
PSYCHOSEXUAL EVALUATION

Name: XXX

Date of Birth: XXX

Date 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 II of XXX three-

phase treatment program. This evaluation was conducted in support of assessing his progress in treatment and 

his continuing intervention needs.

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.

Assessment Procedures

The current evaluation is based on the following sources of information: clinical interview; administration of a 

battery of psychosexual and psychosocial adjustment and interest measures found to be helpful in understand-

ing 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 ado-

lescent 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 assess-

ment instrument for use with emotionally and behaviorally maladjusted children and adolescents.

Clinical Interview

XXX was interviewed by the undersigned in support of diagnosis and treatment planning. He presented as an 

attractive and well-kempt adolescent who appeared of his stated age. He was quite pleasant and cooperative 

throughout the session and spoke in a clear and coherent manner, with logical thought progression and no 

evidence of pressured speech or fl ight of ideas. He was articulate and thoughtful in his responses to inquires and 

appeared to be of above average intelligence. His mood was euthymic and he denied current affective distress 

other than concern about whether he might still have a chance for phase promotion in light of his recent sexual 

acting-out with a male peer.

XXX talked at length about his relationship with a former resident of the XXX Unit and his recent sexual 

acting-out with a male peer. He described this female as his “fi ancé”, although it became clear in the course of 

conversation that he is somewhat ambivalent about this relationship and concerned about the young woman’s 

emotional stability. His description of their relationship suggested that he identifi es with her emotional pain 

and suffering (she reportedly has been raped and experienced suicidal thoughts) and sees himself as potentially 

rescuing her from her adverse life and family circumstances. He also intimated that he is intent on dictating the 

outcome of this relationship and not yielding to parental or therapeutic pressure to curb or end it. The quest 

for autonomy and individuation from adoptive adult authority (particularly parental) appears to be a major and 

long-standing theme in this young man’s life. He seems very confl icted in his relationship with his adoptive 

mother, both seeing her as rescuing him from his abusive parents and stifl ing his emotional growth and social 

development over the years. It is strongly suspected that his past and more current sexual acting-out (and his 

forbidden relationship with this young woman) was motivated in part by underlying anger at his adoptive 

mother and represent passive-aggressive behavior. It is notable that the previously referenced cost of $XXX 

to his adoptive mother occurred as a result of his deliberately “leaving the phone off the hook” after securing 

telephone sex services. He furthermore reported that he recently gave his adoptive mother an “accidentally” 

torn “Mother’s Day” card after showing her the one (in good condition) that he had purchased for his girlfriend 

(she apparently has a child).

XXX denied past or current sexual interest/arousal to prepubescent children of either sex. He stated that he is 

primarily sexually interested in same-age and young adult females, but also mildly sexually aroused to adoles-

cent males. He denied an interest in sexually coercive behavior of any type. He explained his past sexual acting-

out with younger males as a substitute (only thing available) for males his own age. XXX also explained in some 

detail that he has a long-standing habit of using sex as an escape from painful inner affects. He stated that when 



stressed and depressed he sometimes “reverts back to what I know” (i.e. sexual acting-out), even though after-

wards it may make him feel “horrible”. As he explained, the sexual acting-out behavior temporarily helps him 

“get his mind off ” what is bothering him. He cited his recent sexual acting-out with a male peer as an example 

of this (“I didn’t really want to do it”). The described painful affects include both those stemming from current 

events (e.g. his girlfriend being raped) and those from past trauma (e.g. anniversary of best friend’s murder last 

year). As will be discussed in the forthcoming section of the report, XXX endorses a number of symptoms 

of PTSD.

Assessment Results

Developmental Trauma Experiences
XXX reported in the clinical interview and upon questionnaire extensive sexual and physical abuse as a young 

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

aggression. On the Child PTSD Symptom Scale (CPSS), he endorsed frequent (i.e. 5 or more times per week) 

“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) symptomatology in relation to the referenced early 

childhood sexual and physical abuse experiences. He spontaneously noted that he continues to see “fl ashes” of 

these events and that trauma recollections are sometimes evoked by certain “smells”.

Personality Functioning
On the YSR, XXX’s “Total Problems” and “Externalizing” scores were in the normal range for boys 11 to 18. 

His “Internalizing” score was in the clinical range and at the 95th percentile. His score on the “Anxious/

Depressed” syndrome scale was in the borderline clinical range and at the 97th percentile. These results point 

to the presence of a mild to moderate level of anxiety and depression in this youth. XXX reports that he is a 

worrisome adolescent who feels pressure to be perfect and fears that he will disappoint and let-down others.

Accompanying this negative rumination, are feelings of guilt and worthlessness. He also reports occasionally 

feeling sad and unloved, and states that he sometimes cries and withdraws from those around him. While this 

youth has good social skills, he reports that he often prefers to be alone. 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 same-age and young adult females. He reported mild sexual interest/arousal 

to consensual sexual activity with adolescent and young adult males. He denied a sexual interest in prepubescent 

children or sexually coercive behavior.



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 “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. Notable static risk factors include: the 

relatively 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. Notable dynamic risk factors include the apparent absence of true remorse and guilt 

for his sexual offending behavior (tends to blame others or rationalize the behavior) and the absence of genuine 

emotional empathy for his victims (they went along with it).

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

clinical concerns, in addition to his identifi ed sexual behavior problem. These include his manifest affective 

disturbance and evidence of chronic PTSD.

Summary and Recommendations

Positively, XXX is a bright, articulate, and attractive adolescent with relatively good social skills. He does 

not evidence strong psychopathic or antisocial personality tendencies and he denies deviant sexual interests 

and arousal. However, his very positive personal presentation belies the seriousness of his underlying sexual 

maladjustment and related psychopathology. XXX is a highly confl icted youth with a long-standing tendency 

to use sexual acting-out as a means of escaping from painful inner affects and retaliate against his adoptive 

mother (and likely other authority fi gures) for perceived mistreatment and over-control. Of considerable 

clinical signifi cance, there is strong evidence of the presence of chronic PTSD stemming from his severe early 

sexual and physical abuse. This condition likely contributes to both his manifest sexual impulsivity and his 

affective instability, including his manifest vulnerability to bouts of depression and anxiety. This youth has 

the cognitive and language-based skills to respond favorably to psychotherapy and the program’s cognitive 

behavioral interventions. A non-directive psychotherapeutic style that averts the pitfalls of inducing a negative 

maternal transference is recommended. Family therapy is obviously of the utmost importance in this case. It is 

recommended that “Prolonged Exposure” be considered for treatment of his chronic PTSD.

_____________________

John A. Hunter, Ph.D.


