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Preface

This volume is intended for researchers and practitioners working with young
people who engage in sexually abusive behaviour. It places this work within
three contexts: Firstly, the context of what the empirical literature tells us of
this population, their developmental and family experiences. Secondly, within
a clinical context: What do experienced clinicians tell us about best practice
approaches to assessment and intervention? Finally, within a systemic con-
text: raising questions concerning the needs of staff working in this area and
system needs regarding the effectiveness of intervention with young people in
preventing further offending. This book is intended to be a stepping-stone to
evidence-based practice through a review of what is known about this popu-
lation, the provision of clear descriptions of best practice guidelines, com-
bined with an attempt to signpost the direction that much-needed outcome
research needs to take. We hope it will be helpful to practitioners in attaining
their goal of reducing sexual assault through effective intervention with
young people who by virtue of their past sexually abusive behaviour have a
potential for further harm to others but by virtue of their youthfulness and
other strengths have a potential for a safe and productive life.
GO'R
WLM
AC
RB
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Editors’ note

There are many different phrases that have been used to describe those who
engage in sexually abusive behaviour, such as, young people who sexually
abuse, juvenile sexual offenders and juvenile sexual abusers. We have left it
open to each author to use the term that reflects the context of their work.
Throughout this book a number of authors illustrate points with reference to
case material. In each instance, names and important details have been
changed to protect the privacy of those concerned, or fictional but realistic
case examples have been used.
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Preadolescents and adolescents

Evaluating normative and
non-normative sexual behaviours
and development

Sharon K. Araji

Introduction

In discussing sexual development in both children and adolescents, Bukowski
et al. (1993, p. 87) ask, “What is healthy sexual development?” In response,
they argue that descriptions of the goals of sexual development are unclear
and have relied heavily on abstractions. As such, they say that little guidance
has been provided with respect to identifying what constitutes healthy or
unhealthy sexual development. They continue by saying that specifying the
goals of healthy sexual development is a very difficult task because the devel-
opment consists of factors that are subjective, interpersonal and socially
embedded and vary as a function of age, sex and culture. Distinguishing
between normative and non-normative sexual behaviours and development
among preadolescents and adolescents is like drawing lines in the sand.
Definitions shift across individuals, professionals, groups, organizations,
communities, social institutions, societies and situations. While there are
some cases that most would agree involve crossing the line between norma-
tive, non-normative and even criminal sexual behaviours, others are less clear.
This is apparent from reflecting on the two cases below, both of which were
reported in the media.

Case One: In Alaska three boys aged eleven, twelve and thirteen were
apprehended by police and charged with first degree sexual assault for
the forcible raping of a five-year-old girl. Police indicated that the boys
used objects, although the specifics were not disclosed. The three boys
chased the young girl, caught her, held her on the ground, took off her
pants, and took turns raping her. This “gang rape” took place in a
wooded area near the victim’s home and came to light in a therapy
session. All three boys had a record with social services or the law
before this incident.
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Case Two: A six-year-old, first grader in Lexington, North Carolina, was
barred from his class for one day because he kissed a classmate on the
cheek. He said he did it because “he liked her and she asked him to”. A
teacher saw the incident differently and reported that the girl had com-
plained. As a result, school officials said the boy had broken school rules
against sexual harassment. They later lowered the charge to a violation
of a general school rule that prohibited “unwarranted and unwelcome
touching of one student by another” (Zoglin, 1996).

In comparing these two cases, most would agree that Case One involves non-
normative, abusive and even criminal sexual behaviours. In Case Two, fewer
would agree that the boy engaged in a sexually deviant or a non-normative
act for a six-year-old. His parents certainly did not and neither did many of
the townspeople.

The obvious question for professionals who come into contact with cases
such as these is, “What are the factors that can be used to determine when the
sexual behaviours of children cross the line from normative to non-normative
or criminal behaviours?” From a sociological perspective, there are several
reasons why professionals need to develop guidelines to distinguish between
the sexual behaviours exhibited by preadolescents and adolescents. First,
guidelines are of particular interest as societies develop and become increas-
ingly multicultural. Second, they are also necessary so that youth are not
labelled as deviants if their behaviours are normative, but only when their
behaviours can be clearly defined as non-normative, abusive or criminal.

Aims of this chapter

The purpose of this chapter is to review relevant information that helps iden-
tify sexual behaviours considered normal, normative, non-normative, deviant
or criminal for preadolescents and adolescents. This will be accomplished by
reviewing the literature on the sexual behaviour and development of pre-
adolescents and adolescents who experience sexual behaviour problems.
Following this review, the commonalties and differences between the descrip-
tions for these two age groups will be examined. A synthesis and analysis
will then be offered and implications for clinical practice and social policies
will be outlined. Finally, guidelines will be provided that can help assess
problematic sexual behaviours.



Normative and non-normative behaviours 5

Defining concepts

Preadolescence and adolescence

There is a tendency to attach chronological ages to differentiate preadolescents
from adolescents. Biologically, the event that is used to separate these two
phases in the lifecycle is puberty; the time in life marked by the onset of
physical changes that make reproduction possible (e.g. menstruation and
ejaculatory responses) (Martinson, 1991). However, over the years, trying to
match ages with puberty has become problematic. Since the 1840s the secular
trend in the characteristics of the population of young people reaching
puberty (Bullough, 1981) decreased from about seventeen years of age to
about twelve-and-a-half or thirteen-and-a-half years in the 1980s (Eveleth
and Tanner, 1990). This downward trend appears to be continuing into the
twenty-first century.

The earlier onset of puberty increases the difficulties of differentiating
behaviours considered normal and normative from those considered
abnormal or non-normative. Recognizing the issues associated with defining
the concepts of “preadolescence” and “adolescence” for purposes of this
chapter we still need to come up with some definitions. As much of the
literature reviewed uses the age of twelve to separate these two groups, this
will be used as a guide. As a heuristic tool, preadolescents will be defined as
children twelve years of age and under and adolescents as youth who are
teenagers.

Normal and normative sexual behaviours and development

It is helpful to discuss concepts that are sometimes used interchangeably
when describing sexual behaviours and development among preadolescents
and adolescents. The concepts of “normative” or “appropriate” tend to be
used when sexual behaviours are defined in a socio-cultural way, that is to
indicate what is considered the norm in a given society, culture or group.
Those who use the term normative are likely to be sociologists, professionals
in the area of social work, administrators, and those associated with the
justice system. These researchers or practitioners are likely to use “deviant”
or “criminal” to describe preadolescents’ and adolescents’ sexual behaviours
that lie outside the realm of social norms or laws.

In contrast to the concepts of normative or appropriate, the term ‘normal’
frequently describes sexual behaviours that occur as a result of the natural
human biological and physiological development process. Those who use the
term normal tend to work in areas related to medicine, psychology, sex educa-
tion or child development. This group of professionals uses terms such as
pathological or abnormal sexual behaviours to indicate that something has
happened to disturb or alter sexual behaviours that would be expected as a
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part of the normal sexual development process. To compare these two
perspectives, a child psychologist may consider exploratory sexual behaviours
in young children as normal because it has been observed across societies and
history as part of the natural developmental process. Those following a cul-
tural or sociological perspective, however, may define certain exploratory
behaviours as deviant or inappropriate if they go against group, religious or
social norms.

Sexual behaviour and development

Normative preadolescent sexual behaviour
and development

While sociologists have been late to enter discussions about the sexual devel-
opment of youth, the sociological perspective is necessary even in a clinical
setting because sexual behaviours are embedded in the broader context of
interpersonal, social and cultural factors. It is only within this context that
sexual behaviours and development come to be defined as normal, normative,
deviant or criminal. As we will see, sexual behaviours and sexual development
cannot be understood apart from physiological, cognitive, emotional, inter-
personal, environmental and cultural factors that facilitate or hinder the
developmental process.

Comprehensive reviews of research on preadolescents’ normal, normative,
non-normative and abusive sexual behaviours are fairly recent. Araji (1997)
completed an extensive review of the many attempts to differentiate for
preadolescents, normal, normative and appropriate sexual development
from abnormal, non-normative and deviant/criminal development. Selected
examples from this review are presented in Table 1.1. As can be seen, some
practitioners and researchers are more comprehensive in their descriptions
of normal or appropriate sexual behaviours as well as in differentiating
by age groups within the preadolescent category, (e.g. Cunningham and
MacFarlane, 1991; Gil, 1993).

An overview of the information in Table 1.1 provides some clues as to what
various experts in the area of childhood and preadolescent sexual develop-
ment view as normal or normative. As can be seen, very early sexual
behaviours include only random and exploratory behaviours primarily involv-
ing the self. The behaviours tend to be touching self and others, genital play,
masturbation, poking, watching, and showing interest in bathroom functions.
Children may insert fingers or objects into body openings but stop when it
hurts. The primary motivations appear to be exploration and curiosity.

As children grow older, they begin to imitate what they observe in their
environment. This may involve playing doctor, house or mimicking sexual
activities (see Gil, 1993; Cunningham and MacFarlane, 1991, in Table 1.1).
At these early ages interpersonal imitative actions include kissing, holding
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10 Sharon K. Araji

hands, and exploratory sexual behaviours with others such as “I’ll show you
mine, if you show me yours.” Males may compare penis size. As children
move into the end of preadolescence, some practitioners (such as Cun-
ningham and MacFarlane, 1991; Gil, 1993) view as normal or normative more
advanced sexual activities such as fondling others’ genitals, dry humping,
and even various types of sexual intercourse and oral sex. Most practitioners
and researchers argue, however, that intercourse and oral sex are uncommon
in preadolescents and in the young adolescent population, as well. Pre-
adolescents’ sexual experiences may be either homosexual or heterosexual
and include a wide variety of participants such as siblings and friends. As
children move closer to late preadolescence and into adolescence, normative
interactions become increasingly heterosexual in response to societal norms.

Regardless of the types of sexual interactions, researchers generally agree
that for behaviour to be considered normal or normative, children should be
of similar ages and participation should be mutual. While sexual activities
may be spontaneous or planned, they should be balanced with respect to
other activities such as sports, school activities and scouting, among others.
Sexual arousal may or may not be present, and it is not considered to be the
primary motive for engaging in sexual behaviours. The affect associated with
sexual activities in the early stages of preadolescence are characterized as
light-hearted and are associated with silliness and giggly behaviours. As
children age during the preadolescent stage they may express shyness or
embarrassment if they are discovered. This is a reaction to the societal norms
learnt from interactions in their environment.

The families, subcultures and cultures in which children live will influence
the extent to which these behaviours and social interactions are considered
normative or non-normative. For example, if children grow up in sexually
repressive homes where sex is seen as “dirty”, any sexual behaviours presented
in Table 1.1 may be viewed as non-normative. On the other hand, if children
grow up in families where there are no sexual boundaries within or outside
the family or in homes that are sexually charged, it may be normative for
them to participate in the full range of behaviours shown in Table 1.1 regard-
less of age. Similarly, the restrictiveness or permissiveness of cultures will
influence the degree to which behaviours described in Table 1.1 are viewed as
normal, normative or non-normative (see Arnett, 2001).

Non-normative preadolescent sexual behaviour
and development

Table 1.2 describes behaviours, emotions, motives and interactions that
would no longer be considered normal or normative for preadolescent chil-
dren. Using Cunningham and MacFarlane’s (1991) typology as an example,
it is obvious that some practitioners view behaviours such sexual penetration,
and genital kissing, as normal in late preadolescence but not when it is being
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16 Sharon K. Araji

performed by children in early or mid-preadolescence. Rather than using age
as a criterion for deciding what is normal or normative sexual behaviours for
preadolescence, Ryan et al. (1993) use the concepts of “Yellow Flag”, “Red
Flag” and “No Questions” to indicate a progression of non-normative to
abusive sexual behaviours.

The information in Table 1.2 indicates that sexual behaviours cross the line
from normal or normative when they are no longer in balance with other
activities in preadolescents’ lives. The sexual activities become patterned
rather than isolated events and children become preoccupied or obsessed
with sexual activities. As children begin to engage in sexual behaviours they
know are inappropriate, they become secretive. If caught by parents, care-
takers or others their typical response is to deny it if they can; if not, to blame
others. In sum, as children begin to engage in sexual behaviours they know
are wrong, they begin to develop defensive strategies to protect themselves.

As evidenced in Table 1.2, sexually abusive or aggressive behaviours repre-
sent the extreme end of the sexual behaviour and development continuum.
These sexual behaviours are far too advanced for children twelve years of age
and younger. The behaviours have an aggressive quality, involving use of
force, coercion (social or physical), and secrecy. As previously noted, the
sexual acts represent patterned rather than isolated events (see Ryan ef al.,
1993; Johnson and Feldmeth, 1993). The sexual behaviours may be opportun-
istic, but many are planned, calculated and predatory. Sexually deviant
behaviours exist in combination with other antisocial behaviours such as
those associated with conduct and oppositional disorders. Furthermore,
sexually abusive behaviours continue even when intervention occurs. Children
who exhibit these extreme behaviours are very resistant to treatment.

Repeated or chronic behaviours such as peeping, exposing or pornographic
interests are also viewed as non-normative and not part of the normal sexual
development of preadolescent children. Further, any behaviours that inflict
harm on the self or others, are viewed as not only non-normative, but also
abusive. The normal or normative motives for engaging in sexual behaviours
are no longer confined to curiosity and exploration. Johnson and Feldmeth
(1993) provide a detailed description of deviations from normal motivations,
suggesting that engaging in sexual behaviours is no longer exploratory in
nature, but serves as a coping mechanism for satisfying unmet needs that are
manifest in feelings of loneliness, isolation, anxiety, fear, and other affective
states.

The information provided in Table 1.2 suggests the sexual behaviours
increasingly involve children or others who are viewed as vulnerable. This
may be relative to size, age, cognitive or physical abilities, or social status.
Language becomes sexually explicit with children who are of significantly
younger ages. The beginnings of sexual harassment may be seen in the
form of sexual teasing or embarrassment of others (see Ryan et al, 1993).
Threatening language, both verbal and non-verbal, may also be used. The
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affect associated with sexual behaviours is no longer light-hearted, but rather
it takes on negative qualities such as anxiety, guilt, fear, confusion, anger and
rage (see Johnson and Feldmeth, 1993).

Several programmes, most notably Hindman’s (1994) “It’s About Child-
hood”, add a dimension not included in the programmes discussed in
Table 1.2. In this programme, if a youth (under age 18) engages in sexual
behaviours that have non-normative characteristics, and the child knows the
behaviour is inappropriate and associated with punishment (i.e. the child is
viewed as culpable), the behaviour is viewed as a criminal act. This view gives
new meaning to sexually abusive and aggressive behaviours by children. That
is, if the sexual behaviour is defined as criminal, it would be processed
through the criminal justice system and the child would be labelled criminal.
This view is very controversial among those who work with preadolescents
and even adolescents.

Classification comparisons

Table 1.3 provides a summary of preadolescent sexual behaviours that are
considered not only deviant but abusive. It also provides associated risk fac-
tors. As can be seen, the sexual behaviours and development are far advanced
from what is considered normal. These behaviours involve the use of force,
coercion, secrecy and bribery and are repetitive, patterned and may be com-
pulsive and obsessive. Little self-control is evident and little empathy for
victims is shown. Sexual behaviours may be opportunistic, but increasingly
become calculated and predatory. The behaviours are associated with feelings
of anger, rage, fear, shame and confusion. The motivations may be related to
power and control issues or be a means of coping with unmet needs. Children
engaged in sexually abusive behaviours may have histories of abuse, and their
family environments, as well as their outside environments, are conducive to
sexually deviant as well as other antisocial activities. Some of these behaviours
are criminal. Finally, the labels or conceptualizations of these children’s
behaviours can have far-reaching intervention outcomes. For example,
Hindman’s (1994) approach, compared with other programmes described in
Table 1.1, would increase the chances of children ending up in the criminal
justice system.

Summary of preadolescent sexual development

The material presented in Tables 1.1, 1.2 and 1.3, coupled with the above
discussion, demonstrate that preadolescents engage in a variety of sexual acts
alone and with others. These range from sexual behaviours considered nor-
mal or normative to those considered problematic, inappropriate, deviant,
abusive, aggressive or even criminal. As can be seen from Tables 1.1 and 1.2
there is some agreement among researchers and practitioners concerning
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specific sexual behaviours that can be characterized as normal/normative,
non-normative and abusive, although there exists a variety of labels that are
used when describing these behaviours. The labels tend to vary by discipline
or perspective of the practitioners or researchers.

While there is not yet a definitive set of symptoms that clearly distinguishes
children who engage in either normal, normative or non-normative sexual
behaviours (see Beitchman et al, 1991; Conte and Schuerman, 1987,
Kendall-Tackett et al., 1993), the typologies discussed here are useful because
they provide a range of sexual behaviours and associated social, psycho-
logical and environmental factors that can help assess whether pre-
adolescents’ sexual behaviours are normal/normative or abnormal/deviant
and even the direction future sexual development may take. In closing this
section, it should be obvious that sexual behaviours and development during
preadolescence will influence sexual development during adolescence.
Indeed, as Steele and Ryan (1991) note, the origins of sexually deviant
behaviour lie in childhood experiences. Likewise, the origins of adolescents’
normal and normative sexual development begin in these early years.

Normative adolescent sexual behaviour and development

Many marked changes related to size, shape and functioning of the body,
emotional, cognitive, self-concept and interpersonal relationships occur as
adolescents make the transition from preadolescence (Lerner and Galambos,
1998). Structural changes related to sexual development include growth of
the penis and testes and lengthening of the vagina. With the onset of puberty
youth experience changes related to reproduction; girls experience menstru-
ation, boys begin the production of seminal fluid and ejaculation occurs. As
physical and structural changes take place, adolescence is a time when many
young men and women encounter their first interpersonal sexual experiences.
It is within this context, similar to preadolescence, that many of the sexual
behaviours and sexual development become defined as normative, deviant or
criminal.

There is a body of literature (Gagnon, 1972; Simon and Gagnon, 1969)
that provides information regarding the sequence of sexual behaviours that
unfold during adolescence, although as noted previously, there are sex, racial
and cultural differences. In general, males and African-Americans are likely
to engage in the developmental sexual processes earlier than Caucasians and
females. The sexual development of Asian-Americans appears to occur later
than either African-Americans or Caucasians (Santrock, 2001).

Table 1.4 outlines sexual behaviours and development that many researchers
consider normal or normative for adolescents. While information provided
in this table is only an abbreviated listing of sources, the ideas set forth
are generally representative of the body of research on this topic. According
to Santrock (2001) by the end of adolescence the majority of youth have
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Table 1.4 Progression of normal and normative sexual behaviours and development in

adolescents

Source of information

Description of sexual behaviours and development

Schofield (1965)

Conger and Galambos
(1997,ch. 6)

Santrock (2001,ch. I'1)
Bukowski, Sippola and
Brender (1993)

Santrock (2001,
pp.357-365)

N — ONOULhAhWN —

No U

. Sexual desires and urges

. Sexual attraction to others

. Dating

. Holding hands

. Kissing

. Touching

. Sexually fondling other person
. Sexual intercourse

. First sexual behaviours take place alone, especially true

for males.

. Masturbation (boys). Begin by age 13.

90% masturbate by age 19. Occurs frequently. Average is
about 5 times per week.

. Masturbation (girls). 60-70% masturbate by age 20.

Occurs less frequently than among boys.

. Kissing.

. Necking (mutual touching and fondling above the waist).
. Petting (mutual touching and fondling below the waist).
. Sexual intercourse (highly irregular pattern after first

experience).

. Oral sex. Occurs later than first experience of sexual

intercourse.

. Sexual interest/sexual arousal.
. Masturbation (most frequent outlet). More common

among males and frequency is greater for males than
females.

. Ejaculation (wet dreams) in most males by 12—13 years
of age.
. (a) Heterosexual continuum of sexual development:

¢ Kissing (males 13.9 years; females |5 years).

® French kissing (males 14.6 years;females 15.5 years).

® Touching breasts (males 14.6 years; females 6.2
years).

® Touching penis (males 15.7 years).

® Touching vagina (males |5.4 years;females 16.4 years).

¢ Sexual intercourse (males 16.3 years; females |7
years).

¢ Oral sex (males 16.9 years;females 17.8 years).

. (b) Homosexual continuum of sexual development:

® Exclusively heterosexual behaviours.

® Mostly heterosexual but occasional homosexual
behaviours.

® Largely heterosexual but more occasional
homosexual contacts.

® Equal amounts of heterosexual and homosexual
behaviours.
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Source of information Description of sexual behaviours and development

® Mostly homosexual but more than incidental
heterosexual behaviours.
® Mostly homosexual with occasional heterosexual
behaviours.
® Exclusively homosexual behaviours.
4. (c) Bisexual development. Very rare (about 1% of the
population).

progressed through the sexual behaviours shown in Table 1.4 although by the
age of nineteen one in five have not yet experienced intercourse.

Information in Table 1.4 demonstrates that many of the sexual behaviours
are similar to those considered normal/normative for preadolescents. This
includes behaviours such as masturbation for both males and females; similar
to preadolescents, masturbation is more common among males as is the fre-
quency of such behaviour. Sexual interest, sexual arousal, kissing, sexual
intercourse and oral sex are also considered normal or normative for adoles-
cents. Interestingly, as can be seen in Table 1.4, those who study the period of
adolescence view sexual intercourse and oral sex as behaviours that should not
occur until later in the sequence of normal adolescent sexual development.

Those writing about adolescents view the behaviours shown in Table 1.4 as
representing a normal progression of sexual behaviours and development for
this age group. But if one compares Table 1.1 and Table 1.4, it can be con-
cluded that some preadolescents would have gone through this progression of
sexual developments prior to ever reaching adolescence, and some practi-
tioners such as Gil (1993) and Cunningham and MacFarlane (1991) view this
as normal. However, it is not clear what the qualitative and quantitative fac-
tors are that would cause kissing, for example, to be considered normative for
adolescents but not for preadolescents. One answer seems to lie in determining
the motivation for kissing. According to Ryan and Blum (1994), opposite-sex
interactions prior to puberty tend to be more exploratory and social. After
puberty behaviours such as kissing, flirting and foreplay (touching, fondling)
are more goal-oriented toward intimacy, sexual arousal and orgasm.

With respect to heterosexual, homosexual or bisexual behaviours, both
preadolescents and adolescents may be involved with a variety of partners.
Early preadolescent experiences with either or both sexes seem once again to
be primarily centred around experimentation and curiosity. As children move
through preadolescence and become aware of social norms, these behaviours
are likely to become more heterosexual during adolescence when there is
more emphasis on developing a sexual identity.

Other qualitative and quantitative factors that differentiate similarly
labelled sexual behaviours for preadolescents and adolescents are the fre-
quency and the private—public nature of sexual behaviours. It is considered
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more acceptable for adolescents as compared to preadolescents to display
their intimate affection for one another publicly, such as embracing and kiss-
ing one another. For younger children this would not be seen as acceptable
unless it demonstrated only imitation or friendship and lacked sexual and
intimate connotations. Similarly, there is more tolerance for private intimate
sexual activities among adolescents as they move toward the next stage in the
lifecycle, adulthood.

Most current researchers and professionals involved in the study of
adolescents’ sexual development agree that the process is multifaceted
(Brooks-Gunn and Paikoff, 1993; Graber, Brooks-Gunn and Galen, 1999).
Brooks-Gunn and Paikoff (1997) provide a list of five developmental issues
that can help professionals determine whether adolescents’ sexual develop-
ment appears normative or is associated with factors that may lead to
abnormal, non-normative or deviant sexual development. This list includes
the following.

Timing of sexual experiences: Brooks-Gunn and Paikoff (1997) are of the
opinion that young adolescents should not have sexual intercourse. Their
reasoning is that young adolescents are less likely to engage in protected sex,
increasing the possibility of pregnancy and also, it might be said, sexually
transmitted diseases. Also, they believe young adolescents are emotionally
and cognitively unable to understand and cope with sexuality’s intense, var-
ied feelings and complex meanings. Along similar lines, Bingham and Crockett
(1996) found that the earlier in adolescence that boys and girls engage in
sexual intercourse, the more likely they are to show adjustment problems.

Timing of behaviours associated with sexual maturation: Brooks-Gunn and
Paikoff (1997) contend that early maturation for girls is associated with hav-
ing sexual intercourse. Further, it is associated with early dating, having older
friends, being pursued by older males, wanting less supervision by parents
and spending more time in private activities that exclude adult supervision.
Graber, Britto and Brooks-Gunn (1999) conclude that special attention
should be given to early-maturing girls as they are sexually vulnerable.

Co-occurrence of health-related behaviour: Brooks-Gunn and Paikoff (1997)
argue that early sexual maturity is not only linked to engaging in sexual
intercourse but also is associated with early drinking, smoking, having
unprotected sex, drug use, delinquency and school-related problems. These
authors view early sexual maturation as placing adolescents on a precarious
developmental course that can propel them into non-normative sexual activ-
ities and, additionally, other deviant or even criminal behaviours.

Gender and sexuality: Brooks-Gunn and Pikoff (1997) argue that young
adolescent girls may be involved in sexual activities that are involuntary or
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happen in social settings where male dominance plays a role. One of the
reasons these researchers suggest this can happen is that sexual scripts are
often different for males and females.

Context of sexual behaviour: Brooks-Gunn and Paikoff (1997) note that sex-
ual behaviours and development are influenced by the environments in which
adolescents interact. These include factors such as poverty, neighbourhoods,
school characteristics, peer group norms and varied cultural contexts. Males,
African-Americans, lower socio-economic groups and inner-city youth
appear to be the most sexually active, while Asian-Americans seem most
restrictive (Clark et al., 1984; Feldman et al., 1999; Santrock, 2001).

Conger and Galambos (1997) report that for younger adolescents, more con-
servative sexual behaviour is associated with being politically conservative
and religiously oriented. They also report that having conservative families
and peers slow down the progression and frequency of sexual activity, espe-
cially in the area of sexual intercourse and beyond (see also Lerner and
Galambos, 1998).

If we compare the ideas about normal sexual behaviours and development
set forth by Brooks-Gunn and Paikoff (1997) with our earlier discussions on
normative and non-normative sexual behaviours and development of pre-
adolescents, it is clear that these authors do not agree with Gil (1993) and
Cunningham and MacFarlane (1991), who view sexual intercourse in the
latency period (ages 8-12) as part of the normal sexual development of pre-
adolescents. In fact, looking at Table 1.4, most professionals who work with
adolescents or study the period of adolescence, view sexual intercourse as a
behaviour that should occur only late in the progression of adolescent sexual
development. One possible explanation for these discrepancies is that some
practitioners and researchers only focus on the preadolescent stages of sexual
development while others only focus on adolescents. Each group, then, pro-
vides only part of the total picture of the normative sexual development of
young people.

Non-normative adolescent sexual behaviour
and development

In the previous section we discussed broad categories of behaviours that can
include at-risk sexual behaviours and individual and environmental factors
that can increase the risk of engaging in these behaviours. Table 1.5 provides a
more comprehensive picture of the specific types of sexual activities and
accompanying risk factors that professionals and researchers have identified.
These accompanying factors include emotions, motivations, abuse histories,
power and control issues, and problems with self-esteem, as well as the
individual and contextual factors discussed in the previous section.
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As can be seen in Table 1.5, there are some types of non-normative or
sexually deviant behaviours that are similar to those discussed for pre-
adolescents, such as rape or sexual behaviours that involve the use of bribes,
secrets, tricks or surprises. Because adolescents are expected to be more cog-
nitively advanced than preadolescents, they are expected to be more aware of
the standards and consequences associated with engaging in behaviours such
as unprotected sexual activities that can lead to sexually transmitted diseases
and premarital pregnancies. Hence, when they engage in these behaviours it is
considered more socially irresponsible and non-normative than when pre-
adolescents are involved in unprotected sexual activities. Likewise, behaviours
that bring harm to the self, others or society are not only considered
non-normative for adolescents, but also may be viewed as criminal.

Non-normative behaviours may also include a variety of paraphilic inter-
ests or activities. In a study of adult sexual offenders, Abel et al. (1993)
reported that of 1,025 paraphiliacs seen in outpatient clinics, many of the
paraphilic interests developed during adolescence. Transvestism had the
earliest age of onset, occurring at thirteen (13.6) years of age. Fetishism,
bestiality, voyeurism, obscene phone calls, masochism and sadism began in
late adolescence (16 to 19 years). The impact of the family environment on
these behaviours was noted, as almost all clients came from families that were
incestuous and sexually abusive.

Behaviours that involve the use of force, coercion and manipulation are
considered not only deviant, but also criminal. Likewise, overt or covert
unwanted sexual advances are considered non-normative or criminal.
Behaviours such as date rape and sexual harassment may be motivated by
needs for power and control. On a sociological level, power and control may
be defined in terms of significant age, size, social status discrepancies, or
other factors that place the perpetrator in an authority position over the
victim. As Table 1.5 indicates, types of affect or needs that contribute to
deviant sexual behaviours include feelings of emptiness, anger, confusion,
anxiety or lack of empathy for victims.

It appears likely that adolescents who engage in deviant sexual activities
come from highly dysfunctional families where family members may have his-
tories of abuse. Outside the family, these adolescents may be involved in peer
groups that are conducive to not only sexual deviance but other types of devi-
ant behaviour such as excessive drinking, drug use, delinquency and school-
related problems (see Steele and Ryan, 1991). However, this is not always the
case. Some adolescents who engage in deviant sexual behaviours are popular
among their peers and are high achievers in academics and sports (Araji, 2000).

Recommendations for reducing at risk behaviours

Based on the previous discussion it is clear that normal, normative or deviant
sexual behaviours do not develop in a vacuum. They are influenced by both
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individual and environmental factors for both preadolescents and adolescents.
Further, deviant sexual acts appear to be part of a constellation of other at-
risk behaviours such as substance abuse, school problems and delinquency.
This was obvious in Case Study One discussed earlier.

Much of the literature reviewed in this chapter indicates that early sexual
maturation, or early exposure to non-normative or abnormal sexual activ-
ities, are key factors that can lead youth toward non-normative, deviant or
even criminal sexual acts. With respect to helping adolescents develop healthy
sexuality and avoid at-risk behaviours, Brooks-Gunn and Paikoff (1997) offer
a set of recommendations that are aimed at adolescents’ sexual practices.
These include:

e Practising sexual abstinence, yet feeling good about one’s body.

e Engaging in sexual intercourse with another individual in late ado-
lescence or early adulthood in the context of committed relationships.

e  Using safe-sex practices.

e Practising pre-intercourse behaviours with others in early adolescence,
which can be followed by sexual intercourse in late adolescence or early
adulthood.

The next set of recommendations focuses on what society can do to assist in
the normal and normative sexual development of both preadolescents and
adolescents.

Assessment of individuals’ protective and at-risk behaviours It is apparent
from material presented in this chapter that most practitioners agree that the
onset of early puberty is a biological or individual characteristic that exposes
a young person to a constellation of behaviours that can lead not only to
unwise sexual behaviours but also to exposure to sexual harassment, date
rape and adjustment problems. Early exposure to sexual activities such as
incest can lead to non-normative sexual behaviours as well as problems in
school or juvenile delinquency. Other at-risk individual factors include
unmet needs, inability to feel and express empathy, and non-normative power
and control issues. Being male, African-American, and living in high-density
poor urban areas also increase the risk of early exposure to sexual
behaviours and development. Some protective factors include reaching
puberty at the average age and experiencing normal cognitive, emotional and
physical development.

Assessment of environmental protective and at-risk factors Protective
environmental factors include having families and peers who are conservative
and religious, but not extremely so. Both adolescents and preadolescents
benefit from families with whom they have positive attachments and where
there is adequate supervision. Families and communities that take an interest
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in providing an atmosphere of healthy sexual development also serve as a pro-
tection against unwanted pregnancies, acquaintance rape, sexual harassment
and the spread of sexually transmitted diseases.

Environments that place preadolescents and adolescents at risk of abnormal
or non-normative sexual behaviours and development include those that
demonstrate overly restrictive or permissive sexual attitudes, that expose chil-
dren to abusive behaviours, alcohol and drug misuse, pornography, delin-
quent and criminal activities, and that provide few opportunities for the
development of healthy self-conceptions and feelings.

Early identification and intervention for at-risk behaviours Parents, teachers,
clinicians and other professionals must be knowledgeable about what consti-
tutes normal and normative behaviours and the individual and environmental
factors that provide warning signs that youth are on deviant developmental
pathways. These risk factors must be identified early and appropriate inter-
ventions applied. As noted in the discussion of preadolescents’ non-normative
sexual behaviours, once behaviours become patterned they are more resistant
to treatment. This is also true for associated risk behaviours such as alcohol
and drug abuse, predatory behaviours, school failures and other delinquent
or criminal acts.

Individualized attention may be clinical or may involve socially attaching a
youth to a responsible adult such as someone in the “Big-Brother, Big-Sister”
programme. Social skills training enables youth to cope with and resist poten-
tially negative influences from families, peers and the media. Given the cul-
tural role of the family, parents must be involved at all levels: prevention,
intervention and treatment. However, we must not ignore the fact that many
families are the cause of children being unable to experience normal sexual
development as well as the development of other negative behaviours, self-
conceptions and feelings (see Engles ef al., 1999). If siblings or peers are part
of the problem, then they also need to be part of the solution (see Engles et al.,
1999; Ennett and Bauman, 1994; Epstein, 1983). Clinicians, as well as con-
cerned schools and families, cannot by themselves bring about changes that
may be helpful in social institutions such as the media. For example, it is
difficult for parents and schools to teach sexual abstinence in a society when
the media bombards young people with sexual messages. Youth who live in
industrial and post-industrial nations are confronted on a daily basis with
sexual material and messages that are not conducive to normal sexual devel-
opment. Moreover, with technological advances such as videos and the inter-
net, they can be exposed to every type of sexually abusive, deviant and criminal
behaviour (Araji, 2000). This is true even in sexually restrictive societies.

Collaborative work is necessary so that all parts of the world are working
in harmony to promote the healthy sexual development of young people.
The need for such collaboration is nowhere more evident than in African
countries where large percentages of the populations are contracting,
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spreading and dying from Aids. This is especially true among the young
people.

Review and assessment considerations

This chapter has reviewed sexual behaviours and development for pre-
adolescents and adolescents that are considered normal, normative, deviant
and even criminal. What has emerged is that many of the sexual behaviours
that appear in descriptions of normal sexual development for adolescents are
also considered normal sexual development for preadolescents. However,
many scholars writing about adolescent sexual development, in contrast to
those writing about preadolescent development, would be opposed to view-
ing sexual intercourse and oral sex as normal sexual behaviours for pre-
adolescents. In fact, many scholars of adolescence view early expressions of
sexual behaviours that occur outside the realm of curiosity, exploration and
imitation, as inappropriate. It is suggested that the examination of adolescent
and preadolescent sexual development should not be studied separately, but
should be viewed as a continuum. It is becoming increasingly clear that many
deviant behaviours expressed during adolescence have their origins in pre-
adolescent experiences and this is similarly true for normal and normative
sexual development.

This chapter has also demonstrated that both individual and environ-
mental factors influence the sexual development of preadolescents and ado-
lescents, either positively or negatively. Individual factors include the onset of
puberty, motivations and affect, as well as beliefs and feelings about self
and others. Environmental factors include the influence of family, peers and
school, and exposure to substance use, sexualized language and erotic and
pornographic material.

It has further been shown that normal or deviant sexual development is
associated with other behaviours such as the use or abuse of substances,
various conduct disorders, school problems and delinquent and criminal
actions. Preadolescents or adolescents who have been exposed to these prob-
lems may also be at risk of engaging in sexually deviant behaviours. It is a
well-known fact, for example, that acquaintance or date rape is associated
with alcohol or substance use (Barnett et al., 1997).

Based on this knowledge, parents and professionals would be well-advised
to work together to ensure that children have access to both personal and
environmental tools that will allow for healthy sexual development and the
development of related behaviours such as responsible use of alcohol, protec-
tion against pregnancy and sexually transmitted diseases, school success, and
other actions that lead toward healthy and productive lives. In short, sexual
development of preadolescents and adolescents does not occur in a vacuum.
The development of each young person is influenced by many individual and
environmental factors.
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In concluding this chapter, some questions are offered that parents, clini-
cians and other professionals can use as a general guide for determining
whether sexual behaviours are problematic. These questions can be applied to
all age groups, families, communities and societies. Some of these questions
are derived from Ryan and Blum (1994).

e Is the behaviour putting the individual at risk of physical harm, disease
or exploitation?

e Is the behaviour interfering with the individual’s overall development,
learning, or social or family relationships?

e Is the behaviour putting others at risk of physical harm, disease or
exploitation?

e Is the behaviour interfering with the developmental behaviours, learning
and social or family relationships of others?

e Is the behaviour violating a rule or a law?

e Is the behaviour causing the individual to feel confused, embarrassed,
guilty, or negative about him/herself?

e Is the behaviour causing others to feel uncomfortable, confused, embar-
rassed, guilty, or negative about themselves?

e Is the behaviour abusive because it involves a lack of consent, a lack of
equality, or some type of coercion or force?

e Is the behaviour dysfunctional for the development of healthy
relationships?

e Is the behaviour destructive to the family, peer groups, school, com-
munity or society?

The more questions that are answered in the affirmative, the more prob-
lematic one should consider the developmental patterns, and how the ques-
tions are answered will determine the types of intervention, treatment and
prevention programmes that may be implemented.

Conclusions

The purpose of this chapter was to address the challenging task of differen-
tiating normal and normative sexual development from abnormal, deviant or
even criminal development for preadolescents and adolescents. It became
clear that the process of sexual development is embedded within physical,
social, cognitive, emotional and motivational developments. Further, whether
preadolescents and adolescents proceed down the paths of normal or deviant
sexuality is very much related to other behavioural developments occurring
simultaneously. These include individual behaviours such as use or abuse of
alcohol or drugs, school failures or successes, and the development of social
skills. The conclusion that emerged is that discussions of the development of
normal or deviant sexual behaviours must be studied within the contexts of
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individual and environmental factors. For the benefit of youth, their families,
communities and societies, the information provided in this chapter should be
useful in identifying risk factors as well as protective factors that can be used
in prevention, intervention and treatment programmes.

Preadolescent and adolescent sexual development should be studied as a
continuum. Most researchers, practitioners, social planners and members of
the justice system, agree that normal and abnormal sexual behaviours of
adolescents (and even adults) have their origins in development during pre-
adolescence. This knowledge, however, is frequently ignored. The informa-
tion provided in this chapter should serve as a departure for subsequent work
on the study of sexual development during preadolescence and adolescence.
Many, but not all of the behaviours that scholars and practitioners consider
normal sexual development for preadolescents, are very similar to what is
considered normal sexual development for adolescents (compare Tables 1.1
and 1.4). We need to articulate those motives, cognitions, affects, situations
and other factors that can be used to clearly differentiate normal from and
abnormal sexual behaviours for both preadolescents and adolescents. It is not
sufficient to identify “kissing”, for example, as part of the normal develop-
ment for both groups. We must develop a continuum that demonstrates the
associated factors that allow us to define behaviours such as kissing as nor-
mal or abnormal for each group. We have the information to complete this
task, but it has not been developed into a comprehensive continuum that
stretches from preadolescence through adolescence.
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Chapter 2

A review of theoretical models
of sexual offending

Gary O’ Reilly and Alan Carr

Introduction

This chapter reviews the main theoretical ideas that have emerged in the
literature concerning sexual offending. The models described here are spe-
cific descriptions of the development of sexually abusive behaviour and its
maintenance rather than a recasting of the traditional theoretical para-
digms within psychology (such as behaviourist theory or psychoanalytic
theory) to explain sexual offending. Initially many of the specific models
were concerned with the development of sexual offending behaviour among
adults. However, over time theorists have expanded their conceptual think-
ing to incorporate ideas on the development of sexually abusive behaviour
in adolescents and children. A common theme that emerges in this litera-
ture is that sexually abusive behaviour can be understood as reflective of a
developmental pathway in life that often begins in childhood with experi-
ences of emotional, physical and sexual abuse. These experiences unfold a
number of potential developmental trajectories including healthy recovery,
prolonged experiences of personal distress, and in some instances, the
emergence of individual psychological characteristics, when combined with
situational and cultural factors, that lead to a vulnerability to engage in
sexually abusive behaviour. Most theorists have based their models on some
combination of three key ingredients. These are (i) observations based on
clinical experience of working with adults, adolescents and children who
engage in sexually abusive behaviour; (ii) existing empirical findings con-
cerning people who abuse others; and (iii) other theoretical models. An
important challenge exists regarding the need for stringent a priori empir-
ical research to evaluate each model in terms of its value in understanding
the development of sexually abusive behaviour and its implications for
sound assessment and intervention. One aspect of many of the models that
has an as yet unproven potential value is that they imply different typolo-
gies that could be applied to people who engage in sexually abusive
behaviour. It is conceivable that those in different typological categories
may require and respond differently to various forms of assessment and
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intervention. This is one of the many ideas that requires the attention of
researchers in this field.

Finkelhor’s model of sexual offending

Finkelhor (1984) outlines a model that has two key elements. The first is an
attempt to summarise as four factors the main theoretical and empirical ideas
existing at that time regarding adult sexual offenders and their behaviour
(known as the four factor model). The second is an attempt to describe a
blue-print of common factors that precede the perpetration of a specific
sexual offence (known as the four preconditions model). In many descriptions
of Finkelhor’s work these two separate models have often been collapsed
into one.

Finkelhor’s four factor model

Finkelhor describes four factors that he believes provide an overarching
framework to “summarize, synthesize and integrate” (1984, p. 33) the large
amount of theoretical and research ideas that attempt to explain the devel-
opment of sexually abusive behaviour. Finkelhor does not intend his four
factors to provide an exhaustive list of those factors that precipitate and
contribute to the development of sexually abusive behaviour. Instead he
intends it to be a useful framework for summarising different research and
theoretical ideas that can be added to as appropriate. His framework also
allows competing and complementary ideas about an aspect of the develop-
ment of sexually assaultive behaviour to be considered, tested and refined
under the umbrella of a single factor. In developing his four factor model
Finkelhor is attempting to develop a framework that could to be used to
explain the variety and complexity of perpetrators of sexual abuse against
children. Consequently the usefulness of this aspect of Finkelhor’s model can
only be as good as the existing theoretical and research literature. Finkelhor
cautions that this literature tends to have an overemphasis on psycho-
pathology and sexually abusive behaviour as stemming from prior traumatis-
ing experiences because it is often based upon caught and convicted sexual
offenders. However, these offenders may represent the extreme end of the
continuum of abusers and consequently have the most extreme develop-
mental experiences. Finkelhor suggests that his four underlying themes can be
stated as questions that can also be given factor names. Finkelhor comments
that applying these questions is a good starting-point for (a) understanding
an individual abuser; and (b) explaining the diversity we find between abusers.
He also states that the four factors allow for the incorporation of ideas
from an individual psychological and a broader sociological and cultural
perspective. Each of the four factors are described in more detail below.
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Factor I. Emotional congruence

Question: Why does a person find relating sexually to a child emotionally
gratifying and congruent?

The emotional congruence factor attempts to explain why an adult would
find it emotionally satisfying to relate in a sexually abusive way to a child.
Finkelhor outlines examples of various possible answers to this question,
most of which focus on relationship rather than exclusively sexual com-
ponents. They include the following. (1) Sexual abusers who victimise chil-
dren are immature in their emotional development and consequently tend to
wish to relate to children who appear to them to be in some way at a compar-
able state of emotional and psychological development. (2) Sexual abusers
have poor self-esteem and a poor sense of self-efficacy in relationships. Con-
sequently they find interactions with adults difficult. Relating to children is
easier for abusers as they perceive children to be less threatening. Relation-
ships with adults leave offenders with feelings of insecurity and inadequacy
while relationships with children leave them with feelings of power and con-
trol. (3) The abuser is attempting to achieve mastery over a past traumatic
experience where he was victimised, by identifying with the past perpetrator
and re-enacting his own abuse through assaulting another child. (4) The
abuser has a “narcissistic identification” with himself or his likeness as a child
that stems from either childhood emotional deprivation or overprotection.
The adult offender selects children to victimise whom he perceives to have
similar characteristics to himself. In sexually assaulting them he is expressing
his narcissistic self-involvement. (5) Ascendant themes in our society promote
the idea that men should be powerful, dominant and the initiator in sexual
relationships. Sexual abusers accept these values but perceive themselves as
unable to live up to them in peer relationships. Consequently they cultivate
relationships with children that allow the adoption of a dominant role.

Factor 2. Sexual arousal to children

Question: Why is a person capable of being sexually aroused by children?

Finkelhor argues that any complete model of sexual offending must include
both sexual and non-sexual motivating factors. An over-emphasis on either
sexual or non-sexual factors results in an impoverished theoretical frame-
work. However, for an individual offender sexual motivating factors may
be either primary or secondary. In formulating an offender’s difficulties we
require a framework that allows us to understand the relative contribution
made to the development and maintenance of sexually abusive behaviour
that accurately reflects an individual’s capacity to find children sexually
arousing. Finkelhor cites various examples of theoretical and research ideas
that attempt to answer the question “Why is a person capable of being sexu-
ally aroused by children?” These include: (1) A capacity to find children
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sexually arousing stems from critical experiences of past trauma such as
sexual, physical or emotional abuse. (2) The abuser has had an experience of
arousal that involved children. This experience is shaped by reinforcement
(through recall, fantasy and masturbation) into a more persistent deviant
pattern of sexual arousal involving children. (3) The abuser grows up in a
family where children are subjected to sexual victimisation by adults. (4) The
abuser misinterprets an emotional response to children as a sexual response.
(5) Biological factors, such as hormonal or genetic abnormalities, predispose
the development of a deviant sexual orientation towards children. (6) The
abuser develops a pattern of sexual arousal towards children through
exposure to child pornography, advertising that sexualises children or other
culturally available influences.

Factor 3. Blockage

Question: Why is a person blocked in efforts to obtain sexual and emotional
gratification from more normatively approved sources?

The third factor outlined by Finkelhor concerns theoretical and research
ideas regarding why some individuals are blocked in their ability to have their
emotional and sexual needs met in adult relationships. He describes two types
of blockage, developmental and situational. Developmental blockage refers
“to theories like those involving Oedipal conflicts, where the person is seen as
prevented from moving into the adult sexual stage of development” (p. 44).
Situational blockage refers “to theories, such as those related to incest, where
a person with apparent adult sexual interests is blocked from normal sexual
outlets because of the loss of a relationship or some other transitory crisis”

(p. 44).

Factor 4. Disinhibition

Question: Why is a person not deterred by conventional social inhibitions from
having sexual relationships with children?

Finkelhor’s fourth factor clusters together theoretical and research ideas
concerning how abusers are not sufficiently influenced by conventional social
inhibitions to prevent them from sexually assaulting children. He cites a var-
iety of possible explanations that appear in the literature as follows: (i) poor
impulse control; (ii) senility; (iii) alcohol and other substance abuse; (iv)
psychosis; (v) environmental stressors such as unemployment, loss of love
relationship or bereavement; (vi) factors that may weaken familial bonds such
as step-father/step-daughter relationships or significant periods of separation
from children; (vii) cultural influences promoting a patriarchal society and
family structure; and (viii) use of child pornography.
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Finkelhor’s four preconditions to sexual offending

In addition to his attempt to present a framework to integrate the main ideas
concerning the development of sexual offending behaviour Finkelhor pre-
sented a new formulation on the conditions that must be present for an
offender to sexually abuse a child. The four preconditions model is based on
Finkelhor’s review of the literature on offenders, victims of child sexual abuse
and their families, and societal factors that support an environment where
child sexual abuse can take place. Finkelhor’s four preconditions model
was an attempt to integrate these previously disparate aspects of the litera-
ture. In doing so he hoped to formulate a model that did not have a bias
towards placing responsibility for sexual abuse with an inability of families or
children to protect themselves while at the same time acknowledging family
circumstances or victim characteristics that need to be understood as part
of an environment where children are sexually assaulted. Each of the four
preconditions are described below.

Precondition |: The motivation to sexually abuse

The first precondition outlined in Finkelhor’s model is that a potential sexual
offender must be motivated in one or more ways to engage in sexually abusive
behaviour directed towards children. Under this precondition motivating
influences can be understood as being drawn from the first three factors of his
four factor model (outlined above). That is, the offender may be partially
motivated by emotional congruence factors whereby he finds some level of
emotional satisfaction from directing his sexually abusive behaviour towards
children; he may be partially motivated because he experiences some degree
of deviant arousal from directing his sexual behaviour towards children; and
he may be partly motivated through being blocked in meeting his emotional
and sexual needs in a non-deviant, non-abusive manner.

Precondition 2: Overcoming internal inhibitions

Conceptually Finkelhor’s model allows on the one hand for individuals who
may be motivated to engage in sexually abusive behaviour but do not do so
because they utilize internal factors that prevent the expression of harmful
behaviour, and, on the other hand, for those who overcome their internal
inhibitions. As described in the “Disinhibition Factor” in the four factor
model, there are many possible ways this may happen. As described earlier
these range from substance misuse, to the development of distorted thinking
that offenders use to justify or minimize their behaviour, to the influence of
environmental stressors.
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Precondition 3: Overcoming externally inhibiting factors

Once a potential offender has become motivated to sexually abuse, and
has overcome his internal inhibitions, the next stage within Finkelhor’s
framework is that he must overcome any external factors that might prevent
his offence. Although some offences are opportunistic, others are carefully
orchestrated through a variety of grooming and planning behaviours
designed to overcome external obstacles such as lack of access to children or
the presence of a protecting adult. These behaviours include forming a rela-
tionship with the parents of a child in order to gain unsupervised access to
children, offering to baby-sit, seeking a job that provides access to children,
or spending time in locations where children are present.

Precondition 4: Overcoming the resistance of the child

The final of Finkelhor’s four preconditions is that the offender must over-
come the resistance of the child. Again a variety of methods may be utilised
by the offender in order to achieve this. These include building and then
exploiting an emotionally close relationship with a child, bribery, trickery, use
of threats and use of physical force.

In summary, Finkelhor outlines a model of sexual offending that allows us
to clearly express theoretical ideas about motivating influences that lead to
the development of sexually abusive behaviour. In doing so we can compare
one set of theoretical hypotheses with another on the same theme and
set about evaluating the evidence supporting the relative merits of each.
Unfortunately researchers have rarely utilized the model in this way.
Finkelhor’s model also allows us to consider varying influences that can be
used to formulate the predisposing, precipitating and maintaining factors
relevant for an individual who has engaged in sexually abusive behaviour. In
doing so the model allows us to distinguish between different types of
offenders who reflect different influences on their behaviour. Finkelhor’s
model has also been used to inform suitable intervention goals for individual
offenders such as changing deviant arousal patterns, targeting and changing
distorted thinking that was used to excuse or minimize offending behaviour,
and identifying individual risk factors. Finally, Finkelhor’s model has also
been used to promote the protection of children from sexual victimisation
through the provision of information on how the environments of children
can be enhanced to promote their safety.

The Marshall and Barbaree model

Barbaree, Marshall and McCormick (1998) and Marshall and Barbaree
(1990) outline an important and influential model concerning the develop-
ment of sexual offending behaviour. In their most recent formulation of their



42 Gary O’ Reilly and Alan Carr

model they point out that although families change in how they function over
time and across different settings, the majority of people who sexually abuse
others have grown up in abusive rather than nurturing family environments.
From this they hypothesise that children from abusive families have experi-
ences that for some but not all may promote the development of sexually
abusive behaviour. They argue that abusive family experiences provide chil-
dren with very different lessons about how to have and maintain relationships
with other people, and that these abusive family experiences (a) may prevent
the growth of a range of skills and competencies for successfully negotiating
interpersonal relationships and (b) may promote the primary use of a
coercive interpersonal style. How this may unfold into a developmental
pathway leading to sexually abusive behaviour is described below.

The potential limiting of the development of interpersonal
skills in abusive families

Barbaree, Marshall and McCormick argue that children from abusive fam-
ilies typically do not form secure attachment bonds to their parents or may
experience serious disruptions in relationships with their primary attachment
figures. They experience parental relationships that are of a poorer quality
than children from nurturing families. They do not have the opportunity to
develop interpersonal and intimacy skills within the context of a bonded
relationship. They do not receive consistent and appropriate feedback on
their behaviour and they develop a strategy for managing relationships with
parents through the adoption of disruptive and demanding behaviour. In this
relationship environment the range of successful relationship styles that a
child can develop is limited.

The potential promotion of a coercive style of interpersonal
interaction in abusive families

According to Barbaree, Marshall and McCormick in abusive families par-
ental control over the behaviour of other family members is often gained and
maintained through coercion, intimidation and physical violence. Thus chil-
dren from abusive families may not have the opportunity to learn appropriate
interpersonal and intimacy skills, and develop instead a relationship template
based upon inappropriate aggressive behaviour reinforced and modelled by
parents. A child growing up in an abusive family may learn that intimidation,
aggression and manipulation are the interpersonal strategies that are most
effective in his family environment. When a child in this situation engages in
interpersonal interactions outside of home, such as school, he will naturally
transfer what was previously his most successful interpersonal strategy to
his new relationships. Consequently this child is likely to be ill-equipped for
the relationship-forming tasks he faces in contexts outside his family. The
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previously semi-adaptive coercive and aggressive strategy which was at least
partially successful at home is maladaptive in new non-home settings. Using
this interpersonal style a child is unlikely to form stable and satisfying rela-
tionships with peers, teachers and other adults who find his aggressive and
coercive behaviour to be aversive. As he grows older his failure to establish
and consolidate successful social relationships further impedes the develop-
ment of pro-social skills and contributes to the development of a negative
self-image and a reduction in the self-confidence necessary to develop a satis-
fying interpersonal life. From this point the child has reached what Barbaree,
Marshall and McCormick call the intermediate outcome of the abusive fam-
ily experience which they characterise as a “syndrome of social disability”.
They describe five main features of the syndrome of social disability as fol-
lows: (i) an inability to establish and maintain intimate relationships; (ii) low
self-esteem; (iii) diverse anti-social and criminal attitudes and behaviours;
(iv) a lack of empathy; and (v) distorted thinking that supports and justifies
criminal behaviour.

While acknowledging that puberty heralds the emergence of new develop-
mental challenges for all young people, Barbaree, Marshall and McCormick
describe it as having an added significance for those whose life is character-
ised by the syndrome of social disability. During puberty the young person
“begins to desire a more intimate and sexual quality to some relationships”
(1998, p. 4). Boys from nurturing families establish successful and appropriate
intimate relationships as a natural outgrowth of their history of healthy rela-
tionships. In contrast boys from abusive family backgrounds may come to
have experiences of repeated failure in establishing intimate relationships
based on mutual sexual attraction. Consequently, they experience themselves
as powerless with regard to the establishment of healthy relationships and
ultimately feel excluded and emotionally isolated. This affects their self-
concept, particularly as concerned with masculinity, often leaving the young
person with strong feelings of anger and resentment. For some this anger and
resentment becomes directed at the object of desire, namely, intimate contact
with others based upon sexual attraction. Ill-equipped to achieve intimate
relationships through healthy interpersonal means the young person may
apply an aggressive, manipulative and coercive strategy learnt from negotiat-
ing relationships with early attachment figures. Such a young person may
seek sex either forcefully or with a younger and more vulnerable child. Such
sexual experiences achieved through force, manipulation or coercion establish
memories of sexual contact that may be elaborated into inappropriate sexual
fantasies which are subsequently reinforced through masturbation. Repeated
recall of such fantasies may promote an urge to act them out in reality.
Barbaree, Marshall and McCormick argue that this process establishes and
consolidates a conditioned interest in deviant sexuality. Once the young per-
son begins to sexually offend he becomes progressively more desensitised and
distorted in his thinking in relation to the distress of his victims and the fear
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of being caught. Barbaree, Marshall and McCormick also allow for the fact
that varying levels of severity may exist in both causal and outcome factors in
the development of juvenile and adult sexual abusers. Generally speaking
higher levels of severity of causal factors leads to more serious deficits in
social functioning and more serious levels of sexual deviance.

In summary they see the following as the key but varying causal factors in
the development of sexual offending. (1) Disruption in relationships with
attachment figures. (2) Experiences of sexual, physical and/or emotional
abuse as a child. (3) Dysfunctional family relationships including parental
reinforcement of coercive, disruptive and aggressive behaviour. (4) Inherent
temperamental factors that predispose impulsiveness. (5) The emergence of
a syndrome of social disability. (6) A failure to achieve normal relationships
in adolescence. And (7) the replacement of normal sexual contact with abu-
sive sexual contact achieved through force, coercion and manipulation. An
advantage of the Barbaree, Marshall and McCormick model is that it offers a
developmental perspective on the emergence of sexually abusive behaviour.
Consequently it allows us to conceptualise the development of sexually abu-
sive behaviour in adolescents as well as adults. A limiting aspect of the model
is that it is a one-size-fits-all model based largely on working backwards from
observations made concerning adult men convicted of sexual crimes. Con-
sequently, if a more deviant and more serious type of sexual offender is
represented by those who are criminally convicted for their offences then this
model may have a particular relevance in helping us to understand the devel-
opment of a subset of the overall population of sexual offenders. As yet we
do not have empirical data that allows us to determine whether or not this is
the case.

The Hall and Hirschman quadripartite model

Hall and Hirschman (1991; 1992; Hall, 1996) identified the need for a model
that (a) unified theoretical ideas about sexual offenders; (b) accounted for
multiple aetiological factors in the development of offending behaviour; and
(c) reflected the observed heterogeneity among those who engage in sexually
abusive behaviour. Initially, Hall and Hirschman developed their model spe-
cifically in relation to adults who perpetrate sexual crimes against adult
women but subsequently extended their ideas to adults who sexually offend
against children. Essentially there are four components in the Hall and
Hirschman model that are designed to explain sexually abusive behaviour.
These are described below.

Component . The influence of physiological sexual arousal

Physiological sexual arousal factors are conceptualised by Hall and
Hirschman as a motivating influence that prompts people to engage in sexual
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behaviour. In adults who offend against children their sexual arousal deviates
from normal patterns and their behaviour is harmfully directed against chil-
dren. In those who offend against adults their sexual interests may not neces-
sarily be deviant as they are directed towards other adults. However, relatively
normative sexual drives are harmfully expressed when they disregard the
consent and well-being of other adults. For some of those who offend against
children or adults other non-normative features such as aggression and
violence may be part of the expression of a deviant sexual arousal.

Component 2. The influence of cognitive distortions

Like other theorists Hall and Hirschman identify distorted cognitions as an
important feature of sexual offending. They indicate that while physiological
arousal may motivate sexual offending behaviour, such drives are usually
evaluated cognitively by individuals before they are acted upon. People who
engage in sexually abusive behaviour may utilise a variety of distorted ways to
think about their arousal that promotes the likelihood that it will be trans-
lated into action. Consequently an offender may develop distorted ideas
about women or children such as “some women are just asking for it” or
“children know more about sex than most people think”. Alternatively, they
may have cognitions that allow them to ignore the impact of their behaviour
such as “this person really wants me to do this” or promote a belief that they
will not be detected for their crime such as “no-one will know it was me”.
Often cognitive distortions that offenders use to justify their behaviour reflect
aspects of distorted ideas about relationships, sexuality and gender that are
part of broader messages found in our culture.

Component 3. The influence of affective dyscontrol

Strong affective states such as depression, anger and hostility are regarded as
important features in psychological functioning that may also facilitate sex-
ual offending behaviour. Hall and Hirschman comment that often these types
of negative affective states precede sequences of distorted thinking that cul-
minate in sexual offending behaviour. According to their model sexually abu-
sive behaviour occurs when such affective states are felt deeply and in such a
strongly compelling way that they overcome normal emotional inhibitions
that should prevent sexually abusive behaviour such as guilt, moral conviction,
anxiety and victim empathy.

Component 4. Chronic personality difficulties that have their origin in
difficult early life experiences

The three preceding factors of physiological arousal, cognitive distortions
and affective dyscontrol are features of the Hall and Hirschman model that
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are transitory aspects of psychological functioning that have a role in motiv-
ating sexual offenders. They are not enduring states. Within the Hall and
Hirschman model their importance is acknowledged but on their own they
are regarded as probably insufficient to explain the occurrence of sexually
abusive behaviour. Hall and Hirschman theorise that these transitory states
are usually combined with more enduring traits, such as difficulties that are
reflective of harsh early life experiences. A range of early life experiences are
suggested that may be of aetiological significance in the development of
lasting personality difficulties that promote the likelihood of sexually abusive
behaviour. Interestingly, Hall and Hirschman include aspects of development
that may be experienced by many who do not engage in abusive behaviour,
such as parental divorce, large family of origin, parental or sibling criminal
behaviour, neglect, physical, emotional and sexual abuse, and poor socializa-
tion experiences. These are suggested as having the potential to promote the
development of lasting personality problems such as selfishness, remorseless-
ness, a tendency towards the exploitation of others, and an unstable antisocial
lifestyle. Such personality difficulties, depending on their severity, could
account for the chronicity of sexually offending behaviour.

It is important to note a number of features which Hall and Hirschman
have deliberately included in their model. Firstly, the model focuses on psy-
chological and interpersonal factors that they regard as having an important
aetiological role in the development of sexual offending. While they acknow-
ledge the influence of environmental factors that may inhibit (criminal sanc-
tions, unavailability of potential victims) or promote (alcohol misuse, contact
with a deviant peer group) offending behaviour they deliberately under-
emphasise their role in the development of sexual offending. Secondly, four
subtypes of sexual offender are suggested by the model where one of the four
factors is relatively more potent than the other three. Hall and Hirschman
propose that this feature of their model allows it to be used as a descriptive
framework accounting for the heterogeneity of sexual offenders. Consequently
individual offenders can be understood as belonging to one of four categories
depending on whether they were primarily motivated by (a) deviant sexual
arousal; (b) cognitive factors; (¢) affective factors; or (d) personality difficul-
ties. For each subtype all four factors are present to varying degrees but one
factor is regarded as dominant. Hall and Hirschman acknowledge that vari-
ous factor combinations could be utilized to delineate other subtypes of
offender but this would go beyond their stated intention to develop a parsi-
monious model. They regard the four factor based subtypes as offering suf-
ficient complexity to provide a useful description of most offenders. Thirdly,
the quadripartite model has implications for clinical work as different types
of offender will require approaches to assessment and intervention tailored to
reflect their primary motivational influence. Finally, the model is meant as a
middle ground between single-factor and complex multi-factor models of
sexually offending behaviour. It does not presume that all offenders are the
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same and at the same time does not presume that they are all extremely
different.

Woard and Siegert’s pathways model

Ward and Siegert (2002) outline a model of the development of individuals
who sexually abuse others that attempts to integrate what they regard as
the best elements of the Finkelhor, Marshall and Barbaree, and Hall and
Hirschman models. Their aim in doing so is to outline a comprehensive the-
ory. Ward and Siegert refer to their work as a pathways model as it outlines
five potential pathways that can lead to sexually abusive behaviour. Four of
the five pathways reflect a primary causal “mechanism” that significantly
influences the development of sexually abusive behaviour. However, Ward
and Siegert stress that although in each pathway one “mechanism” is
described as taking a leading causal role, each of the other mechanisms out-
lined in the model make an important contribution in all pathways. The fifth
pathway is characterised as a paedophilic sexual orientation combined with
major difficulties in all other areas described in the model.

Ward and Siegert begin the description of the pathways model by clarifying
what they mean in their use of the term mechanism. They state,

a mechanism is what makes things work or function and a dysfunctional
mechanism is one that fails to work as intended or designed. Examples of
dysfunctional mechanisms include impaired cognitive or behavioural
skills and mental states such as maladaptive beliefs and desires. Psycho-
logical mechanisms generating child sexual abuse constitute vulnerability
factors.

(2002, p. 332).

It is important to note that this definition usefully clarifies that Ward and
Siegert clearly mean that faulty mechanisms cause vulnerabilities to sexual
offending. However, when they refer to mechanisms that fail “to work as
intended or designed” they make no reference to who the designer or intender
is. One possibility is that they mean a design reflective of evolution by natural
selection. If this is the case then a key part of testing this aspect of their
model concerns the viability of the various mechanisms as the products of
the evolutionary process.

Pathway I:Intimacy and social skills deficits

The first pathway described by Ward and Siegert reflects the development of
sexually abusive behaviour as an outcome of a dysfunctional intimacy and
social skills mechanism. In this pathway sexual offending has its develop-
mental roots in childhood experiences of abuse and neglect combined with
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insecure attachment relationships with significant care-givers. This results in
an unhealthy or distorted internal working model organizing relationship
behaviour that inhibits the development of good and open relationships.
Poor quality relationships, and attachment styles reflective of insecurity,
promote the development of poor quality relationship skills, low self-esteem,
emotional loneliness and isolation. Consequently, a person who sexually
offends as an outcome of pathway 1 does so in a manner that primarily
reflects their intimacy and relationship related deficits. Pathway 1 offenders
typically begin their sexually abusive behaviour in adulthood replacing chil-
dren for adults as relationship partners. Sexually abusive behaviour often
follows an experience of rejection by adult partners (or potential partners), or
periods of relationship isolation. The offender treats the child he victimises as
a “pseudo-adult” or “surrogate partner” and develops distorted thinking that
is supportive of this view. This includes distorted thoughts that the child is
accepting of the adult offender’s sexual needs.

Pathway 2: Deviant sexual scripts

In pathway 2 the development of sexual offending is described as primarily
an outcome of a deviant sexual script. Ward and Siegert apply the notion of
sexual scripts offered by Gagon (1990) and Money (1986). Sexual scripts are
mental representations acquired by an individual during his life that reflect
relevant past experience. They subsequently organise and guide thoughts,
feelings and behaviour related to sexuality. Of overall relevance to Ward and
Siegert’s model, the experience of childhood sexual abuse may adversely
affect the development of healthy sexual scripts in a number of ways. How-
ever, in pathway 2 Ward and Siegert have a particular sexual script distortion
in mind. This pathway does not reflect a sexual script that promotes an
inappropriate partner (such as a child) or inappropriate behaviour (such as a
deviant act). In pathway 2, Ward and Siegert state, the major sexual script
mechanism dysfunction concerns what they refer to as the “context” in which
sexual behaviour is seen as acceptable. This contextual sexual script dysfunc-
tion equates sexual behaviour with the expression of interpersonal closeness.
Interpersonal emotions such as loneliness are misinterpreted as signalling
sexual needs. In adult relationships a person with this type of sexual script
dysfunction is unlikely to establish lasting close interpersonal relationships,
and is likely to find sexual intimacy with others to be impersonal and
unsatisfying. Given the “interpersonal closeness and sexual behaviour are the
same thing” confusion, any behaviours that a child may display to a pathway
2 offender that may reflect the child’s feelings of closeness are distorted by the
adult as a sexual expression. Similarly, any sexual behaviour by the adult is
internally misconstrued by the offender as an expression of interpersonal
closeness according to his dysfunctional sexual script.

Ward and Siegert state that a person on pathway 2 with its associated
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sexual script dysfunction, will experience four areas of difficulty which are
commonly found among those who sexually abuse others. These are deviant
patterns of sexual arousal, intimacy deficits, inappropriate emotional experi-
ences and inappropriate cognitive distortions. On pathway 2, sexual offend-
ing typically begins in adulthood and is more likely to be episodic rather than
continuous. Sexual offending will be associated with emotional loneliness and
relationship rejection. Self-esteem among this group of offenders is likely to
be low, reflecting experiences of interpersonal rejection. Children become the
targets of sexual behaviour for this group of offenders as an outcome of
opportunistic situational factors combined with the emotional and sexual
demands of the offender, rather than as an outcome of a dominating deviant
sexual orientation.

Pathway 3: Emotional dysregulation

The third pathway that leads to the development of sexually abusive
behaviour according to Ward and Siegert is characterised by emotional dys-
regulation. Emotional regulation is described as the ability of an individual
to control affective states in order to meet personal goals. A range of emotional
regulation difficulties are outlined by Ward and Siegert as having the poten-
tial to significantly influence the development of sexually abusive behaviour.
These include problems with the ability to recognise emotions, an inability to
adjust emotional states when they are experienced, anger management prob-
lems, the experience of strong negative affective states such as low mood or
high anxiety, and an inability to utilise appropriate social supports during
times of emotional difficulty. Pathway 3 offenders respond in one of two ways
to their emotional dysregulation. They either become overwhelmed and
sexually uninhibited by their emotional state, or they use sexual behaviour as
an inappropriate soothing strategy to allay their emotional dysregulation. In
light of this Ward and Siegert describe pathway 3 offenders as tending to
prefer sexual activity with age appropriate partners but shifting to sexual
activity with children at times of severe emotional dysregulation. Difficulties
with the regulation of emotions may be experienced in adolescence as well as
adulthood. Consequently, those on pathway 3 may begin their offending
behaviour during their teenage years. When they are not experiencing high
levels of stress this group will exhibit normal sexual interests and behaviours.
Pathway 3 offenders are unlikely to attempt to groom a “close” relationship
with a child prior to sexual assault. The self-esteem of this group may be low
or high depending on the individual concerned and the area of self-esteem in
question.
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Pathway 4: Anti-social cognitions

Pathway 4 in the Ward and Siegert model concerns a subgroup of offenders
whose sexually abusive behaviour is part of a wider pattern of more general
criminal behaviour. This subgroup holds a range of beliefs and cognitions
that support anti-social behaviour. The sexual abuse of children is one of
many anti-social acts, such as substance abuse, theft and violence, in which
this group engage. Pathway 4 offenders are likely to have difficulties with
impulsivity and often engage in behaviours consistent with conduct disorder
from childhood. More specifically their sexual offending behaviour is usually
reflective of their general anti-social outlook on life combined with
poorly controlled sexual impulses and opportunistic situational factors.
Consequently their offending behaviour may not reflect a persistent deviant
sexual preference directed towards children. Given that their abusive
behaviour is part of a broader pattern of long-standing criminal and anti-
social behaviour they may begin to engage in sexually abusive behaviour from
a relatively early age.

Pathway 5: Multiple dysfunctional mechanisms

Although those on pathway 5 of the Ward and Siegert model are referred to
as having multiple-dysfunctional mechanisms they are clearly described as
having a particular sexual script dysfunction that promotes child—adult sex-
ual activity in combination with pronounced difficulties in all of the other
pathway mechanisms. The inappropriately preferred sexual relationship of
adults in this category is with children. Consequently, Ward and Siegert refer
to them as “pure” paedophiles. They state that the development of a paedo-
philic sexual script among this group will usually reflect childhood experi-
ences of sexual victimisation, or exposure to sexual behaviour and material,
at a young age. Pathway 5 offenders often begin to sexually abuse others
before they reach adulthood. Ward and Siegert hypothesise that a feature of
this group is that they fantasise about sexual contact with children prior to
committing their first offence, reflecting their underlying paedophilic sexual
orientation. Ward and Siegert characterise pathway 5 offenders as (i) having
an early onset of sexually abusive behaviour; (ii) having ingrained cognitive
distortions regarding sexual activity with children; (iii) having deviant pat-
terns of sexual arousal in response to children; and (iv) experiencing positive
affect in response to their offending behaviour. Given their underlying sexual
orientation towards children they are unlikely to develop intimate and mature
relationships with other adults. They are also likely to have high self-esteem
as they believe their sexually offending behaviour is justified.

In summary, Ward and Siegert propose a model of the development of
sexually abusive behaviour with the aim of re-describing and incorporating
what they regard as the best elements of the ideas outlined by other theorists
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such as Finkelhor, Marshall and Barbaree, and Hall and Hirschman. In
doing so they outline five pathways that lead to the development of sexually
abusive behaviour. In each pathway there is a distinct psychological mechan-
ism that represents the primary dysfunction guiding the development of
sexually abusive behaviour. However, elements of each mechanism are found
on all pathways. In essence, Ward and Siegert offer a model that suggests five
subtypes of sexual offender, some of whom may begin to sexually abuse
others before they reach adulthood. Although Ward and Siegert outline a
number of the features they regard as characteristic of those on each of the
five pathways, substantial work is required to empirically evaluate the merits
of this model and its value in guiding assessment and intervention.

Lane’s sexual abuse cycle

Lane (1997) has outlined a model termed the sexual abuse cycle that has
found widespread use in intervention programmes for young people with
sexually abusive behaviour. Essentially it consists of a description of sexually
abusive behaviour as part of a maladaptive response to stressors in a young
person’s life. This maladaptive response is characterized by misinterpreta-
tions of the meaning of events; misinterpretations of the meaning of other
people’s behaviour; distorted ideas developed by young people concerning
themselves, power, and interpersonal interactions; compensatory responses
that include sexually abusive behaviour; transitory feelings of guilt; and cog-
nitive distortions that promote repetition of the abuse cycle. Lane’s model is
based on her observation of the similarities in the build-up, commission and
response to sexually abusive behaviour across different youths attending for
assessment and intervention. The model attempts to extract what is common
in the triggering events, feelings, cognitions and behaviours. It is Lane’s
observation that when the cycle is personalised, the situations, thoughts, feel-
ings and behaviours are given a meaningful personal context for a young
person who has abused. However, the underlying blue-print is the same, with
each factor interacting in a way that builds a process leading to, and following
on from, sexually abusive behaviour. In its application this model can help a
young person to understand the pattern underlying their behaviour as a pro-
gressive interaction between situations, thoughts, feelings and behaviours
rather than something that emerges without build-up or warning. It is hoped
that this insight can be used to help young people deal with those aspects
of their life experience that have been a part of their offence cycle and take
steps to ensure that in the future they manage precursors to harmful
behaviour in a preventative manner. Importantly, the cycle is a descriptive
model and is not meant as a representation of causal factors leading to
sexually abusive behaviour.

Lane outlines a number of concepts which are central to understanding
and applying her model. These can be described as follows: (1) Sexual abuse is
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any act of sexual behaviour that occurs in the absence of consent and may
involve exploitation, manipulation, coercion or force. It is characterized by
some pre-thought on the part of the perpetrator and is in part an unhealthy
expression of non-sexual needs. (2) Control-seeking and dominance are two
important organizing aspects of the behaviour of young people who engage
in abusive behaviour. Much of the cycle behaviour (both sexual and non-
sexual) can be understood as an attempt by the young person to manage his
environment and other people by controlling or dominating them. In doing
so the young person is believed to be attempting to enhance his sense of self-
adequacy in interpersonal and environmental interactions. (3) The compensa-
tory aspects of behaviour provide another key to understanding the abuse
cycle. Many of the behaviours of the cycle, including control-seeking and
dominance, will, in part, be motivated by damaging attempts by the young
person to compensate for powerful feelings of anxiety, helplessness, vulner-
ability, lack of control and sense of loss. (4) Sexual arousal and anticipation
are part of the young person’s experience during the abuse cycle. Both pro-
vide strong psychological and physiological reinforcement of behaviour. In
addition sexual arousal, sexual fantasy and sexual anticipation may be part
of a process that provides the young person with some degree of self-soothing
in response to the feelings of anxiety, vulnerability and lack of control.
(5) Cognitive distortions are features of the young person’s psychological
functioning throughout the abuse cycle. The origin of many of these dis-
torted ways of thinking can usually be traced back to important aspects of
the young person’s developmental experiences in the world, particularly those
that promote a view of the world as a harsh place or of individuals as worth-
less. Cognitions with various themes are apparent at different stages of the
abuse cycle. Their differing themes function to promote progression through
the cycle. Typical themes found in distorted thinking at different points in the
cycle include negative self-perceptions; thoughts about complete rejection or
disrespect from others; cognitions that justify or rationalize criminal or anti-
social behaviour; thoughts that misrepresent the experience of those victim-
ised by sexual abuse; and cognitions that allow the young person to negate
and set aside any feelings of guilt they may experience in relation to their
abusive behaviour. (6) An addictive and compulsive quality is apparent in some
aspects of cycle behaviour. Lane acknowledges that while cycle behaviour is
not truly addictive in the sense of alcohol or substance addiction, some
aspects have an addictive quality. In particular, the experience of compulsions
and impulsive urges to engage in abusive behaviour; the need to increase the
intensity of feelings of excitement and danger as abusive behaviour becomes
more habitual; the relief of unpleasant internal states such as anxiety; and
the eventual narrowing of the repertoire of coping skills to maladaptive
strategies such as abusive behaviour directed towards others.

Lane suggests that it is useful to think of the abuse cycle as consisting of
three main phases. 4 precipitating phase where the young person perceives
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an event or personal interaction as problematic. This elicits feelings of
dread, rejection and hopelessness. The young person responds with avoid-
ance behaviours. A compensatory phase where the young person attempts to
compensate for his feelings and actions through sexual and non-sexual abu-
sive and power-based thoughts, feelings and behaviours. An integration
phase where the young person attempts to assimilate his abusive behaviour
without further undermining his sense of self. Typically this involves a pro-
cess of suppression where the young person denies to himself (a) that his
abusive behaviour was problematic or (b) that he may be unable stop himself
from repeating it in the future. Lane describes each phase in detail as
follows.

The precipitating phase of the abuse cycle

The precipitating phase begins with an event that elicits a maladaptive
response from a young person that reflects core distorted beliefs about him-
self, his abilities and the world. In response to such an event the young person
thinks that he is being treated unfairly, and that this treatment reflects the fact
that there is something wrong with him, and he imagines an outcome where it
is inevitable that he will continue to be treated in a similar fashion in the
future. He responds with an attempt to escape the imagined future outcome
and his current thoughts and feelings, through suppressing or avoiding them.
Lane points out two key processes that need to be understood in the precipi-
tating phase. Firstly, we need to understand the potential origin of these core
beliefs. Secondly, we need to understand the more superficial events that
trigger these core beliefs. The core beliefs are established by events which
place the young person in a situation where he feels helpless, lacking in con-
trol and abandoned. Lane gives an example of a young child who witnesses
his father being physically violent towards his mother. This child is likely to
feel afraid and vulnerable and may try to intervene. The child’s intervention if
attempted will be ineffective. Regardless of whether or not the child tried to
stop the violence he is likely to have thoughts and feelings such as “I should
have been able to help my mum”; “I’m useless because I can’t stop dad from
hurting mum”; “I am no good because I won’t be able to stop dad from
hitting mum in the future”. Lane reports that in her experience the most
commonly reported historical events that contribute to the development of
core beliefs related to the precipitating phase of the cycle are family violence,
family dysfunction, parental divorce, death of a significant other, death of a
pet, change in environment, sexual, physical or emotional abuse, awareness of
family members’ involvement in deviant sexual behaviour, and experiences of
humiliation. In contrast the more superficial proximal events that may trigger
the abuse cycle’s core beliefs are varied but often less dramatic. Lane cites the
following as some examples; feeling put down or challenged, poor school
grades, rejection by peers or others, changing school, lacking skills, conflict in
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relationships, conflict with authority figures, losing a game, losing a friend,
and embarrassing situations.

In summary, during the precipitating phase the young person’s distorted
thinking reflects ideas such as: I am unfairly victimised in this situation
(“Poor me”); I am alone and uncared for (“No one cares about me”); and
generalisations that the situation is always going to be repeated (“Its always
the same”). Feelings include hopelessness, powerlessness, fear, embarrass-
ment and humiliation. Behaviour has an avoidance aspect to it such as avoid-
ing contact with friends or family, retreating to one’s room, engaging in
solitary activities, playing computer games alone, substance misuse, excessive
daydreaming or excessive sleeping.

The compensatory phase of sexual abuse cycle

In the compensatory phase of the abuse cycle the young person begins to
move from a victim stance combined with an avoidance strategy to a position
that allows an improved self-perception. Typically this is achieved by the
young person shifting their perception of who is responsible for the triggering
event from an internal to an external attribution of blame. That is, they begin
to become angry towards other people they perceive to be involved in the
event and blame them for the situation. The young person may express their
anger through a variety of behaviours that are initially non-sexual. Con-
sequently the young person may bully or pick on others, or refuse to do as
they are asked by parents, teachers or others in positions of authority. Part of
a young person’s compensatory response may be fantasies where he adopts a
role of being powerful and in control. He may imagine himself responding in
a different and more powerful way to the cycle-triggering event, or refusing to
do as expected by others, or bullying people perceived to be weaker, or gain-
ing revenge on those perceived to be stronger. Fantasies with these themes
provide the young person with an enhanced sense of self and may to some
extent be acted out in reality. In addition some compensatory power-based
fantasies have a sexual content. A young person may imagine himself having
sexual contact with someone who is very popular, or very attractive, or per-
haps someone famous. Sexual fantasies may incorporate coercive or abusive
behaviours or sexual contact with someone younger or more vulnerable.
These types of sexual fantasies, and more specifically their coercive and abu-
sive content, may become reinforced for a young person when coupled with
masturbatory behaviour. Initially a young person may be inhibited from act-
ing out abusive sexual fantasies because it violates their code of acceptable
behaviour or out of fear of getting caught. However, over time this inhibitory
effect lessens and the young person may move from fantasy to real behaviour.
In doing so a young person may begin to plan an offence. He may select
or groom a person to victimise, evaluate the likelihood of getting caught,
think of an opportunity to exploit, make a decision to engage in the abusive
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behaviour and take steps to minimise or prevent detection. Distorted think-
ing may be used by the young person to justify his behaviour to himself
(“He’s too young to know what’s happening”), portray the potential victim as
an object or in a depersonalized manner (“She’s begging for it dressed like
that”), or reflect what Lane terms super-optimism (“They’re so stupid,
no-one will be able to catch me”). The build-up to sexually abusive behaviour
is usually accompanied by physiological arousal and a thrilling affect for the
young person. The outcome of this phase of the abuse cycle is that the youth
sexually abuses another person.

The integration phase

During the final phase of the sexual abuse cycle a young person attempts to
assimilate the fact that he has sexually abused another person. However, this
is rarely reflective of a concern for the harm inflicted on the person victim-
ised. After the abusive behaviour the young person may begin to lose his sense
of self-adequacy and control. His initial response may be concerned with why
the perpetration of the offence did not live up to the level of gratification or
excitement anticipated in fantasy. This results in the first thinking distortion
of the integration phase which Lane terms the “Reinforcing distortion”. The
young person avoids feelings of inadequacy or disappointment by congratu-
lating himself on his behaviour (“I was great”; “I showed her”). However, he
may now fear that he will be caught and that this will result in punishment
from others and public humiliation. The solution to these fears for most
young people is to engage in what Lane calls a “Control distortion” (“He’s so
scared of me he’d never tell”; “She has no clue who I am”). However, the
young person is usually left with residual self-doubts about his behaviour.
Some wonder if they are sick or weird. Some feel that they have lost control.
Others continue to worry that they will be caught. This leads to a “Suppres-
sion distortion” where the young person denies he has a problem and tells
himself that he is in control and normal (“There’s no need to worry because
I'll never do it again”; “I’'m not weird, lots of people do it”). Despite the
reassuring nature of these distortions, feelings of anxiety and self-doubt per-
sist. The maladaptive and illusory sense of self-adequacy of the compensa-
tory phase has been shattered and the young person is susceptible to respond
in an overly-sensitive manner to events where he perceives himself slighted,
rejected or inadequate, such as those that initiated the cycle. Consequently he
is more vulnerable to repeat his cycle of sexually abusive behaviour.

The Rasmussen, Burton and Christopherson trauma
outcome process

Rasmussen, Burton and Christopherson (1992) outline a sophisticated model
that describes sexually abusive behaviour in children as one of three possible
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response wheels following a traumatic experience. The three response wheels
open to children according to this model are: (1) Recovery; where the child
expresses and processes feelings associated with his traumatic experience and
reaches a point of resolution and acceptance. (2) Self-victimisation; where the
child internally suppresses his trauma-related emotions and develops person-
ally harmful thoughts, behaviours and emotions. (3) Assault; where the
child identifies with the person responsible for his traumatic experience
and engages in a range of abusive behaviours directed towards others.
Rasmussen et al. developed their model based upon their work with children
aged between four and twelve years with what they term “sexually reactive
behaviour”. Central to their work is an attempt to distinguish why some
children respond to trauma by victimising others while other children with
similarly traumatic experiences do not. Their model incorporates elements
of the work of other theorists such as Lane, and Finkelhor. It also has a
relevance for adolescent and adult abusers.

The starting-point of the Rasmussen et al. model is that a child has a
traumatic experience. This may take the form of sexual victimisation or
another kind of trauma such as emotional or physical abuse. Rasmussen ez al.
point out that the impact on a child of these types of experiences can be
diverse and are well documented in the literature. However, from the point of
view of their model, particular emphasis is given to two factors that influence
the impact on a child of being abused. These are: (a) the way a victimised
child may be confused by, or adopt as his own cognitions, the distorted
messages regarding the abuse expressed by the perpetrator. These echoes of
the cognitive distortions of the offender are referred to as “trauma echoes”.
And (b) triggering events, defined as any situation provoking strong feelings
in the victim that are reminiscent of the original trauma. These feelings
demand release or expression. Rasmussen et al. argue that even children must
make some level of choice about how to respond to the surfacing emotions
aroused by triggering events. The outcome of a child’s choice of response is
in essence one of the model’s three wheels of potential response: recovery,
self-victimisation or assault. Embarking on a particular wheel does not pre-
clude an individual from following a different wheel at another time or con-
text, for example a child who responds to trauma in a self-victimising manner
may at times engage in healthy recovery, or under certain conditions engage
in abusive behaviour towards others. A description of each of the three
response wheels is given below.

The recovery wheel

Rasmussen, Burton and Christopherson’s recovery response to trauma con-
sists of a number of steps. Children begin their journey towards recovery
by working through feelings of denial and anger. At a developmentally
appropriate level they acknowledge the losses their experience has brought to



A review of theoretical models of sexual offending 57

them, such as loss of innocence, trust, self-esteem. They reject the trauma
echoes that resonate from the distorted cognitions expressed by the abuser.
They place responsibility for the abusive behaviour with the perpetrator and
accept responsibility for their own recovery. They find a means of healthy
expression for the array of feelings they have in response to their experience
(e.g. sadness, hurt, fear, anger, shame, embarrassment, betrayal, guilt). In
time they come to view their victimisation as an unfortunate part of their
life experience and continue their development free from the potentially
unhealthy influence of that aspect of their past.

The self-victimisation wheel

In contrast to the recovery wheel some children may respond to traumatic
experience by engaging in a process that leads to self-victimisation. Again this
process is made up of a number of steps. The child responds to triggering
events by repressing his emotions. This leads to what Rasmussen ez al. refer to
as a constriction of affect where the normal range of a child’s emotional
expression becomes limited. However, the child’s bottled-up feelings ultim-
ately find uncontrolled and sublimated release in a manner that is personally
harmful. A child in this situation may develop low self-esteem, and develop
cognitive distortions about himself, the world and the future that incorporate
the distorted ideas expressed by the abuser. In short, trauma echoes become
internalised and elaborated. Ultimately this may lead to anxiety, depression
and self-destructive behaviours such as self-harm, suicide or substance misuse.

The assault wheel

Alternatively a child may respond to triggering events that elicit emotions
related to trauma by engaging in abusive behaviour directed towards others.
In the self-victimisation wheel trauma echoes become internalised and dir-
ected against the self. In the assault wheel they are externalised and used to
justify abusive behaviour towards others. These thinking errors promote fan-
tasies of getting back at people. This can lead to the planning and execution
of abusive behaviour. The abusive behaviour produces a mixture of emo-
tional responses for the child, including the release of pent-up feelings regard-
ing personal victimisation, plus a sense of empowerment, shame, fear and
disgust.

An important question that the Rasmussen ef /. model attempts to answer
is why some children respond to experiences of victimisation by being abusive
towards others while other children respond to essentially similar trauma
with either healthy recovery or self-victimisation. Rasmussen and colleagues
attempted to explain this with reference to what they observed to be import-
ant differences in the characteristics of children who develop an assault wheel
response. They outline five characteristics that make children more vulnerable
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to engage in sexually abusive behaviour in response to trauma. These are (i)
prior traumatisation; (i) inadequate social skills; (iii) experiencing a lack of
social intimacy; (iv) impulsiveness; and (v) a general lack of accountability
for their behaviour. They term these the “five precursors that lead to vulner-
ability to offend sexually” (1992, p. 35). Each of the five precursors are
described below in more detail and the authors suggest that they should be
added to Finkelhor’s four preconditions to sexually abusive behaviour (as
outlined earlier in this chapter) for a fuller understanding of children who
engage in sexually harmful activity towards others.

Precursor |. Prior traumatisation

Rasmussen and colleagues emphasise the significance of prior traumatic
experience, particularly sexual victimisation, in the emergence of sexually
abusive behaviour in children. However, they acknowledge that sexual victim-
isation is not the only form of traumatic experience that may lead to sexually
abusive behaviour. Other forms of trauma such as physical or emotional
abuse may also open up a developmental pathway leading to sexually abusive
behaviour if paired with other experiences that promote a sexualisation
of behaviour. These other experiences might include witnessing the sexual
behaviour of others, exposure to sexually explicit material, or attachment be-
haviour being assuaged by sexualised contact. In fact some authors
emphasise the relative contribution to the emergence of sexually abusive
behaviour in children made by experiences of prior physical rather than
sexual victimisation (Cavanagh Johnson, 1999).

Precursor 2. Inadequate social skills

Good social skills help to provide a child with good social support. Children
with inadequate social skills are less likely to have well developed networks of
friends and care-givers to support them in their development and help them
cope with stressful experiences. This lower level of social support generally
makes them more vulnerable to the development of sexually abusive behaviour
in response to traumatic experiences.

Precursor 3. Lack of social intimacy

A lack of social intimacy is to some degree related to whether or not a child
has adequate social skills. However, Rasmussen and colleagues make the
distinction that even if a child lacks social skills this does not preclude them
from developing appropriately intimate relationships with important people
in their lives, usually their parents. Rasmussen et al. define social intimacy as
“a relationship in which both parties are allowed a sense of self while engaging
in mutually satisfactory interactions” (1992, p. 36). A good experience of
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social intimacy helps a child develop a healthy sense of self and defines
boundaries and relationships between self and others. According to the
trauma outcome model children who do not have good social intimacy
experiences and their associated protective influence on self/other boundaries
are more likely to respond to personal trauma by being abusive towards
others.

Precursor 4. Impulsiveness

A fourth precursor to the development of sexually abusive behaviour in chil-
dren outlined in this model is impulsiveness. Rasmussen ez al. acknowledge
that compared to adults, children are generally more impulsive. However,
they argue that children who develop sexually abusive behaviour tend to have
generalised impulse control problems in comparison with the average levels
found among their peers. Impulsiveness is not only an important part of their
problematic sexualised behaviour but is also frequently a feature of other
difficulties such as attention deficit problems, anger management difficulties,
and oppositional or conduct disordered behaviour. Impulsive children at risk
of engaging in sexually harmful behaviour towards others are at a disadvan-
tage because they are less likely to respond to internal inhibitors that may
otherwise prevent its emergence.

Precursor 5. Lack of accountability

Children who have developed a general sense of accountability regarding
their behaviour and its potential impact on others are less likely to respond to
personal trauma by engaging in abusive behaviour towards others. Children
who generally lack accountability for their behaviour are at increased risk of
responding to trauma by victimising others.

The Rasmussen, Burton and Christopherson model has a number of
strengths. In particular it delineates three responses to trauma in children
ranging from healthy recovery, to dysfunctional adjustment, to the sexual
victimisation of others. It also attempts to increase our understanding of
vital differences that contribute to some children responding to traumatic
experiences by embarking on a developmental pathway that leads to
recovery or self-victimisation from those small portion of children who
respond by developing abusive behaviour towards others. It provides a
number of hypotheses that can be tested empirically. Finally it has contrib-
uted to the development of ideas on assessment, formulation and interven-
tion with children who present with sexually abusive behaviour towards
others. Limitations of the Rasmussen, Burton and Christopherson model
are that it may over-emphasise the role of choice on the part of children in
response to their traumatic experiences. While it identifies characteristics
that make some children more vulnerable to developing abusive behaviour
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towards others it does not describe the differentiating characteristics
of those children who are more likely to respond with healthy recovery or
self-victimisation.

Conclusions

In this chapter we have outlined the main theoretical models that describe the
development and maintenance of sexually abusive behaviour in children,
adolescents and adults. They reflect the experience of thoughtful practi-
tioners and researchers who have been at the forefront of developing a body
of knowledge in the field of sexual offending. These models have become
increasingly complex in the number of typologies they offer and make a
useful contribution in helping practitioners make sense of clients who engage
in abusive behaviours towards others. They have also been used to guide
assessment and intervention techniques. However, the challenge that faces us
at present is to subject these models to stringent empirical research that helps
us to ensure their further development and appropriate application in clinical
work that effectively allows us to intervene to reduce the risk of further sexual
harm within the community.
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Chapter 3

A review of the research
literature on young people who
sexually abuse

Kevin Epps and Dawn Fisher

Introduction

This chapter provides an overview of the empirical research literature on
sexual offending by young people. Whilst information is lacking about the
factors associated with sexual offending in undetected juvenile sexual
offenders, studies into juveniles whose sexual offences do come to light often
reveal the presence of a variety of psycho-social problems. Empirical studies
provide evidence about the nature and extent of these problems, the degree to
which they vary according to type of sexual offence, and the extent to which
they are unique to sex offenders.

As one can only know about the cases which have been identified it must be
acknowledged that they are likely to represent a somewhat biased sample. It is
also important to acknowledge that sex offenders are not a homogenous
group and thus different patterns of characteristics are likely to be associated
with different typologies of offender. A number of studies do not consider
these typologies separately but rather as a whole group which can mask
important differences. These factors must be borne in mind when considering
the findings of the various studies.

The majority of adolescent sexual offenders are male, accounting for 85
per cent of the known sample (Faller, 1990; Kelly ez al., 1991). To date there
are few published studies of female adolescent sexual offenders and so unless
specified all the studies reviewed focus on males. Females will be considered
in a brief section in this chapter.

Literature review

Antisocial behaviour and delinquency

Several authors have suggested that sexual offending may have more in
common with other coercive behaviours, such as bullying, than with sexual
gratification (Metzner, 1987; Palmer, 1988; Ryan et al., 1987). Antisocial ten-
dencies (Malamuth, 1986), nonconformity (Rapaport and Burkhart, 1987),
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impulsivity (Calhoun, 1990), low socialization and low responsibility (Rapa-
port and Burkhart, 1984), have all been linked to sexual aggression. It is well
known that the problems of conduct disorder and delinquency in young
people are associated with a variety of psychosocial problems (Herbert, 1987,
Johnson, 1979), some of which are also found in those who sexually offend
(Jacobs et al., 1997). France and Hudson (1993) suggested that “theoretical
and treatment formulations for non-sexual disturbances of conduct may have
useful explanatory power for at least some types of juvenile sexual offending”
(p. 225).

Individual characteristics that have been linked to delinquent behaviour
include deficits in: cognitive functioning, associated with low 1Q (Quay,
1987); moral reasoning (Arbuthnot et al, 1987; Blasi, 1980); social skills
(Freedman et al, 1978); social problem-solving skills (Kennedy, 1984);
self-esteem (Gold, 1978; Kaplan, 1980); impulse control (Reppucci and
Clingempeel, 1978); and the capacity for affective empathy and cognitive role-
taking (Kaplan and Arbuthnot, 1985; Goldstein and Glick, 1987). Further
research is needed to clarify which types of problem are common to both
sexual and non-sexual offending, and the extent to which these vary accord-
ing to type of sexual offence.

A number of studies have reported high levels of conduct disorder and
delinquency in adolescent sexual offenders. Becker, Cunningham-Rathner
and Kaplan (1986), for example, found that 50 per cent of their sample of
juvenile male incest perpetrators had a record of previous non-sexual arrests,
and that 63 per cent of those available for psychiatric assessment could be
diagnosed as conduct disordered. Several other studies have reported similar
findings (Awad and Saunders, 1989; Awad et al., 1984; Carpenter et al., 1995;
Fehrenbach et al., 1986; Hawkes et al., 1997; James and Neil, 1996; Kavoussi
et al., 1988; Moody et al., 1994; Pierce and Pierce, 1987; Richardson, Graham
et al., 1995; Saunders et al., 1986). In one of the few comparative studies,
Awad et al. (1984) compared twenty-four male juvenile sexual offenders with
a group of other matched delinquents and found that the similarities in
associated factors outweighed the differences between the groups. The two
groups were more alike than not on measures of the prevalence of psychiatric
disturbance and psychiatric history, violence and sexual deviance among
their parents, disruptions in parent—child relationships, inadequate parenting,
a chronic history of school problems, and past delinquencies. The differences
comprised a higher prevalence of middle-class boys, lower intellectual func-
tioning, and less truancy, alcohol abuse and temper tantrums among the
sexual offenders. However, the findings of this study are limited by the small
sample size and the failure to distinguish between the various kinds of juven-
ile sexual offender. It seems likely that the nature and extent of differences
found between sexual offenders and non-sexual offenders will depend on the
type of sexual offender included in the study.

Evidence that this may be the case comes from another controlled study, by
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Blaske er al (1989). They found significant differences between the two
groups, casting doubt on the suggestion that sexual and non-sexual disturb-
ances of conduct share a common aetiology. Blaske et al. compared a group
of aggressive “hands-on” juvenile sexual offenders with assaultive offenders,
non-violent offenders and non-delinquent adolescents, with a particular
focus on emotional and interpersonal deficits. They found that the sexual
offenders displayed more evidence of disturbed emotional functioning
and peer relationship difficulties, whereas their family functioning was more
similar to that of non-delinquents. The authors concluded that sexual
offenders did not fit contemporary models of juvenile delinquency, which
place particular emphasis on differential affective ties to conventional and
deviant socialization agents. This study, however, did not distinguish between
sexual offenders whose offences had been restricted to child molestation and
those who had assaulted female peers or women.

There is in fact considerable variation in the reported rates of non-sexual
offending among juvenile sexual offenders. Lewis et al. (1979) found that all
of the male adolescent sexual offenders in their study had a history of non-
sexual offending. In contrast, O’Callaghan and Print (1994), in one of the few
British studies, described the juvenile sexual offenders referred to their com-
munity treatment programme in Greater Manchester (known as G-MAP) as
being less delinquent than other groups of young offenders. Compared to
twenty-eight male juveniles with a history of non-sexual offending, the fifty
male sexual offenders engaged in less substance abuse, theft, criminal dam-
age, car crime and violence. Bladon (2000) in another UK-based study
reported on a sample of 166 young people referred to a service for abusive
sexual behaviour. She reported the rates of various anti-social behaviour as
follows: aggressive behaviour (70%), bullying (44%), vandalism (38%), fire-
setting (26%), cruelty to animals (20%), shoplifting (20%), drug abuse (15%)
and alcohol abuse (10%). The differences in these two studies highlights the
effect of considering different samples.

It seems likely that the range of rates of non-sexual offending is partly
explained by the type of sexual offending, which varies between studies but is
not always made explicit (Davis and Leitenberg, 1987). The sexual offenders
in the study by O’Callaghan and Print (1994), for example, were all child
molesters, whose offending had not been especially physically violent. There
is evidence that more serious and physically aggressive hands-on sexual
offending is associated with higher rates of non-sexual offending (Kavoussi
etal., 1988; Lewis et al., 1979; Smith, 1988) and with sexual offending against
female peers and women (sexual assaulters), where greater force is required to
overpower the victim (Richardson, Graham et al, 1995). Further, sexual
assaulters are twice as likely to be diagnosed as conduct disordered, or to
have committed other acts of violence than are other adolescent sexual
offenders (Kavoussi ez al., 1988; Van Ness, 1984). In addition, Calhoun et al.
(1997) found that delinquency was the strongest predictor of both coercive
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sexual behaviour and attraction to sexual aggression toward women in
a sample of sixty-five non-offending young men from a rural community.
Failure to adequately control for type of sexual offending, especially accord-
ing to victim age and degree of violence, may help to explain the varying rates
of delinquency found in samples of juvenile sexual offenders. In a recent
British study, Epps (2000) controlled for type of offence. He compared four
groups of twenty-seven male juvenile offenders, in which two of the groups
comprised boys who had sexually assaulted children only (child molesters),
and boys who had sexually assaulted women and female peers only (sexual
assaulters). The remaining two groups had committed either violent non-
sexual offences, or property offences only. Although some of the child
molesters did have an extensive history of delinquency, compared to the three
other groups this group had significantly fewer recorded criminal offences,
fewer criminal convictions, lower levels of self-reported delinquency, and lower
levels of alcohol and substance abuse. The finding that child molesters are, on
the whole, less delinquent, suggests that the development of sexual offending
behaviour against children is less influenced by factors commonly associated
with the development of delinquency. For example, Epps found that whilst
both sexual offender groups had peer relationship difficulties, these were
characterized by social isolation and victimization through bullying in the
child molester group. In contrast, the difficulties in the sexual assaulter group
resulted from violence and aggression toward peers and association with
other, like-minded, delinquent peers, sometimes as part of a gang. Overall,
they were more likely to have friends and to function as part of a peer group.

Much of the research into juvenile sexual offending has looked at adolescent
sexual offenders in offence-specific community treatment programmes, which
tend to focus on child molesters and are unlikely to accept boys who have
been particularly physically violent or delinquent. This is acknowledged by
Manocha and Mezey (1998), who describe the background characteristics of
fifty-one adolescents referred to a British community assessment and treat-
ment facility for young sexual abusers. They note that their sample “is more
likely to represent those at the less abusive and delinquent end of the spec-
trum” (p. 600). It seems likely that the most violent, delinquent adolescent
sexual offenders are less often referred to community treatment programmes.
Rather, they are more frequently subject to the full force of the criminal
justice system, and sentenced in similar ways to other young offenders. Some
may find themselves placed in the penal system, and form part of a group of
violent, delinquent adolescent sexual offenders about whom relatively little
is known. Evidence for this comes from a study by Puri ef al. (1996). They
found that, of the young offenders detained in a Young Offender Institution
(YOI) under a sentence reserved for the most serious kinds of juvenile offend-
ing, 26 per cent had index offences involving serious sexual crime (rape,
attempted rape, indecent assault).

Whatever the case, it seems that adolescent sexual offenders with an
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extensive history of conduct disorder and delinquency are likely to require
more intensive treatment, often in a residential treatment setting (Hagan and
Cho, 1996). Some time ago, Rutter and Giller (1983) observed that the man-
agement and treatment of sexual assaulters is a particularly daunting task
because all the well-known difficulties in dealing with juvenile delinquents
apply to them, as well as the issue of how to manage their sexual aggressive-
ness. In looking at the reconviction rates among fifty adolescent sexual
offenders two years after leaving a state juvenile correctional facility, Hagan
et al. (1994) found that only 8 per cent reoffended sexually, whilst 46 per cent
committed some other type of criminal offence. It is now widely reported that
adolescent sexual offenders may be more at risk of committing new non-
sexual offences than of reoffending sexually (Weinrott, 1996). Schram et al.
(1991) reported that 10 per cent of their sample of 194 adolescent sexual
offenders reoffended sexually within six years compared to 48 per cent who
reoffended non-sexually. Kahn and Chambers (1991) also reported very simi-
lar results with a sample of 221 adolescent sexual offenders, 7 per cent re-
offending sexually and 37 per cent non-sexually within twenty months of their
discharge. These findings suggest that it would be a mistake for treatment
programmes for delinquent juvenile sexual offenders to be so sexual-offence
specific that they fail to address the broader psychosocial problems associated
more generally with criminal behaviour. Given the stability of antisocial
and aggressive behaviour (Loeber, 1982; Moffitt, 1993), the violent sexual
offenders may also have a higher risk of re-offending against others. Indeed,
Henderson et al. (1988) reported that about one-half of the adolescents in
their treatment programme who had victim-related criminal histories prior to
the sexual offence continued to exhibit sexually aggressive behaviours after-
wards. However, Hagan ef al. (2001) in an eight-year comparative study and
follow-up of incarcerated juveniles reported that delinquency was a risk fac-
tor for future sexual offending; there were no differences in level of risk of
sexual offending between those who offended against adults or children
(Hagan et al., 2001). The re-offending rates for the different groups were as
follows: child sexual offenders (20%), rapists (16%) and non-sexual offending
delinquents (10%). Consideration of delinquency obviously has important
implications for the clinical assessment of risk of re-offending in juvenile
sexual offenders and the development of management strategies to reduce
risk to others (Epps, 1997).

Educational and academic problems

It appears that most juvenile sexual offenders have problems in school, and
underachieve academically, one of the few consistent findings in the research
literature (Awad et al., 1984; Bagley, 1992; Dolan et al., 1996; Epps, 1991;
Fehrenbach et al., 1986; Gomes-Schwartz, 1984; James and Neil, 1996; Lewis
et al., 1979; Lonczynski, 1991; Manocha and Mezey, 1998; Pierce and Pierce,
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1987; Richardson, Graham et al., 1995; Saunders and Awad, 1988). Over
80 per cent of the sexual offenders described by Awad et al (1984) had
experienced learning and/or behavioural difficulties during some part of their
school career, with a high proportion receiving remedial education (71%).
Similarly, Fehrenbach ez al. (1986) found that only 57 per cent had attained
their appropriate or superior grade placement; 56.2 per cent of the sample
described by Dolan et al. (1996) required special schooling, with 44 per cent
truanting on a regular basis; and only 41.9 per cent of the offenders described
by James and Neil (1996) attended secondary school on a regular basis. Ryan
et al. (1996) reported that 60 per cent of adolescent sexual offenders had a
history of truancy, learning disabilities and learning problems at school.
Monck and New (1996) found that 33 per cent of their sample had statements
of special educational needs, which was significantly higher than would be
found in the non-psychiatric adolescent population.

However, educational and academic problems are not unique to juvenile
sexual offenders. The association between educational failure and juvenile
delinquency has been recognized for many years (West and Farrington, 1977)
and the evidence suggests that there are few, if any, discernible differences
between juvenile sexual offenders and non-sexual offenders in this area
(Fehrenbach et al., 1986; Lewis et al., 1979; Tarter et al., 1983). However,
Awad and Saunders (1989) did find evidence of more serious chronic learning
problems in a sample of court-referred adolescent child molesters, compared
to other male delinquents matched for age, socio-economic status and time of
referral. Similarly Epps (2000) found that child molesters were significantly
more likely than other types of offenders to have mild or specific learning
difficulties.

Intellectual and neurological problems

Several studies have found lower levels of intellectual functioning in juvenile
sexual offenders (Atcheson and Williams, 1954; Awad, et al., 1984; Lewis
et al., 1981; Sauceda, 1978). There is also evidence suggesting that the pro-
portion with an IQ of less than 80 may be greater than that found in delin-
quents with a history of non-sexual offending (Awad et al., 1984; Sauceda,
1978). However, the results of other studies dispute this finding (Lewis et al.,
1979; Tarter et al., 1983), again suggesting that sample selection is an import-
ant factor in determining the findings of these studies. Tarter et al., for
example, found no apparent differences between adolescent sexual offenders
and juvenile delinquents with no history of sexual offending on a comprehen-
sive cognitive and neuropsychological battery. Epps (2000), however, found
that child molesters were significantly more likely to have a lower 1Q com-
pared to other types of offenders, by a factor of around 10 points. Bladon
(2000) reported that in her UK sample of 166 young abusers, 39 per cent had
moderate learning disabilities and the UK-based project, G-MAP, report that
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approximately half of their referrals have learning disabilities, where this was
defined as an 1Q of 69 and below associated with developmentally impaired
intellectual and social functioning.

It appears that some juvenile sexual offenders also exhibit soft signs of
neurological impairments (Bagley, 1992; Lewis et al, 1981). Bagley (1992),
for example, found that adolescent sexual offenders were more likely to have
a history of neurological conditions such as fits and hemiplegia than non-
sexual offenders. There was also more evidence of hyperactivity and rest-
lessness in the sexual offenders. Lewis et al. (1981) suggested that juvenile
sexual offenders are characterized by a cluster of symptoms consisting of
signs of organic impairment, an IQ below 80, and an increased incidence of
aggressive behaviour, both sexual and non-sexual. However, they found simi-
lar characteristics in delinquents with a history of violent, non-sexual
offending, but not in those who had committed non-sexual, non-violent
offences. This suggests that the cognitive and organic impairments may be
more associated with violence in general rather than with sexual violence in
particular, a view shared by Knight and Prentky (1993), who proposed
that impairments of this kind may be restricted to the more violent sexual
offenders.

France and Hudson (1993) suggested that intellectual functioning is of
aetiological significance only for a subgroup of low IQ juvenile sexual
offenders who differ from most juvenile sexual offenders on other dimensions
as well (Awad ez al., 1984). Indeed, in one of the few studies looking at sexual
offending among developmentally delayed adolescents, Gilby et al. (1989)
found that 23 per cent of those in treatment had engaged in sexually abusive
behaviour. It has been suggested that the prevalence of sexual offending is
at least as common, if not more common, in the intellectually disabled
population (Griffiths ez al., 1985).

Psychiatric and personality problems

A psychiatric history is frequently found in the juvenile sexual offender
(Barbaree, Hudson and Seto, 1993). James and Neil (1996), for example,
found that nearly half of the thirty-four sexually abusive juveniles in their
study were known to mental health services, either for assessment or for
treatment. This finding certainly lends support to the idea that some adoles-
cents are vulnerable in many different ways, and that sexual offending is one
consequence of that vulnerability. Of course, as noted earlier, little is known
about the histories of those adolescents whose sexual offending is never
detected. However, research into non-clinical samples of students who self-
report a history of sexual offending suggests that they exhibit lower levels of
psychopathology compared to known perpetrators (Finkelhor and Lewis,
1988; Fromuth ez al, 1991). It is possible, nevertheless, that the sexual
offences of adolescents who are already known to the various agencies as a
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result of their psychosocial problems are simply more likely to be detected
and to face criminal prosecution.

It is also important to note that the presence of a history of psychiatric or
mental health problems does not necessarily imply that the young person has
suffered from some form of mental illness. A positive psychiatric history is
often recorded for adolescents who have simply been referred for psychiatric
assessment, many of whom will attract a diagnosis on the basis that they have
sexually offended. In describing their study into 100 British sexually abusive
adolescents, Richardson, Graham et al. (1995) noted that “our impression is
that once identified as an abuser at this age, referral for a psychiatric/
psychological assessment was routine” (p. 191). Kavoussi et al. (1988) found
that the most common diagnosis is indeed “conduct disorder” (48%), with
sexual assaulters (75%) being more likely than child molesters (38%) to
receive this diagnosis. They suggested that the high incidence of conduct
disorder indicates that many sexual offences committed by adolescents
are part of a pattern of poor impulse control and antisocial behaviours,
especially in the case of the sexual assaulters.

With the above considerations in mind, psychiatric problems have been
found in 37 per cent to 87 per cent of juvenile sexual offenders (Awad and
Saunders, 1989; Awad et al., 1984; Lewis et al., 1979; Manocha and Mezey,
1998). Next to conduct disorder, emotional problems such as mild depression
and anxiety (Becker, Kaplan et al., 1991; Blaske et al., 1989; Deisher et al.,
1982; Groth, 1977; James and Neil, 1996; Shoor et al., 1966; Van Ness, 1984)
and substance abuse problems (Kavoussi et al., 1988) are frequently found. It
seems that the presence of mental illness is rare. Thus, in the fifty-eight juven-
ile sexual offenders described by Kavoussi er al. (1988), none met the full
DSM-III criteria for Major Affective Disorder, Dysthymia, or Psychotic
Disorder. Indeed, contrary to expectation, they found less evidence of
psychopathology than that found in other samples of delinquents convicted
of serious offences (McManus et al., 1984). However, the authors note that
this may be because those with more serious psychiatric problems are not
referred for the type of outpatient assessment and treatment offered in their
programme. Rather, they are placed in hospital or residential settings.

Nevertheless, Oliver et al. (1993) reported similar findings when they com-
pared fifty juvenile sexual offenders with two non-sexual offender control
groups, fifty of whom had committed violent offences and fifty non-violent
offences. The sexual offenders were found to display the “least deviant per-
sonality and background characteristics among the offender groups exam-
ined” (p. 367). Among other findings, they were less likely than the other
groups of offenders to have had previous contact with mental health services.
Oliver et al. suggested that there may be a subgroup of juvenile sexual
offenders who are better adjusted than other types of juvenile offenders.
Unfortunately, this particular study did not distinguish between the various
types of sexual offender, such as child molesters and sexual assaulters,



70 Kevin Epps and Dawn Fisher

making it difficult to draw conclusions about the nature of this proposed
subgroup.

Kempton and Forehand (1992) similarly found that the juvenile sexual
offenders in their study were generally perceived as having fewer broad-based
behavioural and emotional difficulties than other incarcerated delinquents.
Fortunately, their data also allowed for a comparison of the child molesters
and the sexual assaulters (those convicted for rape or sodomy). Although
they found no differences between these groups, the authors recognize that
the study was severely limited in size and scope. Of the eighty-three juvenile
delinquents included in the research, only fifteen were sexual offenders.
In addition, data collection was restricted to administration to one teacher
of the Teacher Report Form of the Child Behaviour Checklist (CBCL,
Achenbach and Edelbrock, 1986). Finally, it seems that the classification of
the sexual offenders may have been flawed: offenders were grouped according
to their index offence, and some of those convicted of rape and sodomy
might have had a history of sexual offending against children.

Three recent British studies have also found low levels of mental illness in
juvenile sexual offenders (Dolan et al, 1996; Epps, 2000; Manocha and
Mezey, 1998; Richardson, Graham et al., 1995). The study by Dolan et al. is
especially significant because they looked at the psychosocial characteristics
of 121 juvenile sexual offenders referred to an adolescent forensic psychiatric
service over a seven-year period. Whilst previous psychiatric contact was
documented in many of the cases (39.6%), only one adolescent had a diag-
nosis of mental illness (obsessive-compulsive disorder). Again, conduct dis-
order or mixed emotional conduct disorder was the most common diagnosis
(91.7%), and only ten were left undiagnosed. Similar findings were reported
in the study by Richardson, Graham ez al. (1995). They found that none of
their sample of 100 sexually abusive adolescents had been previously or cur-
rently diagnosed as suffering from a major psychiatric illness, and there was
no evidence to suggest that any were mentally disordered at the time they
perpetrated their sexually abusive acts. Again, the presence of conduct
disorders was common, with 68 per cent meeting DSM-III-R criteria for
conduct disorder. Seventy-two per cent had severe childhood behavioural
problems, 69 per cent were physically aggressive, 38 per cent had a history of
running away from home, and 30 per cent were known to have set fires.

Problems arising from sexual abuse

It is generally accepted that sexual abuse in childhood is a damaging experi-
ence, frequently resulting in adverse psychological sequelae (Becker, Kaplan
etal., 1991; Finkelhor and Browne, 1985; Porter, 1986; Watkins and Bentovim,
1992), some of which may have long-lasting effects (Aber ez al., 1989; Widom
and Ames, 1994). It has been hypothesized that the sexual aggression of at
least some juveniles and adults may be due in part to the recapitulation of
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their own sexual victimization (Breer, 1987; Burgess et al., 1987; Finkelhor,
1986; Friedrich et al., 1988; Fromuth, et al., 1991; Garbarino and Platz, 1984;
Gray, 1988; Groth, 1979b; Muster, 1992; Rogers and Terry, 1984). Several
mechanisms have been proposed to explain why some boys who have been
sexually abused go on to repeat the abuse they suffered, a phenomenon
termed the “cycle-of-abuse” (Woods, 1997). These explanations include
simple re-enactment of the abuse, through social-learning and modelling
(Laws and Marshall, 1990; Longo, 1982; McCormack et al., 1992); that abu-
sive acts are an attempt to achieve mastery over conflicts about sexuality
resulting from negative sexual experiences (Bentovim et al., 1991; Breer, 1987,
Groth, 1977; Lanyado et al., 1995; Watkins and Bentovim, 1992); and that
sexual arousal becomes conditioned to sexually abusive fantasies as a result
of past abusive experiences which, in turn, lead to sexually abusive behaviour
(Becker and Stein, 1991).

Unfortunately, obtaining valid information about the prevalence of sexual
abuse in young offenders has been problematic. The experience of having
been sexually abused is one that many young people find difficult to verbalize,
and disclosure in and of itself can be traumatic (Finkelhor, 1988). Awad ef al.
(1984) suggest that this may explain why none of their sample of twenty-four
juvenile sexual offenders and matched delinquents reported prior sexual
abuse. Similarly, Becker (1988b) and Kahn and Lafond (1988) proposed that
the rates reported by juvenile sexual offenders probably underestimate the
prevalence of sexual victimization in research samples because the reporting
of sexual abuse often emerges only after the adolescent has been in therapy
and formed a trusting relationship with a therapist. The research literature
provides some support for this suggestion. Pooling data from a number of
studies, Worling (1995b) found that the mean frequency of sexual abuse
reported by researchers using pre-treatment data was 22 per cent (256 out of
1,180), whereas the frequency reported by investigators using post-treatment
information was significantly higher at 52 per cent (46 out of 88). However, in
contrast, it has also been suggested that some offenders may over-report
sexual abuse as a factor mitigating their own unacceptable behaviour (Hanson
and Slater, 1988).

It also seems reasonable to suggest that many of the adolescents who find
themselves placed in residential or custodial settings are those who have
experienced multiple and accumulative psychosocial problems, including
sexual abuse (Boswell, 1997; Browne et al., 1995; Falshaw and Browne, 1997).
As such, the reported rates of sexual abuse may also vary according to the
setting in which the young person is seen and may be highest in secure
settings.

It is not surprising, therefore, that there is tremendous variability in the
reported frequency of sexual abuse in the research literature, with rates
ranging from 4 per cent to about 60 per cent (Awad and Saunders, 1989;
Becker, Cunningham-Rathner and Kaplan, 1986; Becker, Kaplan ez al., 1986;
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Benoit and Kennedy, 1992; Cooper et al., 1996; Epps, 2000; Fagan and Wexler,
1988; Fehrenbach et al., 1986; Ford and Linney, 1995; Hawkes et al., 1997,
James and Neil, 1996; Johnson, 1988; Kahn and Lafond, 1988; Katz, 1990;
Longo, 1982; Manocha and Mezey, 1998; O’Brien, 1991; Pierce and Pierce,
1987; Richardson, Kelly et al., 1995; Sefarbi, 1990; Truscott, 1993; Watkins
and Bentovim, 1992). These figures range from a level equal to that found in
delinquents and the general male population (Awad and Saunders, 1989;
Baker and Duncan, 1985; Benoit and Kennedy, 1992; Finkelhor, 1979; Peters
et al., 1986), to considerably more than that found in these populations.
Truscott (1993) found that more than twice as many adolescent sexual
offenders as violent or property offenders reported a history of sexual abuse,
suggesting that sexual abuse is a particularly salient feature in the lives of
juvenile sexual offenders. There is some evidence that the rate may be highest
among male adolescents who abuse children (Davis and Leitenberg, 1987,
Epps, 2000; O’Brien, 1991; Richardson, Kelly et al, 1995; Robertson,
1990; Worling, 1995a), especially younger boys (Worling, 1995b), and lowest
among rapists (Awad and Saunders, 1989; 1991; Epps, 2000). Worling
(1995b) collected data about the sexual abuse histories of eighty-seven ado-
lescent male sexual offenders following an average of thirteen months of
clinical interventions. He found that 75 per cent of those who had sexually
molested male children reported a history of sexual abuse, compared to 25
per cent of those who had assaulted female children, peers or adults. He
suggests that sexual victimization may be especially important for under-
standing the sexual offending behaviour of adolescent males who abuse
male children. In addition, in one of the few British comparative studies,
Richardson, Kelly ez al. (1995) found that the juvenile sexual offenders with a
history of sexual victimization began offending sexually at an earlier age
compared to those without such a history.

In another study, Worling (1995¢) compared twenty-nine male adolescent
sexual offenders who had molested female children with twenty-seven sexual
assaulters who had offended against female peers or adults. Although the
majority (74%) of the sexual assaulters in the study did not report a history of
sexual abuse, five of the seven who did report abuse said that they were abused
by an older female. Worling suggests that these boys may have offended
against women to somehow seek revenge for their own victimization.

However, Benoit and Kennedy (1992), reporting on the characteristics of
100 adolescent males incarcerated in a secure residential training school in
Florida, found there was no relationship between type of offence, sexual or
otherwise, and history of sexual victimization. Thus, juveniles with no history
of sexual offending reported levels of sexual abuse equal to that of the sexual
offenders, and there were offenders in all groups who had been repeatedly
victimized sexually and physically. They suggest that high-frequency sexual
victimization does not appear to be a sufficient condition for the victim to
repeat these acts against another child. As noted earlier, this pattern of findings
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may be attributable to the higher levels of abuse and psychopathology
generally found in incarcerated samples of delinquents.

It is possible that the experience of sexual abuse, although damaging in
itself, is also compounded by other familial factors which are associated with
sexual abuse. In one of the few British studies, Dolan et al. (1996) compared
juvenile sexual offenders who had been sexually victimized with those who
had not. The abused group were found to have come from dysfunctional
families characterized by more frequent changes of carer, greater incidence of
physical and sexual abuse of the offender’s siblings, and maternal histories of
psychiatric illness. In addition, they had higher rates of special education,
secure care, substance abuse, and charges of buggery offences. In most other
respects the two groups were very similar.

Clearly, the role of sexual abuse in the aetiology of juvenile sexual offend-
ing, and in non-sexual offending, is far from clear. Further research is needed
to examine the possible pathways from sexual victimization to offending.

Problems arising from physical abuse

High levels of physical abuse have also been reported among samples of
juvenile sexual offenders. Truscott (1993) found that almost 83 per cent of the
twenty-three adolescent sexual offenders in his study reported a history of
physical abuse. In their British study, Richardson, Graham et al. (1995) found
that 55 per cent of their sample of 100 juvenile sexual offenders had suffered
physical abuse at the hands of their parents, and that 22 per cent were placed
on social services child protection registers. Similarly, Benoit and Kennedy
(1992) found that 40 per cent of the incarcerated child molesters in their study
had been physically victimized. High levels of bullying by peers has also been
reported by some juvenile sexual offenders (Hawkes et al., 1997). There is
some evidence that sexual assaulters report a higher incidence of physical
abuse and parental physical discipline than child molesters (Epps, 2000;
Worling, 1995c).

It has frequently been hypothesized that being physically abused or observ-
ing family violence may play an important role in the development of sexual
violence in adolescence (Boone-Hamilton, 1991; Fehrenbach er al., 1986;
Gomes-Schwartz, 1984). However, the pathways by which the experience of
physical abuse leads to sexual aggression are not clear (Widom, 1989). Abuse
and neglect is reported by a significant proportion of delinquent adolescents,
and is not specific to sexual offenders (Benoit and Kennedy, 1992; Lewis
et al., 1981; Truscott, 1993; Van Ness, 1984). Several studies have compared
physical abuse in juvenile sexual offenders to other groups of delinquents.
Van Ness (1984) found that 41 per cent of juvenile sexual offenders reported
histories of physical abuse or neglect, compared to only 15 per cent of a
matched sample of delinquents with no history of sexual offending. Lewis
et al. (1981) found that while 75 per cent of a sample of incarcerated violent
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adolescent sexual offenders had been physically abused and 79 per cent had
observed intra-family violence, only 29 per cent of non-violent delinquents
had a similar history. However, delinquents with a history of non-sexual
violent offending had experienced similar levels of physical abuse to the vio-
lent sexual offenders, suggesting that childhood physical abuse is associated
with violent behaviour more generally. Similarly, although Benoit and
Kennedy (1992) found that 40 per cent of the incarcerated child molesters in
their study had been physically victimized, this figure was not significantly
different to that found in the young offenders with no history of sexual
offending. Likewise, Truscott (1993) found no difference in the physical abuse
histories of twenty-three sexual, fifty-one violent, and seventy-nine property
offenders.

Hodges et al. (1996) used clinical case material obtained in brief psycho-
therapy to examine the kinds of risk factors that may be associated with
the development of sexually abusive behaviour in boys who have themselves
been physically abused. They speculated that the experience of early emo-
tional deprivation, combined with traumatization and a preoccupation
with violence resulting from being physically abused, places some boys at
particular risk.

Social competence and peer relationship problems

Peer relationships are considered to be essential to healthy childhood and
adolescent sexual development (Billy and Udry, 1985a, b; Bukowski et al.,
1993). Appropriate peer relationships in adolescence are especially important
in the development of sexual attitudes and beliefs (Davis and Harris, 1982;
Moore and Rosenthal, 1993; Thornburg, 1981). Adolescent boys who experi-
ence poor peer relationships may also be denied the opportunity of appropriate
social and sexual contact with peer-age girls, and fail to learn the necessary
social and conversational skills for initiating and maintaining intimate rela-
tionships (Graves, 1993). Recent research has found deficits in intimacy and
social competence in sexually aggressive men (Davidson, 1983; Lisak and
Ivan, 1995; Marshall, 1989), and social competence plays an important role
as a differentiator among subtypes of adult sexual offenders (Fisher et al.,
1999; Knight, 1992; Knight and Prentky, 1990).

It is therefore not surprising to find that the role of peer relationships, and
associated social and sexual difficulties, has attracted considerable attention
in the literature on adolescent sexual offending. In one of the few controlled
studies into adolescent sexual offending, Blaske ef al. (1989) compared four
groups of thirteen- to seventeen-year-old boys on measures of individual
functioning and family and peer relationships. The sample included sexual
offenders, assault offenders, non-violent offenders, and non-delinquent boys.
Among other findings, Blaske et al. report that the sexual offenders were less
emotionally bonded to peers and felt more estranged in their relationships
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with others. Similarly, Fagan and Wexler (1988) found that, compared to
violent delinquents, the sexual offenders in their study were more socially and
sexually isolated, less likely to belong to a gang, less often had girlfriends, had
less sexual experiences, and expressed less interest in sex. Further, Graves
(1993) found that about 75 per cent of the juvenile child molesters in his study
were rated as lacking heterosocial (“dating”) confidence, experience and
skills. However, it seems likely that the role of peers and peer relationships in
juvenile sexual offending is particularly complex. There is considerable evi-
dence that this is one area in which there may be important differences
between child molesters and sexual assaulters (Epps, 2000).

To begin with, the role of peers at the time of offending appears to vary
according to type of offence. Adolescent child molesters rarely offend with
other boys. Rather, they tend to offend alone. This is not surprising given the
social stigma attached to sexual contact with children, and the secretive
nature of child abuse. In contrast, there is evidence that sexual assaulters do
offend with others, sometimes in groups (“gang rape”). In their review of the
literature on adolescent sexual offenders, Davis and Leitenberg (1987) found
a vast difference in the reported proportion of lone offenders, ranging from
93 per cent (Groth, 1977) to 14 per cent (Amir, 1971). However, whilst most
of the studies reviewed focused on child molesters, others looked at sexual
assaulters, or mixed groups, which may help to explain the wide variation.
Studies looking only at sexual assaulters show lower rates of lone offending
(Amir, 1971; McDermott, 1979).

Although the developmental pathways leading to sexual offending are
likely to be complex and involve a multitude of variables, it seems likely that
social competence and the quality of peer-relationships may be especially
important in helping to shape the type and nature of sexual offending
behaviour. In his four-factor model of adult sexual offending, Finkelhor
(1984; 1986) suggests that sexual activity with children is more likely to occur
when alternative sources of sexual gratification are blocked or inhibited in
some way, termed “blockage”. It seems plausible, therefore, that adolescents
who are socially isolated from peers may be at greater risk of sexual contact
with children, as an alternative to peer-aged sexual relationships. Evidence of
blockage has been reported by O’Callaghan and Print (1994). They found
that only 50 per cent of the child molesters in the G-MAP treatment
programme, Manchester, England, had a number of girlfriends, compared to
81 per cent of the non-sexual offenders. Further, only 26 per cent of the
sexual offenders reported having experienced non-abusive sexual intercourse
with a peer, compared to 59 per cent of the non-sexual offenders. More of the
sex offenders (32%) also believed they were “less successful” with girls than
the non-sex offenders (19%).

There is research to support the notion that some adult child molesters
perceive children as less threatening than adults (Groth ez al., 1982; Howells,
1979). Adult child molesters have also been found lacking in heterosocial and
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heterosexual skills (Overholser and Beck, 1986; Segal and Marshall, 1985).
Similar deficits in social competence have also been found in adolescent child
molesters, including a lack of assertiveness in social interaction (Becker and
Abel, 1985), deficiencies in intimacy skills (Groth, 1977; Marshall, 1989), and
shyness and timidity (DeNatale, 1989). Social isolation in adolescent child
molesters seems to be a particular problem, with many finding it difficult to
establish and maintain peer relationships, a view supported both by research
findings and by clinical observation (Awad and Saunders, 1989; Awad et al.,
1984; Becker and Abel, 1985; Blaske er al, 1989; Chewning, 1991; Epps,
2000; Fagan and Wexler, 1988; Fehrenbach et al., 1986; Figia et al., 1987,
Graves, 1993; Groth, 1977, Katz, 1990; Lonczynski, 1991; Manocha and
Mezey, 1998; O’Callaghan and Print, 1994; Saunders et al., 1986; Shoor et al.,
1966; Tingle et al., 1986). For example, Saunders et al. (1986) found that,
while 60 per cent of the exhibitionists and 72 per cent of the child molesters
had no close friends, only 32 per cent of the rapists were similarly isolated.
O’Callaghan and Print (1994) noted that all the young abusers with whom
they have worked reported feeling isolated within their own family, although
it is not clear whether the experience of isolation was significantly different
from that reported by adolescents with no history of sexual offending.

Perhaps allied to the social isolation described above is the finding that a
significant number of sexual offenders have a low level of self-esteem (Fisher
et al., 1999). This is particularly true of child molesters. Most of the studies
reporting on self-esteem have been examined and adult samples and studies
are needed which compare adolescent sexual offenders with a control group.
O’Reilly et al. (1998) reported that their sample of adolescent sexual
offenders differed significantly from a control group of non-offending peers
on general and total self-esteem scores, scoring lower than the controls. They
did not differ significantly on social and personal self-esteem. It has been
suggested that low self-esteem in sexual offenders is a result of poor parental
attachments (Marshall et al., 1993) and this is a subject for future research.

The idea that the typical adolescent sexual offender is some kind of
unusual, lonely, social misfit has gained popularity. Although this is
undoubtedly true in some instances, especially in child molesters, this view
may have gained particular credence because it helped to distance sexual
offenders from “normal” delinquents, most of whom offend with others and
have extensive peer relationships, usually with other delinquents who share
similar delinquent attitudes and beliefs (West and Farrington, 1977). Some
years ago Cohen and Boucher (1972) noted that many popular perceptions of
adult sexual offenders seem to serve the function of differentiating them
from “normal” people. Thus, they are variously referred to as “loners”,
“monsters”, “perverts”, or “animals”.

However, the idea that adolescent sexual offenders are socially isolated,
inept individuals takes little account of the large number of socially competent
adolescents, delinquent and non-delinquent, who sexually offend against
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women and female peers (Koss, 1988; 1992). It seems that sexual coercion and
aggression toward women and female peers is seen as acceptable in some
male social groups, certainly more so than sexual contact with children.
Katchadourian (1990) argues that the use of sexual coercion and the various
justifications for this unacceptable behaviour appear to be already established
among many young men by the time of adolescence. According to the inte-
grated theory of delinquency developed by Elliott et al. (1985), association
with deviant peers, combined with low social bonding to family and school, is
considered to be a primary determinant of delinquent behaviour. Further,
Ageton (1983) found that delinquent peer group association was the single
best predictor of sexual assault. Peer group endorsement of sexual inter-
course and forced sexual behaviour were predictors of sexual aggression, as
was engagement in various other delinquent behaviours. There is also
research suggesting that a growing number of young males are forcing their
girlfriends to have intercourse or perform other sexual acts against their will,
often with the use of physical force (Carlson, 1987; Levine and Kanin, 1987,
White and Koss, 1993).

Research into sexual aggression among male college students by Sanday
(1979, 1990) and Koss and her colleagues (Koss and Dinero, 1988; White and
Koss, 1993) has also implicated the role of peers. White and Koss (1993)
suggested that there may be individual differences in attitudes, personality,
motives for sex and domination, and opportunities for sexual aggression
that explain why young men in similar circumstances differ in the likeli-
hood of committing a sexually aggressive act. More recently, Schwartz and
DeKeseredy (1997) have proposed a male peer-support model to explain the
high levels of sexual aggression on North American college campuses. They
argue that the college campus provides fertile ground for young men who
share “rape-supportive” attitudes to congregate and to support and maintain
sexually coercive behaviour toward women. The belief that masculine bio-
logical urges are so strong that they must be satisfied at any cost, together with
the corresponding belief that those who do not exhibit such “strong sexual
drives” are not “real men”, puts pressure on adolescent males to display their
sexual prowess (Hollway, 1984). It certainly seems that undergraduate rapists
in North America are rarely punished for their crimes (Bernstein, 1996) and
that there is a widespread tendency of college administrators to ignore or
cover up reports of sexual crime (Sanday, 1990; Warshaw, 1988).

There is an important subgroup of adolescent sexual assaulters, however,
who seem to be less socially skilled and who lack peer relationships, and
may be more similar to child molesters in this respect (Amir, 1971; Epps,
1991). It is possible that this group of adolescent sexual assaulters were also
unpopular as children, and may continue to experience social difficulties into
adulthood, with an increased risk that they will continue their pattern of
sexual offending behaviour. Indeed, Tingle et al. (1986) reported that 86 per
cent of their adult rapists had few or no friends. In addition, Worling (1995c¢)
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found no differences in interpersonal functioning and self-perception
between child molesters and sexual assaulters, suggesting that Finkelhor’s
(1984) notion of blockage may apply equally well to at least some sexual
assaulters. Thus, whilst women and peer-aged girls remain the focus of sexual
arousal and fantasy, they seem inaccessible, perhaps leading to feelings of
frustration, anger and resentment toward women. Adolescent rapists who
have been seen in clinical settings have occasionally been described as angry,
insecure, manipulative and inadequate, with a strong need to control situ-
ations and people, especially women (Fehrenbach et al., 1986; Groth, 1977).

These feelings may be exaggerated in boys who hold negative, stereotypical
views of women, views which are commonplace in society (Epps et al., 1993;
Segal and Stermac, 1984; Stermac and Quinsey, 1986). The role of anger and
aggression is central to the typology of rape proposed by Groth and his
colleagues (Groth, 1979a; Groth and Burgess, 1977; Groth et al., 1977).
According to this hypothesis rape is a “pseudo-sexual” act dominated by
either power needs or anger needs. For example, in “anger rape” it is pro-
posed that the offender seeks to express rage, contempt and hate for women,
perhaps to retaliate for perceived wrongdoings or rejections he has suffered at
the hands of women. Sex is viewed as a weapon and, not surprisingly, anger
rapists not only use excessive force whilst perpetrating rape but are
often physically assaultive toward women in other contexts. Interestingly, Van
Ness (1984) found problems in controlling anger to be more than twice as
common in a sample of incarcerated adolescent rapists than in a non-sexual
offender sample.

Self-image, identity problems and attitudes

The presence of a distorted self-image is generally considered to be associated
with sexual offending in adolescence (Davis and Leitenberg, 1987). Various
facets of self-image have received attention in the research literature. The
presence of low self-esteem, confused masculine identity, gender-identity
confusion, and traditional sex-role attitudes have all been linked to sexual
offending by juveniles (Davis and Leitenberg, 1987), although most of the
empirical evidence comes from studies of adult sexual offenders.

Several studies have demonstrated a relationship between sexual aggression
in adult males and the presence of “cognitive distortions” or “thinking
errors”, characterized by the endorsement of rape myths and negative, hostile
attitudes toward women (Calhoun et al, 1997; Hersh and Gray-Little,
1998; Lisak and Roth, 1988; Malamuth, 1986; Mosher and Anderson, 1986;
Rapaport and Burkhart, 1984). It seems that sexually aggressive men gener-
ally describe themselves in more “traditional” terms than do sexually non-
aggressive men (Koss and Dinero, 1988; Tieger, 1981; White and Humphrey,
1990). Research into convicted adult sexual offenders has often produced
mixed results. Whilst Scott and Tetreault (1986) found support for the view
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that rapists have more traditional and conservative attitudes toward women
than non-sexual offenders, other studies contradict this finding (Hall ez al.,
1986; Marshall et al., 1979; Overholser and Beck, 1986; Stermac and Quinsey,
1986), suggesting that negative and stereotypical attitudes toward women are
commonplace among men and are not specific to sexual offenders. Similar
findings have been found in adolescents (Epps et al., 1993). Using the Atti-
tudes Toward Women Scale (AWS) (Spence et al., 1973) and the Burt Rape
Myth Acceptance Scale (BRMAS), Epps ef al. (1993) compared attitudes
toward women and rape among thirty-one male adolescents convicted of
sexual crimes and twenty-seven convicted of non-sexual violent crimes. The
results showed no significant difference between the groups on either meas-
ure. In addition, a more traditional, conservative attitude toward women, as
measured on the AWS, did not significantly correlate with the endorsement
of rape myths as measured on the BRMAS. However, this study did not
distinguish between sexual assaulters and child molesters. Nevertheless, Wor-
ling (1995¢), contrary to expectations, found few differences between child
molesters and sexual assaulters in the extent to which they endorsed rape-
supportive attitudes. However, all the child molesters in his study had abused
female children, raising the possibility that rape-supportive attitudes are
associated with sexual and non-sexual violence toward all females, regardless
of age. It is not known whether adolescent child molesters who sexually
victimize only male children share similar views.

Related to cognitive distortions about offending is the issue of empathy.
Although much has now been published on the subject of victim empathy in
adult offenders this has not been specifically researched with adolescents in
the same way. The adult data shows that few sexual offenders have general
empathy deficits but rather lack empathy for their own victims (Fisher, 1998;
Marshall, Anderson and Fernandez, 1999). One of the difficulties has been
effectively measuring empathy. Until the last few years most studies relied on
a measure of general empathy, the Interpersonal Reactivity Index (Davis,
1980) and measures specific to empathy for the perpetrator’s own victim were
not developed until the 1990s (e.g. the Victim Empathy Scale, Beckett and
Fisher, 1994; the Child Molester Empathy Measure, Fernandez et al., 1999).
Both these measures can be used with adolescents but lack clinical norms. It
is likely, however, that they are measuring the offender’s distorted thinking
about the victim rather than empathy per se (Fisher, 1998).

With regard to how adolescents may come to develop a particular identity
and set of attitudes, Lisak (1991; 1994) and colleagues (Lisak and Ivan, 1995;
Lisak and Roth, 1990) have suggested that a particularly unhelpful form of
masculine identity, termed “defensive masculinity” (Chodorow, 1978), may
be exacerbated when the male does not experience an adequate relationship
with his father. They suggest that the presence of a father figure eases the
process of “masculinization” by supplying a vivid model of “masculinity” for
the son to follow. Without such a model, some boys may exaggerate what they
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perceive to be masculine attitudes and behaviours and reject characteristics
they perceive to be “feminine”, including the experience and expression of
emotional states important in establishing intimate relationships. Father-
absent adolescents are over-represented in sexual offender and non-sexual
offender delinquent samples (Fehrenbach et al., 1986; Rutter and Giller,
1983). Interestingly, in their study of 100 British adolescent sexual offenders,
Richardson, Graham et al. (1995) found that 50 per cent had no contact with
their natural father and came from families where parents had separated with
a history of parental violence toward the children. There is evidence that self-
esteem in male adolescents and adults is especially closely linked to the devel-
opment of sexual identity and sense of masculinity (Feather, 1985), and that
some types of sexual identity may be less adaptive than others (Antill and
Cunningham, 1980). Specifically, that an overly masculine sexual identity
may be less suited to the formation and development of intimate relation-
ships. As noted earlier, Marshall (1989) has suggested that failure to develop
intimate relationships may have important aectiological significance for the
development of sexual offending.

Some empirical support for the role of the father in the development of
defensive masculinity comes from cross-cultural research into child-rearing
practices. For example, Coltrane’s (1988; 1992) analysis of ninety pre-
industrial societies demonstrated a relationship between father-distant child
rearing and relatively high levels of institutionalized misogyny and the dis-
empowerment of women. Men were less prone to exaggerated masculine
(“hyper-masculine”) behaviour and women were less likely to be socially dis-
empowered in societies in which fathers participated more in child rearing.
Similarly, Whiting (1965), in an analysis of six societies, suggested that father-
distant child rearing is associated with “protest masculinity” which, in turn, is
associated with male-perpetrated interpersonal violence.

Further support for the “gender-socialization” theory of male sexual
aggression comes from studies looking at masculine identity in sexually
aggressive males. Several studies have found that they are more likely than
non-aggressive males to have experienced negative relationships with their
fathers (Epps, 2000; Hazelwood and Warren, 1989; Lisak, 1994; Lisak and
Roth, 1990; McCabe, 1989). They also score higher on a variety of psycho-
metric measures, including measures of “hostile masculinity” (Malamuth et
al., 1991), hostility toward women and the need to dominate women (Lisak
and Roth, 1990; Malamuth, 1986), hyper-masculinity (Gold et al., 1992;
Mosher and Anderson, 1986; Mosher and Sirkin, 1984), and gender role
stress and emotional disconnection (Lisak ez al., 1995; Lisak and Roth, 1990).
In addition, two studies have found that sexually aggressive men also score
lower on measures of femininity (Lisak ez al., 1995; Lisak and Roth, 1990).
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Substance abuse problems

Alcohol and drugs have frequently been implicated in sexual offending
among adult men (Amir, 1967; 1971; Johnson et al., 1978; Rada, 1975). Sub-
stance use and abuse is also highly prevalent in delinquent young people
(Elliott and Huizinga, 1984; Elliott and Morse, 1989; Hartstone and Hansen,
1984), and in some juvenile sexual offenders (Bagley, 1992; Fagan and Wexler,
1988; Hawkins et al, 1987; Hsu and Starzynski, 1990; Mio et al., 1986;
Tinklenberg and Woodrow, 1974; Van Ness, 1984; Vinogradov et al., 1988).

Ageton (1983) and Humphrey and White (1992) found correlations
between reports of sexual aggression and delinquent behaviours, including
alcohol and drug use at levels significantly beyond those of sexually non-
aggressive adolescents. It is likely that the use of alcohol and drugs before and
during offending may serve multiple functions: as a disinhibitor for the
perpetrator, as an excuse after the fact, and as a strategy to reduce victim
resistance. It seems that intoxication at the time of the offence is uncommon.
Thus, Groth (1977) reported that 11 per cent of juvenile sexual offenders were
intoxicated, Wasserman and Kappel (1985) 10 per cent, and Fehrenbach ez al.
(1986) found only 6 per cent. However, use of alcohol without intoxication
may be more common in some types of sexual offending. It appears that
between one-third and two-thirds of rapists and many rape victims have
consumed alcohol prior to the rape (Lott et al., 1982; Wolfe and Baker, 1980).
In a study of sixty-three adolescent rapists (some of whom were actually
child molesters, having raped children) Vinogradov et al. (1988) found that
the large majority reported “regular” (not defined) use of alcohol and other
drugs. In forty-eight of sixty-seven rape episodes, the offender described him-
self as under the influence of one or more psychoactive drugs at the time of
the offence, and 15 per cent reported taking a drug less than fifteen minutes
before the rape.

Many juvenile sexual assaulters also feel that forced sex is more justifiable
if the victim is drunk or “stoned” (Goodchilds et al., 1988). It is generally
agreed that programmes aimed at the treatment of alcohol and drug abuse in
high-risk adolescent populations would be important in the primary preven-
tion of rape as well as other violent crimes (Lightfoot and Barbaree, 1993;
Vinogradov et al., 1988).

However, there is little agreement in the literature as to the extent of alco-
hol and drug involvement in juvenile sexual offences. In their review of the
literature on adolescent sexual offenders, Davis and Leitenberg (1987) con-
cluded that “there are no data to indicate whether adolescents who commit
sexual offences are more likely than other adolescents to have a history
of alcohol or drug abusing problems, or whether there is a higher incidence of
adolescent sexual offenders in the drug or alcohol abusing population of
adolescents than in the general population of adolescents” (p. 420). Several
typologies of substance-abusing adult offenders have been proposed (Hodgins
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and Lightfoot, 1988; Lightfoot and Hodgins, 1988), including one for rapists
which distinguished between alcoholic and non-alcoholic rapists (Rada,
1975). There is insufficient knowledge about substance abuse in juvenile sex-
ual offenders to allow for the development of typologies. However, it seems
reasonable to speculate that substance abuse may be more common in those
with a more extensive history of non-sexual offending and involvement with
delinquent peers. It is not surprising, therefore, that substance abuse seems to
be more common among adolescent rapists (Vinogradov et al., 1988). Light-
foot and Barbaree (1993) suggest that, for those who are chronic users, their
high frequency of substance abuse may impair the development of appropri-
ate heterosexual behaviours and problem-solving abilities, thus increasing the
risk of sexual offending.

Sexual problems

Several factors have been posited to be related to either the development or
maintenance of deviant sexual acts in juvenile sexual offenders, including
prior maltreatment experiences (Becker, Hunter er al, 1989), exposure to
sexually explicit materials and substance abuse (Becker and Stein, 1991), and
exposure to aggressive role models (Ryan ez al., 1987). There is also evidence to
suggest that some adult sexual offenders have experienced some form of prior
sexual dysfunction, most often impotence or premature ejaculation (Longo,
1982). It seems reasonable to hypothesize that these kinds of sexual difficulties
may occur more often in those juvenile sexual offenders who themselves have
been subject to sexual abuse. However, compared to adult sexual offenders, the
presence of sexual problems and sexual deviancy in juvenile sexual offenders
has received scant attention. Instead, emphasis has been placed on the devel-
opmental, psychological, educational and family problems, which Barbaree et
al. (1993) refer to as the “child and family perspective”.

There are several possible explanations for this difference in emphasis,
including the unfamiliarity of child and family professionals with sexual
issues; the conceptualization of juvenile sexual offending as an expression of
“normal”, albeit misled and inappropriate, sexual curiosity and experimenta-
tion rather than the manifestation of deviant sexual preferences; and the
ethical problems associated with exploring sexual attitudes and behaviour in
children and adolescents. Ethical concerns about the use of phallometric
plethysmography (PPG) with adolescents in a clinical context has been
expressed by a number of researchers and clinicians, such that very few
adolescent sexual offender programmes employ this procedure. Laws and
Marshall (1990), for example, note that many adolescent sexual offenders
have themselves been sexually abused and suggest that it seems unwise to
show them visual material depicting the abuse and exploitation of children,
some of which may be used to elaborate their own deviant sexual fantasies.

However, Knight and Prentky (1993) suggest that this bias in emphasis
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is worrying and should be rectified. They note that deviant sexual arousal
patterns in adult offenders have been identified as one of the most consis-
tent discriminators of the propensity to engage in sexually coercive
behaviour (Prentky and Knight, 1991). There are only a handful of published
studies into sexual arousal and the treatment of sexual deviancy in adolescent
sexual offenders, most of which are by Becker and her colleagues (Becker,
Hunter et al., 1992; Becker et al., 1989; Becker, Kaplan and Tenke, 1992;
Becker, Stein et al., 1992; Hunter and Goodwin, 1992; Kaemingk ez al., 1995;
Weinrott et al., 1997). This is despite the fact that 168 juvenile sexual offender
treatment programmes in the United States reported using phallometric
assessment (Knopp et al., 1992). Unfortunately, controlled studies of the
patterns of sexual arousal and of sexual fantasies of adolescent sexual
offenders have thus far been neglected.

Becker (1988b) proposed that there may be a distinction between juvenile
sexual offenders with deviant, recurrent fantasies and a preference for deviant
activity, and those for whom sexual aggression is simply a part of their impul-
sive behaviour. Most of the studies have focused on child molesters. A study
by Weinrott et al. (1997), for example, used a treatment technique called
vicarious sensitization (VS) with sixty-nine juvenile sexual offenders, all of
whom were child molesters. Treatment outcome was evaluated using phal-
lometric data (PPG) and self-report measures, and was successful in reducing
sexual arousal to prepubescent children. Virtually nothing is known about
the sexual arousal patterns in adolescent sexual assaulters. Research into the
sexual arousal patterns of incarcerated adult rapists indicates that there may
be important subtypes (Barbaree ef al., 1994). In this study sixty incarcerated
adult rapists were subtyped according to the Massachusetts Treatment
Center Rapist Typology as either “opportunistic” or “vindictive” “non-
sexual” offenders, or “non-sadistic” or “sadistic” “sexual” offenders. Barbaree
et al. (1994) found that the index offences committed by the non-sexual sub-
types were more likely to be impulsive, violent and to result in greater harm to
the victim. The men in the sexual subtypes showed more evidence of offence-
planning, were more socially isolated at the time of the offence, and showed
greater arousal to rape descriptions when assessed using the PPG. The
authors speculate that the rapes perpetrated by each subtype are associated
with distinctly different psychological processes, requiring a different
approach to treatment. Thus, the sexual subtypes are more likely to need
interventions directed at the sexual fantasies and behaviours which support
their offending behaviour. The non-sexual subtypes, in contrast, are more
likely to require help to reduce their level of aggression and interpersonal
conflict, and substance abuse.

The limited research that has been carried out into juvenile sexual
offenders supports findings from the adult literature suggesting that deviant
sexual arousal is especially significant in sexual offending against children,
and has an early onset in male paedophilia (Hunter and Becker, 1994). This
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finding is not particularly surprising. One of the pre-conditions for the sexual
abuse of children outlined by Finkelhor (1984; 1986) in his four-factor model
is that males who sexually offend against children must find children, or at
least some children, sexually arousing. The extent to which male adults and
juveniles who have sexually assaulted women share similar patterns of sexual
arousal is not clear. Investigations into the sexual arousal patterns of adult
rapists have focused on sexual arousal to violence. Whilst some studies
have found significant differences between rapists and non-rapists in their
PPG responses to consenting and forced sex (Lalumiere and Quinsey 1994;
Quinsey et al., 1984), others have not (Baxter et al., 1986).

Whatever the case, it seems safe to assume that sexual arousal to children is
a necessary, although not sufficient, explanation of why some adolescents
sexually abuse children. In at least some cases it seems reasonable to speculate
that the experience of having been sexually abused in childhood or early
adolescence may have contributed to the development of sexual arousal to
children (Watkins and Bentovim, 1992). The factors responsible for the
development of sexual arousal to violence, which may be a significant feature
in some adolescent child molesters and sexual assaulters, are even less clear.

Use of pornography

Comparatively little has been written on the subject of use of pornography
by adolescent sexual offenders. A number of authors have suggested that
exposure to pornography may have played a part in the development
of deviant interests or stimulated sexual interest. Kaufman er al. (1998)
compared the use of pornography in adult and adolescent offenders and
reported that adults had a narrower focus. They stated that being interested in
pornography represents a normative developmental experience for a large
number of adolescents and is a significant source of information about
sexuality. Malamuth (1993) investigated the impact of pornography on male
adolescents. He reported that exposure to pornography typically occurred
by secondary school stage and that 45 per cent had seen an obscene film.
Malamuth pointed out that if the portrayal of sex was intertwined with
violence, hatred, coercion and humiliation of women then the individual
could have the experience of becoming sexually aroused to such material.
Malamuth found that the type of message conveyed was crucial to the impact
of the material and that sexual explicitness itself does not have harmful
effects. He further suggested that those individuals who already have some
risk of being attracted to sexual aggression are most likely to be influenced by
such material.

O’ Reilly et al. (1998) compared the use of pornography in a group of
sexually abusive adolescents with a group of non-offending peers. They found
no differences in the reported usage between the two groups in their use of
magazines, films and sex lines. They further found no differences between
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those abusers considered still to be at high risk of offending following
treatment and those considered low risk.

Becker and Stein (1991) reported that magazines were the most frequently
used source of sexually explicit material (35%) followed by videos (26%).
Only 11 per cent of their sample reported not using explicit material and 74
per cent reported that it increased their sexual arousal. They found no rela-
tionship between the number of victims relative to the different types of
explicit material or between the use of pornography and self-reported sexual
arousal. Emerick and Dutton (1993) carried out polygraph research with a
group of high risk adolescents and reported that almost 80 per cent acknow-
ledged the use of pornography for stimulation. In contrast to the Becker and
Stein study they reported that the mean number of female child victims
increased progressively with the severity of pornography used as a stimulus
for masturbation. Ford and Linney (1995) found that 42 per cent of sexual
offenders reported exposure to hard core magazines compared to 29 per cent
of violent offenders. The sexual offenders were also exposed to pornography
at earlier ages (5-8 years).

Sexual knowledge

As with the use of pornography little has been published on whether ado-
lescent sexual offenders are more deficient in their sexual knowledge than
non-offenders. Kraft (1993) studied the sexual knowledge of a large sample
of young people in Norway and found considerable gaps in their knowledge.
However, as there are no norms for the sexual knowledge of non-offending
adolescents it is difficult to know if the Norwegian study is representative or
not. Sex education is regarded as a necessary component of treatment pro-
grammes for adolescent sexual offenders as it seems reasonable to expect
them to benefit from the provision of information that helps them to better
understand their sexuality, clarify their personal values and make better and
less risky decisions about their sexual behaviour (Klein and Gordon, 1992).

Denial

It is a common feature of sexual offenders to employ some form of denial or
minimization of their offending (Salter, 1988). Denial fulfils a number of
functions ranging from attempting to avoid the consequences of one’s actions
through to self-protection by trying to excuse, justify or minimize the
behaviour. Salter (1988) has described denial as being on a continuum from
total denial of the behaviour through to minimization and justification.
Chaffin (1997) makes the distinction between denial and lying, seeing denial
as a psychological defence mechanism motivated by the need to maintain a
favourable self-image. He sees lying as a social behaviour motivated by fear of
consequences.
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Many studies of adolescent sexual offenders report the presence of denial
and minimization (Becker, 1988a; Hunter and Figueredo, 1999; Will, 1994).
While the reduction of denial is a valid treatment aim as it is necessary for the
individual to take responsibility for his behaviour before he will be motivated
to change his offending behaviour, it is important to note that the reduction
of denial is not related to reduction in risk. Kahn and Chambers (1991)
reported that those adolescents who denied their offences did not re-offend
when compared to a group of admitters. This finding has also been replicated
with adults by Hanson and Bussiere (1998) and Beech, Fisher and Beckett
(1999) who found that reductions in denial did not equate to changes in other
treatment areas.

Distinctions based on offence characteristics

In research into adult sexual offenders, victim age appears to be an important
discriminator, producing rapist/child molester groups of offenders who differ
on several dimensions (Bard et al., 1987; Knight, 1988; Panton, 1978; Quin-
sey et al., 1993). Bard et al. (1987) compared the developmental, clinical and
criminal characteristics of 184 adult child molesters and rapists. Only men
whose sexual assaults were on victims over sixteen years old were classified as
rapists, whilst those whose victims were under sixteen years old were classified
as child molesters. This system of classification has now been adopted
in most of the research into adult sexual offending and has informed the
development of the taxonomic system developed by Knight and Prentky and
colleagues (Knight, 1988; 1992; Knight and Prentky, 1990; Prentky and
Knight, 1991).

Bard et al. (1987) found that, compared to rapists, adult child molesters are
less likely to have been conduct disordered during childhood and ado-
lescence, to have a history of victim-involved crime, to have a history of drug
and alcohol abuse, and to use aggression and violence during their sexual
offences, although child molesters show greater variance in sexual aggression.
The authors suggest that this may be due to the presence of different types of
child molesters with radically different levels of aggression. In contrast, child
molesters are more likely to show a pattern of social withdrawal and avoid-
ance, to have been raised in an intact family, to have experienced more
medical problems, to have a slightly lower 1Q score, to score lower on psy-
chometric measures of aggression and narcissism, to present symptoms of
psychoticism, passive sexuality and psychosexual disturbance, and to have
been a victim of sexual abuse. Overall, they found more variability in the
characteristics of child molesters. In addition to the greater variance found in
the level of sexual aggression, there was more variability in educational
attainment and intellectual functioning, especially at the lower end of the
scale. Thus, they found that 27.9 per cent of the sixty-eight child molesters,
but only 10.6 per cent of the 107 rapists in their study had IQ scores below 85.
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Bard et al. concluded that their data “suggest major modal differences in
interpersonal style, social, intellectual, and physical competence, and symp-
tomatology between the two groups, and support the discriminant validity of
victim age” (p. 217). There is evidence of a similar pattern of differences
between juvenile child molesters and sexual assaulters (Epps, 2000). Never-
theless, it is likely that there may be other clinical phenomena that are more
important than the victim-age distinction in understanding certain sexual
offenders.

Conclusions

The above review suggests that many young offenders share similar character-
istics, experiencing a variety of psychosocial problems. However, it also iden-
tifies areas in which there seem to be important differences between juvenile
sexual offenders and non-sexual offenders, and between child molesters and
sexual assaulters. Barbaree et al (1993) may well have been correct when
they proposed that the population of juvenile sexual offenders is every bit as
heterogeneous as the population of adult sexual offenders. There is some
evidence that offence and victim characteristics are associated with particular
kinds of offender characteristics. Offence characteristics that seem to be par-
ticularly important are the use of force and violence (aggressive hands-on,
versus non-aggressive hands-off), the degree of violence, the age of the victim
(child versus adult), the gender of the victim, the relationship to the offender
(relative, stranger, or acquaintance), and whether the victim was a family
member (intra-familial versus extra-familial). Unfortunately, much of the
research on juvenile sexual offenders has confounded these variables.

Future research into sexual offending in young people should aim to
group offenders according to offence and offender characteristics. There is
now considerable evidence that different clusters of psychosocial problems
are associated with different types of sexual offending which, in turn, follow
different developmental pathways. Identification of these pathways will have
important implications for prevention, through early intervention, and for
treatment. With respect to child molesters, for example, both the research and
clinical literature point to the significance of unpopularity and social iso-
lation from the peer group, often from an early age, yet little is known about
the social, psychological and behavioural variables that give rise to this prob-
lem or the ways in which these variables interact with other factors, such as
being a victim of sexual abuse. It seems reasonable to suggest that early
interventions, such as those aimed at improving peer relationships and social
functioning in at-risk children, may have long-term benefits in offsetting the
development of patterns of thinking and behaviour that result in sexual
offending against children.
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Chapter 4

Families of young people
who sexually abuse

Characteristics, context and
considerations

Yvonne Duane and Tony Morrison

Sam (details changed to protect client) was thirteen years old when he was
referred to a specialist programme in the North-West of England for young
people who had sexual behaviour problems. Sam admitted that he had sexu-
ally abused his two sisters and several young cousins over a period of two
years. In total it was estimated that Sam had committed some thirty assaults.
After a lengthy interview with Sam, his mother was seen. Barely had the
discussion started before Sam’s mother explained how she had first dis-
covered Sam’s sexual behaviour problem three years earlier. She had
returned from shopping to discover Sam playing a clearly sexual “doctors and
patient” game with his younger sister. She immediately phoned the local
social services department and a social worker visited and reassured her that
Sam’s behaviour was experimental and that she should not worry.

Two years on and thirty assaults later, Sam’s mother recounted with dis-
tress and bitterness how her family had been devastated by her son’s
behaviour, how she was being blamed by her sister for allowing Sam to play
with his young cousins and how she had decided to have Sam admitted to
care. As the workers sought in vain to stress the importance of her contribu-
tion to Sam’s treatment work, Sam’s mother angrily rejected all such efforts
stating, “You told me not to worry, that it would all be alright and now he has
ruined my family.” In the eighteen months that followed Sam languished in a
children’s home, had few contacts with his family,and made minimal progress
on his sexual problems, and his mother refused to engage with the pro-
gramme. On his last day in the programme to the consternation of both staff
and the other group members, Sam left with the parting remark that he knew
that he would never pose any risks now that his brain had been sorted out.

As a testament to the failure of services this is a salutary tale on many levels:
the lack of basic training for frontline staff, the absence of information and



104 Yvonne Duane and Tony Morrison

counselling services for parents and the failure to appreciate the crisis that is
generated within families when they discover a child who has sexual behaviour
problems. The combination of delay, escalation of problems, removal from
home, and the inability to engage the parents, probably meant that the treat-
ment outcome for Sam, even in a long-term group programme, was largely
undermined before the very first group session.

The purpose of this chapter is fourfold: firstly to discuss the critical import-
ance of working with the families of these young people; secondly to describe,
at least from an Irish/UK perspective, the current state of the art and the
challenges facing staff seeking to develop service to families graphically illus-
trated in the case example of Sam; thirdly to present the available research on
the characteristics of such families; and fourthly to identify some consider-
ations at the start of any work with families. Our interests arise from both
research and practice perspectives. This is reflected in the structure of the
chapter, which locates the literature review on the characteristics of these
families within a wider discussion of the realities and challenges posed in
offering services to these families. It is with these practice realities that we start.

Challenges in working with families

Before addressing the specific issues posed by family work, it may be helpful
at the outset to remind ourselves that working with young people who sexu-
ally abuse others is still a very young field. There are huge gaps in research,
almost no controlled treatment outcome studies and as we shall see later only
a very sparse literature on the families of these young people. Indeed the
number of extant specific books on this topic can be counted on the fingers
of two hands. Moreover, given that the dominant practice model for work
with juveniles has been handed down from models formulated for adult sex
offenders, it is not surprising that family work has been so little discussed in
the literature, with the exception of the chapter by Thomas (1991). Indeed it
may be that one of the defining differences between the adult and adolescent
fields is the fact that adolescents are still in a formative stage of development,
in which parents/carers can still exercise a major influence in re-engaging
the majority of children back to a normative developmental pathway.
This stands in contrast to work with adults which is much more focused on
self-control and long-term risk and relapse management strategies based on
a view that their risk is over a lifetime not within a developmental stage
(Ryan, 1999).

The reality in the UK is that family work is still largely under-recognized,
under-funded, under-researched and unpublished. In other words we have
not arrived at the point where family work is accepted as a core part of any
service to young people who commit sexual offences. Its status is that of an
optional extra which depends on the commitment, orientation and resources
of individual practitioners. For those who are engaged in such work, it is
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largely a lone journey through uncharted waters, without compass, maps or
preparation, seeking by trial and error to avoid being sucked under by the
sheer size and complexity of the task, or simply to lose direction and run
aground in the fog of organizational paralysis and inter-agency confusion.

In a recent conference workshop some forty practitioners gathered to iden-
tify the issues in relation to family work. Although there was unanimous
agreement on its importance, the hurdles were numerous.

Lack of a clear mandate from agencies

Although a growing awareness of the risk posed by young people who com-
mit sexual assaults has resulted in an increase of offence-specific programmes
in the UK, these almost all target the young person. Funding rarely includes
provision for work with families, and therefore such work gets squeezed in
between other priorities. In addition, there is a more widespread lack of
clarity across agencies as to roles and responsibilities in this field, particularly
as between criminal justice, child protection and health systems, each of
which may view the nature, causes and interventions for these young people
somewhat differently. For instance services provided by child mental health
and some child protection professionals are more likely to emphasize family
factors in their interventions than are youth justice staff who are more likely
to emphasize offence-specific and personal competency interventions. Thus
different agencies may define needs, causes and treatment targets very differ-
ently. They also bring different skills and training around working with
families and young people.

Lack of practice models and training

Again and again practitioners working with these families have reported a
sense of isolation and the absence of research, or even simple descriptions of
clinical work with families. This results in considerable caution and even
anxiety as to whether “we are doing it right”. The absence of specific family
practice models means that practitioners have to try to adapt models of family
work that have been applied to other adolescent and family problems, to the
problem of sexually abusive behaviour. This in turn can result in skilled practi-
tioners who have considerable experience with other very troubled youth feel-
ing initially very de-skilled. Practitioners need training if they are to be helped
to integrate prior family work skills and knowledge from other areas into this
field and to date there has been minimal training to address family work.

Failure to respond to family crises

As Thomas (1991) observes, “families frequently react with shock, dis-
belief and confusion followed by intense feelings of shame, anger guilt and



106 Yvonne Duane and Tony Morrison

depression. . . . This is exacerbated when the victim and the abuser are living
within the same family” (p. 337). The capacity of agencies and workers
involved with the family to firstly recognize, and secondly respond quickly to
this crisis, is in our view crucial to the engagement of parents and the sub-
sequent management of the case. A failure to engage parents at the outset
can, as the opening case example illustrates, fatally undermine subsequent
treatment efforts. Too often parents are left out in the cold, or are only
addressed by agencies in terms of whether they are willing to act protectively
in relation to the victim without any consideration of their own feelings and
distress. Many parents report having identified sexual problems in their
child’s behaviour early on only to have it minimized, reframed or ignored
until the behaviour became so serious that agencies felt compelled to act.
Parents recount even then how often they are left in the waiting room whilst
specialists assess their children and pay minimal attention to the parents’
feelings or their need for information.

Definition, complexity and size of the task

As our review of the characteristics of these families will illustrate, these are
often troubled and troubling families with multiple and sometimes conflicting
needs amongst their members. It is not surprising therefore that the range
of demands, tasks and priorities for workers is great. Thomas (1991) states
that the worker may act as “crisis manager, systems organiser, teacher, guide,
advocate, resource person, as well as a supportive and confronting therapist”
(p. 334). The multiple roles of the worker can be both stressful and unpredict-
able. Addressing these different tasks requires more than one worker as well
as close co-ordination between agencies.

Thus, one of the biggest problems is to define and maintain a clear bound-
ary around the task(s) in families in which the more one digs, the bigger the
problems become. It is not uncommon for further disclosures of sexual or
other forms of abuse to arise during the course of family work. Of even
greater concern it is often the case that no reparative therapeutic work has
been offered to the victim. Deciding for instance to what extent family work is
tightly focused on areas pertinent to and supportive of the offence-specific
work being done with the young person, as opposed to addressing other often
pressing family issues, is a key decision, especially where sibling abuse has
occurred. Without careful assessment, and multi-disciplinary planning, indi-
vidual workers can easily be swamped by a multitude of tasks, and lose focus
on the key issues. It is not surprising, therefore, that already over-pressed
agencies are very cautious about committing time and resources if this looks
like signing a blank cheque.
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Consequences of not engaging families

The consequences of not engaging families are considerable, as the opening
case illustration showed. Although for a small minority of these young people
their futures may not lie at home, or they may not wish to return home, the
majority will be unconvicted young people living at home, neither subject to
family court proceedings (care or supervision orders) nor placed on child
protection registers. In other words their engagement and maintenance in any
form of therapeutic work will hinge upon the support and endorsement of
such work from those who care for them. The longer the family is left without
services and support the less likely it is that they will engage with it when it is
eventually offered. Even for those adolescents who are subject to court
orders, at the psychological level the permission and support of parents or
carers remains far more significant in their engagement in therapeutic work
than such external influences. The issue from the young person’s perspective
is a simple one: will their parents/carers be able to accept and love them if
they reveal the true nature of their sexually abusive behaviour?

Sadly in a few cases the degree of family breakdown, rejection or dysfunc-
tion may be such that it is clearly not in the interests of those adolescents to
have contact at all, or, in some situations, only unsupervised contact with
family members. This is particularly true where the adolescent himself has
been severely abused or coerced by a parent into a sexually abusive role within
or beyond the family. Fortunately such cases are rare but would indicate that
contact with the family may be abusive and anti-therapeutic. In such cases the
focus of family work will be partly on helping the young person address these
issues in order to move on, and then to support him and his new guardians,
whether foster parents or residential caregivers, in building a positive rela-
tionship. Whatever the circumstances in which such young people are living,
family or caregiver issues exist and need to be addressed. Although the focus
of this chapter is on working with natural parents the principles clearly
apply more widely to all caregivers, as do many of the consequences of not
engaging them.

Whilst some of the issues resulting from a failure to engage parents have
already been identified it is worth setting down the full range of potential
consequences here, although the degree to which they occur depends on the
situation of the individual family and the services offered:

1 Families left isolated at the point of disclosure will be unable to process
their emotional reactions, leaving individual family members isolated,
fearful and unable to support each other. As the natural tendency by
parents is to try to protect their other children from this crisis, siblings
are often left bereft of any information or unclear why their sibling is not
there any more. They may also be concerned that this is somehow their
fault or that they will be next. In addition they may worry about the
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parents’ distress. These features are much more likely to occur where
disclosure, reporting and subsequent investigation has been triggered by
someone external to the family.

2 Parents may fail to offer protection within their family for their children,
or may deal with the issue of protection in a way that creates further
protection issues. The latter might include placing the abuser with a rela-
tive who has children, or as in one case, sending the young person to live
in secret under the bed of his grandmother in an elderly persons’ home.

3 Thereis the real danger that parental anger at the abuse, especially sibling
abuse, will lead to immediate rejection of the child responsible. Peter was
literally abandoned into care on the day it was discovered that he had
abused his younger sister. Although it was undoubtedly necessary for
him to leave the home, the manner and subsequent lack of contact with
him place him in a double-bind as far as talking openly within the group
programme about his abusive behaviour. He rightly calculated that this
could only result in further rejection.

4 Resentment towards outside agencies is a common feature in child pro-
tection cases, especially where the report has not come from the family
itself. In the case of Sam quoted at the start, his mother had unsuccess-
fully sought help two years earlier but was totally opposed to any
engagement with any agency by the time Sam’s sexually abusive
behaviour had started to spiral out of control. Some parents relate how
over a period of years they have tried to raise concerns with professionals
about their child’s sexual behaviour only to be fobbed off with false or
minimizing reassurances.

5 Parental minimization or denial of the problem is an understandable
response by any family in the circumstances they find themselves in. To
acknowledge that one’s child has sexually abused another challenges not
only the parents’ capacity to love and accept their child, but also their
own sexual identity and parental confidence. It may bring to light many
other hidden or denied aspects of the family’s functioning, but even in
the best-case scenarios, the questions, doubts and feelings of shame, dis-
gust and fear of public humiliation are profound. The need for external
help, support and acceptance as people, even if parental behaviour has to
change, will be crucial if parents are to recover sufficient self-esteem,
acceptance and competence to resume their role. One family, who had
tentatively supported their fifteen-year-old son through the first six
months of a group programme, withdrew him, stating that there was no
longer any need for him to be thinking about these issues. This came
shortly after their youngest son was attacked in their street for having a
“pervert” as an older brother and a petrol bomb was forced through their
front letter box.

6 The lack of family engagement affects assessment, planning and the suc-
cess or otherwise of therapeutic work, in addition to its immediate
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consequences for family members. Too often “assessment” is restricted
simply to a focus on the level of sexual risk the young person poses in
order to make immediate decisions with regard to living arrangements,
placement, protection or schooling. It may also entail expensive external
“expert” risk assessments. The exclusive focus on risk leads to a narrow
view of these young people, a failure to locate their sexual behaviour
within a developmental and family context, and too often a restricted
and occasionally entirely absent account from parents. Even where par-
ents have been seen as part of the assessment, it is not with a view to
engaging them but simply to obtaining the young person’s develop-
mental history. In part this is due to the pressures of time, for instance in
preparing court reports, but there is a wider context to this.

Although partnership with parents is seen as the key to effective child
protection work with children who are victims, this is not the case with
those identified as young offenders. As Goldson (2000) comments, “chil-
dren in trouble have been increasingly regarded and thus treated as
offenders first and children second” (p. 256). According to Goldson,
current youth justice policies lead us to “adulterize” children in trouble
and to “responsibilitize” them, “thus saving us the messiness of knowing
too much about delinquents, their families, their opportunities, their
backgrounds or their experiences” (p. 256). This context, combined with
the fact that work with young people who sexually offend has been
developed using models from adult programmes, leads to a de-emphasis
on the role of family at all stages in the care-planning process. This is
contrary however to emerging research on the influence of family on
delinquency. In a recent review of family and peer influences on delin-
quency Blechman and Vryan (2000) quote Kandel (1996) in stating that
influence of parents has been under-estimated and that of peers over-
estimated. As the review of the characteristics of these families will show,
an understanding of, and engagement with, their “messiness” is essential
if work to reduce the risk of further offending is to succeed. Failure to
engage parents in the assessment and care-planning processes not only
underestimates the degree to which issues of attachment, loss and
parental supervision and involvement are at the root of the sexual dif-
ficulties of these adolescents, but also undermines the possibility of good
assessments and viable planning.

If parents are not engaged alongside work with the young person, the
chances of treatment success are reduced and the chances of drop-outs
are significantly higher. For instance Sheridan et al (1998) found the
following characteristics of the 27 per cent of the group members who
were rated as the high-risk group on completion of treatment. They had
“cooperated poorly, developed limited insight and remained reluctant or
unable to identify patterns of their sexually abusive behaviour or intervene
in it. The single most frequently occurring difficulty during treatment
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was conflictual family relationships, which impinged on their ability to
derive benefit from the therapy” (p. 177). It was also observed that their
parents were less likely to be engaged with the programme.

Summary

Thus far we have reviewed why family work with this population may have
been slow to develop and the many adverse consequences of this. An under-
lying theme has been the importance of understanding sexually abusive
behaviour by young people through a developmental perspective, which pays
attention to the wider family and social context. This brings us to a consider-
ation of the emerging literature and research on the characteristics of the
families. To our knowledge this is the first dedicated account of the literature
on family backgrounds, and as will be seen, there are many gaps and limita-
tions in our knowledge. Nevertheless the emerging picture undoubtedly
points towards family factors as central to any understanding of young
people who sexually abuse others.

Family characteristics

Clinical and theoretical perspectives

Research specific to family environments and parental characteristics of
young people who have sexually abused is sparse. However, clinical impres-
sions abound and the family is said to be crucial in the development of
sexually deviant behaviour (Barbaree et al., 1998; Becker and Kaplan, 1988;
Ryan et al., 1987).

Families of adolescents who have sexually abused are often characterized in
the literature as unstable and disorganized (Davis and Leitenberg, 1987). Fam-
ily functioning has been described as either rigid and enmeshed or chaotic and
confused (Knopp, 1982). Poor parenting is often noted, with parents described
as either inconsistent or cold (Prentky et al., 1989). Discipline in the home is
often either too harsh or too lax with poor supervision, and this, it is theorized,
leads to the development of anti-social behaviours (Barbaree et al., 1998).

The main theoretical models highlight a number of family factors con-
sidered influential in the actiology and maintenance of sexual offending
behaviour (Barbaree et al., 1998; Becker and Kaplan, 1988; Ryan et al., 1987),
some of which are supported by empirical research.

Becker and Kaplan’s (1988) model suggests that a first sexual offence
results from a combination of individual, family and social-environmental
variables. Early developmental processes may break down, leading to poorly
developed empathy skills (Ryan, 1998). It is observed that the quality of care
is often poor in families of young people who have sexually abused, and
relationships with parents are often disrupted, leading to the formation of
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inadequate attachments (Ward et al, 1995). Parents who have experienced
victimization in their own childhood may develop avoidant coping styles
which may in turn manifest as a type of psychological absence leading to
impaired parent—child relations (New et al., 1999).

The Barbaree ef al. (1998) model of the development of sexually deviant
behaviour points to the importance of attachments and sees abusive family
experiences as instrumental in the development of sexually deviant behaviour.

Marshall and Barbaree (1990) presented a framework outlining a number
of factors they considered influential in the aetiology and maintenance of
sexual offending. While Marshall and Barbaree acknowledge some minor
role for biology they mainly focus on experiential, social and environmental
influences. They focus specifically on childhood developmental experiences,
social circumstances during pubescence and early adulthood, and current
problems and stressors. Transitory environmental features (such as opportun-
ity and internal states) are also taken into account. Marshall and Barbaree
point to the relevance of sexual preferences, self-esteem, empathy and intim-
acy as key to understanding sexual offending. It is suggested that the majority
of adult sex offenders grew up in families where there was a disruption in par-
ent—child relations, where violence, abuse (physical, sexual or emotional) and
neglect were common. From this standpoint the development of sexually
deviant behaviour can be considered to be largely due to experiences in early
family life.

Marshall and Barbaree distinguish between nurturing and abusive fam-
ilies and they describe families as existing along a continuum with likely
shifts along this continuum from nurturing to abusive over time and setting.
They identify a number of factors, which distinguish between the two ends
of this continuum. A nurturing family environment facilitates the develop-
ment of close interpersonal relationships. Within this context the individual
learns interactional skills and intimacy behaviours, which enables them to
satisfy their own social and intimacy needs in a way that is “mutually satisfy-
ing and respectful of the needs of others” (Barbaree et al., 1998, p. 3). At
the other end of the continuum in the abusive family environment where
parental control has often been coercive, children fail to learn appropriate,
effective interpersonal skills. It is proposed that the child in this environ-
ment, who has a disrupted attachment with primary caregivers, will adopt a
maladaptive, coercive and manipulative strategy for interpersonal inter-
actions. Within the family these interactions may be effective in stifling con-
flict in the home, and so are often reinforced. However, when this style of
interaction is applied outside the family environment it fails. This in turn
leads to failure in the development of stable, satisfying relationships, and
difficulty in developing intimacy and relationship skills. This poor inter-
personal development leads to the development of a negative self-image and
low self-confidence which further mitigates against the establishment of a
satisfying interpersonal life.
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A syndrome of social disability develops, which includes an inability to
establish and maintain intimate relationships, low self-esteem, diverse anti-
social attitudes and behaviour, a lack of empathy, and cognitive distortions
that support and justify criminal behaviour. This syndrome is an intermediate
outcome of an abusive family experience (Barbaree ef al., 1998). Additional
factors in the aetiology of deviant sexual behaviour are sexual, physical or
emotional victimization.

In adolescence, a failure to establish appropriate intimate relationships leads
to feelings of exclusion, powerlessness, a negative masculine self-concept and
feelings of anger and resentment, often directed towards females. Sexual con-
tact is sought through force or with a younger, more vulnerable partner.
Coercive strategies that were learnt within abusive families are then employed.

Barbaree et al. (1998) argue that these early sexual experiences, which have
been accomplished through coercive strategies, establish memories which
may then be elaborated into inappropriate sexual fantasies. Repeated use of
these fantasies leads to the urge to commit assaults. A sexual interest in anti-
social sexual activities is then established through a process of conditioning.
(Barbaree et al., 1998). This model allows for varying levels of severity of
sexually abusive behaviour from low to moderate to extreme.

Within this framework family experience is clearly implicated aetiologic-
ally. The development of sexually offending behaviour is considered the
product of a number of causal factors, including: disruption of or inadequate
attachment, childhood abuse (including physical, emotional and sexual), dys-
functional family relations, and temperamental factors. The literature notes
that many adult sex offenders grew up in families where there was a disrup-
tion in parent—child relations where violence, abuse (physical, sexual or
emotional) and neglect were common (Marshall and Barbaree, 1990).

Overall the conclusions drawn from clinical impressions and existing theor-
ies point to developmental trauma resulting from rejection and/or abuse lead-
ing to the development of sexually aggressive behaviour (Bentovim, 1998;
Marshall, 1989). Overall the families of young people who sexually abuse
have been characterized in the literature as dysfunctional and emotionally
impoverished.

Methodology of empirical studies

There is currently a small but growing body of empirical research available,
that examines families of young people who have sexually abused. Many
studies compare young abusers with other delinquent groups (Awad et al.,
1984; Bischof et al., 1992, 1995; Fagan and Wexler, 1988; Lewis ef al., 1981;
Rubenstein er al., 1993; Stith and Bischof, 1996; Van Ness, 1984). Some
studies have examined only incarcerated populations (Bagley and Shewchuk-
Dann, 1991; Dolan ez al., 1996; Hsu and Starzynski, 1990; Lewis et al., 1979,
1981; Rubenstein et al., 1993; Van Ness, 1984), while others describe com-
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munity based populations (Bischof er al., 1992, 1995; Kaplan et al., 1990;
Manocha and Mezey, 1998; O’ Reilly et al., 1998; Stith and Bischof, 1996) and
some consider both community and incarcerated populations (Richardson et
al., 1997). Most of the studies evaluate adolescents who have sexually abused,
but some focus on preadolescent children with sexually aggressive behaviour
(Gray et al., 1997, 1999; Johnson, 1988). A few studies differentiate between
types of abuse (Kaplan ez al., 1990; Hsu and Starzynski, 1990; O’Brien, 1991;
Richardson et al, 1997). Most studies base their information on young
people’s reports while a few use parent/caregiver reports (Awad et al., 1984,
Gray et al., 1999; Kaplan et al., 1988, 1990). Several studies use information
gathered from retrospective reviews of case files (Bagley and Shewchuk-
Dann, 1991; Dolan et al., 1996; Manocha and Mezey, 1998; Richardson et
al., 1997).

So, there is much variability among the studies and much of the research is
flawed methodologically. Many studies contain small sample sizes with no
comparison groups, and non-offender comparison groups are rare. Therefore
there are limitations to grouping together the findings from the various types
of studies. As a consequence the findings are not generalizable to all young
people who have sexually abused and their families. Nonetheless, the available
research is valuable and does point to a number of interesting factors that
may characterize the family environments and developmental experiences of
young people who have sexually abused.

Empirical research findings

Prior experience of abuse

Numerous empirical studies have reported a high incidence of prior experi-
ence of abuse among young people who have sexually abused. Of note is the
incidence of physical abuse and/or neglect (Awad et al., 1984; Dolan et al.,
1996; Gray et al., 1999; Hsu and Starzynski, 1990; Johnson, 1988; Lewis et
al., 1981; Manocha and Mezey, 1998; O’ Reilly ef al., 1998; Van Ness, 1984).
In a retrospective study that examined the age of onset in adult sex offenders,
Knight and Prentky (1993), compared those with histories of sexual offending
in their adolescence with those without such histories. Knight and Prentky
found that physical abuse and neglect were more frequent among those with a
history of sexual offending in adolescence. They also found that child molest-
ers who began offending in adolescence had experienced sexual abuse as chil-
dren more often than those molesters with an onset in adulthood. Several
studies have reported a high incidence of sexual abuse (Dolan et al., 1996;
Gray et al., 1997, 1999; Johnson, 1988; Manocha and Mezey, 1998; O’ Reilly
et al., 1998; Richardson et al., 1997) and or emotional abuse (Gray et al., 1999;
Manocha and Mezey, 1998; O’ Reilly er al., 1998) among juvenile sexual
offenders. It is difficult to establish percentages because of the different types
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of samples and methodologies used and the fact that reported rates of abuse
vary significantly. Rates of physical abuse and neglect range from 19 to 75 per
cent while reported rates of sexual abuse range from 19 to 95 per cent.
Reported rates of emotional abuse range from roughly 14 to 87 per cent.
Gray et al. (1999), in a review of studies on sexualized behaviour among
sexually abused children, reported that sexual behaviours were among the
most common after-effects (28% of a sample of 1,353) of childhood sexual
maltreatment. In their study, Gray ez al. (1999) noted that 56 per cent of their
sample of children with sexual behaviour problems had been victims of mul-
tiple forms of abuse. Widom (1995) concluded that victimized children
(whether as a result of neglect, sexual or physical abuse), were more likely
than non-victims to be arrested for a sex crime. With regard to adolescents
who have sexually abused, Ryan (1995) noted that studies show 40-90
per cent of sexually abusive adolescents had experienced some form of abuse.

Parental history of victimization

A number of studies have looked at the incidence of prior victimization
among the parents of young people who have sexually abused. Kaplan ez al
(1988) reported that parents in their sample had experienced high levels of
victimization in their own childhood. In a later study, Kaplan et al. (1990)
reported that mothers of adolescent incest perpetrators were significantly
more likely than mothers of non-incest perpetrators to report a personal
history of early sexual victimization, later sexual dysfunction and to have had
the experience of psychotherapy. O’Brien (1991) reported similar findings
from his study, where 36 per cent of mothers and 10 per cent of fathers of
adolescent incest perpetrators disclosed an experience of personal sexual vic-
timization compared with 9 per cent of mothers and roughly 6 per cent of
fathers of non-incest perpetrators. Manocha and Mezey (1998) and New
et al. (1999) in their studies also reported high levels (25.5% and 55% respect-
ively) of childhood sexual victimization among the mothers in their samples.

Intra-familial violence

High levels of intra-familial violence have been observed in the families of
sexually abusive adolescents. However, reported rates vary (Browne and
Falshaw, 1998; Fagan and Wexler, 1988; Gray et al., 1997, 1999; Lewis et al.,
1979; 1981; Manocha and Mezey, 1998; New et al., 1999; Richardson et al.,
1997; Van Ness, 1984). Lewis et al. (1981) reported that 79 per cent of their
sample had observed intra-familial violence compared with 20 per cent of
their non-violent delinquent comparison group. In a recent study (New et al.,
1999), 72 per cent of the mothers of boys who had sexually abused reported
domestic violence. In a retrospective case review of 100 young people who
had sexually abused, Richardson et al. (1997) found that 47 per cent of their
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sample had experienced and/or witnessed intra-familial violence of some
form. The British National Adolescent Perpetrator Network (NAPN) (1988),
which holds information on 1,000 adolescent sex offenders, reports spouse
abuse in 27 per cent of families. In relation to preadolescents with sexual
behaviour problems, Gray et al. (1999) reported that approximately 87 per
cent of the children in their sample had witnessed at least one physical alter-
cation between their parents.

Single-parent homes

Parental separation, single-parent homes and, in particular, absent-father
homes are reported in a number of studies (Browne and Falshaw, 1998; Kaplan
et al., 1990; Graves et al., 1996; Gray et al., 1999; Hsu and Starzynski, 1990;
Manocha and Mezey, 1998; O’ Reilly er al., 1998). Kaplan et al. (1990), in
their comparison of mothers of adolescent incest offenders with adolescent
non-incest sex offenders, found the majority of incest offenders had a mother
who was not living with a partner. Sheridan and McGrath (1999) reported
that parental separation was common in their sample at 41 per cent. In
contrast, Bagley and Shewchuk-Dann (1991) reported that the majority of
participants in his study came from intact families. However Bagley’s families
were considered to have a high degree of pathology.

A number of studies have reported a substantial incidence of disrupted
care histories among young people who have sexually abused, with many
having been in care at one time (rates range from 21.4% to 64.4%) (Dolan
et al., 1996; Manocha and Mezey, 1998).

Family dynamics

Smith and Israel (1987) reported that among incestuous adolescents there
were unhealthy family dynamics, such as inaccessible parents, lax parental
control, the promotion of family secrets and the stimulation of a sexual
climate. Similarly in a retrospective review of fifty-one cases, Manocha and
Mezey (1998) reported a “lack of sexual boundaries” in approximately 26 per
cent of families and the presence of sexually explicit materials in one-third of
families within their sample. In 29 per cent of Manocha and Mezey’s families,
parents were described as “uncaring”. Awad et al. (1984) compared parents
of adolescents who had sexually offended with parents of non-sexual offend-
ing adolescents. They reported that the fathers of adolescent sexual offenders
were more rejecting and twice as lax with parental control as were the other
fathers. In relation to preadolescents, Pithers et al (1998) identified poor
parent—child relationships in the families of children with sexual behaviour
problems. Relationships were characterized as negative, emotionally distant
and conflictual.
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Family functioning

Poor family functioning has been observed in families of young people who
have sexually offended. It is hypothesized that the families of these adolescents
are either disengaged or enmeshed (Graves et al, 1996). However, in an
unpublished study Bera (1985) found no difference between the family sys-
tems of adolescent sexual offenders and a comparison group. Bischof, et al.
(1992) found that families of adolescents who had sexually abused were
described by youngsters as having greater family cohesion, compared with
those of violent and non-violent delinquents. They were, however, less
cohesive than the normative sample. In general adolescents who had sexually
abused reported that their families were more helpful and supportive than
those of their delinquent peers but not the normative sample. Bischof and
colleagues, in a series of studies, examined communication patterns in fam-
ilies of adolescents who sexually offend and found poorer levels of communi-
cation between parents and children, compared with a normative sample
(Bischof et al., 1992, 1995; Stith and Bischof, 1996).

Other problems which have been found to characterize the families of
adolescents who have sexually abused include; parental criminality; mental
health problems; economic disadvantage; substance and alcohol abuse; and
medical problems (Bagley and Shewchuk-Dann, 1991; Browne and Falshaw,
1998; Dolan et al., 1996; Graves et al., 1996; Gray et al., 1999; Hsu and
Starzynski, 1990; Manocha and Mezey, 1998; Pithers ez al., 1998). Two studies
have noted the presence of additional individuals who have sexually abused
within the extended families of preadolescents with sexual behaviour prob-
lems (Gray et al., 1997; Johnson, 1988); estimates range from 62 to 92 per cent.

Many of the studies comparing adolescents who have sexually abused with
other delinquent populations found the two groups had much in common,
with regard to family environment, developmental experiences and histories
of maltreatment. Interestingly, some of the research has found that adoles-
cents who have sexually abused were distinguished from non-sexual offending
delinquent peers. The youths who were sexually abused were distinguished by a
higher incidence of exposure to family violence and by more frequent occur-
rence of physical and sexual abuse (Davis and Leitenberg, 1987; Ford and
Linney, 1995, Lewis et al., 1979, 1981; Rubenstein et al., 1993; Van Ness, 1984).

Parent response to disclosure of abusive behaviour and intervention

Duane et al. (2002) propose a conceptual model of the experiences of parents
in response to the disclosure of sexually abusive behaviour by their adolescent
sons. They constructed their model based on semi-structured interviews with
five parents of three adolescents with sexually abusive behaviour difficulties.
The parents were attending a support group that is part of the Northside
Inter-Agency Project (NIAP) intervention programme for adolescents who
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sexually abuse. Each parent was interviewed three times; at the beginning of
their attendance, midway through, and on completion of the programme.
Duane et al. aimed to utilise this small group of parents to document changes
over the course of attendance and to explore the psychological processes that
underpin these changes. In doing so they intended to conduct a descriptive-
explorative study that would generate hypotheses that could be subsequently
evaluated in a properly controlled full-scale study. Thematic content analysis
of the fifteen interviews suggested five main domains that summarized par-
ents’ concerns and reflections on their experiences. These are described below.

Impact of disclosure The impact of disclosure on parents and others in the
family was the most frequently mentioned negative experience reported by
parents. They described a range of painful emotions related to this including
feelings of stress, trauma, helplessness, shock, sadness, confusion, searching,
disbelief, shame, guilt and anger. Some reported an experience of feeling de-
skilled as a parent and thought that only “professionals” could help their sons.
They also reported feelings of isolation, stigma and embarrassment. For those
whose children’s offending behaviour was extra-familial and known within
their communities verbal abuse and threats were experienced by parents.

Positive changes for parents The following positive changes were reported
by parents over the course of their attendance at the programme: an increase
in general well-being and ability to cope, an increase in parent—child
communication, and a decrease in the anger felt by parents towards their son.

Observations of their sons Some positive changes in their sons were
observed by some parents during the course of the former’s attendance at the
adolescent intervention programme. These included an increase in general
well-being, level of maturity and social interaction coupled with a decrease in
isolation. Difficulties in communication with their sons was commonly
reported, particularly in relation to offending behaviour. Two parents
reported feelings of mistrust towards their sons. For parents where the abuse
was intra-familial a struggle with feelings of divided loyalties was reported.

Experiences in the parents’ group All five parents reported that they found
attendance at the parents’ group to be a beneficial experience where they felt a
strong sense of support, and had a forum for discussion, reflection and learn-
ing. The group was described as “helpful”, “comforting” and at times even
“enjoyable”. Two parents found their initial attendance in the group to be
relatively stressful and “intrusive”. However, over time they found it easier to
attend. One parent commented that it felt easier to have discussions when
the group leader was not present. Nevertheless, none of the parents reported
things that they would change about the way the group was run and all
reported considerable personal benefits from their attendance.
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Comments on the programme When parents spoke about their reflections
on their children’s participation in the adolescent intervention part of the
service they commented positively on the young person; having access to
professional advice and guidance, the involvement of Juvenile Liaison
Officers, the importance of their sons’ having to admit and talk about their
abusive behaviour as part of the intervention programme, the support that
was available to their children within their own group, increased knowledge
about sexual offending behaviour, and increased knowledge of the impact of
abusive behaviour. Parents also spoke positively about their having access
to professional advice and guidance, being kept informed of their child’s
progress, and increased awareness of child protection issues.

Based on their preliminary study Duane et al proposed a conceptual
model of parents’ response and adjustment to the disclosure of sexually
abusive behaviour (see Figure 4.1). This was informed by models of grief
reactions and stages of change. Duane et al. observed that on disclosure of
sexually abusive behaviour by adolescents “parents enter into a process
in which thoughts about the disclosure trigger a range of emotions, including
shock, confusion, searching and questioning, disbelief or minimization,
acceptance, shame, self-blame, guilt, anger and sadness. Parents do not
experience these feelings in any particular order and not all emotions are
experienced by all” (2002, p. 53). Nevertheless some patterns of response
appear more frequently. These include shock in response to disclosure, confu-
sion with searching for answers and questioning as part of that confusion (for
some there may be a vicious repeating cycle of confusion, searching for
answers, questioning their validity, and return to confusion that can be
resolved if an acceptance of the behaviour can be reached), use of denial and
minimization as a defence against full acceptance of their son’s abusive
behaviour, and shame (at times related to a cycle of guilt, self-blame and
anger). These findings and conceptual model may prove helpful for guiding
research and clinical practice with parents.

Discussion

The findings from this review point to the experience of abuse or trauma as a
significant aetiological factor in the emergence of sexual behaviour problems
in young people. Prior sexual victimization seems to be significant in deter-
mining the age at onset of sexual behaviour problems (Richardson et al.,
1997). However, prior physical abuse is also an important factor, particularly
for more violent and sadistic young offenders (Bridge Child Care Develop-
ment Service, 2001). With regard specifically to the families of young people
who have sexually abused, the research, although limited, provides some
support for family environment as a discriminating variable. Family dysfunc-
tion, abuse and neglect may be predictive in the development of sexually
offending behaviour (Vizard et al, 1995). However, because of the wide



Families of young people who sexually abuse 119

DISCLOSURE OF SON’S SEXUAL

OFFENCE

I THOUGHTS
I EMOTIONS

SADNESS SHOCK

DISBELIEF &
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SELF-BLAME

Figure 4.1 Conceptual model of process which occurs for parents after disclosure of son’s
sexual offence.

Source: reproduced from Duane et al., ‘Experience of parents attending a programme for families of
adolescent child sexual abuse perpetrators in Ireland’, Child Care in Practice, 8, 1: 46-57, by permission
of Taylor & Francis http://www.tandf.co.uk/journals/titles/13575279.html

variability in methodologies and samples, these studies are difficult to
interpret. It is possible only to say that these factors may be linked to the
development of sexually abusive behaviour in some young people.

Chaffin and Bonner (1998) noted that, on the basis of clinical impres-
sions of those working within the adult sex offender population, there are
many assumptions accepted as conventional wisdom within the area of
young people who sexually abuse. Included amongst these is the idea that
all parents and families of young people who have sexually abused are
generally dysfunctional and that personal victimization is usually present in
the young person’s history. However, the empirical support for these is
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limited. The research is in its infancy and while significant progress has been
made there is much ground yet to be covered. There are many gaps in the
research and results need to be confirmed in well-designed larger controlled
trials.

Families of young people who have sexually abused are a heterogeneous
group. While the research indicates that many of these young people have
grown up in dysfunctional families, there are also some who seem to have
grown up in relatively well-functioning families. There is much variability in
terms of developmental experiences and histories of maltreatment. The rela-
tionship between past victimization and future offending is complex and is
likely to be influenced to a significant degree by the quality of care and
relationships child victims experience with their parents or caregivers. The
explanation is likely to be multi-causal with risk factors located in abuser
histories, their personalities and their environments. Various combinations of
family factors and developmental experiences may contribute to the devel-
opment of disrupted attachments and inadequate empathy development,
which may lead to sexually abusive behaviour in some, but not all young
people. An explanation of sexual offending in adolescence involving multiple
pathways with high variability in time onset, progression and desistance is
probably going to fit the data best (Chaffin, 2000).

Clearly a significant number of young people who sexually abuse have
grown up in dysfunctional family environments where they have experienced
maltreatment and where relationships with parents are impaired. This sug-
gests there is a need to combine offence-specific interventions with holistic
interventions that focus on “defusing affective triggers, increasing develop-
mental competence, and self efficacy, countering hopelessness, and increasing
psychological safety in relationships” (Ryan, 1999, p. 427). The role of par-
ents in helping young people address these issues and in creating a supportive
family environment is crucial. Without parental support progress on both the
offence-specific and the developmental issues may be frustrated at best and
undermined at worst. If this alliance with parents can be forged, adolescence
provides perhaps the last protected opportunity to shape relationship and
problem-solving behaviours free from the burdens and responsibilities of
caring for self and others.

A continuum of services, goals and
basic requirements

In this final section we consider goals and methods, as well as defining a
minimum level of service for family work. The chapter concludes by high-
lighting some clinical issues to which practitioners must pay attention in the
opening stages of any family work with this population.
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An inter-agency framework for services to families

Although there are many gaps in our understanding of the nature and needs
of these families, it is already clear that they represent a very diverse group.
Therefore a continuum of services, and not a “one size fits all” response, will
be required to address the variety of situations, needs and risks presented by
these different family situations. The pyramid model adapted from Ryan’s
(1999) ideas presented in Figure 4.2 illustrates such a continuum in which the
type and intensity of service is matched to the level of the risk and the
capacity and commitment of the family.
Adapting Ryan’s model suggests a four-level model of service as follows:

Level I: Early presentation of sexually problematic behaviour in the context
of concerned parents and a reasonably positive functioning family. The inter-
vention here would be educational and supportive in which the worker would
help the parents process their feelings and then provide them with an infor-
mation and home counselling pack which the parents work through with the

¥ ASSESSMENT

Parent education to help child

External educational input

Local specialist therapeutic help for
high risk young people with serious
sexually assaultive behaviour,
conduct disorder, impulsive
behaviour, low social
competence and
a history of sexual,
physical or
emotional
abuse

Figure 4.2 Threshold for services (based on the ideas of Ryan, 1999).
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young person, focusing on issues of consent, empathy and boundaries. One
or two follow-up visits would take place to check progress.

Level 2: Referral to a psycho-educational group for parents where there had
been further sexual behaviour problems and there is a need to bolster the
parents’ skills and commitment.

Level 3: Referral for community-based treatment programme for the young
person and the parents which could be run by a mixture of specialist and
generalist staff.

Level 4: Referral to specialist residential/secure programmes for the identified
high-risk group where there are multiple problems, serious abusive behaviours
and where there is a high public protection risk.

Let us take two very different sorts of family situation. Family A is a rela-
tively well functioning, intact and cohesive family unknown to welfare or
criminal justice agencies in which fourteen-year-old Stanley has committed a
single indecent assault on a five-year-old child for whom he was acting as
babysitter. Stanley’s parents, although very distressed, responded immedi-
ately and appropriately when the victim’s mother told them what had hap-
pened. They accompanied Stanley to the police station, made it clear to him
that although they still loved him, what he had done was wrong, and they
asked what they could do to help Stanley to ensure he did not commit any
further assaults. Stanley is an only child. Family B is a family in which there
are four children ranging in ages from the oldest, Brian, twelve years, to
Katie, four years. There are three different fathers and currently Katie’s
father, Bill, is living with the family. The family are well known to welfare
agencies and there have been persistent concerns about Brian’s disruptive
behaviour at school. One day Brian was spotted in school to have welts on his
back. When asked about these he stated that Bill inflicted the marks with a
leather belt. During the subsequent child protection investigation Bill told the
social worker and the police that he had done this after he had caught Brian
in bed with Katie getting her to play with his penis.

Plainly these two situations require different responses. Using the pyramid
framework, and based upon a thorough assessment for all families where a
young person has committed a sexual assault, Family A would be offered the
Level 1 response whilst Family B would require a Level 3 response in addition
to a requirement that Brian live outside the family at least initially.

However, such a system can only be delivered in the context of a strong
inter-agency framework where there is shared commitment, some pooled
resources, agreed thresholds of intervention, and a clear multi-disciplinary
assessment protocol in order to identify accurately which families need what
level of service.
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Goals of family work

It follows from the above that the goals of family work depend on the circum-
stances and needs of the case. The overriding objective of such family work
can be defined as engaging parents/caregivers in services that enable them to
care for, support and supervise young people who have committed sexual
assaults, in order to reduce the risk of recidivism, protect known or potential
victims, and promote the welfare of the young person. In pursuit of that
overall objective some or all of the following goals may be relevant in any
particular case:

e Provision of immediate crisis support for the family, especially offering
or identifying sources of emotional support to reduce isolation, shame,
victim blaming, withdrawal, loss of parental functioning, or emotional
rejection.

e Enlisting parental agreement and engagement for both them and their
child in an assessment process.

e Provision of information and educative help about normal sexual
behaviour, understanding consent, abusive sexual behaviour and its
effects.

e Provision of information as to how parents can most helpfully respond
to both the victim and the abuser, including how to support the latter in
his treatment work.

e Establishing (where viable) home safety agreements to monitor and
supervise the young person and protect victims. This might include: sep-
arate sleeping arrangements; privacy rules; increased parental checks;
restrictions on children being alone together behind closed doors; limits
on horseplay and wrestling; monitoring TV, video and computer access;
and expectations about being fully dressed (Chaffin, 2000).

e Engaging parents/caregivers in a case-planning and review process from
the outset.

e Engaging parents/carers in longer-term work to increase openness and
emotional expressiveness within the family; clarify, consolidate or restore
appropriate parental and child roles; identify family strengths and needs;
acknowledge and interrupt abusive family patterns; increase parental
skills, confidence and competence in promoting accountable behaviour
within the family and in handling negotiation and conflict; assist in
apology or reparative work between abuser and victim; enhance their
protective capacity, especially in relation to boundary-setting; assist them
to positively structure the young person’s time and activities in terms of
peer and social activities; re-negotiate family relationships and address
the transition where it is not possible for the young person to return
home, in order to clarify, maintain or improve contact with the family and
enable the family to be a source of continuing support and significance.
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In other words the work with parents may be rehabilitative, reparative or
focused on restructuring family relationships. It may be carried out through
a variety of approaches: individual or couple work with parents (Burnham,
et al., 1999); group work with parents (McGarvey and McKeown, 1999); part
or whole family work with parents and children; individual or group work
with the young person.

Basic requirements

Earlier in the chapter the crucial importance of engaging parents was
stressed. However, resources may not stretch to address the range of tasks
which have been outlined above. Nevertheless, there is a minimum level of
service which would appear to be necessary without which any work with
young people about their offending behaviour may become seriously com-
promised. These requirements are focused on two critical issues: restoring the
parental functioning following the crisis of disclosure; and engaging parents
in safety planning. The latter cannot be done without the former. These basic
requirements are: the provision of immediate crisis support for the family; a
message that parents are not there to be “blamed” or put thorough therapy;
affirming the positive role they can play; agreeing a home safety plan;
engaging parents in a collaborative process of assessment; early engagement
of parents in the case-planning process; information as to how parents can
support the offence-focused work.

For many families this basic package would represent a considerable
improvement on their experiences to date. It would also act as the prerequisite
for involvement in some of the more demanding work listed earlier. For
young people to know that their parents were neither falling apart nor reject-
ing them as a result of their abusive behaviours, would restore the sense of
containment and security that is vital as they seek to address their difficulties
and to make changes to a more healthy and responsible lifestyle.

Conclusion

It would be hard to describe the current state of responses and services to
families of young people who commit sexual assaults in terms other than
disorganized, sporadic and unpredictable. We have sought to illustrate the
dire consequences that can ensue from our failure to engage parents. The
research on the characteristics of these families should leave us in no doubt
that family factors are central to any understanding of, or intervention in, the
patterns, context and overall environment in which young people’s sexually
abusive behaviour exists. Indeed it is hard to see how the move to a more
holistic approach to this problem will succeed unless strengthening the family
environment and parental competence and confidence is a central target of
our efforts. Even for the small proportion of young people who cannot return
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home, family remains important both for their core sense of identity and self,
and at the practical level in supporting their journey into adulthood and
independence. It is hoped finally that in every location those who read this
chapter and who agree with its arguments will lobby vigorously at the very
least for a minimum level of service for these families, even as we must build
with patience a more comprehensive response.
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Chapter 5

Psychiatric disorder and
adolescent sexual offending

Declan Sheerin

Introduction

What value is there in identifying the types and prevalence of psychiatric dis-
order in adolescent sexual offenders? McElroy ez al. (1999) suggest the follow-
ing: (1) a better understanding of the relationship between sexual violence and
mental illness might enable the development of more effective legal, correc-
tional and public health policies regarding persons who commit sexual crimes;
(2) psychopharmacologic treatment of appropriate psychiatric disorders in
affected sexual offenders, administered in conjunction with correctional and
psychosocial treatment programmes might increase the likelihood of success-
ful rehabilitation and thereby reduce recidivism, public victimisation and the
use of more costly correctional services; and (3) risk factors and preventive
strategies for sexual violence might be identified and developed.

As with adult sexual offenders, psychiatric disorder appears to be common
in adolescents who sexually offend. Unfortunately, it frequently goes
unnoticed. Many programmes do not have the availability of a psychiatrist to
assess mental state, or to ensure that co-morbid psychiatric disorders are
adequately treated and programmes adjusted where necessary to meet the
particular psychiatric and personality needs of each individual. To underline
this lack of psychiatric involvement, it is perhaps pertinent to point out that
the medical membership of NOTA (National Organisation for the Treatment
of Abusers) in December 2000 was a mere twenty-seven (2.8%) of almost
1,000 members (NOTA, 2000).

This chapter covers five broad areas: (1) the specific psychiatric diagnostic
categories that address some sexual behaviour problems; (2) the method-
ological difficulties inherent in researching psychiatric disorder in sexual
offenders; (3) a review of the studies available on psychopathology in adult
sexual offenders; (4) a review of the studies available on adolescent sexual
offenders; and finally (5) the chapter draws conclusions from both adult and
adolescent studies and provides some guidelines both for assessing psycho-
pathology in adolescents who sexually offend and for identifying the need for
a full psychiatric assessment.
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Sexual offending and psychiatric disorder

Sexual offenders have been categorised into three broad diagnostic groups
(Abel et al., 1986): (1) the paraphilic who habitually and compulsively only
commits sexual offences; (2) the schizophrenic or psychotic individual whose
sexual offences are the product of the psychosis; and (3) the antisocial per-
sonality, whose sexual offences are part of other nonsexual, sociopathic pat-
terns. However, the picture is probably more complex than this, in that
personality disorder may be the rule rather than the exception, and several
other disorders may be associated with sexual offending. In addition, there is
uncertainty regarding the validity of paraphilia as a diagnostic category, or
whether in fact it constitutes a psychiatric disorder at all.

The paraphilias

Although sexual ruminations are described as diagnostic criteria for several
psychiatric disorders, sexual deviations themselves are viewed as specific psy-
chiatric syndromes by the medical profession. These are the paraphilias and
are listed as diagnostic categories in the official psychiatric nomenclatures,
DSM-IV (American Psychiatric Association, 1994) and ICD-10 (WHO,
1996). In both systems, the paraphilias include disorders such as exhibition-
ism, fetishism, frotteurism, paedophilia, sexual masochism or sadism, trans-
vestic fetishism, voyeurism and other disorders of sexual preference like
phonecall scatologia, zoophilia, necrophilia and coprophilia. ICD-10 also
includes Multiple Disorders of Sexual Preference as a diagnostic category.

Paraphilias are defined as sexual disorders characterised by recurrent,
intense sexual urges, fantasies or behaviours that involve unusual objects,
activities or situations, occurring over a period of at least six months (DSM-
IV). The person either has acted on these fantasies or is markedly distressed
by them and the fantasies and behaviours cause significant impairment in
social, occupational or other important areas of functioning. Finally, for
paedophilia (but not for the other paraphilias) the perpetrator must be aged
sixteen or over, and the victim must be at least five years younger than the
perpetrator. This means that paedophilia can be diagnosed in some adoles-
cents (16—18 years) using DSM-IV criteria. In ICD-10 — Clinical Descriptions
(WHO, 1992), there is no age stipulation for any of the paraphilias, including
paedophilia. However, and rather confusingly, in the ICD-10 — Diagnostic
Criteria for Research (WHO, 1993), the criteria for paedophilia include the
same age stipulation as DSM-IV.

Definitional problems

The development of the paraphilias as mental disorders has required some
gestation and modification in the various editions of DSM and ICD. For
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instance, there were many difficulties in the DSM-III-R definition of para-
philia that required revision for DSM-IV, one of which was that the defin-
ition, in itself, was considered inconsistent with the definition of mental
disorder in general (Gert, 1992).

A mental disorder was defined as “a clinically significant behavioural or
psychological syndrome or pattern that occurs in an individual and that is
associated with either present distress (a painful symptom) or disability
(impairment in one or more areas of functioning) or a significant risk
of suffering death, pain, disability, or loss of significant freedom” (APA,
1987, p. xxii). So, what makes a disorder a mental disorder is its symptoms,
not its cause or aetiology. This is fundamental to psychiatric diagnostic prac-
tice. Also, unless the patient has a painful symptom, suffers impairment in an
important area of functioning or is at significantly increased risk of suffering
death, pain, etc., deviant behaviour could not of itself be defined as mental
disorder — according to DSM-III-R standards. Yet the criteria for diagnosing
paraphilia allowed that deviance, by itself, was sufficient to classify a
behavioural syndrome as a psychiatric disorder. “The paraphilias are charac-
terised by arousal in response to sexual objects or situations that are not part
of normative arousal-activity patterns and that in varying degrees may inter-
fere with the capacity of reciprocal, affectionate sexual activity” (APA, 1987,
p- 279). Therefore, it is not essential for such arousal-activity patterns to
interfere with reciprocal, affectionate sexual activity (Gert, 1992) or to involve
pain, impairment or risk of suffering death, pain, disability or loss of free-
dom. Yet they were regarded as mental disorders. In addition, DSM-III-R
states that “neither deviant behaviour, e.g., political, religious, or sexual, nor
conflicts that are primarily between the individual and society are mental
disorders unless deviance or conflict is a symptom of a dysfunction in the
person . ..” (APA, 1987, p. xxii).

Clearly, these stipulations created a conflict within the system. To counter-
act this, DSM-IV added to its definition of paraphilia the phrase that the
fantasies and behaviours cause significant impairment in social, occupational
or other important areas of functioning. This gave a clearer rigidity to the
definition of deviant sexual arousal patterns as mental disorder.

However, questions remain regarding distress consequent to deviant sexual
arousal or activity. For instance, in transvestic fetishism, the distress associ-
ated with cross-dressing may, in many cases, be a consequence of the conflict
between the urge to engage in deviant sexual behaviour and the anticipated or
real social disapproval or shaming of that behaviour, if discovered and pun-
ished (Gert, 1992). Given that “neither deviant behaviour, e.g., political,
religious, or sexual, nor conflicts that are primarily between the individual
and society are mental disorders unless deviance or conflict is a symptom of a
dysfunction in the person ...” (APA, 1987, p. xxii) then the origin of the
distress becomes important in deciding whether a mental disorder is present
or not. Based on the same principles, if someone were engaged in politically
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deviant behaviour — and if the distress associated with urges to engage in this
behaviour were independent of the chance of being found out and punished —
then that person could be said to be suffering from a mental disorder, by
DSM criteria (Gert, 1992).

In summary, serious questions remain about the validity of the paraphilias
as a psychiatric construct, a construct further undermined when we compare
diagnostic criteria for paraphilia with those of other disorders, particularly
impulse-control disorders (IPD) and obsessive-compulsive disorders (OCD).

The relationship between paraphilia and other
diagnostic categories

The paraphilias do not appear to represent “stand-alone” categories. Whether
these behaviours constitute an addiction, a compulsion, a form of hypersexu-
ality, or a disorder of impulse control is controversial. ICD-10 excludes the
paraphilias from Habit and Impulse Disorders (F63) “by convention”,
though clearly indicating that paraphilias would meet the general criteria for
impulse disorders. DSM-IV makes a similar distinction in its category
Impulse-Control Disorder Not Otherwise Specified (312.30), excluding
paraphilias again by convention.

Pearson (1990) noted similarities between paraphilias and OCD, apparent
in individuals experiencing erotic cravings and impulses with a sense of
mounting tension prior to committing the act, which often was performed in
a stereotypical manner. Predominantly obsessional thoughts or ruminations
are defined as “ideas, images, or impulses that enter the individual’s mind
again and again . . . They are almost invariably distressing (because they are
violent or obscene) . .. and the sufferer often tries, unsuccessfully, to resist
them” (WHO, 1993, p. 142). DSM-IV makes the link with OCD very clear by
stating in the diagnostic guidelines for OCD that if the content of the obses-
sions and compulsions is restricted to another Axis 1 disorder, for instance,
preoccupation only with sexual urges or fantasies, then the obsessions and
compulsions are part of a paraphilia diagnosis.

Further evidence for the link between paraphilias and OCD is provided
through case reports describing the treatment of various paraphilias with
medications that have proven efficacy in the treatment of OCD (Jenike, 1989;
Pearson, 1990). Selective serotonin re-uptake inhibitors (SSRIs) have been
shown to decrease the intensity and intrusiveness of fantasies, resulting in
more conventional sexual behaviours (Bianchi, 1990; Kafka, 1991; Perilstein
et al., 1991). One case report describes an adolescent with multiple para-
philias, who also met criteria for OCD and bipolar disorder (Galli et al.,
1998). The intrusive sexual and aggressive thoughts responded to fluoxetine.
The paedophilic behaviour may however have been a manifestation of a pri-
mary OCD with paedophilic, frotteuristic, sadistic, zoophilic and necrophilic
obsessional thoughts and compulsive behaviours. Such reports are suggestive
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of improved impulse control with the use of an SSRI, though the apparent
therapeutic response may partially be explained on the basis of an SSRI’s
effects on neuronal systems regulating behaviour or on antidepressant-induced
anorgasmia (Perilstein ez al., 1991).

In conclusion, two key points need to be made. Firstly, preliminary phe-
nomenological, co-morbidity, and treatment response data suggest that
paraphilias may be related to other major psychiatric disorders, especially
mood, obsessive-compulsive, impulse control, personality and substance use
disorders (McElroy et al., 1999). Therefore, when sexual offending behaviour
is considered within psychiatric classification, it appears to be situated in
many areas and crosses many boundaries (see Figure 5.1). This may of course
indicate co-morbidity, or, it may simply underline the degree of leakage of
definitional integrity between psychiatric disorders.

Secondly, classificatory criteria should be re-evaluated for paedophilia. The
age restriction in DSM-IV may be quite arbitrary and worth removing to
increase public awareness that paraphilias can begin at a young age (Galliet al.,
1998). Given the link in DSM-IV between OCD and paraphilia, and given

Personality
disorders

Sexually abusive
behaviour

Impulse-
control
disorders

Paraphilias

OCD

Figure 5.1 Diagnostic overlaps and sexually offending (other psychiatric disorders like
schizophrenia and bipolar disorder, which may rarely involve sexually abusive
behaviour, have not been included in this figure).
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that OCD can be diagnosed at any age, as can all paraphilias besides paedo-
philia, there seems little reason to restrict the diagnosis of paedophilia, or
at least a subgroup of paedophilia with OCD-type fantasies and urges, to
sixteen-year-olds and over. It should be a matter of content rather than age.

Researching psychopathology in sexual offenders

It could be argued that researching psychopathology in sexual offenders is an
impossible task. This is for two reasons. Firstly, some methodological prob-
lems are virtually intractable and a study devoid of even the most funda-
mental of these would be very difficult to design indeed (Problem A). Secondly,
the offenders, by their very nature, are highly likely to dissimulate (Problem
B). Problem A is addressed later in this chapter, alongside discussion of the
studies themselves; Problem B is addressed below.

Problems in assessing psychopathology: denial

Given that denial of offending behaviour is a frequent experience of those
working with adolescents and adults who sexually offend, an inevitable ques-
tion arises: will denial of offending behaviour extend to denial of psycho-
pathology and associated psychological features like hostility and anger? If
minimisation occurs is this likely to be linked to minimisation of psycho-
pathology or, if the offender has admitted in part to his sexual offence, will he
exaggerate psychopathology in the hope of currying sympathy, creating exon-
erating motives, or getting himself “off the hook™? Or will he be truthful,
having admitted in part or in full his offence?

Denial or minimisation of sexual offending behaviour may be accompanied
by denial or minimisation of accompanying psychopathology (Grossman and
Cavanaugh, 1990). Also, denial or minimisation of paraphilia is considered
common amongst sexual offenders (Grossman, 1985; Kelly and Cavanaugh,
1982). These two facts have compromised co-morbidity research into paedo-
philia, sexual offending and psychiatric disorders (Kafka and Prentky, 1994).

Inevitably, the context in which the evaluation occurs will influence the
motivation to “come clean” or dissimulate. Grossman and Cavanaugh (1989),
using the Minnesota Multiphasic Personality Inventory (MMPI), assessed
two groups of men alleged to have committed sexual offences — those that
admitted their offence and those that denied engaging in paraphilic behaviour.
Several scales of the MMPI are believed to discriminate honest responders
from experimental subjects instructed to minimise or exaggerate symptoms
(Greene, 1980; Grow et al., 1980). On all of these indices of the MMPI, those
that denied paraphilia showed more evidence of minimising psychopathology
than those who admitted to paraphilia. Analysis of the clinical scales showed
that the non-admitters showed less psychopathology consistently on all ten
of the standard MMPI clinical scales.
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Therefore, patients that deny allegations of sexual offending when under-
going psychiatric or psychological evaluation, are prone to minimise other
symptoms of psychopathology. Unfortunately, interpreting the implications
of this study is difficult, given that the study itself is subject to Problem A.
None of the men in the study had been found guilty — they were either pre-
trial, facing no formal legal charges, or had already been found Not Guilty by
Reason of Insanity. So, it was of course possible that in the group of
non-admitters some did not in fact commit any sexual offence. If that were
so, then the denial or minimisation on the MMPI scales might indicate
a different motive, for instance, a general attitude of defensiveness and
uncooperativeness. Recommending extreme alertness when evaluating sexual
offenders who deny having engaged in paraphilic behaviour implies that all
those alleged to have committed sexual offences but who deny the allegations
are in fact sexual offenders anyway.

It is unknown to what extent denial of hostility is related to denial of
psychopathology or to denial of offences (Hall, 1989; Panton, 1978). Using
the MMPI and the Buss-Durkee Hostility Inventory (BDHI), eighty-two
alleged child molesters were assessed (Wasyliw et al., 1994). The MMPI
validity scales (those shown to discriminate between exaggerators, honest
responders and minimisers in a variety of clinical and forensic settings) were
all significantly correlated with BDHI total scores, with minimisation associ-
ated with lower BDHI scores and exaggeration associated with higher scores.
The authors concluded that (a) alleged sexual offenders who minimise psy-
chopathology in general admit to less hostility than do those who do not
minimise psychopathology; (b) alleged sexual offenders who exaggerate psy-
chopathology also acknowledge more hostility than do those who do not
exaggerate; and (c) alleged sexual offenders who deny their allegations admit
to less hostility than do those who acknowledge their allegations. They noted
that admitters of charges exaggerated psychopathology significantly more
often than deniers.

In conclusion, a fairly complex pattern of response bias may be present.
The deniers (some of whom may be innocent) have no reason to exaggerate
psychological problems since they may believe that any admission of psycho-
logical disorder may place them at risk of being perceived as abnormal and
therefore as being more likely to have committed deviant behaviours. For
some individuals who have admitted to charges, in contrast, there may be an
attempt to exaggerate other aspects of psychopathology in an attempt to
blame their behaviour on mental disorder and thus disown personal responsi-
bility (Fedoroff et al., 1992; Grossman et al., 1992). This finding is consistent
with prior research showing that alleged sexual offenders display substantial
response bias on psychological tests and that some measures used in forensic
situations could be potentially misleading, given the evidence that there is
substantial motivation on the part of the alleged offender to present an overly
benign or malignant psychological image of themselves (Wasyliw et al., 1994).
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Diagnostic studies of adult sexual offenders

The literature on psychiatric disorders in adults who sexually offend can be
highly informative regarding adolescents who offend, particularly when
approximately one-third of adult offenders begin offending in adolescence
(Longo and Groth, 1983). While there are several studies of psychopathology
in adults who have committed sexual offences, the degree of response bias
and the methodological limitations that simply litter several of these studies
need to be kept in mind. Studies need to be taken for what they are — an
assessment of a particular group of men in particular circumstances, the
results of which can not be generalised to the overall population of adults or
adolescents who commit sexual offences.

Sexual offending and psychiatric disorder (Axis 1) in adults

There were few studies of the psychiatric diagnostic status of sexual offenders
prior to the early 1980s when DSM-III (1980) was employed. Before this time
data from studies were often based on file information, self-reports and non-
standardised psychological assessment tools and led to results to which little
weight can now be given. For example, Revitch (1965) reported that many
sexual murderers were psychotic. Henn et al. (1976) found in a study of 239
defendants, that 38 per cent had personality disorders and 11 per cent schizo-
phrenia or a schizoaffective disorder, though what diagnostic instrument was
used is not stated.

In an early 1980s study, sixty-four men charged with at least one sexual
offence were referred by the court for psychiatric evaluation (Bonheur and
Rosner, 1981). Almost half of this group were aged between seventeen and
twenty-one years. DSM-II (1968) criteria were used for diagnostic purposes.
Schizophrenia was diagnosed in 47 per cent of cases. This was of course a
biased sample as not all sexual offenders are arrested and those who are
arrested are not necessarily prosecuted. Also, this was a select group singled
out by the courts for psychiatric assessment and therefore with the likelihood
of including more “psychiatric cases”. The authors also point out that DSM-
III would most likely have reclassified the schizophrenia group as having
either schizophreniform disorder, atypical psychosis or a borderline, schizo-
typal or narcissistic personality disorder. Nevertheless, they stress that the
majority of these defendants were troubled by chronic mental disorders.

A later study, using the same group of men, compared the psychiatric
diagnoses of two offender groups: those charged with sexual crimes as well as
larceny (SC&L) and those charged with sexual crimes (SC) only (Bonheur,
1983) In the SC&L group, 65 per cent suffered from one or another form of
schizophrenic disorder in contrast to 38 per cent of the SC-only group. There
is no indication of how diagnoses were made but again, if the revised edition
of DSM-III had been available for the study then some men might have been
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reclassified. Also, the study is subject to the same sampling biases of its
predecessor; the numbers are too small in one group and the distinction made
between the two groups is spurious as those charged with larceny may not
have committed it and those not charged with larceny may have committed
offences unknown to the authorities.

Lau (1982) examined 142 sexual offenders remanded to a psychiatric
observation unit in a prison; 24 per cent were regarded as schizophrenic while
66 per cent had no mental disorder. The study does not state how diagnoses
were made. A further study evaluated ninety-five defendants charged with
sexual offences (Packard and Rosner, 1985). Almost a third of this sample
were under twenty-one years of age. One-fifth were given a diagnosis of
schizophrenia, affective disorder or an atypical psychosis. Only 6 per cent of
the sample were given a diagnosis of a paraphilia. Their sample was however
made up primarily of minority groups (84% were either African-American or
Hispanic).

In the early 1990s the quality of studies improved somewhat. Kafka and
Prentky (1994) assessed DSM-III-R Axis I diagnoses of mood, anxiety, sub-
stance abuse disorders and impulse disorders not elsewhere classified (NOS)
in a group of men with either paraphilias or paraphilia-related disorders
(PRD). PRDs were defined as repetitive, intensely arousing sexual behaviours
that endure for at least six months and are accompanied by significant dis-
tress or social impairment, but, in contrast to paraphilias, were not currently
considered deviant — for instance, compulsive masturbation, dependence on
pornography or phone sexual or sexual accessories such as objects (dildoes)
or drugs (nitrates). Although 15 per cent of the sample reported no lifetime
nonsexual Axis I co-morbid disorder, both groups reported a significant
lifetime prevalence of any mood disorder (77%), especially early-onset
dysthymic disorder (53%); any psychoactive substance abuse disorder (63%),
especially alcohol abuse; any anxiety disorder (40%), especially social phobia;
but a low prevalence of impulse disorders NOS (13.3%). They noted that
no consistent diagnosis existed that distinguished males in the two groups.
The concept of PRDs is open to criticism. It was originally based on
the DSM-III-R classification of “nonparaphilic sexual addictions” (Sexual
Disorders Not Otherwise Specified). This term was subsequently deleted for
DSM-1V psychiatric diagnostic nosology, probably due to lack of empirical
support.

In a study by Black er al. (1997) thirty-six respondents (8 female) to an
advertisement for “compulsive sexual behaviour” were assessed using the
National Institute for Mental Health (NIMH) Diagnostic Interview Schedule
(DIS). Seventeen per cent of the sample reported no lifetime Axis I nonsexual
disorder. However, lifetime prevalence was common: mood disorders (39%),
especially major depression or dysthymia; anxiety disorders (50%), especially
phobic disorder; and psychoactive substance abuse disorder (64%), especially
alcohol abuse.
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In a Swiss retrospective study of sixty-seven sexual offenders for whom
a psychiatric expert report had been requested by the judicial authorities
(Curtin and Niveau, 1998), psychiatric diagnoses were classified according to
DSM-III and subsequent editions. Schizophrenia and other psychotic condi-
tions were relatively rare (5%) whereas affective disorders were diagnosed in
12 to 14 per cent of all offenders. Paraphilias were identified in 24 per cent of
the sexual offenders.

Firestone et al. (1998) assessed the DSM diagnostic status of forty-eight
homicidal sexual offenders (HSO), compared to a group of incest offenders.
Each offender was interviewed by a psychiatrist and given a DSM-III diag-
nosis. Compared to incest offenders, HSOs were more often diagnosed as
suffering from psychosis (15% versus 0%), antisocial personality disorder
(51% versus 4%), any paraphilia (79% versus 24%), atypical paraphilia (23%
versus 2%), sexual sadism (75% versus 2%) and substance abuse (40% versus
6%). Seventy-five per cent of the HSOs had three or more diagnoses com-
pared with 6 per cent of the incest offenders. There was also an increased rate
of paraphilic co-morbidity in HSOs, which had been previously reported
for rapists (Abel ef al., 1981) and sexual murderers (Langevin ef al., 1988). A
limitation of this diagnostic study however was that the psychiatrists
and research assistants were not blind to the group membership of the indi-
viduals under consideration so that the index offence of homicide may have
influenced the DSM diagnoses.

McElroy et al. (1999) assessed the psychiatric features of thirty-six con-
secutive male sexual offenders admitted to prison, jail or probation to a
residential treatment facility, using structured clinical interviews for DSM-1V
Axis I and II disorders. Subjects had very high lifetime Axis I disorders (97%)
with 78 per cent meeting criteria for three or more disorders. However, none
had schizophrenia and only one had a schizoaffective disorder — bipolar type.
Further analysis was performed on the subgroup of men with paraphilias.
They were significantly younger than non-paraphilic offenders when they
committed their first offence and were more likely to have co-morbid mood,
anxiety and eating disorders. Like all other studies in this field, there are
inherent problems in this study: small sample size, unblended psychiatric
evaluators, no control group (including a non-sexual offender forensic
group). The cohort may not be representative of sexual offenders in general,
so that the high rates of Axis I disorders could represent recruitment bias.
Also, McElroy points out the considerable definitional overlap in many
diagnostic categories (i.e. bipolar mood disorders, some impulse control dis-
orders, borderline and antisocial personality disorders) so that some partici-
pants may have been misclassified as having one or more such disorders. In
addition, certain psychiatric diagnoses were not evaluated, for instance, a
history of attention-deficit hyperactivity disorder which may have falsely
elevated the diagnosis of bipolar disorder.

A Minneapolis study of forty-five paedophile sexual offenders engaged in
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residential or outpatient treatment programmes was conducted by Raymond
et al. (1999). They used the Structured Clinical Interview for DSM-1V
(SCID-P) for Axis I and II disorders and included only those who met criteria
for paedophilia. Ninety-three per cent of the subjects met criteria for an Axis
I disorder other than paedophilia, with 76 per cent having a current diag-
nosis. Fifty-six per cent of the subjects met criteria for five or more co-morbid
conditions in addition to paedophilia. The lifetime prevalence of mood dis-
order was 67 per cent with 31 per cent currently meeting criteria. The most
common diagnosis was major depression, with over half of the group report-
ing a history of this disorder and 20 per cent being currently depressed.
Sixty-four per cent had a history of anxiety disorders with 53 per cent meet-
ing criteria for current anxiety disorder. Sixty per cent had a history of
substance abuse, 53 per cent met criteria for other paraphilia diagnoses and
34 per cent met criteria for a sexual dysfunction diagnosis.

In one of the few studies of female offenders Green and Kaplan (1994)
assessed psychiatric diagnoses in eleven incarcerated female offenders using
the Structured Clinical Interview for DSM-III-R (SCID). The mean number
of Axis I diagnoses per offender was almost five (4.8). Sixty-four per cent
experienced a past or current episode of depression; 73 per cent suffered
substance abuse; 73 per cent suffered PTSD linked to previous physical or
sexual abuse in childhood or adolescence.

Summary

Many adults who sexually molest children have paedophilia and other para-
philias (Abel et al., 1988; Galli et al., 1999). The studies above seem to indi-
cate that paraphilia and sexual offending in adults may be associated with
elevated rates of mood, substance abuse, obsessive-compulsive and impulse
control disorders, and they may respond in part to agents with antidepressant
or mood stabilising properties. More serious offences may be associated with
increased psychopathology; however, it seems clear that as studies have
improved over the years, prevalence rates for psychoses have fallen while rates
for depression and anxiety have risen. Given that a substantial proportion of
child molestation is perpetrated by adolescent males and that many paedo-
philes report that the onset of deviant sexual impulses and behaviours
occurred before the age of eighteen, it is crucial to assess the presence of
paedophilia (minus the age limitation), and mood and anxiety disorders in
adolescents who sexually molest children.

Sexual offending and personality disorder (Axis Il)

Personality disorder is defined by ICD-10 as “a severe disturbance in the
characterological constitution and behavioural tendencies of the individual,
usually involving several areas of the personality, and nearly always associated
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with considerable personal and social disruption” (WHO, 1992, p. 202). It is
considered unlikely that the diagnosis is appropriate before sixteen or seven-
teen years. Personality disorders, as defined, display “markedly disharmoni-
ous attitudes and behaviour, involving usually several areas of functioning,
e.g., affectivity, arousal, impulse control, ways of perceiving and thinking,
and style of relating to others” and the “abnormal behaviour pattern is
enduring, of long-standing . . . [and] . . . is pervasive and clearly maladaptive
to a broad range of personal and social situations” (WHO, 1992, p. 202).

The age criteria require some comment. ICD-10 states that “personality
disorder tends to appear in late childhood or adolescence and continues to
manifest itself into adulthood” (WHO, 1992, p. 202) and DSM-1V states that
“the pattern is stable and of long duration and its onset can be traced back at
least to adolescence or early adulthood” (APA, 1994, p. 633). In other words,
although it may be present in a child or adolescent, one can only make the
diagnosis after the age of sixteen or seventeen.

Several of the studies mentioned below have been referenced in the preced-
ing section on Axis I disorders and the details of these studies can be found
there. In Bonheur and Rosner’s (1981) study of sixty-four male sexual
offenders, thirty-three defendants had personality disorders (16% schizoid,
19% passive-aggressive and 16% inadequate). In Lau’s (1982) study of 142
sexual offenders only 1.5 per cent had personality disorders. In Bonheur’s
(1983) later study, 35 per cent of the SC&L group suffered from a personality
disorder in contrast to 62 per cent of the SC only group (primarily schizoid
personality disorder). In the Swiss retrospective study of sixty-seven sexual
offenders, a personality disorder was diagnosed in half of the offenders, bor-
derline personality disorder (44%) and antisocial personality disorder (17%)
being the most common (Curtin and Niveau, 1998).

In McElroy et al.’s study (1999) of thirty-six male sexual offenders, 94 per
cent met DSM criteria for at least one Axis II disorder and 33 per cent met
criteria for three or more. The most common displayed disorders were cluster
B: 72 per cent met criteria for antisocial personality disorder, 42 per cent for
borderline personality disorder and 17 per cent for narcissistic personality
disorder. Also, 28 per cent met criteria for paranoid personality disorder
(cluster A) and 25 per cent met criteria for obsessive-compulsive personality
disorder (cluster C). There was also no difference between personality
disorders in those with or without paraphilia.

In Raymond et al.’s (1999) study of forty-five paedophile sexual offenders’
axis, 60 per cent received a diagnosis of personality disorder: cluster A (18%),
cluster B (33%) and cluster C (43%). Commonest personality disorders were,
obsessive-compulsive, antisocial, avoidant and narcissistic. The high inci-
dence of personality disorder is in line with the prevalence of 43 per cent for
personality disorders found in a group of New York sexual offenders (Packard
and Rosner, 1985), though these were mostly either psychopathic, schizoid,
schizotypal or paranoid personality disorders. Firestone et al (1998)
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compared the psychopathy status of forty-eight homicidal sexual offenders
(HSO), all eighteen years or over, to a group of incest offenders, using the
Psychopathy Checklist-Revised. The PCL-R 1is designed to assess antisocial
behaviours (e.g. impulsivity, promiscuous sexual activity, criminal versatility,
parasitic lifestyle, early behaviour problems, juvenile delinquency) and per-
sonality characteristics (e.g. glibness/superficial charm, grandiose sense of
self-worth, callous/lack of empathy, shallow affect) considered fundamental
to psychopathy (Hare, 1991). The HSO group were found to have signifi-
cantly more psychopathic features than the incest offenders on Factor 1
(personality traits) and Factor 2 (antisocial history). The HSOs, compared
with other pathological and criminal populations, show relatively greater
personality disturbance than criminal behaviour.

In Green and Kaplan’s (1994) study of eleven incarcerated female offenders,
they also administered the SCID-II for personality disorders. The mean num-
ber of Axis II diagnoses was almost four (3.6). Avoidant, borderline and
dependent personality disorders were the most frequent amongst this group.

Summary

Personality disorders are likely to be present in adults who sexually offend,
ranging from somewhere between 60 per cent (for those engaged in court-
ordered residential or outpatient treatment programmes) to over 90 per cent
(for those in prison or on probation to a residential treatment facility); anti-
social, borderline, schizoid and paranoid, and obsessive-compulsive person-
ality disorders being the most frequent. Given that personality disorders have
their origins in childhood or adolescence, then it is likely that some manifest-
ations of these disorders are identifiable in many adolescents who sexually
offend, for instance, as conduct disorders, OCD symptoms, impulse control
disorders or emergent borderline personality disorders. Conduct disorder is a
well-accepted precursor of antisocial personality disorder in adults.

Schizophrenia and schizophrenic-spectrum disorders

Although recent studies indicate very low rates of schizophrenia among
sexual offenders, the frequent finding in older studies of schizophrenia or
schizophrenia-spectrum disorders merits particular attention. Henderson
and Kalichman (1990) suggest that a proportion of sexual offenders are
characterised by signs of severe thought disorder. In their review of the litera-
ture on MMPI profiles with sexual offenders, they concluded that elevated
scores on Scale 8 (Schizophrenia) and Scale 4 (Psychopathic Deviate) are
frequently found in offenders who sexually assault adults or children, though
the latter group appear to have higher Scale 8 scores. Elevations on the Scale 8
would indicate disturbed thoughts, interpersonal alienation and hostility. It is
not however a diagnosis of schizophrenia.
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Henderson and Kalichman (1990) compared MMPI profiles for 113 men
found guilty of sexual offences against children with paraphilic symptoms
computed from the Multiphasic Sex Inventory completed by the men. The
MMPI scales indicative of obsessive-compulsive thinking (Scale 7) and dis-
turbed thought processes (Scale 8) correlated strongly with self-reported
paraphilic activity. Child sexual offenders frequently have high scores on the
following MMPI scales; Scale 2 (Depression), Scale 6 (Paranoia), Scale 8
(Schizophrenia) and Scale 0 (Social Introversion) when compared with those
whose sexual offending is directed against adults (Levin and Stava, 1987).
One study assessed 144 men using the MMPI (Kalichman, 1991). The
men were divided into three groups: those that abused prepubescent, post-
pubescent or adult victims. The child offenders appeared more emotionally
disturbed, immature and distressed than their adult offender counterparts
who appeared more antisocial, sociopathic and defensive. Kalichman believes
his results support Finkelhor and Araji’s (1986) hypothesis that the personal-
ity of sexual offenders tends to be congruent with the developmental period
of their victims. However, the group studied consisted of incarcerated crim-
inal sexual offenders and the results cannot be generalized to non-convicted
or forensic hospital patients.

One interpretation of these MMPI findings in the context of sexual
offenders is that they may be describing a schizotypic profile, suggesting a link
between sexually deviant behaviour and schizotypy (Kalichman, 1990). Based
on Meehl’s seminal work on schizophrenic thought disturbance (Meehl,
1962), schizotypy is seen to occur in the mid-range of a spectrum from a
schizotaxic genotype in the absence of symptom expression to full phenotypic
schizophrenia. Schizotypy presents with variable levels of cognitive slippage,
affective disturbances, perceptual aberration, and social anhedonia, among
other elements of psychopathology. Meehl’s schizotypy is similar, though not
identical to schizotypal and schizoid personality disorders as defined in DSM-
IV and ICD-10. He described a group with chaotic sexuality, defined as either
acted-out or fantasised episodes characterised by a scrambling of hetero-
sexual, homosexual, autoerotic, voyeuristic-exhibitionistic, sado-masochistic,
oral, anal and genital components (Henderson and Kalichman, 1990). Dunaif
and Hoch (1955) described seven case studies of men with what would now
be termed schizotypal disorder. All men had been convicted of sexual offences
yet were presented in the paper to illustrate schizotypal disorder. Schizotypal
disorder is considered to be part of the genetic spectrum of schizophrenia but
which pursues a course more similar to that of a personality disorder. One of
the criteria for the diagnosis of schizotypal personality disorder is the pres-
ence of “obsessive ruminations without inner resistance, often with dysmor-
phophobic, sexual or aggressive contents” (WHO, 1992, p. 96). This criterion
is not included in the DSM-1V definition.

So, there appears to be a subgroup of sexual offenders who are schizotypic
and present with disturbed thought processes as well as sexual deviances
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(Henderson and Kalichman, 1990). Indeed, further criteria for schizotypal
disorder include excessive social anxiety and lack of close friends (DSM-1V),
poor rapport with others and a tendency to social withdrawal (ICD-10) —
social skills deficits are frequently evident in those who sexually offend. The
false beliefs, distorted perceptions and irrational justifications concerning
violence against women reported from several studies of sexual offenders
may be accounted for in some cases, especially those characterised as
paraphilic, by a more general disturbance in thought processes. In those
cases where obsessive ruminations coexist, risk of sexual offending may be
substantial.

Mental illness and adult sexual offending: conclusions

There is extensive research on the relationship between violent crime and
mental illness, but not between sexual violence and mental illness (McElroy et
al., 1999). This chapter has thus far drawn together work on adult offenders
from a clinical and a forensic perspective, alongside specific research on
schizophrenia-spectrum disorders in sexual offenders. One tentative conclu-
sion can be made: a substantial proportion of adult sexual offenders may
suffer from a wide range of psychiatric disorders, including paraphilias, sub-
stance abuse disorders, mood and anxiety disorders, psychotic disorders,
schizophrenia-spectrum disorders and personality disorders. Besides those
with antisocial personality disorders, at particular risk may be those indi-
viduals with disturbances of thought, social isolation and depression, who
entertain obsessive ruminations of a poorly focused sexual nature, and without
inner resistance.

Diagnostic studies of adolescent sexual offenders

Few systematic studies have been carried out on adolescents who sexually
abuse other children. Galli ez al. (1999) pointed out that although these stud-
ies generally report high rates of psychopathology, the vast majority of the
studies did not use operational diagnostic criteria or structured clinical inter-
views to assess psychiatric disorders. Also, adolescents who commit sexual
offences have been studied in various different settings and often offences of
varying severity have been grouped together. However, unlike adult studies,
several of the studies used comparison or control groups.

Sexual offending and psychiatric disorders (Axis I)
in adolescents

An early study of twenty-five juveniles referred for psychiatric examination
because of what was termed “some type of sexual perversion” revealed that
the “perverted sexual pattern” was inextricably linked with a pattern of
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general delinquency in most of the twenty-five cases (Waggoner and Boyd,
1941). Atcheson and Williams (1954) reviewed records of male and female
juvenile offenders (7-16 years) in Toronto from 1939 to 1984 and compared
these with a randomly selected sample of other offenders. They found a
sixfold increase in “serious personality maladjustment” (based on recorded
psychiatric symptomatology, previous inpatient or outpatient stay) in the
male sexual offender group compared to the control nonsexual offender
group.

Lewis et al. (1979) compared seventeen juvenile males incarcerated in a
secure unit for violent sexual assaults to sixty-one boys incarcerated for vio-
lent nonsexual acts. They found that both groups had a high prevalence of
psychiatric symptoms. For the sexual offenders, 75 per cent had symptoms of
depression, 46 per cent had auditory hallucinations, 73 per cent had paranoid
symptoms, and 70 per cent had loose, rambling, illogical thought processes.
This study was based on symptom assessment, and did not use structured
interviewing and did not assess for diagnostic status.

Becker et al. (1991) assessed depressive symptomatology using the Beck
Depression Inventory (BDI) in 246 male juvenile sexual offenders. The BDI is
a self-report measure for depressive symptomatology with good reliability
and validity. All subjects were judged to be non-psychotic on clinical inter-
view. The mean score for the group was found to be in the mildly depressed
range (14.3) and 42 per cent attained scores above 15 putting them in the
moderate to severe depression (major depression) range. Those with a history
of sexual or physical abuse had significantly high scores — 49 per cent of
whom had scores indicative of major depression compared with 37 per cent
of the non-abused group. Becker et al. point out that it was impossible to tell
whether the depressive symptoms predated the occurrence of sexually offend-
ing behaviour or were instead due to the disclosure of the abuse and its
consequences.

Twenty-nine adolescent child molesters were assessed using a battery of
tests and assessments that included a DSM-III diagnosis (Awad and Saunders,
1989). They had been caught, brought to the attention of the police and had
either admitted their guilt or been found guilty in court. Forty-eight per cent
had a diagnosed learning disability and one-third had been diagnosed as
suffering from emotional problems prior to committing a sexual offence.
Eighty-seven per cent were found to suffer from a diagnosable psychiatric
disorder, though the types are not stated. Forty-five per cent showed anti-
social kinds of behaviour and about half of that group had a delinquency
record predating the sexual offences. A third had received outpatient psychi-
atric treatment prior to their referral. They concluded that there was an over-
lap between serious psychopathology and both antisocial and sexually deviant
behaviour and that psychopathology characterised the majority of these
offenders. Also, psychopathology per se (excluding conduct disorder and
sexual deviance) could not be considered a cause of the offence since there
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was a wide range of psychopathology and the majority of male adolescents
showing these disorders do not commit sexual offences (Awad and Saunders,
1989).

Twenty-eight adolescent sexual offenders (ASO) were compared with
thirty-three conduct disordered adolescents (CD) and thirty-four adolescents
in a control group (CA) (Hastings et al., 1997). The offender group were
recruited from both outpatients and inpatients and were homogeneous with
regard to offence (child sexual abuse, at least five years younger and under
sixteen, genital stimulation, oral sex or penetration). They were administered
the Revised Behaviour Problem Checklist (RBPC) which consists of six scales
(ADHD, anxiety/withdrawal, conduct disorder, socialized aggression, psy-
chotic behaviour and motor excess). Significant group differences were found
on all subscales. Socialised aggression was significantly higher for CD than
ASO, and for the ASO than the CA group. For all other subscales, the CD
and ASO groups scored significantly higher than the CA group but there were
no other significant differences between the CD and ASO groups.

In another study, nineteen adolescent males who had made obscene phone
calls or committed exhibitionism (“hands off” offences) were assessed by
clinical interview (Saunders and Awad, 1991). Seventy-nine per cent of the
adolescents had chronic learning difficulties; 58 per cent had a history of
antisocial behaviour; 79 per cent were considered moderately to severely mal-
adjusted. However, it is not clear what criteria were used in arriving at these
conclusions. Ten of the sample had also committed “hands on” offences.

Kavoussi et al. (1988), in the first report using structured clinical interviews
(SCID and K-SADS) to assess DSM-III disorders found, in a sample of fifty-
eight outpatient adolescent male offenders, a high rate of conduct disorder
(48%) but comparatively low rates of psychotic, mood and attention deficit/
hyperactivity disorders. Substance abuse (marijuana or alcohol) was the only
other diagnosis found in more than 10 per cent of the sample. None of the
subjects met full criteria for major affective disorder, dysthymia or psychotic
disturbance. Nineteen per cent of the juveniles had no psychiatric diagnosis;
however, 20 per cent of the sample had some symptoms of adjustment dis-
order with depressed mood, usually as a result of being arrested. The low
rates of psychiatric disorder could be explained by the fact that those sexual
offenders with more severe psychopathology were not referred to this particu-
lar programme and were more likely to be in a hospital or residential setting.
Also, the SCID (used in this study to assess affective, psychotic, anxiety
disorders and substance abuse) is primarily an adult interview and its
reliability with adolescents is questionable.

Twenty-six incarcerated sexual offenders (aged 9-14) were compared with
a control group of conduct-disordered youth, matched for age, sex and ethnic
status (Shaw et al., 1993). The DSM-IV Field Trials version of the National
Institute of Mental Health (NIMH) Diagnostic Interview Schedule
for Children (DISC-2) was used to establish DSM-III, ICD-10 and Draft
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DSM-IV criteria for a range of diagnoses, though ADHD was omitted from
the study. Twenty-one adolescent sexual offenders (81%) met criteria for con-
duct disorder (two more just fell short of full criteria); anxiety disorder was
present in 50 per cent, major depression or dysthymia (35%) and PTSD
(12%). The two groups didn’t differ regarding diagnoses. The authors con-
cluded that sexual offending (which is a symptom of conduct disorder in
DSM-III-R) is closely linked to the diagnosis of conduct disorder. This study
has several limitations. Its sample size is small and selective in that the boys
were only accepted to the unit on the basis of having admitted their offences,
having an Intelligence Quotient over 70 and the absence of psychosis; and
many of the boys had used considerable force and coercion in their offences.
Also, very few parents of the sexual offender group were available for
interview for the DISC-2.

ADHD, Tourette’s syndrome and OCD

Few studies have specifically looked at Attention Deficit Hyperactivity
Disorder amongst adolescent sexual offenders. Kafka and Prentky followed
up their 1994 adult study with a similar study that included a retrospective
evaluation for the prevalence of childhood ADHD as defined by DSM-III-R
(Kafka and Prentky, 1998). The study included sixty outpatient males (aged
15-59 years) seeking treatment for paraphilia (PA) or paraphilia-related
disorders (PRDs). A semistructured questionnaire was used to detect DSM-
III-R mood, anxiety, substance abuse, impulse NOS and attention-deficit
disorders. The Wender Utah Rating Scale (WURS) was also used to assess
retrospectively the symptoms of childhood-onset ADHD in adults. Subjects
in both groups were diagnosed as having lifetime prevalence of any mood
disorder (72%), especially dysthymic disorder (67%); any anxiety disorder
(43%), especially social phobia (28%); any psychoactive substance abuse dis-
order (45%), especially alcohol abuse (30%); and any impulse disorder NOS
(25%), especially speeding and reckless driving (17%). The only diagnosis that
significantly distinguished the two groups was retrospectively diagnosed
childhood ADHD, identified in 40 per cent of the total sample (50% of PA vs.
17% of PRD). They concluded that although depressive disorders were the
most common diagnoses across groups, childhood ADHD was the only dis-
order significantly associated with paraphilias, or socially deviant and aggres-
sive forms of sexual impulsivity. The diagnosis of childhood ADHD did not
however distinguish paraphilic sexual offenders from non-offending para-
philic subjects. Although sample size in this study was sufficient for statistical
comparison between the PA and PRD groups, they were not so for the
offender and non-offender paedophile subgroups. The validity and reliability
of the diagnostic inventories, including the lifetime assessment of ADHD,
had also not been rigorously tested. Diagnostic evaluations were performed
non-blind. The samples were biased because, as rightly pointed out by the
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authors, the men who seek treatment at a specialised treatment centre are
more likely to have increased co-morbidity or increased severity of illness in
comparison with a population-based sample (Kafka and Prentky, 1994).

Galli et al. (1999) assessed the psychiatric status of twenty-two adolescent
males who had sexually molested a child at least once. All had admitted to
their offence. They used structured clinical interviews for DSM-III-R Axis I
disorders (including sections on ADHD and conduct disorders) and a semi-
structured interview for DSM-III-R diagnosis of paedophilia. The sexual
molestation behaviour of all subjects met A and B criteria for paedophilia
(with the exception of the age requirement — Criterion C). All subjects
described having impulses or urges to have sex with younger children. Thirty-
six per cent described their sexual impulses as recurrent, intrusive and
resisted. However, 64 per cent reported that they usually did not resist their
impulses and acted on them whenever possible. In addition, 95 per cent
reached diagnostic criteria for two or more paraphilias, 82 per cent for a
mood disorder (55% for a bipolar disorder), 55 per cent for an anxiety dis-
order, 50 per cent for a substance abuse disorder, and 55 for an impulse-
control disorder. Seventy-one per cent of seventeen subjects were diagnosed
with ADHD and 94 per cent with conduct disorder. They concluded that
some adolescent child molesters may have paedophilia or other paraphilias.
Other disorders with impulsive features, especially conduct, attention-deficit/
hyperactivity, bipolar and substance abuse disorders, may also be found in
these adolescents (Galli et al., 1999). The authors conclude that their findings
are consistent with other findings of high rates of depressive and psychotic
symptoms (Lewis et al., 1979), conduct disorder (Kavoussi et al., 1988), mul-
tiple paraphilias in adult male sexual offenders (Abel et al, 1988), multiple
deviant sexual behaviours in adolescent sexual offenders (Fehrenbach et al.,
1986; Awad and Saunders, 1989), and of co-morbid mood, substance abuse
and anxiety disorders in adults with paedophilias (Kafka, 1995; Kruesi ef al.,
1992). The limitations of this study are its small sample size, lack of a control
group, recruitment of some subjects from psychiatric institutions, lack of
validity and reliability of some of the assessment tools, and evaluation of
psychiatric diagnosis by an un-blind investigator.

Further studies that included ADHD and Tourette’s syndrome (TS) — a
hereditary tic and disinhibition disorder — have been conducted. In a study of
satiation therapy for thirty-nine juvenile sexual offenders, 59 per cent had a
secondary psychiatric diagnosis of learning disability and/or ADHD (Hunter
and Goodwin, 1992). No indication is given of how the authors arrived at this
diagnosis. Increased frequency of exhibitionism has been reported in TS
(Comings and Comings, 1982; Eldridge et al., 1977; Nee et al., 1980). Exhib-
itionism was reported in 19 per cent of severe TS subjects, in 17 per cent of
TS with ADHD, and in 8 per cent of all TS subjects (Comings and Comings,
1987). When TS patients had co-morbid ADHD, the frequency of sexual
disorders was consistently much higher than the TS subjects who did not have
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ADHD. However, almost every sexual behaviour problem studied was more
common in TS subjects without ADHD than in ADHD subjects without TS
—suggesting that ADHD is only a contributory factor to the sexual behaviour
problems of TS subjects. Also, when OCD is co-morbid with TS, this leads to
a significant increase in aberrant sexual behaviours (Comings, 1994). Com-
ings concluded that many of the sexual behaviour problems seen in TS are
variants of OCD and are in part, genetically driven obsessive-compulsive
behaviours.

The best-documented co-morbid diagnoses for Tic Disorders (including
Tourette’s) are OCD and ADHD (Castellanos, 1998; Comings and Comings,
1984; Knell and Comings, 1993; Pauls et al., 1993), suggesting strong evi-
dence for TS, OCD and ADHD being neuropsychiatric spectrum disorders.
Interestingly, children or adolescents who manifest both TS and ADHD are
qualitatively distinct from those with TS only (Schuerholz et al., 1996) and
OCD symptoms in patients co-morbid for TS are more likely to relate to
aggressive, religious and sexual themes (Leckman ez al., 1994).

Personality typology and MMPI profiles in adolescent
sexual offenders

Carpenter et al. (1995) compared sixteen adolescents who sexually offended
against peers with twenty who sexually offended against children, using the
Millon Clinical Multiaxial Inventory. This psychometric scale yields eight
DSM-III-R Axis II basic personality patterns. Adolescent child offenders
appeared more schizoid, dependent and avoidant than peer offenders. There
was no difference on the antisocial, histrionic or narcissistic scales, though
both groups entered the clinically significant range on the antisocial personal-
ity scale, and for the peer group offenders, the degree of narcissism was
clinically significant.

Smith et al. (1987) administered the MMPI to 262 adolescent sexual
offenders (less than 1% of whom were incarcerated), representing a relatively
less violent, less aggressive population. On the basis of the results, the authors
provided four mean profiles, based on the descriptive narratives formulated
by Marks et al. (1974), which were described as follows:

Group I Normal range profile. Likely to be shy, over-controlled and a
worrier with few friends; attempts to portray self as morally
above reproach.

Group II:  Most disturbed profile. Likely to be demanding and narcissistic,
using illness (particularly physical illness) to gain attention.
Argumentative, insecure, and likely to over-rely on personal
fantasy to solve problems.

Group I1I:  Normal range profile. Likely to be frank and realistic in describ-
ing self. Socially outgoing, normal affect and no impaired
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judgement. Likely to be emotionally over-controlled and given
to (perhaps violent) emotional outbursts.

Group IV:  Abnormal range profile. Likely to impulsively act-out, display
poor self-control and poor judgement. Distrust and alienation
likely to be prominent. Vulnerable to perceived threat; likely to
strike out in anticipation. Schizoid and under-socialised.

Jacobs et al. (1997) assessed 156 incarcerated sexual and nonsexual juvenile
offenders using the MMPI-A (adolescent version), the MMPI-2 and Hare’s
Psychopathy Checklist — Revised (PCL-R). There were trends of differences
in Scale 6 (Paranoia), Scale 0 (Social introversion) and Scale 8 (Schizophrenia).
Scores on each of these scales were higher in the sexual offender group. There
were no group differences on the PCL-R scores. This study is limited by the
use of the PCL-R on institutional records rather than on interview with the
subject.

Losada-Paisey (1998) administered the MMPI-A to twenty-one juvenile
male sexual offenders and thirty adolescents with non-sexual offences. All
subjects were diagnosed as conduct-disordered by the attending psychiatrist.
She found that Scale 3 (Hysteria) and Scale 7 (Psychasthenia) of the MMPI-
A contributed primarily to juveniles being classified as non-sexual offenders
whereas Scale 4 (Psychopathic Deviate) and Scale 8 (Schizophrenia) contrib-
uted primarily to subjects being classified as sexual offenders. In other words,
antisocial personality traits and cognitive disorganisation as measured on the
clinical scales of the MMPI-A can differentiate the adolescent non-sex from
the adolescent sexual offender.

Herkov et al. (1996) administered the MMPI to sixty-one adolescent sexual
offenders (divided into those accused of sexual abuse, rape or sodomy) and
compared these to MMPI scores for fifteen adolescent psychiatric inpatients.
The adolescent sexual offenders demonstrated significantly more psycho-
pathology than those in the inpatient group. In general, increased psycho-
pathology was associated with increased sexual deviancy. Analysis of MMPI
two-point code types (a strategy for interpreting profiles when more than one
of the clinical scales is elevated) revealed that Scale 6 (Paranoia) and Scale 8
(Schizophrenia) were frequently associated with the adolescents who had
engaged in sodomy. A high incidence of Scale 8 as a two-point code was
also associated with the rape group. The two-point coding of 6-8/8-6
has long been recognised as indicating serious psychopathology in teenagers
and adults, social isolation, withdrawal and difficulties in thought processes
(Archer, 1987; 1997). The two-point coding of 2-4/4-2 (Depression/
Psychopathic Deviate) was most frequently associated with those accused of
sexual abuse and with psychiatric inpatients, many of whom had a diagnosis
of conduct disorder. The authors suggest that there may be a subgroup of
juveniles whose sexual behaviour (sodomy, rape) represents a more ingrained
deviant sexual arousal pattern associated with increased psychopathology.
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The study was however limited by small sample size and differences in race
and IQ between the groups.

Adolescents who commit sexual homicide

A special group that deserves mention are adolescents who commit sexual
homicide. In adult sexual murders, it is believed that psychopathology is
common, particularly personality disorder diagnoses of the antisocial, nar-
cissistic, borderline and sadistic types (Liebert, 1985; Myers et al., 1993;
Ressler ef al., 1988). Case reports are scattered throughout the literature of
the last half-century of adolescents who commit sexual homicide. Myers
(1994) reported on three cases of adolescent sexual homicide. Two of the
three boys were diagnosed with conduct disorder and all three had signs of
neuropsychiatric dysfunction (e.g. learning difficulties, past encephalopathic
events).

More recently, Myers and Blashfield (1997) conducted a study where four-
teen adolescents who had committed sexual homicide were administered the
DSM-III-R Diagnostic Interview for Children and Adolescents (DICA-R), a
structured diagnostic interview that covers the major psychiatric disorders of
childhood; the Schedule for Nonadaptive and Adaptive Personality (SNAP),
a self-report inventory that yields DSM-III-R personality disorders; and the
Revised Psychopathy Checklist (PCL-R). Twelve youths (86%) manifested
one or more Axis I diagnoses at the time of the crimes, conduct disorder
occurring in all cases. Substance abuse (43%), ADHD (21%), anxiety dis-
orders (21%) and dysthymia (14%) were the most frequent co-morbid condi-
tions. None of the youths was found to have a current or past psychotic
disorder — however, psychotic symptoms were found in the pasts of 11 per
cent of the sample (probably explained by the personality disorder typology
of the group). Sixty-two per cent met SNAP criteria for at least one personal-
ity disorder. Contrary to expectations, antisocial and borderline diagnoses
did not occur frequently. In fact, the youths demonstrated more cluster “A”
symptomatology (the paranoid, schizoid and schizotypal personality dis-
order spectrum) than cluster “B” (the antisocial, borderline, histrionic and
narcissistic personality disorder spectrum). Also, 31 per cent had sadistic
personality features. The mean PCL-R score for the group was indicative of
moderate psychopathic disturbance.

Conclusions

When drawing conclusions from these studies the same reservations regard-
ing adult studies pertain: dissimulation and methodology. Also, studies of the
psychological characteristics and psychopathology of sexual abusers are
inevitably skewed, as only a small percentage of sexual abusers are actually
caught (Harvey and Herman, 1992).
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The assessment of sexual deviance in adolescents presents very complex
problems. These adolescents do not meet DSM-IV criteria for paraphilia
(which specifies a lower age limit of sixteen). In addition, DSM-IV does not
provide a suitable alternative diagnosis that would give prominence to the
sexual offending behaviours. While the diagnosis of conduct disorder can
usually be made in these cases, its broad applicability to a variety of non-
conforming children and adolescents limits its usefulness for research and
treatment planning in cases of adolescent sexual offending. Many adult sexual
offenders begin sexual offending in adolescence, and this fact indicates that,
retrospectively, a diagnosis of sexual deviance in adolescence could have been
made. This situation is comparable with the DSM-IV guidelines for personal-
ity disorder diagnoses which are seen as having an onset in adolescence but
which, as a rule, are not applied in diagnosing adolescents. DSM definitions
of paraphilic behaviour should be modified to make them applicable to
adolescent sexual offenders.

With these reservations in mind, the review above appears to support and
extend the view that there is a spectrum of adolescent sexual offenders that
includes the true paraphiliac, those whose impulse control is compromised by
concurrent conduct disorder or other psychiatric disorder and those whose
social and interpersonal skills result in them turning to younger children for
sexual gratification unavailable from peers. Also, sexual offending appears to
be strongly linked to conduct disorder, particularly in those youths who force
sex or whose sexual offending is considered more serious. For some boys who
sexually offend and also have conduct disorder, their sexual offending
behaviour may be as described by Shaw et al. (1993) but an interesting vari-
ation on a well-established matrix of antisocial and aggressive behaviour. In
many cases, there will be a complicating learning disability (48—79% reported).

Given the prevalence rates for mood disorders and attention-deficit dis-
orders indicated in some studies, a presumptive relationship between mood
disorders (especially dysthymia), ADHD and paraphilic sexuality may exist
and certainly merits further examination. Early-onset dysthymic disorder and
ADHD during the formative developmental years could have a particularly
pathoplastic effect on developing male sexuality, conducive to disregulated
sexual appetite, thrill-seeking behaviour, social deviancy and impaired
impulse control. This is further supported by the only study of genetic factors
associated with deviant sexual behaviours in Tourette’s syndrome. Those sub-
jects with both Tourette’s syndrome and ADHD had the most disinhibited
forms of sexual expression (Comings, 1994). The presence of serious psycho-
pathology (MMPI profiles) in adolescents accused of sodomy and rape and
Cluster A personality types on SNAP assessments of adolescents who commit
sexual homicide suggests a potentially serious influence of schizophrenic-
spectrum disorders on the sexual behaviour of some adolescents. Over-
anxious, ruminative and compulsive traits in unsocialised adolescents could
also provide a fertile ground for deviant sexual fantasies to emerge.
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Implications for assessment and intervention

The evaluation of mentally ill adolescent sexual offenders is a common task
facing mental health professionals and a challenging problem. Psychiatric
co-morbidity is clearly more often the rule than the exception in adolescents
who sexually offend (Shaw et al, 1993). Major mental disorders and sub-
stance abuse disorders may adversely affect the expression of and any attempt
to modify sexually deviant behaviour (Zonana and Norko, 1999). Therefore,
it is crucial to evaluate the nature of the mental disorder and to clearly
establish the relationship between manifestations of any mental disorder and
the sexual-offending behaviour. There is evidence that adults, and perhaps
adolescents, who commit sexual crimes, especially those who present with
affective, anxiety or eating disorder symptoms, should be evaluated for
paraphilias even if they deny such symptoms. Conversely, sexual offenders
with paraphilias should be carefully evaluated for mood, anxiety and eating
disorders (McElroy et al., 1999).

Zonana and Norko (1999) suggest the following questions: What symptoms
does the individual have and are these temporally linked to the sexual offend-
ing behaviour? Has the risk of offending behaviour increased historically in
the presence of delusions, hallucinations, mania, depression, alcohol use, sub-
stance use, obsessional thoughts and so on? Affirmative answers will obviously
guide treatment and monitoring and control of symptoms. Mental health
interventions in these individuals should then be established as a necessary, but
not sufficient means towards diminishing sexual-offending behaviour.

From studies of adult sexual offenders, and given the methodological
reservations already stated, attention to the diagnosis and treatment of
co-morbid psychiatric disorders is essential to the treatment of this popula-
tion. Mood, anxiety, substance abuse disorders and paraphilias are the most
common diagnoses and need to be assessed, since the presence of these prob-
lems may interfere with response to offence-specific work. In adolescents, in
addition to these disorders, the presence of ADHD and borderline psychotic
symptoms should routinely be assessed.

Since many adolescent sexual offenders have serious mental illnesses under-
lying their deviant sexual behaviour, offender treatment programmes, espe-
cially those dealing with the more serious offenders, would be substantially
enhanced by the incorporation of a variety of treatment interventions typic-
ally used with individuals with serious psychopathology, including the
exploration of possible psychotrophic medications. The adolescent sexual
offender group is heterogencous in nature and no single treatment regimen
will be effective in all cases (Kavoussi et al., 1988). An adolescent with psy-
chosis or an affective disorder should be specifically treated for this (with
lithium, antipsychotics, antidepressants, etc.) and then re-evaluated for sexual
offending potential. Similarly, with impulse control problems related to
ADHD, stimulants may be the preferential treatment.
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Also, the presence of paraphilia (minus the age criterion) should be
considered, as it may be amenable, in part, to pharmacological treatment.
Treatment of some paraphilic sexual offenders has been promising despite
the fact that long-term recidivism studies proving effectiveness are lacking
(Zonana and Norko, 1999). Psychiatrists and psychiatric training pro-
grammes have generally avoided these disorders. With the finding that SSRIs
—used by psychiatrists to treat depression and OCD - are useful in the treat-
ment of paraphilias, psychiatrists may be more willing to consider providing
treatment for this group.

The evidence from several studies that personality characteristics of
offenders are heterogeneous, and that, for instance, peer offenders may differ
in general from child offenders (Carpenter ef al., 1995), indicates that the
design and implementation of adolescent sexual offender treatment pro-
grammes may be enhanced if these personality differences are taken into
account. Social skills training may be particularly important for those ado-
lescents who offend against younger children. As there appears to be a sub-
group of offenders with schizotypal disorder, all adolescents and adults who
sexually offend should be assessed for schizotypal features, especially those
who commit very serious offences and when there is a family history of
psychiatric disorder. Their management and intervention will need to be
geared towards their wider needs and take into account additional symptoms
they may display, for instance, paranoid ideation. It is unlikely that someone
with schizotypal disorder will do well in a confrontative group setting; such
an experience could be disintegrative or precipitate an overt schizophrenic
disorder. Also, there are implications for follow-up. This group do not do well
in treatment. If their distorted sexual offence-related thinking is indicative of
wider disorders in thought processes then a cognitive approach aimed at
distorted sexual offence-related thinking alone may be insufficient in reducing
risk in the medium to long term.

Lack of progress in treatment is often attributed to poor motivation,
inattentiveness, resistance and denial. It seems likely that unrecognised psy-
chiatric conditions contribute to the difficulties that individuals face when
they try to engage in the process of therapy and complete therapeutic tasks.
It is important to take into account these co-morbid conditions when
individualising treatment within sexual offender treatment programmes.

Many adolescent sexual offender treatment programmes have been
set up on an ad hoc basis by enthusiastic health professionals with limited
resources. They are often insufficiently multidisciplinary in nature and
there can be considerable difficulty accessing expensive psychiatric involve-
ment. Given the high incidence of psychiatric disorder in adolescents who
sexually offend, programmes should have the availability on a regular, ses-
sional basis, of an adolescent psychiatrist to assess mental state and to
provide sufficient psychiatric input to ensure that co-morbid psychiatric dis-
orders are assessed, treated adequately and programmes adjusted, where
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necessary, to meet the particular psychiatric and personality needs of each
individual.

Where resources are limited and referral to an external psychiatric service
is all that is available, then some screening procedures should be in place to
ensure that those adolescents with psychiatric disorder are referred, rather
than their psychiatric problems being lost in what is, inevitably, the glare of
their sexual offending. Combining the use of the Child Behaviour Checklist
(Achenbach, 1991a), The Youth Self-Report (Achenbach, 1991b), the Child-
ren’s Yale-Brown Obsessive Compulsive Scale (Scahill et al., 1997), the State-
Trait Anxiety Inventory for Children (Speilberger et al., 1973), the Childhood
Depression Inventory (Kovacs and Beck, 1977) for younger adolescents or
the Beck Depression Inventory II (Beck, 1996) for older adolescents, the
Connors’ Teacher and Parent Rating Scales — Revised (Conners, 1996) and
the MMPI-A (Butcher et al., 1992) may help as initial screenings for psychi-
atric disorders like depression, anxiety, ADHD, OCD and schizotypal dis-
order. However, these measures cannot be used to determine diagnosis
because the items do not parallel diagnostic criteria, and onset and duration
information is not requested (Hodges, 1993). Also, there is evidence that the
sensitivity of the questionnaires is too low for diagnostic purposes. Never-
theless, they remain useful screening tools and their application may help
treatment programmes remain vigilant to co-morbid and sometimes occult
psychiatric symptomatology.
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