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Myths and Facts Regarding Sexuality
and Individuals with Developmental

Disabilities

Respond True or False

Most people with a Developmental Disability receive adequate sex
education while in school.

Individuals who are severely or profoundly delayed are safe from sexual
abuse because they live in highly supervised settings and are never left
out of the sight of staff or family members.

Sex education must be given to a child at a certain age to be beneficial.

Most persons who are developmentally delayed do not have a sexual
drive.

Teaching Relapse Prevention Therapy to individuals with
developmental disabilities who have sexually offended, is more difficult
than with the non-disabled population.

Individuals with developmental disabilities have a poor prognosis for
successful dating and marriage.



Developmentally -Delayed
Sex Offenders

Have fewer victims

Commi t f ewer oseri ouso s
mINor or nuisance offences

Smaller proportion of female victims (50% v. 89%)
Display significantly more social skills deficits

Present as sexually naive, lack interpersonal skills,
difficulties interacting with opposite sex



Developmentally -Delayed
Sex Offenders

g
g
g

ner INCIC
ner INCid

ner INCid

ence of family psychopathology
ence of psychiatric illnesses
ence of delinquent or other

criminal behaviour

Lower degree of specificity with respect to
victim age gender and type of offense

Greater risk to re offend under certain
circumstances



Developmentally -Delayed
Sex Offenders

Developmentally delayed offenders have
significant cognitive limitations and often
experience difficulties in many or all of the
following domains:

x Communication x Self-care

x Home living x Soclal skills and
x Community use relationships

x Self-direction x Health and safety
x Functional academics x Lelsure and work

x Sexuality



Imminent Closures

x 1N 1999 The Adult Occupational Center
(Edgar) closed, leading to a release to the
community of a number of individuals who

were deemed at high risk
x The remainder of these scheduled hospitals
are also slated for closure
i Rideau, South-West, Huronia



Past Closures

x Prior to offenders from Edgar moving to the
community, risk assessments were
completed by Vern Quinsey et al.

i VRAG

i No studies have been done looking at outcome,
post-Edgar

i Most are still in the community

x A number of individuals were deemed to be
unassumable risks, but were released to the
community anyway.

i The same is likely to happen in the near future



Dual Diagnosis

x Total number with a dual diagnosis is
about 75%

x  May Include:

i pedophilia, hebephilia, voyeurism, frottage,
exhibitionism, bi-polar mood disorder,
depression, borderline personality disorder,
obsessive-compulsive disorder, attention
deficit and hyperactivity disorder and
Intermittent explosive disorder.



Funding Sources

Ministry of Community & Social Services

x Core Funding

x Purchase of Service Agreement
x Special Services at Home

x Service Resolution

x  Crisis Capacity Networks



RISK

Issues In risk assessment



Sex Offender Risk Assessment

What 0s I mportant ?

The research literature on sex offender risk
assessment has exploded in the past 10-15
years.

What was once nNstone Kkn

IS now a highly refined and intentional

science.

However, we arenot ther
i Particularly, regarding special needs groups




RISk Assessment

x What Is the risk to the community?
x What Is the risk to the individual?
x |s the risk low, moderate, or high?



Differential Diagnosis
Historical and Environmental Hypotheses

Structure

x |s there privacy?

x |s appropriate sexual expression
allowed/encouraged?

x Attitude of staff and parents/family?

x Policies around sexuality of supporting
agency, group home or residence.

Modeling
x Has the client learned about social distance,
boundaries, private talk?




Historical and  Environmental Hypotheses

Behavioural

x Sexual behaviour to get attention?
To avoid a task?

Control?

Communication?

Learned?

X X X X

Socio-sexual And Social Skills
x Inappropriate courtship skills, social skills,

interactional skills?

Partner Selection

x Do they have access to appropriate partners
i (i.e. same age peers vs. staff or children)?




Historical and Environmental Hypotheses

Sexual Knowledge

x What do they know about healthy sexuality?
x  Where/How did they learn about sex?

x Who did they learn about sex from?

= What did they learn about sex?

Sexual Learning History

x What consegquences has sex had?

x Punishment, sterilization, aversive stimulus, etc?
x  Myths about sexuality.




Historical and Environmental Hypotheses

History Of Abuse
x Any history of physical, emotional or sexual abuse?

Sexual Behaviour

x What kinds of sexual behaviour (if any) have they
engaged in other than the offense or referring
problem?

x |s there any appropriate sexual behaviour?

Perpetual Arousal
x |s client always aroused, masturbates all the time,
never to completion?




Medical and Psychiatric Hypotheses

Medical
x Any medical or physical condition to explain

behaviour?
i Infection, allergies, clothing too tight, hypersensitivities

Medication

x  Side effects from meds?
i decrease in sex drive, inability to get an erection

Psychiatric

x Dual Diagnosis?
i substance abuse, PTSD, re-enactment of behaviour

Hypersexuality
x EXcessive sex drive




RISk Assessment

History of Offense

Victim choice / Age / Gender
Criminal History

Anger / Aggression

Deviant Sexual Arousal
Patterns (i.e., Paraphilia)

Attitudes about Sexuality
Empathy for Victim
Cognitive Ability
Cognitive Distortions
Mental Health Issues

X

X

X

Social Judgment

Relationship / Courtship
skills

Social Supports
Self-esteem

History of Abuse

Alcohol / Drug use
Accepting of Responsibility
vs. Denial

Willingness to participate in
treatment



Background Information

Legal, Court And Police Involvement

Psychiatric Assessments
x dual diagnosis, personality disorders, medication

Psychological Asessments

x |evel of functioning, strengths, weaknesses, learning
style

Phallometric Assessment
x arousal patterns, deviance?



Assessment Tools

evaluating clients with developmental
delay requires creativity

traditional tools may not be very helpful
Socio-Sexual Knowledge & Attitude Test (SSKAAT)
Card Sort Test

Draw a Person Test

Susan Ludwig Boundary Assessment

Relapse Prevention Test

YAl Verbal Consent Tool

u
u
u
u
u
u



Phallometric Testing

many studies suggest that PHM is reliable
and valid for age-gender preference

Inconsistent findings regarding activity
preferences

recent findings (Fernandez) suggest that test-
retest is inadequate In testing for pedophilia
In girl-object offenders

research too often fails to report reliability and
validity statistics

are phallometrics clear with DD population?



What Role Does Context Play?

IS it the behaviour or the context In
which i1t occurs that is deviant?

How much is determined by the

Intensity of the behaviour?

Clearly, all or most
behaviours have non-paraphilic

variants.



Location Laminate D




Emotional Congruence

over-identification with childhood
i Peter Pan Complex

strong diagnostic indicator of pedophilic
Interests

difficult to differentially diagnose in a
developmentally-delayed population



Assessment Tools

When used effectively, actuarial scales provide
an important anchor to guide our risk
assessment

i reintegration potential

Static-99, SORAG, RRASOR are actuarial
scales

Use of actuarial scales provides the client with
more concrete information regarding their

status, and helps to make the system more
objective




RRASOR
Hanson (1997)

Prior sex offenses
0-3

Any male victims
0-1

Any unrelated victims
0-1

Age (under 25; over 25)
0-1



STATICO9 ltems
Hanson & Thornton (1999)

Scores range 0to 12

Prior sex offences (same rules as in RRASOR)
Prior sentencing dates (excluding index)

Any convictions for non-contact sex offences

Index non-sexual violence

Prior non-sexual violence

Any unrelated victims

Any stranger victims

Any male victims

Young (aged 18 0 24.99)

Single (Ever lived with lover for at least two years?)



Risk & Developmental Delay
Tough (2001)

RRASOR more useful than STATIC-99 In
predicting reoffense

i perhaps, because STATIC-99 includes
considerably more emphasis on criminally-
judged violence, which is less evident in

developmenta

i focus on pedo
rape-prone be

ly-delayed population
ohilic interests rather than

naviours?



Dynamic Risk & DD

clearly, developmentally-delayed
offenders are at a disadvantage In

regard to most, If not all, dynamic risk
variables

i differential diagnosis Is difficult



Current Environmental Conditions

x Willingness of client, family, agency
Involved to participate in treatment.

x Court / probation orders?
x Risk factors in present setting

SAFETY PLAN



SEEIWVARENR

Client Name: D.O.B.:
Date: Review Date:

A Sexuality Assessment has been completed and an
Individual Behaviour Program has been designed by
Peel Behavioural Services to assist the client in
developing appropriate social and sexual behaviour and
avoiding any behaviours which are either inappropriate
or against the law. In order to help the client to follow the
recommendations of the program and to keep himself
and the community safe the following safety guidelines
detailed below are recommended from a treatment
perspective.



1. Itis recommended that the client be supervised by a
responsible adult over the age of 18 who is advised of his
Behaviour Program and Safety Plan when in the community.

2. The client is not to be in the company of children under the
age of 18 unless supervised by a responsible adult over the
age of 18 who is aware of his issues.

3. Inthe community avoid being in areas such as public
washrooms, parks, playgrounds, swimming pools, beaches,
etc. where there are large numbers of children, even when
supervised.

4.  Staff are required to fill out an Outing Journal data sheet for
every outing.

| have read and understand the above recommendations.
Name: Name:

Signature: Signature:
Date: Date:




ITREATMENT

Issues for risk management



Treatment Team

Behaviour Associates (6-25 hrs/client)
Behaviour Therapist
Forensic Psychologist
Consulting Psychiatrist(s)
Outside Consultant(s)
Secretarial Support

Clinical Director

Supervisory Agencies (Probation, Police, Parole)



Information Sharing

most new research suggests that collaborative
approaches are best
team work Is critical, especially across agencies

i e.g., BMS, CLS, residential services, Police Risk
Management Panels, Probation, Parole, consultation
and sharing of expertise, workshops and symposia

clients must understand that we work together
i e.g., Information sharing protocols
free flow of 1 nformati on

i less secrecy and overt manipulation by clients
i swift identification and management of problems



Program Delivery
Treatment Components

Sex Education
Public vs. Private
Social Skills

Age Discrimination
Relationship Training
Social Responsibility

Anger Management
Problem Solving

Relapse Prevention
Risk Management
Plans

Supervision
Community Access



Program Delivery

x Both individual and group treatment are
provided

x Groups:
i Boundaries
i Relapse Prevention
i Relationships
i Abuse Prevention



Data Collection

Examples of data collection formats

x Community Access Data

x Arousal Diary

x Hassle Logs

x The Four FOSs

x  Audit for Treatment Adherence

x Frequency of Behavioural Indicators
x Adherence of Safety Plans






