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Abstract 

This paper is an analysis of 10 qualitative, peer-reviewed studies exploring the aspects of the 

experience of youth with problem sexual behaviour (PSB) that act as barriers and facilitators to 

treatment. PSB is defined as sexual behaviour in children and youth under the age of 18 years 

that is outside expected development. Youth with PSB are a heterogenous group, though the 

influence and prevalence of insecure attachment has been recently recognized in this population. 

While effective, evidence-based treatment exists, there is no clear path of referral from 

identification to treatment. The results indicate that presently, youth are subject to inconsistent 

and varied responses, hindered by misconceptions. Four primary themes emerged from the 

experience of youth with PSB: caregiver impact, system response, treatment factors, and stigma. 

A further seven subthemes were identified as barriers, and four as facilitators. These findings 

allow therapists greater understanding into the experience of youth with PSB and how treatment 

currently exists within the systemic response to these behaviours. Additionally, these insights 

may inform more thorough education for therapists around child and adolescent sexual 

development. Therapists are also encouraged to reflect on and enhance their role within the 

multi-disciplinary systems and teams that support youth with PSB. In this paper, the author 

provides a methodological analysis, discusses ethical considerations, and makes 

recommendations for future research.   

Keywords: problem sexual behaviour, harmful sexual behaviour, juvenile sexual offenders, child 

advocacy centre, attachment theory, systemic response 
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The Experiences of Youth with Problem Sexual Behaviour: Barriers and Facilitators to 

Treatment 

In the field of counselling psychology, effective treatments for children and youth with 

problem sexual behaviours (PSB) are well-researched, however, they do not appear to be 

consistently offered or accessed. These youth represent approximately a third of those arrested in 

child sexual abuse cases across North America and the United Kingdom (UK) (Finkelhor et al., 

2009; Hackett, 2014; Varma & Leroux, 2019). However, there may be jurisdictional 

inconsistencies in the systemic response for some children and youth displaying PSB (Silovsky, 

et al., 2019; Tener et al., 2020). It is being increasingly recognized that punitive measures, often 

based on adult models, have been shown to be developmentally inappropriate yet continue to 

persist as the standard in many countries and regions (Chaffin, 2008). Overall, the literature 

shows an increased understanding of PSB and treatment for these youth, however, models of 

response that fail to integrate this new knowledge.  It is important for therapists to understand the 

barriers youth with PSB and their families must overcome to access treatment.    

Research problem 

 It is unclear how treatment is systematically accessed by youth with PSB and their 

families. Youth with PSB make up about a quarter of all sexual offenders known to police in 

North America and just over one-third of sexual offenders of child sexual assault across 

America, Canada and the UK (Finkelhor et al., 2009; Hackett, 2014; National Children’s 

Alliance [NCA], 2017; Varma & Leroux, 2019). Despite knowing numbers of youth involved in 

the criminal justice system, the prevalence of PSB in the general population is unknown (Chaffin 

et al., 2008; Finkelhor et al., 2009; National Society for the Prevention of Cruelty to Children 

[NSPCC], 2021). This may be in part because incidents of PSB without legal involvement are 
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not systematically tracked (Silovsky, et al., 2019). Furthermore, PSB not involving victimization, 

such as excessive masturbation, may still have detrimental effects on youth though may never 

come to the attention of systems.   

Several treatments have been found to be effective for youth with PSB, including 

cognitive behavioural therapy (CBT) and multi-systemic therapy (MST). These treatments report 

low recidivism rates ranging from 2-15% (Chaffin, 2008; Dopp et al., 2017; NCA, 2017). These 

outcomes reflect future offending rates as low as non-PSB peers in some cases (Chaffin et al., 

2008; Silovsky et al., 2019). However, it is unclear how these treatments are offered, accessed, 

or systematically made available to youth and their families. As a preventative measure for child 

sexual abuse, as well as improving children and youths’ ability to effectively regulate emotions 

and manage their behaviours, it is important that the field of counselling is aware of the factors 

that play a role in the youths’ access to treatment.   

 As researchers continue to investigate and uncover new information about children and 

youth with PSB and recommend leading evidence-based practice in their treatment (Dopp et al., 

2017; Hackett et al., 2013; Leppink et al., 2016), it is imperative that therapists and other 

professionals working alongside these children and youth understand how youth experience 

intervention after the identification of their PSB. The NCA, the American body of accreditation 

for Child Advocacy Centres, recently recommended that CACs play a role in case management 

of PSB cases: facilitating collaboration and referrals for youth with PSB, their families, and 

involved professionals. Due to their specialized expertise in serving children and youth, CACs’ 

multi-disciplinary team (MDT) and community focus are well suited to address the 

recommended multi-systemic and community-based interventions for these youth. However, 



9 
 

CACs traditionally only offer treatment to young victims, not those children and youth 

traditionally identified as offenders 

Significance 

 Though the prevalence rate in the general population is unknown, it is being increasingly 

understood through research that children and youth with PSB benefit from age-appropriate 

intervention and treatment. However, there remains a gap in knowledge around where this 

treatment is offered and how youth with PSB and their families access it. Knowledge around 

what and how these youth experience responses to PSB from disclosure to treatment, may give 

us insight into how access to treatment for youth with PSB and their families can be improved. 

This study seeks to answer the following question: “how can the experiences of youth with 

problem sexual behavior (PSB) help us understand treatment barriers and facilitators?”.  

Problem Sexual Behaviours 

 To understand youth’s experience of PSB, it is important to understand what PSB is. 

First, it is necessary to recognize that there exists developmentally appropriate sexual behaviour 

at every age. These expected sexual behaviours in children and youth are typically characterized 

as spontaneous, curious, easily redirected, and depending on stage of development, consensual 

and occurring with equal-ability peers (True Relationships & Reproductive Health [True], 2019). 

PSB is then defined as sexual behaviour outside expected development, that may occur 

frequently, is considered coercive or aggressive, and/or is considered harmful to self or others 

(Fonagy et al., 2015; NCA, 2017; Shields et al., 2018; Silovsky et al., 2019). This behaviour 

occurs on a continuum, with coercive victimization, such as an older child offering treats for 

sexual acts or non-consensual intercourse with a peer, representing the most severe end (Hackett, 
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2014; Shawler et al., 2020; True, 2019). It seems generally accepted in literature that youth with 

PSB can include anyone under the age of 18 years, though individual studies may focus on 

smaller age ranges either above or below a country’s criminal age of responsibility, or due to the 

availability of participants.   

The term youth with PSB is used intentionally in this study. PSB is referred to by many 

different labels in the literature, such as illegal sexual behaviour, sexual offending, and sexual 

abuse. Additionally, both children and youth are often labelled as juvenile sexual offenders 

(JSOs) or perpetrators.  A shift in literature in the last ten years reflects the use of person-first 

language when referring to this population as children and youth with PSB, something that is 

also widely recommended by child abuse advocates (Chaffin, 2008; Hackett, 2014; NCA, 2017).  

Regionally, it is sometimes referred to as harmful sexual behaviour (HSB) which still reflects the 

use of person-first language in an effort to distance practice from stigmatizing, harmful labels 

(Hackett, 2014).  

Characteristics of Youth with PSB  

 Though prevalence in the general population is unknown, research in criminal and 

clinical populations shows youth with PSB are a heterogeneous population (Dopp et al., 2017; 

Fonagy et al., 2015; Silovsky et al., 2019; Worling & Langton, 2012) with few common 

characteristics. They differ in risk factors, demographic features, and familial history (Silovsky 

et al., 2019). Some known risk factors include exposure to sexual content, childhood trauma, and 

poor parental supervision (Shawler et al., 2020). Additionally, specific attachment characteristics 

and social isolation seem to be linked with acting out sexual behaviours on others, hypothesizing 

that this behaviour could be an attempt by the youth to meet their psychosexual needs with non-

peers, such as younger children (Keiley et al., 2015; Sitney & Kaufman, 2020; Yoder et al., 
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2018). Several gaps remain in the literature, including that most studies involving youth with 

PSB almost exclusively studied male populations, though it is speculated that in early childhood 

behaviours may be more prevalent in females (Chaffin et al., 2008; Finkelhor, 2009). Authors 

Robson and Lambie (2013) argued that the lack of reported incidence of girls and women acting 

out sexually could be in part due to societal disbelief that women can offend sexually.   

Leading Evidence-Based Treatments  

 Several evidence-based treatments appeared in literature on children and youth with PSB, 

including CBT and MST. CBT interventions range from PSB-specific CBT with group and 

caregiver sessions (CBT-PSB) to models originally developed for adult offenders. It is 

increasingly recognized that treatment programs for adults do not address the inherent 

differences between adult offenders and youth with PSB; these include youth often having fewer 

victims, and the incidents being more impulsive and situational in nature (Shawler et al., 2020). 

MST for PSB is described as a family- and community-based treatment that seeks to address 

youth with serious behavioural problems on a multisystem level, with interventions aimed at 

individual, family, peer, and school settings by a multidisciplinary team (Letourneau et al., 

2013). Several follow-ups on the original randomized controlled trial have evaluated the long-

term treatment gains of the intervention. These papers expound the success of enhancing 

parenting abilities and overcoming logistical barriers with pragmatic solutions, such as 

conducting therapy at the youth’s home and therapist availability 24/7 to accommodate schedules 

and crises (Letourneau et al., 2013). Furthermore, a published proposal described a large-scale 

trial to be conducted in the UK, the first to be done outside America by researchers not involved 

in MST’s development (Fonagy et al., 2015). Another treatment published was Keiley et al. 

(2015)’s long-term intervention used in male juvenile correctional institutions in Alabama, 
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multiple-family group intervention (MFGI). While youth were in residential settings, family 

were involved at great effort and expense as the intervention sees attachment and affect 

regulation at the heart of sexual behaviours. For younger children, there exist play therapy 

groups, such as the Boundary Project: an attachment-focused therapy utilizing CBT, 

mindfulness, emotional regulation strategies and other interventions (Gil Institute of Trauma 

Recovery & Education, n.d.). Finally, research has shown that children and youth with PSB need 

not access only PSB-specific programs, comparable outcomes have also been found in evidence-

based, developmentally appropriate programs like trauma-focused CBT (Chaffin, 2008; NCA, 

2018). 

Themes of Best Practice 

 Two main themes emerge as it relates to best practice within treatment of youth with 

PSB: community-based treatments and caregiver involvement (Chaffin, 2008; Dopp et al., 2017; 

Keiley et al., 2015; Silovsky et al., 2019; Worling & Langton, 2012; Yoder et al., 2018). While it 

has long been assumed that lengthy, restrictive therapy was needed to address PSB, research 

shows significant support for youth remaining in their communities (Chaffin, 2008; Silovsky et 

al., 2019; Worling & Langton, 2012). Worling and Langton (2012) made a strong case for why 

institutionalizing youth has potentially detrimental effects on attachment, while also being 

counter-productive to reducing reoffending. Locking up youth with PSB in secure settings away 

from their caregivers and communities at a developmentally-sensitive period risks aggravating a 

youth’s existing attachment difficulties (Worling & Langton, 2012). Also, in support of 

community-based treatment, Silovsky et al. (2019) concluded that it resulted in overall 

improvements to the family’s wellbeing.   



13 
 

 The importance of caregiver involvement was stated in nearly all research around 

treatment of PSB. Chaffin (2008) found that the clinical literature for PSB reflected that youth’s 

current caregivers must be included in treatment; this is theorized to be for several reasons, 

including how the home environment contributed to the development of PSB and the role 

caregivers play in day-to-day support. Dopp et al.’s (2017) comprehensive literature review of 

evidence-based treatment for youth with PSB showed the most successful treatments involved 

caregivers, likely due to their focus on parenting skills and relationship. As Yoder et al. (2018) 

proposed that attachment deficits are the root of the development of PSB, they believed that 

family involvement in responding to the behaviours is crucial to effective treatment.  

Additionally, other authors illustrated the need to include family to strengthen attachment bonds 

and emotional regulation, resulting in longer lasting psychosocial and behavioural success for the 

population (Keiley et al., 2015; Worling & Langton, 2012).   

Theoretical Framework 

 Insecure parent-child attachment relationships have been theorized to play a role in both 

the etiology of PSB, as well as the treatment. Attachment theory is a developmental theory of 

personality that assumes that one’s earliest close relationships are the context of development; 

affecting how one experiences and regulates emotions, as well as how one adapts behaviourally 

(Bowlby, 1969; Johnson, 2019; Sitney & Kaufman, 2020). The theory suggests that early 

attachment with key caregivers not only influences one’s behaviour and affect, but how one 

views themselves and the world (Keiley et al., 2015). Consistent and predictable emotional and 

physical connection by central caregivers fosters secure attachment, which is connected to 

virtually all positive measures of wellbeing, including stress resilience, self-esteem, and effective 

emotional regulation (Johnson, 2019). Adolescents with secure attachment relationships to their 
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caregivers are found to have greater ability to perceive, label, express, manage and regulate their 

emotions (Mónaco et al., 2019). In addition, they were found to have lower levels of stress and 

higher life satisfaction (Mónaco et al., 2019).  

When these consistent conditions and attachment needs are not met, insecure attachment 

can develop. Insecure attachment is characterized by emotional dysregulation and loss of 

openness; these individuals may experience frequent feelings of fear, helplessness, and distress 

when connection to their attachment figure is threatened (Johnson, 2019). This can lead to 

anxious and avoidant patterns of regulating emotions and engaging with others, ranging from 

vigilant to dismissive strategies (Johnson, 2019). It has been theorized that problematic 

behaviour in children and youth, such as PSB, may develop through parent’s ineffective affect 

regulation and the insecure quality of the attachment relationship (Keiley et al., 2015). 

Furthermore, experiences of abuse can contribute to these insecure or disorganized attachment 

styles, resulting in children with inadequate means of managing emotional dysregulation (Keiley 

et al., 2015; Robson & Lambie, 2013; Sitney & Kaufman, 2020). Unlike their secure peers who 

seek out connection as a means of managing stress, children with insecure attachment are often 

unable to manage their affect and may develop habitual fight or flight behaviours, of which 

inappropriate sexual behaviour can fall in either category (Keiley et al., 2015). Finally, findings 

of a recent study showed that indeed youth with PSB were found to have poorer quality 

relationships with their caregivers than other incarcerated youth, this was theorized to be 

exacerbated by the potential rejection by parent due to the stigmatized nature of PSB (Sitney & 

Kaufman, 2020). Thus, it seems imperative for attachment relationships and behaviours to be 

considered in responses to PSB.    

Researcher’s Position 
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 The inception of this study began several years ago during my time working within a 

CAC. One case arose in which a young adolescent disclosed historical sexual abuse during their 

interview as the “offender” on a case. As a result, their own interview as a child that had 

experienced sexual abuse was booked at police headquarters, rather than the child-friendly 

environment of the CAC. There had been several previous instances where a child had 

experienced sexual abuse, then had a subsequent file as an “offender”; our team would get 

creative to ensure that child was supported through the court case as the victim. However, a 

newer member of our MDT expressed their discomfort with the idea that this youth, due only to 

the timing of their disclosure, would not be provided the supportive services they deserved. We 

gathered information and assembled as an MDT to begin advocating for a shift in practice. 

Furthermore, as an agency we frequently dealt with sibling sexual abuse cases and had limited 

and restrictive resources to refer to. Despite the NCA’s recommendation that CACs play a role in 

providing services for youth with PSB, and the growing number of CACs in Canada, few 

resources or examples exist on how the MDT may serve children and youth with PSB in the 

Canadian context. I hope this paper can provide knowledge and evidence-based 

recommendations to help organizations begin these conversations.   

Research Methodology 

 To better understand the experience of youth with PSB accessing treatment, 10 empirical 

studies were chosen (Table 1). Ultimately, research studies were included that explored how 

children and youth experience intervention from identification of PSB through to treatment. The 

purpose of this section is to critique and synthesize the research methodologies of the 10 chosen 

studies. The process of selection will be detailed, followed by discussion of research paradigms, 

sampling methods, participants, data collection, and data analysis procedures of the 10 studies.   
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 To choose the best 10 research studies, City University of Seattle and the University of 

Alberta’s online libraries were searched, providing access to a number of academic databases, 

such as Taylor & Francis, EBSCO, and SAGE Knowledge. The search started with two 

keywords problem sexual behaviour and youth, as well as their variations and combinations: 

harmful sexual behaviour, juvenile sexual offenders, children, teen, and adolescents. The search 

was refined to scholarly, peer-reviewed journal articles published in the previous five years. This 

primary search returned an abundance of material exploring the characteristics of the population, 

treatment outcome studies, comparison of sexual and non-sexual offending, and several 

qualitative explorations. Prior to beginning the search, the original intention had been to look for 

studies exploring how youth first accessed treatment, though upon familiarization with the 

available research, it became obvious there was a gap in addressing these processes. Thus, an 

expansion of the area of interest was necessitated to include a broader timeline of the experience 

of children and youth with PSB: from identification through to treatment. Eventually, the 

timeline was expanded to 10 years to ensure the inclusion of a foundational study on participant 

perspectives of treatment with a strong focus on cultural needs oft-cited in other research (Geary 

et al., 2011). Studies that were ultimately excluded were studies outside the timeline of interest, 

such as those addressing prevention and exploring prior childhood experience. Moreover, those 

focusing on population characteristics, professionals’ knowledge of PSB, treatment outcomes, 

and funding or training to implement PSB treatment programs did not provide insight into how 

children and youth with PSB experienced intervention and so, were excluded. 

 The 10 articles chosen (see Table 1) provide an international selection of qualitative 

explorations of the identification, post-disclosure and treatment experiences of youth with PSB; 

they include the voice of the youth themselves, their caregivers and the professionals providing 
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intervention. These articles will be critically analyzed to better understand how the knowledge of 

youth with PSB’s experience is constructed.    Studies will be examined by paradigms; sampling, 

recruitment, and participants; data collection; and data analysis.   

Table 1 

Summary of Research Articles 

Author(s) Title Year Research 
Method and 
Paradigm 

Research Inquiry and 
Relevance to Current Paper 

Balfe, M., Hackett, 
S., Masson, H., & 
Phillips, J. 

Experiences of 
Young People with 
Harmful Sexual 
Behaviors in 
Services: A 
Qualitative Study 
 

2019 Qualitative 
Constructivist  

Study explored the characteristics and 
experience of youth with PSB in treatment 
and the issues treating professionals face when 
working with them. 

Treatment experience.   

Geary, J., Lambie, 
I., & Seymour, F.  

Consumer 
perspectives of New 
Zealand community 
treatment 
programmes for 
sexually abusive 
youth 
 

2011 Qualitative 
Constructivist 

Study sought to identify consumer 
perspectives of strengths and weaknesses of 
program delivery for community treatment 
programs for sexually abusive youth.   

Treatment experience.  

Gervais, C.L. & 
Romano, E. 

Safeguarding child 
rights and enhancing 
caregiver 
responsibilities 
among Canadian 
parents of youth who 
sexually offend 
 

2018 Qualitative 
Constructivist 

Study explores caregivers’ sense of 
responsibility in situations where their child 
has engaged in sexual offending behavior. 

Post-disclosure experience.  

Kelley, A., Shawler, 
P., Shields, J.D., & 
Silovsky, J.F. 

A qualitative 
investigation of 
policy of youth with 
problematic sexual 
behavior 
 

2019 Qualitative 
Constructivist 

Study explores the community’s perceptions 
of policies and policy reforms within systems 
addressing PSB of youth.  

Post-disclosure experience.  

Kjellgren, C. (2019) Perspectives of 
young adult males 
who displayed 
harmful sexual 
behaviour during 
adolescence on 
motive and treatment 
 

2019 Qualitative 
Constructivist 

Study explores how young adults remember 
their sexually abusive behaviour during their 
adolescence, how this behaviour was 
disclosed, how they experienced interventions, 
and how these memories affect their adult life. 

Identification, post-disclosure, and treatment 
experience.  
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Shawler, P., Silvis, 
V.G., Taylor, E.K., 
Shields, J., Beasley, 
L., & Silovsky, J.F. 

Early identification 
of youth with 
problematic sexual 
behavior: A 
qualitative study 
 

2020 Qualitative 
Constructivist 

Study examines how disclosure and 
identification of youth with PSB occurs and 
reaches professionals. 

Identification experience.  

Shields, J.D., Coser, 
A., Beasley, L.O., & 
Silovsky, J.F. 

A qualitative 
examination of 
factors impacting 
family engagement in 
treatment for youth 
with problematic 
sexual behavior 
 

2020 Qualitative 
Constructivist 

Study examines facilitators and barriers to 
engagement of families in an evidence-based 
practice for youth with PSB. 

Treatment experience.  

Shields, J.D., 
Klinkebiel, C.M., 
Taylor, E.K., 
Espeleta, H.C., 
Beasley, L.O., & 
Silovsky, J.F.  

A qualitative analysis 
of family perspective 
on treatment services 
for youths with 
problematic sexual 
behavior 
 

2018 Qualitative 
Constructivist 

Study examines how treatment impacts family 
members thoughts, feelings, and behaviours.  
What strategies and processes are 
helpful/problematic and what their perspective 
is regarding how to improve treatment 
process. 

Treatment experience.  

Tener, D., Newman, 
A., Yates, P., & 
Tarshish, N. 

Child Advocacy 
Centre intervention 
with sibling sexual 
abuse cases: Cross-
cultural comparison 
of professionals’ 
perspectives and 
experiences 
 

2020 Qualitative 
Constructivist 

Study aimed to compare staff perspectives and 
experiences of working with sibling sexual 
abuse cases across two Child Advocacy 
Centres in different cultural and legal 
contexts.  

Post-disclosure experience.  

 

Yoder, J.R. & 
Brown, S. 
 
 

Challenges Facing 
Families of Sexually 
Abusive Youth: What 
Prevents Service 
Engagement?  
 

2015 Qualitative 
Constructivist 

What circumstances, situations, and contexts 
prevent families from becoming engaged in 
treatment?  

Treatment experience.   

 

Research Paradigms 

 The authors of all 10 studies used a qualitative research design, rooted in a constructivist 

paradigm. Constructivism acknowledges that multiple realities and lived experiences shape our 

understanding of the world and seeks to explore the complexity of views to explain a particular 

phenomenon (Creswell & Poth, 2018). The following section will examine how paradigms 
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influence research and, what this paradigm tells us about the knowledge presented on the 

experiences of children and youth with PSB.   

Constructivism 

 Constructivism rejects the idea that there is singular truth or objective reality to be 

discovered; rather that understanding of phenomena comes from understanding how humans 

have made meaning of their experience. A noteworthy tenet of constructivism is the desire to 

explain the phenomenon through the lens of those experiencing it (Costantino, 2008). Six of the 

10 studies examined sought to introduce the voice of the youth with PSB and their families; the 

other four consisted of professionals reflecting the experience of youth and families. 

Furthermore, all but one study gathered these perspectives through semi-structured interviews 

with open-ended questions, allowing, as constructivism asserts, opportunity for participants to 

make meaning of their own experience (Creswell & Poth, 2018). Constructivism does not require 

researchers to distance themselves from their data, but rather to recognize how their backgrounds 

mold their interpretation (Creswell & Poth, 2018). As such, most of the authors of the chosen 10 

studies worked in close proximity to youth with PSB and/or the systems that respond to them. 

Additionally, the researchers took on varyingly active roles in recruitment, data collection and 

data analysis.  Tener et al. (2020), in particular, not only conducted their focus groups but also 

included a reflexive writing practice into their research design in order to remain aware and 

cognizant of how their ideas and feelings developed during the analysis process.  

 Another notable commonality within the 10 research studies was the presence of an intent 

to inform change to systems through their research. This is in line with more recent 

acknowledgement that research can advance social justice issues and that constructivism is in a 

position to do so through its production of knowledge and particular attention paid to the 



20 
 

researcher-participant relationship (Mertens, 2019). The research, and language, of youth with 

PSB is transformational in its attempt to challenge long-held and harmful beliefs, assumptions, 

and practices around children and youth as “sexual offenders”. It is unsurprising then, that 

research about these young people looks to inform policy and practice. Geary et al. (2011) and 

Kelley et al. (2019) were explicit in their intent for their research to inform change to specific 

national programs, while Gervais and Romano (2018) made considerable efforts to engage 

parents by ensuring a handout would be co-created with their input to provide education to other 

Canadian parents. Finally, at least four of the studies were participating in a larger study, funded 

by an American branch of government, in which participating sites were funded based on a 

“commitment to a system-wide change effort for youth with PSB” (Kelley et al., 2019, p.1349).   

Summary 

 The prevalent use of the constructivist paradigm in the study of children and youth with 

PSB suggests that researchers conceptualize this population’s experience as socially-constructed, 

understood through the participants’ lived experience, and holding the potential to inform 

change. A benefit of this conceptualization includes that knowledge of youth with PSB and how 

they access treatment is collaboratively constructed by researchers and those participating in the 

experience, identification, and treatment of PSB. Additionally, that tapping into the experience of 

vulnerable and marginalized youth with PSB is not merely to document and comment, but rather 

to inform necessary change and improvements to the systemic response to their behaviours. 

However, the exclusive use of constructivism in research on youth with PSB creates gaps, such 

as, a lack of information on prevalence, as well as the inability to show statistical relationships 

that may improve the facilitation of treatment for these young people.   
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Much of the research in the field of youth with PSB does not emerge from a postpositivist 

paradigm, that is, that there exists an objective reality in their experience. The quantitative 

methodology provides some hurdles to studying a high-risk, vulnerable population of unknown 

size. Random sampling would be difficult given the sensitive nature of the inquiries and the 

requirement of mandatory reporting.  Furthermore, accessibility to criminal and clinical 

populations make it difficult to explore large numbers. Despite this, there is a great deal of 

knowledge to be gained from the postpositivist paradigm. Firstly, there appears to be 

overwhelming consensus that the true prevalence of PSB behaviour is unknown, leading to a 

great difficulty in assessing the magnitude and impact of research in this field.  The postpositivist 

desire to use standardized tools and language may be of great benefit in creating some clear 

language around PSB; moreover, the postpositivist researcher often creates distance between 

themselves and the participants which could be appealing to this highly stigmatized population 

of caregivers and youth. Furthermore, quantification and statistical relationships are often 

important and deemed necessary in justifying systemic change; exemplified in showing 

relationships between current punitive practices and outcomes.   

 Examining how the constructivist paradigm influenced the 10 research studies allows for 

a greater understanding of the influence of the research findings. A predominant perspective was 

that participant experience could help inform change within the systems responding to youth 

with PSB. In the following section, the sampling, recruitment, and participant characteristics of 

the selected studies will be examined.   

Sampling, Recruitment, and Participants 

It is difficult to study large samples of youth with PSB because of accessibility to these 

vulnerable and often criminalized youth, in addition to relatively small numbers of youth with 
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PSB known to the systems (Finkelhor et al., 2009). Utilizing qualitative approaches allows for an 

in-depth examination of the experiences of youth with PSB with smaller samples that are easier 

to obtain. The researchers of all 10 qualitative studies used purposive sampling to identify youth 

with PSB, their caregivers, and professionals who could provide perspective on the experience of 

PSB. This recruitment was largely done at sites involved in the ‘systemic response’ and 

treatment of this behaviour, reflecting the experience of youth who had disclosed and engaged in 

some form of intervention. Systemic response includes the multi-disciplinary agencies that 

respond to PSB after disclosure by law or mandate; these include , but not limited to, education, 

child welfare, law enforcement, and criminal justice systems. Sample sizes of the 10 studies 

ranged from 12 to 293 participants. In this section, types of sampling, recruitment of participants, 

sample sizes, and participant characteristics of the studies will be discussed (see Table 2 for 

summary).   

Table 2 

Summary of Sampling Procedures 

Study reference 
(Methodology) 

Sampling 
strategy 

Recruitment strategy Participants 

 
Balfe et al., 2019  
(Qualitative) 
 
 
 
 

 
Stratified 
purposeful  

 
A stratified sample was taken from 
all cases sampled from nine services 
in the United Kingdom offering 
services to youth with HSB, falling 
in a nine-year timeframe.  
 

 
n = 117 cases 
95% male 
95% White British 
63% between 13-16 yo 

Geary et al., 
2011 
(Qualitative)  
 
 
 
 
 
 
 
 

Stratified 
purposeful 

Staff approached all participants, (1) 
adolescents and (2) caregivers at 
three of 10 PSB-serving sites in 
New Zealand: SAFE Network 
(Auckland), WellStop (Wellington), 
STOP (Christchurch).  Participants 
were then chosen to ensure diverse 
categories were sampled.   

(1) Adolescents: 
n = 24 
23 male, 1 female 
25% Maori  
80% between 13-17yo 
Sampling categories: 25% therapy 
resistant; 62% out of home 
caregiving; 33% intellectual 
disabilities; 21% conduct disorder; 
17% substance abuse problems; 
12% ADHD; 4% autism 
(2) Caregivers: 
n = 23 
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33.3% male 
33.3% Maori 
50% “family members” (of range: 
parent, extended family member, 
step-parent, placement caregiver) 
 

Gervais & 
Romano, 2018 
(Qualitative) 
 
 
 

Purposive Hospital SW approached families 
attending a hospital-based unit in 
Ontario, Canada providing 
intervention for PSB.   

n = 16 caregivers from 10 families 
34-50 years 
90% White, 10% mixed ethnicity 
Relationship to youth with PSB: 
75% biological parents; 12.5% step-
parents; 12.5% adopted parents  
1-5 children per family 
68.8% employed outside the home 
Education: 18.8% high school 
education; 50% college; 25% 
undergraduate studies; 6.2% 
graduate studies 
Household income $55,000-
$200,000 
 

Kelley et al., 
2019 
(Qualitative)  
 
 

Purposive An administrator at each site acted 
as a recruiter, contacting potential 
participants. The eight American 
sites were chosen through their 
participation in a OJJDP-funded 
project to establish evidence-based, 
MDT-led treatment programs for 
youth with PSB.   
 

n = 219 professionals 
Role: 21.9% treatment agency 
administor; 29.7% treatment 
providers; 48.4% community 
stakeholders (ie: often MDT 
members) 
No further demographics were 
shared 

Kjellgren, 2019 
(Qualitative) 
 
 
 
 
 

Purposive Invitation letters sent to participants 
who had been referred for 
assessment after an incident of PSB 
involving another person in 
Sweden.   

n = 22 young adults 
12-18 years old at assessment of 
PSB 
4-8 years had passed since 
assessment  
17-26 years old at interview  
Treatment received: 50% 
specialized treatment; 36% general 
treatment for anti-social behavior; 
14% no intervention 
73% employed or studying 
68% close relationship with FOO 
and frequent contact with friends 
32% in relationship 
14% were parents 
41% engaged in formal counselling 
in past year 
 

Shawler et al., 
2020 
(Qualitative) 
 
 
 

Purposive Site staff initially reached out to 
local professionals and caregivers; 
the research team then contacted to 
explain study and schedule 
interview.  The eight American sites 
were chosen through their 
participation in a OJJDP-funded 
project to establish evidence-based, 

n = 100 professionals and caregivers 
Role: 19 agency administrators; 27 
treatment providers; 38 community 
stakeholders; 16 caregivers with 
children and youth with PSB 
No further demographics were 
shared 
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MDT-led treatment programs for 
youth with PSB. 
 

Shields et al., 
2020 
(Qualitative) 
 

Purposive The clinical lead of each program 
approached caregivers, connecting 
them to the research team.  The five 
American sites were chosen through 
their participation in a OJJDP-
funded project to establish 
evidence-based, MDT-led treatment 
programs for youth with PSB.   

n = 12 caregivers 
36-67 years old 
83.3% female 
66.7% White; 25.0% African-
American; 8.3% Hispanic 
Youth with PSB relationship to 
caregiver: 58.3% bio-children; 
16.7% grandchildren; 8.3% 
adopted; 8.3% nephew 
Education: 8.3% some high school; 
8.3% GED; 25% high school 
diploma; 25% some college; 25% 
associate’s degree; 8.3% doctorate 
Referral from: 33.3% MH 
professional; 25% child welfare; 
25% self-referral; 16.7% police; 
8.3% juvenile justice; 8.3% court 
order 
 

Shields et al., 
2018 
(Qualitative) 
 
 
 

Purposive Program exit survey was filled out 
by all exiting participants (1), while 
agency staff approached current and 
past caregivers for qualitative 
interviews (2).  The seven American 
sites were chosen through their 
participation in a OJJDP-funded 
project to establish evidence-based, 
MDT-led treatment programs for 
youth with PSB.   
 

(1) Youth: n = 144 
10-14 years old 
92.4% male 
42.4% African American; 32.6% 
Hispanic; 15.3% Caucasian; 1.4% 
Asian; 6.9% mixed racial or ethnic 
heritage; 1.4% missing data 
Referral source: 31% child welfare; 
21% CACs; 12% juvenile justice; 
9% parent; 7% behavioural 
agencies; 5% law enforcement;14% 
other agencies (ie: school or 
medical) 
Court status: 32% charged with 
sexual offense; 14% adjudicated; 
41% mandated to receive treatment 
 
Caregivers: n = 149 
75.8% female  
77% biological parent; 17% foster 
or kinship caregivers 
29.5% Hispanic; 28.2% African 
American; 20.8% Caucasian; 2.0% 
Asian; 1.3% mixed racial heritage; 
18.12% missing data 
 
(2) n = 30 caregivers 
73.3% female 
56.7% Caucasian; 20% African 
American; 6.7% Hispanic; 3.3% 
Asian; 13% missing data 
No further demographics were 
shared 
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Tener et al., 
2020 
(Qualitative) 
 
 
 
 

Purposive In Israel, the first author introduced 
the study and invited participation at 
a staff meeting (1).  In America, the 
second author sent an email 
invitation to CAC staff requesting 
voluntary participants (2).   
 

(1) Israel: 7 focus groups of 5-18 
participants/each  
Roles: social workers, child 
investigators, police, a doctor, 
prosecutors, a case coordinator, and 
a secretary 
 
(2) America: 7 focus groups of 4-18 
participants/each  
Roles: mental health professionals, 
law enforcement professionals, 
child welfare, CAC staff (including 
advocates, ED, forensic 
interviewers) 
 

Yoder & Brown, 
2015 
(Qualitative) 

Purposive, 
followed by 
snowball 

Initially, efforts were made to 
contact all treatment providers on a 
list maintained by an American state 
sex offender management board.  
To increase numbers, participants 
used “word of mouth” to gather 
more participants.   

n = 19 professionals (treatment 
providers) 
68% female 
84% white 
84% urban 
63% outpatient 
Average 44.7 years old and 13.90 
years of service 
 

 
Note. Purposeful and purposive sampling are used interchangeably depending on region.  
 

Sampling Type and Recruitment  

  Purposive sampling was used in all 10 studies to reach youth with PSB, their caregivers 

and professionals involved in the systemic response to PSB. This type of nonprobability 

sampling enables the recruitment of participants that are closely involved with youth with PSB, 

thus able to provide in-depth knowledge about aspects of their experience (Elo et al., 2014). It 

does, however, exclude the perspective of those youth with PSB in the community who have not 

yet disclosed or engaged with interventions. Likely due to the limited numbers and vulnerability 

of youth with PSB, caregivers and professionals were also utilized as participants. Both these 

peripheral populations were in close proximity to youth with PSB, thus likely able to speak 

knowledgably to aspects of their experience.   



26 
 

Participants were primarily sampled through treatment sites. Sampling youth with PSB 

presents several challenges. The ability to approach these young people is often limited by 

consent procedures and legal restrictions.  Due to stigma and the subjection to punitive measures, 

it is unlikely youth and caregivers would self-identify when approached in the community. This 

echoes previously identified limitations that state research has largely drawn from clinical 

populations out of necessity (Finkelhor et al., 2009). Recruiting through treatment sites ensured 

researchers access to the vulnerable population of youth with PSB and their consenting 

caregivers. For example, half the studies recruited participants through CACs, which also 

provided the researchers access to peripheral populations for sampling; in this case, the 

caregivers and professionals who can also speak to the youth’s experience (Kelley et al., 2019; 

Shawler et al., 2020; Shields et al., 2020; Shields et al., 2018; Tener et al., 2020). However, a 

potential drawback of recruiting at intervention sites is the uncertainty, for youth and caregivers, 

of the effects of research participation on their treatment assessment. In six studies, site staff 

were used to recruit youth with PSB, their caregivers and professionals (Geary et al., 2011; 

Gervais & Romano, 2018; Kelley et al. 2019; Shawler et al., 2020; Shields et al., 2020; Shields 

et al., 2018). If youth or caregivers perceived any possible negative influence on their success or 

completion of treatment, it is possible they may have been more inclined to participate or share 

positive feedback only. Of those six studies, four approached their participants after the 

completion of interventions, thus likely minimizing this concern (Kelley et al. 2019; Shawler et 

al., 2020; Shields et al., 2020; Shields et al., 2018).   

Four studies purposefully sampled youth with PSB in search of their perspective on how 

they experienced interventions (Balfe et al., 2019; Geary et al., 2011; Kjellgren, 2019; Shields et 

al., 2018). Two studies employed stratified purposeful sampling capturing additional layers of 
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the diverse realities of youth with PSB (Balfe et al., 2019; Geary et al., 2019). For example, 

Geary et al. (2011) sought to ensure their sample of youth with PSB included specific 

representation from Maori youth, engaged and resistant participants, young people with 

intellectual disabilities, and females. The inclusion of youth with delays and psychiatric 

comorbidities is important to ensure the knowledge created reflects and addresses the needs of 

the PSB population. A large-scale study (n=700) of youth with PSB (Hackett et al., 2013) found 

that 38% had a learning disability, compared to just 2% of the larger adolescent population. 

Leppink et al. (2016) found that young adults with PSB have higher prevalence of psychiatric 

disorders than a control group. Ultimately, seeking to represent and reflect the experience of 

diversity within the PSB population ensures that the policies, procedures, and treatments are 

informed by this knowledge and effectively meet the needs of the youth with PSB they serve.   

 Five studies sampled caregivers of PSB (Geary et al., 2011; Gervais & Romano, 2018; 

Shawler et al., 2020; Shields et al., 2018; Shields et al., 2020). All caregivers had navigated a 

portion of the youths’ experience alongside them, predominantly treatment, and thus were likely 

able to credibly describe aspects of the youths’ experience.  Most of the caregiver samples also 

triangulated their participants, with two studies also sampling youth with PSB alongside (Geary 

et al., 2011; Shields et al., 2018) and one, professionals (Shawler et al., 2020).  This too gives 

readers confidence that the findings speak credibly to the experience as it is reflected through 

two voices.   

 The professionals sampled were drawn largely from MDTs: agency staff, administrators, 

social workers, law enforcement, medical professionals, prosecutors, forensic interviewers, and 

treatment providers (Kelley et al., 2019; Shawler et al., 2020; Tener et al., 2020; Yoder & 

Brown, 2015). The only apparent requirement was that they may have had contact with youth 
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with PSB and/or an administrative function in the systemic response. Only Yoder & Brown 

(2015) specified a particular amount of experience, purposefully seeking out a portion of their 

sample to include treatment providers with 20 years, or more, experience to ensure a depth to the 

data shared. In contrast, two studies sought out professionals connected to CACs, resulting in a 

variety of MDT and community roles included (Kelley et al., 2019; Tener et al., 2020). The 

challenge is that some CAC roles, such as child advocates and forensic interviewers, may only 

have brief, one-time interactions with these youth and families, or possibly, only have supported 

victims of PSB and not the youth themselves. Thus, there is no assurance that the samples that 

did not specify a measure of experience can truly provide in-depth knowledge on youth with 

PSB. In summary, as knowledge of PSB is constructed, the inclusion of professionals can be 

valuable in providing expertise on the more formal aspects of the systemic experience of the 

youth. However, it may be important to articulate the level of experience or degree of proximity 

to the youths’ experience.   

Despite the well-chosen samples, only the voice of youth with PSB that are already 

involved in interventions is heard, as all three sampled populations were recruited through 

intervention sites. Stigma and the unique vulnerability of youth with PSB continue to play a 

restrictive role in sampling. Additionally, there is an absence of probability sampling techniques.  

These would give insight into incidence of PSB and further the possibility of representational 

findings in the future, however, there remains significant systemic and societal factors to 

overcome to do this. And so, qualitative exploration, and its constructivist roots, is decidedly 

compatible with the purposeful identification of youth with PSB and those in close proximity to 

them.     

Sample Size  
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Unlike quantitative research, there is no pre-determined sample sizes that assure 

representation or saturation. In qualitative research, sample size should be determined by data 

saturation, where novel insights have dissipated, and findings are well-grounded in data 

(Hennink & Kaiser, 2022). Samples in the 10 included studies ranged from 12 to 293 participants 

(see Table 2). Those with smaller sizes consisted of in-depth explorations with participants. The 

larger sample sizes largely consisted of survey data supplementing the interviews. Only four of 

the studies included in this paper suggested data saturation was considered and gave at least 

some reference as to the point at which it was reached (Kjellgren, 2019; Shields et al., 2020; 

Shields et al., 2018; Yoder & Brown, 2015). By failing to speak to data saturation, the remaining 

six studies do not allow the reader to determine if the ideas that arose adequately encompass the 

participants’ insights.   

Participant Characteristics 

 Youth with PSB, their caregivers, and professionals related to the systemic response to 

PSB were sampled. Transferability speaks to how relevant a study’s findings are to the 

population to which they are applied. This suggests that the heterogeneity of the known PSB 

population should be reflected in order to speak confidently to the transferability of this study’s 

findings. In this case, caregiver and professional characteristics provide contextual information 

on the youth, giving readers confidence that these sampled populations are proximal enough to 

the youth with PSB to be able to accurately describe aspects of their experience. However, it is 

more meaningful that the description of the youth that the caregivers and professionals 

approximate is provided to determine transferability. The samples of youth with PSB reflected 

regional and racial diversity across samples, however, were overwhelmingly male and all were 

involved in the systemic or therapeutic systems of response to PSB. Caregivers were primarily 
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female, biologically related to the youth and racially diverse. In the case of the caregiver 

samples, the studies also provided sufficient information on the youth they approximate allowing 

readers some insight into the transferability of the studies. Studies with professional samples 

were largely American and included large numbers of MDT roles, such as police, child welfare, 

CAC staff, justice staff, and therapists. Some significant gaps were the perspective of youth not 

already in contact with the systems and that of female youth offenders.  In contrast, American 

youth and males appeared excessively. Overall, a diverse representation of youth and their 

experience was provided across the 10 studies.   

Youth with PSB 

While some individual studies had relatively homogenous samples, diversity was 

reflected across all 10 studies. This included representation in age, race, ethnicity, region, and 

intellectual abilities (see Table 2). Males were overly represented, with the four studies reporting 

95% of participants being male (Balfe et al., 2019; Geary et al., 2011; Kjellgren, 2019; Shields et 

al., 2018). Overall, race and ethnicity information was inconsistent or absent, leaving questions 

about whether these findings can be confidently applied to diverse racial and cultural groups. 

Ages ranged from 10 to 19 years old, which includes children and youth above and below the 

age of criminal responsibility in their respective countries. Regionally, the four samples of youth 

with PSB spanned four international countries (UK, New Zealand, Sweden, and America) 

providing global diversity in experience. While this geographical diversity requires the 

acknowledgement of variation in laws, responses, and culture, it provides the opportunity to 

highlight similarities and consistencies in the youths’ experiences.  

Caregivers and Professionals  
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The caregiver samples utilized in five of the studies were largely female (~62%-83%), 

racially diverse, and mostly reporting a biological relationship to the youth with PSB (~50%-

83%) (Geary et al., 2011; Gervais & Romano, 2018; Shawler et al., 2020; Shields et al., 2018; 

Shields et al., 2020). The professional samples mostly provided the roles, though a range of 

MDT roles were represented: agency administration, child welfare, law enforcement, medical, 

prosecutors, and treatment providers. While demographic information on the caregivers and 

professionals is important contextual information, information on the youth with PSB whose 

experience these adults are describing is particularly relevant to transferability. Two studies 

sampled equal numbers of youth and caregivers, providing adequate contextual insight (Geary et 

al., 2011; Shields et al., 2018). Gervais & Romano (2018) sought to reflect the experience of the 

families of 10 male youth, between the ages of 10 and 15 years old, also providing us 

information on the victims and their relationship. This allows readers insight into the 

transferability of their findings to their own populations. Geographical diversity within the 

caregiving samples was also reflected with three studies emerging from the US, one from 

Canada, and one from New Zealand, again allowing us to draw conclusions about similarities 

across regions. However, the professional samples saw an overrepresentation in American 

voices, perhaps limiting the findings with a predominantly professional voice from relevancy in 

other regions.   

The samples appear to reflect the heterogenous population of youth with PSB, however it 

is difficult to determine because the characteristics of the population are generally unknown. 

Therefore, it is important to use caution in applying the results to certain groups that are not well 

represented, such as females and indigenous populations as only one study intentionally sought 

this representation (Geary et al., 2011). This will likely make it difficult to apply these findings 
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to those already marginalized and underrepresented populations. Moreover, the samples all 

reflect the experience of youth with PSB who had accessed interventions or treatment. This 

presents a significant absence of the voice of youth who have yet to disclose, are unable to access 

services, or struggle to engage with treatment. It is unmistakable that those youth, and their 

families, could provide a much-needed perspective on what they required in order to access 

treatment.   

Summary 

 The researchers of all 10 studies used non probability sampling to purposefully seek out 

relevant participants.  This recruitment was primarily done at treatment sites, due to the 

challenges in accessing this population. Three distinct populations were utilized, all credibly able 

to speak to a part of the experience and systemic response to PSB. The strength in these samples 

is the triangulation of the data, using data from different groups, times, and places. Together the 

10 studies provided a diverse reflection of youth with PSB in age range, race and ethnicity, and 

geographical location. However, ultimately there remained gaps, the most significant of which 

may be that youth with PSB who have yet to disclose or be identified are not represented in the 

samples. Their perspective would provide valuable insight into the barriers to treatment. 

Furthermore, transferability could have been bolstered had further contextual information, by 

way of additional demographics of participants and the youth with PSB served, been provided by 

the researchers who sampled professionals. Although the samples cannot possibly be considered 

representative of a broader population that is, yet unknown, purposive sampling is valuable in the 

study of youth with PSB.  

Data Collection 
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 The researchers of the ten studies used qualitative methods based in constructivism to 

gather their data. In this section, the timing and the methods of data collection will be discussed. 

The choice of collection method is important in relation to the information sought. As the 

researchers in the 10 studies pursued in-depth perspective on the experiences of youth with PSB, 

interview-based methods are a compatible choice. Furthermore, it is important that details on 

how information was obtained from participants are provided in order to make determinations 

about the narratives that were subsequently shared. All researchers utilized a cross-sectional 

design, extracting data either during or after treatment. This suggests participants likely had more 

insight into PSB and shared language with the researchers. The primary means of data collection 

were semi-structured interviews, calling attention to the importance of interview guides and 

protocol. These procedures provide insight into the efficacy of the questions and whether they 

were able to facilitate relevant information. Additionally, the ways in which participants’ 

comfort and safety was addressed is especially important given the stigmatized and potentially 

difficult nature of sharing PSB experiences.   

Timing 

All studies used cross-sectional design, collecting data at a single point in time in the 

experience of the youth with PSB. This does not allow researchers to speak to causal 

relationships between elements of the experience of youth with PSB and how those may have 

affected their access to and/or engagement in therapy. However, the open exploration of the 

youths’ experience facilitates the emergence of themes, discovery of new variables, and enables 

the collection of information on multiple aspects of the youth’s experience at the same time.  

Cross sectional design allows for the creation of new perspective on the youth’s experience, 

allowing for potentially new insights into the barriers and facilitators to treatment.       
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Two studies collected data from youth with PSB and caregivers during treatment (Geary 

et al., 2011; Gervais & Romano, 2018), while four studies collected data from youth with PSB 

and caregivers after the conclusion of their interventions (Balfe et al., 2019; Kjellgren, 2019; 

Shields et al., 2020; Shawler et al., 2020). Finally, the professionals sampled in three studies 

were concurrently working in the systems of intervention that address PSB (Kelley et al., 2019; 

Shawler et al., 2020; Tener et al., 2020; Yoder & Brown, 2015). A strength in all three of these 

cross-sectional timings is that all populations were sampled after some contact with systems and 

treatment. This implies that the sampled populations and the researchers shared some common 

language around interventions and treatment, likely minimizing the need for explanation or 

suggestion by the interviewers. In addition, the youth and caregivers would have improved 

understanding of systemic interventions and their PSB experience and thus, able to speak more 

confidently to the exploration at hand. However, there’s an obvious gap in longitudinal timing, 

preventing the studies from being able to speak to experience across time. Furthermore, 

important information on treatment barriers and facilitators could be gathered from youth and 

caregivers before treatment were to occur.   

Collection Methods 

 The majority of the 10 qualitative studies utilized semi-structured interviews and focus 

groups as the primary means of data collection. Interactive methods are well-suited to collecting 

in-depth information in an exploratory way. Researchers would do well to provide thorough 

understanding into their interview protocol. Due to the sensitive nature of PSB, the attention to 

language and comfort utilized within the interview is important to allow readers insight into how 

this may have affected the knowledge shared by participants. Additionally, exit surveys and case 

file review were also utilized in three studies.  
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Semi-Structured Interviews and Focus Groups 

Eight of the ten cross-sectional qualitative studies utilized semi-structured interviews to 

explore the service experience, family involvement, and systemic response to youth with PSB 

(Geary et al., 2011; Gervais & Romano, 2018; Kelley et al., 2019; Kjellgren, 2019; Shawler et 

al., 2020; Shields et al., 2018; Shields et al., 2020; Yoder & Brown, 2015). Additionally, Tener 

et al. (2020) utilized focus groups. Both these types of data collection rely on interaction, are 

facilitated by a member of the research team, and are semi-structured using guiding themes of 

inquiry while also allowing for free narrative by participants. An important difference is that 

focus groups emphasize the creation of knowledge through dialogue between participants, while 

semi-structured interviews utilize interactions between an interviewer and single participant. 

Sharing interview protocol, such as what questions were asked, as well as who and where the 

interviews were conducted, is important to provide insight into how the data was obtained from 

participants. This includes considerations such as efficacy of the interview guide, the role of 

stigma, and the comfort of the participants.   

Two studies utilized reference groups in the creation of their interview guides (Geary et 

al., 2011; Yoder & Brown, 2015). For example, Geary et al. (2011) consulted a critical reference 

group consisting of program staff, child welfare professionals, and Maori advisors to create their 

interview guides. These guides focused on program strengths, weaknesses and facilitated 

suggestions for improvement from youth with PSB and their caregivers; in addition, Maori 

participants were asked questions specific to met and unmet cultural needs in their experience. 

By engaging people with knowledge and expertise in the areas of PSB and/or culture to inform 

and review interview protocol beforehand, the researchers ensured their questions displayed 
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knowledge and understanding of PSB, cultural awareness, and elicited information relevant to 

their study.   

The majority of the studies provided whole or partial sections of their interview guides, 

allowing readers insight into the interactions (Geary et al., 2011; Gervais & Romano, 2018; 

Kelley et al., 2019; Shawler et al., 2020; Shields et al., 2018; Shields et al., 2020; Tener et al., 

2020; Yoder & Brown, 2015). Strengths in these interview guides were the open-ended language 

used like “please describe” and “tell me about”, as well as, the intentional prompts for positive 

and negative influences on experience. The specific use of language helps to prevent leading and 

suggestive answers, while also giving the participants the ability to voluntarily share their unique 

perspective on what aspects of their experience are most relevant. A weakness that stands out in 

some interview guides is the use of stigmatizing language for PSB: sexual offending 

behaviour/youth (Gervais & Romano, 2018), sexually abusive youth (Yoder & Brown, 2015), 

and offenders (Geary et al., 2011). As previously discussed, this introduces bias and stigma by 

labelling the youth and behaviour in a developmentally inaccurate and/or perceptually-negative 

way. Youth and caregivers may feel stigmatized by the interviewer, thus affecting the 

information they share, whether intentionally or subconsciously.   

Markedly, only one study explicitly acknowledged the ways in which they built rapport 

with their participants, acknowledging the difficulty for the caregivers to reflect on their sensitive 

personal experiences related to their child’s PSB (Gervais & Romano, 2018). These intentional 

methodological additions likely nullified any perceived stigma for the participating caregivers in 

the researchers’ choice of language (ie: sexual offending youth). Particular attention was paid by 

the researchers to limit traceable correspondence, assure confidentiality, and establish comfort 

“in safe, non-stigmatizing, and non-marginalizing ways” (p. 506) through activities such as 
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discussing matters via phone rather than email, delivering materials in-person and allowing 

caregivers to choose the location of the interview. They also exemplified prolonged engagement 

in a particularly involved way: facilitating feedback on the interview process, providing updates 

on dissemination, consulting before conferences and workshops, and most notably, the creation 

of a pamphlet for parents that interpreted their experience into informed practice. This likely 

allowed their caregivers a sense of purpose in their participation in this research, allowing them 

an active role in how this information could impact others.   

Given the emotionally difficult and stigmatized nature of PSB, it was notable that the 

majority of researchers did not report the decision-making process as to the ways in which 

comfort, containment, and psychological wellbeing were accounted for during data collection. 

One way this may have been acknowledged was through logistics, such as assurances of 

confidentiality and explanation of secure data storage. Perhaps more importantly, the researchers 

could have referenced interviewer competency and/or psychological supports offered to 

participants. It would be important to know these were accounted for to determine if youth, 

caregivers, and professionals felt safe and able to share truthful and accurate accounts of their 

experience without fear of dysregulation, re-traumatization, and/or judgment.   

Exit Survey and Case File Review 

Survey and case file review were utilized in three of the qualitative studies (Balfe et al., 

2019; Kjellgren, 2019; Shields et al., 2018). Two of these studies incorporated these as a second 

means of data collection in addition to interviews; this triangulation in data provides the reader 

confidence that the data likely accurately reflects aspects of the youth’s experience.  
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Shields et al. (2018) utilized the YPSB Program Evaluation Survey, an exit survey 

created to aid in the evaluation of the CBT-PSB treatment program. The exit surveys provided 

the opportunity for youth and their caregivers to provide feedback on specific aspects of their 

service experience: knowledge change, amount of help received, and satisfaction with services. 

Most of the answers were provided on a 5-point Likert scale, while several open-ended questions 

at the end allowed for the youth and caregivers to share any other information not previously 

prompted. The researchers reported a p-value of <0.001, though this means very little as no null 

hypothesis is shared and very little information on the measure can be found. Regardless of this, 

by collecting data through exit surveys and semi-structured interviews, the researchers 

strengthened the credibility of the data collected through data triangulation, the survey capturing 

the breadth of youth and caregiver experience in treatment, and the interviews exploring the 

depth of these service experiences.   

Two studies utilized the extensive case files of youth with PSB to gather data related to 

interventions (Balfe et al., 2019; Kjellgren, 2019). Balfe et al. (2019) provided broad categories 

such as sociological context, their offense characteristics, and personal issues. It can be assumed 

that Kjellgren (2019) was likely looking for specifics to corroborate participants’ recollections of 

in the interviews, though this was never explicitly stated. The lack of decision-making and 

procedure details leave the reader unable to determine what aspects of the youth’s experience 

was deemed relevant by the researcher, and which were left out.   

Summary 

 As the researchers sought to explore the relatively unknown, diverse realities of 

participants’ experiences, in-depth data collection methods are an appropriate choice. 

Furthermore, the cross-sectional timing utilized in all 10 studies allowed for the exploration of 
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multiple factors at one time, conducive to the exploratory nature of these studies. The semi-

structured, open-ended nature of the interviews and focus groups allowed for participant-led 

narrative and suspends the assumption that researchers know all the variables and themes that 

will arise in the experience of youth with PSB. Many studies would have benefitted from 

explicitly referencing the steps taken to ensure the comfort and safety of the participants while 

recalling potentially distressing and/or stigmatizing experiences. The use of more than one 

method of data collection allowed for catching both breadth and depth of the youths’ 

experiences.  

Data Analysis 

Researchers use data analysis to make meaning of the vast amounts of information they 

have collected. The 10 qualitative studies utilize thematic analysis and content analysis, both 

approaches analyzing data in search of themes and patterns. Data analysis speaks to how 

accurately the authors interpreted their participants’ narratives into meaningful knowledge on the 

experience of youth with PSB. This is done through processes such as demonstrating logic and 

transparency in their analysis through description, investigator triangulation, and member 

checking (Creswell & Poth, 2018). This section will explore how the researchers utilized these in 

the analysis of their data.    

Qualitative Analysis 

Qualitative data analysis relies heavily on researcher interpretation and thus it is 

important that measures of trustworthiness are put in place to ensure that the meaning derived 

from the analysis accurately reflects the participants’ views. All ten studies utilize thematic 

analysis and content analysis, approaches that are non-linear, in search of patterns, and 
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commonly used for the analysis of text-based data (Vaismoradi et al., 2013). Both require 

transparency in the description of process to show the logic of the researchers in reaching their 

findings, something nearly all the included studies detailed. Due to the significant reliance on 

researcher interpretation in qualitative data analysis, many of the studies spoke to the inclusion 

of multiple personnel in coding and analysis, also known as researcher triangulation, to 

demonstrate that independent researchers understood the depictions of the youth’s experience in 

similar ways (Elö et al., 2014). Finally, three studies used member checking to confirm the 

accurate interpretation of their participants’ perspectives.   

Detailed description of the analysis process helps the reader to assess if the researchers 

made sufficient effort to ensure that their participants’ realities are reflected in their findings. 

While this is important to both thematic and content analysis, it is especially critical in the 

thematic approach due to the descriptive nature and high level of influence the researcher has in 

coding and deriving themes. Nine of the 10 included studies detailed the steps taken in deriving 

meaningful conclusions from their data (Geary et al., 2011; Gervais & Romano, 2018; Kelley et 

al., 2019; Kjellgren, 2019; Shawler et al., 2020; Shields et al., 2018; Shields et al., 2020; Tener et 

al., 2020; Yoder & Brown, 2015). These studies exemplify transparency in their comparable 

descriptions of the data analysis processes undertaken: transcription of audio recordings, 

familiarization with the texts, coding, deriving themes and subthemes, seeking agreement, and 

further defining through discussion. Additionally, five studies named the exact methods of 

thematic analysis they followed (Kelley et al., 2019; Shawler et al., 2020; Shields et al., 2018; 

Shields et al., 2020; Yoder & Brown, 2015) and five shared the analysis software employed 

(Kelley et al, 2019; Shields et al., 2018; Shields et al., 2020; Tener et al., 2020; Yoder & Brown) 

leaving a clear audit trail for readers to follow. Unlike the other nine studies chosen, Balfe et al. 
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(2019) failed to describe the steps they undertook to make meaning from the 400 pages of 

narrative data they began with, leaving readers unable to determine how, or if, their themes 

reflected the youth’s experience they sought to describe.   

Researchers may also achieve trustworthiness by engaging in researcher triangulation 

(Elo et al., 2014; Nowell et al., 2017). This activity looks to demonstrate a kind of objectivity in 

the interpretation of the data by having two or more team members independently arrive at the 

same meaning (Elo et al., 2014). This is most effectively demonstrated during the coding process 

when two or more coders independently code the transcripts, compare their codes and report the 

agreement in simple percentage. Eight studies mention the use of multiple coders strengthening 

the trustworthiness of their findings (Geary et al., 2011; Gervais & Romano, 2018; Kelley et al., 

2019; Kjellgren, 2019; Shields et al., 2018; Shields et al., 2020; Yoder & Brown, 2015). 

Furthermore, three studies report 80% or higher intercoder agreement, showing consistency in 

the way codes were used and increasing the likelihood that the participants’ narratives were 

accurately reflected in the findings.   

 Member checking also helps to ensure research reflects the participants’ perspectives in 

the final stages of analysis. This is done by presenting the findings to some or all of the research 

participants to elicit feedback as to whether they believe their perspectives were adequately 

expressed. Four studies detailed their engagement in these processes, ultimately providing 

readers with the sense that their findings meaningfully describe the experience of youth with 

PSB (Gervais & Romano, 2018; Kelley et al., 2019; Tener et al., 2020; Yoder & Brown, 2015).   

Summary 
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 The majority of the ten included studies demonstrated strong use of transparent 

description and researcher triangulation in their efforts to demonstrate accuracy in their 

qualitative data analysis. Several studies provided further assurance of trustworthiness by naming 

the specific thematic analysis processes used and reporting their intercoder agreement. However, 

there were far fewer studies that utilized later means of assessing accuracy, such as member 

checking. Overall, the use of these validating activities gave confidence to the reader that the 

researchers accurately conveyed the views of their participants on the experience of youth with 

PSB.  

Ethical Considerations 

Due to the particular vulnerability of youth with PSB, adherence to ethical guidelines is 

important to ensure their vulnerable positions are not exacerbated and their confidentiality is not 

compromised in the course of research (Canadian Institutes of Health Research [CIHR], 2018). 

Table 3 summarizes the ethical considerations in each study, highlighting those impacting 

vulnerability and confidentiality. All 10 studies spoke to institutional research board approval 

which implies that they met their respective institution and/or country’s ethical requirements.    

Table 3 

Summary of Ethical Considerations 

Study Reference 
(Population 

sampled) 

Appropriate 
Institutional 
Approval(s) 

Informed Consent Vulnerability 
 

Confidentiality 

 
Balfe et al., 2019 
(Youth files) 
 

 
Approvals granted 
 

 
Yes from 
agencies; No from 
youth in files 
 

 
No discussion 

 
No discussion 

Geary et al., 2011 
(Youth and 
caregivers)  
 

Approvals granted Yes No discussion No discussion 
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Ethical Guidelines 

 In Canada, ethical guidelines for research are set in the Tri-Council Policy Statement: 

Ethical Conduct for Research Involving Humans (CIHR, 2018). This document sets out three 

Gervais & 
Romano, 2018 
(Caregivers) 
 

Approvals granted Yes “Methodological 
sensitivities” built 
into procedure: 
rapport, feedback, 
long-term 
engagement, and 
member checking  
 

Explicit mention of 
activity during 
recruitment, 
correspondence, 
informed consent, 
analysis and reporting  

Kelley et al., 2019 
(Professionals) 
 

Approvals granted Yes No discussion De-identification 
during transcription 

Kjellgren, 2019 
(Former youth 
with PSB) 
 

Approval granted Unknown No discussion No discussion 

Shawler et al., 
2020 
(Professionals and 
caregivers) 
 

Approvals granted Yes No discussion  No discussion  

Shields et al., 
2018 
(Youth and 
caregivers) 
 

Approvals granted Unknown 
(surveys); 
Yes (interviews) 
 

Brief mention of 
sensitivity of data 
sought 

De-identified survey 
data was stored on 
secure, encrypted 
database; interview 
transcripts were de-
identified and specific 
assurance given to 
interview participants 
about separation of 
agency and research 
staff 

Shields et al., 
2020 
(Caregivers) 
 

Approvals granted Yes No discussion  Brief mention of 
activities in 
correspondence, 
informed consent and 
storage 

Tener et al., 2020 
(Professionals) 
 

Israeli approval 
granted; American 
approval 
unknown  
 

Yes Recognition given to 
comfort of 
participants in 
session  

Anonymity of 
participants (no 
identifying 
information collected) 

Yoder & Brown, 
2015 
(Professionals) 
 

Approvals granted Yes Identified during 
informed consent 

Brief mention of 
storage and use of 
aliases for participants  
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main principles: respect for the persons, concern for welfare, and justice. As nearly all the 

participants were approached in treatment settings, it is also necessary to consider the 

professional standards of psychologists as set out by the Canadian Code of Ethics for 

Psychologists (Canadian Psychological Association [CPA], 2017). This guideline has four 

ordered principles: respect for the dignity of persons and peoples, responsible caring, integrity in 

relationships, and responsibility to society. While the majority of the studies were not conducted 

in Canada, these documents will be utilized to navigate the discussion around ethical 

considerations for the 10 included studies.   

Vulnerability 

Vulnerability is explicitly referenced in all principles of the CIHR’s Tri-Council Policy 

Statement (2018) and the CPA’s Code of Ethics for Psychologists (CPA, 2017). The CIHR 

(2018) dedicate an entire chapter to the importance of appropriate inclusion, particularly of 

children. Considerations include whether or not the research can be conducted without them, that 

only minimal risk is incurred, and if the benefits are in proportion to the risks (CIHR, 2018). 

While it is paramount in the guidelines, only four of the included studies referenced the 

particular vulnerability of youth with PSB (Gervais & Romano, 2018; Shields et al., 2018; Tener 

et al., 2020; Yoder & Brown, 2015) (see Table 3). Many of the youth exist in the intersections of 

several vulnerable positions, such as age, impaired cognitive and/or emotional functioning, 

members of historically-oppressed groups, and economic disadvantage; these positions result in 

limited capacity to consent, limited decision-making capacity, and limited capacity for self-

determination (CPA, 2017; CIHR, 2018). In turn, the sampled caregivers must be considered 

both in recognition of the potential of risk for their own vulnerabilities and for their children’s, in 

accordance with the CIHR’s concern for welfare consideration (2018). This is especially 
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significant given nearly all caregivers identified as female and a significant portion identified as 

racialized, both intersecting, historically-oppressed groups (Gervais & Romano, 2018; Shields et 

al., 2018; Shields et al., 2020). Only two studies elaborated on their consideration for the 

vulnerability of the caregiver and their youth (see Table 3). Gervais and Romano (2018) 

provided extensive detail on how they built validation and collaborative goal setting into their 

research methodology. They did so by engaging the caregivers in meaningful output, review and 

confirmation of the findings, and ongoing input into how the participants’ stories would be 

presented at conferences and in publication. This was intentional on the part of the researchers to 

allow the caregivers the sense that they were respected and that their input was being 

meaningfully put into practice. This thorough and prolonged engagement closely aligns with 

psychologists’ ethical principle I.8, providing the opportunity for research participants to 

safeguard their own dignity, as well as principle IV.25, directing psychologists to take care in 

reporting information on vulnerable groups to ensure it is not misrepresented (CPA, 2017).  

Nine of the 10 included studies briefly referenced having conducted informed consent for 

the research (see Table 3). Neither the CPA (2017) or CIHR (2018) dictate a particular age of 

consent, though the age of majority in Canada is 18 years. Individual provincial practice 

guidelines differ; psychologists in Alberta are encouraged to seek parental consent under 18 

years or the determination of mature minor status (College of Alberta Psychologists, 2019). 

Interestingly, of the four studies that sampled youth under the age of 18 years and/or accessed 

their information, none referenced any consent or assent considerations around age (Balfe et al., 

2019; Geary et al., 2011; Kjellgren, 2019; Shields et al., 2018). Furthermore, Balfe et al. (2019) 

failed to acknowledge how the youth in the case files had been either previously informed of 

how their information could be utilized or what steps may have been taken to de-identify the files 
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before researchers accessed them. This leaves readers unable to gauge the youth’s understanding 

of their participation, how that may have influenced the information shared, and ultimately, their 

well-being for having participated.   

Confidentiality 

  Due to the sensitive nature of PSB, and the potential for social and legal consequences in 

the event of a breach, confidentiality must be considered at nearly every stage of the research.  

Six of the studies shared some insight into how confidentiality was approached (see Table 3), 

including de-identification of data encrypted correspondence and data storage. Confidentiality is 

explicitly mentioned in the first three principles of the CPA (2017)’s guidelines, with emphasis 

on informed consent, right to privacy, offsetting harm, and openness. The research guidelines 

also emphasize informed consent and the ongoing ability to control how the information is 

utilized (CIHR, 2018). Both guidelines highlight the need to review limits of confidentiality and 

explicitly reference the ways in which confidentiality will be addressed through recruitment, raw 

data storage, and publishing. The most common consideration referenced in the studies was the 

de-identification of the data in the early steps of analysis. This ensured that while several 

researchers and assistants may review the transcripts over the course of analysis and writing, the 

participants information will not be freely available. Assuming this was communicated to 

participants during the informed consent procedures (CPA, 2017), participants likely felt 

confidence that their identities would be protected throughout the research.   

Summary 

 As Table 3 summarizes, the majority of the studies spoke to ethical considerations only in 

the acknowledgement of institutional approval and informed consent. This left the reader 
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questioning how the researchers considered the dynamics of vulnerability and confidentiality 

within the research process. By acknowledging measures were taken, like the thorough example 

of Gervais and Romano (2018), the reader is left with confidence that the participants likely felt 

comfortable and valued, allowing them to share more honestly and openly knowing the 

information would be utilized to the benefit of other youth with PSB and their caregivers. 

Perhaps the biggest, and most surprising, weakness was the lack of acknowledgement as to the 

vulnerability of youth with PSB and their caregivers in many of the studies.   

Findings 

 The studies’ findings were analyzed to identify themes in youth with PSB’s experience 

that may act as facilitators and/or barriers to their treatment. This process began with the creation 

of a table, in which each studies’ findings were summarized in bullet points. Upon initial review, 

an additional column was utilized to jot down basic themes that arose. Next, the themes were 

reviewed for commonalities, grouped accordingly, and assigned a colour. The summarized bullet 

points were then colour-coded. For example, references to how official and community agencies 

responded to PSB appeared frequently, were highlighted yellow, and titled “System Response”. 

A finding would sometimes speak to more than one theme and would be highlighted and 

subsequently underlined in both colours to capture this duality, such as examples of stigmatizing 

language falling to the theme of system response, as well as, stigma. After separating findings 

into themes, it became obvious that most themes could be categorized as both barriers and 

facilitators. Thus, each theme was then analyzed for subthemes, which emerged quite readily 

(see Figure 1).  

Four main themes emerged as persistent elements of youth with PSB’s experience: 

caregiver impact, system response, treatment factors, and stigma. A further 12 subthemes 
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developed as barriers or facilitators to treatment. Through the lens of attachment reference, the 

barriers reflect qualities of insecure attachment: inconsistent, unpredictable, reactive. In contrast, 

the facilitators display qualities of secure attachment: responsive, consistent, developmentally-

appropriate. Caregiver impact recognizes the ways in which caregivers may impact youth 

accessing treatment. All 10 studies spoke to the crucial role that caregivers play in how youth 

with PSB interact with treatment. System response captures multi-disciplinary agencies and the 

systemic roles they play in responding to PSB. Most responses were found to be barriers, 

exacerbating difficulties within families and their ability to seek treatment. Treatment factors 

arose as an element of the PSB experience that can be considered both a barrier and facilitator 

onto itself. Lastly, stigma captures the roles of PSB misconceptions, shame, and the social 

consequences of these as barriers to treatment. Figure 1 was developed as a visual to demonstrate 

how the themes function as both barriers and facilitators.   

Figure 1 

Summary of Findings  
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Caregiver Impact 

 This theme looks at how variables related to caregivers, such as emotional reactions, 

living situations, and parental motivation, impact youths’ experience accessing treatment. 

Research evidence has recognized the child-parent attachment relationship as fundamental in 

both the development of PSB behaviours, as well as their treatment. It is logical to explore how 

this attachment may impact youths’ experience between the identification of their PSB and their 

access to treatment. The complexity of the interactions between youth with PSB and their 

caregivers was mentioned in all studies. Subthemes that arose as barriers were reactions and 

limiting factors, while supportive responses emerged as a facilitator.   

 Difficult emotional and behavioural reactions by caregivers upon learning of their child’s 

PSB featured as a predominant idea in several studies (Gervais & Romano, 2018; Kelley et al., 

2019; Shawler et al., 2020; Yoder & Brown, 2015). Caregivers and professionals in these 
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samples reported largely negative emotions, such as anger, shock, distress, fear, and grief. The 

behavioural reactions noted give insight into how the caregivers navigated these difficult 

emotions, and more importantly, how the youth experienced these. Gervais & Romano (2018) 

reported caregivers reacting in anger and judgement, often not talking to their child for some 

time after the PSB was discovered and asking them to move out. Yoder & Brown (2015) found 

families were unprepared to manage the multitude of emotions, evidenced by reactions like 

blaming the other parent, isolating from social supports, and turning away from systems. 

Furthermore, all four studies spoke to parental fear of reporting that prevents parents from 

accessing intervention for their child. These emotional and behavioural reactions suggest a 

barrier to accessing treatment for PSB. Parents appear less likely to access treatment due to fear, 

while youth may be less able to engage as they fear similar emotional or behavioural reactions 

from the therapist.    

 While the subtheme of reactions demonstrates interpersonal difficulties navigated by 

youth in their PSB experiences, limiting factors speak to external circumstances that influence 

caregivers’ impact on accessing treatment for their youth with PSB. These factors include 

unstable or disrupted living situations and lack of logistical resources to navigate legal demands.  

For example, just over half of the studies reported unstable or ruptured living arrangements as 

having presented difficulties for youth, including removal from caregivers’ homes, residential 

treatment settings, and incarceration (Balfe et al., 2019; Geary et al., 2011; Gervais & Romano, 

2018; Shields et al., 2020; Tener et al., 2020; Yoder & Brown, 2015). Additionally, several 

studies spoke to how caregivers were required to meet the inflexible demands of the legal 

system, leaving no time, resources, or attention for therapeutic participation. Limiting factors 
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suggests that caregivers’ impact on their child’s path to treatment was often restricted by factors 

outside their control.   

 As a facilitator to treatment, supportive responses illustrate the ways in which caregivers 

effectively responded to their child’s PSB and/or engaged with treatment. For example, Shields 

et al. (2020) noted that caregivers overwhelmingly spoke to their own motivation to help their 

child, as well as extended familial encouragement and support, as having been fundamental to 

overcoming numerous systemic and logistical barriers to treatment. Gervais & Romano (2018) 

similarly reported caregiver responsibility, through the establishment of safety plans and push for 

system involvement despite opposition, as having had positive impact on the youth with PSB’s 

access to treatment. Additionally, Geary et al. (2011) and Shields et al. (2018) reflected on the 

benefits of the family and extended network support for the youth. These findings together 

suggest that youth are able to access and engage in treatment successfully when their caregiver is 

able to respond in supported and supportive ways.   

 The theme of caregiver impact emerges from all three sampled populations (youth, 

caregivers, professionals) and across all sampled countries. This consistency suggests that this 

element of youth with PSB’s experience plays a role globally, and is important to facilitate 

youth’s access to treatment. The subthemes highlighted the importance of parental support and 

regulation for youth with PSB and the impact that external circumstances can play on caregivers 

ability to do provide those.   

System Response 

 The second theme describes the multi-disciplinary agencies that play a systemic role in 

responding to PSB after disclosure; these include education, child welfare, law enforcement, and 

criminal justice systems. Overwhelmingly, it was noted that youth and caregivers currently 
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experience a wide variety of systemic responses, within and across regions (Balfe et al., 2019; 

Gervais & Romano, 2018; Kelley et al., 2019; Kjellgren, 2019; Shawler et al., 2020; Shields et 

al., 2018; Shields et al., 2020; Tener et al., 2020; Yoder & Brown, 2015). The subthemes of lack 

of coordination and inappropriate response were identified as barriers to treatment, and shift to 

responsive models as a facilitator.   

 The lack of coordination in systemic response emerged across all sampled populations 

and nearly all countries. Caregivers and professionals in the American studies highlighted the 

lack of clear policy at all levels as contributing to inadequate communication, coordination, and 

understanding of agency responsibility (Kelley et al., 2019; Shawler et al., 2020; Shields et al., 

2018; Shields et al., 2020). A common example of this was families reporting PSB to child 

welfare, only to receive no response, no connection to other resources and/or no support in 

notifying other authorities (Kelley et al., 2019; Gervais & Romano, 2018; Shawler et al., 2020). 

Other difficulties caregivers reported were the inability of MDTs to coordinate concurrent 

services and the seeming lack of knowledge by authorities within the system as to what treatment 

was available. The Swedish experience of PSB echoed this lack of standardization, finding youth 

with PSB experienced a multitude of interventions, with unclear reasoning as to why (Kjellgren, 

2019). This evidence suggests that even when PSB is identified, the lack of clarity and siloed 

efforts of responding agencies prevent youth and families from accessing treatment in many 

cases.   

 Many studies also described systemic responses that could be defined as developmentally 

inappropriate. The most prevailing examples were the language and punitive measures utilized 

by professionals responding to PSB. Shawler et al. (2020) reported caregivers fear of reporting 

was often reinforced by their experiences with law enforcement; feeling alienated by the 
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language used to describe their young children, such as ‘perpetrator’ and ‘sex offender’. 

Furthermore, one caregiver shared a situation in which a child under the age of 10 was subject to 

an aggressive interrogation (Shawler et al., 2020). Studies often described children and youth 

being treated as criminals and adult offenders. Overall, these inappropriate responses show a lack 

of understanding as to the developmental capacities of children and youth; moreover, shows little 

awareness of the research evidence around PSB. As treatment can be seen as an extension of 

these systemic responses, youth and families may be less likely to access or engage in treatment 

after initial system contact, a finding echoed by Yoder & Brown (2015).   

 While the barriers of system response were prevalent, three studies spoke to the subtheme 

of shift to responsive models. Geary et al. (2011) spoke to how New Zealand requires a national 

response to PSB that incorporates both a culturally responsive, holistic health model and a PSB 

treatment framework that recognizes varying cognitive abilities. Similarly, Tener et al. (2020) 

reported on Israel’s 2008 law that mandated CACs in response to child sexual abuse, which 

inevitably encompassed a great deal of the response to PSB. In addition, the authors spoke to a 

cultural focus on family in response to PSB and an option to treat therapeutically instead of 

criminally (Tener et al., 2020). Finally, Kelley et al. (2019) spoke to a slow shift in the American 

response to PSB, with the NCA advocating for less prosecution of youth with PSB and more 

MDT collaboration. These international examples show promising alternatives to punitive 

responses, directing clear paths to treatment for youth with PSB and their families.    

 System response were found to be barriers to treatment across most populations and 

international borders. However, there is much to learn from the inclusive, cultural-focused 

models used in New Zealand and Israel.  

Treatment Factors 
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 The included studies primarily collected data during and after treatment, there was 

considerable knowledge accrued on elements of the treatment itself that act as barriers and 

facilitators. Three subthemes arose: availability as a barrier, and setting expectations and 

supportive incidentals as facilitators.   

 The subtheme of availability encompasses how treatment is made available to children, 

youth and families, something mentioned in most of the studies. Sampled professionals and 

caregivers predominantly reported the limited availability of these treatment programs (Gervais 

& Romano, 2018; Kjellgren, 2019; Shawler et al., 2020; Shields et al., 2020). Common logistical 

barriers were no regional availability, long commutes, restrictive program hours, childcare, and 

cost. Two studies highlighted the lack of referrals to treatment after reporting (Kelley et al., 

2019; Shawler et al., 2020). These findings suggest that without accessible services, youth and 

families are unable to engage in treatment even if they were motivated to do so.   

 For youth with PSB and caregivers who had experienced treatment, setting expectations 

emerged as a facilitator. Most evidence-based treatments for PSB have clear skill-building goals 

for both the youth and the parents. Most treatment participants reported to have found benefit 

from psychoeducation on sexual behaviours and boundaries, as well as emotional regulation, 

communication and routine setting. Both caregivers and youth identified that having this 

information prior to commencing treatment was beneficial in understanding the purpose of 

accessing therapy. The young men who had experienced variations of treatment in Sweden after 

their own PSB retrospectively emphasized the importance of treatment that directly 

acknowledged their sexual behaviour (Kjellgren, 2019). Overall, this suggests that youth and 

caregivers may be more motivated to participate in treatment if the goals and benefits were more 

widely known.   



55 
 

 While not widely mentioned, several secondary factors emerged as noteworthy qualities 

of treatment. These supportive incidentals included details like how information was presented, 

environment, and staff characteristics. A welcoming environment underscored the importance of 

attention to the physical surroundings, refreshments offered, and friendly staff (Geary et al., 

2011; Shields et al., 2020). Moreover, specific therapist characteristics were expounded upon as 

a key factor to treatment engagement. For example, Geary et al. (2011) reported a multitude of 

therapist features that were seen as influential: understanding, challenging, respectful, non-

judgmental, humorous, and taking a genuine interest in the youth. These findings suggest that 

providers could reap big rewards from a relatively small investment in the environmental details 

of therapy to facilitate and maintain engagement.   

 The accessibility of treatment must recognize the ways in which the treatment itself 

encourages or prevents participation. The subthemes of expectations and supportive incidentals 

found that overall, caregivers and youth reported a positive experience with treatment, having 

benefitted from proven outcomes and a felt sense of being welcomed in the process. However, 

the availability of treatment for youth with PSB and their caregivers is hindered by systemic 

logistics and lack of resources.   

Stigma 

 Stigma surrounding misconceptions about PSB was prevalent in nearly all the studies. 

The language used to describe children and youth with PSB illustrates the misconceptions that 

fuel this stigma: pedophiles, criminals, perpetrators, sex offenders, and perverts (Balfe et al., 

2019; Kelley et al., 2019; Shawler et al., 2020; Tener et al., 2020; Yoder & Brown, 2015). As 

discussed previously, research evidence refutes these assumptions and labels. These 
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misconceptions act as barriers in the youth’s experience in two ways, as personal impacts and 

professional influence.   

Personal impacts encompasses youth with PSB and caregivers’ individual feelings of 

shame, fear and guilt. Several studies suggest these feelings led many families to fail or delay 

reporting, participating in interventions, and accessing treatment (Gervais & Romano, 2018; 

Kelley et al., 2019; Shawler et al., 2020; Yoder & Brown, 2015). Kjellgren (2019) demonstrated 

long lasting impacts of this stigma, reporting that these feelings still stood in the way of young 

adults seeking treatment years later.    

Stigma demonstrated through professional influence also stood out as a barrier to 

treatment of youth with PSB. Kelley et al. (2019)’s findings spoke to the history of treating 

children with PSB as criminals, and acknowledged that the professional and political use of 

stigmatizing labels and language plays a role. Perhaps the most striking examples of how stigma 

influences professional attitudes and actions emerge from Tener et al. (2020)’s cross-cultural 

MDT focus groups on sibling sexual abuse by youth with PSB. One American CAC professional 

shared the opinion that youth with PSB should be registered as lifetime sex offenders and 

subsequently implied they do not endorse or refer to treatment as a result. An Israeli professional 

showed profound bias when they suggested that therapeutic alternatives to criminal procedures 

take away the victim’s right “to punish or take revenge” on the sibling with PSB (as cited in 

Tener et al., 2020, p.10). These examples illustrate how misconceptions about PSB by 

professionals within the system act as very real barriers to treatment for youth with PSB.   

Summary 

 Four prevailing themes emerged from the experience of youth with PSB: caregiver 

impact, system response, treatment factors, and stigma. Variables within each of these themes 
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acted as barriers and facilitators to treatment. The facilitators - supportive responses, shift to 

responsive models, setting expectations, and supportive incidentals - exemplify consistency, 

responsivity, and predictability. Youth are then provided conditions that foster emotional 

regulation, connection, and meet their individual needs; facilitating both the ability to access and 

engage in treatment. On the other hand, the barriers that emerge from youth’s experience work 

quite adversely to these secure conditions. The seven barriers have in common inconsistent, 

unpredictable, and reactive responses. As PSB has been theorized as a maladaptive means of 

managing insecure attachment, it would then follow that these responses would exacerbate those 

patterns in youth. To improve access to treatment for youth with PSB, conditions of secure 

attachment must be fostered.   

Clinical Applications 

To ensure youth with PSB and their caregivers have consistent access to treatment, we 

must find ways to expand upon the facilitators discussed and address the barriers. Attachment 

theory provides a lens for this discussion. By addressing the insecure qualities of the treatment 

barriers, we can ensure that caregivers, systems, treatment, and the societal perception of PSB 

consistently meet the needs of the youth they purport to serve. Clinical applications will address 

three areas of relevance for therapists: education, membership in the MDT, and attention to 

systems.    

Therapist Education  

Several of the findings suggest that even professionals working regularly with PSB 

operate on misconceptions and emotional feedback, rather than research evidence. Barriers 

discussed above, such as reactions, limiting factors, inappropriate responses, and stigma, show 

this common thread of reactivity and lack of knowledge, leading to the inability to meet the 
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needs of the youth. Therapists unfamiliar with PSB may work off some of these same 

assumptions and be quick to assume their own level of competency in this field. This may lead to 

responses such as adherence to potentially harmful systems, a tendency to refer out to scarce 

and/or overburdened treatment resources and providing misinformed direction to families.   

The American Psychological Association (APA) and the CPA recognize the importance 

of bias management for therapists (Britton, 2009; CPA, 2001); this can be facilitated through 

writing assignments and discussions with peers and supervisors. Encouraging future therapists to 

reflect on their own reactions to and understanding of PSB is crucial in building competency in 

this area (APA, 2009). In these reflective discussions, it may be necessary to use more common 

terms, such as juvenile sex offender, to ensure the topic is recognized and the responses that 

follow relevant. These reflections may begin with questions like “what do you know about youth 

who sexually offend?” or “when you hear the term juvenile sex offender, what comes up for 

you?”. These explorations may open the examination around misconceptions, level of 

knowledge, and emotional reactions. Furthermore, it is important for one to reflect on how these 

internal processes show up in the therapeutic relationship. Questions such as “if you were 

working with a young person and found out they had been charged with child sexual assault, 

how might that change the way you worked with them?” or “if your client had displayed PSB, 

would their age affect your perspective?”. More experientially, the use of case studies and case 

conceptualization can facilitate the exploration of counter-transference and its’ role in 

interventions. Introducing theoretical clients, such as parents enquiring about their child’s sexual 

behaviour or a young person with PSB mandated to attend therapy, can facilitate the 

identification of strong feelings or reactions that may impact a therapist’s ability to provide 
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treatment (CPA, 2017). This allows therapists the opportunity to address these challenges in 

discussion with peers, supervisors, or their own therapist.   

Further promoting therapist education in PSB requires a solid foundation in child and 

adolescent sexual development and behaviour. Educational programs should be encouraged to 

include sexual development within their courses on child and adolescent mental health and/or 

sexuality. This will promote the understanding that sexual behaviours do exist in children and 

young people, on a spectrum of typical to concerning. Furthermore, it is important for adults to 

understand how child sexual behaviour often differs from adults in motivation; behaviours 

typically prompted by curiosity and enjoyment in childhood rather than sexual gratification 

(Chaffin et al., 2008; True, 2019). According to a 2008 report from the Association for the 

Treatment of Sexual Abusers (ATSA) Task Force, assessment of PSB can be done by registered 

mental health professionals that have competency in child and adolescent mental health; 

particularly, familiarity with typical child sexual development, differential diagnosis of common 

childhood problems, and knowledge of current evidence-based treatment approaches (Chaffin et 

al., 2008). The ATSA Task Force also echoed the significance of the caregiver-child relationship 

in treatment.   

Therapist education as a clinical application focuses on addressing barriers in the youths’ 

experience linked to reactivity and denial of attachment needs. Through this lens of attachment, 

security is fostered through the teaching and modeling of healthy emotional regulation strategies, 

including seeking out support when needed (Johnson, 2019). In addition, one must have some 

knowledge of the required needs of youth with PSB in order to respond to them. The clinical 

applications suggested in this section emphasize these strategies. Through reflection and bias 

management, therapists become aware of emotional reactivity and the management of this 
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through connection to their supportive network. Moreover, increased education around child 

development and typical sexual behaviours ensures that there is recognition of the needs to be 

met.   

Therapist as a Member of the MDT  

Several of the findings in this paper indicate a lack of communication and connection 

between the systems that respond to PSB, thus creating barriers to treatment for youth with PSB 

(Balfe et al., 2019; Kelley et al., 2019; Tener et al., 2020). Limiting factors, lack of coordination, 

accessibility, and the professional influence of stigma emphasize the often-siloed nature of 

agency work that can prevent youth from accessing treatment. It is possible that MDT members 

feel restricted by their respective mandates and guidelines. In some cases, it also appears that 

MDT members may fail to see how they are perceived collectively as ‘the system’. On the other 

hand, the subthemes of shift to responsive models and supportive incidentals highlight the 

positive impacts of system coordination on youth with PSB’s access to treatment. This can 

include a sense of ‘borrowed’ rapport from one profession to the next.   

Therapists must adhere to rigorous ethical standards around confidentiality which may 

prevent them from engaging with other MDT members. In Canada, the ethical guidelines for 

psychologists (CPA, 2017) contain considerable guidelines around confidentiality and the 

assurance within the therapeutic relationship that clients’ information is kept private for their 

dignity and benefit. In strict adherence to these, a therapist cannot even confirm or deny that a 

client is seeing them in most cases. However, the findings argue that in the case of youth with 

PSB and caregivers concurrently navigating several systems, logistical information sharing may 

be in the client’s benefit. This reiterates existing recommendations that emphasize collaboration 

throughout services and suggests the development of supporting policy to allow this (Chaffin et 
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al., 2008). In the province of Alberta, as an example, the Children’s First Act (2014) prioritizes 

information sharing between service providers if determined to be in the best interests of the 

child. This legislation was created to facilitate the coordination of services to address children’s 

health and safety and encourage collaboration between agencies to enhance the delivery of 

services (Government of Alberta, 2014). While this act does not override the CPA’s guidelines 

for psychologists, it should encourage therapists to consider how they participate in MDT 

communication for the benefit of their client. Practically, this may first be a reflection or risk-

benefit assessment, followed by consultation with supervisors or peers. Therapists could consider 

the creation of a consent to release form specific to multi-disciplinary collaboration. This form 

would elicit ongoing conversation with the youth and caregiver to determine risks and benefits 

and promote coordination with the MDT. This too is in line with previous recommendations 

encouraging the inclusion of caregivers and youth as part of the MDT decision-making process 

to determine shared goals, and clarity as to the responsibility of each member in reaching those 

(Chaffin et al., 2008). Understanding that communication as a member of the MDT can address 

several barriers to treatment should motivate therapists to improve their participation in the 

MDT.   

The subtheme of lack of coordination for systemic response highlighted that some 

agencies did not see themselves as part of a larger response model, made clear by the examples 

of child welfare receiving reports of PSB outside their mandate and not ensuring follow-up to the 

appropriate authorities or resources. Furthermore, under the theme of stigma, more than one 

professional declared their bias against therapy, which determined their decisions not to refer 

youth with PSB to treatment in sibling sexual abuse cases (Tener et al., 2020). These examples 

spotlight the fragmented response that acts as a barrier to treatment for youth with PSB. 
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Therapists may react to these responses by distancing themselves from these agencies. As Yoder 

& Brown (2015) found though, many families consider the therapist and treatment as part of the 

bigger system, their distrust playing out in therapy dynamics. With this in mind, ‘therapist as a 

member of the MDT’ can be a powerful reflection for therapists, checking in on their own biases 

of the system. While this bias management is important in session with clients, it may be equally 

important at the multi-disciplinary table. As MDTs increasingly become the standard response, 

particularly in the form of CACs, each member must consider how the others may affect youths’ 

relationship to the MDT. There must be recognition that a punitive or inappropriate response by 

one MDT member may act as a barrier for the professionals that closely follow. While this 

erosion of the youth with PSB’s relationship to the system was illustrated in the findings, so too 

was the building. The subtheme of supportive incidentals highlighted the ways in which effective 

interpersonal qualities facilitated treatment, mostly describing therapist characteristics. 

Therapists may play a role in the MDT in educating the team on these potential positive effects 

of shared rapport. Therapists can not only challenge their own biases but facilitate the 

opportunity for the MDT to challenge theirs.   

Therapist as a member of the MDT seeks to address barriers to treatment associated with 

lack of communication and safety. Trust, communication, and connection foster security in 

attachment relationships (Mónaco et al., 2019). The clinical applications in this section first 

address how a therapist might ethically participate in connection through communication, before 

addressing how trust is fostered within those multi-disciplinary relationships.  

Therapist Attention to Systems  

The final clinical application addresses the role therapists play in addressing the barriers 

to treatment at a higher level. Barriers such as lack of coordination, inappropriate response, 



63 
 

accessibility and stigma reflect inflexibility in thinking and behaviour on the part of the system 

as a whole. This calls for recognition of the research on PSB and advocating for system change. 

The code of ethics for psychologists (CPA, 2017) promotes therapists’ responsibility to society 

in increasing societal knowledge and promoting the welfare of all humans. While the guidelines 

recommend respecting consensus in relation to social structures, they also advise the duty to 

contend those policies that ignore or oppose these ethical principles in advocating for change. 

Chaffin (2008) published a call to action from the American field of PSB that opposed the 

increasingly harmful responses to children and youth with PSB and asked the larger field of child 

abuse and child protection advocates to join the public educational efforts against the 

misinformation on PSB. Many of these same punitive responses are in practice here in Canada, 

including a criminal age of responsibility below that recommended by the 2007 meeting of the 

United Nation’s Convention on the Rights of the Child and disproportionately high rates of youth 

arrests for sexual crimes (Varma & Leroux, 2019). In 2017, the NCA answered this call in a 

significant way. They developed several evidence-based, educational materials, including 

handouts and an online course. Perhaps most significantly, as an international leader in child 

sexual abuse, the NCA also called on CACs to consider leading the response to and the 

coordination of treatment for youth with PSB and continues to fight for national standardization 

(NCA, 2017). As psychologists are often looked to as leaders in the community, they play a role 

in advocating for systemic change for youth with PSB.  

While advocating for systemic change may seem like an overwhelming task, this can be 

approached from a personal, organizational, and local level. Attention to systems at a personal 

level may look like a therapist familiarizing themselves with their regional system of response to 

PSB. This may begin with an online search of resources, such as provincial policy. It may also be 
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helpful to see what direction is recommended by their local CAC, sexual assault centres, child 

welfare, and policing agencies. At an organizational level, therapists can call attention to systems 

by supporting the use of person-first language and facilitating learning opportunities. Suggesting 

their clinic or agency use terms, such as children and youth with PSB, can encourage awareness 

in coworkers and the creation of policy for long-lasting change. In some agencies, education may 

be required before a change in language and understanding can be facilitated. For example, 

therapists within CACs may require a multi-disciplinary committee to allow for conversation and 

education around person-first language. These educational opportunities could be facilitated 

through informal ‘lunch and learns’ on key aspects of child sexual development, PSB, and the 

role that parenting and attachment plays. There are several helpful resources to facilitate this, 

such as True’s Traffic Lights: Sexual behaviours in children & young people (2019), as well as 

Hackett’s Children and young people with harmful sexual behaviours: research in review (2014). 

Finally, at a local level, therapists can look at system navigation and creating a network. This 

could entail creating a consultation list, not only with clinicians who serve children and youth 

with PSB, but MDT members that help in the navigation of systems of response.  

Attention to systems addresses the barriers to treatment that are characterized by rigidity 

in response and unpredictability. While these qualities may seem contradictory, it is through the 

repeated experience of being unable to predict the response of others that one can become 

inflexible in their own patterns of thinking and behaving (Johnson, 2019). When an individual’s 

energy is consumed in anticipation, there is little energy to take in new information and revise 

ways of thinking and behaving. The clinical applications in this section encourage addressing the 

systems’ rigidity by introducing new information and revising the current patterns of response. 
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This can be done by creating some stability in the navigation of the systems and more advocacy 

for flexibility in responses.    

Summary 

The clinical applications developed from this study’s findings include therapist 

education, therapist as a member of the MDT, and therapist attention to systems. Specific 

recommendations within these applications include building child sexual development into 

training, increasing MDT participation and communication for the youth’s benefit, and 

familiarizing oneself with local resources. The clinical applications seek to utilize secure 

attachment strategies to facilitate youths’ access to treatment; managing emotional reactivity, 

seeking connection, and increased flexibility are examples of these.   

Conclusion and Recommendations for Future Research 

This paper sought to identify barriers and facilitators to treatment for youth with PSB. 

The findings of this study show four common themes that arise within the experience of youth 

with PSB (see Figure 1 for summary). A review of the literature shows that several evidence-

based treatments have been shown to be effective in improving behavioural outcomes, as well as 

familial functioning (Dopp et al., 2017; Chaffin, 2008). Further, there is increasing evidence to 

support more short-term, community-based interventions, over the more long-term, restrictive 

interventions that are often assumed to be necessary (Chaffin et al., 2008). However, less was 

reported about how youth access these treatments. In this study, subthemes emerged from the 

four themes of youth’s experience that help understand treatment barriers and facilitators for 

these youth. The barriers had in common emotional reactivity, inconsistency, and lack of 

understanding as to the needs of youth with PSB and their families. In contrast, the facilitators 

suggested common elements of communication, consistency and predictability. Overall, 
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developmentally uninformed myths and assumptions about PSB and a system focus on the well-

being of the victim leaves youth with PSB and their families with inconsistent access to 

treatment.   

The researchers of all 10 qualitative studies used a constructivist paradigm. From the 

constructivist perspective, interactions between interviewer and participant are where knowledge 

is created (Creswell & Poth, 2018). This allowed for deep examinations of the participants’ 

experiences. This also provided participants the opportunity to identify relevant aspects of their 

experience, reinforcing the idea that participants are experts in their own experience. 

 Given the prevalence of stigma, reinforced by inappropriate system response, there is a 

need to ensure increased education on PSB. Chaffin (2008) published a call to action to address 

these harmful rhetoric and policies, directed towards government, professionals, and child abuse 

advocates; it is still widely referenced and yet, appears to have been largely ignored by the two 

former addressees. For therapists themselves, this would involve self-reflection on biases, and 

training on child and adolescent sexual development. Moreover, therapists may then play a role 

in educating and challenging biases within MDTs and the larger systems. These findings hope to 

inform a shift in the way children and youth with PSB are responded to. Systemic response and 

interventions should be informed, consistent and regulated to meet the youths’ needs.   

There are limitations to the findings and their application. Most of the knowledge in this 

field comes from America and the UK. While the inclusion of international studies allowed for 

the exploration of commonalities across the global experience of PSB, it limits the consideration 

of differences. This results in Canadian agencies needing to make a great deal of assumptions 

about the relevancy of this material to their populations, policies, and laws. Additionally, only 

two studies provided insights into the role of culture, suggesting it has significant influence on 
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the experience of youth with PSB and their treatment. This highlighted an important gap of 

knowledge on cultural consideration and influence. Finally, there is growing extant literature 

around the clinical and legal population of youth with PSB, but there is an evident gap in what 

we know about PSB in the community. This includes prevalence, identification, system 

notification, and systematic tracking of PSB.   

 Considering these gaps, I would recommend future qualitative research expand upon the 

Canadian experience of PSB. Geary et al. (2011) brings attention to the importance of consistent, 

nationwide models that simultaneously consider inclusivity and culture. As a geographically vast 

country with varying levels of government, Canada has unique challenges to implementing 

federal consistency. Another area of future expansion would be on cultural influence and 

consideration. Tener et al. (2020)’s study highlights how culture can play a mediating role on 

stigma and system response. Furthermore, tools for identifying and assessing PSB often highlight 

that culture should be considered (Hackett, 2014; True, 2019), however, cultural discussion and 

application is rarely emphasized in research. Finally, I hope that future quantitative research can 

find ways to explore the prevalence of PSB in general populations. This should include who and 

how PSB is identified within the community, and further, how it comes to the attention of 

responding systems. This may require some examination of the systemic tracking of PSB, given 

the gaps highlighted in this study.   

  In this analysis, I explored the experience of youth with PSB and identified treatment 

barriers and facilitators.  I recognize a need for considerable change within our current systems.  

I believe that therapist education and advocacy will allow for youth with PSB’s needs to be met 

in secure and responsive ways, thus facilitating treatment access.     
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