection) .

Difference in timing of abuse acknowledgement:
(Percents are of 208 abuse cases)
If abused, acknowiedged at admission 39 41 38 118 57 %
If abused, acknowledged during treatment 40 24 26 90 43 %
Offense profile of offender population

The offense profile of the juvenile sex offender in the pilot program, as
described in Table 6, provides a composite picture of the juvenile offender as
more frequently adjudicated for Penal Code 647a (annoying and molesting a
child), for charges involving one victim, who was usually a female averaging 8
vears of age.

Over one-third of the offenders used force or the threat of force in their
offense and another one-third used coercion and manipulation in their offense.
Only four of the offenders used or threatened to use a weapon. This rate of
weapon use was lower than that of referrals not accepted by the program.
Weapons were associated with assessments of high risk levels considered
unacceptable for community treatment.
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Table 6
Sex Offending Profile

b

Pilot Juvenile Sex Offender Treatment Program:

Eresno San.dnanum_iamu:a__mal_____/a

Total Offenders in Treatment: 101 84 277
PENAL CODE OF REFERRING OFFENSE:
PC 647a Annoying and molesting a child 50 21 8 79 29%
PC 288a Oral copulation 23 26 20 69 25%
PC 288 Lewd or lascivious with child 2 9 43 54 20%
under 14
PC 243.4 Sexual Battery 8 24 4 36 13%
PC 286 Sodomy of a child 13 2 2 17 6%
PC 261 Rape 1 0 3 4 1%
PC 289 Penetration with foreign 0 0 3 3 1%
object
PC 264.1 Rape in concert with force 1 1 0 2 1%
PC 285 Incest 0 1 0 1 0%
PC 220  Assault with intent to commit a 0 0 1 1 0%
sex crime
PC 266  Enticement for prostitution 0 0 0 0 0%
PC 664  Attempted sex crimes 0 0 0 0 0%
Mis-- Accepted as program exceptions:
(statutory rape, indecent exposure, 3 8 0 11 4%
atc.)
USE OF FORCE:
Coercion and manipulation 24 63 10 97 35%
Threatened Force 15 4 19 38 14 %
Used force 49 14 4 67 24%
Threatened use of a weapon 1 1 1 3 1%
Used a weapon 0 1 0 1 0%
Unclear what force was used 12 9 50 71 26 %
PRIOR OFFENSES:
Prior Criminal Offenses (non-sexual) 37 24 28 89 32%
Prior Sex Offenses 10 . 7 12 29 11 %
NUMBER OF VICTIMS (this conviction): ‘
1 81 60 56 187 71 %
2 16 21 19 56 20%
3 4 5 5 14 5%
4107 0 6 4 10 4%
RANGE: (1-3) (1-7) 1-7) 1-7)
AVERAGE NUMBER OF VICTIMS: 1.2 1.5 1.5

Curiously, one-quarter of the offenders' use of force was not reported by
the projects. If not known, this might significantly reduce the projects’ ability to
identify relapse prevention strategies. There may have been limited access to
police reports in those projects, or the use of force was not clearly established.

The known criminal justice histories of these offenders reveals that 34%
had prior non-sexual offenses and 10% had prior sexual offenses.
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Profile of offenders’ victims

The juvenile offender is usually an average of eight years older than the
victim and does not reside in the same home as the victim, but is either known
or related to the victim — allowing access to the victim. As described in Table 7,
the juvenile offenders treated in this program were most likely to have had
some prior interaction with their victims; only six of the offenders victimized a
stranger.

Clinical profile of the juvenile offenders

Clinical descriptions of the offenders were provided by several clinical
assessments: a diagnosis using the psychiatric Diagnostic and Stafistical Manual
of Mental Disorders (DSM-III-R); admission and discharge Global Assessment of
Functioning Ratings (G.A.F.); and by admission and discharge Juvenile Risk
Assessment Scale. A series of psychological tests was also used to assess
offenders’ treatment needs and their progress in therapy.

A DSM-III-R diagnosis identified several dimensions of the offenders’
disorders based on behavioral criteria assessed by the mental health
professionals. These included level of offender’s stress and their success at
coping with the stress. The G.A.F. ratings described the offenders’ overall level
of functioning by means of a 100 point scale. The Juvenile Risk Assessment
Scale ratings estimated the level of risk for further sexual-acting out based on the
clinicians’ assessment of the offenders’ histories and their current attitudes and
behavior.

Although both the DSM and the Global Assessment Scale were revised
during the course of the program, these changes were minimal for an adolescent
population. Differences between admission and discharge ratings are discussed
in the findings section.
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Table 7
= Profile of Offenders' Victims

Pilot Juvenile Sex Offender Treatment Program:

Fresnn..&an.inanuMMum Total %

Total Offenders in Treatment: 101 277
TOTAL NUMBER OF VICTIMS: 125 148 129 402
SEX OF VICTIM NUMBER 1: ‘
Female 63 70 53 186 67 %
Male 38 22 31 91 33 %
AGE OF VICTIM NUMBER 1:
Age 00-03 4 12 8 24 9%
Age 04-07 42 33 27 102 37 %
Age 08-11 37 25 37 99 36 %
Age 12-15 16 17 9 42 15 %
Age 16-17 2 3 0 5 2%
Age 18 + 0 2 3 5 2%
VICTIM NUMBER 1: RANGE (3-16) (2-25) (1-34) (1-34)
AVERAGE AGE: 8.3 8.3 8.6 8.4

AGE DIFFERENCE:
Offender younger than victim

3 to 18 years younger 0 1 3 4 1%
2 years younger 1 1 0 2 1%
Oftender same age as victim
1 year younger thru 1 year older 9 14 3 26 9%
Offender older than victim
2 to 3 years older 10 4 10 24 9 %
4 to 6 years older 26 18 19 63 23%
7 to 9 years older 40 28 31 99 36 %
10 to 14 years older 15 26 18 59 21 %
OFFENDER'S RELATIONSHIP to Victim Number 1
RELATED OR WITHIN FAMILY:
Sister (Blood / natural, Half, Step or 26 26 11 63 23%
Foster)
Brother (Blood / natural, Half, Step or 5 X 4 5 14 5%
Foster) :
Extended family (cousin, nephew, niece) 18 16 16 50 18 %
Older relative 0 0 3 3 1%
Subtotal 49 46 35 130 47 %
NOT RELATED:
Child caring for when babysitting 1 0 6 7 3%
Peer, friend, schoolmate 31 24 24 79  29%
Neighbor 19 20 16 65 20%
Stranger, no prior relanonshlp 1 2 3 6 2%
Subtotal 52 46 49 147 54 %
PROXIMITY TO VICTIM:
N/A 0 3 1 4 1%
Offenders living with victims 38 29 27 94 34 %
Offenders not living with victims 59 50 47 166 56 %
Offenders' victims both infout of home 3 7 4 14 5%
Other environmental situations 1 3 5 9 3%

The general functioning measures such as DSM-III-R diagnoses and G.AF.
ratings indicated little overt clinical pathology. This is typical of sex offenders,
who are usually not psychotic and often not even obviously dysfunctional.
Sexual violence is more often associated with personality disorders. Diagnostic

24




Evaluation Report: SB 890 Pilot Juvenile Sex Offender Treatment Program " May 1991

conventions typically preclude adolescents from being diagnosed with

personality disorders or sexual compulsions (paraphilias), because of the lack of
evidence that these disorders are solidified at that age. While there may be clear
tendencies of an emerging personality disorder, diagnosis usually reflects the
referring behavior, such as a form of conduct disorder.

The majority of juvenile sex offenders treated in this program were
diagnosed as having one of the conduct disorders ( 150 or 54%) or an adjustment
disorder with disturbance of conduct (563 or 19%). Contributing stressors were
rated most often as the moderate to severe level. The highest level of
functioning was rated in the poor to fair range. G.A.F. ratings were high for an
outpatient clinic population, averaging 58 on a 100 point scale. The means for
each project ranged from 55 to 62, which suggests offenders were similar in
functioning levels across the three projects.

Juvenile Risk Assessment Scale ratings had more value clinically in this
program and were focused on the offender’s acceptance of responsibility, self-
awareness, pattern of offense behavior, level of impulse control, and need for
external controls. The program modified the risk assessment rating form which
was originally developed for use in the California Youth Authority. The form
went through several revisions based on the projects’ clinical experiences. The
fina] Juvenile Risk Assessment Scale served as a checklist of the major factors
believed to contribute to each of three levels of risk. After rating those factors
which applied, the clinician gave a global rating of low, moderate or high risk.
Risk ratings were significantly associated with levels of violence used in the
offense [ANOVA F(4,245) = 7.618, p <.000]. The risk ratings were also
significantly associated with the offender having a history of being sexually
abused [ANOVA F(1,248) = 3.916, p <.05]. As discussed in the findings section,
the Juvenile Risk Assessment Scale shows promise in identifying potential
sexual-reoffenders from the non-reoffenders and to monitor treatment changes.

Table 8 shows the global risk at intake for all 350 referrals. The referrals
were mostly assessed as low and moderate risk, although the projects did get
some high-risk referrals. Of the referrals not accepted, 21% were rated high-risk
while only 10% of those who were accepted for treatment were rated high-risk.
All three projects accepted some high-risk referrals which indicates that their
screening process was not overly constricted. This will help to profile the
offenders most likely to benefit from this treatment model. More of the
offenders referred to the Fresno County project were identified as high risk than
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the other two projects. The Fresno County project also accepted into treatment a
greater percent of offenders rated as high-risk.

Table 8
Admission Juvenile Risk Assessment Scale Ratings

Pilot Juvenile Sex Offender Treatment Program:

Fresno San Joaguin Ventura Total %
Cases not accepted for treatment ( 47 rated cases):

Low Risk 6 6 1 13 28%

Moderate Risk 8 8 8 24 51 %

High Risk 8 2 0 10 21 %
Cases accepted for treatment (250 rated cases):

Low Risk 27 50 36 1183 45%

Moderate Risk 52 29 32 113 45%

High Risk 15 6 3 24 10 %

Results of combining services

The evaluation questions identified in SB 890 included one on the
effectiveness of treatment services which combined “pedophile” offenders with
the “intra-familial” (within-family or incestuous) type of sex offenders. The
typology suggested by this legislative question is not as clearly defined in clinical
practice. For example, many clinicians believe that all sex offenders against
children are pedophiles and differ only in their victim selection preferences. In
contrast, the Diagnostic and Statistical Manual of Mental Disorders (DSM-III-R) is
relatively narrow in its definition of a pedophilia disorder. It should be noted
that the program also inciuded other types of sex offenders in treatment, such as
rapists, who posed other possible treatment compatibility problems.

Several criteria were used in the pilot program to identify the pedophile
group referred to in the legislation. In clinical practice, the three pilot projects
were more likely to consider offenders to be pedophiles under any of the
following conditions, even though their victims may have been family
members: the offender had a history of repeatedly victimizing children, a long
history of victimizing the same child, and/or a predatory approach to children
demonstrated by seeking out vulnerable children.

In light of either the DSM III-R criteria or the clinical criteria, very few of
the program’s juvenile offenders fit the description of a pedophile. Only 6 (2.2%)
were diagnosed as pedophiles. Therapists assessed another 12 offenders as
having distinct characteristics of a pedophile, for a total of 6.5%.

As a result of these small numbers, no distinct specialized services were
developed for the two groups. Projects reported that staff placed the "pedophile"
offender into group sessions based on the characteristics of both the particular
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offender and the group. A review of the clinical outcomes, numbers and types of
services for these cases did not reveal significant differences from theé non-
pedophile offenders.

PROGRAM EVALUATION FINDINGS

The evaluation findings for the pilot program -are presented in the
following section on recidivism and treatment outcomes, and are also
summarized in the responses to the legislative questions in the Executive
Summary.

Operational definition of recidivism

Treatment success is measured directly by recidivism, which is defined as
the rate offenders commit new offenses during a defined period of time. A low
rate of recidivism is the best measure of program success. The term “recidivism”
needs to be operationally defined because of its importance for evaluating this
program and for comparing the results with other studies, which may differ in
their definition of recidivism or in the length of time upon which the rates are
based.

For the purpose of this study, recidivism is defined as behavior for which
there are new charges (a new arrest or petition filed) during the course of
treatment. No reoffense reports were provided on offenders after they
completed their treatment. New arrests during treatment were reported as either
sexual offenses or non-sexual offenses. The reoffenses were examined by type of
offense, circumstances of the offense, and characteristics of the offender. It
should be noted that recidivism rates based on arrests have the potential to be
biased by either under or over reporting.

Recidivism: Under-reporting. Law enforcement and the court may use a
probation revocation rather than a new arrest as a way to process a new offense,
which would not be included in recidivism rates. A more accurate measure of
recidivism might be to count any behavior which meets the criteria of a sex
offense as defined in the Penal Code.

As an example, two incidents were described by projects in this study
which were most likely reoffenses but were not counted as such because there
were no arrests. Two offenders had sexual contact with younger males, one in
juvenile hall and the other in a residential facility. Although these were
described by investigators as consenting sexual contacts, this might be suspect
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because of the offenders’ histories and an assumption that these victims were
“willing participants”. '

Recidivism: Qver-reporting. Recidivism rates based on arrests may be
over-reported if sex-offenders are arrested with charges which are later not
sustained or are dropped. Such charges would still count towards the recidivism
rate. '

The final determination of program effectiveness comes from the
reoffense rates for these same offenders several years after discharge from
treatment, as compared to those who did not get treatment. While such a
longitudinal approach is beyond the scope of this pilot program, this evaluation
provides a baseline for such a study.

There were two possible sources for recidivism data: program staff and the
criminal justice data system. The criminal justice data system has restrictions on
the types of juvenile records kept, as well as on the access to those records and
the length of time the records are kept. In this study, program staff are the
primary source of information on recidivism. The therapist’s awareness of new
offenses comes from the offender, the offender’s caretakers, and the probation
officer. Program staff reported all reoffenses, as well as any other “special
incidents”, through several reports: monthly service reports, progress reports,
reassessment of risk ratings and discharge summaries. Program staff filled out a
special incident report for significant risk behavior whether it involved an arrest
or not for offenders who were in treatment. There were no reliably consistent
means to collect reoffense data for most offenders after they were discharged
from these projects, either because they had moved, were off probation, or were
no longer juveniles.

A study of the Uniform Data Collection System by the Kempe Center’s
National Adolescent Sexual Perpetrators Treatment Network also documents
difficulty obtaining reliable recidivism data. The Kempe Center’s Uniform Data
Collection System has served as a national clearinghouse for juvenile sex
offender treatment. In 1989, over 1,600 cases had been entered into the system.
The Center wanted to study 322 cases which were discharged more than 12
months prior to the 1989 study date. Only 69 (21%) of the 322 cases were able to
be followed-up regarding reoffense. The reasons reported in their 1990
newsletter for the lack of follow-up information were that providers “did not
have time available to attempt follow-up, others reported that they were unable
to obtain the requested information from law enforcement or the court system,
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and some reported that they no longer had access within their system to the files
which would have allowed them to attempt contact with the parent or offender.”

Recidivism rates

The recidivism rate for new arrest for sexual offenses by offenders who
were in treatment was 2.5%, as detailed in Table 9. Only seven offenders were
rearrested for new sex-related offenses while in treatment. The period of
potential opportunity for reoffense in the present study was the period of time
offenders participated in treatment. This totaled over 4,000 offender-months, or
an average of 15 months of potential risk per offender. Recidivism rates for
- sexual offenses did not differ among the projects. Five of the seven reoffenses
(71%) were misdemeanor sexual offenses and were equal or less serious offenses
compared to the original committing offense.

Another 31 offenders were arrested for new non-sexual offenses. Most of
these were non-violent, property offenses, such as burglary, theft and substance
abuse. The rate for non-sexual offenses involving rearrest by offenders in
treatment was 11.2%, for the same average 15-month period of potential
opportunity for reoffense. One of the projects had nearly twice the rate for non-
sexual reoffenses. Possible reasons for this will be discussed later.

The combination of these two rates equals 13.7%. There are no readily
available recidivism studies using a comparable outpatient population. The
pilot program’s reoffense rate will provide a baseline for possible follow-up
studies of these offenders several years after treatment. As a point of reference,
the statewide Youth Authority recidivism rate is 34% for a relatively more
serious population of combined sexual and non-sexual offenders.

The Kempe Center’s National Adolescent Sexual Perpetrators Treatment
Network 1990 newsletter reported a national recidivism rate of 9.2% for sexual
reoffenses out of 69 cases discharged from treatment for one to two years. The
study does not indicate the percent of offenders treated in community versus
institutional programs. In their study, therapists’ impressions of clinical success
and length of treatment did not predict reoffense. However, the ability to
identify offense-triggers and the ability to interrupt the offense cycle were
significantly associated with preventing reoffenses. The SB 890 pilot study’s
recidivism rate of 2.5% is based on offenders who were still in treatment and
should be expected to have rates comparable to or lower than a post-discharge
rate. Again, this is for reference and does not serve as a comparison rate.

The most significant study on recidivism of adult sex offenders, done at
Atascadero State Hospital by V. Sturgeon in 1973, indicates that 15% of the
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offenders reoffended with sexual crimes within five years of release from the '

state hospital. Although the offenders considered to be high-risk at discharge
committed more than two times the number of offenses during the first three
years after discharge as did low risk offenders; these two groups were matched in
number of reoffenses in the period between three and fives years post-treatment.
This preliminary research has alerted treatment programs to the need for
aftercare services and the careful assessment of post-treatment recidivism. It is
the period of time after treatment termination that best determines the
effectiveness of specific program interventions with various categories of sex
offenders.

Table 9
Recidivism Rates

Pilot Juvenile Sex Offender Treatment Program:
Fresno SanJoaquin Ventura _ Total %

Total Offenders in Treatment: 101 g2 84 277
OFFENDER RECIDIVISM (based on new arrests®)
Sex Offenses 3 (C3.0%) 2 (02.2%) 2 (02.4%) 7 02.5%
Non Sexual Offenses 8 (07.8%) 7 (07.6%) 16 (19.1%) 31 11.2%
Total 11 (10.9%) 9 (09.8%) 18 (21.4%) 38 13.7%
Offenders Who Did Not Reoffend 90 (89.1%) 83 (90.0%) 66 (79.0%) 239 86.3%

* NOTE: Depending on age of the offender, the new charges might have been juvenile petitions
filed or an arrest as an adulit.

The profiles of the sexual reoffender -and the non-sexual reoffender
differed considerably in their age and time in treatment, which suggests that
there are very different dynamics contributing to these two types of reoffenses.
Differences were also noted between the sexual reoffenders and the offenders
who had no special incidents.

-~
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Table 10
Profile of Offenders by Reoffense Outcome

Total Average Average Average
Number Admission  Months Admission
Disc! | Age ( ) of T {__G.AF.Rist
Average for all offenders 277 14.9 (10-19) 13.7 56.4 1.8
Average for non-incident offenders 173 15.0 (11-19) 13.2 56.3 1.4
Average for all sexual reoffenses 7 13.6 (10-17) 6.3 51.7 2.1
Average for all non-sexual reoffenses 31 14.6 (13-18) 10.7 59.4 1.6
Type of non-sexual reoffense:
Burglary, robbery, auto theft 10 14.4(13-17) 14.4
Drugs possession or sales, DUI 5 14.2 (13-15) 13.0
Stealing, shoplifting 11 14.9 (13-18) 8.3
Assault, fighting 5 15.0 (13-16) 6.0
Average for other probation violators 32 14.8 (11-18) 13.0 58.3 1.7
Average for any other incident 34 156.2 (12-17) 15.6 543 1.4

Age Differences. There was a difference in the mean age at admission for
the group which reoffended with sexual as opposed to non-sexual charges, as
noted in Table 10. The reoffender with sex charges was younger (13.6 yrs) than
the non-sexual reoffender (14.6) and the non-reoffender (15.0). There was also a
statistically significant difference in age between those who sexually reoffended
and those without any reported incidents during treatment [ANOVA F(1, 178) =
5.18, p<.024]. .

Higher Rigk Profiles. Despite the small number of sexual reoffenders,
there was a statistically significant difference in the admission risk ratings of
those who sexually reoffended versus those who had no incidents of any kind.
Sex reoffenders were rated more often at admission as being at great risk, with an
average higher global risk rating of 2.1 versus 1.4 for those with no incident of
any kind [ANOVA F(4,245) = 3.04, p<.018]. The offenders who sexually
reoffended were also rated as more dysfunctional at admission, with lower
Global Assessment of Functioning scores than those with no incidents of any
kind (51.7 versus 56.3). While not statistically significant, there were also
differences for functioning and risk between the sexual-reoffender and the non-
sex reoffender.

Reoffense Dispositions. The disposition of the seven sexual reoffenders
varied. One reoffending offender was sent directly to the Youth Authority. Two
were removed from the program prematurely after their reoffense while going
through the court process. Four continued in treatment after spending time in
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the local juvenile facility. Of these four, one successfully completed the program,
one left treatment after probation ended, one was transferred to another
treatment service out of the county, and one was later revoked for non-
compliance.

For the non-sexual reoffenses, there was the same range of dispositional
variation. Some continued in the program after doing some time in local
juvenile facilities and successfully graduated. Others continued in the program
but were revoked for continued at-risk behavior. Others were revoked
immediately and referred to other programs or to the Youth Authority.

The results of these varied interventions suggest that there is no single
recommended response. The range of outcomes suggests that each case should
be determined individually. The program demonstrated that sexual and non-
sexual reoffenders could successfully complete their program without further
reoffenses after a period of incarceration in the local juvenile facility and
subsequently return to the treatment program where, typically, the reoffense
would be meticulously reexamined through the remaining treatment.
Treatment services were often provided to the reoffender while in the local
youth facility.

Precipitating Factors, The reoffender with new sex-related charges was
more likely initially to have had a younger victim than either the non-sex
reoffender or the non-reoffender. The precipitating circumstance for the sexual
reoffense was identified most frequently as the presence of young children in the
home. Even with “no-contact” probation and court orders, the parents of the
offenders had brought other children into the home and requested the offender
to provide child care. In another situation, the reoffense occurred soon after the
offender first acknowledged in therapy his own victimization. Two other
reoffense situations provide useful clinical information. One offender had a
compulsion for voyeuristic and exhibitionist behavior and was arrested after a
second such incident. Another offender who committed rape, the most serious
reoffense, was described by the therapists as “looking too good, too fast”.
Without significantly modifying treatment, the effectiveness of the pilot
treatment model may be more limited for the compulsive “flasher” and for
more sociopathic offenders.

Prevention of reoffenses. These findings provide some guidance to
juvenile treaiment programs by helping to identify the most at-risk offender
populations. The following observations are suggested by these findings:

* Younger offenders may be more at risk to reoffend.
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* Sexual reoffenses are more apt to occur early in treatment.

* Programs need to work with probation officials and caretakers in
monitoring the home situations for the presence of younger children,
either by asking the offender directly, by collateral or family therapy
sessions with caretakers, or by home visits. One offender, in a good
example of a relapse prevention method, had informed treatment staff
of being tempted when the parents brought children into the home
against the conditions of his probation.

* Other patterns of compulsive sex offending such as exposure and
voyeurism need to be specifically and adequately addressed by
treatment, or such offenders should be screened out of the program.

* There needs to be more serious assessment of possible sociopathic
tendencies in offenders who manifest qualities such as a superficial and
glib affect and an effortless accornmodation to program activities.

Treatment outcome

Another indicator of program success is the outcome of treatment as
measured by the type of discharge and the profile of those who successfully
completed treatment. A third of the offenders accepted for treatment completed
the course of treatment. Those who did not complete treatment were categorized
by four types of discharges as listed in Table 11: still in treatment at the end of the
funding (16%), not physically available for treatment (15%), terminated from
probation prior to ending treatment (11%), and: removed from the program for
non-compliance (25%). Only the last type of discharge was based on non-
compliance to treatment and constituted either a reoffense or a pro-active
intervention. Reoffending offenders were found to have any of these types of
discharges. Some even continued in the program after serving time in the local
juvenile facility where treatment was often provided.
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Table 11
= Treatment Outcomes
and percent for each Project

Pilot Juvenile Sex Offender Treatment Program:
Fresno SanJoaquin Ventuyra __ Total %
Total Offenders in Treatment: 101 92 84 277

Still in treatment when grant ended: 150r15% 150r16% 14o0r17% 44 16 %
Completed program - maximum benefit: 32 or32% 29 0r32% 320r38% 93 34 %

Did not complete program:

Probation ended 16or16% 7 0or08% 6 or07% 29 11 %
Not available: moved, ill, etc. 130r13% 11 or 12% 17 or 20% 41 15 %
Revoked or expelied 250r25% 300r33% 150r18% 70 25%

(This includes proactive interventions)

Offenders who were still in treatment at the end of the program funding
were discharged and referred to other therapy services if funding or services were
available. The county agency could continue treatment on a less intense basis if
the offenders qualified for California public mental health funding. If no
treatment was available, the probation officer was notified and was advised to
make appropriate arrangements, if only to increase case monitoring.

Another type of discharge occurred when the offender was no longer
available for treatment. Usually, the reason was that the offender had moved
out of the area. The transient aspect of the juvenile offender’s living situation
was noted for the referral group as well, and would need to be addressed in any
statewide program. Probation officers and program staff approved new living
situations that were appropriate and did not put other youths at risk, but often
therapy resources were not available in the new location or new county. No
follow-up study was done to assess either the new living situation or the
continuation of treatment. Other unavailable offenders were discharged for
illness or difficulty in getting transportation to therapy. One offender died while
in treatment.

One group of offenders was discharged after probation ended and there
was no authority to mandate the treatment. None of the offenders continued
after probation was terminated. Termination usually occurred because the
offender reached the end of the term of probation and/or reached 18 years old.
No documentation was collected to determine if requests were made to the court
to continue juvenile jurisdiction, or the results of any such .requests.
Occasionally, the term of probation was shorter than the recommended 18
months of treatment. Projects reported that they felt an obligation to accept some
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of those “time-limited” offenders because there were no other treatment options
for them in their community. '

The last group was discharged either because they were revoked or were
expelled from their program. If AWOL, the probation was revoked and the
offender was discharged from the program but the final court disposition was not
always identified. The offenders in this group included those sent to the Youth
Authority or local juvenile facilities, or transferred to residential facilities. They
may have been revoked for a reoffense or a proactive intervention such as
described below because they were considered at high risk for a reoffense.

Proactive intervention

An important measure of program success is the degree to which a
program is able to recognize offender deterioration or escalation of at-risk
behavior, prior to another reoffense. Usually, it is the treatment staff which
identifies or learns about the offender’s high-risk behavior, but the offenders
themselves may talk in therapy about their own high-risk behavior. The
treatment staff, with the help of law enforcement and the courts, can initiate
proactive intervention to interrupt the offense cycle by pressing for a revocation
or modification of probation. Such an intervention may result in the court
placing more stringent conditions on the offender’s probation or remanding the
offender to a local juvenile facility or to the Youth Authority if the potential of a
reoffense is great enough. Reports of these pre-offense behaviors are indicators
of treatment success in case management and- should not be equated with the
treatment failures. Two-thirds of the offenders were not involved in any special
incidents and did not require any intervention.

Proactive intervention was used for 32 offenders (12%) who were
identified by the treatment team and/or probation staff as engaging in high risk
behavior, which did not constitute reoffense, but may have been pre-reoffense
behavior. These offenders were often returned to court on probation violations
and considered for increased levels of supervision, or sentencing to local
juvenile facilities. The offenders were usually returned to the program to
continue with treatment, but occasionally, they were referred to a different type
of treatment program (such as substance abuse) or transferred to a residential
facility, often in a different county.

In addition to those who were considered for probation violations,
another group of offenders was involved in some incident which constituted
acting out behavior but which did not require judicial intervention. These
behaviors were noted and monitored as having some risk potential. A total of 34
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offenders (12%) had some incident noted by treatment staff which did not result
in any further intervention. '

This potential for at-risk behavior requiring pro-active intervention is
consistent with an offender population with histories of victimization, clinical
deficiencies, prior offenses and other anti-social activity. In addition to the risk
for sexual reoffense, which seemed to be low during treatment in this program,
juvenile sex offenders, similar to other types of adolescent offenders, are at risk
for a diverse range of other non-sexual offenses such as substance abuse, theft
and fights. Treatment was required for those non-sex offense issues as well.
Both types of reoffenses were controlled in part by program policies of proactive
intervention through frequent treatment and monitoring contacts with the
offender and the offender's caretakers. The low rate of recidivism suggests that
pro-active intervention serves an important deterrent function in preventing
reoffenses.

Treatment compliance

Treatment compliance provides another measure of program success. The
overall rate of no-shows for appointments had a statistically significant
association with reoffenses [ANOVA F(3,233) = 4.96, p<.002]. Not showing for a
scheduled appointment was considered by staff as a demonstration of the
offender’s lack of responsibility. For all offenders, the average rates were low for
cancellations, late or missed appointments. Rates were somewhat higher in the
San Joaquin County project than the other two projects. This may have been the
result of both more scheduled appointments and a more comprehensive
reporting system which San Joaquin County established.

Treatment compliance can also be measured by changes in risk levels.
Admission and discharge ratings of offenders provide a means of measuring
integration of the treatment goals. Program staff rated offenders at admission
and at discharge as one of three levels of risk; low, moderate or high. Changes
between admission and discharge risk assessment ratings were examined. The
Juvenile Risk Assessment Scale ratings, by nature of being only three points,
suppresses variability, making it less likely that an offender’s rating would
change from one level to another. Consistent with that tendency, nearly half the
offenders were rated with the same level of risk when they entered the program
as when they left, as seen in Table 12. One exception was the offenders who were
revoked or expelled. They were more likely to be rated at a higher risk level.

When examining all offenders, only the group which successfully
completed their treatment had a decrease in risk ratings. All other groups, none
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of which completed treatment, showed no such decrease in risk ratings. The
revoked group showed the greatest increase in risk ratings. The Juvenile Risk
Assessment Scale promises to be effective in both identifying high-risk offenders
and measuring change. The evaluation data can provide a meaningful resource
to analyze the risk assessment items and help create a refined scale.

Table 12
Change in Juvenile Risk Assessment Scale Ratings from Admission to Discharge

Percent of Offenders with Change in Ratings:
Decrease No change Increase Difference
in risk level _in risk level _in risk level _in risk level

Risk Change Ratings:

All levels of treatment offenders 24 % 51 % 25 % +1 %
Distribution by type of discharge:

Completed treatment 38 % 57 % 6% -32 %

Revoked or expelled 10% 43 % 48 % +38 %

Probation ended 18 % 50 % 32 % +14 %

Transferred or moved 20 % 83 % 27 % +7 %

in treatment at end of funding 23 % 47 % 30 % +7 %

Program effectiveness

Each measure of program success -- recidivism, treatment outcomes,
proactive intervention and treatment compliance —~ can be used to assess
program effectiveness. The pilot projects, as described in a previous section,
were remarkably similar in their commitment to serving the juvenile sex
offender. Treatment philosophies, delivery systems, offender populations and
organizational approaches were fairly consistent‘among the three projects. A few
important differences did emerge which bear upon program effectiveness.

Services in all projects were comprehensive and extensive. Table 13
shows the average level of treatment provided by each project for the offenders
who completed treatment and for those who were revoked. Successful cases
took between 19 and 22 months of treatment, consisting of an average of 161
hours, in over 198 sessions. The revoked and expelled cases received half of
those services in half as many months prior to discharge. San Joaquin County
had the highest number of the revoked and expelled offenders, but identified
them earlier in their course of treatment.

Differences did not emerge regarding sexual reoffenses. Each project had a
similar low number of sexual reoffenses, with no particularly unique patterns in
the offender profiles or offense consequences. Each project would benefit from a
more intensive system of monitoring offender living situations, as previously
noted.
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Table 13
#* Treatment Services by Completed and Revoked Treatment Groups

Pilot Juvenile Sex Offender Treatment Program:

Fresno SanJoaguin Ventura  Total %

Total Offenders in Treatment: 101 92 84 277
Completed Program - max benefit: 32 29 32 93 34%

Average sessions 180 212 203 198

Average hours 159 203 125 i1

Average months of treatment 22.1 19.7 19.3 20.4
Revoked or expelled: 25 30 15 70 25%

Average sessions 113 99 118 108

Average hours 88 88 68 84

Average months of treatment 14.3 10.8 11.4 12.2

Non-sexual reoffenses were not as evenly distributed. Ventura County
combined group therapy and skills training in one weekly group session, unlike,
for example, San Joaquin. This resulted in fewer weekly contacts with offenders,
i.e. less supervision, as well as, perhaps, less intensive focus on techniques for
internal control. Another relevant factor might be the lower number of
proactive interventions among offenders of this project. The Ventura County
offenders were less likely to have probation violated or be given juvenile hall
time for non-compliance.

Table 14 shows offender risk profiles by type of discharge. Fresno County
rated their offenders as more severely disturbed at admission with lowest
psychological functioning as measured by the G.A.F. and higher risk ratings.
They were followed by San Joaquin County and Ventura County. The rates for
all revoked were found to be associated with both the highest risk ratings and the
lowest functioning ratings at admission.
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Table 14
Profile of Offender Risk by Project and Type Discharge

AVERAGE: ‘
Number Admission Months Admission
Discharged Age __ of Treatment G.A.F, _Risk

Offenders in Treatment: 277 14.9 13.7 56.4 1.8
Location of Project:

Fresno 101 14.7 14.9 55.6 1.7

San Joaquin g2 15.0 12.3 52.7 1.4

Ventura 84 15.1 13.8 62.1 1.3
Type of Discharge:

Completed program 93 15.0 20.4 56.0 1.5

Still in treatment at end of funding 44 14.8 6.9 56.4 1.3

Probation ended 29 15.2 14.1 n/a 1.5

Moved, ill, etc 41 14.7 8.1 63.3 1.3

Revoked expelled 70 14.8 12.2 53.0 1.7

The risk levels of offenders accepted into treatment is described more fully
by the findings reported in Table 15. Fresno County accepted the most offenders
identified as high-risk, whereas San Joaquin and Ventura Counties accepted
more low-risk offenders. The high-risk offenders, as a group, accounted for only
ten percent of the treatment cases. The total program population included equal
numbers of low- and moderate-risk offenders. Average risk levels were lower at
discharge for those who completed treatment; 87% of the completed treatment
cases were rated as low-risk.
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Table 15
= Juvenile Risk Assessment Scale Ratings for Admission and
Discharge by Project

Pilot Juvenile Sex Offender Treatment Program:
Fresno _San Joaquin Ventura Total %
Total Offenders in Treatment: 101 92 84 277

Admission Risk Ratings:
(250 cases had ratings)

Low 27 50 36 113 45 %
Moderate 52 29 32 113 45 %
High 15 6 3 24 10 %

Discharge Risk Ratings -- any type of discharge:
(261 cases had ratings)

Low 42 34 45 121 46 %
Moderate 37 35 25 97 37 %
High 15 22 6 43 16 %

Discharge Risk Ratings -- ohly completed treatment:
(93 cases had ratings)

Low 26 27 28 81 87 %
Moderate 3 2 4 9 10 %
High 3 0 0 3 03 %

Treatment appraisal

In patient exit summaries, therapists were asked if there was any specific
treatment approach which was particularly effective with that offender. A total
of 82 case summaries had one or more specific treatment approaches identified
for this question. Over half of those responses were for the offenders who
successfully completed their program. For all three projects, the responses on
what constituted effective treatment for those offenders who successfully
completed treatment differed from the responses for those offenders who did not
successfully complete treatment.

The San Joaquin County therapists most often identified a cognitive-
behavioral therapy approach as most effective for those who completed the
program. The Fresno County therapists identified a range of therapies as
effective for these who completed treatment; group therapy was listed as the
most effective modality, then cognitive-behavioral and psychodynamic
individual therapy. The Ventura County therapists identified psychodynamic
individual therapy, family therapy and group therapy (conducted with a
cognitive-behavioral / relapse-prevention focus) as most effective for those who
completed treatment.

A different set of treatment modalities was identified as effective for the
offenders who did not complete treatment. These other modalities included
family, directive, experiential, art, and play therapies. Visualization, reality and
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relaxation techniques were also noted. Except for family therapy, none of these
modalities were rated as effective for those who completed treatment.

The pilot projects recommended the following improvements to their
treatment model if continued funding were available.

The projects would establish more defined educational components to
treatment which use video taped presentations on sex education, assertiveness
training, anger control, relapse prevention, etc. They would expand the
offenders’ groups to include separate skills and process groups, including
sessions to specifically address “acquaintance rape" offenses.

With additional resources, the projects would develop out-reach to the
more rural areas of the county and greater involvement with the school system,
perhaps through prevention efforts. The projects proposed that long term
follow-up assessment be part of the court orders and that offenders be tracked for
two to five years following treatment. This would be more feasible with the
addition of an assigned probation officer to the project.

The projects proposed development of specialized group home for sex
offenders. Sex-offender treatment services would be provided at these specialized
group homes, as well as at any secure residential facility and regular group home
placement in the community. They identified the need for increased specialized
training and consultation to group home staff and local psychotherapists to
increase the community resources for this offender population.

The question remains, what effect did the program have on the offender
rate in the three counties? Can these three counties be compared to three other
counties that are similar in size but do not have these projects? While these are
important questions, methodologically these questions could not be answered.
All adjudicated juvenile offenders in each of the three pilot project counties
were required to be referred to the program. Those not accepted were not
adjudicated with the same charges or they were seen as higher risk offenders. As
a result, no county control population was possible. Comparisons with prior
years were not considered to be reliable because of the lack of consistent record
keeping and changes in dispositional policies. An attempt was made to identify
comparable counties, but the closest matched counties required additional
resources, not available in this program, to provide comparable data on a
subgroup of offenders not in therapy who fit the same offender profile.

Without comparisons to a controlled sample, an informal assessment of
the program’s effectiveness can be provided by the response of judges and
probation officers to the continuation of the program presented by SB 1895
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(Seymour, 1990), which would extend the program for two additional years.
Sufficient support was provided for this bill by local officials including
legislators, judges, district attorneys, and probation officers, and to result in
passing of the bill by both the California Senate and Assembly. No opposition to
the activities of the projects was identified in this process. Governor George
Deukmejian signed SB 1895 into law (Chapter 1344, Statutes of 1990), however,
the $500,000 appropriation was deleted because of the current fiscal deficit.

Additional research

The pilot program generated an extensive set of clinical data which will
continue to be useful to explore clinical and program evaluation questions in
addition to those addressed by this report. Much of this supplemental clinical
information comes from various psychological tests. Juvenile sex offenders
treated in this program were tested with several clinical measures at admission
and discharge, depending on available staff resources and the nature of offender
discharges. The clinical data are being analyzed for subsequent papers and
journal articles. The data have also been used, with the support of the three
projects, by five doctoral candidates in their dissertation research. The abstracts
of the dissertations completed at this time are included in Appendix D. The titles
of the five doctoral dissertation studies are as follows:

° Cynthia Bromberg, California School of Professional Psychology ~ Fresno:
“Parental absence and prior victimization: Their relationship to treatment
outcome in male adolescent sex offenders”.
° Thomas Carrillo, US International University — San Diego:
“Comparison of MMPI profiles of sexually abused and non-sexually abused
juvenile sex offenders”.
° Melissa Cashman, California School of Professional Psychology — Fresno:
“Personality profile of juvenile sex offenders — experimental verification of
three types”.
° Thomas Danner, California School of Professional Psychology — Fresno:
“Classification of adolescent sexual offenders: correlation of life history
with sexual offense based upon aggression and socialization”.
° Joseph Randazzo, UC Berkeley School of Social Welfare — Berkeley:
“Behavioral treatment of adolescent sex offenders”.
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CONCLUSIONS

The SB 890 Pilot Juvenile Sex Offender Treatment Program enabled the
development of three county projects to provide model treatment to those 89%
of sentenced juvenile sex offenders who did not go to the Youth Authority and
remained in their communities. The three projects (Fresno, San Joaquin and
Ventura) developed comprehensive services for the amenable offenders in the
community with a dual treatment and monitoring focus. The enabling
legislation included provisions for the program to be evaluated at the
completion of the four year grant period. ‘

The final program evaluation findings support the concept that certain
types of juvenile sex offenders can be safely treated in the community while
participating in a comprehensive outpatient program of treatment and case
management. Each of the three projects, while similar in their cognitive-
behavioral and relapse prevention approaches, developed different mixes of
treatment modalities.

The three pilot projects accepted 79% of the 350 referrals. A full treatment
course averaged 20 months and involved over two hours of therapy a week, at
an average cost of $80 per offender-week. The offender population in the three
projects were similar, with some differences noted in average admission risk
ratings. A total of 93 offenders successfully completed treatment at the time
funding ended.

The level of treatment was consistently -high among all three projects, all
of which provided common "core" treatment services of individual and group
therapy focused on offenders understanding and controlling the dynamics
contributing to their offending behavior. Because of the juveniles'
developmental needs, they required special interventions, such as appropriate
group assignments and residential placements, skills workshops, victim
empathy experiences and, if abused, therapy to process their own victimization.
Three-fourths of the juvenile offenders were themselves victimized in some
way and over one-third were sexually victimized. One-half of the offenders
identified their victimization only after some time in treatment.

All three projects were similar in maintaining a low recidivism rate of
2.5%. While a zero tolerance may not be feasible, the rate could be cut in half
with increased monitoring by the treatment and probation team. The profile of
the sexual reoffenders was distinctly different from those who reoffended with
non-sexual offenses. The sexual reoffender was younger, rated as higher risk at
admission, reoffended early in treatment and usually victimized a younger child
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who was present in the home without the knowledge of the theraplst and
probation officer.

The non-sexual reoffenders had a different profile. There were 31
offenders (11.2%) who were arrested for non-sexual offenses. These reoffenders
committed the non-sexual crimes later in treatment, were older, had less risk
identified at admission, and their offenses were mostly property crimes,
substance abuse or both. The one treatment project which had the highest rate of
these offenses had relatively fewer skills development sessions. Any revision of
the treatment model needs to consider that the juvenile offender may have a
range of deviant behaviors needing to be addressed by a multi-dimensicnal
treatment program.

These rates indicate that the short-term impact of the program is
consistent with the expectations for effective treatment, but needs to be evaluated
with the rates of other outpatient programs and needs to be reassessed in a post-
treatment follow-up study. There are no similar studies with which to compare
the sexual reoffense rate of 2.5%. The program’s recidivism rate is, as expected,
lower than other studies which report recidivism rates for a period after
treatment (Kempe — 9.2% for sex offenses) or for more violent offenders (CYA -
34% for all offenses), but those rates cannot provide a baseline measure of the
program’s effectiveness. However, the program’s recidivism rate does provide a
baseline for further study.

Recidivism did not necessarily prohibit continuation in the program.
Some of the reoffenders were sent to the local youth facility after their reoffense
and were returned to the treatment program. A few completed their treatment
program. Another group of offenders who did not reoffend, behaviorally acted
out by non-complying with treatment and other high risk, pre-offense activities
for which they were usually revoked as a proactive precaution.

All three projects reported that their county’s juvenile court judges were
more willing to ’acknowledge the treatment needs for these youthful offenders
after the onset of this program. The judges expressed interest in using this type
of intervention program as court-ordered diversion for these offenders. The
projects had the support of their local agency networks in the efforts to continue
the pilot program through SB 1895 (Seymour, 1990).

The following recommendations are proposed as ways to refine this
intervention model. Based on the outcomes of this four-year pilot ‘program,
California would benefit from the continued development of the pilot program
to provide services which help break the cycle of compulsive sexual violence.
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RECOMMENDATIONS

The following recommendations are based on the findings of this

evaluation report:

1)

2)

Expand the pilot juvenile sex offender treatment model.

A. Continue the juvenile sex offender treatment program with financial
and legislative support for the continued development and refinement
of this treatment model which has shown initial success.

B. Provide the program with financial and legislative support to develop
training materials and workshops on the treatment model for use by
other county networks, enabling others to benefit from the program’s
experiences. The networks should include victim services, probation,
the courts and county juvenile corrections.

C. Develop a plan for coordinating statewide implementation of the
successful aspects of the pilot program in all counties, so all
communities have access to this important resource.

Develop specialized probation caseloads for juvenile sex offenders.

A. Provide financial and legislative support to local probation departments
for specialized caseloads, as found by the pilot program to be very
effective, using probation officers trained in sex offender treatment to
monitor the sex offenders in community placement.

B. Promote jcint effort of juvenile sex offender treatment program staff and
probation officers to periodically monitor the offender’s living situation
for the presence of younger children, particularly in the earlier phases of
treatment, as indicated by the recidivism pattern found in this study.

Expand treatment focus to include other anti-social behavior.
Expand juvenile sex offender treatment programs to anticipate the non-
sexual recidivism pattern noted in this study by assessing the offenders’
non-sexual criminal offense potential and by providing the necessary
treatrnent services to address those issues along with the sexual offense
treatment.
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4)

5)

6)

.Develop options for extended and after~care treatment services.

A. Provide financial and legislative support for the establishment of after-
care services to offenders who are discharged from treatment. This
allows offenders to return to the program, without jeopardizing their
probation and to get help when they feel they are at-risk to reoffend.

B. Provide supplemental resources for out-reach to offenders in rural

county areas, including subcontracting, travel and use of other facilities.

Provide supplemental resources for services to bilingual offenders.

Provide financial and legislative support for probation departments to

continue jurisdiction of juvenile sex offenders beyond the age of 18, if

indicated by treatment or supervision needs.

E. Provide resources for treatment programs to continue the treatment of
offenders over the age of 18, if indicated.

9N

Develop residential placement options.
Provide financial and legislative support for a continuum of residential
placement options for the juvenile sex offender, particularly for removal
of the juvenile offender from the same residence as the victim(s).

Support risk assessment efforts and long term recidivism studies.

A. Develop resources to refine the Juvenile Risk Assessment Scale. This
shows promise in identifying at-risk offenders and measuring change
through treatment. o

B. Provide financial and legislative support to develop mechanisms for
probation departments to track, perhaps through sex crime registration,
juvenile sex offenders from arrest through discharge for any reoffenses,
locally and in other counties, and later as adults, within the limits of the
protections for minors.

C. Provide financial and legislative support for a follow-up recidivism
study of the offenders treated in this program and conduct comparison
studies in other counties.

Provide recognized experts in the program development and evaluation.
Provide future juvenile sex offender treatment programs with resources
for an advisory board to review program treatment activities and program
evaluation design. This provides direction and continuity through the
course of the program in order to maximize the benefits of these efforts.
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Senate Bill No. 890

CHAPTER 637

An act to add and repeal Chapter 3.7 (commencing with Section
13827) to Title 6 of Part 4 of the Penal Code, relating to sex offenders,
and making an appropriation therefor. .

[Approved by Governor September 16, 1985. Filed with
Secretary of State September 17, 1985.] .

LEGISLATIVE COUNSEL'S DIGEST

SB 890, Seymour. Criminal law: juvenile sex offenders.

Under existing law, a person who was a minor at the time of his or
her viclation of any law prohikiting criminal conduct may be
adjudged to be a ward of the juvenile court.

This bill would enact the Juvenile Sex Offender Treatment Act of
1985, which would require the Office of Criminal Justice Planning to
select at least 3 counties from among those counties applying
therefor in which to establish 4-year pilot programs to provide
treatment, as specified, for juveniles adjudged to be wards of the
juvenile court on the basis of the commission of certain sexual
offenses and who were not committed to the Youth Authority.

The bill would appropriate $500,000 from the General Fund to the
Office of Criminal Justice Planning for the purposes of the act, as
specified.

The provisions of the act would be repealed January 1, 1991.

Appropriation: yes.

The people of the State of California do enact as follows:

SECTION 1. Chapter 3.7 (commencing with Section 13827) is
added to Title 6 of Part 4 of the Penal Code, to read:

CHAPTER 3.7. JUVENILE SEX OFFENDERS

13827. This chapter shall be known and may be cited as the
Juvenile Sex Offender Treatment Act of 1985.

13827.1. From any funds appropriated therefor, the Office of
Criminal Justice Planning shall establish a pilot program to provide
treatment to juvenile sex offenders declared to be wards of the

" juvenile court pursuant to Section 602 of the Welfare and Institutions
Code, but-who are not committed to the Youth Authority. The pilot
programs shall be established for a four-year period in up to three
counties. The counties shall be selected from among those counties
submitting applications to the office requesting to be selected to
participate in the program, based on a determination that the
counties would be capable of establishing such a program. Capability
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may be demonstrated by current county efforts to provide treaiment
programs to juvenile sex offenders.

The participating counties shall be selected by May 1, 1986. The
pilot programs shall be operational by July 1, 1986 and shall terminate
on July 1, 1990.

13827.2. A county that applies to participate in the program
established by this chapter shall demonstrate the following in its
application for participation:

(a) Identification of the need for a juvenile sex offender
treatment program.

(b) Evidence that the county agency providing mental health
services, the county agency providing public assistance, the district
attorney, the juvenile court, the probation department, private
entities; and local school districts are participating in and
coordinating case referral, case management, and service delivery to
the persons whom they serve.

13827.3. Noththstandmg any other provision of law, in a county
in which a pilot program is established, on and after the date of the
establishment of that program, any person who is adjudged to be a
ward of the juvenile court pursuant to Section 602 of the Welfare and
Institutions Code on the basis of the violation of Section 261, 264.1,
266, 285, 286, 288, 2884, or 289, and who is not committed to the Youth
Authority, shall be ordered to participate in the treatment services
provided by the pilot program.

13827.4. The county agency providing mental health services in
a county participating in the pilot program shall assign a counselor
to any person described in Section 13827.3. Any counselor so assigned
shall be qualified to treat juvenile sex offenders, as determined by the
county in conjuncton with the Office of Criminal Justice Planning.

13827.5. To the extent that funds are appropriated therefor, the
state shall reimburse a county for all costs incurred in conducting a
pilot program established pursuant to this chapter.

138276. On or before January 1, 1991, the Office of Criminal
Justice Planning shall submit a written report to the Legislature
containing all of the following information:

(a) The number of juveniles that participated in the program.

(b) The costs of the pilot programs.

(c) The nature of the treatment provided to participants in the
programs.

(d) The results of the treatment provided to participants in the
programs, including data concerning recidivism by participants and
any other nonsexually-related criminal offenses committed by
participants.

(e) The results of combining intrafamily and pedophile
treatment.

13827.7. Counties selected to participate in the pilot program
shall utilize any funds available from public and private sources for
the purposes of the program and existing treatment services prior to
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utilizing state funds allocated for the purposes of the pilot program.

SEC. 2. This act shall remain in effect only until January 1, 1991,
and as of that date is repealed, unless a later enacted statute, which
is chaptered before January 1, 1991, deletes or extends that date.

SEC. 3. The sum of five hundred thousand dollars ($500,000) is
hereby appropriated from the General Fund to the Office of
Criminal Justice Planning for expenditure during 1986 for the
purposes of this act. No more than 10 percent of that amount may be
expended for administrative purposes.
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Project Description: FRESNO COUNTY

Project Name:

Address:
Phone:
Project Affiliation:

Administration:

Clinical Staffing:

Organization Structure:

County Demographics:

Comprehensive Sexual Awareness and Treatment
Team (CSATT)

4753 E. Olive, Suite 103
Fresno, CA 93702
(209) 251-7558

Associated Center for Therapy (ACT)

Executive Director: Francine Oputa

Clinical Director: Valerie E. Forward, Ph.D.
Mental Health Workers: 0.50 FTE

Psychologist: 1.60 FTE

Interns: 0.50 FTE

Consultants: 1 clinical consultant

Project is a private agency that is designated by the
Fresno County probation department to provide
treatment to adjudicated juvenile sex offenders.
Additional funding sources supports victims services
and non SB-890 juvenile sex offender services.

Mixed urban and rural, inland valley with  multi-
cultural population.

County Population: 588,300

Based on 1984 data, the county was found to have the
highest rates of convicted juvenile sex offenders (11.7
per 100,000 population).
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Project Description: SAN JOAQUIN COUNTY

Project Name: Vallev_ Community Counseling

Address: 1221 N. Hunter
Stockton, CA 95202

Phone: (209) 942-0212

Project Affiliation: Private agency affiliated with San Joaquin County
Mental Health

Administration: Administrative Director: David Love
Clinical Director: Marie Derrick

Clinical Staffing: Mental Health Workers: 2.50 FTE

Organization Structure: Private agency delegated by the San Joaquin County
Mental Health Department to treat adolescent sex
offenders. The agency also provides treatment to
victims and their families The San Joaquin County
Mental Health Department provides monitoring
services and consultation as needed.

County Demographics: Rural, inland county
County Population: 400,000 (18% Hispanic)
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Project Description: VENTURA COUNTY

Project Name:
Address:

Phone:

Project Affiliation:
Administration:

Clinical Staffing:

Organization Structure:

County Demographics:

Forensic Adolescent Program

740 E. Main Street
Ventura, CA 93001
(805) 6527592

Ventura County Mental Health, Children’s Services
Project Director:  Christine Johnson, Ph.D.
Psychologists: 1.00 FTE

Social Worker: 040 FIE

Project is funded 100% by the OCJP pilot program
funding. It operates as an outpatient program within
the Juvenile Justice Services division of the
Department of Mental Health, Ventura County Health
Care Agency.

Mixed urban/rural,coastal, area of 1884 square miles.
Population 585,000; (21.4% Hispanic).
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g_:ﬂtc;e ofo é’:rlgﬂn;l Justlcop Plannl;'ag
ADMINISTRATIVE SUMMARY  Gurtery Evsiaion rupart

o —

QUARTERLY ADMINISTRATIVE SUMMARY  FUNDING QUARTER: 1 2 3 & FY:
- (Circle Quarter)

- PART I. PROJECT ID:

COUNTY OF TREATMENT]
ADULT OFFENDER TREATMENT JUVENILE OFFENDER TREATMENT
1 = San Francisco 4 = Fresno
2 = San Luis Obispo 5 = San Joaquin
3 = Stanislaus 6 = Ventura

PART §i. OCJP GRANT ELIGIBLE CASE LOAD SUMMARY FOR THIS QUARTEh:

ENTER MONTHS BEING REPORTED

MONTH: TOTAL

Total number of treatment referrals made by Probation
Department or Courts this quarter:

REFERRALS:

Number of referrals not appropriate for intake screening:
(Intake appointments not scheduled)

Number of referrais appropriate for an intake scresning but
who did not show for their intake appointment:

Number of referrals appropriate for an intake screening
who were placed on a waiting list

Total number of referrals ssen for an initial intake screening:

ENTER MONTHS BEING REPORTED
MONTH: TOTAL

GRANT ELIGIELE TREATMENT CASELOAD:

Caseload at beginning of this month:

Treatmen! cases accepted this month:

Treatment cases terminated this month:

Total open cases at erd of this month:

PAGE 1 Form A - OCJP/Eval rev 6/15/87




 ADMINISTRATIVE SUMMARY (CONTINUED)

PART ill. STAFFING REPORT
CHANGES IN STAFF AND VOLUNTEERS ON OCJP TREATMENT PROJECT

INSTRUCTIONS:

1. Please print names of staff members, their degrees, license number, hours and status under appropriate heading.

2. Do not include previously reported staff unless their status or hours worked per week have changed.

3. Staff members with more than one responsibility may be listed under each of the headings which describe their
duties. Include the hours involved for each activity.

4. Complete status entry using the following status codes:

STATUS CODES:
A = Active Paid B= In process of being hired C= No longer on project

V = Volunteers and non-grant paid staff O= Other (Please describe)

ADMINISTRATIVE STAFF: | License Start
Name Degree Number Hrs/Week  /End STATUS

/Wk !

/wk /! ]

Iwk ! !/

Iwk /I ]

[SUPPORT STAFF (clerical, lab technicians, etc.: | License Start
Name Degree Number Hrs/Week /End STATUS

Iwk VA |

Iwk ! 1

/wk !/

{ CLINICAL STAFF:| License Start
Name Degree Number Hrs/Week /End STATUS

Iwk /[ 1

/wk /!

/wk ! 7

Iwk /I

[ CONSULTANTS: | License Start
Name Degree Number Hrs/Week /End STATUS

/wk ! !

/wk /]

IINTERNS: l Start
Name Degree Supervisor Hrs/Week  /End STATLS

Iwk /! _{

Iwk !

PAGE2 Form A - OCJP/Eval  rev 6/15/87




INTAKE SCREENING FORM

B

Office of Criminal Justice Planning
Pilot Sex Offender Treatment Project
Evaluation Report

NOTE: Use this form to report all first time, direct contact intake screenings

PROJECT AND CLIENT ID: DATE OF INTAKE SCREENING:[ | | |
NAME (OPTIONAL: FOR PROJECT INTERNAL USE ONLY): l — ~d - - j
PROJECT ID: (Check county of treatment) CLIENT ID:
1 = San Francisco 4 =Fresno
il . e R

PART I. CHARACTERISTICS OF THE OFFENDER

Enter codad response here

1. AGE (AT TIME OF LAST BIRTHDAY):

2. SEX: M = Mals F = Female
3. RACE OR ETHNIC 1 = White 2 = Hispanic 3 = Black 4 = Asian/Pacific
BACKGRCUND: 5= Am. Indian 7 = Filipino 8 = Other 8 = Unknown
4, MARITAL STATUS: 1 = Never Married 2 = Now Married 3 = Widowed
4 = Dissoived 5 = Separatsd 8 = Unknown

5. EDUCATION (HIGHEST GRADE COMPLETED):

6. OCCUPATION:

7. EMPLOYMENT 1 = Works 35+ hrsiwk 4 = Shelter 35- hrs/wk 7 = Student

STATUS 2 = Works 35- hrsiwk 5 = Unemployed 9 = Unknown
3 = Shelter 35+ hrsiwk & = Non-student, :not in labor force
8. FINANCIAL 1 = OCP

RESPONSIBILITY

2 = Additional Funding:

indicate source

9. DISABILITY: 04 = Speech

LT Jage)
[.:__] (Sex)

:' (Ethnicity)

E: {Marital Status)
D:] (Education)

€ Write in occupation

E::I (Employment)
[ |tFinanciay

&~ Wrlte In oiher
source

00 = None 32 = Other b
(sum of Impalr- o, _vision 08 = Physical-mobility 99 = Unknown [:E:] (Disability)
ment codes) 02 = Hearing 16 = Developmental Disability
10. LIVING 01 = Alone 05 = Foster Family 12 = Groups Qits. .
ARRANGEMENT: 02 = Immed. Family 06 = Commty. Care Fac. 13 = Homeless [:Ej (Living Arrng)
03 = Exiended Family 09 = Commty. Hosp 14 = Other
04 = Non-related 11 = Justice Facility 89 = Unknown
11. PENAL CODE OF RECORD: (Chack only one - the most serious conviction possibie)
_1PC 243.4 Sexval Battory [ IPc 288 Lewd or lacivious (-14 YRS) PC
i PG 262 Rapa _{PC 288A Forced ora! copulation (Penal Cod
|.JPC 261.5 Statutory rape _{PC 289 Penetration w/ foreign object en e)
_{PC 264.1 Rape in concsnt |.{PC 647A Annoying/molasting a child
|__PC 268 Enticement (-18 YRS) [ _JPC 220 Assault w/intent {sex crime
L{PC 285  Incast JPC 664  Attempt to commit {sex) crime
|_IPC 286  Forced sodomy -JOTHER: PC
PAGE 1 Form B - OCJP/Eval rav 6/15/87




H—'B | INTAKE SCREENING FORM (CONTINUED)

PAGE 2

Enter eoded response here

PART Il. CHARACTERISTICS OF THE OFFENSE AND DiSPOSITION
2. OFFENSE TYPE (Proximity to victim at time of offense):
1 = Victim lived in offender's home 2 = Victim lived outside offenders home

3 = Both types 4= Other:r J
13. NUMBER OF KNOWN VICTIMS (FOR INSTANT OFFENSE):

14. VICTIM PROFILE (at time of offense):
Victim 1: Age | fl Sex a Relationship | [}
Vietim 2: Age L] Sex [ Relationship [ ]
Victim 3: Age 1 sex 1 Relationship | ]
Victim 4: Age [ sex —1 Relationship | ]
15. CLIENT PROFILE
a. Does client meet protile of pedophila? 1=YES 2= NO
b. Does client have story of victimization? 1=YES 2=NO
c. Does client have prior criminal offenses? 1= YES 2=NO
d. Doas client have pricr sex offensss? 1=YES 2= NOC
16. DATE OF (LAST) OFFENSE AS CHARGED:
17. DATE OF SENTENCING:
18. COUNTY OF SENTENCING: | ‘ 1
19. COUNTY OF PROBATION: | , |
PART lil. TREATMENT
20. WILL PROJECT BE DOING A DISPOSITION ASSESSMENT? 1sYES 2=NO

21. CLIENT STATUS (at time of this scresning/intake):

1 = Pre-sentenced Incarcerated 3 = Pre-sentenced Outpatient
2 = Sentenced Incarcerated 4 = New treatment case

22. TREATMENT STATUS (if accepted Into treatment)
1 « Transfer from within agency 3 = Transfer from private therapist
2 = Transfer from another agency 4 = New treatment case

23. DATE PRIOR TREATMENT BEGAN:(if already in tharapy)

24. INTAKE THERAPIST: |

Last name First initial
25. TREATMENT COMPLIANCE: (At time ¢f OJCP intake)

a. Did client admit responsibliity for cfiense? 1= YES 2=KNO 3= Minlmum

b. Did client refuse treaiment? i=YES 2=NO
26. DIAGNOSIS p(gso DSM il Diagnostic Codes)
Mental Disorders: Focus 1
AXiS 1 T
AXIS i L._l LJ_._LJ_LJ

Severity of Psychosoclal Stressors:  AXIS {V {Use Codas 1-7, DSM Hil)

Highest level of adaptive functioning: a5 v {Use Codes 1-7, DSM 1))
27. ADMISSION GLOBAL ASSESSMENT SCALE RATING {(QAS):

28. IS CLIENT OCJP ELIGIBLE? 1a¥es 2«Np 3« Ponding

20. HAS CLIENT BEEN ACCEPTED FOR TREATMENT AT THIS TIME?
1wYos 2=No 3= Panding

[: (Victim Proximity)

_€— Write In other

D:j (No. Victims)

&~
Write in reponses to
Question 14.

{Pedophile)
(Victimization)
{Prior criminal)
{Prior sex)

(Date
mm o ad Yy charged)

(Date
e v santenced)

€= Write In county

&= Write in county

{Disposhion
Assessment)

E::] {Client Status)

E:l (Tx. Status)
%Q {Prlor Tx. Began)

& Write In

{Admit responsb.)
{Refused Tx.)

& Write In

& Write In

(©AS)

{ (ocJP Eiigibte)

O’x. Accaptsd)

Form B - OC.JP/Eval

rav 6/15/87




C

NTHLY TREATMENT

MM

Otfice of Criminal Justice Planning
Pilot Sex Offender Treatment Program
Evaluation Report :

USE THIS FORM TO REPORT ALL CLINICAL SERVICES PROVIDED THIS MONTH

MONTHLY CLIENT TREATMENT SUMMARY

NAME (OPTIONAL: For Project Internal Use Only:
PROJECT ID: (CHECK COUNTY OF TREATMENT)

1 = San Francisco
2 = San Luis Obispo
3 = Stanisiaus

MONTH:

4 = Fresno
5 = San Joaquin
6 = Ventura

| YR: 19
CLIENT ID:
First Ml Last mm dd yy
INITIALS DOoB

PRIMARY THERAPIST: {

SERVICES PROVIDED:

T

Last name

First initia

D GUTPATIENT D JAIL D BOTH LOCATIONS THIS MONTH

MODE OF SERVICE:

OUTPATIENT

JAIL

OUTPATIENT SESSIONS:

Number
Sessions

1/4 Hr
Units

Number
Sessions

1/4 Hr
Units

Client Client Client
Cance! No show Late

. Assessment & Testing (screening)

. individual Therapy

. Group Therapy

. Case Management (reperts/calls)

. Network Staffing (multi-agency)

. Collateral Direct Contact

. Family Session & Couples

. Home Visit

Medication Visit

—i—iTiolmrmioioim|>

. Other:

Other:

. Assessment & Testing (treatment)

SKILLS GROUP:

OUTPATIENT

JAIL

OUTPATIENT SESSIONS:

Number
Sessions

1/4 Hr
Units

Number
Sessions

174 Hr
Units

Client Client Client
Cancsl No show Late

TOPRIC CODE:

TOPRIC CODE:

TOPIC CODES:

81 = Relapse Prevention

$3 = Victim Empathy
84 = Self Estesmn

82 = Anger/Depression Management

S5 = Substance Abuse

S6 = Social Skills

$7 = Human Sexuality
88 = Assertiveness Group

Other:
S9.

PAGE 1

Form C - OCJP/Eval
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| MONTHLY TREATMENT SUMMARY - CONTINUED , PAGE 2-
‘ Supplemental Client Data

INTAKE SCREENING:
a. If an intake scresning, has this case
been accepted as a treatment case? LJdves |__Ino L__IpenonG
b. Date accepted as a treament case: l I [ ) I

mm  dd yy

¢. If rejected as a treatment case, please
summarize the reason it was ot accepted:

NEW TREATMENT CASE: YES NO
a. Has the treatment plan been developed (a)
b. Has the Pre-MMP| been completed (b)
c. Has the Pre-Millon been completed (c)
d. Has the sex inventory been completed {d)
e. Have the risk assessments been completed - (e)
f. Has the Kempe-Assessment form been completed (f)
g. Has the Kempe-intake form been completed ()]
ON-GOING TREATMENT CASE: YES NO
a. Has the Kempe-Progress Form been done (a)
b. Has the treatment plan been revised (b)
¢. Has there been a significant increase of the {c)

the clients risk for reoffense?
NOTE: It YES, complete and attach an updated risk assessment rating form.

[ TREATMENT COMPLIANCE THIS MONTH:

a. Does client admit responsibility for offense? D ves [ Jno [JmiNIMAL
b. Did client refuse treatment? [] YES, DATE[ ] | ]

c. Was client arrested this month for a non-sexual offense? [} YES, Code:
d. Was client arrested this month for a sexual offense? [ 1 YES, Code:

e. Was client involved in any special incidents? [ YES, Describe:
f. Has client violated parole/probation? =1 YES, Code:
DISCHARGE CASES:
a. Was client discharged? D YES, DATE: [:[:D b. Discharge Global Assessment rating:[]:]
¢. Reason for discharge: r j
' YES NO
d. Has the discharge summary been completed? (d)
8. Has the treatment plan been updated? ()
{. Has the exit MMPI baen completsd? (N
g. Has the exit-Millon basn completed? (g)
h. Has the exit risk assessmant been completed? {h)
i. Has the Kempe-Exit form been completed? (i)
COMMENTS:

Form C - OCJP/Eval rev 6/15/87




E Juvenile Risk Assessment

Oftice of Criminal Justice Pianning
Pilot Sex Offender Treatment Project
Quarterly Evaluation Report

PROJECT AND CLIENT ID

MONTH: E: YEAR E:

NAME (OPTIONAL: FOR PROJECT INTERNAL USE ONLY): l 1
PROJECT ID: (Check county of treatment) CLIENT ID:
4 = Fresno
5 = San Joaquin = g W
6 = Ventura INITIALS oo
CLIENT STATUS: screenna: [ ] wTake [ procressrevew [ | exm[_|
LOW RISK T F N/A Comment
First documented sexual OHENSE.......ccuvrervnirencrssserans L1
No sexual deviance PaterN ........ovreviereenmieenisieeisinnonn L2
Acknowledges involvement in the offense.................. L3
Parents acknowledge client's involvement in offense... L4
Client acknowledges the offense has negative impact
ON VICHM(S) vvvernnsennecrcereonsesssssnnnsnessaserassssantsnssessas LS
Feels guilt because of harm {0 VIiCtimS(s)......ccceveeveersanne L6
Understands why the sexual offense was wrong
{e.g., exploitive Of VICHIM) ..o ivenriicnsinniicnnnsiicsenns L?
Family appropriately communicates healthy sexual
VAIUBS ..cueenenierneieeernicorisiesisnreransnustanssssasenssinsssenas L8
No history of physical aggression prior o the offense... L9
Functional family .....cceeeeeescenrersainseossnsisissessaserassenssaces L10
Family is supportive of treatment .......cccveerescrrennisasesssns L1
Adequate pro-social peer support L12
No history of school behavior problems........ceceveeeiseee. L13
Natural father is in the home.. Li4 .
Ciient stopped offense when victim expressed
OISCOMIOM ..uuvreieieerininencartroanerrtrersemeaneeenserosansesnans L15
Situational stressors occurring at the time of the offense
are no longer present........ L16
No precipitating external stress factors prior to the
OHBMIS ... rieerrriiecenscrccessessesessasacrsssnsssrensssnesnnses L17
Other:...ccceceerisrccrecrersanseesssion L18
MODERATE RISK T F N/A Comment
Two or more documented OHENsEes ......cccecevvecennrivonnas mi

Minimal acknowledgement of involvemerit in offense .. M2
Doesn't understand why offense was wrong

{e.0., exploitation of Victim).......ccvceeeriacercnns m3
Little Or N0 GUIlt....coieiiirriiscrercioncreesssssinentaceriesssasinessssas m4
Tends to externalize responsibility of offense

(e.g., blames victim, parents, drugs, 1C.)......ccceure m5
Parents and client are resistant to treatment mb
Evidence of affective disorders

(e.0., SUICIHE) ..ccccumecrreisisirissssiesssrsrcesneseasasasssiasenes m7
Has been victim of sexual and/or physical abuse .......... m8

Either parent has been victim of sexual and/or physical
BDUSE .cieiecnrieeinccarnatisnsssnistansesssesnsessasasissasinsases

OCJP/EVAL — rev 11788




FORME: Juvenile Risk Assessment Form

Page 2

MODERATE RISK - Continued
Either parent has been perpetrator of sexual and/or

physical abuse........ccceveen .
Family members unable to identify problems in family ...
On-going situational stressors (e.g., loss,

move, entry and/or exit of family members) ............
Physical aggression

(e.g., fighting at school or home).......ceccuuveetsenesenes
Poor social adjUSIMEeNt.....ccocervemrsinressanesscssonsassssnssnanas

HIGH RISK
Offense was violent: used force, weapons or threats....
Client continued offense when victim expressed

DISCOMIOM .ceie i vvirersieeresetsesesssennnnienraesssssransisssracnas
Progression of force

(e.g., first grabbed arm, then pulled)......cccovrvusees
Denial of OHENSE ..., cccercerisreireeennirennsssnsieestsaianinin
Family denial of OHENSE.......ccveeeermsiseissseesuesessssnines
Treatment for previous sexua! oflenses.........cceuene.
Victim selection was predatory

(e.g., victims were sought OUt)....cuccvicarnneininsinins
Ritualistic pattern of ofense .....c.ceiveemniemnnccecinnsienanns
Offender was molested by mother figure.....................
Refusal to paricipate in evaluation process..........c.ceeeu
Parents denial of any family problems.......cccovveinricaneeee
Compulsive deviant masturbatory fantasy........cccveeeeren.
History of fire SetiNG .......cccevnrrmresnaessanessacrinsesssanisonanes
Evidence of thought disorder.........cceeeciercnearrenssanenes
ARIMAl CTUBRY «..cvverrivrecenrermersssmtntersssssssarasnersessonassaseas
Chronic substance abuse
Victim of chronic physical or sexua! abuse...........cee..
Family chronically dysfunctional .........ccceeesensesssnessnsaras
Low intellectual functioning and/or sericus learning

QiSADIHHIES «vovreeeererereresrcerisasssserstnssesssnennasanssssennens
Escalation of violence and/or intrusiveness across

. m10

m11
m12

mi3
mi4
m15
m16

N/A Comment

N/A Comment

OVERALL RISK ASSESSMENT RATING:

LOW

(CHECK the most appropriate rating category)

MODERATE

L]

HIGH

OCJP/EVAL - rev 11/88




Office of Criminal Justice Planning

I INCIDENT REPORT FQRM Pilot Sex Offender Treatment Project

Program Evaluation

NOTE: Use this form to report any Indicent, arrest, revocation or dismissal.
PROJECT AND CLIENT ID: DATE REPORT COMPLETED: | [ ] 1

mm do yy

NAME (OPTIONAL: FOR PROJECT INTERNAL USE ONLY): ‘l
PROJECT ID: (Check county of treatment) CLIENT ID:
1 = San Francisco 4 = Fresno
2 = San Luis Obispo 5 =8anJoaquin  First M Last mm_ dd = yy
3 = Stanislaus 6 = Ventura INITIALS DoB

Use this form to report any special incident, arrest or revocation, and requested follow-up information.
Please complete this form if Follow-Up section is checked. Use last page if more space is needed.
*Special Incident" is defined for this study as any behavior that involves violence or serious risk of violence.

[A] INCIDENT REPORT (Check all that apply):

D Special Incident (no amrest or revocation) D Awol

[:] Non-Compliance to treatment [___] Violation of no-contact order

D Revocation Pending D Revocation ordered by Court

D Arrest (non-sexual offense) D Reoffense (reportable sexual offense and/or arrest)
D Physical injury to self or others [:] Other: (describe) )

B] FOLLOW-UP INCIDENT REPORT (Please complete entire form for any incident(s) checked below):

p—

[

ARREST: The Department of Justice database reports that the patient was arrested -

on for

[]

REVQOCATION/ DISCHARGE: Service records show that the patient was revoked, discharged or involved in
anincident -

on for

-l

Is this information accurate, according to your sources of information {such as personal communication
with patient, local law enforcement, probation reports, etc.)?

[ ves -
if the above information does not agree with your records, please provide the corrected information:

P

Source of this comrected information:

w

OGJP -EVAL / REV 3/8/88




Form | - incident Regn Form QCJP Piiot Pro‘!ect Evaluation Page'z

[C] DESCRIPTION OF INCIDENT

1.  Briefly summarize the general type/nature of incident:

Approximate date of incident: Type Location:

2. How was this incident discovered:

3.  Briefly describe this incident in terms of the client's violence and/or risk behavior:

4,  Total number of victim(s) ifany: ____ _ ----- Describe the victim(s) if any:
Victim #1 Victim #2 Victim #3
Gender (M/F): —_— — —
Approximate Age: —_— _ —
Race/ethnicity: — ______ —
Relationship

(spouse, family member,
stranger, efc):

Type of sexual abusa:

5. Describe the use of force in the incident (relationship, threat, coercion, violence, weapons, etc):

6. Describe type and extent of any alcohol and/or drug use by client in relation to this incident:

7.  What were the apparent motives or precipitators for this incident?

OCJP - EVAL: REV 3/8/88



Form | - Incident Regn Form QOCJP Pilot Pro!ect Evaluation Page 3

[P} CONSEQUENCES OF INCIDENT
1.  What responsibility does the client take for this incident?

2. Was there an arrest associated with this incident?

Dves [-_:]No

A. Il yes, what were the charges?

B. If no arrest, COULD the client potentially have been arrested for this behavior(s)?
‘Yes [N
C. What offense could the client possibly have been arrested for (state simple categories such as.
“theft”, "child molest", "rape”, "assault”, etc.)?

3.  Has a revocation petition been initiated?
[ ves .
A. I yes, onwhat bases is the revocation being initiated?

B. If yes, is the petition a proactive intervention to facilitate treatment placement or compiiance?
[ ves -
Explain:

4. Has there been a formal revocation of probation sustained?
Yes [ In
A. I yes, what has been the outcome of the revocation?

B. If no, what s the client's current legal status in regards to the revocation?

5. i the case has been judicated, what was the final decision in regards to this incident?

6.  Please provide any additional information on the client's Legal Status and Location related to this incident?

7.  Whatis the client's current status in the treatment project?

OCJP -EVAL: REV3r/88



Form | - Incident Regn Form OCJP Pilot Pro'!ect Evaluation Page 4

8.  Just prior to the incident, what aspects of the client's behavior and/or participation in treatment would
have been predictive of this incident?

9.  What, if anything, may have helped reduce the potential for a more serious incident?

[E] ADDITIONAL INFORMATION

Include any other comments to help understand or clarify the incident(s) mentioned above. Attach copies of
relevant documents, such as probation reports, if they are available and helpful in providing pertinent details.
Please remove names from these documents:

OCJP - EVAL: REV 3/8/88




ROC.ESCENT PERPETRATOR KSTWORX: UNIFORM DATA COLLECTION SYSTEM  Revised Edition 1763

"INTHE FORM

Today's Date: Client 10: _ _ ___ __ __
(Client's initials; sonth, day, year of birth)

AP Pamber §

SOCI0DENGRAPHIC DaTa:

City Stite_ - Ser: Male __ Feaale__

Client's Priciry Resicence at tiee of offense/incident?

Farent's boee __ Group Hose _  Detention Facility __ Other (specity)_
Svelter Care __ Relatives other than Parents —- Hospital __ Foster Care Hose

Adults in client's novsenold:(cherk all that apaly)

hatural fother __  Stepfather __ Foster Parents — Rdult felatives ___
Mtarsl Father _ Stepmother - Oraxdparents _ Kon-related adults mly

foes client covacer hie/therseld ichesk ones)
wericar Indiy ___ Hisoamic __ White Black isian-Arerican other igpecify) :

Farsly's relinion or religinug preference

is there any indication of substance abuse by client? —Ves __ Ko _ Uk
Hes clieat ever Seen a victis of physical abuse? Y5 __ & __ Unk
Saxual atues? Y5 . M _ Unk

Keglect? Yes & __

Has client ever witnessed farily viclence? Vs __ N _ tn
Has client ever teen in therapy? e __ K __ i

i yes, s;etafy tyse, duration, reerring probles:

RN-SEXUAL DFFEWSE HISTORY

In the following section please circle whether the client has ever been involved in any of the following offanses,
Circle whether the client has ever been arrested for the listad offmse,

Litense Ever_irvolved? Ever arrested?  Dffense Ever Inveived? Ever Arrested?
Shaplifting Yes o lhk Yes % Unk Vandalisa Yes Mo lhk Yes Ko (nk
Theft Yes Ko Unk Yes Ko Unk Arson/fires Ves Mo Ui Yes No ink
Jurglaey Yes Ko Unk Yes Mo Unk fnisal cruelty Yes o Unk Yes o Unk
Lar Theft Yes Ho thk Yes Ko nk Runaay es Db Unk Yes o nk
Brusssaicohal Yes WMo ik Yes Mo Unk Prostitution Yes Mo lhk Ves & Unk
Assault Yes Mo Unk Yes Ko Unk Other

Eoovrignt 1585 dolescent Perpetrator Network - Return fore to: Gail hiyan, APM Data Coilection, Keepe Kitional Center,
{re12a Street, Denver, Colarado 80220..

Teeiczoent Domeittee: 6. Ryan, J. Davis, S, Lane, K. Wilson, D, Bross, T, Niyoshi




for non-serual offeases, lus the client ever been:

s o ok tes o Uk
A2jusicated a delinguent — e Plazed in & group setting —_—
Plazed in a diversion prograa — Placed in bays'ranch setting —_—
Plazed on prodation —_ - flaced in 2 state institution —_—— —

S OFFEHSE KISTORY

In tre section below, piease circle whether client’s referring sexual offense involved in any of the following, CHEXX
AL THAT A°PLY. [f client has prior sexual offenses, indicate the nuader,

[nd the incigent includes Referring Offense 1§ Prior Offenses Unk
tahzbiting Yes L] —
Froteage Yes & —
faELIRg - Yes ] —
O-szene falls Yes Ko —
Begaling wnoerezar Ves %) -
Touching victis's breasts Yes L] —
Toushing victin's genitalia Yes ] —
fasturation of victia Yes ko —
fellatio en vigtie Yes Ko —
ﬁmflunqus m victia Yes o -
Fenile vaginal pmatration of victie Yoo ) —
Digita] vapinal panetration of victis Yes o —
oject penetration of vagina of victie Yes & -
Sodoaizing of victia . Yes fo —
Digital anal penatratien of victia Ves o —
Object penetration of anus of victie Yes L —
fasturtation by victie Yes o —
Fellatio by victis Yes L —_—
Cunnilungus by victia ves o __ —
Penatration by victie Yes o —
Pastiality Yes ko —
Vertal Coercion/Maniguiation Vas o —
Vertal Threats of violence Yes ko



Physical Force Yes o —
kisapxs Threat Yes o] —
Srapons Use Yes No

ther (spacify)

Age of Client at tiee of offense __  Age at tise of earliest prior offense____
43¢ of Victiels) at tiee of offense ___ Age of victies(s) at tise of earliest prior offense ____
Sex of Victies ® F
Location of Oifense:
%erpe:ratar's hose __ futoeshile ___ Dther building __ Victie's Hose — Other toee ___ Outsice
#oiaticnship of Victie:
Sibiing (ratural or step) __ _ Adult in hacsehold
Child - rot related but living 1n household — . fdult outside hore

Child neighbor __ __ Feer
Stranger _ __ kas victie in care cof perpetrator at tiee of offence?

Enarges tiled in adult court ___ Found not quilty ___
in juvenije court ___ Plea bargain to lesser sexual charge
in fasily court (#) ___ Plea bargain to nov-smual charge _
Tiseissed - Guilty as charged ___
Had previous sexual abuse charges desn ijed? Yes N
I yes, diseissed? Yes K
piea to lesser sexual offense? Yes ]
plea to non-sexual offense? Yes o
DISPOSITION ON REFERRING OFFENSE:
Diversion Yes Mo (ut-of-hose placesent Yes Mo
Probation Yes Mo Hospitalization Yes N Incarceration Yes Mo
EVALUATION AXD TREATHENT
Lourt-ordered evaluation s Pretrial ___  Presentencing

Lourt-ordered evaluation by sex otfender specialist Yes L]

Court-ordered evaluation by other (specify)

Total nuaber of prior sexual offenses known

Total nusber of police contacts known

The adove data was obtained fros (check all that applyls
Cliest __ Court recores __ Police Records — farily __ School records __ Other {specify)

Is client being referred to another agency/individual for evaluation? Yes L]
Is client being referred to another agency/individial for treateent?  Yes o

11 so, is that ageaty/ingivicual a participating APN seeber? Yes ]
Ory will you eontinae to rapart on this clisat yourseld? Yes o




CLIENT ID: _
(Client initials, month, day, year of birth)

DATE:. _____ APNMEMBER #:

Nopie: This form may be completed by an individua! whese responsibility is that of performing an assessment of the client.
That individual may or may not be the same as the individual who completed the APN Intake form. This form differs from
the Intake Form in that this form asks for both factnal data and clinical impressions whereas the Iniake Form sought only
factual data. Be sure the Intake Form has been completed either by yourself or angther participating member. If you refera
client after evaluation o another participating member for treatment, notify them; that the Intake and Evaluation Forms have
bean completed.

1. GENERAL INFORMATION
.‘“ |
Was the Intake Form for this client compieted by yourself or a member of your agency? Yes.__ No

by another APN Network memibes? Yes__ No___

Who ordered or referred client for your evaluation? :
Court___  Self-referral (client)___ Otherclinician___  Social Services___  Anorney_

Family, _ Diversion?Probation___  Schocl___ Other (specify),

Who is paying for the evaluation? (check all that apply) ) )
Client___  Social Services,____ Grant (type)________ Client's fa!r}ﬂy__ Medicaid___
Medical Insurance_ Court___ Champus____ Other (specify)

‘What recards were reviewed by you prior to this evaluation? (check all that apply)

Current Offense Report___ Court Records___ Medical/Psychological Records_
Prior Offense Reports___ Probation Reponts__ Witness Accounts____
School Records____ Victim Stasements__ Nosie

In your assessment, did you use any of the following?

MSI Yes___ No___  Penile Plethysmograph Yes____ No___ Bender Gestait Yes___ No__
MAFPF] (Milan) Yes___ No_._.  Rorschach Yes - No__ Draw.A-Person Yes_ . No___
OBrien Typology Yes__ No___  WRAT Yes __ No___ Kinetic Family Drawing Yes__ No___
Wenet Risk Yes__No__. MMPI Yes___ No__ WISC-RorWAIS-R  Yes___ No___
Card Sort Yes__ No__. TAT Yes_ . No__ FIRO-B Yes___ No___
Auchenbach Yes___ No___  Other (specify), '

1. EDUCATION

Client's current grade in school (circle) 1 2 3 4 § 6 7 8 9 10 11 12 __ not attending
Last grade completed byclient (circle) 1 2 3 4 £ 6 7 8 9 10 11 12
Circle grade average lastyear A B C D F

Type of school currently or last anended:

Regular Public___ Private Church Related Private___
Special Public (street academy, etc.),_.  Trade/Vocational___ Other (specify),
Does school report:
Yes No Unk Yes No Lnk
Behavior Problems — e Special Edocation: EBD

Truancy History — e Special Education: DD




INITIAL EVALUATION/
ASSESSMENT FORM

Disregarding whether or not the client admits any perscnal involvement in the offense, does the client admit thata
sexual offensé occurred agali?  Yes_ . No__

if the client admits took place, does the client: .
admit being present at time of the offense  Yes__..No__

admit being perpetrator or panticipant Yes  No___
None Some Eully Unk

To what degree dozs the client accept responsibility for his/her offense? 1 2 3 4
To what degree does the client express empathy for the victim? 1 2 3 4
To what degree does the clien: express remorse/guilt for the offense? 1 2 3 4
Who/whai does client blame for the offense?

Self Co-participants___ “Being Sick™___ Drugs/alcohol use____

Victim____ Parents___ Past___ Other (specify)___

Has client ever been suspected or reparted for alcohol/drug abuse?  Yes__ No__ Unk

YT

Has client ever been treated for alcohol/drug abuse? Yes . No___ Unk
Do family members abuse substances?

Mother or primary female figure  Yes___ No___ Suspecied . Unkown___
Father of primary male figure Yes___ No___. Suspected . Unkown__

Siblings Yes ___ No___ Suspected __ Unkown___

V. VICTIMIZATION IN CLIENTS HISTORY
Has client ever been a victim of physical abuse? Yes___ No___ Unk

If YES, was the abuse reported? . Yes___ No__ Unk___
was the abuse adjudicated? Yes. . No_._ Unk_
how old was the client at the time of abuse(s)? Yes . No___ Unk___

Abuse inflicted by:

Father___  Stepfather__ Othermale_ . Mother Stepmother___  Other female__

Has there ever been a repont of vislence between client’s parent's  Yes__ No___ Unk

Has there ever been a report of incest in the family? Yes__ No__ Unk

If YES, specify membess involved:

-




INITIAL EVALUATION/
ASSESSMENT FORM

V1. RELATIONSHIPS
Has client ever been in out-of-home placement?

‘Was client adopted?
Does client report loss of a significant relationship in his life?

Yes . No_._. Atage...

Yes . No_. Atage .

Parent figure_ . Otherperson___. Pet____
If parent loss, mark all that apply and specify:

—deathof —..divorce: regular visits with nen-custodial parent__
. w_.emotional rejection by, sporadic visits with non-custodial parent___ -
*___abandonment by,  no contact with non-custodial parent___
e pereeived ioss (specify) : _
What does client report his parent's reaction was upon hearing of the allegations sgainst him/hez?
Anger___ Support___  Denial___ Made Client Feel Guilty____
Blame Selves__  Rejection . Blameclient __  None__

Does client have a group of friends/peers of which he feelsapart? Yes___ No

Is there anyone the client trusts completely? Yes  No___ Adult___ Peer

Is there anyone the client feels really trusts him/her?  Yes__ No___ Adult __ Peer

Dogs client feel persecuted?  Yes.__ No__ By System___ By Adults___ By Peers_
VIL SEXUALITY
Does client report he is sexually:

Mature_  Different from Others___

How often does client report masturbation?
More than once aday,___
Several times a week___

Does client ever report masturbating 1o 2 fantasy?
Is fantasy age appropriate and consensual?

Does fantasy involve a child?

Does fanitasy involve violence?

Does client think of sex as:
A way of hurting, degrading cr punishing ___
A way of dissipating angry_ _
A way of showing you care for someone____
Does client view aggression as:

A way o protect self____
A way 1o control others___

Homosexual . Tnadequate = Normal/Adequate_
Does client report ever having had age appropriate sexual relationships?

Yes._ No___
Less Once a week_
Onceaday, . None
Yes___ No__.

Yes___ Deviant
Yes___ No___
Yes__ . Ne_

—.A way of controlling and fesling powerful
—A way of loving
o Other (specify) .

—.A way to hurt others
—An expected masculine trait



INITIAL EVALUATION/
ASSESSMENT FORM

VI SEXUALITY (CONT.) .
Does client report involvement with pomographic materials or media?  Yes__ No_.__

Does client report a trigger that sets off his deviant sexual behavior?

Anger School problems__ Feelingborad, . Nome
Feeling helpless___ Problems with Friends,, = Siress_ .
Feeling sad/depressed Feeling Controlled____ Family problems,

Does clien: report other sexual offenses not previously reported?
None__ Several __
One___ Alot __.

V1.
(Based on available information from all sources)

Do you feel offender, during evaluation, was: (check all that apply)
Hostle_ Afraid___ Open and hosiest . Trying o con you,...... Closed___

Does client appear depressed?
More than you expect,..  Appropriately . Notatall

Do you think client's farnily is funciioning:

Dysfunctionally Average Reasonsbly wall___
Do you think client's sexual knowledge is:

Distonted___ Accurate Inadequate
Do you think client's sexual behaviors over time have become:

More sexious____ More frequent . Stayed the same__

Do you think this client is 2 danger to the eommunity at this time?
Definitely__ Probably__ Perhaps_ Notatall

Do you feel this .égi:nt is weatable?  Yes_ No__ Unk___
Do you fee! this cfiem is motivated to change?  Yes__ Mo___ Maybe__ Unk__
What treatment are you recommending?

Secure residential . Openresidential . Outpadent___ Neone___
Are you recommending sex offender specific treatment? Yes . No__
Are you recommending that treatment include:

Group l.hexipy___ Family therapy___ Individual___ Other___
If you had all options availabie, would your recommendation be the same? ___ Different

Who will pay for reatment?
Court__ Chient____ Family ..
Medical Insurance . Social Services__ Privaie Sector Grant,___
Champus___ Medicaid___

Tax supponed grant or conwract: City__ County__ State__ Federal
Will you be treating this offender yourseli? Yes___ Wo__
If ;ou are referring 1o someone else for treatment, are they a participating member? Yes___ No_ ..

If YES, enter treamment provider's APN number from membership st and notify them that
Intake and Evaluation Forms have been compieted,




|
|

ADQLESCENT PERPETRATOR NETMORX NIFDR DATA COLLECTION SYSTEN Revised Edition 3788

£ait Report Date:

M heobory  _  Cleat e _ )
{Client initiais, sonth, g2y, year of birth)

fooths in Treatesat: Less than 3 _ 36 &-12__ 1218__ 18-24__ 24-30__ 30-36__ fore_

Freatemnt of this client has included: Open residential __ Secure residential ___ GQutpatient __

Jdournal __ Bidactic sorks Sex eduration __ Hours/week faaily therapy

Hoseaork fssignasnts _ Valves clarification Penile Plethyssograph ___

Aeward/foben econosy _ Ascertiveoess training Satiation __

Covert gensitization __ xrs/mok individual __ Pogitive Sexuslity __

fversicn trerapy Hours/oeek sex offander upecific group _ Social skills training
Other

#id you igentify a soecific aporoach which was acre useful than pthers with this client?
Yes __ % Swtify

4re vou releasing clipnt froa treataent because:
Client has coezieted progras __ Client has failed to particisate _ Client does ant wish to continue
Court orger hes expired *Funds op ionger availatle Uther {spacify}

o you fee] client has suczesced in lrestesnt? Ves Mo __ Wb

b2 you feel client’s risy for re-offending 15 wigh _ Moderate _ Low _ None

Bo you feel clisnt 15 adie to monitor soid? Ves Mo Unk

vz client atcepted rasponsibilizy for offense? Yes | Ko

Has client identified trigger or cycie of ceviant behevier? Yes _ Ko -
Mg client daganstrates atiiity fo interrcdt tne cffense cycle before offense occurs? Yes ' Ko

Has client identified vigtimization ano/or trausa in his/her past? Ves Mo
IF ¥ES, check ali that apply: Sewual atmse Parental Rejection __ Abandgnoent _
Physical abuse _  Sesual tramsa Other (specity) _

11 Sexual Abuses Llient was ___ yesrs oid
Perpetrator was ___ years older fale _Fesale _ Family fiesber __ Known __ Stranger _
Victimization ues: Hands off sewual trause Coersive, passive semual __ Fellatio __
Violent, éggressive seausl ___  Included vaginal or recta) penstration

Has clien! developsd victia amareness and/or eepatly o & point where potential victies are coen as people rather than
objects? Yes Mo ’
tas client developad an appropriate, positive sexual identity for self? Ves __ %

Does client have toe skills necessary to function asequately in his sibustion? Ves __ Mo

#ill any foiloesp treatsent or support e available to this client? Yes_ Ko

Boes client intend to wtilize followp services? Yes __ bo __  iF YES: Renuired by court __ Yolmtary __
Joos client feel betier about hizself than te did before treateent? Yes _ Mo _
fiow 60 you fee] about thic client’s future? Optieistic__  Pessimistic __  lnsure
will climt be living with faeily ___ cusiosial other ___ esancipated

ety

Eopyright 198 Adotestent Perpetrator Network

FETUR FURA T0: Bail Ryan, 80N DATA CRLECTIOM
Yenpe Mational Center
1205 Onesds Sireet
Daveer, £0 BOZX0 Duestions? 303/321-39:3
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ABSTRACT OF THE DISSERTATION

Pre Treatment Status, Intensity of Treatment, and Treatment
Outcome in Male Adolescent Sex Offenders

by
Cynthia Kibrick Bromberg

California School of Professional Psychology, Fresno Campus
Lillian G. Brown, Ph.D.
Dissertation Committee Chairperson

1991

Data from files of 199 male adolescent sex offenders who were court-
ordered to outpatient treatment were analyzed to determine the relationships
between their Pre Treatment Status, the Intensity of Treatment they received,
and their Treatment Outcome. The Pre Treatment Status variables were:
parental absence; prior victimization; and pre existing emotional pathology. The
Intensity of Treatment variables were: months in treatment; , number of
sessions; , and number of treatment modalities used. The Treatment Outcome
variables were: Adolescent Perpetrator Network Total Score and Office of
Criminal Justice Planning (Risk Assessment) Change Score. A subset of clients
(N = 80) were rated on another Treatment Outcome variable: MMPI Change
Score. A structural equation model was created and EQS testing resulted in a
significant goodness of fit index (915, p < .001) indicating that both Pre Treatment
Status and Intensity of Treatment had effects on Treatment Outcome (the former
negative and the latter positive). Pre Treatment Status also had a direct
relationship to the Intensity of Treatment received. EQS analysis of the subset (n
= 80) produced an insignificant goodness of fit index demonstrating that change
on the MMPI had a lack of utility as an indicator of treatment outcome.
Discussion concluded that individualization of treatment for adolescent sex
offenders based on their past histories was justified.
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ABSTRACT OF THE DISSERTATION

Classification of Adolescent Sexual Offenders:
Correlation of Life History With Sexual
Offense Bases Upon Aggression
and Socialization
by
Thomas Martin Danner
California School of Professional Psychology, Fresno Campus
Michael Thackrey, Ph.D.
Dissertation Committee Chairman

1990

The present study examined aggression and socialization as ceritral
classification variables for the adolescent sexual offender (ASQO). Clinician
ratings of aggression and socialization in the areas of life history and sexual
crime were correlated for adolescent sexual offenders (n=118) from three separate
treatment programs in California. Life history was shown to be clearly associated
with the perpetrated sexual crime in the area of aggression (r = .20, p < .014) and
socialization (r = .32, p < .001). These variables were shown to be of importance
in differentiating the ASO and merit inclusion in future typologies.
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ABSTRACT OF THE DISSERTATION
Personality Profile of Juvenile Sex Offenders—
Experimental Verification of Three Types
by
Melissa Cashman
California School of Professional Psychology, Fresno Campus
Sue Kuba, Ph.D.

Dissertation Committee Chairperson

1991

Available evidence suggests that child sexual abuse is a major social
problem in this country. An examination of the current research indicates there
are many unanswered questions regarding identification and treatment of
adolescent sex offenders. This exploratory study examined characteristics of three
types of adolescent sex offenders as defined by O’Brien’s (1989) typology.

. There were 122 adolescent sex offenders between the ages of 12 and
18 who were assigned to one of three groups: (a) sibling incest offenders, (b)
extrafamilial offenders, and (c) nonchild offenders. The following demographic
variables were reviewed: age, offense, ethnicity, living arrangement, educations,
and history of prior sexual and criminal offenses. The offenders were also given
the Minnesota Multiphasic Personality Inventory (MMPI) either prior to or
during the initial phase of treatment.

‘A discriminate function analysis was performed and successfully
discriminated one the three groups: the nonchild offenders. The sibling incest
offenders and extrafamilial offenders shared more in common. The nonchild
offenders were more successfulily classified and appeared to have quite different
personality characteristics than the other two groups.

There were differences between the three groups in terms of
elevated mean scale scores on the MMPL. The sibling incest offenders tended to
be anxious, develop physical symptoms, and act out impulsively. The
extrafamilial offenders were self-centered, dependent, and immature. The
nonchild offenders, on the other hand, appeared to be the most defensive and
potentially the most aggressive offenders. This group was characterized as
having classic features of an antisocial personality.

The particular findings are discussed in relation to the three types of
offenders. Implications for treatment and suggestions for future research are
included.
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