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Juvenile citations in the Standards 

o Reviewed to see if there is new research relevant to the standard as well as 
removing references to adult research. 
 Guiding principle 3 footnote 

• Older study but still valid – no change 
 Guiding principle 13 footnote 

• Added updated research that supports original cited research 
 Guiding principle 15 footnote 

• Older study but more contemporary research continues to cite this 
study. 

• Leave this citation but add language regarding why it is still 
relevant. 

 Guiding principle 19 footnote 
• Removed adult focused citation and added juvenile research that 

supports the original citation.  
 Standard 1.600 

• Remove Marshall reference and look at section 1.000 for possible 
revisions. 

 Standard 2.100 
• Remove adult citation 

 Standard 3.140 
• Updated research to newer citation 

 Standard 3.140 A.2 and 3. (including DD section) 
• Remove citations 

 Standard 3.140 C 
• Remove citation  

 Standard 3.150 
• Remove the adult references, keep the relevant citation and look at 

this section for a broader revision to wording 
o “assessing risk” versus “decreasing risk” 
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2.000 Evaluation and Ongoing Assessment of Juveniles Who Have 
Committed Sexual Offenses 
 
2.100 The evaluation of juveniles who have committed sexual offenses shall be comprehensive. 
Recommendations for intervention shall be included in the summary and the evaluation shall be 
provided in written form to the referring agent. The evaluation of juveniles who have committed 
sexual offenses has the following purposes and requirements:  
 
A. To assess overall risk to the community;  
 
B. To provide protection for victims and potential victims; 
 
C. To provide written clinical assessment of a juvenile’s strengths, risks and needs;  
 
D. To identify and document treatment and developmental/cognitive needs;  
 
E. Prior treatment involvement (Refer to Appendix F “Sex Offense- Specific Intake Review for 
Clients Who Have Been in Prior Treatment” and Appendix E “Guidelines for the Evaluation and 
Treatment of Sex Offenders with a Current Non-Sex Crime”) to determine amenability for 
treatment;  
 
F. To identify individual differences, potential barriers to treatment, and static and dynamic risk 
factors;  
 
G. To make recommendations for the management and supervision of the juvenile; including a 
recommendation regarding whether or not the court should order the juvenile to register as a sex 
offender, 
 
H. To provide information which can help identify the type and intensity of community based 
treatment, or the need for a more restrictive setting.  
 
Evaluation reports more than 6 months old should be regarded with caution.  
 
Discussion: Risk assessments are time limited.(30) The assessment of risk by the MDT should be 
ongoing and especially following significant social, environmental, familial, sexual, affective, 
physical, or psychological change. It should be noted that this does not necessarily require a 
comprehensive evaluation but rather an ongoing assessment by the MDT.  
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3.000 Standards of Practice for Treatment Providers 
 
Treatment for juveniles who have committed sexual offenses shall be individualized to address 
the identified risks and needs of a particular juvenile.  When creating the treatment plan and  
determining which of the content areas identified in section 3.130 A. 1-24 should be addressed, 
the provider shall be sensitive to diverse factors including but not limited to cultural, language, 
development, sexual orientation, gender, gender identification, medical, past 
trauma/victimization, and education/cognitive/adaptive functioning.  
 
Individualized treatment shall follow the fundamentals of Risk, Need, and Responsivity and 
account for the unique dynamics of each client.  While some youth may present with similar 
histories and require similar treatment, a template universal approach should not be used. This is 
consistent with the Association for the Treatment of Sexual Abusers (ATSA) Guidelines for 
Assessment, Treatment, and Intervention with Adolescents. (ATSA 12.2 citation) 
 
3.100 Sex offense specific treatment for juveniles who have committed sexual offenses shall 

be provided by persons (hereafter referred to as providers or listed providers) 
meeting qualifications described in Section 4.000 of these Standards. 

 
3.100 DD/ID 

Juveniles with developmental/intellectual disabilities who have committed sexual offenses 
shall receive treatment from an Associate Level and/or Full Operating Level treatment 
provider and evaluator who demonstrates compliance with and submits an application 
attesting to having met all requirements identified as Developmental/Intellectual Disability 
(DD/ID) Standards in this section. 

 
3.120 Providers treating juveniles adjudicated for a sex offense, who are placed on 

probation, committed to the Department of Human Services, placed on parole, or who 
are placed in out-of-home placement for a sexual offense, shall provide sex offense 
specific treatment and care as described in these Standards and Guidelines. 

 
Juveniles who receive deferred adjudications on or after July 1, 2002 for an offense that 
would constitute a sex offense if committed by an adult or for any offense in which the 
underlying factual basis involves a sexual offense are subject to these Standards (section 
16-11.7-102, C.R.S.).  
 
Discussion: It is also recommended that these Standards and Guidelines be utilized with 
juveniles and families who are voluntarily seeking intervention regarding sexually abusive 
behavior. Following a comprehensive evaluation, juveniles who have been adjudicated for 
non-sexual offenses, placed on diversion or those who are the subject of a dependency and 
neglect order may be included in the same programs as those developed for juveniles 
adjudicated for sexual offending behavior. 
 

3.130 The content of sex offense specific treatment shall focus on decreasing abusive, illegal, 
or harmful behavior and dysfunction and improving overall health with the goal of 
decreased risk. Treatment planning shall be formulated to set measurable outcomes: 



2 
 

A. Treatment providers shall consider the following treatment content areas for 
appropriateness based on the individual and ecological needs of the juvenile and 
discuss them with the MDT, and include applicable content in the treatment plan: 

 
1. Awareness of victim impact, in general for victims of sexual assault and also 

primarily for the specific victim of the offense(s), without objectification or 
stereotyping of the victim(s). 
 

2. Recognition of, the past, present, and potential ongoing impact and harm done to 
any victim(s) of this juvenile.  
 

3. Impact of the juveniles sexual offending behaviors on families, community and self.  
 

4. Restitution/reparation for victims (including victim clarification work) and others 
impacted by the offense including the community. 
 

5. Utilize techniques that assist the juvenile in understanding what the victim’s past, 
present, and ongoing experiences may be from a perspective that is not their own.  
 

6. Ability to define abusive behaviors: abuse of self, others, property, and/or physical, 
sexual and verbal abuse. 
 

7. Acceptance of responsibility for offending and abusive behaviors. 
 
Discussion: Acceptance of responsibility for sexual offending and abusive behavior 
is a critical component of treatment for juveniles who have committed sexual 
offenses.  Treatment providers should strongly consider the information in this 
discussion point before deciding if a juvenile has successfully completed treatment. 
 
Sexual offending behavior often includes secrecy, denial, and defensiveness. 
Juveniles present with different levels of accountability and can fluctuate in their 
level of accountability and display minimization and blame others, including the 
victim, for their offending behavior. 
 
It is important to support victim recovery and community safety by addressing these 
issues with juveniles. Denial can interfere with treatment engagement and 
progress, and disengagement from treatment or treatment failure threatens 
community safety. Denial is typically highly distressing and emotionally damaging 
to victims. 
 
The appropriate identification of the victim and the juvenile is a necessary 
condition for victim recovery. Victim recovery is enhanced when the juvenile is 
accountable for sexual offending behavior, allowing the victim to focus on how they 
were victimized.  
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8. Identification of dynamic patterns of thoughts, feelings and behaviors associated 
with offending and abusive behaviors.  
 

9. Identification of cognitions supportive of antisocial or violence themed attitudes. 
 

10. The role of sexual interest or arousal in sexual offending or abusive behaviors; 
definition of non-offensive and non-abusive sexual fantasy; reduction and 
disruption of abusive, illegal and/or harmful sexual thoughts and arousal, when 
indicated.  
 
Discussion: Plethysmography is a specialized form of assessment used in treatment 
with individuals who have committed sexual offenses. Penile plethysmography 
involves measuring changes in penile circumference and volume in response to 
sexual or nonsexual stimuli. Plethysmograph testing provides objective information 
about male sexual arousal and is therefore useful for identifying abusive, illegal 
and/or harmful sexual interests during an evaluation, increasing client disclosure, 
and measuring changes in sexual arousal patterns over the course of treatment 
(ATSA, Practice Standards and Guidelines, 2014). 
 
It should be recognized that to date, no research on plethysmography (PPG) has 
included non-offending youths, and “norms” have not been established for the use 
of this measure.  Therefore, the use of the PPG with adolescents under the age of 
18 is not recommended, except for in rare cases for older adolescents in which case 
dynamics, assessment of risk and identified risk factors establish a clearly 
identifiable benefit.  If the PPG is used, the treatment provider should document 
the empirically based rationale and monitor for possible detrimental impact.   
 
Viewing Time is a specialized form of assessment used in the treatment of 
individuals who have committed sexual offenses. Viewing Time is used as a measure 
of sexual interest and correlates significantly with self-reported sexual interests. 
 

11. Disinhibiting influences such as stress, substance use, impulsivity, and peer 
influence.  
 

12. Anger management, conflict resolution, problem solving, stress management, 
frustration tolerance, delayed gratification, cooperation, negotiation and 
compromise.  
 

13. Recognition and management of risk factors. 
 

14. Skills for safety planning, risk management, and risk reduction. 
 

15.  Identification of physical health and safety needs. 
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16. Accurate information about healthy sexuality, positive sexual identity, and healthy 
relationships. (Refer to Appendix D, “Guidelines for the Use of Sexually 
Stimulating Materials” for further details). 

 
Discussion: A goal of treatment is to help juveniles who have committed sexual 
offenses to gain an increased understanding of healthy, non-abusive sexuality. To 
achieve this goal, treatment providers and supervising officers must engage the 
juvenile in non-judgmental discussion of sexual topics and materials. The MDT 
should support the development of healthy sexual relationships, when appropriate, 
that involve consent, reciprocity, and mutuality. 
 

17. Developmental/Intellectual deficits, delays, and skills for successful functioning.  
 

18. Relationship skills such as assessment of personal trustworthiness, basic trust of 
others, and self-worth. 
 

19. Locus of control, i.e. internal sense of mastery, control, and competency. 
 

20. Family risk factors, dynamics, and patterns, including intimacy and boundaries, 
attachment disorders, role reversals, sibling relationships, criminality, and 
psychiatric disorders. 
 

21. Recognition of how attitudes of family, peer group, community and culture 
influence tolerance of offending/abusive behavior. 
 

22. Experiences of victimization, trauma, maltreatment, loss, abandonment, neglect, 
and exposure to violence in the home or community.  
 

23. Legal parameters and consequences relevant to sexual offending.  
 

24. Diagnostic assessment, stabilization, pharmacological treatments and management 
of concurrent psychiatric disorders. 

 
B. The treatment plan shall be reviewed at a minimum of every three months and at each 

transition point. Revisions shall be made as needed. 
 

C. When considering the content areas above and reviewing the treatment plan it may be 
necessary to adjust treatment content or modality based on the unique factors of a 
particular juvenile.  Possible adjustments may include, but are not limited to: 

 
1. Recognizing group therapy is not appropriate for all youth 
 
2. recognize the need for multi-modal treatment interventions that rely less on 

language-loaded treatment approaches and incorporate more visual, experiential, 
and kinesthetic learning on a consistent basis;  
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3. breaking down treatment concepts into attainable steps 
 

4. addressing past trauma/victimization prior to addressing offending behavior 
 

5. discussing cultural norms in the context of the majority culture and how differences 
may impact behavior. 

 
 
3.420 Whenever a juvenile completes or discharges from treatment, the provider shall 

submit a written summary within 30 days, including but not limited to the following: 
 

A. Treatment goals and objectives completed by the juvenile.  
 

B. Current level of risk for the juvenile including risk factors and protective factors. 
 

Discussion point: Due to limitations of current risk assessments for juveniles’ level of 
risk should not be determined based solely on the score of a risk assessment instrument. 
Current risk should be identified based on all clinical indicators (clinical indicator 
footnote), including professional clinical judgment and results of risk assessments.   

 
C. A current recommendation regarding whether registration should/should not continue 

based on information available at the date of the report. (This recommendation is to be 
used for juveniles who at some point may petition the court to discontinue registration 
(per section 16-22-113(1)(e), C.R.S.). Please refer to Appendix J “Notice of 
Recommendation Concerning Removal from Sex Offender Registry.” 
 
Discussion point: The Court will consider whether the juvenile is likely to reoffend 
sexually; therefore, when making a recommendation regarding registration the 
provider should base this recommendation on potential risk to the community utilizing 
factors to include but not limited to; level of engagement in treatment, level of 
accountability and compliance with supervision requirements, information gained 
from  community involvement, and any collateral information obtained from the MDT 
and other sources. 

 
D. Assess the viability of support and resources in the juvenile’s environment. 
 
E. Develop aftercare plan recommendations if applicable. 


