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ADOLESCENT
PERPETRATORS
ADOLESCENT SEX
OFFENDERS:
ASSESSMENTAND
TREATMENT
-by Barbara L. Bonner
Treatment foradolescentoffenders has

received increased attention over the past
five years, prompted in part by a number of
studies indicating that the onset of deviant
sexual arousal and behavior often occurs
before the age of 18 (Abel, Mittelman, &
Becker, 1985; Longo & Groth, 1983)

Theexactincidenceofsexcrimescom­
mittedby adolescents is not known (Becker,
1990) .However, crimestatisticshaveshown
that approximately 30% of rapes and over
50% ofchild molestations are committed by
offenders under the age of 18 (Feluenbach,
Smith, Monastersky, & Deisher, 1986). Stud­
ies ofadolescent sex offenders have shown
that a significant number commit their fIrSt
sex offense between the ages of 12 and 15
(Deisher, Wenet, Paperny, Clark, &
Feluenbach, 1982),

A 1986 study of 305 adolescent sex
offenders found that adolescents commit an
array of sexual offenses, that the offenses
typically ar'e not isolated incidents, and that
the offenses frequently reflect the boys'
more general difficulties in adjustment
(Felu'enbach et ai, 1986) Another study
suggested that deviant sexual behavior in
adolescents is not experimental and can lead
to repeatedsexualoffenses (Becker,Rathner,
& Kaplan, 1987) Thesefindings underscore
the need to identify and treat juvenile sex
offenders when the symptoms fITSt appear
and before the behavior patterns become
ingrained and less responsive to treatment

The assessment and treatment of ado­
lescent sex offenders is a broad, complex
clinical area which lacks empirically veri­
fied evaluation or therapy techniques. Sev­
eral programs have published descriptions
of their tt'eatment components (Knopp,
1982), but little data regarding treatment
outcome are available. In fact, although
guidelines for assessment have been sug­
gested by clinicians working with adoles­
cent offenders, and research projects are
being conducted to test the efficacy of cer­
tain treatment methods, no accounts of con­
trolled outcome studies assessing the effec­
tiveness of treatment programs for juvenile
sex offenders are available (Becker, 1988;
Davis& Leitenberg, 1987) In the absenceof
fum empirical guidance, however, adoles­
cent sex offenders must be identified and
givenproblem-specifictreatment, Clinicians
have reported that there are considerable
difference", between the assessment of ado­
lescent sex offenders and those adolescents
with more traditional mental health prob­
lems(Knopp, 1984; 1985) Ingeneral,men­
tal health professionals tend to underesti-

mate significantly the risks involved with
sex offenders (Knopp, 1985),

A test battery to evaluate adolescent
sex offenders might include the Weschlet
Intelligence Scale for Children-III, Child
Behavior Checklist, Rorschach, Thematic
Apperception Test, Jessness Inventory,
Millon Adolescent Personality Inventory, or
Minnesota Multiphasic Personality inven­
tory, and the Family Adaptability and Cohe­
sion Evaluation Scales,

Additionally, an assessment should
include a thorough and detailed sexual his­
tory, including information on the normal or
non-deviant sexual activity of the adoles­
cent; the extent of the adolescent's deviant
sexual interests, the numbers,ages, and gen­
der of the victims and the relationship be­
tween offender and victims; the dwationand
frequency ofthe deviant behavior; the use of
sexually deviant fantasies; the effects of
alcohol, other drugs, or pornographic mate­
rials on the adolescent's behavior; the de··
gree of force used by the adolescent; the
repotted ability of the adolescent to control
the deviant behavior; a history of sexual or
physical abuse; any progression in the na­
ture and frequency ofthe devianr behaviors;
and the adolescent's general knowledge
about sexuality.

The clinician should also evaluate the
adolescent's social skills, value system, and
cognitive distortions" In some cases, the
sexual arousal patterns are measured by pe­
nile erection responses, As denial is a com­
mon feature found in sex offenders in gen­
eral, it is recommendedthat clinicians use all
available informationto evaluate the adoles··
cent offender, including cowtrecords, state­
ments orvideotapes ofthe victim, andprevi­
ous psychological reports.. (For additional
reading on assessment, see Bethea-Jackson
&Brissett-Chapman, 1989;Blaske,Borduin,
Henggeler, &Mann, 1989; McCraw&Pegg­
McNab, 1989; Smith, Monastersky, &
Deisher, 1987)
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A recent study by Kavoussi, Kaplan,
and Becker (1988) assessed the psychiatric
characteristics ofa group ofoutpatient male
adolescent sex offenders (N~58) and found
that 48% of the sample met the criteria for
socialized, nonaggressive Conduct Disor­
der, This suggested to the authors .. , thar
many sex offenses committed by adoles­
cents are part of a pattern of poor impulse
control and antisocial behaviors" (p. 243).
The Kavoussi et ai, study emphasizes that
adolescent sex offenders are a heteroge­
neous group and that a continuum of sever­
ity in psychopathology will be found based

on the subset (inpatient, outpatient) being
evaluated,

Treatmentprogramsforadolescent sex
offenders are typically modified versions of
adult offender programs They are being
implemented in both community-based and
residential settings (Knopp, 1986). Depend­
ing on the program and the needs of rhe
adolescent, one or more of the following
treatmenrmoda1ities aregenerally employed:
(a) individual, group, and family therapy;
(b) education in human sexuality; and (c)
social skills and assertivenessttaining.. Most
programs put a strong emphasis on the in­
volvement of the adolescent's family and
some other programs will not accept an
offender unless the family is involved

One model for a community-based
treatment program for adolescent sex of­
fenders was established at the University of
Oklahoma Health Sciences Center in 1986
(Bonner, 1990). The program is designed as
a year long, outpatient program for adoles­
cent offenders and their parents.. The boys
attend weekly, 1.5 hour sessions and parents
are required to attend a monthly, one hour
session with the boys Additionally, parents
have the optionofattending weekly I .5 how
parent group sessions. The adolescents are
referred from the Juvenile Cowt, the De­
partment of Human Services, inpatient psy­
chiatric treatment facilities, attOIneys, and
parents, Their offenses include making ob-·
scene phone calls, exhibitionism, fondling
young children, anal and oral sodomy, and
rape.

Ihis program uses a cognitive-behav­
ioral approach and is divided into treatment
components that address the following:
a) goal setting; b) disclosure ofthe abuse; c)
effects on the victim, adolescent, and both
families; d) victim empathy and restitution;
e) sex education; f) normaljabnotmal and
legaljillegal adolescent sexual behavior; g)
values clarification; h) assertion skills; i)
anger management; j) impulse control; and
k) relapse prevention

An overall goal of treatment is to in·
crease the responsible behavior of the ado­
lescent in all aspects of his life Depending
uponthe boy's age, ir is expected thathe will
maintainpart-timeemploymentdwingsome
period of his group membership, and all
boys on probarion with the Juvenile Cowt
are required to perform 60 hours ofcommu,
nity seIvice

Several techniques used in the Okla­
homa treatment program appear to be par­
ticularly helpful in treating adolescenr sex
offenders. One has been the use ofa group
leader As this is an open group with new
members being added throughout the year,
members ofthe group are at different stages
of treatment, Once every six weeks, the
group elecrs a new leader Ihe person se­
lected has typically shown responsibility in
terms of attendance, behavior in the group,
helpfulness to other group members, and
verbal participation This leadership role is
frequently the fIrSt experiencefor theseboys
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in being acknowledged as a leader by their
peers, and appears to be a positive expeti­
ence for the adolescent

Another technique useful to both ado­
lescents and therapists is a periodic group
review of a boy's progress in the group on
behaviors such as attendance, participation,
and responsibility. The group members' as­
sessment is often remarkably similar to the
evaluation the therapists send to the boys'
probation officers prior to each court hear­
ing. One othertechnique thathasbeenfound
useful is the use ofoutside speakers, particu­
larly in the parent sessions. At times, the
group is characterized by a high level of
denial and anger toward the juvenile justice
system by both boys and their parents. This
issue has been effectively dealt with by
having speakers such as a detective from the
Sex Crimes Division, a District Attorney
from the Juvenile Division, a defense attor­
ney, or a Juvenile Court Judge attend the
meetings to explain the laws andprocedures
that were used to adjudicate the adolescent

Other observations about effective
clinical approaches with these boys have
been that a) the use of paper and pencil
exercises with objective ratings, such as the
progress evaluation, are effective in focus­
ing the group's attention and documenting
progress; b) having new members join the
group causes some disruption to the group
process but this appears to be offset by the
benefits of having more experienced mem­
bers to act as models; and c) the direct
involvement of the parents with the boys in
groupsessionshas decreasedparental denial
and increased communication in the fami­
lies

A community-based program imple­
mented by Becker and her associates was
designed as a research project to assess the
effectiveness of a structured cognitive-be­
havioral treatment program with an outpa­
tientadolescentoffenderpopulatiOIl (Becker,
Kaplan, & Kavoussi, 1988). Based on a
treatment model that was found to be effec­
tive with adult offenders, the program com­
ponents are:
a) eight 3D-minute sessions of verbal satia­

tion, a technique that teaches the offender
how to use deviant thoughts in a repeti­
tive manner to the point of becoming
satiated with the stimuli that he may have
used to become aroused; this is followed
by a group orientation session.

b) four 75-minute weekly group sessions
focusing on cognitive restructuring
through role playing;

c) one 75-minute group session explaining
covert sensitization, a technique used to
disrupt behaviors that precede an
offender's coming into contact with his
victim; the subjects must complete eight
15-minutecovertsensitizationaudiotapes
over the next three weeks;

d) four 75-minute group sessions of social
skills training;

e) four 75-minute sessions ofanger control
,....... ~~_ ,,,_,, -,,,,.,,,, ...._.. 1A

training through role playing;
f) sex education and values clarification;

and
g) two 75-minute sessions of relapse pre­

vention,
Another community-basedgrouptreat­

ment program for adolescent sex offenders
has been described by Smets and Cebula
(1987) The group program is part ofa total
treatment approach that includes individual
and family treatment In 1987, the program
had operated for two years and treated 2 I
boys The average age ofthe boys wass 14 5
years and approximately 70% ofthe victims
were girls between the ages of 3 and 9 years
old
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This progmm is structured ar'Ound a
five-step "level"system. This program has a
beginning "zero" level with five program
steps.. The group meets weekly for 15 homs
and the average dumtion for the group, i ,e.,
the time required for all the boys to reach
level five, has beeu twelve weeks. Of the 2 I
boys who have completed the program, 14
have continued in individual and/or family
therapy after completing the group One of
the 21 boys has had a reported repeat of'
fense. This adolesceut had a history of vic­
timization and had previously been consid­
ered for inpatient treatment. For additional
information on the treatment of adolescent
sex offenders, see Abel et aI., 1985; Becker,
1990; Hains, Hernnan, Baker, & Graber,
1986; Kahn & Lafond, 1988; Lombardo &
DiGiorgio-Miller, 1988; National Adoles­
cent PerpetratorNetwork, 1988; Ryan, Lane,
Davis, & Isaac, 1987

In summary, programs for adolescent
sex offenders tend to address a core of sig­
nificant issues related to sexual behavior,
Clinicians think that many ofthe techniques
currently being implemented are usefuL
More infonnation, however, is urgently
needed. Until more data are available, clini­
cians will be uncertain which techniques are
most effective with which adolescent 01'­
fendeTS

Referew:es
Abel, G.G., Mittelman, M., & Beeker, I.Y. (1985). Sex

offendeIs: Results of assessment and recommenda··
lions for treatment. In S. Ben~Laron, S, Hucker. & C
Webster (Eds.), Clinical Criminology,: Current
CQncepts (pp. 91-205).. Toronto: M & M Graphics

Becker, J.V. (1988). Adolescent sex offendeJs. Belunrior
Tlu!rapist, 11 185-187

Becker, J.y, (1990). I'reating adolescent sex offenders.
Professional Psychology: Research and Pradice, 21
362-365.

Becker, lV., Kaplan, M.S., & Kavoussi, RK. (1988).
Measuring the effectiveness of treatment for the
aggressive adolescent sexual offender, Annals ofthe
New York Academy ofSdence, 528, 215-220

Becker, JV.. Rathner, J., & Kaplan, M.S. (1987).
Adolescent sexual offenders: Demographics, criminal
and sexual histories, and recommendations for
reducing future offenses Journal afTnterpersonal
Violence, 1,431·445.

Bethea~Jackson,G, & Brissett-Chapman, S. (1989). lhe
juvenile sexual offender: Challenges to assessment for
outpatient intervention Child and Adolescent Social
Work, 6(2), 127-137.

Blaske, D,M., Borduin, C.M., Henggeler, S ,W" & Mann,
B.1: (1989). Individual, family, and peer characteris­
tics of adolescent sex offenders and assaultive
offenders Developmental Psychology. 25, 846-855.

Bonner, BL., (1990, September). Adolescent sex offenders:
Community-based treatment models. Paper presented
at the vm International Congress on Child Abuse and
Neglect, Hamburg.

Davis, G.E., & Leitenberg, H. (1987). Adolescent sex
offenders. Psychological Bulletin, lOT,417-427.

Deisher, RW., Wenet, GA., Papemy, D.M, Clark, T.F., &
Fehrenbach, P .A. (1982), Adolescent sexual offense
behavior: The role of the physician.lournal of
Adolesunt Health Care, 2,279-286

Fehrenbach, P.A., Smith, W, Monastersky, C., & Deisher,
R.W. (1986). Adolescent sexual offenders: Offender
and offense characteristics. American Journal of
Orthopsychiatry 56, 225-233.

Hains, A.A., Hemnan, L.P., Baker, K.L., & Graber, S.
(1986). The development of a psycho-educational
group program for adole&:ent sex offenders, Journal
ofOffender Counseling, Services" and Rehabilitation,
11, 63-76.

Kahn. T.J" & Laford, M.A. (1988). I'reatmentof the
adolescent sexual offender. Child and Adolescent
Social Work, 5 (2), 135-148

KavolN>i, R.I" Kaplan, M., & Becker, I.Y. (1988).
Psychiatric diagnoses in adolescent sexual offenders
Iournal ofthe American Academy ojChild and
Adolescent PsychiaJry, 27, 241-243.

Knopp, F.H. (1982). Remedial intervention in adolescent sex
offenses:' Nine program descriptions" Syracuse" NY:
Safer Society Press.

Knopp, F.H, (1984). Retraining adult sex offenders: Methods
and models. Syracuse, NY. Safer Society Press.

Knopp, F.H, (1985). The youthful sex offender: The rationale
and goals ojearly intervention and treatment
Syracuse, NY: Safer Society Press.

Knopp, F.H. (1986), Report on nationwide survey ojjuvenile
and adult sex offender treatment programs and
providers. Syracuse, NY: Safer Society Press.

Lombardo, R", & DiGiorgio-Miller, J, (1988).. Concepts and
techniques in working with juvenile sex offenders
Journal ojOffender Counseling, Services, and
Rehabilitation, 13" 39-53.

Longo, R.E., & Groth, A.N. (1983). Juvenile sexual offenses
in the histories of adult rapists and child molesters
Intemational.Joumal ojOffender Therapy and
Comparative Criminology, 27, 150-153.

McCraw, RK, & Pegg-McNab. J. (1989). Rorschach
comparisons of male juvenile sex offenders and
nonsex offenders . .Journal ofPersonality Assessment
53,546--553.

National Adolescent Perpetrator Network. (1988).
Preliminary report from the National Task Force on
Juvenile sexual Offending 1988 Juvenile and Family
Court Journal, 39, 5-67.

Ryan, G., Lane, S., Davis., I., & Isaac, C. (1987). Juvenile
sex offenders: Development and correction Child
Abuse and Neglect, 11, 385-395.

Smets, A.C., & Cebula, eM. (1987). A group treatment
program for adolescent sex offenders: Five steps
toward resolution, Child Abare and Neglect, II, 247­
254.

Smith, W"R., Monastersky, C., & Deisher, R M. (1987)•
MMPI··based pexsonality types among juvenile sexual
offenders Journal ofClinical Psychology. 43, 422··
430

Barbara L Bonner, PhD, is Director of Child Abuse
Training and Research at the University ofOklahoma
School ojMedicine" Treasurer ofthe APSAC Board oj
Directors, and a national consultant on adolescent sex
offenders for the Indian Health Services

•

•

•


