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Although a mainstay of most juvenile and adult sexual offender treatment programmes today, relapse prevention originated nearly two decades ago as a treatment for substance abuse (Brownell, Marlatt, Lichenstein, & Wilson, 1986; Marlatt & George, 1984).  The model, as conceived by Marlatt and colleagues, reflected an attempt to explain the acquisition and reoccurrence of addictive behaviours.  While Marlatt’s original model has been criticised for its lack of theoretical consistency, it is generally based on the tenants of social learning theory and an understanding of the influence of attributions on motivational processes (Hudson & Ward, 1996).  

The Marlatt relapse prevention model assumes that maladaptive addictive behaviour results from a chain or sequence of interactive biological, psychological, and social factors.  Central to the model is the belief that “relapse” (a return to previous levels of addiction) is preceded by a “lapse” wherein the addicted individual cognitively and behaviourally rehearses the maladaptive behaviour.  The model places an emphasis on understanding the antecedent chain of events that lead to lapses and eventual relapses, so that cycle re-enactment can be anticipated and interrupted.  Critical to successful prevention of relapse is the identification and avoidance (when possible) of dangerous, event precipitant circumstances (i.e. “high risk” factors) and the acquisition of effective coping skills for maintaining self-control.  Since its inception, relapse prevention has been applied to a number of psychosocial problems that lend themselves to an addiction model.  These not only include the treatment of sexual offenders, but also a range of other unrelated conditions including, for example, obsessive-compulsive disorder (Hiss, Foa, and Kozak, 1994).  

RELAPSE PREVENTION WITH SEXUAL OFFENDERS  

The relapse prevention model was applied to the treatment of adult sex offenders beginning in the early 1980’s with the seminal work of Pithers and colleagues (Pithers, Marques, Gibat, and Marlatt, 1983).  Pithers argued that sexual offending, like alcohol and drug addiction, reflects purposeful and planned behaviour and follows a series of synergistic events.  Pithers’ early work reflected an emphasis on delineating the antecedents of offending behaviour, including the manner in which negative affect (e.g., anger) can trigger sexual fantasies, and the role of cognitive distortions in reducing inhibitions to offence planning.  Adaptations were made in the original Marlatt model, including redefining a “lapse” as engagement in a voluntarily induced risk behaviour (e.g., fantasising about deviant sexual behaviour) and “relapse” as any new sexual offence, not just a return to a previous level of offending (Pithers, 1990; Ward & Hudson, 1996).  

Relapse prevention as a treatment model for adult sexual offending was soon introduced in a number of institutional settings for the treatment of adult sex offenders across the United States of America and abroad, including the Sex Offender Treatment Evaluation Project in California (Marques, 1988), the Vermont Program (Pithers & Cumming, 1989), and New Zealand’s Kia Marama programme (Hudson, Marshall, Ward, Johnson, & Jones, 1995).  By 1994, a survey of providers suggested that relapse prevention, or some version thereof, was being used in nearly ninety percent of the sexual offender treatment programmes in North America (Freeman-Longo, Bird, Stevenson, & Fiske, 1995).  

Relapse prevention models have evolved since their initial application to the treatment of adult sex offenders.  Early models were viewed as in need of refinement based on a number of considerations.  In their in-depth and comprehensive critique of relapse prevention models to date, Ward and Hudson (1996) pointed out that both Marlatt’s original model, and Pithers’ adapted model, were flawed in several respects.  Chief amongst their criticisms were that the models did not reflect a parsimonious and current understanding of social cognition theory and overemphasised skill deficits and covert processes as mediators of high-risk situations.  Ward and Hudson further criticised Pithers for creating conceptual conflicts in moving the lapse and relapse points back in the offence chain (i.e., incompatibility of the “problem of immediate gratification” and “abstinence violation effect”).  

Subsequent to this early work, a number of refinements have been introduced in an attempt to strengthen the basic model and improve its range of applicability.  Pithers and Gray (1996) suggested that compliance with relapse prevention plans is improved by victim empathy work, the use of “reminder cards”, and on-going community supervision by the courts.  They also pointed out that use of relapse prevention with juveniles requires modifications in both the formatting and presentation of materials.  Amongst their recommended adaptations were the use of games and simpler language with children with sexual behaviour problems, and the concurrent conducting of relapse prevention groups for children and their parents.  

Hudson, Ward, and McCormack (1999) argue that relapse prevention models must account for diversity in pathways leading to sexual re-offending.  Their analyses suggest that three major pathways exist in identified sexual offenders: (1) an appetitive, positive pathway; (2) a negative affect pathway with covert planning and restraint planning; and (3) a pathway that reflects a negative restraining process but with explicit planning.  Laws (1996) contends that relapse prevention should be confined to disorders of impulse control and is best viewed as an intervention designed to reduce the frequency and intensity of offending in chronically predisposed individuals (i.e., “harm reduction”) rather than eliminate it.  Laws (1999) also suggests model improvements, including revisions in the cognitive-behavioural chain and recognition of  “cognitive deconstructionism” (impaired self-awareness and cognitive processing brought on by a conscious desire to indulge in the behaviour).  

Relapse prevention effectiveness  

Empirical support for the effectiveness of relapse prevention in the treatment of addictive disorders is still somewhat tenuous.  Irvin, Bowers, Dunn, and Wang (1999) conducted a meta-analysis of the effectiveness of relapse prevention in the treatment of alcohol, smoking, and other substance use.  Twenty-two published, and four unpublished, outcome studies involving over nine-thousand-five-hundred participants were examined.  A small (r=.14) but reliable treatment effect for reducing substance use was produced.  A much larger effect (r=.48) was demonstrated for the effectiveness of relapse prevention in improving psychosocial functioning.  Examination of moderator variables suggested that the intervention is more effective in the treatment of alcohol and polysubstance abuse than smoking.  On a cautionary note, effect sizes diminished with biochemically validated self-report, comparison to alternative active interventions, and length of follow-up.  

Even less evidence exists for the effectiveness of relapse prevention in the treatment of sexual offenders.  As noted by Laws, the “greatest weakness of the RP model is that it has escaped empirical evaluation (Laws, 1999, p. 285).”  Hanson (1996) notes that empirical support for the effectiveness of relapse prevention in the treatment of sex offenders is modest at best and that perhaps its greatest contribution to the field has been in focusing therapist attention on issues that explain the long-term risk of recidivism.  Certainly, considerably more research is needed before it can be ascertained how relapse prevention can be most effectively applied to the treatment of juvenile sex offenders.  

THE TREATMENT OF JUVENILE SEXUAL OFFENDERS  

Although the number of programmes for youthful offenders grew rapidly during the first half of the last decade, juveniles have been the focus of sexual offender treatment for at least twenty years (Freeman-Longo et al., 1995).  While the field is not new, conceptualisation of what constitutes effective treatment for this population is still evolving.  Historically, juvenile sexual offender treatment has been heavily influenced by a “trickle down” of clinical approaches used with adult sexual offenders.  Often this has occurred with little regard for developmental and contextual issues that need to be taken into consideration in treating adolescents or evidence that the areas of therapeutic focus (e.g., deviant sexual arousal) are relevant for the juvenile sexual offender population  (Freeman-Longo, in press; Hunter, 1999).  Most often treatment techniques and modalities used in treating adult sexual offenders have been directly applied to juvenile sexual abusers, or modified only slightly to make materials more easily understood, without taking into consideration learning styles and multiple intelligences (Gardner, 1983).  High levels of confrontation are still common in many programmes with little regard for the potential impact these approaches may have on youth with histories of abuse and neglect.  

The majority of juvenile sexual offender treatment programmes have generally adhered to a traditional adult sex offender model.  Standard interventions include the teaching of relapse prevention and the sexual abuse cycle, empathy training, anger management, social and interpersonal skills training, cognitive restructuring, assertiveness training, journaling, and sex education (Becker & Hunter, 1997; Burton, Smith-Darden, Levins, Fiske, & Freeman-Longo, 2000; Freeman-Longo et al., 1995; Hunter, 1999).  Questions about the appropriateness and effectiveness of these approaches in the treatment of juveniles makes imperative the full development and testing of juvenile-specific intervention programmes.  

In the following sections we present an approach to the teaching of relapse prevention to juveniles.  This approach reflects the blending of traditional aspects of relapse prevention into a holistic, humanistic and developmentally consistent model for working with youthful sex offenders.  New research is reviewed as it relates to refinement of relapse prevention strategies based on juvenile sex offender typology distinctions.  In the described model, relapse prevention is but one component of a comprehensive treatment programme.  Other areas of therapeutic focus are described and attention is given to the sequencing of treatment interventions.  

TEACHING RELAPSE PREVENTION TO JUVENILES  

The teaching of relapse prevention, and the cycle of sexual abuse, can be readily blended into a holistic juvenile sexual offender treatment model (Freeman-Longo, 2001). When properly taught, the model is relatively easy to understand and serves as an umbrella for integrating a variety of traditional sexual abuser treatment interventions, ranging from anger management and empathy development to social skills and cognitive restructuring (Freeman-Longo & Pithers, 1992).  Relapse Prevention can help youth examine their acting-out cycle more closely, including identifying "high risk factors", "cues" (warning signs), and "lapses" that signal sexual offending.  

Steen was one of the first professionals working with adolescent sexual abusers to help simplify the academic language of relapse prevention so that it would be more readily comprehended by youth (Steen and Monnette, 1989).  We have used Steen’s language, combined with additional changes, so that the relapse prevention model is more easily understood by youth.  Key constructs in the our model are described below.  

Cognitive Distortions  

The relapse process (the process that leads to re-engagement in offending behaviour) is facilitated by cognitive distortions.  When a client’s thinking becomes distorted and unhealthy, he is more likely to engage in thoughts, feelings, and behaviours or put himself in situations that perpetuate the sexual abuse cycle.  The cycle may look as follows:  

unpleasant affect ( deviant fantasy ( passive planning  ( cognitive distortion (  

disinhibition ( deviant act (relapse of reoffence) (Gray and Pithers, 1993).  

Cognitive distortions are essentially a mechanism for defending offending behaviour.  They may take the form of minimisation of the impact of the behaviour on the victim, blaming the victim for occurrence of the behaviour, or rationalisation of the behaviour.  Examples include: "young children can make decisions about having sex"; "if a child stared at my penis as I showed it to him/her, it meant they liked looking at it"; "girls who wear short dresses and tight clothes are asking for it"; and "children don't remember things that happen to them when they are young" (Hunter, Becker, Kaplan, & Goodwin, 1991).  When the juvenile is capable of identifying and correcting these cognitive distortions, he may be able to return to abstinence and avoid engaging in the problem behaviour.  

Risk Factors  

Risk factors are thoughts, feelings, behaviours, and situations that can initiate and perpetuate the relapse process and the sexual abuse cycle.  Gray and Pithers (1993) have suggested that there are three types of risk factors youthful sexual abusers experience: 1) predisposing risk factors, 2) precipitating risk factors, and 3) perpetuating risk factors.  "Predisposing" risk factors develop during a person’s formative years and may include a history of various types of abuse, low self-esteem, and poor social skills.  "Precipitating" risk factors are those that an individual is most likely to experience as he gets closer to actually offending.  They include emotional mismanagement, cognitive distortions, and deviant sexual fantasies.  "Perpetuating" risk factors are those on-going risk factors that youth are likely to experience on a "day to day" basis and include anger, lack of supervision by caregivers, poor peer relations, and family problems.  

We have found that youthful clients are often confused and overwhelmed in learning about risk factors.  Simplifying language and giving them a list of examples of risk factors can be helpful (Freeman-Longo, 2001).  Table 11-1 describes risk factors common to juvenile sexual offenders.

INSERT TABLE 11-1 ABOUT HERE  

Cues  

One of the most useful components of relapse prevention is teaching clients to identify cues that can warn them they are getting into trouble or experiencing problems.  There are many kinds of cues, including: (1) emotional cues; (2) cognitive cues; (3) interpersonal cues; (4) self-statements; (4) physical cues; and (5) behavioural cues.  Cues may also be risk factors. For example, feeling rejected can be a cue that one may soon begin to feel angry.  Feelings of rejection can also be a risk factor separate from anger (e.g., lead to withdrawal and isolation).  Table 11-2 lists examples of cues under each of the categories listed above.  

INSERT TABLE 11-2 ABOUT HERE  

Coping responses and maladaptive coping responses  

The relapse prevention model teaches that when youth first experience risk factors they should immediately use a coping response to counter it (e.g., if a young person begins to feel angry then he is to takes deep breaths, count to ten, and use healthy thoughts to counter identified cognitive distortions associated with anger). However, clinical experience suggests that many youth will use "maladaptive coping responses".  These are coping responses that may, in fact, be risk factors or create more problems for the client (e.g., drinking alcohol or using drugs to allay anger).  Youth must be taught to recognise maladaptive coping responses and replace them with healthy ones.  Healthy coping skills include relaxation exercises and positive imagery for anxiety, assertive behaviour for anger management, and covert sensitisation exercises for impulse control.  

“Giving-up” (abstinence violation effect)  

Giving up on changes that may prevent further sexual offending is referred to as the “abstinence violation effect” in the earlier literature (Pithers et al., 1983).  According to traditional relapse prevention models, giving up occurs after a client experiences a lapse (a more serious risk factor) and includes the following components (1) self-deprecation; (2) an expectation of failure; (3) a need for immediate gratification; (4) erroneous attributions; and (5) an increased probability of relapse.  Our clinical experience has been that the relapse process is more fluid than described in the earlier literature and that youth can experience "giving up" both before and after experiencing one or more lapses.  As youths progress toward having a "lapse" (more serious risk factors), they often describe the feelings and desires of “giving up” before they actually engage in the lapse behaviour.  This can be characterised as their giving up on using coping responses and interventions, and feelings of helplessness.  It is at the time they are about to engage in the lapse behaviour that they begin to focus on the immediate gratification of engaging in the behaviour (e.g., the associated sexual arousal that comes with using pornography).  

Lapses and high risk factors  

"Lapses" are more serious risk factors that threaten the client’s ability to remain offence free.  They usually occur further down a chain of events that may lead the client to sexual offending.  Lapses increase the likelihood that the youth will offend.  They include deviant sexual and violent fantasising, purchasing pornography, substance abuse, and spending time alone with young children.  Although lapses are temporally close to offending behaviour, youth must be taught that offending is not inevitable if a lapse occurs.  To help prevent youth from seeing themselves as failures and giving up, we encourage them to think of lapses as mistakes that can be corrected through the use of well-practiced coping skills.  

The sexual abuse cycle  

In most relapse prevention programmes for juvenile and adult sexual offenders, the relapse process is taught in conjunction with an explanation of the sexual abuse cycle.  The basic concept is that sexually abusive behaviour reflects a chain of thoughts, feelings, and events that can become cyclical and habitual over time.  Specifically, cycles may become stronger and more ingrained with repetition though an operant conditioning process.  While traditional relapse prevention models for sexual offenders suggest that abuse cycles, and the relapse process, begin with negative affect, we have found it more useful to teach youth that these cycles can be triggered by the occurrence of any of their individual components.  

We suggest that youth are taught that risk factors can be thoughts, feelings, behaviours, and situations that threaten their sense of self-control.  Cognitive distortions or unhealthy thinking can contribute to mismanaged emotions and behavioural problems and give justification to the anger that leads to sexual aggression.  Anger, insecurity, rejection, and feelings of low self-esteem and boredom are common in juvenile sexual offenders. Youthful sexual abusers are generally unskilled at recognising their own emotions and may also have difficulty recognising and understanding the feelings of others.  They tend to think of feelings as "right or wrong" and subsequently seek to hide feelings they believe will lead to social ridicule or to being negatively judged by peers.  Relapse prevention is a cognitive-behavioural model that emphasises the need for behavioural change.  Behavioural management is essential to client success in treatment. Some of the core areas for behavioural change include: anger management, arousal control, social skills development, development and use of interventions and coping responses, assertiveness training, and interpersonal skills development. Youths must be taught that behaviour is contextual and that their thoughts and feelings give direction to their behaviour.  When teaching youths to identify problematic behaviours and behavioural risk factors, they must be encouraged to identify cues that are observable so that others can identify when they are experiencing problems and challenge them to change when coping responses and interventions are not forthcoming. Examples of observable behaviours that are risk factors and may also serve as cues for risk factors include: looking depressed; not talking to others; avoiding eye contact; distorting information; pacing the floor, chewing fingernails; becoming secretive; isolating and avoiding others; becoming sarcastic and argumentative; intimidating others; and, increasing use of profanity.  In the language of relapse prevention situations or triggers are events that stimulate sexual thoughts, feelings, and or behaviours.  For example, if the juvenile offender sees a group of children playing at a playground, he may begin to fantasise about engaging one of the children and having sex with him/her.  Or, if a youth has an argument with his parents or teacher, he may become angry and smoke marijuana after school.  This, in turn, may impair judgment and impulse control and give rise to the expression of maladaptive sexual urges.  Thus, situations are external events that can set off or “trigger” the youth’s relapse process or sexual abuse cycle.  

The four phases of the sexual abuse cycle  

Freeman-Longo (2001) has identified four sequential phases of the sexual abuse cycle: (1) the "pretends-to-be-normal" phase; (2) the "build-up" phase; (3) the "abuse or acting-out" phase; and (4) the "justification" phase (see figure 11-1).  One phase follows the other until the cycle is complete.  Sometimes youths will experience "sub-cycles" that go back-and-forth between the "pretends-to-be-normal" phase and the "build-up" phase.  If the sub-cycles are not interrupted, the youth will eventually progress through the entire cycle and sexually offend.  

INSERT FIGURE 11-1 ABOUT HERE  

Pretends-To-Be-Normal Phase  

In the sexual abuse cycle, there are various problem areas that serve as early warning signals that the youth is at risk of re-enacting his cycle and relapsing.  These warning signs indicate there is something wrong with how the youth is thinking, feeling, or acting in response to life problems and situations.  These often occur in the absence of any acknowledgement by the youth that trouble is looming and he may, in fact, pretend everything is normal.  In order for the youth to prevent re-enacting his cycle, he must identify the problem area (or areas) being experienced and take positive steps to attenuate the risk.  Problems in one or more of the following areas can serve as triggers to the "build-up" phase and sexual acting out: self-esteem; anger; family; peers, friends, social; school; employment; financial; drugs and alcohol; leisure time activities; marital/dating; health and physical appearance.  

The Build-Up Phase
When problems are not addressed in the "pretends-to-be-normal" phase it leads to a "building-up" of the potential for relapsing.  The build-up phase consists of several behavioural chains that are risk factors for sexual acting-out.  These thoughts, feelings, and behaviours usually build one upon another until the client enters into the pre-assault phase.  When a youth enters the build-up phase it is important for him to understand his risk factors and to intervene as soon as he recognises the potential for lapsing.  

Uninterrupted, lapsing follows the initial building-up of risk factors.  Lapsing represents thoughts, feelings, behaviours, and situations that place the youth at high risk for sexual re-offending.  For example, the youth may place himself in a position of being alone with young children.  In this situation, he may begin to "groom" the victim (i.e., “prepare” him) to be sexually abused.  Maladaptive cognitions may be entertained that amplify the potential for acting-out, including the belief that it is hopeless to try to control the sexual urges or projection of blame for the potential behaviour on to others.  At his point, the youth may feel justified in sexual acting-out.  

The Acting-Out Phase  

The "acting-out" phase represents engagement in the sexually abusive behaviour.  It can serve several functions: (1) a temporary discharge of pent-up emotion, such as anger; (2) a means of gaining control and a sense of power over distressing environmental circumstances; and (3) a means by which to relieve tension and obtain sexual gratification.  

The Justification Phase

Once the youth has sexually re-offended, he may experience shame, guilt, fear, and despair.  A number of defence mechanisms may come into play, including minimisation and projection of blame.  As the youth attempts to justify his acting-out behaviour, he may begin to feel sorry for himself and engage in a downward spiral of self-pity and self-absorption.  During this phase, a number of youth have been observed to make short-lived promises to not offend again or attempt to convince themselves that their problem will simply go away with time.  These maladaptive cognitions may only lead to re-entering the "pretends-to-be-normal" phase and, thus, cycle re-enactment.  

Integrating models and modalities of treatment with adolescents  

We endorse the concept that treatment programmes for juveniles should be holistic and attentive to the overall developmental needs of the youth.  This includes attention to their healthy psychosocial development and their familial, physical health and spiritual needs (Freeman-Longo, in press).  Viewed in this context relapse prevention represents an important component of a comprehensive treatment programme for juvenile sex offenders, rather than the programme in its entirety.  Because the relapse model has the potential for serving as a framework for integrating various aspects of sexual offender treatment, it is usually taught in the latter phases of the programme.  

The formal teaching of the relapse model, and the formulation of a relapse prevention plan, is typically preceded by more fundamental work.  This includes helping youth understand the importance of treatment and making a commitment to positive life changes.  Attempts are made to infuse youth with a sense of optimism and confidence that they possess the capacity to make positive life changes if they remain fully motivated and are therapeutically diligent.  Healthy masculinity is taught, including a respect for diversity and a commitment to the cessation of violence and the oppression of others on the basis of race, gender, and sexual orientation.  This work takes place in conjunction with examining the personal, interpersonal, familial, and legal consequences of continued sexual and non-sexual offending.  

We believe that juvenile sexual offender programmes must place a strong emphasis on building positive self-esteem and developing social competencies, not just identifying and correcting aberrant patterns of behaviour.  While therapeutic attention is given to identifying and correcting distorted thought patterns that may support the continuance of offending behaviour, and helping youth explore cognitive-behavioural antecedents for their sexual acting-out, the acquisition of prerequisite skills for forming and maintaining healthy interpersonal relationships is equally stressed.  This includes teaching basic and advanced social skills, healthy sexuality, and anger management.  It also involves teaching methods for improving impulse control and judgment and empathy training.  

The relapse prevention model can be easily taught when preceded by therapeutic attention to the above.  Following this work, youth have a fundamental understanding of the importance of behavioural control and a heightened motivation for change.  They possess a basic understanding of the triggers of sexual re-offending and what for them constitutes high risk factors.  They also possess the necessary skills to interrupt maladaptive behaviour and maintain behavioural control.  Most importantly, they have the underlying value system and prerequisite skills necessary to form healthy interpersonal relationships.  For youth, this is critical as treatment adherence affords them more than an opportunity to contain "deviancy" - it represents a pathway to building a healthier and more fulfilling and rewarding life.  

To be maximally effective, the youth's relapse prevention plan should be comprehensive and not only reflect an understanding of his sexual abuse cycle, but what the youth, his family, and other important caretakers or mentors must do to help him achieve his positive life goals.  It is best viewed as a collaborative endeavour representing the input of the youth, the treatment staff, the family, and the referral and oversight agencies.  For adjudicated youth, the latter should certainly include the probation/parole officer.  The probation/parole officer can incorporate the terms of the relapse prevention plan into the terms of probation or parole and help ensure that all relevant parties are providing the youth with the support he needs to maintain his therapeutic gains.  

NEW TYPOLOGY RESEARCH  

Clinical observation and research suggest that juvenile sexual offenders are a heterogeneous population representing a variety of developmental pathways leading to offending behaviour and various patterns of offending.  Some youth appear to be at high risk for re-offending and in need of institutionalisation, while many others appear to be at lower risk and highly amenable to community-based interventions.  As such, it does not appear to be clinically, legally, or fiscally prudent to formulate a “one size fits all” approach to their management.  In an attempt to support an objective means by which to classify youth, and thus permit the development of more refined programming, Hunter and colleagues have embarked upon research to develop a juvenile sexual offender typology.  This research is reviewed here for its general relevance to the treatment of juvenile sexual offenders, and to relapse prevention planning in particular.  

In a preliminary study, Hunter, Hazelwood, and Slesinger (2000) analysed the criminal records of one-hundred-and-twenty-six juvenile sexual offenders in an attempt to compare the "modus operandi" of youths who sexually targeted peers or adults, to those who offended against children five or more years younger than themselves.  Similar to the findings of Richardson, Kelly and Graham, (1997), youths who offended against peers or adults were found to be more likely than those who targeted younger children, to commit a non-sexual crime in conjunction with their sexual offence and to demonstrate higher levels of aggression and violence in the course of their sexual offending.  Peer/adult offenders were also found to be more likely to target females, and strangers or acquaintances.  

In a follow-up study, Hunter, Figueredo, Malamuth, and Becker (2001) analysed survey data and archival clinical records on two-hundred residentially placed adolescent male sexual offenders.  This was done to assess an explanatory model that linked aetiological influences, personality traits, and offence characteristics.  Factors were selected for study under each of these three major categories of interest based on both theoretical considerations and previous research findings.  Aetiological influences that were examined included exposure to violence against women and male modelled antisocial behaviour, as well as childhood abuse experiences (physical and sexual).  Personality constructs that were examined included: hostile masculinity (Malamuth, 1996, 1998; Malamuth & Malamuth, 1999), egotistical/antagonistic masculinity (Rowe, Vaszonyi, & Figueredo, 1997), general delinquency (Becker & Hunter, 1997; Figueredo, Sales, Russell, Becker, & Kaplan, 2000), and psychosocial deficits (Figueredo et al., 2000; Hunter & Figueredo, 2000).  The latter factor included measures of self-efficacy, anxiety and depression, social problems, and self-esteem.  Three offence variables were also examined: (1) whether the offences were against same-age peers or adults; (2) the degree to which the offences were physically dangerous, involving escalated levels of aggression, use of weapons, and associated nonsexual offences; and (3) the degree to which the offences were perpetrated against victims who were strangers.  

Structural equation modelling was used to assess the “goodness of fit” of the model in explaining the relationship between these variables.  The obtained results suggested that the final model met all standard psychometric criteria for adequately explaining the theorised relationships (for details see Hunter et al., 2001).  Key findings are summarised as follows. Developmental exposure to violence toward women was found to predict deficits in psychosocial functioning in juvenile sex offenders.  Exposure to male-modelled anti-social behaviour (e.g., drug and alcohol abuse, stealing) was found to be associated with more pronounced non-sexual delinquent attitudes and behaviour, and egotism/antagonism personality traits.  A history of child abuse predicted deficits in psychosocial functioning and choosing a younger, prepubescent female victim.  Juvenile offenders against pubescent females were found to be more violent in the commission of their sexual crimes, more likely to use a weapon, more likely to commit a non-sexual offence in conjunction with the sexual assault, and less likely to be related to the victim.  

The above research is continuing under sponsorship from the Office of Juvenile Justice and Delinquency Prevention.  It is planned to collect new survey, archival, and prospective (treatment outcome) data on an additional three-hundred-and-twenty-five juvenile male sexual offenders from both community-based and residential treatment programmes.  The scope of explanatory constructs is being expanded to include psychopathy, sexual deviance, familial environment, and peer affiliation.  Measurement of the psychosocial deficits factors is being broadened to include reports of social competency deficits by third parties (e.g., therapist observations).  

Clinical implications  

While additional research is needed before definite conclusions can be drawn, the research to date supports the contention that juvenile sexual offenders are indeed a heterogeneous clinical population.  These youth may not only differ in the types of offences they commit, but also in both the early developmental experiences that have helped shape their offending behaviour and in their motivations for offending.  Offenders against younger children appear to be more driven by deficits in social competency and self-esteem than is true for those who target peers and adults.  The youth who offend against younger children show evidence of suffering from anxiety and depression, social ineptitude, and loneliness.  As such, their sexual offending may be more compensatory than reflective of underlying paraphilic interests.  Younger children may be victimised more on the basis of frustration and availability rather than as a result of deviant sexual arousal.  This hypothesis is bolstered by other research on juvenile sexual offenders showing that phallometric indices of deviant sexual interest in juveniles are less directly related to offence patterns than is the case for adult sex offenders.  This suggests greater fluidity in the sexual interests of juveniles (Hunter and Becker, 1994).  

Juveniles who target peers and adults demonstrate different offending patterns than those who target younger victims and they also appear to have different motives for their behaviour.  In general, these youth appear more criminal, violent, and predatory.  Violent behaviour may not only stem from the demands of the sexual assault (i.e., adults are more likely to resist than children), but also from personality traits.  Hunter et al., (2000) found that the aggression of peer/adult offenders was often gratuitous in nature.  The injuries sustained by their victims appeared in many cases to be in excess of what was required to gain control over the victim.  They also appeared more likely than offenders against children to react to victim resistance with escalated aggression.  It is hypothesised that upon further study these youth will show evidence of greater levels of psychopathy and a higher level of delinquent peer affiliation.  Some support for the latter was found in Hunter et al., (2000) in that these youth were more likely than offenders against children to commit the sexual offence along with a co-offender.  

While the above research is still in a preliminary phase, it suggests there may be significant differences in the sexual assault cycles of juveniles who target children and those who target peers and adults.  In particular, the offending of the former may be more directly related to perceived and actual social rejection and frustrations.  Highly relevant to the teaching of relapse prevention to these youth would be the identification of perceived negative self-attributions and the manner in which these cognitions give rise to feelings of depression, anxiety, and hopelessness.  These youth may also benefit from examining underlying cognitive distortions that exaggerate the magnitude of personal short-comings or reduce their ability to attenuate skill deficits.  Furthermore, therapeutic attention helping them to understand the reciprocal nature of cognitions and affect and the mutual, synergistic influence of both on behaviour would be of particular relevance.  With some of this group this may include explaining avoidance conditioning paradigms and the role of anxiety in triggering dangerous lapses, such as spending time alone with children or deviant sexual fantasising.  With this group of juveniles, a major thrust of relapse prevention programming will be the teaching of positive coping and social relationship skills.  

Peer/adult offenders, on the other hand, appear more influenced by delinquent attitudes and values and negative peer-group affiliations.  These youth may not suffer from low self-esteem and social anxiety.  Instead, cognitive distortions may centre on beliefs that they are too clever to get caught, or that legal consequences if incurred would be minimal and easily endured.  With this group of juvenile sexual offenders, cognitive distortions regarding women and the nature of male-female relationships are likely to be present.  These youth may be much more likely to misinterpret social cues regarding women's attraction to sexually aggressive males or feel justified in engaging in sexual aggression based on negative sexual stereotypes.  For peer/adult offenders relapse prevention strategies would include the confrontation and correction of distorted cognitions and beliefs, the teaching of healthy masculinity and pro-social values, and careful analysis of environmental factors that contribute to the maintenance of delinquent and sexually aggressive behaviour.  The latter should include altering negative peer affiliations, building-in positive socialisation experiences, and strengthening the external monitoring of the youth in the community.  This may include enhanced parental monitoring, intensified probation and parole supervision, periodic polygraph assessment, and in more extreme cases, use of electronic monitoring devices.  

CONCLUSIONS  

We believe that the teaching of relapse prevention to juvenile sexual offenders is a valuable endeavour.  However, its fruitful employment depends on model and language adaptations, broadened clinical programming, and an understanding of juvenile sexual offender subtypes.  As reviewed, relapse prevention originates from an addictions model.  Its application to sexual offending implies the belief that sexual acting-out is habitual and self-perpetuating.  This premise, as applied to most juveniles, is questionable.  At present, there is no solid scientific evidence that the majority of juvenile sexual offenders are destined to continue offending into their adult years or that deviant sexual arousal plays a prominent role in the offending of most of these youth.  At issue, is the wisdom of instilling in juvenile sexual offenders (and their families and the criminal justice system) the belief that their problem is chronic and can at best be managed, but not "cured".  This potentially contributes to "self-fulfilling prophesy" and clinical programming and criminal justice policy that excludes youth from normalising socialisation experiences.  

We suggest that youth be taught to understand patterns of sexual offending, including risk and protective factors, while still infusing them with a sense of hopefulness and optimism about their ability to lead healthy and productive lives.  The success of the latter depends on programmes placing at least equal emphasis on accentuating and strengthening pro-social skills, competencies and values in these youth, as on teaching them to recognise and manage maladaptive cognitions, impulses and urges.  It also likely to require shifting the focus of interventions from the individual to systemic issues in the broader social environment that contributes to the maintenance of delinquent and aggressive behaviour (Huey, Henggeler, Brondino, & Pickrel, 2000).  Our hope is that needed refinements will be made in juvenile sexual offender treatment models and that competing models will be objectively evaluated through clinical trials.  It will not be until then that the field will have a true understanding of what constitutes the most effective approach to the treatment of various types of juvenile sexual offenders.  
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Table 11-1  Risk Factors Common to Juvenile Sexual Offenders  

	Risk factors common to juvenile sexual offenders  



	· Alcoholism in the family  

· Physical abuse  

· Sexual abuse  

· Emotional abuse

· Substance abuse in the family

· Exposure to violent death of human or animal

· Neglect

· Family chaos

· Educational deficits  

· Unhealthy thinking

· Learning deficit

· Family dysfunction

· Parental marital discord

· Maternal absence / neglect

· Parental divorce


	· Gives up easily

· Feelings of inferiority

· Irresponsible

· Lack of confidence

· Intra/Inter personal problems

· Depression

· Anger

· Abusive fantasies

· Boredom

· Cognitive distortions (“thinking errors”)

· Isolation /(withdrawal from others)

· Low self-esteem

· Peer pressure

· Depression

· Lack of empathy


	· Emotional problems 

· Stuffed feelings/emotions

· Over-controlled emotions

· Social skills deficit

· Feelings of inadequacy

· Rejection

· Drug / alcohol abuse

· Denial of problems

· Low self-esteem

· Living in a high risk neighbourhood




Table 11-2  Cues for identifying risk factors  

	Cues for identifying risk factors  



	Emotional Cues  

· Feeling all alone  

· Worrying  

· Fear of expressing feelings  

· Feeling angry  

· Feeling jealous  

· Feeling depressed  

· Faking happiness  

· Stuffing feelings  


	Self-statements  

· “Nothing is going right”

· “I should have done . . .”

· “I can’t . . .”

· “There I go again . . .”

· “I always (or never) . . .”

· “No one cares about me”
	Cognitive Cues  

· Dwelling on the past

· Suicidal thoughts  

· Thinking about drugs

· Comparing myself to people to whom I feel inferior

	Physical Cues  

· Queasy stomach  

· Sleeping excessively  

· Feeling no energy  

· Poor hygiene  

· Not sleeping well  

· Disregard for personal 

        appearance  

· Physically hurting myself  


	Interpersonal Cues  

· Needing to win  

· Getting others to feel sorry for me  

· Bragging  

· Making up stories  

· Judging other people  
	Behavioural Cues  

· Staying by myself  

· Nervous energy  

· Skipping school  

· Taking off work  

· Horse play  

· Risky behaviours (i.e., reckless driving)  

· Being passive  

· Putting things off  

· Isolation  
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Figure 11-1  The Four Phases of a Sexual Abuse Cycle  
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