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Accessing slides 

 Set your browser to:  http://www.wiatsa.org 

 Click on “P-22 Assessing Adult Court 

 You should be able to download the file. 

http://www.wiatsa.org/


Why transfer? 

 Juv. Ct. founded on immaturity/change potential 
of youth 

 Protect vulnerable juveniles from more 
“hardened”, mature, and sophisticated offenders. 

 Preserve juvenile programs for less intractable 
youth 

 Public safety – hold the youth for longer time 

 Retribution – provide more punishment for the 
crime 



Waiver Defined 

 Types of transfer / waiver: 

 Legislative exclusion; specified ages or charges are excluded 
from Juvenile Court. 

 Judicial waiver: a Judge makes the decision in response to a 
petition or otherwise. 

 Prosecutorial discretion: Prosecutors allowed to determine 
whether to file in Criminal or Juvenile Court 

 Mixed models: some allow “blended” prosecution.  Some 
Prosecutors can exclude from JC by filing the excluded charge.  



Trends in waiver 
laws; 1970 - 2000 

 “Automatic” waiver, 
involving charges that 
are excluded from 
juvenile court by 
statute, escalated 
steadily between 1970 
and 2000.  Several 
states have changed 
their laws recently to 
move back to judicial 
waiver.   



Prosecutorial 
discretion also 

increased. 

 These are laws 
that allow the 
prosecutor to 
decide whether 
to file charges in 
juvenile or adult 
court.  







Transfer trends 





Consequences of waiver 

 Typically longer incarceration 

 Waived youth have higher rates of suicide in 
the institution 

 Waived youth have poorer institutional 
adjustment 

 Waiver does not deter future crime 
(Podkopacz & Bishop, 1996) 

 Waiver does not deter other delinquents 
(Robinson & Darley, 2004). 



Waiver process elements 

 The Court must first establish facts equivalent 
to a probable cause finding. 

 Examining waiver of juvenile court 
jurisdiction is second.  

 May be a long delay in the process. 



First issues 

 Know what type of waiver is involved. 

 Know where in the process the case stands 
(competency, has there been another evaluation) 

 Know the statutes and standards. 

 Statutory language for direct file may be in a 
different area of the statutes than reverse waiver. 

 Talk to the attorney; be sure you know the issue. 

 Review the background issues. 



Background issues 

 Kent v. United States: Available at: 
https://www.law.cornell.edu/supremecourt/text/383/541 

 First federal Supreme Court ruling dealing with transfer 

 The appendix of the decision the Court listed  criteria to 
consider.  

 May not be reflected in the State statute (e.g. Wisconsin) 



Kent v. US (1966) 

 Morris Kent, 16 years old, charged with robbery, 
house breaking and rape. 

 Rape charges carried the death penalty. 

 Mom hired an attorney who filed several motions. 

 Judge did not rule on the motions or issue a finding 
of fact 

 Judge transferred Morris to criminal court after a 
“full investigation” of the case. 

 Released from psych. Hospital at 21; married, 
worked, no further arrests.  



Kent v. US (1966) criteria 

 Seriousness of the allegations / safety of the 
community. 

 Whether alleged offense was violent, premeditated, 
willful, a crime against person, involved injury. 

 Record of previous intervention. 

 The sophistication and maturity of the juvenile 
considering environment.  

 The likelihood of reasonable rehabilitation. 

 Prosecution issues. 

 

 



Kent Distilled 

 What is the risk the juvenile poses to the 
community? 

 What is the personality/maturity/sophistication 
of the youth 

 What environmental factors has the youth lived 
with; family, poverty, community, traumas, etc. 

 What is the likelihood of reasonable 
rehabilitation of the youth using the time and 
resources of JC. 

 5 of the 8 Kent criteria relate to the alleged 
charge, probable cause, and the ease of 
prosecution. 



Other relevant rulings 

 Roper v. Simmons: banned death penalty for 
juvenile offenders because immaturity reduces 
culpability 

 “underdeveloped sense of responsibility’ ” lead(s) to 
recklessness, impulsivity, and heedless risk-taking.”  

 Miller v. Alabama: banned mandatory LWOP  

 Graham v. Florida: banned LWOP for non-homicide 
offenses 



Court recognized immaturity 

 “underdeveloped sense of responsibility’ ” lead(s) to 
recklessness, impulsivity, and heedless risk-taking.”  

 “They “are more vulnerable . . . to negative influences and 
outside pressures,” including from their family”  

 “they have limited “contro[l] over their own 
environment” and can’t extricate themselves from bad 
situations. 

 character is not as “well formed” as an adult’s, his traits 
are “less fixed” and his actions are less likely to be 
“evidence of irretrievabl[e] deprav[ity].”  

 



Case informed framework 

 Impulsivity / poor planning ability / poor affect 
modulation / risk taking. 

 Susceptibility to peer and other social influences (but 
mostly peers). 

 Impact of ACE’s, family stress, etc. 

 Incomplete character development (values, identity, 
etc.) 

 Treatability and rehabilitation potential. 



Relevant research findings 

 The adolescent brain matures and is re-organized 
during adolescence. 

 Onset of these changes begins with the onset of 
puberty. 

 In some areas, pre-pubescent children are more like 
adults than adolescents. 

 Changes include physical changes in brain structure, 
and changes in neurochemistry of areas controlling 
appetites and some impulses. 

 



Relevant research findings 

 Compared to adults, adolescents have: 

 Less ability to plan; hold two possible outcomes and compare 

 Less ability to modulate emotions and impulses 

 More intense appetites and satiety  

 Less resistance to peer influence (beyond peer pressure) 

 Less sense of identity and integrity (affects moral reasoning) 

 Weaker sense of reality 

 Greater potential for change through maturation and 
treatment. 

 



Some Statutory Language 



Minnesota / California waiver 

 Degree of sophistication exhibited by the minor. 

 Can the minor be rehabilitated in the JC time 
available? 

 History of delinquency 

 Success of prior attempts at rehabilitation 

 Circumstances and gravity of the alleged offense 

 Minnesota requires the evaluator to opine on the 
ultimate question: whether the youth meets each 
criteria and whether (s)he should be waived. 



Wisconsin waiver criteria 

 The personality, possible mental illness, developmental disability, 

physical and mental maturity, pattern of living, prior treatment 

history, and apparent potential for responding to future treatment. 

 The prior record of the juvenile. 

 The type and seriousness of the alleged offense. 

 The adequacy and suitability of facilities, services and procedures 

available for treatment.  

 The desirability of trial and disposition of the entire offense in 

[criminal] court, if a co-accused is an adult.  



Wisconsin reverse waiver 

 Court must retain jurisdiction unless the child proves by a 
preponderance of the evidence that:  

 (1) if convicted, the child "could not receive adequate treatment in 
the criminal justice system";  

 (2) transferring jurisdiction to the juvenile court "would not 
depreciate the seriousness of the offense"; and  

 (3) "retaining jurisdiction is not necessary to deter the child or other 
children" from committing the offense of which the child is accused.  

 However, reverse waiver is not available for 15 and older charged 
with specific homicide offenses.  

 Note that the maturity, mental health, situational, and 
developmental issues of the child are not included. 



The Mix 

 Waiver evaluations put together: 

1. Mental/developmental/treatment 
amenability/psychosexual and risk assessment data 

2. State statute language 

3. Federal case law standards in Kent, Simmons, 
Miller, Graham. 

4. Research on adolescent sexual misconduct 

5. Treatment amenability information 

 To address the criteria in the statute (and 
maybe more) 



A B O U T  A D O L E S C E N T  S E X U A L  M I S C O N D U C T  

What We Know 



Characteristics of children with PSB 

 Most common age is between 12 and 15. 

 Very young victims - under 10, is very common. 

 Over 90% involve some degree of force. 

 Use of a weapon to force the offense is rare. 

 Use of some deception / “grooming” is common. 

 Multiple incidents (offenses) in about 25 – 30% 
of cases.   

 One offense/one victim is rare and lower risk. 

 Often get most of their sex education from porn.  



Onset of Problematic Sexual Behaviors 

 Early exposure to porn (older brothers?) 

 History of sexual abuse victimization 

 History of physical abuse victimization 

 Exposure to violence in the home 

 Repeated arrests (severe CD) 

 General maladaptation: 

 Poor school adjustment 

 Learning issues 

 Early and chronic CD 

 Elevated callous/unemotional symptoms (caution!) 



Age Distribution of Accused Sexual Offenders 
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Intra-familial adolescent PSB 

 Very little research to go on. 

 Compared to victims outside the family: 

 A bit more commonly involve family disruption  

 Occasionally (but not always) severe family problems 

 Particularly exposure to domestic violence 

 Exposure to pornography more common (older 
males?) 

 May or may not have other behavior problems 
(depends on the study). 



Relevant Adolescent Development 

Hormonally driven Social reasoning Risk - taking 

Onset of puberty in boys 
results in 20 fold 
increase in testosterone, 
typically in less than one 
year.  Testosterone 
change is associated with 
sexual fantasies and 
behavior, and increased 
dominance behavior. 

Appropriate sexual 
behavior must be 
learned in primates.  
Other primate 
adolescents make a 
variety of “mating 
errors”.  Areas of the 
brain associated with 
social reasoning 
migrates from the mid – 
brain (near emotion 
centers) to frontal areas 
(associated with 
judgment). 

Changes in white matter 
density reflects 
neurological maturation.  
Limbic structures 
(involved with emotions 
and sex drive), mature 
first, frontal areas 
(associates with impulse 
control and judgment) 
mature last.    



Hormones & sexual 
development 



Boys and testosterone: threat or menace? 

 Richard Udry (1994) and others have found 
that the effects of increasing testosterone 
levels can impact on sexual fantasy and 
behaviors.  In a study of 102 teen boys, 47% 
of the variance in sexual behavior and 
fantasy was accounted for by hormone 
levels.  

 Adding permissive attitudes toward sex 
accounted for 59% of variance.  



Boys and testosterone: threat or menace? 

 Sudden onset of elevated testosterone causes: 

 Sexual preoccupation 

 Increased impulses involving dominance 

 Increased aggressive impulses 

 Increased sexual impulses, including sexual 
dominance 

 Good recent information from transitioning 
female -> male 



More hormones 

 In apes and humans, hormones affect sexual 
motivation, not ability. 

 In primates, mating is a learned social skill. 

 Pubescent primate males attempt sex with: 
 become aroused to inappropriate cues 

(aggression, defecation, etc.). 

  inappropriate sexual targets (young, old, 
inanimate objects, food). 

 at inappropriate times or contexts (i.e. while 
eating). 

 Occurs in about half of adolescent primates 



Social Development 



Socially Appropriate Context 

 How do children learn contextual cues for appropriate 
sexual behavior?  

 Context and psychosexual development is not well 
studied 

 Here’s how they don’t: 

1. Exposure to violence / disrespectful home 
environments 

2. Home and other living environments where 
personal boundaries are violated 

3. Mass media 

4. Internet porn 



Foundations of Social Intercourse 

 Children under 5 are highest risk for violence 

 Clearly established link between social skills and 
aggression 

 Foundation for social skills development include: 

 Cooperative skills: taking turns, sharing 

 Mutuality: matching the behavior of peers; learning context 
specific social skills 

 Mutuality: taking on parts of a group task and working for the 
common good. 

 Aggression modulation 

 Persuasion skills 
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Frontal Lobe: 

Decision – 

making 

(Regulation of 

fear) 

Mid Brain: 

Source of fight 

or flight, threat 

reactions.  



Risk Assessment 



Base rates: Caldwell (2016) 

 Search yielded 106 data sets from 98 reports 
published between 1938 & 2015.  Median year = 
1997.  

 Total N = 33,783 ; Median = 171.  

 US = 79; Canada = 13; Australia = 8; 
Switzerland &  Netherlands = 2; UK & 
Singapore = 1. 

 F/U Mean = 60.0 months, Range = 12 – 420 
months. 



Study characteristics 

 Retrospective studies of adult recidivism of JSO’s = 
27 

 Prospective JSO’s including only JSO recidivism = 
28 

 Retrospective using JSO and adult recidivism = 51 

 79 were peer reviewed 

 27 not peer reviewed reports or unpublished data 
sets 

 48 drawn from community placed JSO’s 

 23 drawn from residential community settings 

 29 drawn from secured corrections settings 



Results 

 Weighted Mean sexual recidivism rate = 
4.97%. 

 Mean general recidivism rate = 41.24% (SD = 
1.9%). 

 Weighted Mean follow – up of 62.06 months.  

 49 studies reported sexual recidivism below 5%. 

 3 reported sexual recidivism at 15% or above. 

 Studies published since 2000: weighted mean 
sexual recidivism rate was 2.75%. 



  Number 

of data 

sets 

Sexual 

recidivism 

(%) Mean / 

(SD) 

Follow – up 

months / (SD) 

Mean age / 

(SD) 

Total sample 

(weighted) 

106 4.97 62.06 14.94 

U.S. studies  79 6.43a / (4.61) 52.60 (36.14) 14.88 (0.80) 

All other 

countries 

27 7.92a / (3.62) 64.19 (39.75) 15.21 (0.65) 

Unpublished  27 3.74d / (3.10) 38.54a (17.88) 14.64a (0.78) 

Published 79 8.17d / (4.76) 61.56a (40.42) 15.05a (.076) 

Juvenile only 

recidivism 

28 7.05 / (5.79) 28.50cd (11.99) 14.78 / (0.75) 

Adult only 

recidivism 

27 6.95 / (4.07) 70.30d / (43.63) 15.24 / (1.02) 

Both  51 7.08 / (4.64) 63.27c / (35.83) 14.92 / (0.60) 
a = p < .05; c = p < .005; d = p < .0005. 



ROC illustration 

 1000 imaginary people classified using an imaginary 
scale 

 The scale has 5 risk levels 

 The base rate is 10% 



Receiver Operator Curve AUC = .74; (p < .0005, 95% C.I. = .68 - .79)  



Model risk measure 
Risk level Total 

number 
Recidivism 

rate 

1- Low 480 4.0% 

2 – Mod Low 210 8.0% 

3 – Moderate 105 16.0% 

4 – High 50 26.7% 

5 – Very High 30 40.0% 

Number of 
recidivists 

20 

20 

20 

20 

20 

N = 1000; base rate = 10.0%; χ2 = 27.34, p < .0005 



What is not “atypical”  

“Risk factor” Number 
of 

studies 

Studies 
with null 
findings  

# 
increase

d risk 

# 
mitigating 

risk 

Prior sex offense 
charges 

17 15 2 0 

# of victims 10 7 3a 0 

Relationship w/ 
victim 

9 7 1 1 

General 
delinquency  

14b 
 

12 2 0 

Male victim 19 17 0 2 



What is “typical” 

 Younger victims: 43.4% victim is 10 or younger. 

 90% use some degree of force or coercion 

 24% involve multiple “offenders”. 

 41% involve “rape”, “sodomy”, or assault w/ an 
object 

 Generally; offense characteristics are poor 
predictors 



What may be “atypical” 

 Use of a weapon: no data 

 Inflicting major physical injuries 
(hospitalization): 2.4% of offenses. 

 Victim is a complete stranger: 2.6% of 
offenses. 

 Combinations of the above. 



Non-sexual risk 

 History of aggressive behavior:  

 Age at onset (under 12 is higher risk, but not always)  

 Intensity; weapons, victim harm. 

 Type; proactive, planned violence 

 History of interventions 

 Adequate intensity?   

 Adequate controls? 

 Correct diagnosis? 

 Treatment vs. building a future case.  



Other issues 

 Safety of other juveniles in secured custody 

 Risk of violent behavior persisting into adulthood 

 Risk = probability + harm  



Sophistication/Maturity 



Sophistication / Maturity 

 No coherent judicial definition 

 Check local statutes/rulings for guidance 

 Interpreted multiple ways by courts. 



Criminal sophistication 

 Gang engaged – not just affiliated 
depending on locale 

 Identification with criminal subculture 

 Integration into criminal lifestyle 

 Holds well-developed criminal values;  not 
just oppositionality or unconventional 
values. 



Culpability 

 Did the youth act alone without social influences of 
any kind? 

 Was the offense fully planned?  

 Did the plan include violence?  

 Was there criminal intent?  Was the plan to do 
something the youth knew was a serious crime?  

 Was there a plan to get away with the misconduct?  



Social maturity 

 Degree to which functioning is similar to adult 
standards 

 Working? 

 Care for self: groceries, laundry, bills, meals, etc. 

 Independence from adult supervision / supports 

 Mature social judgements: level of amygdala vs. 
PFC. 

 CAUTION: Neglected youth may appear 
pseudo-mature and independent.  



Cognitive maturity 

 Planning in life – weekends, vacations, leisure. 

 Capacity to delay impulses 

 Capacity to modulate emotions with thinking 
(anger) 

 Realistic life goals with realistic planning. 



Psycho-sexual Maturity 

 Female friends? 

 Other female relationships; maternal, 
teachers, employers.  

 Has the person dated?   

 How did those relationships develop, progress, 
end? 

 Psychosexual evaluation 



Treatment Amenability 



Reitzel & Carbonell (2006) 

Study N Effect Size 

Worling (2000) 114 - 2.32 

Borduin (1990) 16 - 1.68 

Lab (1993) 152 - .42 

Wiecowski (2003) 253 - .17 

Cooper (2002) 64 - .25 

McTavish (1996) 153 - 1.01 

Hurley (2003) 226 - .59 

Borduin (2001) 47 - 2.91 

Jeffods (2003) 1732 - 40.75 



Other treatment outcomes 

Study N Cohen’s d Var. in d 

Rassmussen, (1999), [Tx 

completion] 

170 - 1.21 .088 

Seabloom, et.al. (2003) 

[completion] 

119 - 1.29 2.31 

Wolk (2005), [completion] 184 -.82 1.16 

Caldwell, et.al, (2008), [Tx. 

Compliance] 

91 -.85 1.38 

Worling & Cruwen, (2002), 

[completion] 

148 -.75 1.34 



Compared to statins 

Study N Event Cohen’s d 

La Rosa, et. al. 
(1999) 

44,198 Heart attack - .31 

Heart attack 
death 

- .29 

Any vascular 
death 

- .28 

Chan, et.al. 
(2010) 

50,866 Stroke - .12 

Heart attack - .14 

Lingsma et.al. 
(2010) 

910 Cardio vascular 
death 

- .32 



Treatment considerations 

 Characteristics of the youth 

 What resources are available or can be brought in to 
treat the youth?  

 Is the available treatment in the adult system 
adequate? 

 When would services be delivered? 

 Developmentally appropriate? 

 PREA considerations. 



Treatability issues 

 Severe mental illness? Difficult to treat conditions. 

 Good / impaired verbal skills 

 Feels guilty / takes situation seriously  

 Generally responsible for his actions  

 Generally cares about others / lack of callous – 
unemotional traits (in the presence of CD). 



Treatability issues 

 Family supports  

 Good supervision 

 Caring support / low coercion & punishment 

 Positive involvement in community 

 Employment 

 Sports 

 Church groups 

 Positive peer associations 



Adult prison services 

 Delayed until near release; lose the advantage of 
developing capacities 

 Developmentally appropriate? 

 Higher suicide rates for transferred youth 

 Higher rates of abuse victimization 

 PREA considerations: may be in same facility 
initially either way. 



Assessment 

 Broad, Multi-dimensional 

 Testing (or equivalent information) including  

 Intellectual functioning 

 Academic functioning 

 Employment / vocational functioning 

 Mental health / personality functioning 

 Sexuality and sexual functioning 

 Social / peer relations  

 Social / family relations 

 Specific issues: Autism, anger management, PTSD, etc.  

 

 



Assessment 

 Developmental issues including: 
cognitive skills and styles 

social skills 

academic achievement 

family attachments 

employment skills 

 Include details of the offense in a functional 
analysis of the offenses.  Should lead to a 
treatment strategy. 



Risk / Needs Assessment 

 Based on the Risk / Needs model developed 
by Don Andrews and James Bonta. 

 Risk factors are defined as treatment needs 

 Emphasis on treatment that is individually 
tailored to the needs of the youth and to the 
abilities / willingness of the youth to 
participate. 



Antisocial history 

 Most reliable predictor of persistent general delinquency is 
the age of onset of behavioral problems (age of first police 
intervention) 

 Most reliable predictor of adult sexual aggression is high 
criminal propensity (even in the absence of a juvenile 
sexual arrest). 

 Examine:  
1. The variety of antisocial acts 

2. The persistence of antisocial acts across settings 

3. Persistence while under close supervision or while in custody 

4. Consider family or other stressors that could mitigate the significance 

5. If there are gaps in misconduct; what caused that? (Suspect situational 
factors). 



General Delinquent Family factors 

 Families of JSO’s and non-sexual juvenile offenders 
are more similar than different 

 Generally they have less:  

1. Supervision/monitoring  

2. Positive communication (activities: type and frequency) 

3. Poor warmth with mother  

 Generally have more: 

1. Family conflict 

2. Abusive / chaotic parenting (unpredictable) 

3. Parental substance abuse 

4. Poor relationship with one or both parents 

5. Absent parent or teen parent 



Youth with PSB Family Characteristics 

 Lax, harsh or ineffective parental discipline 

 Poor parental monitoring/supervision 

 Low affection and cohesion (esp. with mother) 

 Sometimes high conflict – exposure to 
violence  

 Parental difficulties such as drug abuse, 
psychiatric conditions, and criminality 

 Sometimes, relatively minor family disruption 
(move, divorce, laid off), can disrupt normal 
supervision & organization 



School Factors 

 Poor academic performance  

 Low commitment to education (how important 

is it to graduate and why) 

 Academic / vocational life goals (how realistic) 

 Dropout / truancy 

 Poor academic quality and inadequate school 

resources for this kid 

 Poor connection to school (no clubs, 

extracurricular activities, etc.) 



Neighborhood and Community Characteristics 

 Low social support available from church, 

neighbors, etc.  

 Low organizational participation among 

residents 

 Criminal subculture (e.g., drug dealing, 

prostitution) 

 High mobility (i.e., multiple moves per year) 

 May have repeatedly changing cell phone 

numbers. 



Peer relations 

 Child on child sexual aggression much more 
common in groups or with people nearby. 

 Peers who are sexually active / encourage sexual 
activity / aggression 

 Number of delinquent acquaintances and friends 
vs. number of conventional friends and 
acquaintances.   

 Gender mixed social groups may be protective (if 
the girls are more conventional). 

 Gang affiliated / wanna be / associates.  



Substance use / abuse 

 In older teens (18, 19) victim and assailant are 
often both high / drunk. 

 In younger children, AODA is not as commonly 
associated with the sexual misconduct. 

 Evaluate use vs. abuse vs. dependency.   

 Interference with daily functioning like job, 
school, etc. 

 If anyone ever tells you you have a problem, you 
have a problem. 

 



Leisure / Free time 

 Church / religious activities and investment 
(weekly or more church activities is 
protective for CASH kids). 

 Planned or organized activities 

 If music, video games, etc., what kind.   

 Who does the youth spend free time with 

 Any activities with the family (hunting, ball 
games, etc.) 

 Extracurricular activities (any suspensions?) 



Individual Youth Characteristics 

 Cognitive bias to attribute hostile intentions to others. 

 Favorable attitudes toward antisocial behavior. 

 Mental Health symptoms. 

 Inflated self-esteem (consistently drastically over-

estimates achievements and abilities). 

 Lack of appropriate guilt.  

 Lack of appropriate empathy. 



Peer Relations 

 Poor / aggressive social skills 

 Association with deviant peers 

 Low association with prosocial peers 

 



Sexuality 

 Access to accurate sexual information 

 Compulsive masturbation 

 Compulsive use of porn 

 Deviant interests (force, children) [caution!]  

 Lack of appropriate courtship skills 

 Sexual identity issues 

 Cognitive distortions 



Sexual Deviance 

 Repeated assaults of prepubescent children in a teen 
does not predict pedophilia.  

 Force in the sexual assaults does not predict 
persistence (caution if weapons used to inflict 
serious injury). 

 In research studies, measures of sexual deviance 
have minimal predictive value (even PPG).  

 Repeated violent sexual assaults (rape) in a generally 
aggressive youth can be analyzed as other violent 
offenses.  



What needs to change? 

 Describe the specific areas that need 
work 

 Example: drug dependency, social skills, 
impulse control, anger management, etc.  

 Avoid a “kitchen sink” recommendation. 



Barriers to Treatment 

 Alcohol/drug problems or dependency 

 Antisocial parents or peer affiliation  

 Rejecting intervention (particularly w/ truancy, run 
away history) 

 Learning disabilities / low verbal abilities 

 Major mental disorder (Autism, schizophrenia) 

 Callous/unemotional symptoms (lack of capacity for 
empathy) 

 

 

 



Assets to Treatment 

 Feels appropriate guilt / feels bad about it.  

 Supportive and well adjusted family / social supports. 

 Good verbal reasoning skills. 

 Good social skills. 

 High academic achievement.  

 Had well planned and realistic future goals (i.e. 
college, military, tech skill). 

 Characteristically altruistic.  

 Good insight. 



What is needed to effect change? 

 What level of intensity?  

 What specific services; don’t forget educational 
services. 

 How will social / family supports fit in?  

 About how long is treatment needed to effect the 
change. 



Method of rehabilitation 

 What services / programs are available that may be 
effective?  

 How long should the placement last? 

 What kinds of aftercare will be needed? 

 What services within the placement will be needed; 
family therapy, special education, medications, 
psychotherapy, CBT, SOT, etc.  



RST-I 

• Structured clinical 
assessment of:  

• Risk 

• Sophistication/Maturity 

• Treatment Amenability 

• Maps onto the Kent 
criteria 

• One of the only validated 
measures of treatment 
amenability. 



YLS/CMI  

(Hoge & Andrews, 2010) 

 Based on RNR model 

 Prior and Current Offenses 

 Family Circumstances / Parenting 

 Education / Employment 

 Peer relations 

 Substance abuse 

 Leisure / Recreation 

 Personality / Mental Health 

 Attitudes / Orientation 

 



Structured Assessment of the Risk of 
Violence in Youth (SAVRY) 

 Risk of violence in youth 12 and older 

 Assesses risk in 4 domains: 

 Historical factors 

 Social / contextual factors 

 Individual / clinical factors 

  Protective factors 

 Structured clinical assessment 

 Specific to risk of violence 

 



Reports 

 Most common criticism from judges is the report repeats 
information they have in their files (i.e. police reports). 

 Another criticism: can’t tell how you came to your 
conclusions. 

 Provide a detailed list of the materials the served as the 
foundation for your opinions, (make sure you read them!) 

 List the statutory criteria you are addressing. 

 Be familiar with the relevant research, especially any that 
informs your opinions. 



My report outline 

 Background / historical data broken out by functional 
areas 

 Interview information (with mental status examination) 

 Results of testing 

 Psychosexual assessment 

 Diagnosis 

 Risk / Needs assessment 

 Relevant research 

 Court issues / opinions 

 Works cited  

 

 



Report tips 

 Be informative: you are trying to help the trier understand 

the youth. 

 Be factual: ground your report in facts, avoid impressions 

and characterizations from collaterals. 

 Be complete:  include all the data you will need to support 

your opinion and conflicting information you considered. 

 Be concise: avoid extraneous information and wordiness. 

 Be careful: about disgust and resolving your confusion. 

 Make a gestalt: pull together the information into a cogent 

whole. 



What judges don’t like 

 Extensive repeat of information already in the 
record (i.e. repeat of police reports) 

 No clear connection between information and 
conclusions – can’t reconstruct your reasoning 

 Not enough foundation for your conclusions. 

 Poor writing / jargon. 



Special considerations 

 Often high profile cases with press coverage.  

 Same judge may hear waiver as trial; unringing 
that bell. 

 Jurors may have exposure through the media. 

 Political pressures on judge or prosecutor may 
have an effect on the process 



Special issues 

 5th Amendment issues: the youth may refuse to 
discuss the offense, or participate in the interview. 

 How significant this is depends on the circumstance 

 Other incriminating information: 

 Need it for the assessment 

 Can end the assessment if it’s bad enough 

 Judge who may hear the trial, hears the bad stuff – can’t un-
ring that bell. 

 LONG delays in some cases while the youth ages. 







Other issues 

 Political pressure in high profile cases will 
play a role 

 Particularly with elected DA and Judges 

 Community tolerance plays a role 

 Be clear about who owns the privilege on 
your information. 

 Negotiated settlements in high profile cases 
are usually a good idea. 




