
PSYCHOSEXUAL EVALUATION
RE-EVALUATION

Name: XXX

Date of Birth: XXX

Dates of Evaluation: XXX

Age: 17

Reason for Evaluation

XXX is a 17 year old male who resides on the XXX at XXX in XXX. He is currently in Phase III of 

XXX’s three-phase treatment program. This evaluation was conducted in support of assessing his progress in 

treat ment and his readiness for discharge. This assessment follows successful treatment of chronic PTSD 

(see below).

Background Information

XXX’s reference sexual offense was committed when he was approximately 14 years of age. This offense involved 

the repeated sexual molestation of younger, prepubescent boys. The victims were twin brothers and acquain-

tances of XXX. XXX’s developmental history is notable for adoption by his paternal aunt after early sexual and 

physical abuse by his biological parents. The aunt took custody of him at age three, but he was not legally 

adopted until several years later. Prior to his reference sexual offense, he had sexually molested other younger 

children and demonstrated sexualized behavior in the school environment. The latter apparently began very 

early in childhood and followed his referenced maltreatment between birth and age three. XXX’s history is 

furthermore positive for diagnosis of ADHD, symptoms of anxiety and depression, and repeated school behav-

ior problems. As an adolescent, he incurred several thousand dollars in charges for telephone and internet 

pornography use. Prior intelligence testing produced Full Scale, Verbal, and Performance IQ scores in the High 

Average range.

Treatment Update

XXX was provided by the undersigned with adjunctive “Prolonged Exposure” (PE) for chronic PTSD second-

ary to his childhood physical and sexual abuse. PE is an empirically-supported “best practices” treatment for 

PTSD. XXX began this treatment on XXX and completed it on XXX. Prior to initiation of treatment, he met 

full diagnostic criteria for chronic PTSD. Recent reassessment, using the Child PTSD Symptom Scale, indicates 

that his PTSD is in remission. Commensurate with successful treatment of his PTSD, XXX has been observed 

as less irritable and depressed, more compliant with program rules/expectations, and better motivated.



Assessment Procedures

The current evaluation is based on the following sources of information: re-administration of a battery of 

psychosexual and psychosocial adjustment and interest measures found to be helpful in understanding the 

intervention needs of adolescent male sexual offenders; juvenile sex offender-specifi c risk and needs assessment, 

the youth’s self-report of developmental trauma experiences; and the coding of sexual offense, modus operandi, 

and mental health/developmental history data from his clinical chart. Instruments Utilized: Adolescent Sexual 

Interests CardSort (ASIC), Adolescent Cognitions Scale, Inventory of Callous Unemotional Traits (ICU), Antisocial 

Process Screening Device (APSD), Hostility Toward Women Scale, Child PTSD Symptom Scale, Youth Self-Report 

(YSR), Case File Review Instrument, and Childhood Experiences Questionnaire, Juvenile Sex Offender Assessment 

Protocol-Version II (J-SOAP-II), and the Child and Adolescent Strengths and Needs Assessment-Sexual Development 

version (CANS-SD).

Note: The referenced psychosexual adjustment and interest measures (and case fi  le review instrument) are 

those that have been used in juvenile sex offender research (see Hunter, Figueredo, Malamuth, and 

Becker, 2003) and for which there are national normative data for adolescent male sexual offenders. The 

exceptions to this are the ASIC and ACS; however, these two instruments are well-known and commonly 

used in the assessment of adolescent male sexual offenders. The utilized psychopathy measures include those 

developed and normed by Paul Frick, Ph.D. of the University of New Orleans. The YSR is a well-known and 

psychometrically sound assessment instrument for use with emotionally and behaviorally maladjusted children 

and adolescents.

Assessment Results

Developmental Trauma Experiences
XXX and his mother report that he was severely and extensively sexually and physically abused as a young child. 

He also reports frequent exposure to interpersonal violence, including witnessing “male-on-male” aggression. 

Previously on the Child PTSD Symptom Scale (CPSS), he endorsed frequent “re-experiencing” (e.g. having 

upsetting thoughts or images of the event that come into his head when he doesn’t want them to), “avoidance” 

(e.g. not being able to remember an important part of an upsetting event), and “hyperarousal” (e.g. being 

jumpy or easily startled) symptoms associated with these abuse experiences. These symptoms were described as 

debilitating and the cause of functional impairment.

Personality Functioning
On the YSR, XXX’s “Total Problems”, “Internalizing Problems”, and “Externalizing Problems” scores were in 

the normal range for boys 11 to 18. He did not produce clinical elevations on any YSR “Syndrome” or “DSM-

Oriented” scale. These results thus suggest signifi cant improvement in mood and emotional stability from the 

time of his admission to ASOP. Furthermore, they refl ect improvement in functioning from the time of initia-

tion of treatment of his PTSD in late XXX.  In assessment conducted in early XXX of XXX, XXX’s “Internalizing 

Problems” score was at the 79th percentile for boys 11-18. His current “Internalizing Problems” score falls at 



the 54th percentile for boys 11-18. These results are thus consistent with clinical observation of improved 

emotional functioning following successful treatment of his PTSD.

XXX scored within normal limits on all administered measures of psychopathy and hostile masculinity. 

He professes to be concerned about the rights of others and to feel remorseful when he does something 

wrong.

Sexual Interests and Cognitions
XXX did not endorse any distorted sexual cognitions on the Adolescent Cognitions Scale. This suggests that 

he has a reasonably good understanding of appropriate versus inappropriate sexual behavior and is not apt to 

misinterpret the behavior or sexual intent of others. On the ASIC, XXX reported strong sexual interest/arousal 

to consensual sexual activity with approximately same-age males and females. He denies a sexual interest in 

prepubescent children or sexual coercion.

Risk and Needs Assessments
The J-SOAP-II is still under development and does not yet have critical “cut-off scores”. Therefore, it is not 

possible to statistically quantify a youth’s risk of sexual re-offending. However, the instrument can provide 

general guidance in assessing both overall risk and the relative strength of individual risk factors. Scoring of the 

J-SOAP-II suggests that XXX is at “low” to “moderate” risk to sexually re-offend. He produced the following 

scale scores: Scale I (Sexual Drive and Preoccupation) 11/16; Scale II (Impulsive/Antisocial Behavior) 6/16; Scale 

III (Intervention) 9/14; Scale IV (Community Stability/Adjustment) NA. It is important to note that his slightly 

elevated risk profi le is due almost entirely to static factors—his “Intervention” scale score was relatively low. The 

latter is a refl ection of response to treatment, which has been good. Notable static risk factors include: the rela-

tively long duration of his sexual offending behavior, having multiple male victims, having an extensive history 

of severe sexual trauma, having a high number of sexual abuse victims, and evidence of strong sexual drive and 

preoccupation.

Scoring of the CANS-SD (a juvenile sex offender-specifi c needs assessment instrument) points to a number 

of personal and familial strengths. This youth is of above average intelligence and has strong academic 

potential. His parents have been very involved in his treatment and are very supportive. Both parents have a 

good understanding of the nature of his sexual and emotional/behavioral problems and his relapse prevention 

plan.

Summary and Recommendations
Current assessment results support clinical observation that XXX has made substantial progress in treatment 

and is ready for step-down to community care. He has successfully completed a comprehensive juvenile sex 

offender-specifi c treatment program and received specialized therapy for PTSD. His PTSD is now in remission 

and he shows evidence of increased emotional and behavioral stability. XXX’s risk for sexually re-offending has 

been lowered by virtue of his completion of the program and is now at a level consistent with community-based 

care. This youth would benefi t from placement in either a therapeutic group or foster home. If placed in a 

therapeutic foster home, it should be one without younger children, as this would represent a serious risk factor. 

The ideal placement would be one that fosters independent living skills; this youth is nearly 18 years old and 



will be emancipated soon. After discharge, XXX will require follow-up outpatient therapy for a minimum 

of six months. This therapy should be directed at monitoring the effectiveness of his relapse prevention plan 

and ensuring his successful adjustment to community living. He will also require medical management of his 

prescribed psychotropic medications.

_____________________

John A. Hunter, Ph.D.


