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and other adolescents; more than one third (35.6%) in 
the United States (Finkelhor et al., 2009), almost a quar-
ter (22%) in Australia (Shlonsky et al., 2017), and almost 
two-thirds (65%) in the United Kingdom (Radford et al., 
2011). Although sexual recidivism rates for this population 
remains low (ATSA; Association for the Treatment and Pre-
vention of Sexual Abuse, 2023; Letourneau & Armstrong, 
2008) with rates ranging from 3 to 15%, the rates of non-
sexual recidivism are considerably higher, as 41% of ado-
lescents with a known sexual offense commit a subsequent 
non-sexual crime (Caldwell, 2016). In order to reduce rates 
of both sexual and non-sexual recidivism, effective thera-
peutic interventions must be available and provided to ado-
lescents with problematic sexual behaviors (PSB-A).

Problematic sexual behaviors by adolescents can include 
a wide range of inapt sexual expression. At minimum, they 
can include developmentally inappropriate behaviors, such 
as “excessive self-stimulation, or other behaviors that do not 
include the sexual abuse of others” (Malvaso et al., 2020, 
p. 36). They can also include behaviors that “occur in the 
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context of the absence of consent, and which may involve 
the use of threat of force or force and coercion” (Malvaso et 
al., 2020, p. 36). In order to reduce PSB-A, effective treat-
ments must target the core drivers (Hekler et al., 2020). 
Multiple theories have historically been applied to explain 
the development of PSB and influenced how various treat-
ment programs were developed, including social learning 
theory, attachment theory, and schema theory (Burton, 
2012; Hudson et al., 1999; Hudson & Ward, 2000; John-
ston et al., 2009; Leahy, 2015; Marshall et al., 2005; Ward 
& Keenan, 1999; Ward & Hudson, 2000; Ward & Beech, 
2008; Ward, 2014). In recent years, trauma has emerged as 
one of the most prominent drivers of PSB-A with theoretical 
frameworks comprehensively integrating trauma elements 
that account for the impact of adverse experiences that con-
tribute to PSB (Dierkhising et al., 2013; Ford et al., 2007; 
Grady et al., 2021; Jäggi et al., 2016; Levenson & Grady, 
2016; Shivy & Guion, 2012).

Although trauma is now a prominent etiological risk 
used to understand the development of PSB (Deblinger et 
al., 2015; Grady et al., 2022b), recent research indicates that 
clinicians who work with PSB-A struggle to address both 
the PSB and the trauma histories with their clients using 
their current therapeutic approaches (Yoder & Grady, 2022). 
Furthermore, adult clients who have attended treatment 
focused on sexual offending (SOTX) do not perceive that 
the treatment they received incorporated trauma-informed 
principles and in fact many reported that they were dis-
couraged from talking about their own trauma histories in 
SOTX (Grady et al., 2022a, b). The current study’s aim was 
to address this critical gap in knowledge by learning from 
practitioners who work with PSB-A how they integrate PSB 
and trauma, with the goal of creating practical guidelines for 
an integrated treatment for these youth that addresses both 
critical issues in treatment.

Background Literature

Childhood Adversity and PSB

There is now a large body of research that reports high lev-
els of traumatic events in the lives of adolescents who dem-
onstrate PSB (Burton, 2003; Burton et al., 2011; Grady et 
al., 2021; Maniglio, 2011; Simons et al., 2008; Yoder et al., 
2018, 2019). Many studies indicate that the rates of child-
hood adversity are significantly higher among these youth 
compared to the general population, and also compared to 
youth who commit non-sexual crimes (Baglivio et al., 2014; 
Levenson et al., 2017a; Seto & Lalumière, 2010; Yoder et 
al., 2019c). These experiences include different forms of 
physical, emotional, and/or sexual abuse and/or neglect, 

witnessing violence, and having parents who are separated, 
divorced, and/or incarcerated (CDC; Center for Disease 
Control, 2016). These adverse experiences contribute to 
numerous negative mental health outcomes, including cog-
nitive and affective regulation, depressive and affective dis-
orders, interpersonal challenges, and post-traumatic stress 
responses (Burton, 2003; Burton et al., 2016; Seto & Lalu-
mière, 2010; Van Wijk et al., 2006).

To help explain the connection between trauma and PSB, 
Grady and colleagues (2017) proposed a theoretical model 
that links adversity with attachment insecurity/interpersonal 
relationship challenges, which in turn contribute to vari-
ous risk factors associated with PSB. These include affect 
and behavioral dysregulation, poor interpersonal relations, 
and cognitive deficits and/or distortions (Brown & Yoder, 
2020; Burton et al., 2016; Grady et al., 2017; Jespersen et 
al., 2009; Maniglio, 2011; Seto & Lalumière, 2010; Yoder 
et al., 2019b). Subsequent empirical testing of this model, 
as well as other research, has provided support that there are 
strong interactions, both direct and indirect, between differ-
ent forms of childhood adversity and PSB (Brown & Yoder, 
2020; Brown et al., 2022; Grady et al., 2022a; Yoder & Pre-
cht, 2020; Yoder et al., 2019a), indicating that while trauma 
may not be the only contributing factor, it can play a signifi-
cant role in the development of PSB for some adolescents.

PSB Treatments

It has been widely acknowledged that problem sexual 
behaviors present a unique challenge for the service deliv-
ery sector, given the extensive focus on public safety and 
motivations to protect communities from sexual violence 
(Fanniff & Becker, 2006; Kettrey & Lipsey, 2018). As such, 
treatment and interventions have become a critical intersec-
tion for strategies promoting desistence. Historically PSB 
treatments were not designed to address the clients’ own 
experiences of trauma (Hindman & Peters, 2000). In fact, 
many clinicians were trained to exclude such topics from 
treatment focused on sexual offending (SOTX), as it was 
seen as an “excuse” or as a way to justify their own abu-
sive actions (Grady et al., 2022a; Hindman & Peters, 2000). 
Unfortunately, as noted previously, recent research with 
adult clients indicates that some clients are still given this 
message in SOTX and are discouraged from bringing in 
their own traumatic histories into their SOTX, even if they 
are asking to use it to understand some of their current chal-
lenges (Grady et al., 2022b; Levenson et al., 2023).

However, there are now some efforts to address trauma 
in SOTX with both adults(Levenson et al., 2017b; Levenson 
& Willis, 2019; Levenson, 2020) and especially with chil-
dren (Allen, 2018; Deblinger et al., 2015; Gomez, 2022). 
Yet, while trauma specific treatments have been developed 
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and applied to adults and children, they have not yet been 
developed or delivered with adolescents, despite the fact 
that sexual offending peaks during the ages of 13–14 (Fin-
kelhor et al., 2009). Grady et al. (2023) recently published 
a conceptual paper outlining how Trauma-Focused Cogni-
tive-Behavioral Therapy (TF-CBT)(Cohen & Mannarino, 
2008; Cohen et al., 2017) could be enhanced to address 
issues of PSB with adolescents. TF-CBT has been used 
with children (12 years and under) to address PSB (Allen, 
2018; Deblinger et al., 2015), but it has not been formally 
enhanced to address PSB with adolescents. While Grady 
and colleagues’ recent conceptual paper is a critical step 
in developing an integrated model of TF-CBT for PSB-A, 
another important step is to investigate clinical perspectives 
to identify therapeutic components central to an integrated 
approach.

Some research has been done on elements of PSB-A 
treatments that are particularly salient mechanisms in pro-
moting desistance. Treatment targets found to be particu-
larly important have been outlined in the Association for the 
Treatment of Sexual Abusers (ATSA, 2017, 2023) practice 
guidelines. These treatment targets include social isolation, 
attitudes supportive of abuse behavior, caregiver-youth 
relational experiences, self-regulation, healthy sexuality, 
social supports, and non-sexual delinquency. One element 
noted extensively by evidence is the inclusion of fam-
ily or caregivers in therapeutic processes (Letourneau & 
Borduin, 2008; Schladale, 2006; Thomas, 2010; Yoder & 
Ruch, 2016; Yoder & Brown, 2015). In a qualitative study 
of treatment providers, there were practical strategies noted 
for how to engage with families that included problem solv-
ing, communication skills, “working through the pain”, and 
restructuring and uniting families. In this same study, the 
therapeutic relationship was noted as a component that was 
especially powerful in initial engagement and sustained 
family involvement (Yoder & Ruch, 2016). Nevertheless, 
despite this knowledge on salient PSB-A treatment ele-
ments, these targets fail to integrate trauma in a comprehen-
sive way, despite the field’s acknowledgement of trauma as 
a core driver to the onset and course of PSB-A.

Current Study

This study’s aim was to further the development of an inte-
grated model by conducting a qualitative study with PSB-A 
clinicians about their experiences in addressing both trauma 
and PSB in treatment. It was also imperative to understand 
the perspectives of former clients and caregivers (dyads) to 
determine how needs were addressed within treatment, and 
thus, this study included the voices of one dyad. Through 
these collective voices, this study sought to close the gap 
between conceptual and practical knowledge in order to 

provide guidance to clinicians working with this complex 
population. This study was guided by the following research 
question: How can trauma histories and PSB be mutually 
addressed within an integrated TF-CBT model?

Method

Procedures

This study employed a qualitative grounded theory meth-
odology (see: Corbin & Strauss, 2008; Kolb, 2012). The 
study was supported by a small foundation grant and was 
approved by the Institutional Review Board of the lead 
author’s institution. Participants were recruited from three 
partner agencies in the United States: two from a southeast-
ern state and one from a western state. The southeastern 
state agency was a larger statewide juvenile justice system 
that specifically works with PSB-A, whereas the others were 
community practice agencies specializing in PSB work and 
receiving funding that includes self-pay, private insurance, 
and government-based insurance. All three agencies agreed 
to participate in the study during the grant submission pro-
cess and agreed to allocate time for their clinicians to par-
ticipate in the study. They were identified through the two 
lead authors’ professional networks and signed on as part-
ners prior to the start of the study.

In addition, the research team sought to recruit former 
clients who had completed some form of SOTX who would 
be willing to share their experiences with the team. We 
used professional listservs and our professional contacts, as 
well as the partner agencies to solicit potential participants. 
However, only one dyad agreed to participate in the study.

Data Collection

Data were collected through five different focused groups; 
four with clinicians and one separate meeting with one cli-
ent and their caregiver. Two different focus groups took 
place for the outpatient agency in the southeast due to the 
availability of the clinicians. Each focus group took place 
via Zoom and was recorded and then transcribed using 
Otter.ai transcription software. A masters level research 
assistant then reviewed each transcript while listening to the 
recording to ensure their accuracy. The focus groups were 
approximately 1.5 h in length and were organized around a 
semi-structured interview guide developed by the first two 
authors. During data collection, memo notes were recorded 
by the research team and triangulated with the transcripts as 
part of the data analytic process (see below).
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for further analysis; (9) conducted co-occurrence analysis; 
and (10) constructed an exploratory model – the findings of 
the study.

For this study, the codes were constructed using the sen-
tences within the transcripts as the unit of analysis. The 
analytic process used those codes to develop shared concep-
tual or implicit meaning for the ideas shared by the partici-
pants (Braun & Clarke, 2006; Burla et al., 2008). The first 
round of coding yielded 22 codes, with a ICR scores for the 
codes ranging from 0.6667 to 1.0. Low ICR scores were 
explained by imprecise definitions and conceptualizations 
of terms between coders in the early stages of the process. 
For example, additional clarification was needed to distin-
guish between Family Support (with what do the caregiv-
ers need in terms of help) versus Family Involvement (how 
are the family members engaging directly with their child 
and the treatment process), as those codes were sometimes 
being coded as the same. Another example was separating 
family systems and external systems to distinguish between 
the various external influences impacting the treatment pro-
cess. After each round of coding, the coders through confer-
ence, refined definitions, combined codes, and/or discussed 
where differences in coding using the unit of analysis may 
have occurred. This process took place over four subsequent 
rounds of coding, until all of the codes reached an ICR score 
of 85% or higher. The final ICR range was 0.8571 to 1.0.

Rigor and trustworthiness were address using several 
different methods. First, the data were triangulated from 
using the dyads and from the clinicians from several differ-
ent agencies. Second, multiple coders were used during the 
coding process to reduce bias, which also included calcu-
lating the ICR. Third, we did member checking during the 
interview process and asked participants for the ability to 
follow up later for clarification. Fourth, memos were creat-
ing during the interviews, which were used to support the 
themes that emerged during the analytic processes. Finally, 
reflexivity journals were maintained, paired with team con-
ferences aimed at identifying any biases and challenges that 
emerged during the analytic processes.

Results

Participants

The participants were primarily mental health profession-
als who work in with adolescents with PSB. They were 
drawn from three different organizations; one was from an 
outpatient agency in a western state, another from an out-
patient agency in a southern state, and a third from a youth 
development treatment facility based within a state’s juve-
nile justice residential rehabilitation center in a southern 

Measures

This interview guide was aimed at answering the overarch-
ing research question. As such, the interview questions were 
aimed at asking the clinicians about their experiences with 
integrating PSB and trauma work, including the sequencing 
of clinical topics, how they introduced the topics, the ways 
that caregivers were integrated into the treatment, and chal-
lenges they faced doing this work, as well as what worked. 
Some example questions included, “In your professional 
experience, how have you or others integrated trauma prac-
tices into treatment?” and “If you had the opportunity to 
design and develop a trauma-based model for PSB, what 
would it look like?”. The caregiver-youth dyad was asked 
similar questions but framed to elicit their experiences of 
the treatment process around these same topic areas.

Data Analysis

Data analysis for this work utilized the constant compara-
tive method(Glaser, 1965; Kolb, 2012; Olson et al., 2016) 
used in thematic analyses (Braun & Clarke, 2006). The con-
stant comparison method involves analyzing the data within 
and between the participant interviews (or focus groups) to 
identify common themes leading to a coding schema after 
reading and rereading the data. These codes are then used 
to analyze the data between interview transcripts to identify 
common themes across the different points of data (Gla-
ser, 1965; Kolb, 2012). In this way, this study employed 
an inductive grounded theory approach, whereby emergent 
themes and theoretical concepts were derived from the data. 
Two masters’ students, supervised by the lead author of the 
study, undertook the analytic process, utilizing Olson et 
al.’s (2016) 10-step approach for working in teams. Meeting 
an average of twice monthly, these two coders worked to 
identify issues and questions, and to resolve any outstand-
ing concerns raised during the analysis process. The cod-
ers established a pattern of maintaining reflexivity notes to 
track their own reactions, thoughts, and ideas about the data 
collected. The team combined calculating of intercoder reli-
ability (ICR)(Burla et al., 2008) with regular meetings with 
the supervising researcher to affirm data analysis integrity 
and trustworthiness. This allowed for regular discussion of 
data analysis methods and findings as they emerged.

Using Olson and colleagues’ 10-step process designed 
for multiple raters researchers: (1) performed open-coding 
of data; (2) collaborated to unify codes; (3) re-coded data 
using unified codes; (4) calculated ICR; (5) collaborated to 
discuss each code and identified areas lacking agreement; 
(6) repeated the above process for each segment of the data, 
producing a unified codebook applicable to all data subsets; 
(7) re-coded all data, producing themes; (8) selected themes 
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been participating the whole time.” Also, noted was that a 
lack of participation from parents or caregivers was noted as 
one of the most challenging aspects of treating youth with 
problematic sexual behaviors, commenting “we didn’t have 
caregivers to include in therapy…you could see the devasta-
tion and the trauma…of not having an adult to participate in 
your treatment.” For youth involved in the juvenile justice 
system, clinicians noted an increased need to provide parent 
education on problematic sexual behaviors.

I find that a lot of the parents of my JSOs have just as 
many, if not more, thinking errors about whatever the 
allegations are, then the kid does…And so I find that 
it’s a lot less likely to have parents who are willing 
to participate and be engaged in treatment…if their 
kid’s being required to come…because they’ve been 
alleged to do something…it’s much more likely for 
them to kind of just drop the kid off…it’s a lot harder 
to get those parents engaged.

During the caregiver-youth dyad interview, the youth 
expanded upon these concepts further and attributed his 
ability to successfully navigate the treatment process to the 
support received from family and friends stating,

The fact that my friends and my family supported me 
throughout all of it and challenged me and didn’t let 
me just sulk or anything like that, that they pushed 
me to be the absolute best that I could be, and remind 
myself of what I’m doing this for. That is the reason 
why I was able to keep going. Because if I didn’t have 
that support, I would have just wallowed in self-pity 
and just given up on trying, and I would have just 
failed both the program and everything else that I was 
doing in life.

Parent and Family Education

Family knowledge of sexual abuse, both the offending 
behaviors and the role of trauma in their child’s develop-
ment was also an important theme. Clinicians perceived a 
need to provide parents education on childhood trauma, the 
various ways an individual responds to trauma, how it con-
tributes to the child’s “acting out,” and educating on the role 
of the family system in the treatment process. “The thing 
about teenagers is they’re still in the home…it would be 
helpful to educate parents…about how the environment’s 
affecting their child.” Clinicians expressed a belief that 
educating parents and caregivers on the phases of treat-
ment and problematic sexual behaviors would reduce the 
stigmas with which families are approaching the process. 

state. In addition, there was one mother/son dyad. The 
mental health professionals were sent a separate survey 
asking them to provide their profession, years of experi-
ence, gender identity, and racial identity. Nineteen of the 
26 participants completed the survey. Of those, nine were 
clinical social workers, three were psychologists, four were 
licensed/qualified professional counselors, and three identi-
fied as a sex offender treatment counselor or coordinator. 
Their years of experience ranged from one to 27 years, with 
the average number being 10.26 (SD = 7.97). There were 
four males and 15 females and four identified as Black/Afri-
can Descent, two as Hispanic/Latinx, and 13 identified as 
White/Caucasian.

Qualitative Results

The data analysis process yielded six major themes with 
some of the themes having subthemes within them. See 
Table 1 for the frequencies for each of the major themes. 
In the following section, the primary themes are described 
with quotes integrated into the description aimed to answer 
the study’s research question: How can trauma histories and 
PSB be mutually addressed within an integrated TF-CBT 
model?

Family

Participants in the focus groups frequently highlighted the 
importance of family participation, support, and education 
in the treatment process, citing it as a “core component” of 
a successful treatment program. Acknowledgement of the 
barriers created by family systems as well as the poten-
tial need to address historical trauma within the unit were 
repeatedly noted as challenges. Within the larger umbrella 
of family themes discussed, researchers coded for fam-
ily involvement, family education, family support, family 
trauma and the family system.

Importance of Family Involvement

This code was defined as family participation in the treat-
ment process and integration of the youth back into the fam-
ily unit. Several noted the importance of parental and family 
support. “I view the parents as a way, as a guide, to help the 
treatment process because we all know if the parents are not 
bought in, the child’s not gonna buy in.” Clinicians reported 
experiencing “great success” when parents and caregivers 
were involved, stating “it really makes a huge difference to 
have a support system.” Early participation in the treatment 
process from caregivers was linked to an overall increase 
in program involvement, “I know I run into barriers with 
trying to get parents participation later on when we haven’t 
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ability to “not only intervene but to recognize grooming and 
abusive behaviors.”

Parent and Family Support

Another important aspect was the level of support family 
members have access to during the treatment process and 
beyond. The caregiver shared the experience of having a 

One therapist observed, “It might be as simple as asking 
the parents why they don’t want to participate…Because, 
you know, you may find that they have…a skewed view on 
juvenile sex offenders. And maybe all it would take is a little 
bit of education.” Clinicians noted a need for “more tangible 
tools’’ and resources to help parents plan for life beyond 
treatment and system involvement, the skills to continue 
discussing sexual development, and gender identity, and the 

Table 1 Summary of themes and frequencies
Theme Definition n
Family Themes
Family Involvement The importance of and need for participation and engagement of family in the treatment process and for client 

integration back into the family
32

Parent/Family 
Education

Family knowledge of sexual abuse, both offending and the role of trauma in their child’s development 23

Parent/Family Support The level of support the family members have or need during the treatment process and beyond 19
Family Trauma Supporting the family when they are reminded of their own traumas and recognizing the traumas of being 

involved in the system
9

Family Systems When the structure of the family systems creates challenges or barriers for treatment 12
External Systems
System challenges How the systems surrounding the client create barriers that limit approaches to the work. This includes insurance 

requirements, treatment settings, funding, etc.
32

Legal challenges Involvement with the legal system, including, but not limited to mandated reporting, adjudication, and engage-
ment with parole officers

16

Treatment Structure
Manual The use of manual curriculums during treatment or the decision not to use these manuals if they are not relevant 

or lack information
29

Modality What modalities do clinicians choose to utilize given the environment, client, and circumstances 21
Flexibility The need for clinicians to be flexible in the treatment process and to be able to individualize the treatment for 

each client’s needs and circumstances
29

Order How clinicians decide to order PSB and trauma work throughout the treatment process 34
Therapeutic Themes
Therapeutic 
relationships

The importance of the relationship between client and clinician 8

Client engagement The need for client’s “buy in” for treatment and their participation in the process 13
Trauma and PBS 
Integration
Exposure to trauma 
work

When and how trauma work is used by a clinician during treatment 52

Connection of trauma 
and offending actions

The importance of clients understanding the connection between trauma and PSB and having their experiences 
validated

47

PSB-Specific Treat-
ment Targets
Porn The impact of pornography on clients and the need for education regarding access, internet safety, and environ-

mental messaging
5

Stigma The internal and external judgment and stigma that clients receive and the language that is used towards clients 
with PSB

18

Cognitive restructuring The importance of clients’ understanding of the thinking patterns, thought errors, and triggers in relation to their 
actions

28

Psychoeducation Informing clients on sex education, trauma memories, consent, sexting, and illegal sexual behaviors 32
Victim Empathy Understanding the experience of a victim for both the victims of clients and clients who were victims them-

selves– empathy for self as the abused and the need to understand the harm they caused as the abuser
10

Accountability The need for clients to take responsibility for their actions and the tension for clinicians between promoting 
responsibility and recognizing the client’s own trauma

21

Continuum of care The concern for clients’ progress when they are no longer in intensive treatment 19
Safety Maintaining safety for clients, families, and other minors 19
Protective Factors The importance of supportive relationships and access to resources 2
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know, display some problem sexual behaviors, and it 
has never really been held accountable. Or like that 
parent is just kind of not involved at all, or somehow 
sidestepped their own legal accountability and all that. 
But oftentimes, we have like, say, like a sibling of 
that youth, or a step sibling, or some extended family 
member, and they were able to sidestep again, legal 
ramifications. And then our youth were who were 
working through with the PSB model never received 
that accountability or didn’t see that person go through 
this treatment themselves, or like, why am I stuck 
doing all this hard work when the person who abused 
me never had to do any of this stuff?

Individuals noted the use of trauma narratives in helping 
youth navigate challenging family systems have been use-
ful during treatment.

I think back to a client where they experienced a lot of 
abuse from, emotional abuse, from their parents…the 
way they were treated was a big contributing factor 
to…how they acted out sexually. And so we started 
talking about how they, we started processing…I had 
him write a letter to himself of what he wished his 
dad and stepmom would say to him and how they 
would apologize and take accountability for some of 
their actions. Because he, one, didn’t want anything to 
do with them, and two, didn’t believe that they would 
ever take accountability for that. So, I had him write 
his own trauma narrative in that sense.

External Systems

In addition to the family system, the larger system in which 
the interventions took place was a consistent theme that 
emerged, specifically regarding the challenges and barriers 
that limited the ability to focus on trauma work. The fac-
tors within this larger system included, but were not lim-
ited to, mandated reporting, adjudication, and engagement 
with parole officers. These included financial issues, such 
insurance requirements and expenses, but also challenges 
related to the treatment settings and the clinicians’ lack of 
knowledge and understanding pertaining to PSB-A and 
trauma. One clinician described the following scenario she 
experienced in a community-based agency setting, “I was 
told that they can go to a trauma therapist, and they can be 
referred out for that and that what we were focusing on was 
their sexual behavior issues and not on their past trauma.” 
Several of the participants noted the challenges that families 
faced in trying to get services simultaneously for both their 
child’s trauma and PSB. For example, the caregiver noted 

lack of family support throughout the process, which can 
lead to families feeling overwhelmed as they attempt to suc-
cessfully navigate treatment.

There were so many of the families in the support 
groups that I went to that they were just alone. It was 
just them there, and they were the ones taking care of 
it all. They’re taking care of, you know, grandkids and 
trying to do this, and this and this, and their just at the 
end of their rope, and, you know, they break down and 
that took because they didn’t, they didn’t know how 
long that they could hold on and keep going and keep 
doing it all.

Clinicians echoed this sentiment, indicating that support 
networks for parents involved in the treatment process for 
youth with PSB was a gap and that it “would be really ben-
eficial” as this gap contributed to “isolation” and limited 
the ability for family members to share resources with each 
other.

Family Trauma

The code of family trauma emerged when there was a 
discussion about the importance of supporting the family 
when they are reminded of their own traumas as well as the 
traumas of being involved in the system. Clinicians noted 
family trauma often came up during treatment but pointed 
to limitations in existing interventions for working directly 
with families to process their own traumatic experiences. 
Additionally, family members and loved ones may experi-
ence vicarious trauma during and after the treatment pro-
cess. The caregiver remarked, “I lost my entire family over 
this” when she discussed the shame, the stress, and then ten-
sion that emerged within her family after the disclosure of 
the offense.

Family Systems

The family systems theme focused on how different family 
systems and/or structures had an impact on the treatment 
process. Clinicians remarked that not all home systems will 
provide supportive environments for the process, stating 
“many of our kids are still living in really dysfunctional 
family environments. And so, a lot of that, like verbal abuse, 
physical abuse, things like that is still going on.” Clinicians 
commented on difficulties that arise when the parent has 
abused the youth receiving treatment for problematic sexual 
behaviors.

There could be, or has been a parent that has abused 
their child. And then that child has gone on to, you 
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Therapeutic Themes

It was clear that many clinicians felt that a core component 
of their work with these youth centered on the quality of the 
therapeutic relationship. One clinician noted the therapeutic 
relationship as the foundational aspect of work with PSB 
stating, “I think for clients to be able to talk honestly about 
what they did, and to not be seen as a monster and to be 
accepted and not kicked out of the space and to still be held 
within tight boundaries– I think is really essential, especially 
for kids that are coming from their own trauma background 
or from homes in which they’re fearful of repercussions or 
consequences.” The youth echoed that statement saying, 
“there’s no way I would have completed it successfully, if 
the therapist and my entire team didn’t truly believe that I 
was where I was supposed to be within the program and 
how it actually made progress.”

Being able to gain the client’s trust and engage them in 
the therapeutic process or “buy in” was noted as a challenge 
by the clinicians who shared that “My SAI [sexually aggres-
sive individual] cases are clients who don’t want to be in 
therapy, but are required to and I think that is where that dif-
ference of what someone is ready and willing to participate 
in, really comes out.” In order to increase their engagement, 
many clinicians reported that they needed to respect the cli-
ent’s autonomy in dealing with their own trauma history and 
the importance of “addressing it [the trauma] when and how 
they’re ready to.”

Specialized PSB-A Targets

Focus group participants noted important components 
of treatment that were not related specifically to a cli-
ent’s trauma, but they felt critical to consider. These top-
ics included: pornography, stigma, cognitive restructuring, 
psychoeducation, victim empathy, accountability, sustain-
ability, safety, and protective factors should all be discussed 
within the treatment. These areas were more of a focus in 
the PSB phase of the treatment.

Pornography

This code was defined as the impact of pornography on 
youth and the need for education regarding access and 
environmental messaging. Pornography was described by 
some clinicians as a “driving force” that contributed both 
to youth’s “sexual preoccupation” and their risk for reof-
fending. One participant attributed pornography use to the 
cognitive “distortions” that the youth demonstrate due to the 
fact that “these youth that we’re treating today have basi-
cally received their sex education from pornography.” The 
unrealistic and violent material that the youth see through 

that both parents had to take on second jobs to pay for the 
“trauma” treatments, which were separate from those man-
dated by the court, which only focused on PSB.

I kept saying…at what point can we address him as 
the victim? Where is that in the process? And we were 
told, ‘Well, that won’t be part of this process. It’s not 
what the courts want…’ and I kept saying, why are we 
not addressing this in any way? And she said, that’s 
just not the way the program works.

These struggles to educate professionals about the needs 
of these youth extended beyond clinicians and included 
other professionals as well. One participant noted that this 
involved “not just educating folks in the mental health field, 
but also educating law enforcement and doing joint ses-
sions. I’ve done a lot of trainings with law enforcement, 
with officers, and I find it to be so, so fruitful, because you 
get to see like how people are thinking differently, and the 
angles people are coming at.”

Treatment Structure

The clinicians also discussed how they structured the treat-
ment that they provided to youth with PSB and trauma. 
Clinicians, caregiver and youth all echoed the challenges 
conducting PSB work due to the offense-specific model, 
noting “some of the other work kind of gets pushed to the 
wayside” because “so much of the focus does have to be on 
making sure they’re not reoffending…the trauma part is not 
necessarily as much of a focus.” Although some mentioned 
using certain manuals, most of the clinicians frequently 
referenced a need for flexibility to individualize therapy 
based on a client’s specific needs, as well as potential legal 
requirements. Many reported using an integrative approach, 
pulling aspects and modules from multiple manuals and 
theoretical perspectives. However, they did not report hav-
ing a specific structure to help them navigate this clinical 
decision-making process. These clinical decisions regard-
ing when to introduce trauma work was determined by a 
variety of factors, often the legal system, family understand-
ing and willingness to engage in the work, as well as client 
engagement and disclosure of a trauma history. “Sometimes 
our kids even feel traumatized by the system. And they feel 
forced to do these things…they’re just super resistant and 
not even willing to go there with us. And so sometimes it’s 
just planting a seed and saying, ‘We hope someday you’ll 
address this somewhere in your life, when you’re ready’.”
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then able to learn “healthy coping skills and healthy ways of 
meeting their emotional needs.” For some clinicians, they 
identified this unit as being the most important in their PSB 
curriculum.

For the youth, understanding the connection between 
thoughts, feelings, and behaviors was “incredibly valuable” 
and allowed them to understand the patterns their behaviors 
existed in.

So when you see a thought and the feeling and then a 
behavior, like where in the cycle could be triggers for 
you that could then bring you back into that problem-
atic sexual behavior? And how can what can we do to 
not let you get to that point? I think that that for me, 
that was the biggest thing of just understanding my 
own personal cycle… And those, just those two ideas 
just helped throughout the entire curriculum of trying 
to make sure that I don’t go back into that place again. 
And if I do get to that point, what can I do to correct 
that?

Psychoeducation

The participants also stated that psychoeducation was a 
critical element of the treatment process, as they learn about 
concepts like “boundaries, consent, healthy and unhealthy 
relationships,” as well as sex education. Participating cli-
nicians noted that psychoeducation is necessary for “clear-
ing up and addressing all those myths and misconceptions 
around sex and sexuality.” Participants also highlighted how 
psychoeducation was also utilized to teach youth about the 
physical and mental impacts of trauma, both for themselves 
and for the person/people that they hurt through their own 
actions. They also noted that helping youth better understand 
trauma responses and how trauma affects the brain/nervous 
system is critical for helping youth to “understand why they 
act out” and begin learning how to regulate themselves.

Victim Empathy

Victim empathy was defined as youth understanding the 
experience of a victim and how problematic sexual behav-
ior impacted them and many described that they placed the 
“biggest emphasis” on this unit in offense-specific treat-
ment. Participating clinicians also noted that clients who 
have experienced their own trauma often need to experience 
empathy for their experiences in order to better empathize 
with victims. For example, one clinician discussed how they 
talk about this with clients.

pornography comes “critical time of sexual development,” 
compounding its negative effects on the youth.

Stigma

The internal and external judgment and stigma that clients 
receive was consistently highlighted by focus group par-
ticipants. Clinicians noted that there is generally a “skewed 
view on juvenile sex offenders” that focuses solely on a 
youth’s PSB. When describing how youth engaging in PSB 
are depicted, one youth participant shared that,

Especially in this day and age, anytime you see any 
news article, any news story, that people who have 
offended are painted as absolutely horrible monsters 
who deserve to die or rot in jail. And that’s all that I 
ever see. I never see any other stories you don’t see, 
oh, this person who did this in their past, is now cor-
recting their mistakes and moving forward (with) their 
lives and making amends.

Clinicians noted that they felt that some of the available 
treatment materials further perpetuate stigma through the 
language that is used within the manuals.

I just don’t always like that language because I feel 
like a lot of our kids already are very shameful of 
themselves. And, shame isn’t the goal that we’re try-
ing to address. It’s not what we’re wanting them to 
feel.

As a result, some clinicians reported that they either modi-
fied the available manuals themselves, or chose not to 
include certain parts due to these concerns.

Cognitive Restructuring

The clinicians noted how important it was for the youth 
to understand their thinking patterns, thought errors, and 
cues that prompted a particular action. Clinicians noted that 
cognitive distortions and distorted thought patterns affect 
youth’s general “mental health, self-esteem, and function-
ing” in addition to their “offending behaviors.” Working 
on cognitive restructuring was considered by many partici-
pants as “essential” because if youth “can’t identify their 
emotions and express them, that’s going to cause them 
problems.” Cognitive restructuring included identifying 
distorted thinking and teaching youth how “if they don’t 
really address those thoughts, how that might impact their 
behaviors, and potentially lead them down the path of doing 
something unsafe.” When youth are “able to recognize when 
they themselves are displaying (thinking errors)”, they are 
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Some of the challenges surrounding safety included when a 
youth is living in the home with younger children or at times 
is still living with the person that they hurt, and the need to 
balance safety concerns with the need for youth to socialize 
and develop healthy social skills. One clinician explained 
that

It’s kind of a tightrope because you want these kids to 
be socializing, you want these kids to be doing things 
in the community that are healthy. But a lot of pro-
grams don’t want them given their history or problem-
atic sexual behaviors. And then we also have to make 
sure that whatever they are participating in is heavily 
supervised so that we’re not risking other kids being 
victimized. So finding… an appropriate, prosocial 
something that’s going to meet all of those needs, that 
they’re going to be able to be involved in consistently, 
is really important.

Protective Factors

Participants also explained the importance of protective fac-
tors, especially having supportive relationships and access 
to financial and therapeutic resources. Youth and caregiver 
participants noted that having family and friends who were 
supportive of the youth was vital to the youth’s success-
ful treatment, noting they both did not know how youth 
without “any sort of support system” “possibly could have 
made their way through (treatment).” When reflecting on 
the importance of supportive relationships, the youth par-
ticipant shared,

Hands down if I didn’t have the family that I have. 
And then also the friends that I had up there that I 
disclosed everything to and had that support, I would 
not have made it. I easily would have failed out of the 
program.
Participating clinicians also noted the importance of 
identifying and building upon protective factors dur-
ing treatment, as having and/or lacking protective fac-
tors is its own “treatment issue.”

Trauma and PSB Integration

When discussing trauma and incorporating trauma work 
into the PSB treatment, the participants discussed two main 
themes: exposure to trauma work and connection of trauma 
and offending actions. Exposure to trauma work refers to 
when and how to integrate the youth’s own trauma experi-
ences into the treatment process. Connection of trauma and 

You’re telling me you felt this way, when you were 
victimized, you know, imagine how the child that you 
molested, felt… (I) try to then tie it around so that they 
can see…if they can develop some empathy for them-
selves and their own experience, and get in touch with 
those feelings, then maybe they can use that to better 
understand, you know, how their victim felt.

Accountability

Accountability was defined as the need for clients to take 
responsibility for their actions, while simultaneously rec-
ognizing that there is a tension between promoting respon-
sibility and recognizing the client’s own trauma. The 
participants noted that it was essential for their clients to 
take responsibility, by acknowledging the offense that was 
committed and the impact and effects that their actions had 
on others. This tension was summarized by one participant 
who shared,

I think for clinicians that can be tough to balance, 
holding youth accountable and giving them space to 
understand their own trauma, without it seeming like 
an excuse, or like a minimization or things like that.

They said holding this tension can be particularly challeng-
ing for youth who “never received accountability from their 
own abuser or whoever hurt them in the past.”

Continuum of Care

Concerns for clients’ progress when they were no longer 
in intensive treatment and the sustainability of treatment 
were shared in focus groups. Relapse prevention work was 
noted by participants as a way of “trying to make sure that 
our clients are set up for success once they complete treat-
ment.” This theme really focused on the need for their cli-
ents to maintain the gains that they had established while in 
treatment.

Safety

Safety was coded when the participants discussed main-
taining safety for clients, families, and other minors during 
and after treatment. Participants discussed the importance 
of safety plans that assess situations that might put them 
and others at risk, as well as providing them with available 
resources that can serve as supports to mitigate these risks. 
Many of the participants noted that safety was a consistent 
theme in treatment, as “so much of the focus (of treatment) 
does have to be on making sure that they’re not reoffending.” 
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For me, it was just damaging from the get go because 
I didn’t even my brain didn’t even know what to think. 
Because I didn’t get the chance to even truly under-
stand what happened to me first before talking about 
what I had done wrong. And I feel like it would have 
just been more helpful from the get go to get that just 
space to talk about my own victimization, and then 
start addressing how I victimized others.

Participating clinicians shared similar experiences about not 
having “enough focus on the way that their (trauma) abuse 
impacts how they interact with people and how it impacts 
their decision making.” Instead, they shared that they feel 
that existing treatment models and programs have “more 
of a focus on what you did as opposed to how what hap-
pened to you contributes to what you did.” When discussing 
how to build the connection between trauma and PSB in 
treatment, participants reiterated that it is a “balancing act” 
between addressing a “youth’s victimization…while still 
holding them accountable for victimizing others.”

Discussion

Summary of Findings

The findings of this study indicate that there are a number of 
challenges to integrating PSB focused treatment along with 
the youths’ own history of trauma. The six major themes 
that emerged were family, external systems, structure, thera-
peutic themes, non-trauma specific themes, and trauma and 
PSB integration. While there was a great deal of consis-
tency around the challenges that the participants noted in 
this work, how they chose to address these challenges and 
provide an integrated treatment varied considerably. There 
appears to be little consensus among the practitioners with 
regards to how and when integration should occur, includ-
ing those clinicians who work within the same agency. As 
such, each clinician was creating their own roadmap for 
this work and not relying on an evidence-driven protocol or 
guidelines to inform the work.

Implications for Practice

This lack of consistency among the participants emphasizes 
the need for clear but flexibly guidelines to help clinicians 
navigate this challenging treatment. Clinicians who work 
with other youth populations with complex needs report 
how important it is to have a therapeutic approach that has a 
clear structure, yet also offers flexibility, which allows them 
to tailor the treatment to the needs of their clients (Chor-
pita et al., 2014, 2015). Such guidelines for this integrated 

offending actions describes the importance of clients under-
standing the relationships between their trauma and their 
PSB.

Exposure to Trauma

The timing of when to include the trauma work in PSB treat-
ment was particularly challenging for the practitioners, as 
they discussed the need to consider “where the youth is at 
in terms of their willingness and readiness.” Several partici-
pants say they try to “address the trauma as soon as it comes 
up… to the degree that (they) think the client can handle it.” 
However, among the practitioners, including those within 
the same agency, there was a great deal of variety in when 
and how the clinicians addressed the youth’s own trauma. 
Some felt that the clients who are experiencing high degrees 
of shame and defensiveness around their PSB benefit from 
exploring their trauma first in order to be more open to 
future PSB work. Others felt that for youth who may not 
be ready to begin unpacking their own trauma, participants 
aimed to give youth “gradual exposure” to the concept of 
trauma. When they did address it, some shared that they 
used a particular curriculum that covered trauma or models 
of intervention, including TF-CBT. Others described using 
a youth’s life timeline/narrative as a way to begin discuss-
ing trauma. Again, there was a great deal of variation among 
how and when this process was done.

The youth reported that in their SOTX they were not 
“allowed” to address or talk about their own trauma and 
was told that this topic was to be addressed in a separate 
treatment, rather than being integrated into the SOTX. For 
the youth and their caregiver, they felt that this lack of will-
ingness and/or ability to address both issues simultaneously 
was the biggest gap in their treatment, sharing that “a lot of 
people have their own trauma even if they haven’t talked 
about it, they have probably felt it and experienced it.”

Connection of Trauma and Offending Actions

Regardless of when and how the youth’s trauma is pro-
cessed, the participants strongly emphasized the importance 
of the youth understanding the connection between their 
trauma histories and their current PSB. Often, they felt that 
this process needed to begin with validating the clients’ own 
traumatic experiences, as this can help to get “really good 
client buy-in” and treatment “becomes a lot easier” because 
they “feel like they’re being treated as a whole person.” For 
the youth participant, they shared that understanding this 
connection was when they began to “thrive” in treatment. 
As this work had to be done separately from the PSB work, 
the youth reported that they struggled within the PSB treat-
ment initially because this connection was not discussed.
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symptom reduction, caregiver-youth dyadic relations, or 
emotional and behavioral regulation). Improvements in 
such proximal indicators may reflect the therapeutic ben-
efit of TF-CBT, and, with ongoing caregiver support, they 
may be sustainable over time to reduce sexual or non-sexual 
recidivism.

Given that our sample was clinicians was derived from 
both community practice and facility-based juvenile justice 
settings, research also needs to be done on the setting-level 
factors that influence implementation of TF-CBT for PSB-
A. While more and more youth are receiving community-
based alternatives and are actively being deferred from 
juvenile justice processes, as of 2010, about 26% of the 
total programs treating male PSB-A in the US are facility 
based (McGrath et al., 2010). Facility-based treatment may 
always be a viable option for youth with higher risk levels or 
for youth with dual-system involvement (child welfare and 
juvenile justice). Thus, implementation research that con-
siders real-world conditions and variable factors including 
availability of caregivers, court oversight, controlled milieu 
conditions, risk-level, or telehealth delivery are necessary to 
inform any effectiveness trial.

Limitations

It is important to consider the findings of this study in the 
context of its limitations. One of these is that because this is 
a qualitative study, the findings cannot be generalized to all 
practitioners who work with adolescents who struggle with 
PSB. In addition, the participants of this study were express-
ing their own opinions based on their experience, rather than 
evidence they have gathered regarding their practices/inter-
ventions. Also, although we sought to recruit other youth 
and caregivers to share their experiences, we were only able 
to recruit one dyad, which limited this important perspec-
tive regarding research question. The reports from the clini-
cians and dyad influenced the themes, but there could be 
additional themes, not captured through the analytic process 
that could have been explored. While qualitative rigor was 
upheld in this study, one limitation is that researchers who 
collected the data were also some of the same researchers 
who coded and analyzed the data. It would be important to 
explore a more diverse sample of clinicians who work in 
various pockets across the country including different geo-
graphic regions across the country to determine how dif-
ferential or similar results may be found in differing diverse 
settings.

treatment should include decision-trees that help clinicians 
to determine the timing of when to begin to process their 
treatment and what material they may want to emphasize 
over others.

Given that clinicians who primarily work with PSB 
appear to struggle with providing treatments that are trauma-
informed and/or include trauma-based treatments (Grady 
et al., 2022b), an important first step would be to offer 
more trainings on these topics for PSB-oriented clinicians. 
Trauma-focused treatments could include TF-CBT (Cohen 
& Mannarino, 2008; Cohen et al., 2017), Eye-Movement 
and Desentization therapy (Shapiro, 2002, 2017), Cognitive 
Processing Therapy (Chard, 2005), Narrative exposure ther-
apy (NET) for forensic offender rehabilitation (FORNET) 
(Hecker et al., 2015), and Prolonged Exposure Therapy 
(Foa, 2011). Although none of these have been specifically 
designed for or tested with adolescents with PSB, Grady and 
colleagues (2023) recent conceptual framework provides a 
good starting point.

At a minimum, clinicians should seek to provide trauma-
informed care (TIC) within their agencies and practices 
(SAMHSA; Substance Abuse and Mental Health Services 
Administration, 2014). TIC is a universal approach to pro-
viding care to all clients that adheres to six guiding princi-
ples: (1) Safety; (2) Trustworthiness and Transparency; (3) 
Peer Support; (4) Collaboration and Mutuality; (5) Empow-
erment, Voice, and Choice; and (6) Cultural, Historical, and 
Gender Responsiveness (SAHMSA, 2014). It does not seek 
to treat trauma, but rather encourages service providers to 
provide a context in which they feel heard, validated, safe, 
and respected (Levenson et al., 2017b; Levenson & Wil-
lis, 2019; Levenson, 2020). TIC practitioners highlight the 
clients’ strengths and shift from a pathologizing stance of 
“What’s wrong with you?” to one that explores “What hap-
pened to you?” to destigmatize behaviors and understand 
them as serving as coping skills as a form of adaptation 
(Bloom & Farragher, 2013).

Implications for Research

The results from this study offer many new and exciting 
pathways for researcher pursuits. Principally, research is on 
the horizon for the development and testing of the first fully 
integrated trauma model for adolescents. While there is rec-
ognition of the approaches that have integrated trauma ele-
ments in PSB-A work, a model like TF-CBT for PSB-A can 
be of utility for clinicians who seek greater tools and guided 
steps for full integration. Researchers can begin to test this 
model for effects on proximal and distal outcomes. In spe-
cifically evaluating proximal outcomes, researchers may 
consider testing the triangulated impacts of treatment tar-
gets within a dual model of TF-CBT for PSB-A (i.e., trauma 
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Conclusion

The findings of this study demonstrate that clinicians who 
work with adolescents with PSB struggle with how, when, 
and in what ways to integrate their clients’ own personal 
trauma(s) and those they have inflicted onto others. While 
many of the same treatment targets address both trauma and 
PSB, such as affect regulation and safety, larger systemic 
issues, such as the involvement of the criminal justice sys-
tem is unique to this population and can have a significant 
impact on the treatment process. Clinicians could benefit 
from having additional guidance and structure to assist them 
in consistently structuring their interventions to provide an 
intervention that addresses the multiple needs of their clients 
that seek to reduce their risk of reoffending while simultane-
ously enhancing the quality of their lives.

Declarations

Conflict of Interest On behalf of all authors, the corresponding author 
states that there is no conflict of interest.

References

Allen, B. (2018). Implementing trauma-focused cognitive-behavioral 
therapy (TF-CBT) with preteen children displaying problem-
atic sexual behavior. Cognitive and Behavioral Practice, 25(2), 
240–249.

Association for the Treatment and Prevention of Sexual Abuse (2023). 
Adolescents and children Retrieved 1/12/2023, from https://
www.atsa.com/learn/adolescents.

ATSA (2017). ATSA practice guidelines for assessment, treatment, and 
intervention with adolescents who have engaged in sexually abu-
sive behavior. Available from: https://www.atsa.com/Members/
Adolescent/ATSA_2017_Adolescent_Practice_Guidelines.pdf

Baglivio, M. T., Epps, N., Swartz, K., Huq, M. S., Sheer, A., & Hardt, 
N. S. (2014). The prevalence of adverse childhood experiences 
(ACE) in the lives of juvenile offenders. Journal of Juvenile Jus-
tice, 3(2), 1–23.

Bloom, S., & Farragher, B. (2013). Restoring sanctuary: A new oper-
ating system for trauma-informed systems of care. Oxford Uni-
versity Press.

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. 
Qualitative Research in Psychology, 3(2), 77–101.

Brown, A., & Yoder, J. (2020). Symptoms of post-traumatic stress and 
sexual concerns: The intermediary effects of executive function-
ing on profiles of youth who have sexually harmed. Journal of 
Interpersonal Violence, 37(21–22)https://NP20236-NP20258.

Brown, A., Yoder, J., & Fushi, K. (2022). Trauma and maternal care-
givers as risks for executive function deficits among youth who 
have sexually harmed. Sexual Abuse, 34(1), 24–51.

Burla, L., Knierim, B., Barth, J., Liewald, K., Duetz, M., & Abel, T. 
(2008). From text to codings: Intercoder reliability assessment in 
qualitative content analysis. Nursing Research, 57(2), 113–117.

Burton, D. L. (2003). Male adolescents: Sexual victimization and sub-
sequent Sexual Abuse. Child and Adolescent Social Work Jour-
nal, 20(4), 277–296. https://doi.org/10.1023/A:1024556909087.

1 3

395

https://doi.org/10.1177/1079063214556357
https://doi.org/10.1177/1079063214556357
https://doi.org/10.1080/10538712.2011.541010
https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/index.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fviolenceprevention%2Facestudy%2Findex.html
https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/index.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fviolenceprevention%2Facestudy%2Findex.html
https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/index.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fviolenceprevention%2Facestudy%2Findex.html
https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/index.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fviolenceprevention%2Facestudy%2Findex.html
https://doi.org/10.1007/s10615-013-0460-3
https://doi.org/10.3402/ejpt.v4i0.20274
https://doi.org/10.3402/ejpt.v4i0.20274
https://doi.org/10.1002/da.20907
https://doi.org/10.1002/da.20907
https://www.atsa.com/learn/adolescents
https://www.atsa.com/learn/adolescents
https://www.atsa.com/Members/Adolescent/ATSA_2017_Adolescent_Practice_Guidelines.pdf
https://www.atsa.com/Members/Adolescent/ATSA_2017_Adolescent_Practice_Guidelines.pdf
https://doi.org/10.1023/A:1024556909087


Journal of Child & Adolescent Trauma (2024) 17:383–397

Letourneau, E. J., & Borduin, C. M. (2008). The effective treatment of 
juveniles who sexually offend: An ethical imperative. Ethics & 
Behavior, 18(2–3), 286–306.

Levenson, J. S. (2020). Translating trauma-informed principles into 
social work practice. Social Work, 65(3), 288–298.

Levenson, J. S., & Grady, M. D. (2016). The influence of child-
hood trauma on sexual Violence and sexual deviance in adult-
hood. Traumatology, 22(2), 94–103. https://doi.org/10.1037/
trm0000067.

Levenson, J. S., & Willis, G. M. (2019). Implementing trauma-
informed care in correctional treatment and supervision. Journal 
of Aggression Maltreatment & Trauma, 28(4), 481–501.

Levenson, J. S., Baglivio, M. T., Wolff, K. T., Epps, N., Royall, W., 
Gomez, K. C., & Kaplan, D. (2017a). You learn what you live: 
Prevalence of childhood adversity in the lives of juveniles arrested 
for sexual offenses. Advances in Social Work, 18(1), 313–334.

Levenson, J. S., Willis, G. M., & Prescott, D. (2017b). Trauma-
informed care: Transforming treatment for people who sexually 
abuse. Safer Society Press.

Levenson, J. S., Grady, M. D., Lasoski, H., & Collins, K. T. (2023). 
Learning from consumers of mandated sex-offending programs: 
It’s not treatment, I wish it was. Sexual Abuse.

Malvaso, C. G., Proeve, M., Delfabbro, P., & Cale, J. (2020). Char-
acteristics of children with problem sexual behaviour and ado-
lescent perpetrators of Sexual Abuse: A systematic review. The 
Journal of Sexual Aggression, 26(1), 36–61. https://doi.org/10.10
80/13552600.2019.1651914.

Maniglio, R. (2011). The role of childhood trauma, psychological 
problems, and coping in the development of deviant sexual fan-
tasies in sexual offenders. Clinical Psychology Review, 31(5), 
748–756. https://doi.org/10.1016/j.cpr.2011.03.003.

Marshall, W. L., Ward, T., Mann, R. E., Moulden, H., Fernandez, Y. 
M., Serran, G., & Marshall, L. E. (2005). Working positively 
with sexual offenders: Maximizing the effectiveness of treatment. 
Journal of Interpersonal Violence, 20(9), 1096–1114. https://doi.
org/10.1177/0886260505278514.

McGrath, R. J., Cumming, G. F., Burchard, B. L., Zeoli, S., & Ellerby, 
L. (2010). Current practices and emerging trends in sexual 
abuser management: The safer society 2009 north American sur-
vey. Safer Society Press.

Olson, J. D., McAllister, C., Grinnell, L. D., Walters, G., K., & 
Appunn, F. (2016). Applying constant comparative method with 
multiple investigators and inter-coder reliability. Qualitative 
Report, 21(1), 26–42.

Radford, L., Corral, S., Bradley, C., Fisher, H., Bassett, C., Howat, N., 
& Collishaw, S. (2011). Child abuse and neglect in the UK today.

Schladale, J. (2006). Family matters: The importance of engaging 
families in treatment with youth who have caused sexual harm. 
Current Perspective: Working with Sexually Aggressive Youth 
and Youth with Sexual Behavior Problems, 493–514.

Seto, M. C., & Lalumière, M. L. (2010). What is so special about male 
adolescent sexual offending? A review and test of explanations 
through meta-analysis. Psychological Bulletin, 136, 526–575. 
https://doi.org/10.1037/a0019700.

Shapiro, F. (2002). EMDR as an integrative psychotherapy approach: 
Experts of diverse orientations explore the paradigm prism. 
American Psychological Association.

Shapiro, F. (2017). Eye movement desensitization and reprocessing 
(EMDR) therapy: Basic principles, protocols, and procedures. 
Guilford Publications.

Shivy, V. A., & Guion, D. B. (2012). Childhood trauma and the juvenile 
justice system. In C. R. Figley (Ed.), Encyclopedia of trauma: An 
interdisciplinary guide (pp. 81–84). Sage.

Shlonsky, A., Albers, B., Tolliday, D., Wilson, S. J., Norvell, J., 
& Kissinger, L. (2017). Rapid evidence assessment: Cur-
rent best evidence in the therapeutic treatment of children with 

Glaser, B. G. (1965). The constant comparative method of qualitative 
analysis. Social Problems, 12(4), 436–445.

Gomez, M. (2022). Your child is not a pedophile’: Effectively address-
ing problematic sexual behaviors in children and adolescents. The 
Brown University Child and Adolescent Behavior Letter, 38(7), 
1–5.

Grady, M. D., Levenson, J. S., & Bolder, T. (2017). Linking adverse 
childhood effects and attachment: A theory of etiology for sexual 
offending. Trauma Violence & Abuse, 18(4), 433–444.

Grady, M. D., Levenson, J. S., Glover, J., & Kavanagh, S. (2022a). 
Is sex-offending treatment trauma-informed? Exploring perspec-
tives of clinicians and clients. Journal of Sexual Aggression, 
28(1), 60–75.

Grady, M. D., Levenson, J. S., Glover, J., Kavanagh, S., & Carter, K. 
(2022b). Hurt people hurt other people: The link between past 
trauma and sexual offending. Sexual Offending: Theory Research 
and Prevention, 17, 1–28.

Grady, M. D., Yoder, J., & Brown, A. (2021). Childhood maltreat-
ment experiences, attachment, sexual offending: Testing a theory. 
J Interpers Violence, 36(11–12), NP6183–NP6217. https://doi.
org/10.1177/0886260518814262.

Grady, M. D., Yoder, J., Deblinger, E., & Mannarino, A. P. (2023). 
Developing a trauma focused cognitive behavioral therapy appli-
cation for adolescents with problematic sexual behaviors: A con-
ceptual framework. Child Abuse & Neglect, 140, 106139. https://
doi.org/10.1016/j.chiabu.2023.106139.

Hecker, T., Hermenau, K., Crombach, A., & Elbert, T. (2015). Treating 
traumatized offenders and veterans by means of narrative expo-
sure therapy. Frontiers in Psychiatry, 6, 80.

Hekler, E., Tiro, J. A., Hunter, C. M., & Nebeker, C. (2020). Precision 
health: The role of the social and behavioral sciences in advanc-
ing the vision. Annals of Behavioral Medicine, 54(11), 805–826.

Hindman, J., & Peters, J. M. (2000). Polygraph testing leads to better 
understanding adult and juvenile sex offenders. Fed Probation, 
65, 8.

Hudson, S. M., & Ward, T. (2000). Interpersonal competency in sex 
offenders. Behavior Modification, 24, 494–527.

Hudson, S. M., Ward, T., & McCormack, J. C. (1999). Offense path-
ways in sexual offenders. Journal of Interpersonal Violence, 14, 
779–798.

Jäggi, L. J., Mezuk, B., Watkins, D. C., & Jackson, J. S. (2016). The 
relationship between trauma, arrest, and incarceration history 
among black americans: Findings from the national survey of 
American life. Society and Mental Health, 6(3), 187–206.

Jespersen, A. F., Lalumière, M. L., & Seto, M. C. (2009). Sexual 
Abuse history among adult sex offenders and non-sex offenders: 
A meta-analysis. Child Abuse & Neglect, 33(3), 179–192. https://
doi.org/10.1016/j.chiabu.2008.07.004. http://dx.doi.org.proxycu.
wrlc.

Johnston, C., Dorahy, M. J., Courtney, D., Bayles, T., O&Amp, Apos, 
& Kane, M. (2009). Dysfunctional schema modes, childhood 
trauma and dissociation in borderline personality disorder. Jour-
nal of Behavior Therapy and Experimental Psychiatry, 40(2), 
248–255. https://doi.org/10.1016/j.jbtep.2008.12.002.

Kettrey, H. H., & Lipsey, M. W. (2018). The effects of specialized 
treatment on the recidivism of juvenile sex offenders: A system-
atic review and meta-analysis. Journal of Experimental Criminol-
ogy, 14(3), 361–387.

Kolb, S. M. (2012). Grounded theory and the constant compara-
tive method: Valid research strategies for educators. Journal of 
Emerging Trends in Educational Research and Policy Studies, 
3(1), 83–86.

Leahy, R. L. (2015). Emotional schema therapy. The Guilford Press.
Letourneau, E. J., & Armstrong, K. S. (2008). Recidivism rates for reg-

istered and nonregistered juvenile sexual offenders. Sexual Abuse, 
20(4), 393–408. https://doi.org/10.1177/1079063208324661.

1 3

396

https://doi.org/10.1037/trm0000067
https://doi.org/10.1037/trm0000067
https://doi.org/10.1080/13552600.2019.1651914
https://doi.org/10.1080/13552600.2019.1651914
https://doi.org/10.1016/j.cpr.2011.03.003
https://doi.org/10.1177/0886260505278514
https://doi.org/10.1177/0886260505278514
https://doi.org/10.1037/a0019700
https://doi.org/10.1177/0886260518814262
https://doi.org/10.1177/0886260518814262
https://doi.org/10.1016/j.chiabu.2023.106139
https://doi.org/10.1016/j.chiabu.2023.106139
https://doi.org/10.1016/j.chiabu.2008.07.004
https://doi.org/10.1016/j.chiabu.2008.07.004
http://dx.doi.org.proxycu.wrlc
http://dx.doi.org.proxycu.wrlc
https://doi.org/10.1016/j.jbtep.2008.12.002
https://doi.org/10.1177/1079063208324661


Journal of Child & Adolescent Trauma (2024) 17:383–397

Yoder, J., & Grady, M. D. (2022). Clinical needs and applications 
among those who work with individuals who commit sexual 
offenses. Unpublished manuscript.

Yoder, J., Grady, M., Precht, M. (2019). Relationships between early 
life victimization, antisocial traits, and sexual violence: Executive 
functioning as a mediator. Journal of Child Sexual Abuse, 28(6), 
667–689. https://doi.org/10.1080/10538712.2019.158881

Yoder, J., & Precht, M. (2020). Victimization experiences and execu-
tive dysfunction as discriminating risk indicators for youth 
offender typologies. International Journal of Offender Therapy 
and Comparative Criminology, 64(1), 63–82.

Yoder, J., & Ruch, D. (2016). A qualitative investigation of treatment 
components for families of youth who have sexually offended. 
Journal of Sexual Aggression, 22(2), 192–205.

Yoder, J., Grady, M. D., & Dillard, R. (2019a). Maternal caregiving 
practices and Child Abuse experiences as developmental anteced-
ents to insecure attachments: Differential pathways between ado-
lescents who commit sexual and non-sexual crimes. Sexual Abuse, 
31(7), 837–861. https://doi.org/10.1177/1079063218784557.

Yoder, J., Grady, M. D., & Precht, M. (2019b). Relationships between 
early life victimization, antisocial traits, and sexual Violence: 
Executive functioning as a mediator. Journal of Child Sexual 
Abuse, 28(6), 667–689. https://doi.org/10.1080/10538712.2019.
1588819.

Yoder, J., Hodge, A. I., & Ruch, D. (2019c). Intra-and extra-familial 
victimization experiences: Differentiating between incarcerated 
serious youth offenders and youth rapists. Journal of Interper-
sonal Violence, 34(15), 3199–3228.

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.

Springer Nature or its licensor (e.g. a society or other partner) holds 
exclusive rights to this article under a publishing agreement with the 
author(s) or other rightsholder(s); author self-archiving of the accepted 
manuscript version of this article is solely governed by the terms of 
such publishing agreement and applicable law.

problem or harmful sexual behaviours, and children who have 
sexually offendedhttps://apo.org.au/sites/default/files/resource-
files/2017-05/apo-nid92426.pdf.

Simons, D. A., Wurtele, S. K., & Durham, R. L. (2008). Develop-
mental experiences of child sexual abusers and rapists. Child 
Abuse & Neglect, 32, 549–560. https://doi.org/10.1016/j.
chiabu.2007.03.027

Substance Abuse and Mental Health Services Administration (2014). 
SAMHSA’s concept of trauma and guidance for a trauma-
informed approach Unpublished manuscript.

Thomas, J. (2010). Family therapy: A critical component in treatment 
of sexually abusive youth. Juvenile Sexual Offending: Causes 
Consequences and Correction, 357–379.

Van Wijk, A., Vermeiren, R., Loeber, R., Hart-Kerkhoffs, L., Dorelei-
jers, T., & Bullens, R. (2006). Juvenile sex offenders compared to 
non-sex offenders: A review of the literature 1995–2005. Trauma 
Violence & Abuse, 7(4), 227–243.

Ward, T. (2014). The explanation of sexual offending: From single fac-
tor theories to integrative pluralism. Journal of Sexual Aggres-
sion, 20(2), 130–141. https://doi.org/10.1080/13552600.2013.87
0242.

Ward, T., & Beech, A. R. (2008). An integrated theory of sexual offend-
ing. In D. R. Laws, & W. T. O’Donohue (Eds.), Sexual deviance: 
Theory, assessment, and treatment (2nd ed., pp. 21–36). Guilford 
Press.

Ward, T., & Hudson, S. M. (2000). A self-regulation model of relapse 
prevention. In D. R. Laws, S. M. Hudson, & T. Ward (Eds.), 
Remaking relapse prevention with sex offenders: A sourcebook 
(pp. 79–101). Sage Publications, Inc.

Ward, T., & Keenan, T. (1999). Child molesters’ implicit theories. 
Journal of Interpersonal Violence, 14(8), 821–838.

Yoder, J., & Brown, S. (2015). Challenges facing families of sexu-
ally abusive youth: What prevents service engagement? Victims 
& Offenders, 10(1), 29–50.

Yoder, J., Dillard, R., & Leibowitz, G. S. (2018). Family experi-
ences and sexual victimization histories: A comparative analysis 
between youth sexual and nonsexual offenders. International 
Journal of Offender Therapy and Comparative Criminology, 
62(10). https://doi.org/10.1177/0306624X17738063

1 3

397

https://doi.org/10.1080/10538712.2019.158881
https://doi.org/10.1177/1079063218784557
https://doi.org/10.1080/10538712.2019.1588819
https://doi.org/10.1080/10538712.2019.1588819
https://apo.org.au/sites/default/files/resource-files/2017-05/apo-nid92426.pdf
https://apo.org.au/sites/default/files/resource-files/2017-05/apo-nid92426.pdf
https://doi.org/10.1016/j.chiabu.2007.03.027
https://doi.org/10.1016/j.chiabu.2007.03.027
https://doi.org/10.1080/13552600.2013.870242
https://doi.org/10.1080/13552600.2013.870242
https://doi.org/10.1177/0306624X17738063

	Seeking an Integrated Approach to Trauma and Problematic Sexual Behaviors in Adolescents: Learning from Practitioners
	Abstract
	Seeking an Integrated Approach to Trauma and PSB: Learning from Practitioners
	Background Literature
	Childhood Adversity and PSB
	PSB Treatments
	Current Study

	Method
	Procedures
	Data Collection
	Measures
	Data Analysis

	Results
	Participants
	Qualitative Results
	Family
	Importance of Family Involvement
	Parent and Family Education
	Parent and Family Support
	Family Trauma
	Family Systems


	External Systems
	Treatment Structure
	Therapeutic Themes
	Specialized PSB-A Targets
	Pornography
	Stigma
	Cognitive Restructuring
	Psychoeducation
	Victim Empathy
	Accountability
	Continuum of Care
	Safety
	Protective Factors

	Trauma and PSB Integration
	Exposure to Trauma
	Connection of Trauma and Offending Actions

	Discussion
	Summary of Findings
	Implications for Practice
	Implications for Research
	Limitations

	Conclusion
	References


