
 

 

 

 

 

 

 

 

 

 

Juvenile Sex Offender Treatment Programs: Too Narrow to be Effective 

 

 

 

 

 

 

 

Approved: Cheryl Banachowski-Fuller Date: July 29, 2009 

                                    Advisor 

 
 

 

 

 

 

 

 
 
 
 



Juvenile Sex Offender Treatment Programs: Too Narrow to be Effective 

 

 

A Seminar Paper 

Presented to the Graduate Faculty 

University of Wisconsin-Platteville 

 

In Partial Fulfillment of the 

Requirements for the Degree 

Master of Science in Criminal Justice 

 

 

Joni L. Nechvatal 



iii 

 

Acknowledgements 

First of all I want to thank my sister April.  Without her graduate school may not 

have happened for me, or at least it might not have happened so quickly.  Thank 

you for all of your love, support, guidance, and financial help you have given me.  

It meant more to me than you will ever know.  I have looked up to you my whole 

life and appreciate everything you have done for me.  You have always been and 

will always be my best friend. I love you. 

 

I would also like to thank my parents, Pat and Kathy. You have always known my 

full potential and I thank you for pushing me to see it too.  You have always been 

there for me whenever I needed money, support, a shoulder to cry or lean on, a 

roof over my head, or a person to vent to.  Thanks for helping me through all of 

the bumps in my road and helping me to realize that even though it may seem like 

I will ever get there, there is a light at the end of every tunnel and I can do it.  I 

love you both so much. 

 

To my boyfriend Steve, who put up with me through all of the stress and 

moodiness that came along with going to graduate school.  You always knew what 

to say to calm me down and realize that things will get better.  I am so lucky to 

have you in my life.  Thank you and I love you.  

 

To all of my friends that have been there for me throughout this whole process.  

Especially Lacey who always knew no matter how stressed I was or how much I 

thought I could not get something done, always reminded me that I have never 

missed a dead line yet.  Thanks for all of the encouragement.  I love you Dingo. 

 

Special thanks to all of my past instructors and advisors who have helped get me 

to where I am today.   

 

Lastly I would like to thank God, for giving me the strength and ability to do 

anything I set my mind to.  Thank you for all of the good times and blessings you 

have given me and helping me get through the bad times.  My faith in you has 

really helped me throughout the years and I could not have gotten here without 

you.  

 

 



iv 

 

Abstract 
Juvenile Sex Offender Treatment Programs: Too Narrow to be Effective 

 

Statement of the Problem 

Although many treatment programs are available for juvenile sex 

offenders, the number of sexual offenses committed by juveniles is still high.  

Each year approximately half a million juveniles commit a sexual offense, making 

up 30 to 50% of all sexual abuse cases (Kelley, Lewis & Sigal, 2004).  If the 

proper treatment is not available, the average juvenile sex offender will commit 

over 380 sexual offenses over their lifetime (Kelley, Lewis, & Sigal, 2004).  

Currently not all programs for juvenile sex offenders are effective at 

reducing recidivism rates of these juveniles.  One reason is because the programs 

focus too much on the sexual offense at hand and do not take into account other 

risk factors surrounding the individual, such as past victimization, dysfunctional 

families, conduct disorder, and so on (Hendrisks & Bijleveld, 2006).  If these risk 

factors are not dealt with in treatment, the individual may go on to commit not 

only another sexual offense but another type of criminal offense as well.  This is 

why it is important to utilize a comprehensive treatment program that will 

combine different aspects of current programs that may be ineffective when used 

alone, but when combined, will be effective.   

Method of Approach 

The method of approach for this paper is a review of data from secondary 

sources on empirical and theoretical findings of juvenile sex offender treatment 

programs.  The data will come from accredited journals, credible websites, and 
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government websites.  Information will be gathered from these sources on the 

prevalence of juvenile sex offenders, recidivism rates, treatment programs 

available, risk factors, and registration laws to determine what is ineffective about 

the current programs and what changes need to made in order for them to be 

effective.  Based on the findings, recommendations will be provided to help solve 

the problem of juvenile sex offender programs by enhancing the offender’s 

treatment programs.  In addition to this, the operant conditioning theory will be 

used to help explain why juvenile sex offenders offend and therefore is used to 

help ground treatment recommendations.  

Results of the Study 

Juvenile sex offenders are versatile offenders so their individual risk 

factors and needs should be addressed at the beginning of every treatment 

program.  Since families often lead to the juvenile’s delinquent acts; they should 

be included in the treatment.  Juveniles may come from broken homes, 

dysfunctional families, or abusive families, making family therapy a necessity.  

Having the family get involved will help the juvenile reintegrate back into home 

life and help with their relapse prevention (Zankman & Bonomo, 2004).  It is also 

important to have multiple agencies within the criminal justice system be part of 

the treatment program.  For this, the containment strategy is effective.  The 

overall goal of this program is to protect the community and prevent future 

offending by having multiple agencies work together for treatment, enforcement, 

and supervision (Payne & DeMichele, 2008).  
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SECTION I. INTRODUCTION: JUVENILE SEX OFFENDER 

TREATMENT PROGRAMS: TOO NARROW TO BE EFFECTIVE 

 

Statement of the problem 

 

 Treatment programs that are currently being used for juvenile sex 

offenders are ineffective for two reasons, they are too narrow by focusing only the 

sexual offense (Hunter, Gilbertson, Vedros, & Morton, 2004) and when used 

alone they do not separate between high and low risk offenders (Smith, Wampler, 

Jones, & Reifman, 2005).  Most treatment programs focus on just one problem, 

the sexual offense, instead of looking at the other risk factors/problems present 

(Nicol & Shi, 2007). An example of a risk factor is that some juvenile sex 

offenders were once themselves victims of sexual abuse and according to Ertl and 

McNamara, (1997), before an offender can take full responsibility for their own 

sexual offense, they have to deal with the issues surrounding their own 

victimization and not all treatment programs do this.  The other part of the 

problem is that although there are many treatment programs available such as 

juvenile sex offender group treatment programs, electronic monitoring, 

registrations laws, cognitive-behavioral treatment programs, and so forth, these 

options are not as effective in reducing recidivism rates when they are used by 

themselves (Miner, 2002).   

 Most juvenile sex offenders do not specialize in just one category of 

crime; they are versatile offenders, and when comparing them with other juvenile 

offenders, no significant difference is found (Zankman & Bonomo, 2004).  
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Therefore, although some treatment programs may successfully rehabilitate the 

juvenile when it comes to sex crimes, they may not rehabilitate them for all 

crimes.  In certain cases, the juvenile will not go on to commit another sexual act, 

but will commit another form of criminal act.  Ninety percent of juvenile sex 

offenders were reconvicted within ten years for some sort of criminal act 

(Caldwell, 2002).  For these reasons, treatment should not focus only around the 

juvenile’s sexual offense, but other areas as well (Zankman & Bonomo, 2004).  

Purpose of the Paper 

The purpose of this paper is to show that current treatment programs for 

juvenile sex offenders are ineffective when used alone; however by combining 

some of the treatment programs into one it will be more effective for treating 

juveniles and reducing the recidivism rate for this type of offense.  The paper 

takes into account what works in current treatment programs and uses this 

information to recommend an effective treatment program.   

Law enforcement personal, juvenile sex offender treatment providers, 

correctional agencies and the general public will be able to use this paper as an 

informational tool on juvenile sex offenders and provide suggestion on how to 

improve treatment.  This paper will provide recommendations on how to 

implement an effective treatment program for juvenile sex offenders that focuses 

on what currently works in existing programs, address the individual’s specific 

needs that currently are not being addressed by all programs, and takes into 

consideration how operant conditioning comes into play with these offenses.   
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Significance of the Problem 

Many people would suggest that juvenile sex offenders be incarcerated 

indefinitely and then the problem would be solved.  They would be off the streets 

and not able to offend anymore.  However, incarceration has shown to have little, 

if any, effect on the recidivism of sexual offenders once they are released (Nunes, 

Firestone, Wexler, Jensen, & Bradford, 2007).  Eventually the juvenile will be 

released back into the community and without proper treatment some will 

continue to offend upon release and sometimes into adulthood.  Sixty to ninety 

percent of adult sex offenders say they started offending when they were a 

teenager (Nicol & Shi, 2007).  This is why it is important to have an effective 

treatment program that combines risk assessment and portions of current 

treatment programs for juvenile sex offenders to help prevent them from 

reoffending throughout their lifetime.   

Methods of Approach 

 This paper is a review of secondary data on juvenile sex offenders.  

Information was primarily gathered from the following government websites, the 

National Criminal Justice Resource Center and the Bureau of Justice Statistics, 

accredited websites and scholarly journals found on the internet library.  Articles 

on the definition of juvenile sex offenders, prevalence, recidivism rates, treatment 

programs and their effectiveness were gathered to form the body of this paper.  

Information was gathered to determine what works in current treatment programs 

and what needs to be changed to make them more effective.  From the findings, 

recommendations are provided on ways to enhance juvenile sex offender 
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treatment programs to make them more effective and bring the juvenile sex 

offender recidivism rate down.  



5 

 

SECTION II REVIEW OF THE LITERATURE 

 This section is divided into four main subsections.  The first subsection 

defines a juvenile sex offender.  The second subsection contains statistical data on 

juvenile sex offenders.  The third examines different characteristics or risk factors 

of juvenile sex offenders.  The fourth is an overview of the current juvenile sexual 

offender treatment programs.   

 

Definition of juvenile sex offender 

 Defining a juvenile can be a difficult task because the definition of a 

juvenile varies from state to state.  Thirty seven of the 50 states and the District of 

Columbia consider anyone who commits a crime that is under the age of 18 a 

juvenile.  Ten states define a juvenile as anyone under 16 that commits a crime 

and 3 states set the age at 15 (Bureau of Justice Statistics, 1997).  The definition 

of a sex offender is fairly consistent, including acts such as rapes, molestations, 

sexual harassment, exhibitionism, or any other form of sexual abuse against an 

individual of any age.  For the purpose of this paper, a juvenile sex offender will 

be defined as an individual “from puberty to legal age of majority, who commits 

any sexual act” with another individual without obtaining consent, against their 

will, or by using force or threats, regardless of the victims age (O’Donohue & 

Geer,  1992, p. 394).   

There are several typologies of sexual offenses.  One such typology 

distinguishes between three types of offenses.  The first offense is known as the 

hands off offenses.  This includes offenses such as obscene phone calls, sexual 
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harassment, voyeurism, and exhibitionism.  The second offense, the hands on 

offenses, consists of rape, molestation, and fondling.  Some amount of coercion, 

force, or threat is often involved with hands on offenses.  The third offense is 

known as pedophiliac.  These are the offenders that have victims that are at least 

four years younger than themselves (Ertl & McNamara, 1997).    

 

Statistical data on juvenile sex offenders 

Statistical information regarding juvenile sex offenders is gathered in three 

ways.  The first way is through official records, those offenses that get reported to 

law enforcement officials.  These offenses get put into a Uniform Crime Report 

(UCR) by the Federal Bureau of Investigation (FBI).  The UCR provides a 

summary of the monthly reports sent to the FBI by local law enforcement officials 

about the crimes committed in their area (FBI, 2006).  The second way is through 

victim reports.  The most widely used victim report is the National Crime 

Victimization Survey (NCVS).  Twice a year the Bureau of Justice Statistics gives 

out a victimization survey to approximately 43,000 households in the United 

States.  These questionnaires are filled out by individuals 12 years or older 

regarding any crimes they may have been victim to, regardless if the crime was 

reported to the police or not (FBI, 2006).  The third way statistical information is 

gathered is through self-report surveys by the offenders.  

Although both of these sources of information are beneficial, they do not 

always match up especially when it comes to sexual offenses.  The UCR is only 

crimes reported to law enforcement officials and not all crimes, especially sexual 
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offenses, are reported to authorities.  The NCVS is based on a survey given to 

individual households, and although these individuals may not have reported their 

victimization to authorities, they may indicate them in the survey.  For this reason, 

the statistical information presented in both of these sources may not match up 

with each other.   

Prior to the 1980’s, literature regarding juvenile sex offenders was very 

limited.  One reason for this is that people had a “boys will be boys” mentality 

when it came to sexual offenses (Smith et al, 2005).  They viewed it as 

experimentation, curiosity, or boys just playing around, so the offenses did not get 

reported.  Since the offense was not reported, officers, researchers, and the public 

were unaware of how prevalent juvenile sex offenses were, which in turn lead to a 

lack of literature on the topic.  When an offense did get reported, the juvenile was 

referred to counseling or not given any treatment at all because people thought 

juvenile sexual behavior was harmless (Wijk, Vermeiren, Loeber, Doreleijers, & 

Bullens, 2006). 

According to the U.S. Department of Justice, in 2005 4,400 forcible rape 

cases were handled in juvenile court along with 17,700 other violent sexual 

offense cases, and 13,700 nonviolent sexual offenses (Sickmund, 2009).  Each 

year approximately half a million juveniles will commit a sexual offense, however 

not all of these offenses will get reported to the police (Kelley, Lewis & Sigal, 

2004).  Sex offenses go unreported for a number of reasons such as 

embarrassment, shame, and family issues.  Even though not all sex offenses get 

reported, the statistics on juvenile sex offending is still high.   
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 According to Nicol and Shi, (2007), for the past 20 years juveniles have 

made up 15-20% of the sexual cases against adults and 30 to 50% of the sexual 

cases against children.  They commit approximately 50% of all child molestations 

and 20 % of rapes.  In their review of the literature, Smith, Wampler, Jones, and 

Reifman (2005) found that 60% of the sexual offenses committed against children 

under the age of 12 were by juveniles.  Breaking this down by gender, 43% of the 

juvenile sexual offenders are girls under the age of sixteen with the remaining 

57% being boys.  Forty to 50% of juveniles said that they had been drinking at the 

time of the offense while 50% had abused alcohol (Kelley, Lewis & Sigal, 2004).   

A self-report study of male juvenile sex offenders found that 60% of the 

participants had molested a child before, at least 30% used some form of 

pornography, 20% reported taking part in voyeurism, 25% reported fetishism, and 

5% reported activities such as obscene phone calls, unwanted rubbing or 

touching, sadism, and masochism (Zolondex, Abel, Northey, & Jordan, 2001).  

These results were found from a self-administered self-report survey using 485 

male juvenile sex offenders from various locations throughout the United States 

and Canada.  Each of the 485 male juveniles filled out a questionnaire consisting 

of questions regarding demographics, non-deviant sexual activities, delinquent 

behaviors, sexual behavior, sexual victimizations they have experienced, and 

questions regarding various things that they find sexually arousing (Zolondex et 

al, 2001).   

  Studies have shown that when a juvenile is arrested for a sex offense, 

between 46% and 90% admit that this was not their first sex offense even though 
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it appears that they have no prior sexual offense arrest on their record (Smith et al, 

2005).  One reason that so many sex offenses go underreported is because many 

juveniles commit sex offense against a family member or members and the family 

is often hesitant to report it.  They may not report the offence because they do not 

want their child in the juvenile justice system or they do not want to draw 

attention to the family (Smith et al, 2005).   

When the juvenile sexual offender is a female, the offense often goes 

underreported.  Two reasons are given for this, the first being that society has a 

harder time grasping the idea of girls being sexual offenders.  The second one is 

that in cases of a girl offending a boy, the boy has a harder time coming forward 

and saying that a girl sexually offended them because of the way society views 

men and women (Bijleveld & Hendricks, 2006).  Other reasons consist of things 

like; the victim is embarrassed, they are not sure if anyone will believe them and 

they are afraid (Smith et al, 2005).  

 

Characteristics/Risk factors 

There are many factors that come into play when looking at juveniles that 

become sexual offenders but most of them seem to stem from home life.  Most 

juvenile sex offenders come from dysfunctional families (Calley, 2007).  Many of 

them have themselves been abused either sexually, physically or both or have 

witnessed it in their household (Nicol & Shi, 2007).  They also grow up with an 

unstable family where they do not receive the love and care that they need, 

leading to a feeling of neglect (Nicol & Shi, 2007).  In some cases the parents are 
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not even able to provide their children with the proper guidance a child needs and 

often times someone in the family has an alcohol or drug abuse problem 

(Bijleveld & Hendricks, 2006).  When a parent has a problem like, alcohol abuse, 

drug abuse, or a prior criminal record, it is very likely that it will get in the way of 

them forming an appropriate parent-child attachment bond.   These parents are 

more apt to act hostile towards their children or show indifference or even 

rejection (Kelley, Lewis, & Sigal, 2004).  As a result of all of this, these children 

develop “a twisted belief that the crime they have committed is perfectly 

justifiable due to their previous suffering” (Nicol & Shi, 2007, p. 396). 

 In addition to their family life, most juveniles that become sex offender 

were socially isolated from other youth their age (Smith et al, 2005).  Their 

overall social competency was lower than that of their peers.  They tend to have 

low self-esteem, symptoms of depression, antisocial tendencies and impulsive 

behavior (Smith et al, 2005).  In school they were disruptive and had academic 

problems.  Their lifestyle had greater impulsivity and previous criminal records 

(Kelley, Lewis & Sigal, 2004).  Juvenile sex offenders have also been found to 

meet the criteria for conduct disorder and mood disorders, especially among 

juvenile child molesters.  These juveniles often have shown delinquent behaviors 

before and after the sexual offense.  Twenty nine to 66% of juvenile sex offenders 

have prior nonsexual criminal records (Zolondek, Abel, Northey, & Jordan, 

2001). 

 

Overview of treatment options 
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Many juvenile sexual offender treatment programs started out as programs 

for adults, then became treatment programs for juveniles.  The public was not as 

aware of juvenile sex offenders as they were adult sex offenders prior to the 

1980’s.   People thought that juveniles needed early intervention that would 

consist of extensive, offense specific, group therapy to help break the sexual 

deviance cycle, however no evidence was found to support this notion (Ehrlich, 

Steele, & Montague, 2005).  As a result, treatment programs that had shown to be 

effective for adult sex offenders were now being used for juveniles.  Although 

there are many treatment options available, there is not one solution or treatment 

option that will “fix” all juvenile sex offenders.  

Community-based treatment programs 

Community treatment can come in many different forms, each with its 

own set of rules and restrictions.  These community-based treatment programs 

could be anything from probation, to electronic or GPS monitoring, individual or 

group therapy, or home confinement, to name a few.  The juvenile may also have 

to follow home registration requirements, have restrictions on where they can go, 

computer use restrictions, and so on.  Each case will be different depending on the 

offense and the juvenile’s prior offense history. 

In order to determine if an offender is complying with the conditions of 

their treatment and see how committed they are to it, the offender needs to be 

monitored closely.  This monitoring, usually done by a probation or parole 

officer, includes verification of, and unannounced visits to the offender’s place of 

employment (if applicable with older juvenile), residence, and school.  They also 
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need to make sure that the offender is in fact participating in the community-

based treatment program assigned to them.  In addition to this, the officer should 

be in contact with the offender’s treatment provider, community members, and 

family on a regular basis (Ehrlich, Steele, & Montague, 2005).  The following is a 

review of some of the major community based treatment options. 

GPS Monitoring 

Depending upon the offender’s criminal history and the characteristics of 

their offense, GPS monitoring can be an option for juvenile sex offenders.  In 

2006, GPS monitoring of sex offenders was used as a treatment option in 23 states 

(Mieszkowski, 2006).  GPS devices are put into an ankle bracelet that the 

offender wears that keeps track of the offender to make sure that they are 

following the conditions of their supervision (Mieszkowski, 2006).  Officers can 

use the GPS to keep track of the offender by either reviewing where they have 

been within the past 24 hours or checking on them in near-real time.   

According to GPS monitoring laws, the offender will be tracked using the 

GPS devices for a set period of time (Payne & DeMichele, 2008).  This time 

period can range from a year to five plus years depending on the circumstances 

surrounding the incident.  Although this device is a great tool for community 

correction officers, there are also drawbacks to the option.  These drawbacks 

include, officer workload, costs, it will not work for all offenders, and the device 

may malfunction (Payne & DeMichele, 2008). 

Since GPS monitoring for sex offenders is a relatively new treatment 

option, limited information is available regarding the effectiveness of it.  What 
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has been found is that law enforcement officials and other community members 

support GPS monitoring of sex offenders because it allows officers to know 

exactly where the offender is at all times (Miezkowski, 2006).  It also gives law 

enforcement officers the ability to put an offenders name into a database and find 

out where they have been.  The drawback is that although an officer can tell 

where the offender is at all times, the device  cannot determine what the offender 

is doing (Mieszkowski, 2006). 

 Another drawback for GPS monitoring is that not all juveniles or their 

parents, can afford it.  Since most juvenile sex offenders come from low-income 

families, they cannot afford the estimated $1000 a year payment for the ankle 

bracelet and other monitoring equipment (Strelzoff, Sulbaran, & Duckworth, 

2009).  In addition to this, parents do not always report when their child violates 

their house arrest conditions that do not show up on the monitor.  For example, if 

as part of their supervision, the juvenile is supposed to be at home from 9:00 p.m. 

to 7:00 a.m., the GPS monitor can track this.  However it cannot track what the 

juvenile does at home during that time period, so if a juvenile breaks a condition 

of treatment at home, offends someone, drinks, or uses drugs, unless the parents 

report it, authorities will not know the juvenile violated their conditions of 

treatment.  For these reasons, GPS monitoring is not used as often as other 

treatment options for juvenile sex offenders. 

Registration laws 

The Jacob Wetterling Act, enacted in 1994, made it easier for law 

enforcement officers to monitor convicted sex offenders by making it mandatory 
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for them to register their place of residency.  In 1989, Jacob Wetterling, age 11, 

was riding his bike in St. Joseph, Minnesota with his younger brother and a 

friend.  They were coming home from a convenient store when a man wearing a 

mask approached them.  The man told them to put their bikes down and lay on the 

ground face down.  After asking each of the boys their age, the man told Jacob’s 

younger brother and friend to run into the woods and do not look back.  Once they 

were gone, the man took Jacob and disappeared.  The community, family, friends, 

even strangers worked around the clock to search for Jacob but he was never 

found (Bureau of Justice Assistance, 2009).  

 Later it was learned that a halfway house in St. Joseph was housing sex 

offenders upon release from prison.  This was unknown to community members 

and law enforcement.  As a result, Jacob’s mother started advocating for missing 

children.  She was also selected to be part of a Governor’s Task Force that worked 

towards stronger registration requirements for sex offenders.   This lead to the 

U.S. Congress passing the Jacob Wetterling Act to protect children against violent 

crimes and requiring sex offenders to register their residency (Bureau of Justice 

Assistance, 2009).  

In 1996, Megan’s Law required that sex offender registries be made 

public, so that people would be aware of the sex offenders living in their 

community (Levenson, Agoba, & Tewksbury, 2007).  Although states may vary 

in their requirements, federal laws mandate that all states have some type of 

public registry (Payne & DeMichele, 2008).  Convicted sex offenders are also 



15 

 

required by law to live at least 2,000 feet away from parks, playgrounds, schools, 

day care centers, or any other place that may be a place where children would be.   

A third law dealing with sexual offense registry is the Adam Walsh Act of 

2006.  This act determines the length the offender must stay on a registry by 

classifying sexual offenders into three different tiers, depending on the severity of 

the offense (Levenson, Agoba, & Tewksbury, 2007).  Tier 1 is any sexual offense 

that is punishable by an imprisonment of less than a year.  These offenders are 

required to register as a sexual offender for 15 years, with a possible reduction to 

10 years.  Tier 2 is any sexual offense against a minor that is or equivalent to sex 

trafficking, coercion, and use of a minor in sexual performances, prostitution or 

pornography.  The punishment for these offenses is at least a year in prison or 

more.  This type of offender needs to register as a sexual offender for a minimum 

of 25 years with no possible reduction.  Tier 3 consists of sexual abuse or 

aggravated sexual abuse and kidnapping of a minor.  These offenders receive a 

sentence of a year in prison or more and must register as a sexual offender for life, 

with no possible reduction for adults but a possible reduction to 25 years for 

juveniles (Levenson, Agoba, & Tewksbury, 2007).  This length of registration can 

have a huge impact on a juvenile.  If a juvenile is convicted of a tier 3 sexual 

offense when they are 14, they may have to be registered as a sexual offender for 

the rest of their life or at least until they are 39.  This is going to put them at a 

huge disadvantage when applying to schools, jobs, and for housing.  Something 

that this person did as a child is going to be a huge roadblock for them for the rest 

of their life. 



16 

 

All states are concerned with issues that surround juvenile sex offender 

registration.  Some of the concerns/questions that arise include: should they 

implement it, should the names be released to the public before the juvenile is 

eighteen, how long should the juvenile have to stay on the registry, and so forth.  

Therefore when it comes to juvenile sex offenders, some states waive some of the 

registration restrictions while others give them the same restrictions as adults 

(Levenson, Agoba, & Tewksbury, 2007).  Alabama and Wyoming are two states 

that waive registration restrictions for juvenile sex offenders.  Alabama’s registry 

states that the offender be at least 20 years old, while Wyoming’s registry sets the 

age requirement at 18 (Faulkner, 2009).  Maine and Idaho only require juveniles 

that are convicted as adults to registry, and Arkansas only requires juveniles to 

register when the court orders them to.  Montana’s registry states that juvenile 

must register only when the court orders them to or if they are convicted as an 

adult (Faulkner, 2009).  

Research has shown that having juvenile sex offenders register themselves 

has no effect on their recidivism rate.  Registered juvenile sex offenders are just 

as likely as a non-sex offender to be reconvicted of a crime (Letourneau & 

Armstrong, 2008).  Letourneau and Armstrong (2008) came to this conclusion 

after studying 222 boys who were found guilty of committing a sexual offense 

between 1995 and 2005 in South Carolina.  All of the boys were under 17 years 

old at the time they committed the offense.  Of the 222 boys, half were required to 

register as a sexual offender on the South Carolina sexual offender registry, while 

the other half were not.  These youth were tracked for an average length of four 
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years, to “examine the effects of South Carolina’s comprehensive registration 

policy on recidivism of juveniles who sexually offend” (Letourneau & 

Armstrong, 2008, p. 393).  For this study, recidivism was any new guilty verdict, 

sexual or nonsexual, committed by the youth, in either juvenile or adult court. 

Registration laws have also shown to interfere with the offender’s life in a 

number of ways.  When an offender goes back to their community, they can lose 

friends, be harassed, have their property damaged, or be denied housing from 

family members or landlords. Most of these consequences occur more often with 

adult sex offenders, but they do occur with juvenile sex offenders as well 

(Levenson, Zgoba, & Tewksbury, 2007).   

Another consequence that registration laws have had on juvenile sex 

offenders is that judges are more reluctant to prosecute them.  Not all juveniles 

commit serious sex offenses and some people believe that lower level sex 

offenders should not have to be put on a sex offender registry (Smith et al, 2005).  

For example, a 17 year old boy that has sex with his 15 year old girlfriend should 

not be put on the registry.   

Overall registration laws for juveniles have shown have no effect on 

reducing juvenile sex offender recidivism rates.  Therefore states should be more 

concerned about how they will successfully treat juvenile sex offenders and less 

concerned about registration.   

Confrontational therapy 

Confrontational therapy’s initial goal is to get the juvenile to take 

responsibility for their offense.   After offenders commit a sexual offense, many 
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of them try to minimize or deny that they have even committed an offense and the 

effect it has had on the victim.  They will use excuses such as, the victim has had 

a lot of previous sexual partners, to try to minimize what they have done (Payne 

& DeMichele, 2008).  In order for the individual to take the treatment seriously 

and actively participate, they need to be able to take responsibility and admit they 

committed the offense.  Before any of this can happen, a positive relationship 

needs to be developed between the juvenile, the other members of the group, and 

the therapist.  If the juvenile is going to open up about their sexual offense they 

need to know they are in a supportive environment (Ertl & McNamara, 1997).   

 Many confrontational therapy sessions start out by having each juvenile 

say the name of their victim and what they did.  Basically the juveniles gives the 

what, who, where, when, and how regarding their sexual offense.  This disclosure 

can be very painful for the juvenile, but the therapist feels that it is necessary 

because it forces the juvenile to take responsibility for their actions (Muster, 

1992).  A big part of taking responsibility for the offense is realizing the effect it 

had on the victim.  The therapist and the other group members job is to “challenge 

the offender’s denials and minimizations” they may make during the recount of 

the incident (Ertl & McNamara, 1997, p. 204).  Experts say that this is the first 

step toward treatment, breaking the minimization and denial they may have about 

the offense (Muster, 1992).  Confrontational therapy was first used on adult sex 

offenders, but because of its effectiveness of getting the adult to take 

responsibility for their offense, it is now being used on juvenile sex offenders as 

well (Muster, 1992).  The only difference is that some treatment programs now 
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refer to it as the shaming portion of the treatment, not confrontational therapy 

(McCulloch & Kelly, 2007). 

Residential treatment programs 

People often worry about the safety of their family when it comes to 

community-based treatment programs and whether or not they are effective in 

treating a juvenile sex offender.  In addition to this, only a small number of states 

have community-based programs that are evenly distributed throughout the state.  

For these reasons, some courts have started to rely on residential treatment 

programs for juvenile sex offenders (Hunter, Gilbertson, Vedros, & Morton, 

2004).   

Instead of living at home or being placed in prison or jail, juvenile’s can 

be placed in a residential treatment facility, which means that the juvenile stays at 

that facility throughout treatment.  Most residential treatment facilities include 

some form of academic curriculum for the juveniles so they can keep up with 

their education as well as group and individual therapy.  The juvenile stays at the 

facility for as long as they are sentenced.  This can range from six months to a 

couple of years (Nicol & Shi, 2007). 

Residential treatment facilities need to provide the juvenile with a stable 

environment and teach them how to form healthy relationships with others.  Most 

of the time, the juvenile feels like no one cares about them, so the therapist needs 

to change this way of thinking and show them that there are people out there that 

care about them.  The therapist also needs to provide a trusting relationship with 
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the juvenile so the juvenile will be willing to open up to them in counseling 

sessions (Nicol & Shi, 2007).  

 The most common approach used in residential treatment facilities is the 

behavioral approach with the goals being to “correct attitudes, identify triggers, 

develop coping skills, and manage sexual urges” (Nicol & Shi, 2007, p. 396).  In 

order to obtain these goals, the behavior treatment plan has four steps to it; with 

the first one is to provide the juvenile with close and constant supervision. All 

staff members need to be in agreement on how the rules, regulations and 

discipline procedures will go.  The staff members also need to provide the 

juveniles with guidance, positive feedback, and encouragement (Nicol & Shi, 

2007).   

The second step is the individual therapy session which takes place two to 

three times a week.  Then there is the third step, regular group therapy.  Group 

therapy which is held two to four times a week can be very beneficial to the 

juvenile.  Being in a group setting allows the juvenile to share positive things with 

other people and learn from other’s mistakes or hear about what helped that 

individual.  The fourth step to the residential treatment facilities is family therapy.  

These therapy sessions help the parents understand what their child is going 

through and it teaches the parents how to give their child the love, care, and 

security they need (Nicole & Shi, 2007). 

Using individual, group, and family therapy together with the juvenile 

sexual offender instead of only using one of them benefits the juvenile and 

contributes to effectiveness of the treatment program.  This is because it helps the 
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juvenile to interact with other people in treatment whether it is their peers or 

family members to help them challenge and change their deviant ways in 

treatment and carry this over into the world.  Group therapy has been shown to 

benefit the juvenile because they are being challenged by their peers.  They are 

also able to share success stories with each other and model positive behaviors 

(Erlt & McNamara, 1997).  Family therapy has shown to be effective because of 

the influence families have on each other’s lives.  This will be discussed in detail 

later in the paper.   

As far as release goes, juvenile sex offenders are released back into the 

community for several different reasons. If they complete their treatment program 

successfully they are released to their family if their family wants them.  

Depending on the facility, some juveniles will go to an independent or pre-

independent living facility in which they are taught additional living skills, such 

as money management, and are helped to find a job (Ehrlich, Steele, & Montague, 

2005).  Other juveniles are released to jail because they make poor choices while 

in treatment, like reoffending peers, excessive misbehaving that proves to be a 

disruption or is dangerous to peers and staff, or because they are just not working 

in their treatment and are making no progress.  Some juveniles are released to 

different treatment facilities.  Lastly, at some facilities juveniles are released 

if/when they turn 18, regardless of how well or poorly they are doing in the 

program (Leute, 2008).  

Cognitive Behavioral Treatment 
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Cognitive behavioral treatment programs are designed to change the 

juveniles cognitive distortions they may have about sexual aggression, reduce 

their inappropriate sexual arousals, and improve their overall social skills 

(Nagayama Hall, 1998).  Cognitive behavioral treatment can be used while the 

juvenile is in a detention facility, in residential treatment or as part of community-

based treatment.  This type of treatment is not meant to cure the individual, 

because a sex offender can never be cured, it just helps the juvenile manage their 

thoughts and urges using self-control (Mullen, 1998).   

There are many different components to cognitive behavioral treatment; a 

few of these components consist of denial and minimization, decreasing deviant 

sexual arousal, and victim harm and empathy.  Most programs begin with denial 

and minimization, because as mentioned before, a juvenile cannot be helped until 

they can take responsibility for what they have done.  Some juvenile offenders 

will deny that they committed a sexual offense while others will minimize what 

they have done (Marshall & Eccels, 1996).  To achieve this, therapist may use 

confrontational therapy, the victim harm and empathy portion of the treatment, 

have the juveniles write about the offense and so on.  Either way, the juvenile is 

getting the offense out and other group members will question or challenge them 

on what they say in order to get the juvenile to tell the truth as to what happen and 

eventually take responsibility for it.  

 Another part of the cognitive behavioral treatment program decreasing the 

juvenile’s deviant sexual arousals.  This can be done using multiple different 

techniques.  Two of these techniques include satiation training and systematic 
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desensitization (Ertl & McNamara, 1997).  Satiation training involves having the 

juvenile watch or think of something that is not sexually deviant while 

masturbating until they ejaculate.  After they ejaculate, the juvenile is told to 

continue to masturbate until they are bored but this time to something that is 

sexually deviant.  The hope is that the juvenile will condition the boredom to the 

sexually deviant thought, decreasing their arousal to sexually deviant things.  

Although this method has shown to be effective with adult offenders, using it with 

juveniles brings up some ethical concerns so some people are hesitant to use it 

(Ertl & McNamara, 1997). 

 Systematic desensitization includes teaching the juvenile how to relax 

their muscles.  Once the juvenile has learned how to completely relax, the 

therapist will have the juvenile think of the first stage that leads to their sexually 

deviant act and try to stay relaxed.  When the juvenile is able to stay relaxed 

during this stage, the therapist will ask the juvenile to think of the second stage.  

This will continue until the juvenile can get through all of the stages up to the 

actual act, and stay relaxed through it all.  The therapist never has the juvenile 

think about the actual sexual act, just the stages that lead up to it (Ertl & 

McNamara, 1997).   

 Victim harm and victim empathy is another part of cognitive behavioral 

treatment.  It is important to have the juvenile understand the harm they have 

inflicted on their victim in hopes that it will lead to empathy for future victims 

decreasing the likelihood they will reoffend.  For this part of the treatment, the 

therapist has the juvenile describe the harmful consequences they believe sexual 
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abuse causes.  This includes the harm it does during the offense, after the offense, 

and years later.  The therapist writes down all of the consequences the juvenile 

names and when they are done, the therapist has the juvenile discuss how their 

victim may have experienced these consequences and to what extent (Marshall & 

Eccels, 1996).   

 Next the therapist has the juvenile describe the sexual abuse from the 

victim’s viewpoint.  If this is done in a group setting, the other group members 

challenge what the juvenile is saying, especially if they start to minimize or distort 

what they did.  Lastly the juvenile is asked to write a letter as if they were their 

victim, talking about the anger, shame, trust issues, and anything else they may be 

going through.  This letter is read to the group and the group challenges what the 

juvenile wrote and gives feedback.  From here the juvenile revises the letter and 

reads it again, this continues until the letter is satisfactory.  Next the juvenile 

writes a second letter in response to the first one that addresses the concerns and 

problems the victim was having and conveys an understanding for them.  It is also 

a way to have the juvenile take full responsibility for what they did and apologize 

(Marshall & Eccels, 1996). 

The next part works on the juvenile empathy for the victim.  The therapist 

either shows a video of a victim discussing the sexual abuse they received and the 

consequences it has had, or reads a letter from a victim.  When this is done, the 

juveniles are asked to discuss how they felt while they were watching or listening 

to the account.  The group will challenge what each juvenile says if they feel like 

they are not being honest about their emotions.  Next the therapist defines 
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empathy for the juvenile and asks them to describe the empathy they feel for their 

victims, again each response is challenged by the group.  Finally, the therapist 

asks each juvenile how they would feel if their sister, mother, child (future or 

current if they have one), were a victim of sexual abuse. They are asked to 

describe how they would feel toward to victim and the offender.  All of this is 

supposed to help the juveniles understand the harmful consequences their assaults 

had on their victims and to have empathy for victims, and prevent future 

offending (Marshall & Eccels, 1996).  

For years the community-based treatment approach used most often for 

juvenile sex offenders has been the cognitive behavioral based group approach 

(Ehrlich, Steele, & Montague, 2005).  Recent studies have found that this 

approach is based on several “empirically unfounded assumptions,” that the focus 

of the treatment should be the sexual offending behavior, that juvenile sexual 

offending is a function of abnormal sexual interest, that the majority of juvenile 

sex offenders are the same, and so forth (Ehrlich, Steele, & Montague, 2005, p. 

38).  Although this may be useful for more motivated and less disturbed 

offenders, it will not be effective when it comes to addressing the problems of the 

more troubled offenders.  This is not to say that the cognitive behavioral approach 

should not be used at all, it has just been shown to be ineffective when dealing 

with juvenile sex offenders who require additional treatment because they have 

been abused themselves both sexually and physically, abandoned, neglected,  etc.  

These juveniles need additional treatment components (Ehrlich, Steele, & 

Montague, 2005).  
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Effectiveness of treatment programs 

Juvenile sex offenders have received a lot more media attention in recent 

years.  Part of this is due to the public becoming more aware of the juvenile sex 

offender problem and the other part has to do with the recent research done on the 

topic.  Both the public and the research have been concerned with one main issue, 

the effectiveness of juvenile sex offender treatment programs.  Juvenile sex 

offender treatment programs have been criticized on their effectiveness because 

not much attention is given to the “social and cultural determinants of the youth’s 

behavior” even though evidence has shown that these factors play an important 

part in understanding why a juvenile is sexually aggressive (Hunter et al, 2004 p. 

178).  

Another criticism of juvenile treatment programs is that when it comes to 

community-based or residential treatment for juveniles, they have been put in one 

program or the other, as if the treatment programs were independent of one 

another.  Not very often do the treatment providers of one program work in 

tandem with the other one which has negatively impacted their effectiveness 

(Hunter et al, 2004).  

 Juvenile sex offender treatment programs have also been criticized 

because they focus almost entirely on the juvenile’s sexual offense.  These 

programs do not take into consideration other risk factors or problems the juvenile 

may have that can lead to their sexual offense or other delinquent acts.  One study 

of outpatients found that half of the sex offenders in the sample met the criteria 

for conduct disorder; however this was not being treated in their treatment 
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program.  It is estimated that in residential treatment programs this amount would 

be even higher (Hunter et al, 2004).  

Impulsivity, antisocial behavior, and preoccupation with children are three 

other risk factors that are not always discussed in treatment programs that 

decrease their effectiveness (Miner, 2002).  This was found in a study done by 

Miner, who examined juvenile sex offenders in a corrections-based treatment 

program in Minnesota, after the juveniles had previously gone through a 

residential treatment program but failed/reoffended.  The purpose of his study was 

to determine why these juvenile’s reoffend, by looking at the risk factors, 

impulsivity, antisocial behavior and preoccupation with children that were 

associated with their recidivism.  

Research has also shown that juveniles who are referred to treatment 

programs for sexual offending usually have issues greater than their sexual 

behaviors.  This makes it extremely important for treatment programs to have a 

comprehensive approach that recognizes these issues (Hunter et al, 2004). 

 As mentioned earlier, juveniles are versatile offenders, and often do not 

specialize in just one crime category.  Studies have shown that, if not another sex 

offense, the majority of juvenile sex offenders will go on to commit another type 

of crime.  In addition to this, studies done comparing juvenile sex offenders with 

other juvenile delinquents found no significant difference between the two, 

further showing that treatment programs should not be sex offense specific, but 

should take into account other delinquent patters as well (Zankman & Bonomo, 

2004).  
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Conclusion 

 Juvenile treatment programs have evolved throughout the years.  What 

started out as boys being boys has now turned into community-based and 

residential treatment programs.  Although many treatment programs currently 

exist for juvenile sex offenders, not all of them, when used alone, are effective 

when it comes to preventing juveniles from reoffending.   
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SECTION III. THEORETICAL FRAMEWORK: OPERANT 

CONDITIONING AND APPICATION TO JUVENILE SEXUAL 

OFFENDERS 

  

 Individuals that commit crimes have various personality types, 

backgrounds, and motives.  Theorists, using different psychological theories, have 

tried to come up with reasons as to why individuals commit crime, or what type of 

individual commits a crime.  One of these theories is the behavioral learning 

theory that states that the same learning process that teaches individuals what is 

right and wrong, and how to obey the rules, also teaches them how to become 

deviant, with the difference “lying in the direction and balance of influences on 

behavior” (Akers, 2006, p. 135).  The behavioral learning theory includes both 

operant and classical conditioning but for the purpose of this paper, B.F. 

Skinner’s (1953) operant conditioning theory will be examined.   

 The human sex drive consists of three parts, emotional, physiological, and 

biological, with the emotional part being the strongest.  An individual’s emotions 

are controlled by their mind.  Juvenile sex offenders have a distorted way of 

thinking and the decisions they make, in this case, the sexual offense, are based 

on the faulty perceptions they have (Lakey, 1992).  Their mind is controlling their 

behavior and controls what they find sexually arousing.  This combination of a 

juvenile sex offender, their distorted thinking and faulty perceptions, and their 

inappropriate behavior (sexual arousal), is why behavioral learning theory, in 

particular, operant conditioning, is focused on in this paper. 
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Operant Conditioning 

Skinner’s operant conditioning theory has two main elements, 

reinforcement and punishment.  After a behavior occurs, it is either reinforced or 

punished.  If it is reinforced, the behavior is more likely to continue; whereas 

punishment decreases the likelihood the behavior will occur again. An individual 

learns to perform certain behaviors by being conditioned through positive and 

negative experiences, thus making behavior a direct result of the outcomes, 

effects, or consequences the individual receives and then associates with the 

behavior.  The way an individual gets conditioned to do something is by receiving 

reinforcement or punishment following a behavior.  When an individual does 

something that is followed by a response that makes the individual want to do the 

behavior again under the same circumstances, the behavior is reinforced.  When a 

response to a behavior is something that discourages the individual from wanted 

to perform that behavior again given similar circumstances, than the behavior is 

punished.  Which behavior will continue depends upon the balance between any 

“past, present, and anticipated rewards or punishment for the behavior” as well as 

the ones associated with the alternative behavior (as discussed in Boerlnger, 

Shehan, & Akers 1991, p. 59).  

Four basic consequences come from operant conditioning, positive 

reinforcement, negative reinforcement, positive punishment, and negative 

punishment.  Positive reinforcement occurs when a certain behavior is followed 

by a response that is favorable, increasing the occurrence of the behavior.  

Negative reinforcement happens when a behavior is followed by the removal of 
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aversive stimulus, also increasing the behavior.  Positive punishment is when the 

response following a behavior is an aversive stimulus, decreasing the frequency of 

that behavior.  Negative punishment is when a behavior’s response is the removal 

of a favored stimulus, also decreasing the behavior.  A fifth response, extinction, 

can occur when there is no change in behavior following a response.  In order for 

an individual to link the consequence to the behavior is has to be immediately 

following the behavior (as discussed in Akers, 2006). 

 

Application of Theory 

 In the case of juvenile sexual offending, in order for the deviant sexual 

acts to keep occurring, the juvenile must be receiving some sort of reward or 

reinforcement following the act.  This can be in the form of emotional, behavioral, 

or social rewards.  An emotional reward would be the pleasure the juvenile 

receives during and after the offense (Mignon, Larson, & Holmes, 2002).  This 

feeling of pleasure and satisfaction after the behavior/offense is going to be seen 

as favorable to the juvenile, increasing the chances the behavior will occur again.  

If following the offense the juvenile feels ashamed or guilty about what they just 

did, than this would be seen as unfavorable to the juvenile, decreasing the chances 

the behavior will occur again.  However, this is not the emotional response that 

most juveniles feel following a sexual offense (Mignon, Larson, & Holmes, 

2002). 

A behavioral reward is the compliance (unwillingly) the victim shows 

towards the juvenile (Mignon, Larson, & Holmes, 2002).  This compliance makes 
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the juvenile feel superior to their victim.  This goes along with the social reward 

which is the power and/or authority the juvenile feels they have over the victim 

(Mignon, Larson, & Holmes, 2002).  These two go hand in hand, when a juvenile 

sex offender tells their victims what to do, whether it be perform oral sex on them, 

talk dirty, touch them in a certain spot, and so on, and the victim complies, the 

juvenile feels powerful.  They feel like they have control of the victim and the 

situation, which is what they want.  This is favorable to the juvenile and again 

increases the chances the behavior will occur again.  On the other hand, if the 

juvenile was not able to get the individual to unwillingly comply to their request, 

the individual struggles so much they get free or the juvenile gets injured in the 

struggle, they are not going to feel superior or powerful.  They are going to feel 

defeated and weak, which is going to decrease the chances the behavior will be 

continued (Mignon, Larson, & Holmes, 2002).  

Lastly there is the reward of not getting caught (Mignon, Larson, & 

Holmes, 2002).  If a youth sexually offends another individual and they do not get 

caught during the act or the other individual does not turn them in, the behavior is 

going to be reinforced.  The juvenile is going to think that since they did not get 

caught, than what they did must not have been that bad, some of them will even 

think that it is acceptable or that the victim wanted it, increasing the chances the 

behavior will occur again (Lakey, 1992).  If a juvenile sex offender does not get 

caught, then no negative outcomes or consequences have occurred, or no 

punishments have been received, thus increasing the chances the behavior will 

occur.  On the other hand if the juvenile does get caught, this would be seen as an 
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aversive stimulus following the behavior, which should decreases the chances the 

behavior will continue. 

The thing that is different with operant conditioning of sex offenders is 

that the reinforcement is not going to come from anyone else, except maybe 

another sex offender.  The reinforcement is only going to come from the internal 

rewards the juvenile feels during and after the offense.  The pleasure, power, 

superiority, and the success of not getting caught, are all reinforcement felt by the 

juvenile internally, no one is going to see them sexually offend and give them 

these reinforcements.  The punishments most likely are going to come from 

outsiders.  In some cases, the juvenile may feel bad or guilty about what they have 

done; making the punishment internal, but for the most part it is going to come 

from other people in the form of getting caught and the consequences that come 

along with that;  jail, prison, community-based treatment, residential treatment, 

registry, and so on.   

Operant conditioning applies to juvenile sex offenders when trying to 

determine why they continue to commit offenses because it states that behavior is 

a direct result of the responses, outcomes, and consequences following the 

behavior.  If the response following the behavior is seen as favorable, or as a 

removal of an aversive stimulus, than the chances of the behavior being repeated 

are increased.  However if the response following the behavior is seen as 

unfavorable or an aversive stimulus is added, then the frequency of the behavior 

decreases.   
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Operant conditioning helps explain why juvenile sex offenders continue to 

commit sexual offenses, but it is unethical to replicate operant conditioning in its 

purest form to try to change the response.  However, a modified version of it can 

be used to help change the response following the behavior to help reduce sexual 

reoffending by decreasing the chances the behavior will be repeated. 
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SECTION IV. RECOMMENDATIONS FOR EFFECTIVE TREATMENT 

AND CONCLUSION 

 

No one program will ever be effective in preventing all juvenile sexual 

offenders from committing another crime; however steps can be taken to help 

reduce the likelihood of reoffending.  Even though treatment programs have 

changed throughout the years, the goals have remained to same.  In 1988, a list of 

topics to be addressed in treatment was published.  These topics consisted of, 

taking responsibility for the offense and develop empathy for the victim(s), reduce 

inappropriate sexual arousals, examining the offender’s past victimization and 

abuse history, developing social skills, examining the offenders family issues that 

may have lead to the offense, and identifying, understanding, and interrupting the 

abuse cycle (Erlt & McNamara, 1997).  Throughout the years, these topics have 

not changed. 

Seventeen years later, these topics have turned into goals and should still 

be key elements to every juvenile sex offender treatment program.  Regardless of 

the type of treatment, all juvenile sex offender programs should have the same 

treatment goals.  These goals include stopping the sexually abusive behavior, 

prevent any present or future e abusive and aggressive behaviors that youth may 

have, protect other people in the community for future victimization, and help the 

juvenile learn how to develop healthy functioning relationships and clear sexual 

boundaries (Ehrlich, Steele, & Montague, 2005).  It is also important to get the 

juvenile to take responsibility for the offense.  In order to do this, the therapist and 
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in the case of group therapy, other group members, need to challenge any 

minimizations or denials the offender may have that help them shift the blame or 

avoid responsibility.  Once the juvenile has taken responsibility for the offense, 

the next goal is to get the juvenile to develop empathy for the victim (Ehrlich, 

Steele, & Montague, 2005).  Overall it is important to keep in mind that the goal 

of community safety needs to be intact before the other goals are explored (Payne 

& DeMichele, 2008). 

Another important part of treatment has to do with changing the outcome 

of the deviant act.  The juvenile needs to be re-conditioned for that behavior.  For 

instance, juvenile sexual offenders are more likely to continue to offend if the 

response or consequence following the act is seen as reinforcement.  In order to 

reduce the frequency of this act, a response or consequence following the act 

needs to be seen as a punishment.  To do this, the response needs to be seen as 

unfavorable, or an aversive stimulus needs to be added.   

Although operant conditioning can explain why juveniles sexually offend, 

it is not recommended to use operant conditioning as part of treatment in its purest 

form, instead it is best to use a modified version of it (Mignon, Larson, & 

Holmes, 2002).  This is because it is un-ethical to have a juvenile go out and 

sexually offend, just so the treatment provider can respond with some sort of 

punishment, to try to change the response/consequence following the behavior.  In 

order to change the response, treatment providers are going to have to use 

scenarios instead of actual situations.  The emotional reward for the juvenile sex 

offender was the pleasure they received as a result of the offense.  The treatment 
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provider needs to change this pleasure emotion and turn it into an emotion of 

guilt.  They need to use the victim harm and empathy portion of cognitive-

behavioral treatment and get the juvenile to empathize with the victim.  This will 

change the emotion they would feel after an offense to guilt instead of pleasure, 

which is unfavorable, decreasing the frequency of the behavior.  

Since the juvenile is in treatment, they were either caught or turned in for 

their act.  This alone should be an aversive stimulus that would be added to the 

behavior, which should decrease the chances for it to occur.  The treatment 

provider needs to get this into the juvenile’s head that, after performing the 

deviant act, they were punished for it.  They should associate this punishment 

with the behavior and not want to continue the behavior.  If the juvenile does not 

see this right away, treatment providers can help them see this connection.  

In addition to this, treatment programs need to involve both legal sanctions 

and specialized programming.  Although variations may occur between 

communities, programs should include the following key elements.   First a 

thorough pre-sentence investigation should be done, followed by an assessment of 

the offender.  Second communities should have sex offender specific treatment 

and supervision conditions that are enforced by highly trained professionals.  

Third these professionals also need to work together to make sure that the 

community is safe from future victimization and current victims needs are 

addressed (Ehrlich, Steele, & Montague, 2005). 

 

Pre-sentence investigation 
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A presentence investigation (PSI) is mandatory for all felony cases and 

depending on the court, can be order for a misdemeanor.  A PSI consists of an 

interview with the defendant, a review of their criminal record, and a review of 

the crime in question.  Some topics addressed in the interview are the defendant’s 

birth date, addresses, family history, marital status, employment history, 

education history, medical history, any military service,  substance abuse history, 

previous criminal record, and of course the current crime.  Once the PSI is 

complete and presentence report is prepared.  This is a report of the interview that 

is given to the court prior to sentencing (Bureau of Justice Statistics, 2005).  Once 

the PSI is complete, a risk assessment needs to be done to determine what the 

juvenile’s individual needs are. 

 

Risk assessment 

Before a juvenile sex offender can enter into treatment, some risk factors 

need to be considered and dealt with properly.  This recognition of risk factors is a 

very important part of the treatment process because it provides an understanding 

of the juvenile and the events that got them to where they are now (Kelley, Lewis 

& Sigal, 2004).  When looking at risk factors for juvenile sex offenders, four 

categories are created as the primary risk factors; “(1) issues related to 

delinquency, affect, and sexual development, (2) mental health issues, (3) issues 

related to substance abuse, and (4) issues related to family dynamics and family 

history” (Calley, 2007, p. 125).  The first category is combined together under the 

title, “generalized risk,” but includes delinquency, the sexual development of an 
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individual, and the affective development.  The generalized risk assessment also 

includes two types of information.  The first is historical information that is not 

going to change such as the individual’s sexual history, number of previous 

offenses and victims, family information, and things of this nature.  The second 

type is information that can change such as an individual’s substance abuse 

problem, empathy towards one’s victims, and related issues.  The purpose of 

obtaining this information is so a counselor can get to know the individual better 

and offer them the treatment plan that best suits them individually (Calley, 2007). 

The sexual history as well as the sexual development of the juvenile can 

lead them to delinquency.  The juvenile’s early experiences and sexual 

development will add to their interpretation of both sexual acts and sexuality.  If 

the juvenile grows up in an atmosphere where intimacy and aggression are often 

corresponding with each other or with a lot of objectification, then they are more 

likely to think these acts are okay, thus it leading to their sex offending acts 

(Calley, 2007).  In addition to this, many juvenile sex offenders were once victims 

of sexual abuse themselves.  This past victimization often times is what leads 

juvenile’s to become offenders themselves.  It is believed that before an offender 

can take full responsibility for the sexual offense, he/she needs to deal with the 

self-blame and guilt they still feel from their own victimization.  Treatment 

providers need to address any past victimization and sexual development issues 

the juvenile may have to help prevent re-offending (Ertl & McNamara, 1997). 

Research has shown that most juveniles in the juvenile justice system have 

some type of diagnosable mental health disorder.  One study done by the National 
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Center for Mental Health and Juvenile Justice found that at least 70% of the 

juvenile’s in the justice system suffered from a mental health disorder and 25% 

suffered from a functional impairment that was caused by a mental health disorder 

(Calley, 2007).  Of all the mental health disorder, the most common ones among 

juvenile sex offender are anxiety disorders, drug and alcohol abuse, mood 

disorders, and conduct disorder.  Many different instruments exist for assessing a 

juvenile’s mental health, but one that gets to most attention is the National 

Institute of Mental Health Diagnostic Interview Schedule for Children IV (DISC-

IV) (Calley, 2007).  The DISC-IV is used by many counselors on adolescents 

between the ages of 9 and 17 to assess the individual for clinical mental health 

disorders.  This assessment is self-reported, done on either a computer or by 

pencil and paper, and takes about an hour to complete.  When the test is over and 

the results are in, the DISC-IV is said to be more reliable than a clinician’s 

diagnosis (Calley, 2007).   

 As previously stated, 50% of juvenile sex offenders admit that they have a 

history of substance abuse problems and 40 to 50% of them say that they had 

been drinking at the time of their sexual offense (Calley, 2007).  From this 

statistic, the Office of Juvenile Justice and Delinquency Prevention has stressed 

how important it is for juvenile sex offenders to be assessed in substance abuse.  

SASSI-A2 is the only adolescent substance abuse screening tool that is used.  The 

SASSI-A2 is used on adolescents ranging in age from 12 to 18 years old and 

assesses drug and alcohol use as well as other substance abuse related risk factors.  
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The assessment consists of “81 sentence stems and 26 face-valid question stems, 

such as drank alcohol during the day” (Calley, 2007, pg. 132).   

 Juvenile sex offenders usually come from dysfunctional and unstable 

families.  Family functioning such as parental substance abuse, psychiatric illness, 

and incarceration are all risk factors that lead to juvenile sexual offending.  In 

order to be able to assess just what risk factors come from within the family, each 

individual characteristic for each family member and the relationships between 

each individual needs to be looked at.  One way to assess family functioning is to 

use the McMaster Family Assessment Device or FAD, which is a “60 item self-

report questionnaire” (Calley, 2007, pg. 133).  The clinician uses this 

questionnaire to gather information about the family through its seven scales.  The 

first one looks at the overall family functioning, followed by affective 

involvement, problem solving, affective responsiveness, role and communication 

(Calley, 2007).  

 Assessing an individual for risk factors that may increase their risk for 

future offending should be a very important aspect of every treatment program.  It 

is important to know what the juvenile has been through to get them to this point 

because often times there is much more going on with the juvenile than just the 

current sexual offense.  When applying these methods into treatment, they should 

all be administered in the initial assessment of the juvenile and their family by a 

clinician.  The instruments given are just suggestions on what can be used to 

assess the juvenile and their family; they are by no means the only option.   
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Family Therapy 

Family therapy has shown to be beneficial in juvenile treatment programs 

because treatment providers will be able to address issues that relate to the 

juvenile’s environment (family, peers, and school) sooner if the family is involved 

in treatment (Zankman & Bonomo, 2004).  If there is support from the juvenile’s 

family, the treatment providers will have a stronger influence on the juvenile’s 

sexual abuse cycle and interrupting it as well as coming up with an effective 

relapse prevention plan.  Juvenile’s rarely talk about their sexual abuse cycle 

without mentioning somewhere their parental relationship (Zankman & Bonomo, 

2004).  Since parents play such a key role in the progression of the sexual abuse 

cycle, it is also beneficial to have them be part of the interventions for stopping it 

(Zankman & Bonomo, 2004).  

 Researchers have found that a juvenile’s openness to treatment and 

accountability are great indicators of the treatment outcome.  When parents are 

open-minded about treatment, so will their child, however if parents are closed-

minded about treatment, the child will be as well.  Incorporating parents into the 

treatment will give them a better understanding of what is going on, keeping them 

open-minded to the whole thing, and thus making the juvenile open-minded as 

well (Zankman & Bonomo, 2004).   

Having the parents get involved will also encourage the juvenile to use 

what they have learned in treatment outside of treatment because their parents will 

know what happened in treatment and will be there monitoring them (Zankman & 

Bonomo, 2004).  In addition to this, the parents will be with the juvenile well after 
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the treatment is finished.  The parents involved in treatment will enhance their 

ability to monitor, supervise, and support their child during and after treatment.  

Since relapse prevention is supposed to be an ongoing process, it is important to 

have a strong support system to help the juvenile deal with the risk factors 

involved.  Having a strong support system has also been found to reduce the risk 

of reoffending (Zankman & Bonomo, 2004).  Since families often play an 

important part in the reason that juveniles offend in the first place, dysfunction, 

abuse, neglect, abandonment, etc., it is necessary to include them in the treatment 

process as well.   

 

Containment Model 

Experts say that in order to effectively treat juvenile sex offenders, a 

comprehensive treatment approach where a number of agencies work together 

needs to be utilized.  To date, the most comprehensive approach is the 

containment model.  This model uses multiple agencies within the justice system 

such as the courts, police, treatment programs, public health agencies, probation 

and parole officers, social services, and so on,  to supervise and treat sex 

offenders.  The goal is to protect the community and prevent future sexual 

offending through surveillance, treatment, and enforcement, using a multi-

agencies approach (Payne & DeMichele, 2008). 

This model focuses on three area, external control, internal control, & 

polygraph testing.  External control refers to the influence the justice system has 

over the offender to help minimize the opportunities and abilities the individual 
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has for reoffending.  External control consists of things like, GPS monitoring, risk 

assessment, treatment, probation, etc.  It also allows for agencies to communicate 

with each other on both supervision of the offender and where they are on the re-

abuse cycle.  The actual treatment focus and therapy that is provided is the 

internal control, with the goal being for the offender to recognize what situations 

are involved in their re-abuse cycle.  Types of situations that could quality are 

visits to the park, swimming pool or zoo, certain websites on the internet, or 

certain television shows.  Once the offender can target the situations that are a risk 

for them, they are taught to avoid these places and activities.  It is also hoped that 

the offender will develop their own internal controls over their inappropriate 

sexual urges to help prevent future offending.  Last is the polygraph portion of the 

model, which provides agencies with additional information regarding the 

offender and how they are doing with their treatment conditions (Payne & 

DeMichele, 2008). 

Although the containment model may differ a little between jurisdictions, 

most include some type of mandatory treatment, home and work visits, GPS 

monitoring, curfew conditions, polygraphs, no travel outside of the state, and 

development of a relapse prevention plan.  One important aspect of this model is 

probation and parole officers.  It is important that these officers know their role in 

the treatment process because they are the ones that work closely with the sex 

offenders in the community to make sure they are following the conditions of 

their treatment.  It is also important that the officers stay open-minded when 

working with these offenders because the offender will be able to tell if the officer 
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has a negative attitude towards them which can increase the offender’s anger and 

resentment.  This will make the offender less willing to be corporative and 

treatment and more likely to be manipulative.  This is not to say that the officer 

has to like the offender, they just need to acknowledge their feelings about them, 

and try to separate the offender from the offense.  Doing this will allow the officer 

and the offender to discuss intimate details regarding the offense and the 

offender’s deviant sexual behaviors and desires (Payne & DeMichele, 2008). 

These officers also need to be able to effectively communicate with not 

only the offender, but the victim, the family, and any other agencies involved 

(Payne & DeMichele, 2008). This may be challenging to do at times, but it is 

important to keep this lines of communication open so the offender understand the 

conditions of their supervision, victims and family can be informed of what is 

going on, and the agencies can be informed on the progress and compliance of the 

treatment program.  It is also important to hold the offender accountable for any 

past or present behaviors in order to prevent future offenses. 

This model is so effective because it uses many different agencies within 

the criminal justice system to treat the offender, monitor their progress, and 

enforce the conditions of the treatment.  Each agency communicates with each 

other regarding the status and compliance of the offender.  Although the treatment 

may differ between state and offense, the goal is always the same, to protect the 

community and prevent future offenses.   

 

Reintegration 
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When a juvenile is ready to leave treatment or return home for 

community-based treatment, a few things need to be kept in mind such as, their 

treatment progress, reunification with family, and relapse prevention.  A 

juvenile’s treatment progress is determined by the amount of cooperation they 

have in treatment, changes that have taken place in their thinking, observable 

changes in behavior, maintenance of self-control, and their ability to assume 

responsibility.  Other progress indicators are positive family interactions, ability 

to understand risk factors that have lead to the offense, increase in healthy 

sexuality, and ability to empathize with the victim.  The juvenile should also be 

able to demonstrate that they know how to apply the material learned in treatment 

to situations they may or have encountered in life (Ehrlich, Steele, & Montague, 

2005).  

Before a juvenile is able to go home after residential treatment or before 

they able to reside at home during community-based treatment, all family 

members need to be aware of the juvenile’s sexual offense and be willing to help 

monitor the juvenile and be a part of the treatment process.  If the victim is a 

family member, it is beneficial to have the juvenile live somewhere else for a 

period of time.  When it is decided that it is safe for all parties to have the juvenile 

come back home, it should be done gradually.  This gradual reunification process 

should be carefully planned out and monitored by the family, treatment provides, 

the community, etc (Ehrlich, Steele, & Montague, 2005).  Clinical follow up is 

also important for community-based and residential treatment programs.  This 

gradual decline in treatment and contract with the providers will help the juvenile 
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apply the things they learned in treatment to his/her daily life (Ehrlich, Steele, & 

Montague, 2005). 

 Hillcrest Family Services, a juvenile sex offender treatment facility, is a 

great example of how the juvenile gradually moves back home. When a juvenile 

is approaching release, they work up to moving back home.  They start out with 

getting a pass for a home visit for four hours, the next time six, and then eight and 

so on.  Eventually they are able to go home after their treatment ends on Friday 

and have to report back to the facility before 8:00 p.m. on Sunday.  The theory 

behind this is to help the individual transition from treatment back to home life 

(Leute, 2008).  This type of transition can also be used for community-based 

treatment when the juvenile is temporarily removed from the house. 

Relapse prevention is another important part of an effective treatment 

program.  This part of the programs consists of teaching the juvenile how to cope 

when situations arise that have the ability to threaten their control over 

inappropriate sexual arousal.  To do this, the juvenile needs to be aware of the 

situations that can lead to relapse, indentify when relapse occurs, and develop 

coping strategies to deal with these high risk situations or relapse (Ertl & 

McNamara, 1997). 

Sex offenders that have a positive support system tend to have lower 

recidivism rates and less rule violations than sex offenders will no support 

(Levenson, Zgoba, & Tweksbury, 2007).  This support system will help the 

individual integrate back into the community and help prevent future offenses by 

monitoring the juvenile and helping them with their relapse prevention. 
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Conclusion 

Juvenile sex offenders and what can be done to stop this offending is and 

has been a debate topic across the country.  Although many treatment programs 

exist for juvenile sex offenders, the problem is that many of them are being 

underutilized.   One treatment option is being used or the focus of the treatment is 

solely on the offense instead of using a combination of approaches that treat all 

aspects of the juvenile.  Many juveniles have underlying issues that lead to them 

sexually offend or that increase their risk of reoffending, that are sometimes not 

dealt with in treatment.  If these aspects are not dealt with, the juvenile will most 

likely go on to commit many more offenses in their lifetime.   

The first thing that needs to be done is an assessment of the juvenile to 

find out what their individual needs and risks are.  Once this is done a treatment 

plan can be made that factors in these needs and risks, along with offense specific 

treatment.  The containment method, although currently used mainly on adults, 

has shown to be an effective comprehensive treatment option that should also be 

used for juveniles.  This method combines various treatment options with 

numerous agencies in order to effectively treat, enforce, and supervise the 

offender.  It is also important to incorporate family therapy into the treatment 

process since families have such an impact on a juvenile’s life.  In some cases, it 

is the juvenile’s family issues that put them at a greater risk for reoffending.  It is 

important to gradually help the juvenile integrate back into the home and back to 

life without treatment.   
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Understanding the risk factors and needs of each juvenile sex offender and 

getting them into an effective treatment program right away will help reduce the 

recidivism rates and help prevent them from offending into adulthood.  As 

Michael Caldwell, 2002, a professor at the University of Wisconsin states, “Early 

identification and effective intervention with young offenders holds the promise 

of preventing numerous sexual offenses that may otherwise be committed by the 

offender over the course of their adult careers” (pg. 291).   
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