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CHAPTER 1:

Introduction

Sexual development is an important part of human development. Sexual behavior may be
observed throughout childhood, but is commonly misunderstood and is influenced by cultural
mores, societal rules and expectations, social conditions, contextual cues, and individual factors
(e.g., developmental level, age, gender). In many cultures, the topic of childhood sexual behavior
is taboo, uncomfortable, and leads to avoidance. As such, sexual development in childhood
historically has been difficult to discuss, measure, and research, which consequently has
hindered professionals’ ability to better understand and guide healthy sexual development and
behavior in childhood.

Measurement of sexual behavior is a critical component to understanding and addressing
sexual development. The Assessment of Sexual Behavior — Child Version (ASB-C) is designed to
measure sexual behavior in children ages 3-12. Normative sexual behavior begins in infancy and
a measure of sexual behavior in childhood must include behaviors commonly observed in the
course of normal growth and development. Sexual behavior also falls on a continuum in which
behaviors can be conceptualized as normative, cautionary, problematic, or even harmful.
Multiple factors including situational context, frequency, duration, responsivity to adults’
supervision and attempts to correct the behavior, and use of coercion impact decision-making on
where a sexual behavior falls on the continuum and the appropriate responses to a given
behavior. The ASB-C was developed to identify a range of sexual behaviors and measure the
frequency and commonality of these behaviors to facilitate decision-making. A standardized

psychometrically sound measure of sexual behavior that includes more modern forms of
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behaviors, such as electronic and online sexual behaviors, is essential for researching sexual
development in children and is an important component of clinical evaluations of sexual
behavior. The ASB-C is designed to fill these needs.

This introduction provides background information and a summary of factors to consider
when using the ASB-C for clinical or research purposes. This includes the normative
developmental progression of sexual behavior, cultural and societal influences, a contemporary
definition of problematic sexual behavior (PSB), etiological and contextual factors believed to
underlie PSB, and other important aspects to consider when evaluating PSB and using the ASB-
C. Finally, this chapter ends by describing the existing shortcomings of assessing childhood
sexual behavior that the ASB-C is designed to address. After this introduction, the remainder of
this manual is devoted to describing the development of the ASB-C, administration and scoring,
interpretation and application of the ASB-C, and the psychometric background of the measure,
including factor structure, reliability, validity and standardization. Note that the background
information provided is a brief overview, and not the comprehensive background essential for

clinicians utilizing the ASB-C for clinical purposes.

Background Information on Sexual Development and Sexual Behavior

Sexual development and behavior are complex and multifaceted constructs influenced by
various aspects of socioemotional, physical, cognitive, language, social, moral, and familial
development, as well as family values, beliefs, and other cultural factors. Although many
caregivers and professionals focus on puberty as the start of sexual development, knowledge and
behaviors regarding sexual topics and body parts begin in infancy (Cacciatore et al., 2019). From
a physical perspective, children learn at an early age that genital stimulation results in unique

sensations. Later, the physical changes that occur with puberty are often accompanied by a
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greater awareness and interest in a range of topics and activities related to sexuality and sexual
behavior. Puberty has been starting at earlier ages over the last several decades, now commonly
occurring between 8 and 14 years of age in many Western countries (Campbell, 2011; Herdt &
McClintock, 2000). From a cognitive perspective, preschoolers evolve in terms of their
understanding of gender and biological sex differences, including how children’s and adult’s
bodies and behaviors are distinct (Brilleslijper-Kater & Baartman, 2000; Cacciatore et al., 2024).
Related concepts of boundaries, body autonomy, consent, and social rules of interactions evolve
throughout early and middle childhood (Silovsky, 2009). Understanding reproduction and sexual
attraction is initially basic and concrete and progresses with cognitive development as their
ability to understand complex and abstract concepts grows. Quality of understanding depends on
being taught accurate information and is impacted as exposure to various influences increases
and broadens (e.g., family, peers, school, community, internet/online community). Considering
social development, children typically learn that social contexts dictate different rules about
appropriateness of behavior (e.g., people may walk around their homes partially dressed or nude,
but such behavior is not permitted at school). Similarly, children learn social cues from
caregivers, siblings, peers, teachers, social media, and others about permissible behavior and
topics of conversation as well as those that are taboo and may result in negative consequences if
discussed. In short, sexual development is as much a part of growing up as is any other form of
physical or psychological concept, and is therefore amenable to psychological assessment and
scientific investigation.

As with other forms of development, the topic of sexual development must be considered
within the broader cultural context. One popular way of examining cultural differences of sexual

development is to examine normative behavior from an international perspective. For example,
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when looking at the behavior of touching one’s own “private parts” at home, Friedrich et al.
(2000) found that approximately 91.6% of female and 94.7% of male Dutch children between the
ages of 2 and 6 years displayed this behavior in the prior six months. In contrast, endorsement
rates with similar aged samples were 43.8% (female) and 60.2% (male) in the United States
(Friedrich et al., 1998) and 14.7% (female) and 25.2% (male) in South Korea (Choi & Song,
2022). An alternative perspective examines ethnic and racial differences within a single country.
Also examining preschoolers and the behavior of touching one’s own “private parts” at home,
Kenny and Wurtele (2013) found that Latina mothers in the United States reported that 37.6% of
girls and 40.2% of boys displayed this behavior, suggesting a significantly lower frequency than
that documented in Friedrich et al.’s (1998) general sample of American children. Similarly,
Thigpen (2009) observed that only 21.7% of preschoolers displayed this behavior in an African
American sample described as religious and conservative.

In reality, culture encompasses innumerable and intersecting aspects of life, including the
ethnic and racial factors, gender roles and typing, self-identification, socioeconomic status,
religious beliefs and practices, political views, and urbanicity vs rurality, to name a few (see
Hayes, 2007, for a review). The impact of cultural influences on sexual development cannot be
understated: they may socialize the child to act in specific ways, convey messages regarding the
acceptability of different types of behavior, influence the material taught in schools, and create
biases in how caregivers report on their child’s behavior, among other effects (see Frayser,
2003). Lastly, it is important to remember that cultures evolve over time and what is accepted
and promoted in one era may bear little resemblance to the cultural perspective prevailing during

a different era. This necessitates a clinician maintaining awareness of current cultural
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conceptualizations of sexual behavior and researchers continuing to document and study changes
in these conceptualizations.

Context matters. Sexual behaviors found to be normative in one setting can be considered
inappropriate or problematic in another (e.g., in the bedroom vs. in the classroom) and if it
occurs too frequently. Further, understanding of how cultural context defines normative behavior
facilitates identification of behavior that goes beyond acceptable limits. However, in all known
cultures, coercive and harmful forms of behaviors are considered problematic even if they occur

only once.

Definition and Types of Problematic Sexual Behavior of Children.

The most common definition of problematic sexual behavior (PSB) among preteen
children (ages 3-12 years) is “behaviors involving sexual body parts (i.e., genitals, anus,
buttocks, or breasts) that are developmentally inappropriate or potentially harmful to themselves
or others” (Chaffin et al., 2008; p. 200). Made clear in this definition is that PSB may present in
multiple forms, including but not limited to: self-focused behaviors (e.g., inserting objects into
oneself, self-stimulating to the point of injury), interpersonally intrusive behaviors (e.g.,
touching the private parts of others, coercing others to perform sexual behaviors), looking
behaviors (e.g., trying to look at people in the shower or bathroom), and showing behaviors (e.g.,
intentionally exposing one’s private parts to others). In addition, intrusive thoughts or excessive
interest in sex may result in significant problems for the child and family (e.g., discussing sexual
acts with peers at school, playing with toys in a sexualized manner). Given 21 century
technological innovations, there are presently significant concerns regarding children’s
electronic/online sexual behaviors (EOSB) as well, such as viewing online pornography or

sending/receiving sexually explicit pictures or messages (i.e., “sexting”). Given these diverse
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forms of presentation, it is important to emphasize that PSB is not a singular diagnosis; rather, it
is a concerning behavior that may be a focus of clinical attention and it frequently co-occurs with
a variety of disorders, such as disruptive behavior disorders, posttraumatic stress disorder,
internalizing concerns (e.g., depression, anxiety), and learning and developmental concerns.

It is not possible to list every type of specific behavior that may fall under the broad
rubric of PSB. However, accurately understanding normative behavior and its context facilitates
determining whether a given behavior is problematic. In a series of studies throughout the 1990s,
Friedrich demonstrated that the frequency of different behaviors varied based on the age of the
child assessed. For instance, undressing in front of others was relatively frequent at younger
ages, implying developmental normality (49.6-61.9% of 2-6-year-olds), but less common among
older ages (fewer than 23% of 7-12-year-olds; Friedrich et al., 1991; Friedrich et al., 1992). ,
Further, touching a female’s breast is a fairly common occurrence for preschool-aged children,
likely reflecting a curiosity about different body parts and a relatively poor understanding of
personal boundaries, both of which are developmentally expected for a child of this age. Yet, this
behavior continuing despite correction and/or the child being so preoccupied with touching
breasts that it interferes with normal daily functions (e.g., play, relationships) is outside of
developmental expectations and may be problematic. A 12-year-old intentionally touching a
woman’s breast typically is considered outside of developmental norms based on chronological
age and may be considered problematic regardless of frequency. This example highlights that
any measure of childhood sexual behavior must, by necessity, include behaviors that are
considered normative at different developmental periods as well as those that are easily

identified as problematic. Also, this discussion underlines the importance of conducting an
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effective assessment to determine whether a given behavior is within normative expectations or

is problematic, which is discussed below.

Problematic Sexual Behavior: Prevalence, Etiology, and Co-Occurring Factors

Obtaining accurate estimates of the prevalence of PSB is complicated as large-scale
longitudinal research has yet to be conducted, and the measurement issues leading to the
development of the ASB-C were problematic. Research with specific populations (e.g.,
preschoolers) indicates the PSB is not rare. Lussier et al. (2018) provided data examining the
prevalence of interpersonally intrusive behavior among preschoolers. In a socioeconomically
diverse sample of Canadian children ages 3 to 5 years, 17% engaged in at least one such
behavior in the prior 12 months. However, it is unclear the percentage of these children whose
behaviors were of sufficient frequency and/or severity to qualify as PSB, and the researchers
included attempts to look at people nude or undressing, which if fairly common for this age,
within their definition of intrusive behavior. When these children were re-assessed
approximately three years later, nearly 12% had displayed interpersonally intrusive behavior in
the preceding 12 months. Allen (2017), using a 26-item measure and the data collected by
Friedrich et al. (2001) to define developmental norms, found that 22% of 8-year-old children
drawn from predominantly low socioeconomic and/or maltreated samples displayed a sufficient
frequency and/or diversity of sexual behaviors within the prior six months to qualify as
exhibiting PSB (i.e., elevated T-scores on a measure of sexual behavior). As such, although the
prevalence of PSB is unknown, it does appear to present within a significant minority of
children.

Studies examining the persistence of PSB underscore the need for appropriate clinical

assessment and intervention. Ensink et al. (2018) followed children referred for a sexual abuse
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evaluation and found that 56.7% of children displaying PSB (i.e., elevated T-score) at the initial
assessment continued to display PSB two years later. Perhaps more concerning, Lévesque et al.
(2012) restricted their sample to 49 children referred to child protective services and displaying
any interpersonally intrusive PSB, and found that 43% continued to show these behaviors one
year later. In the longitudinal study by Lussier et al. (2018), they discerned four trajectories of
PSB from the preschool age to middle childhood. Two of these trajectories demonstrated low
rates of PSB both initially and during follow-up assessments. However, a third group exhibited a
moderate number of PSB behaviors that was stable over time (48% of sample) and often
included children displaying interpersonally intrusive PSB. The final group was composed of
children who demonstrated the highest frequency of PSB behavior (13% of sample), which
increased in frequency over the years, and nearly all of these children engaged in interpersonally
intrusive PSB.

The lessons from these studies are numerous. First, there is significant variation in the
types of behaviors considered to be normative, and therefore those considered problematic,
depending on the developmental level of the child being assessed and the context of the
behavior. Second, in the absence of normative data within a given culture and time, it is often
difficult to accurately describe the types of behavior that might qualify as “developmentally
inappropriate.” Third, it is important to identify the phenomenology of the sexual behavior under
examination, with the most commonly employed definitions being either a broad
conceptualization encompassing various forms of behavior, or the more specific presentation of
interpersonally intrusive behaviors (i.e., touching another individual). Lastly, PSB may be more

common and persistent than many realize; although it is difficult to ascertain these numbers in
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the absence of a valid and reliable measure that accounts for contemporary cultural and social
contexts.

Etiological and concurrent factors related to PSB development inform clinical assessment
and decision-making. Although originally conceived as an outcome likely stemming from the
experience of childhood sexual abuse (CSA) and potentially the result of posttraumatic stress
disorder (PTSD; Finkelhor & Browne, 1985), our contemporary understanding of PSB tempers
this earlier hypothesis. Although children exposed to CSA are at significantly increased risk for
the development of PSB (Friedrich et al., 2001), many children presenting with PSB do not have
a history of CSA (Allen, 2017; Bonner et al., 1999; Silovsky et al., 2007; Silovsky & Niec,
2002). There are also mixed results regarding the role of PTSD symptoms. Some studies
employing bivariate correlations between PTSD symptoms and generalized PSB find a
significant relationship, particularly among children with a history of CSA (e.g., Allen et al.,
2015; Simmons et al., in press; Wamser-Nanney & Campbell, 2020). However, this relationship
commonly fails to emerge when specifically examining interpersonally intrusive PSB (e.g.,
Wamser-Nanney & Campbell, 2020; Friedrich et al., 2003) or when co-occurring experiences
and concerns, such as physical abuse and general behavior problems, are controlled (e.g., Allen,
2023a; Wamser-Nanney & Campbell, 2022). In short, the display of PSB does not necessarily
imply a history of sexual abuse or the presence of posttraumatic stress disorder. Rather, there are
a range of vulnerability and protective factors to consider when evaluating sexual behavior of
youth.

More current etiological perspectives emphasize the broader developmental progression
of children as opposed to an exclusive focus on CSA. Several studies demonstrate that various

untoward experiences increase the risk for PSB, including childhood sexual and/or physical
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abuse, exposure to intimate partner violence, parental stress and mental illness, and physical
discipline (Allen, 2017; Cale & Lussier, 2017; Latzman & Latzman, 2015; Lévesque et al., 2010;
Merrick et al., 2008; Silovsky & Niec, 2002; Tremblay et al., 2020; Wamser-Nanney &
Campbell, 2019; Wamser-Nanney et al., 2019). This understanding typically emphasizes that
developmental adversities place the child at risk for problems with regulating emotions and
behaviors (e.g., ineffective coping skills, impulsivity), which create the more immediate risk for
displaying PSB (Allen, 2023b; Elkovitch et al., 2009). Indeed, several studies demonstrate high
co-occurrence of PSB with impulsivity, aggression, and other externalizing problems (Allen et
al., 2025; Bonner et al., 1999; Friedrich et al., 2003; Lévesque et al., 2010; Smith et al., 2019;
Tremblay et al., 2020; Wamser-Nanny & Campbell, 2019). Neurodiversity is another important
consideration in understanding the context of sexual behavior and risk for PSB. The social,
emotional, and cognitive development of children with autism and other neurodiversities
impacts sexual development and social interactions in multiple ways including interpretation of
nonverbal cues, understanding of boundaries and consent, caregiver’s approach to sex education,
as well as risk for sexual abuse (e.g., Mandel & Datner, 2017).

It is also important to not overlook the impact of social modeling on the development of
PSB. In some of the earliest work on PSB, Friedrich repeatedly observed that more frequent
displays of sexual behavior in the home increased the risk of PSB (e.g., co-bathing, nudity,
presence of pornography; Friedrich et al., 1992; 2003). Several studies since that time similarly
show that exposure to sexual modeling increases the risk for PSB and may be a critical factor
that distinguishes children who display PSB from those who exhibit non-sexual forms of
behavior problems (Bonner et al., 1999; Cale & Lussier, 2017; Lévesque et al., 2010). A recent

meta-analysis summarized this relationship by finding that exposure to sexual modeling doubled
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the risk of a child displaying PSB (Mori et al., 2023). This type of modeling may occur in several
forms, including sexual behaviors occurring in front of the child, exposure to pornography or
other forms of sexualized media, or through the direct experience of CSA. As such, social
modeling of sexual behavior may occur during situations in the home, through discussions or
experiences with peers, by viewing sexually explicit media, and/or as a result of encounters in

the community.

Clinical Assessment of PSB

As described above, a multitude of factors may be operative in cases of PSB, including
emotional and behavioral dysregulation, posttraumatic stress, social modeling, contextual and
familial factors, and a history of adverse and traumatic events. An appropriate clinical
assessment must attend to these diverse influences. Assessment of PSB should include a good

clinical interview with a caregiver that establishes the details of the behavior as well as its

frequency, severity, and onset. In addition, an appropriate trauma and adversity screen is needed
to document prior experiences that may be relevant to the display of PSB. It is important that the

clinician not prematurely focus on the PSB and fail to identify other potential co-occurring

emotional and behavioral problems as PSB frequently is only one aspect of a broader picture of

clinical concerns. It is recommended that any assessment of PSB include a broadband measure of
childhood psychopathology (e.g., the Child Behavior Checklist [CBCL], the Behavior
Assessment System for Children [BASC], the Strengths and Difficulties Questionnaire [SDQ])
and a specific measure of posttraumatic stress (e.g., the Child and Adolescent Trauma Screen
[CATS], the Trauma Symptom Checklist for Young Children [TSCYC]). For an in-depth

discussion of the multiple layers and processes recommended for assessing PSB, reference the
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report from the Association for the Treatment and Prevention of Sexual Abusers (ATSA) Task
Force on Children with Sexual Behavior Problems (2023).

In addition, any attempt to assess PSB must utilize a valid and reliable measure of sexual

behavior among children. Implementing such a measure offers several benefits, including
thoroughly assessing the diversity of sexual behaviors that may occur, providing an efficient
means of assessing those behaviors, and allowing for a comparison of an individual report to
normative data to prevent over-pathologizing. Ideally, such a measure also will be sensitive to

change to allow for monitoring of treatment progress.

The Need for a New Measure of Sexual Behavior and PSB

Given that sexual behavior is an important aspect of development and a topic for clinical
assessment, a psychometrically-validated measure is required to guide understanding and
practice. Such a measure must address a range of sexual behaviors, including those that are
typical, concerning, problematic, and harmful, and it must be appropriately anchored within our
contemporary cultural and social climate. This necessitates that the measure effectively assesses
the prevailing concerns related to EOSB. From a clinical perspective, a measure of PSB must
facilitate clinical decision-making and safety planning, such as who was involved in a given
behavior and whether coercion was used. From a scientific perspective, an adequate measure of
sexual behavior should enhance our ability to research various aspects of child well-being, the
development of sexual behavior, cross-cultural differences, and etiological factors in the
emergence of PSB.

Currently available measures of childhood sexual behavior, including PSB, are limited in
several ways. First, they were developed decades ago and, in most cases, the normative data used

to determine when behaviors should be considered normative or problematic are several decades
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old. Our society and culture have evolved significantly during this time and it is advisable to not
use these outmoded data for contemporary purposes. Second, many of the most well-known
measures of sexual behavior were designed with a specific focus on assessing PSB secondary to
sexual abuse (e.g., the Child Sexual Behavior Inventory [CSBI; Friedrich, 1997], the Sexual
Concerns subscale of the TSCYC [Briere, 2005]). As a result, these measures display an
inordinate number of items designed to assess sexually-based displays of anxiety and
posttraumatic stress. Third, none of the measures currently promoted for the clinical assessment
of PSB include items asking about the display of EOSB, and many of these measures were
developed prior to the advent of the internet and other contemporary technological innovations.
Fourth, the available measures are proprietary and often require a significant investment of
financial resources to utilize them consistently. The implementation of valid and reliable
measures for assessment and outcome monitoring is a primary focus for those disseminating
evidence-based practices, and the lack of affordable and accessible measures has proved a
significant barrier (Cho et al., 2021).

A clinically useful measure of sexual behavior, as a part of an assessment of PSB, must
adhere to several standards. First, it must adequately assess each of the diverse forms of sexual
behavior (e.g., self-focused, interpersonally intrusive), including EOSB. Second, it must
recognize that children undergo a normative process of sexual development and not pathologize
normative behavior. In other words, it must be norm-referenced. Third, it must be flexible
enough to identify developmentally anomalous behaviors, whether that be the result of
inappropriate knowledge/awareness for a given age or because of excessive frequency, across the
diverse periods of childhood (i.e., preschool, school-age, pre-teen). And, fourth, it must be

applicable to research and clinical practice across a wide range of settings and not be geared
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toward the assessment of children experiencing sexual abuse or any other hypothesized
etiological factor.

Towards this end, a team of experts met in 2015 to begin the process of specifying a new
measure of childhood sexual behavior and PSB. The team chose to start by surveying practicing
clinicians to ascertain their needs and desires for such a tool and kept a constant eye on clinical
utility throughout the development process. The Assessment of Sexual Behavior-Child Version
(ASB-C) took shape over several years of writing, testing, obtaining feedback, and revision; a
process that was repeatedly interrupted by competing academic and clinical demands, funding
shortfalls, and the COVID-19 pandemic. Details on the developmental process of the ASB-C can
be found in Chapter 2. All team members have agreed to make the ASB-C freely available for
clinical and research purposes. We ask that references to the ASB-C in professional publications
or presentations use the citation provided below. In addition, we request that any modifications
made to the ASB-C be clearly specified within the context of publications and presentations to
identify how its usage deviated from the instructions provided within this manual.

It is important to note that this measure is designed to be an important tool for clinical
assessment of sexual behavior of children, and in cases of concerning and problematic sexual
behavior of youth, clinical assessments require the examination of abuse and trauma history, co-
occurring emotional, behavioral, and developmental concerns, and vulnerability and protective
factors at the individual, caregiver, family, school, community, and society levels. Further, PSB
may result in significant functional consequences for the child engaging in the behaviors, such as
emotional effects (e.g., shame, guilt), physical injuries, family separations, and school
suspensions, among other outcomes. When older youth have interpersonally intrusive behaviors

that violate the autonomy and rights of another individual it is also considered to be illegal.
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Depending on the jurisdiction where the behavior occurred, children within this age range (e.g.,
10 — 12-year-olds) may be adjudicated and charged with a sexual offense. When providing
clinical assessment and care of Children with PSB, level of legal involvement, state and federal
statutes, timing (pre- or post-adjudication), and purpose may impact forensic and clinical
assessment.

Interpersonal sexual behavior of children may have real and important consequences to
other children involved, such as siblings, and these other children will likely require
screening/assessment to determine need for interventions. Further, clinical assessment of PSB in
children inevitably involves safety planning in the home and community. Given the impacted
children, siblings, and the frequency of abuse and trauma in children with PSB, child protective
and child welfare services may be involved in addressing the safety and well-being of all
children involved. Other professionals and agencies may be involved in the case such as child
advocacy, law enforcement, health care, schools, and juvenile justice. Clinical assessment and
decision making should not be done in isolation. Rather, best practices are collaborative and

interdisciplinary.
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CHAPTER 2:

Development of the ASB-C

From the beginning, the development team had three objectives: craft a measure that
adequately addressed current trends in the field (e.g., internet usage, coercive behavior), develop
a measure that was based on the extant empirical knowledge regarding the etiology and clinical
care of children with PSB, and make the measure easily accessible to practicing clinicians. With
this last goal in mind, one of the first decisions of the development team was to commence a
survey of mental health clinicians to determine what they most needed from a new measure of

childhood sexual behavior, including the assessment of PSB.

Clinician Input

The developed survey was forwarded to various professional listservs (e.g., the American
Professional Society on the Abuse of Children [APSAC]), clinicians who previously attended
trainings related to PSB, and known colleagues who specialized in treating youth with PSB,
among other avenues. A total of 330 professionals responded over the course of six months.
When asked an open-ended question about the characteristics they would most like to see in a

new measure, the most common responses were:

(1) Ease of use

(2) Assessing age-appropriate and age-inappropriate behaviors
(3) Brief duration/time to administer

(4) Availability of a caregiver-report and child self-report version

(5) Assessing the frequency of behaviors
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Clinicians were then presented with several potential characteristics of an assessment
measure and asked to rank how important each factor was on a scale from 1 (Not Important) to 5

(Very Important). The five highest scoring items were:

(1) Scoring helps determine if a behavior is problematic (M = 4.55)

(2) Scoring helps guide which behaviors need to be targeted in treatment (M = 4.55)
(3) Ease of interpretation (M = 4.54)

(4) Inclusion of “critical items” (M =4.51)

(5) Scoring includes a comparison to normative scores (M = 4.50)

Of the responding clinicians, approximately 25% (n = 84) stated that they do not
currently administer a measure of childhood sexual behavior as part of their clinical practice.
When asked to specify a reason, the overwhelming majority stated there are no accessible
instruments due to either financial cost or the time required to administer, score, and interpret.

Finally, the clinicians were asked how likely they would be to administer a measure of
PSB during the intake assessment under different conditions. Using a scale ranging from 1 (Not
at all likely) to 5 (Very likely), the most preferred option was “A screener with 5-10 questions”
(M = 4.4) with the least preferred option being “A full-length measure with more than 20
questions” (M = 3.2). Alternatively, clinicians were asked how much time they would be willing
to devote during the intake assessment to the administration of a measure assessing sexual
behavior and PSB. While 91.5% indicated a willingness if it took no more than 5 minutes and
72% indicated a willingness if the assessment was completed within 10 minutes; only 32.6%
were willing to devote more than 10 minutes.

From this input, the team gleaned the following lessons. First, the measure must be

simple to administer, score, and interpret. Second, the tool must have obvious clinical relevance



ASB-C Manual 21

to clinicians, particularly by highlighting those behaviors most outside developmental
expectations and/or considered problematic by current definitions. Third, the instrument must be
cost-affordable and easily accessible. Finally, clinicians are willing to administer a measure of
sexual behavior and PSB, but not if the time and/or length of the tool is deemed excessive. This
last point left the team searching for a solution, as any measure of sexual behavior that
adequately assesses the diversity of behaviors described in Chapter 1 is likely to be 30 to 40
items in length and, perhaps, considered too lengthy by some clinicians. The team decided to
develop a screener of no more than 10 items alongside the full measure. However, the developed
screener did not perform well during psychometric evaluation and is not discussed further.

Clinicians interested in a screening tool are referred to Allen and Ferrer Pistone (2023).

Development of the Initial Pool of Items

After completion and compilation of the clinician feedback, the development team met to
construct an initial pool of items. The team’s goal was to develop a large number of items
assessing each of the following areas: (a) self-focused behaviors, (b) looking behaviors, (c)
showing behaviors, (d) interpersonal/coercive/intrusive behaviors, (e) sexual talking behaviors,
and (f) sexual interest-related behaviors. EOSB items were developed within each of these areas
alongside “in-person” forms of behaviors. For instance, “sends sexual messages digitally” was
included within the sexual talking behaviors category while “takes pictures of nude or partially
dressed people” was included within the sexual looking behaviors category. The initial pool
included 79 items.

Two pilot studies tested the acceptability of the initial pool of items to caregivers. First,
the items were presented to a focus group of caregivers whose children previously presented with

PSB and who participated in treatment alongside their children. The caregivers discussed the
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items and provided a number of recommendations to the team, many of them involving wording
changes they thought better clarified the content. For instance, they recommended using the
phrase “private parts” in place of “sexual body parts” or “genitals,” and preferred the term
“digital” over “electronic.” The group also identified instances where the wording of items was
either unclear or could be interpreted in different ways. In addition, the group provided
suggestions for additional items. Overall, the caregivers expressed satisfaction with the measure
and comfort responding to the items.

Second, a small sample of caregivers (n = 18) recruited from pediatric primary care
clinics (i.e., children with no known PSB) were asked to complete a web-based survey in
exchange for a $10 gift card. After reading through and responding to the items, caregivers were
asked a series of questions. All caregivers described the instructions and the items themselves as
either “easy” or “very easy” to understand. In keeping with the focus group discussed above, the
survey participants overwhelmingly preferred the term “private parts” (92%) over “sexual parts,”
and the term “digital media” (92%) over the term “electronic media.” The majority of
respondents (67%) reported feeling “comfortable” or “very comfortable” answering the items
and only one respondent reported feeling “uncomfortable.” The same proportions of participants
reported (a) being willing to complete the questionnaire a second time and (b) being comfortable
with their child’s doctor seeing how they responded to the questionnaire.

Following this feedback from caregivers, the team worked to revise the items, keeping in
mind both the comments received and the desire to maintain a measure that caregivers felt
comfortable completing. Several items were re-worded, some items were combined or deleted,

and new items were written. Following this process, the measure contained a total of 80 items.
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Preliminary Psychometric Evaluation

The 80-item version of the experimental measure was administered to a sample of 470
caregivers drawn from normative (n = 370) and psychiatric (» = 100) samples. Participants were
asked to complete the new measure, along with several other measures assessing various
emotional and behavioral concerns, in exchange for a $10 gift card. The samples were recruited
from an academic medical center serving an ethnically and socioeconomically diverse
population. The normative sample included caregivers with a child between the ages of 3 and 12
years who had presented for a well-child visit within the past 12 months. The psychiatric sample
included caregivers with a child between the ages of 3 and 12 years who was diagnosed with a
disruptive behavior disorder (e.g., ADHD, Oppositional Defiant Disorder [ODD]) and who
attended a mental health appointment (e.g., psychiatric consult, outpatient therapy) within the
past 12 months. All caregivers were mailed an invitation letter that included a QR code and a
weblink to the survey. A small sample of caregivers attending treatment for a child with PSB
were asked to participate to identify any items that might be exclusively endorsed by this group
(n=15). These caregivers were given a recruitment flyer with a QR code and weblink when
attending a treatment session.

Following data collection, a series of statistical analyses were computed, including (a)
frequency counts of the endorsement of each individual item, (b) principal components analyses
to identify potential scales, (c) between groups analyses comparing two subsamples (i.e.,
normative vs. psychiatric), and (d) correlations examining the relationship of the individual items
and derived factors with the other emotional and behavioral concerns examined. The
development team met multiple times to discuss these results and consider their implications.

Through this process, the team combined expert opinion, clinical experience, and the obtained
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statistical data to trim the measure to a 38-item version suitable for psychometric standardization.
Items were deleted based on low rate of endorsement within the samples, repetitiveness with
other items, and perceived lack of clinical utility. In addition, the team attempted to balance the
desire to construct a comprehensive and useful measure with the goal of maintaining a

manageable length that clinicians felt comfortable implementing in practice.

Standardization and Validation

Standardization and validation of the ASB-C included collecting data from three samples:
a nationally representative sample of caregivers (n = 1,400), a racially and economically diverse
sample of caregivers presenting to a medical clinic for well-child visits (n = 271), and a sample
of caregivers who attended treatment with a child displaying PSB (n = 110). Using these
samples, various forms of reliability and validity were computed to estimate the psychometric
characteristics of the ASB-C. We have placed all of the conceptual and analytic details and
underpinnings in a later chapter to facilitate a more applied review of the measure’s content,
administration, and use. Those interested in these more technical aspects are referred to Chapter

7: Psychometric Properties and Standardization, and the appendices.

A Note on Response Format and Period of Assessment

Throughout the development of the ASB-C, the team repeatedly grappled with two
questions. The first pertained to the period of time over which caregivers are asked to recall and
report on the behaviors of the child. The timeframe must be long enough to adequately capture
concerning behaviors while also short enough to allow for the observation of meaningful change.
For instance, treatment for children with PSB is often three to six months in length; a timeframe

of six months for the measure would prohibit monitoring of treatment outcome. The desire to
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develop a measure with maximum clinical utility led to the decision to ask caregivers to report
on the frequency of behaviors over the past month. However, recognizing that it is valuable in
many cases to assess behavior over a longer period of time, the team developed an alternative
version of the ASB-C that supplements the standard form with an additional column asking
whether the behavior occurred over the prior 6 months. This version of the measure is discussed
in Chapter 6: The ASB-C Extended Version (ASB-CE).

Having decided on the length of time for the assessment, the team considered the most
helpful forms of response options. From clinical experience, the team determined that it is
particularly informative to know if a given behavior was an isolated incident (i.e., occurred once)
or had been repeated. This led to further specification that it is helpful to distinguish between
those cases where a behavior occurred only a few times (2-4 times) or was more repetitive and
may represent an established pattern of behavior. In considering these options, the team noted
that caregivers do not typically have much trouble recalling the frequency of a behavior if it
occurred a limited number of times (e.g., once, twice, three times), but have more difficulty
remembering the precise number of times as the frequency increases (e.g., did it happen 11 or 12
times?). As a result, the team developed the following anchors for caregiver response options: (0)
Never, (1) Once, (2) 2-4 times, (3) 5-10 times, (4) More than 10 times. Reporting the frequency
of a given behavior is a common response method for measures that assess discrete occurrences
of behavior (e.g., substance use, sexual activity) and reduces subjectivity that might impact
ratings using options such as “sometimes” or “almost always.” This 5-anchor response scale
carries the benefit of having an absolute zero (i.e., 0 means the absence of the given behavior)
and respects the feedback of some caregivers in the early pilot work who suggested that an

original 7-point scale presented too many options.
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CHAPTER 3:

Administration of the ASB-C

Appropriate Populations

The ASB-C is intended for use with children between the ages of 3 and 12 years
(inclusive) to assess the frequency and severity of sexual behaviors, including the identification
of PSB. Standard use the ASB-C with youth outside of this age range is not recommended as no
psychometric norms were collected with older or younger youth and developmental expectations
are likely to differ significantly. Caution is further warranted when applying measures to children
with significant cognitive impairments (e.g., intellectual disability) and/or developmental
disabilities (e.g., autism spectrum disorder [ASD]) given established psychometric shortcomings
and potential to over-diagnosis, as found in research on widely utilized measures of childhood
emotional and behavioral concerns, such as the CBCL or the SDQ (Dovgan et al., 2019;
Halvorsen et al., 2023). The current normative sample of 3-12-year-olds for the ASB-C does not
include children with significant cognitive impairment or developmental disabilities. Thus, the
use of the ASB-C with these populations should rely on examination of item-level content until
appropriate norms are available.

The ASB-C should be completed by a caregiver who has spent a significant (i.e., at least
20 hours per week) amount of time with the child over the past month (i.e., minimum of the past
30 days in a caregiving role). We encourage the respondent to report on behaviors that they
observed; however, in many cases the behavior is reported from a second party (e.g., teacher,

babysitter) who is not available to complete the measure. In these instances, it is allowable for
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the respondent to include these reports to improve the accuracy of the assessment. Nevertheless,
a respondent who spends limited time with the child (e.g., every other weekend, less than an hour
per day) may not have sufficient exposure to the child to provide a suitable report. In such
instances, there is limited confidence in the validity of the respondent’s report.

Some clinicians report discomfort or hesitation in administering a measure of sexual
behavior as they are unsure how the caregiver might respond and/or fear the caregiver may
question the appropriateness. We find it is often helpful to preface the administration of the
measure in some way. One option is to assure the caregiver that the clinician is interested in
performing a comprehensive assessment of potential emotional and behavioral concerns;
although many caregivers will report no significant concerns related to sexual behavior, some
caregivers realize they have concerns after completing this measure. In this way, administration
of the ASB-C is merely in the interests of being thorough. Another option is to highlight for the
caregiver that PSB may be relevant given other presenting concerns already known regarding the
child. For instance, PSB often co-occurs with other behavioral problems or after an experience of
sexual abuse. As such, it is relevant for the clinician to assess. In addition, it may be helpful to
re-state confidentiality and privacy policies to address any concerns the caregiver might have
about who will have access to responses, remembering that sexual contact between minors is a
mandated reporting issue in some areas. It is prudent to stay familiar with the state and
jurisdiction laws and practices, which can change over time (e.g., recent “raise the age” efforts
have increased the lower age limit of crimes in some states). Finally, it is important to remember
that children presenting for treatment of PSB are already known to have some knowledge or

experience with sexual topics; it should not be surprising to the caregiver that a clinician would
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like to have a more complete picture of the behaviors displayed. This rationale may be used in

such cases.

Administration

The ASB-C was designed to be relatively straightforward to administer. Nonetheless, as
with any measure, the administrator wants to ensure that the caregiver completing the form
adequately understands the instructions. The ASB-C has two parts. The instructions for the first

part of the ASB-C, designed to assess the frequency of different behaviors, are reprinted here:

The items below describe various types of behaviors. Some items refer to behaviors
involving private parts (such as penis, vagina, or rectum) or sexual acts. Please report

how often your child has shown the following behaviors in the PAST MONTH using the

scale provided below.

It may be advantageous to review the instructions with the caregiver to ensure
understanding. There are a few aspects of these instructions worth highlighting. First, the term
“private parts” refers specifically to the genital area of an individual, with specific body parts
(i.e., penis, vagina, or rectum) used to define the term. Breasts are not included within the
description of “private parts” for multiple reasons. Behaviors involving breasts may be
developmentally normative at some ages and be observed with frequencies quite different than
behaviors focused on the genital area. For instance, a 3-year-old child touching a woman’s breast
2-4 times (response option “2”) may not be particularly concerning, but that same child
deliberately touching the genital area of an adult 2-4 times may fall outside of developmental
expectations. In addition, some items that are relevant to body parts within the genital area may

not be relevant to breasts (e.g., items asking about the insertion of objects). Throughout the ASB-
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C, items are written with specific reference to the body parts of interest; some items identify
“private parts,” some items refer specifically to “breasts,” and other items identify “breasts or
private parts.”

Second, the phrase “sexual acts” is left intentionally broad as not every behavior falling
under this category can be defined here. Although the items were written with the goal of
reducing subjectivity to the extent possible, a certain level of variability is expected when
caregivers are asked to consider whether or not a given behavior is sexual. If directly asked by a
caregiver for further specification of the term “sexual acts,” the administrator is advised to
respond by encouraging the caregiver to use their discretion as to whether they believe the acts in
question qualify as “sexual.”

Third, the anchors for each of the five response options are frequencies and, therefore, are
mutually exclusive. However, caregivers may be uncertain of the number of times a behavior has
occurred and, thus, be unsure of how to answer an item. This may lead to a desire to endorse two
response options or a belief that the correct frequency lies between two options. If the caregiver
asks how to respond in this situation, the administrator is advised to respond: “Please give your
best estimate.” Alternatively, a caregiver may believe that the behavior has occurred more times
than they have directly observed or been told about by another individual. In such instances, the
administrator is advised to respond: “Please give your best estimate to report the number of
times it is known to have occurred.”

The second part of the ASB-C is designed to provide additional information to better
specify the nature of any sexual behavior endorsed and to help with treatment planning.
Although the second part of the ASB-C is also straightforward, it may be helpful to review two

components of it with the caregivers. First, if the caregiver answers “0” (Never) to all of the
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items in the first part, then there is no need to complete this second part. Second, for the first two
items in this part (A & B), they may check all the options that apply. The last item (C) is
mutually exclusive and the caregiver can only endorse one option. The directions for the second

part of the ASB-C are reprinted here:

The questions below are to help us better understand the behaviors you described above.
Note: If you answered “0” (Never) to all the questions above, you do not need to

complete the section below.

This second part of the ASB-C is designed to assess the context of any endorsed sexual behavior
to aid in the development of safety plans, identify other children who may benefit from services,

and/or indicate additional topics for discussion with the caregiver.

Professional Requirements

As noted, the ASB-C was designed to be a straightforward measure to administer and
score, and these functions can be performed by any individual who sufficiently understands such
activities in a professional context. Interpretation of the ASB-C for clinical purposes, however,
should only be done by an individual with appropriate training in a mental health discipline, such
as psychology, psychiatry, social work, or counseling. Practice should follow professional ethics,
state licensing requirements, and state and federal mandates. The ASB-C is a tool for obtaining
clinical information and other forms of information (e.g., clinical interviews, measures of trauma
and other presenting concerns, and collateral information from community partners such as child
welfare and the schools) are relevant for the assessment and treatment of children with PSB. The

clinician is urged to use the ASB-C in conjunction with other indicated clinical methods.
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CHAPTER 4:

Scoring of the ASB-C

The ASB-C should be easy to score and a companion “ASB-C Score Form” is available
to streamline the process. As mentioned previously, some individual behaviors are rare, but are a
cause for concern. The accumulation of diverse and frequent behaviors may also reach a point
that the child’s display of sexualized behavior exceeds what is typical for a given age. Scoring of
the ASB-C accounts for both of these situations (i.e., documenting rare or severe individual
behaviors, identifying an accumulation of behaviors that goes beyond developmental

expectations). The ASB-C Score Form is pictured in Figure 4.1. (also see Appendix E).

Figure 4.1: The ASB-C Score Form

ASB-C Score Form

Step 1: Critical Ttems
Check each item below with a non-0 response (i.e., 1,2, 3, 4).

6 26._ 34._
20 7. 35
2 20 L
23, 3L 37
24 32._ 8
25 33

Step 2: Total Scale Score
Sum all item scores (#1 - #38).

Total Score =

Step 3: Total Score Interpretation
Circle the appropriate answer based on the child’s age and total scale score

Age Group Typicai/Expected Concerning Prablematic

3-S5 years 0-10 Uil 12 -152
6 — 9 years 0-6 7-10 11-152
10 — 12 years 0-5 6-9 10-152

Step 4: Final Interpretation

a. Ifany critical items are checked in Step 1. the child’s behavior is considered Problematic
and clinical services are likely indicated. (Interpretation of the Total Scale score may be
helpful, but is not necessary to classify behavior as “problematic.™)

b. In Step 3, a score in the Concerning range indicates the child’s pattern of behavior is

more likely to occur among clinical samples of children with problematic behavior.
Further assessment is advised

c. InStep 3. a score in the Problematic range indicates the score is among the highest 5% in
the normative population. Clinical services are likely indicated
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The first task in scoring the ASB-C is to identify whether the respondent endorsed any
of the “critical items.” In step 1, the clinician reviews the completed ASB-C and places a check
mark next to each item endorsed. Place a check for any item rated 1, 2, 3, or 4, as any
endorsement of the item is quite rare in the normative population and signals a cause for concern.

Step 2 in scoring the ASB-C is to calculate a sum score for the Total Scale by adding the
frequency responses for all 38 items. This Total Scale score is then interpreted by circling the
appropriate score range given the child’s age in step 3. This will indicate for the clinician
whether the child’s score is in the Typical/Expected, Concerning, or Problematic range. The
meaning behind these terms and how to interpret the obtained score is discussed in the next
chapter. The examples below demonstrate a completed ASB-C and a completed ASB-C Score
Form.

In the example in Figure 4.2, the caregiver did not endorse any of the critical items and,
therefore, all of those items are left blank in Step 1 on the ASB-C Score Form. Summing the
scores for all 38 items resulted in a Total Scale score of 10, which is written on the line in Step 2.
Given that the child is 4-years-old, the range of 0-10 for the age group “3-5 years” is
appropriately circled in Step 3. As can be seen, this suggests that the child’s score falls in the
Typical/Expected range.

In the example in Figure 4.3, the caregiver reported the child displayed two behaviors
that are deemed “critical items” (#23 and #38). As such, both of these items are checked in Step
1. The sum of the scores of all items on the ASB-C yields a total score of 15 (Step 2). Given that
the child was 10 years old, the score of 15 falls within the score range of 10-152 on the line for

the 10-12 years age group, which is identified here as Problematic.



ASB-C Manual 33

Figure 4.2: Example Scoring of the ASB-C for a 4-Year-Old

ASB-C

‘The items below describe varions types of behaviors. Some ftams refer to behaviors involving private parts (such
s penis, vagina, or rectum) or sexusl acts. Please report how often your child bas shown the following behaviars

in the PAST MONTH usme the scale provided.

= Thme | 2% | 10 | Moregam
= | (Once) | times | times | 10%mes

Sends sexual messazes, pictirss, amd o videos

24. | to others (such as through ematl, e, social ® 1 2 3 B
media).
“Askcs otbers to send them picrares or videos

25 | showing mudity or sesmal acts (such as through @ 1 2 3 4
el tents, social media).
‘Cosrees ofters 1o send sexual picres or videos.

26. | (Mote: *coerces” means using force, threats, () 1 2 3 4
pressure, bribery. and or wicksry)
Threatens to share sexual pir s or videos of

2 - pictue @ 1 2 3 4
Strokes, masiazes, oF carsssss Be bodiss oF N

21 [O) 1 2 3 B

29. | Rubs private parts on other people. [0] 1 z 3 5
Slaps or pokes the buttocks of others. @ 1 1 3 4

~, | Touches or s to touck the private paris oF

3L - o 1 2 3 4

2, | Pt mouth on the breast or private pare of ® N 2 3 .

5, | sers o wies 0 et object B another ® 1 ] . R
child

34. | Tries to umdress othars azzinet thair will @ 1 2 3 4

35. | Plans to get othars o engage in sexal behvicr. | (@) 1 2 3 4
Comrces others 1o engage in sewal babaviar

36. | (Mote: *coarces’ means using force, threats, O] 1 2 3 s
pressure, bribery, and or rickery)

37. | Performs semusl behaviors with an animal @ 1 2 3 4

~u. | Cominnes to enzage in semual bebavior afer ® N 2 3 .

being told to stop.

Never | TEmE | 24 510 | Moretem
{Once) | times | times | 10simes
1. | Stands o sits oo close 10 others. 0 1 @ 3 4
2. | Higs people they do not know well, 0 © 2 3 4
3. | Kizses peaple they do not know well, [G] 1 2 3 4
4. | Touches or tries to touch the brassts of others. 0 [@] 2 3 4
sk questions about private parts andior sexual
5. | acs to a trusted adult (such es & parent or [ 1 @ 3 4
teachar).
o, | A= questons abowtprivate pars sndarsemadl | () ] 2 3 o
~_| acts to people other than a trustad adult.
| Vizwrs non-semal things or topics i 2 sexual ) © N B A
. WEY.
g, | Uses the mtemet 1o seek out information on @ 1 3 3 a
‘Talks about private parts, sexual topics, o
¥ | soileting bebsviors ati times ? ! 9] s 4
10, | Uses semal word in an ineuling, dvespectill, [ () ] 2 3 o
and or suzzestive way.
11, | Plays with toys in a sexcual way; draws pIctures, © L N B A
o Writes about private pans or sexual topics. -
Moves, dances, or makes hand gestures that are
12. : Y 1 2 3 s
ey ©
13, | Looks ot or ries o look at athers who aremad, | () | N 5 A
- | undressing, andior toilsting. -
Tooks at or tries to ook 2t people engaged in
| o @]+ [ 2| 2 | ¢
| Looks at pictures or videos that show mudity or N
i P CHENEN RN
TLooks at pictures or videos of violeat,
1 AazFressive. and’or extrems sex acts. @ . £ g 2
17. | Touches or rubs own privae parts when glong. [O) 1 2 3 4
1, | Teches or b privte pats when sowd adhar | () ] 5 g o
‘Faths private pars om or with 2 object (such a5 N
1% | fomire tov_blanket remote conmol @ ! - } 4
Tnserts or ties to insert objects mside gwe
e private parts @ 1 e g G
21. | Shows ovn private pars t others. 0 (O] 2 3 4
‘Ehows picturels) of their owa or ofher peaple's
&= Tyivate pars to othars. @ 4 z g ¢
| Ak others to show their private pans or N
5 | omeaze in soml acts whil talkine in-person. @ ! - } 4
ASB-C Score Form
[Step 1 cal Ttems
Check ezch item below with 2 non-0 response (i.e, 1, 2, 3, 4).
16. 26. 34,
120, 27, 35,
22, 29 36.
23 31
24, 38.
25 33,
Step 2: Total Scale Scors
Sums all item scores (1 - #38).
TotalScore=___ 100
Step 3- Total Scors Tnterpretation
Circle the approprizte answer bazed on the child's 2ge and total scals score
|l ige Group TypicalExpected Concerning Problematic
:
0-6 7-10
10— 12 years 5 6-9

Step 4: Fmal Interpretat

2. Ifamy entical items are checked m Step 1, the child’s behavior is considered Problematic

and clinical services are likely indicated.

=

{Tterpretation of the Total Scale score may be
helpful, but is not necessary to classify behavior as “problematic ")

In Step 3, 3 score in the Concerning Tange indicates the child's pattem of behavior is

mors likely to occur smong clinical samples of children with problematic behavior

Furthar azssazsment iz advised.

the normative population. Clinical services ars likely indicated.

In Step 3, 2 score in the Problematic ranzs indicates the score is among the hizhest 3% in

+++Dlease tsll us of any other sexual behaviors your child has displayed that were not mentioned gbove:

++*The questions below are 1o bhelp us better understand the behaviors you described ghove.

Note: Jf you annsersd “0” (Never} to ail the questions above, you do not nesd to complets the section below.

A With whom did your child engage in amy of the behaviors above (check all that apply):
= Children who live in the seme home (such as siblings)
O Children who do ot live in the same home (such s cousing) 0 Neighbor(s)

Children at school (zuch a5 schoobmates) B Adults)
O Children with developmental dalays or dissbilities O Children who are younzer

Children with enother vulnersbiliry (please describe)

O Swengers or peaple they do ot know well

B. Where did the behaviors you reported sbove occur (check all thai
O Neighbor's house
O Childcare provider

= Home
O Schoolpreschool'school bus
O Othar (plesse describele

Public setting (such as stores)
O Outside (suck s a playzround)

€. During any of the behaviors you reported above, did your child use coercion, such a3 force, threats,

pressure, bribery, and/or trickery?
B No O Yes (please describe):—
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Figure 4.3: Example Scoring of the ASB-C for a 10-Year-Old

ASE-C

The itewas below describe various fpes of bebaviors. Some itews refex to behaviors ivelving private parts (sach
25 penis, vagina, o rectumm) of sewual acts. Blease r=part bow ofien your child ba: showa the Zollowicg behaviors
in the PAST MONTH using the scale provided

Time | 29 10| Mamma
(Once) | times | fmes | 10times
1. | Stands or sits two clase o aters. 1 2 3 4
1| Hugs people they do not know well 1 2 3 4
3. | Kisses paople they do not know well 1 2 3 4
4 | Touches or tries to touch the breasts of others. 1 2 3 4
sk questions aboul private parts 2udar sexual
5. | acts to a trustad aduit (such 25 2 pavant ar 1 2 3 4

teacher)

A5k qeestions abost privets parts andar sexual

6. | acts to people other than a trusted adult ! 3 4
[ Vi aan el g o o 3 el . 3 "
2 T ; 7 7
segual topics.
o | Talks 2bout private parss, smwual topacs, or ! B B
toilating bahaviars 2t
1o, | e secmal woeds i am imelting ierespectial
endor sugzestive way

11, | Pleve witk tays 18 2 ssaalway, draws pichies
ar write: aboit private parts of semual topics.

12 | Moves, dances, or makes fand gestures that are
sexually suggastive,

Looks af or trie: to look at others who ar= pude,
updressing, zndiar teileting.

T4 | LoVE= af or ries 10 Iook at people engaged i ; B 4
sexual acts,

1 | Lovks af pichues of vidaos Eat show RadRy of ! B B
= | sexual acts,

15, | Lovks at pictures or videos of violeaL,
agsressive, el or exireme sex aets.

17. | Touches or rubs 0w private parts when glone.

1, | Touches or rubs private parts when around ofker
Deopls.

15 | FoUbs PrIVALE Parts B of With an object (uch a5
fuminire, toy, blankat, remote comol).

-lgleleleleale -6 geel-| -|=|-|e e |eee e |
va | ks uuuuuu@HHNH@@@@u

20, | TSt or ties to fmeart objecs maid g . 3 N
private pans.
21 | Shows owe private parts to others 1 3 4
27| Shows picturela) of ek ows or other people’s . 3 B
Jprivate pasts to others.
J3, | ek athers t shar et private pars ot Q) 3 .
enzage m sepual acts while talking in-person

ASB-C Score Form

[Bten 2l Ttems
(Chack each item balow with 2 non-0 response (e, 1, 2, 3, 4).

16. 26. 34
[20. 27. 33
22, 29, 36,

=)
=
™
=]

Step 2: Total Scals Scors
Sum all stem scores (1 - #38).

Total Scora = 15

Step 3: Total Score Interpretation
Circle the appropriate answer based on the child’s age and total scale score

Tipical Expected Concerning Problematic
0-10 1 12-152
06 7-10 11-152

Step ‘mal Interpretation

a Ifany critical items are checked in Step 1, the child’s behavior is considersd Problematic
and clinical servicss are likely indicatad. (Tnterpretation of the Total Scale scors may be
helpfl, but is not necessary to classify- behavior as “problematic.”)

-

In Step 3, 2 score in the Concerning range indicates the child's pattern of behavior is
more likaly to cccur among clinical samples of children with problematic behavior.
Further assassment is advised

n

InStep 3, a scora in the Problemaric range indicates the scors is among the highast 5% in
the normative population. Clinical services ars likely indicated.

Tame | 24 510 [ Dore thm
(Once) | times | tmes | 10times

Sends serual message:, piciu=s, and o video:
24. | 10 others (such 2= throuzh email, texs, social
media).

Acks others to send them pictures or videos
25 | showing mudity or sexual acts (such as thraugh
‘email, texts, social media).

Coerces others to send sexual picture: of videos.
26. | (dote: " coerces” wmeans usie forcs, threars,
preszure, bribery, and/or trickery)

Naves

‘Thraatans 1o shara sexual 25 o7 videos of

Ll plen © 1 2 3 4
Strokes, massages, o1 caresse: fe bodies of B

2. | ook [G] 1 1 1 4

20, | Rubs private parts on ofher people. @ 1 2 3 4

30. | S1aps or pokes the bartacks of etkers 0 1 [&) 3 4
“Touches ot tries to touch the private parts of

31| i (i 1 2 3 4

5 | Tt otk on the bIeNsts of prvate parh of S

3 | B prmvate pans [) 1 2 3 4

33 TInserts or triss to inzert objects in anorkar @ 1 ) 3 4

i A

34 | Tris to undress others 2zainst their will. @ 1 2 3 4

35. | Plans to et others to engase in seyual behavior. | (2) 1 2 3 s
Coerce: oikers 1o enzage I sexal behaviar

36. | (2lats: “cosrce:’ means using forcs, thrzars, O] 1 2 3 4
presure, bribery, and/or trickery)

37. | Performs seqmal behaviors with an animal @ 1 2 3 4

[

- | Comfimues w enzaze I sewual behovior 2fer
38 | Being told to stop. ! @ 3 4

4+ Please tell us of any other seyenl behaviars your child has displayed that wese not mentioned abave:

4 The quastions below are mmp i battar unierstand the bekviors yon dascribed ghove
Mote: Ifyou answered 5" (Never] to 2il the guesticns above, you do Aot need 1o complete the section Below.
A With whom did your ¢ chila engage in any of the bekaviors abave (cleck all that apply):

Children ko lve in the smme home (suck as siblings) D Strangers or people they do pot kow well
Children who do not ive in the same home (suck as cousing) T Neighbor(z)

Children ax schoal (such 23 schoolmates) Adulis)

Children with developmental delzys ar disabilities Children who are younger

Chuldren with another vulnerability (please descxibe):
<B. Where did fae bebaviors you reported aborve occur (check allthat appy):

[SRSECNE YR

O Home = Weighbor's howse ‘Trublic serting (wuck as stores)
= Schoolpraschool'school bus O Chuldcars provider O Outside {such as a playground)
O Other (please describel

€. Duriag any of the behaviors you reported above. did vour child use coercion, such as force, threats,
pressare, bribery, andor trickery?
= No O Ves (plesse describel
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CHAPTER 5:

Interpretation and Use of the ASB-C

Although scoring the ASB-C is a straightforward process, interpretation is a multi-step
procedure and often requires the clinician to collect additional information to fully understand
the behaviors endorsed. This chapter reviews the interpretation of the ASB-C, relying on the
Score Form described in the previous chapter, and provides several examples of ASB-C

interpretation. This chapter concludes with a discussion of the different uses for the ASB-C.

Profile Interpretation

Critical Items. Interpreting the ASB-C begins by examining the caregiver’s responses to
the 17 “critical items.” These items were each endorsed by 1.0% or less of the normative sample,
indicating their extreme rarity in the general population. Clinical experience suggests that the
behaviors captured by these items represent a clear and significant risk for exploitation and/or
injury to an individual, whether physical or emotional/psychological. Although it is possible
these behaviors may not recur, each of these behaviors are well outside of developmental
expectations for the 3 to 12 years age range. Any endorsement of a “critical item,” regardless of

frequency, signifies that clinical attention is warranted.

Total Scale Score. The sum of scores for all 38 items provides an indication of the
diversity and frequency of sexual behaviors observed by the caregiver. Interpretation of this
score, stratified based on age, utilizes three qualitative ranges: Typical/Expected, Concerning,
and Problematic. The cutoff point separating the Typical/Expected range from the Concerning

range was derived by comparing scores from the normative sample to scores from a clinical
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sample of children seeking treatment for PSB. If a child’s score falls in the Concerning range (or
Problematic range), this denotes that the score is more likely to reflect those obtained from
clinical cases than cases drawn from the general population. Using percentile conversions, cutoff
scores for the Concerning range are at approximately the 85" percentile in the normative sample.
The cutoff score for the Problematic range identifies the point at which the score crosses into the
95% percentile of scores when using the normative sample for comparison. In other words, the
child’s score is higher than 95% of the scores reported for children in the normative sample. The

statistical analyses performed to identify these cutoff scores are detailed in Chapter 7.

Individual Items and Follow-Up Questions. Regardless of how a child scores on the
ASB-C, it is recommended clinicians examine all endorsed items and ask appropriate follow-up
questions of the caregiver. The qualitative descriptors provided above (i.e., Typical/Expected,
Concerning, Problematic) are attempts to provide clinically useful labels for statistically-derived
categories. It is possible that a child receiving a score in the Concerning range, for instance, is
not actually displaying PSB. Similarly, a score in the Concerning range may also signify
significant behavioral problems that require attention. Alternatively, a significant score on the
ASB-C does not provide any information as to the nature of the child’s behaviors (e.g., self-
focused, electronic/online, interpersonally intrusive). By reviewing the endorsed items with a
caregiver, the clinician can more definitively assess the child’s behaviors and the need for

clinical services. Several examples of this process are provided below.

Examples of ASB-C Interpretation

Figure 5.1 provides a scored ASB-C for a 4-year-old child (note this is the same ASB-C
depicted in the previous chapter as Figure 4.2). None of the “critical items” are checked on the

score sheet and the child’s Total Scale score falls within the Typical/Expected range for ages 3-5
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years. As such, there is no evidence that the child is displaying PSB. Nonetheless, it is good
practice to review the items of the measure to ascertain the types of behaviors reported by the
caregiver. In this case, the caregiver endorsed the child performing behaviors such as “Stands or
sits too close to others,” “Hugs people they do not know well,” and “Touches or tries to touch the
breasts of others.” These types of boundary violations are not uncommon for preschoolers and
the child is showing these behaviors infrequently. The remaining endorsed items suggest
irregular instances of asking or talking about topics that may be sexual in nature. Again, these
types of behaviors and the frequency reported are not altogether unusual for this age. While the
results of the ASB-C do not suggest that clinical responses for the child is required, the nature of
the referral, questions of the caregiver, and context are important considerations for planning
next steps. For example, the questions and concerns of the caregivers may suggest that the
provision of education about sexual development and strategies to promote healthy behaviors
with the caregivers would be beneficial.

Figure 5.2 is an ASB-C completed for a 5-year-old child. The score form shows two
“critical items” endorsed by the caregiver (#32 and #38) and a total score of 25, which falls in
the Problematic range for children between the ages of 3 and 5 years. Clearly, this child is
displaying PSB. Reviewing the individual items demonstrates the nature of his problematic
behavior. The “critical item” #32 suggests that at least once in the past month the child was
observed putting his mouth on the breast or private parts of another individual. Other boundary
problems are visible, including repeated attempts to touch breasts (#4), frequently asking
questions about sexual topics to trusted adults (#5) and at least once asking such questions to
someone who was not a trusted adult (#6), and frequently attempting to look at others who are

nude or undressing. The “critical item” #38 suggests that caregiver attempts to reduce the
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Figure 5.1: Example Interpretation of the ASB-C for a 4-Year-Old

ASB-C

The items below describe various fypes of behaviors. Same items refer to behaviors involving private yarts (such
35 penis, vagina, or recum) or sexual acts. Please report how often vour caild has shown the following behaviors
in the PAST MONTH using the scale provided.

Never | DOmE [ 2 10 | Moretham
(Once) | times | times | 10fimes
1. | Stands or sits too close to otbers. 0 1 [©) 3 4
2. | Fugs people they do notkmow well. 0 © 2 3 4
3. | Kisses people they do notimow well © 1 2 3 4
4. | Touches or tries to touch the braasts of others. 0 © 2 3 1
“Asks questions about private parts and/or sexual
5. | acts to.a trusted adult (such es & parent or 1 @ 3 4
reacher)
5. | %= auestions about private parts endlor sexual n 2 3 a
- | acts w0 people other than a tusted duie
B ‘\\:f\smrszmxlt.hm;nrwplﬂms!mm] © N N A
o | Uses the intemat o ssek out infomistion en q 2 z a
exual topi

‘Talks about private parts, sexual topics, ar
toileting bebaviors at

Tses sevasal words in an insulting, disrespectial,

10. 1 2 3 4
v,

11, | Plays with toys i s sexeal way; deaws pictures 1 B N A
o wri i sexual topics.

12, | PMoves, dances, or makes hand gestures that ar= n a 5 a
sexually e,

13, | Leoks et orties to 100k at ofhers wko are Eude, N B R A
undressing, and(or toileting.

14, | eoks atar ies 1o 1ook 2t paople engaged 1 B 3 o

| semualacss.

15, | Leoks atpictures or videos that sbow nudicy ar

seual acts.

Tooks at pichires o videos of violent,
seeressive, and/or extreme sex scts

Touches or s own private pants when glone.

“Touches or rubs private parts when around gtkar

18, 1 2 3 4

1o, | Fotos prvats pars oo with am object (suck ! N B A
- | fumiture, tov. blanket. remate contol) e

o, | Tucers o wies o fnsent objecrs insids gvar n a 5 o

prvate pars.

21 | Shows own private pans to others.

Shows picture(s) of their own or other people’s
Drivate parts to others

“Asks ofhers to show their private parts or
engac in soxnal acts while telking in-person.

Q|8 - |8 eICeeeeeee- - |e -

ASB-C Score Form

[Step I Crifcal Tems
Check each item below with 3 non-{ response (i=, 1,2, 3, 4).

6 ___ % w_
0 W B/
2 2% 36.
PR

% EH

25 33

Step 2: Total Scals Scors
Sum all item scores (1 - #38).

Total Score = 10

Step 3 Total Score [nteroretation
Circle the appropriate answer based on the child's 2pe and total scals seor

| 4ge Group Tipical Expected Concerning Problematic
35 years 1 12-152
&8 years 0-6 7-10

10— 12 years 0- 6-9

Step 4: Fmal Interpretabion

. Ifany critical items ars checked in Step 1, the child’s behavior is considered Problematic
and clinical services are likely indicated. (Interpretation of the Total Scale score may be
helpfl, but is not necassary to classify behavior as “problematic ™)

o

In Step 3, 2 scors in the Conoarming rangs indicates th child's pattem of behavior is
more likely to occur among clinical samples of children with problematic behavior.
Further assessment is advised

In Step 3, 2 scors in the Problemaric ranze indicates the scors is among the hizhest 3% in
the nommative pepulation. Clinical services are likely indicated.

Tume | 24 590 [ Mare than
(Once) | times | wwmes | 10wmmes

Sends seual messazes, pictures, and o videos
to others (such as fhrongh email, text, social
madis)

®

“Acks others to send them pictures or videos
showing mudity or sexnal acts (such as through.

&

‘Coerces others to send sexual pictres of videos.
(Mote: “coarces” means using force, threats,
pressurs, bribery, andior wickery)

5

‘Threatens to share sexual pictures ox videos of
others.

-

Strokes, massages, or caresses the bodies of
others

29. | Rabs private parts on other people.

50. | Slaps or pokes the butocks of athers.

afe]ef s

“Touche: or tes 10 t0uch the private parss of
otiers,

‘Puts mouth o the breasts or private part of
others.

-

<5, | Tserts or wies to sert objects i gnoger
hild’s private par.

34. | Tries to undress others against their will.

35. | Plans to get others to ensage in sexuz] behavior.

‘Coerces others 1o engazs in sexial bebaviar.
36. | (blote: *coarces’ means wsing force, thraats,
pressire, bribery, andior trickery)

37. | Performs sexual behaviors with an animal. 1 2 3 4

‘Comtimss to enzage in sexual behavior afer

ol e lele|eeekEele e |e| e i

beine told t0 st0p. ! il 3 hd

**+Dlease tell us of any other sesuzl behaviors your child has displayed that were not mentioned ebove:

*+The quastions below are 10 belp us better understand the behaviors you described ghove
Note: ffpou answeered "0" (Never] 1o gil the questians above, you db not need to complets the section below.
A With whom did your child engage in any of the behaviors above (check all that apply):
@ Children who live in the sams home (such 2= siblings) O Strangers or people they 4o not know well
O Children who do ot live in the same home (such ss cousing) 01 Neighbors)
‘hildren at school (such as schoolmates) H Adultfs)
O Children with developmentsl delays or disabilities O Children who are youngar
hildren with anorhar vulnershility (please describ
B. Where did the behaviors you reported sbove occur (check all that spply
Naighbor's house Dublic setting (such as stores)
O Childcars provider O Outside (s

Home
choal preschool'school bus
Other

C. During any of the behaviors you reported above, did your child use coercion, such as force, threats,
pressure, bribery, and/or trickery?
= No O Vs (pleass describel
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Figure 5.2: Example Interpretation of the ASB-C for a 5-Year-Old

ASB-C

The items below deseribe various types of behaviors. Some items refir to behaviors involving private parts (such
a3 penis, vaging, or rectum) or sesmual acts. Please report how often your child has shown the following behaviors
in the PAST MONTH using the scal provided

ow | 1B [ 24 | TI0 [ Mewem
(Once) | times times 10 times
1. | Stands or sits toa close to others 0 1 @ 3 4
% | B e 0 1 [©) 3 4
3. | Kisses paople they do not know wall [} @ 2 3 4
4. | Touches or triss to touch the brsssts of sthers. 0 1 2 ® 4
ke questions about private parts andlor sl
5. | acts to: trusted adhlt (such 25 3 parent o 0 1 1 ® 4
teacher),
[T S g mp——— —
& | acts to peosle ofher tham 2 trusted adult o | O 2 3 4
[ Views non-sevual things or topics i 2 sevaal ® N - B 9
| Wav. -
[y T p e ——
o ® 1 2 3 4
Talke st private parts, sl topies, o1
% | soileting behaviers times. 0 ! ® 3 4
ses semaaal words i an imsultng. disrespoctfal
e, @[ 1 [ 2] 5] 4
11| Plays it oys n.a semal s v s | (0 1 - B 9
or writes sbout private parts or sexual tord -
ances, or makes hand gestures that are
1. C=eE [3) 1 1 3 4
Looks at or tmiss o Lok af othars wha are mad, q
' | \mdressing andior tofleting ° ! : ® 4
Looks at ar tries o lock at pecple engazsdin
14, | Lok ter @ 1 1 3 4
+ | Looks at pictures or vidsos that show nudiy or 1
15, | ookt © 1 2 3 4
Tooks at purtares o vidaos oEviclent,
et s s e @l s [ ] ]«
17 | Touches or rubs own private parts when alone. | 0 1 0] 3 4
1o, | Touches or ks private parts whem sromd other | o 0] ; B :
19, | Rubs private parts on or with an object (such 2 @ 1 N 3 4
_ | Sumiture, tov, blanket, remote control). -
o, | Terts or mies o msertcbjects mide omm © 1 S B :
21| Shows own private parts to ofhers o 1 @ 3 4
2o | S ) of e o or o b | () 1 2 B :
1o others,
o | sks others fo show thew private parts o -
B | saragein sexual acts while talkine @ ! - 3 4

ASB-C Score Form

[Step - Crtical T
(Check each item below with 2 non-0 response (ie.. 1,2, 3, 4).

6 % 4
0. m___ 3.
2. w_ 36.
23 SL___

4. 0 8

25 33

Step 2: Total Scale Score
Sum all item scores (%1 - #38).

Total Scora=___ 23

Step 3: Total Scors Interpretation
Circle the appropriate answer based on the child's aze and total scale score

Age Group Typi €

35 years 0-10 11
69 years 0-6 7-10

10 - 12 years 0-3 6-9

Step 4- Fmal Interpretation

3 Ifany critical items are checked in Step 1, the child's behavior is considersd Problematic
and clinical services are liksly indicated. (Interpretation of the Total Scale scors may be
helpful, but is not necessary to classify behavier as “problematic.”

-

In Step 3, 2 score in the Concerning range indicates the child’s pattern of behavior
more likely to occur among clinical samples of children with problematic behavior.
Further assessment is advised.

In Step 3, 2 score in the Problemaric ranze indicates the score is among the highest 3% in
the normative populztion. Clinical services are likely indicated.

n

ASBC

1time 24 10 More than
(Once) | times times 10 times

=4
§

Sends soual messages, pichmes, and/or videos
24. | to others (such as through email, texts, social
media).

Asks others to send them pictures or videos
25. | showing audify or sevzal acts (such as through
gaail, texts,

‘Coerces othars to send sevual pichures o videcs.
26. | (ote: “coerces’ means usin force, treats,
resste. briberv, andlor

“Threatens to share sexnal pictures or videos of

2. 1 2 3 4
g, | Soles, massages, o caressas the bodies of 1 N

" | thars,

2. ‘parts on ofher paople. 1 2

30. | Slaps or pokes the buttocks of others

Tmnhummswmnhﬂ.\epmmpmuf

*

= ey or private parts of
" | others.

2
w
-

Tuserts ar tries to insert objects m another
child’s private parts.

34 | Tries to undress othars against their will.

35. | Plans to get ofhers to engage in sexual behavior.

Coercas ofhers to engage in sexual bebavior
36. | (Mote: *coarces’ means using force, threats,
pressture, bribery, and/or trickery

37. | Performs sexual behaviors with an animal

S CRCRCICICIENClC €1/ [CIRCANCINC]

1 2 3 4
‘Confizues to engage in sexual bebavior after

& beme told fo sfop ! @ : h

**Pleasa tell us of amy othar sexual behaviors your child has displayed that were not mantionsd sbove:

#++The questions below are to help us batter understand the behaviors you deseribed zbove.
Note: If you answered "0 (Never) to gll the questions above, you do nat nsed to complsts the section belov.
A With whom did your child engage in any of the behaviors ahove (check all that apphy):

O Children who live in the same home (such a5 siblings) O Strangers or people they do ot know well
O Chuldren who do mot live in the sme home (such 33 cousins) 0 Naighbor(s)
O Children at school (such as schoolmates) B Adultiz)

O Children with developmental delay or disabilities O Children who are younger
O Children with another vulnerability (plezse deserib
B. Where did the hehaviors you reported sbove occur (check all that apply):
B Home O Meighbor's house O Public setting (such s stores)
O Schoolfpreschoolschoolbus O Childeara provider O Outside (such s a playground)
O Other (please describe)_

C. During any of the behaviors you reported above, did your child use coercion, cuch as force, threats,
pressure, bribery, and/or trickery?
B No O Yes (please describel-
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problematic behavior have been unsuccessful. It will likely be helpful for the clinician to learn
more about the contexts of these behaviors including what these attempts to change behavior
have included as well as the individual(s) most commonly subjected to the child’s behavior.
Figure 5.3 provides a scored ASB-C for a 7-year-old child. The profile here underlines
the importance of clinicians reviewing individual items and not merely relying on the
determination suggested on the score form. At first blush, the profile suggests potential
concerning behavior as the caregiver endorsed one “critical item” (#38) and the Total Scale score
is at the high end of the Concerning range. However, in reviewing the completed protocol, it
becomes difficult to discern the nature of the sexual behavior. Remembering the age of the child,
there is nothing particularly problematic with occasionally asking questions to trusted adults
(#5), making one comment about private parts or sexual topics in the past month (#9), or
touching one’s own private parts when alone (#17). Even the endorsed item of trying to look at
others nude or undressing (#13) was only reported to have occurred once, which is not outside of
normal expectations for a 7-year-old. Collectively, the behaviors endorsed appear to be of low
frequency and relatively common for a child of this age. Nonetheless, the one “critical item”
identified on the score form suggests that the caregiver frequently attempts to correct the child’s
behaviors and believes these attempts have been unsuccessful. Rather than the child displaying
PSB, it appears the caregiver may be reporting concerns about relatively normative behaviors.
Depending on the context and other information, these results suggest a preventative educational
approach that provides the family with information about typical child sexual development and
strategies to promote healthy decision making, including ways to address their child’s questions,

as opposed to PSB-focused treatment for the child.
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Figure 5.3: Example Interpretation of the ASB-C for a 7-Year-Old

ASB-C

The itews below describe varieus types of behaviors. Some items refer to behaviors invelving private parts {suck
2t penis, vagina, o 1actu) or segnal acts. Pledse rapart bow often your child kas shown the followitg behaviars
in tha PAST MONTH using the scals provided.

Time | 24 10 | Maretam
(Once) | tmes | tmes | 10fimes

Sends semual messages, picnire:, andor videos
4. | to others (such 25 throuzh email, texts, socizl
media)

Asks others to sand them pictares or videos.
23. | showing mudity or sexual acts {such as through
email, texts, social media)

Coeras s [ e sesal s o e
26. | (Mote: ‘coerces’ means using force, threats,
pressure, brivery. and or wickery)

7. | Threatans to share sapual pictures o videos of
athers

o | Stkes, maseaEes, oF caresses e Bodies of
ather:

25 | Rubs private parts an ofher peaple.

30. | Slaps or pokes the bunock: of obers

1. | Touches or wies o souch the private pare oF
others.

Ptz 10wtk on the Brests or private part of
athers

33, | LESEIE: ar mwies ta insert objects in Duoher
| child’s private parts

34| Tries to undress others azainst their will

33. | Plams to get others to engaze in sexual behavior.

‘Coaca: oibers 1o engage I seual behaviar,
36. | (Mote: “coerces” means using force, threats,
pressure, brivery. and or wickery)

37. | Performs sexual behavior: with an animal.

-e| e leeeecedee e|le|e | §

1 ] 3 4
Contiue: o enges I sewual bekiavior afer

e told to stop. ! : @] 4

Tame | 14 T | Mot
NS | once) | times | fmes | l0times

1. | Stands or sits too close to others. @ 1 1 3 4

2 | Hugs people they o not know well @ 1 2 3 4

3. | Kisses paogle they do not keow well @ 1 2 3 4

4 | Touches orwiss o touch the breasts of others. | (0) 1 1 3 4
A5k qEeriion: Jo0t prIEE pars mAor sewel

5 | acts to 2 rustad ault (such a3 2 parsntar o 1 O] 3 4
teacher)

s | ks qusvines dbout piate pars udl sl | () i 7 3 a

| 2cts to people other tham 2 trusted adutt

| Views non-seral faings o fopics @ 2serual B

E 0 [ 2 3 4
Uses the intemet to seek out mformation on

[ @ 1 1 3 4
Tals ot et e, el g, o ;

& | toiteting behaviars 2t 0 © 2 3 4
Tse segoual words 20 insuitieg, mm!peclﬁL

| o [ =]+
Tlays with tays 1n 2 segual way, diaws pichires "

15 | ar writes kot private parts or saxual topics ® ! 2 3 4
Toves, dances, or makes Rand gestere: ik are

3 L ) 1 2 3 4
Tooks 2 o wies fo 1odk 2 oibiars Who o2 0ude, B

13- | ‘undrssing, andiar toilsting ° [€] 2 3 4
Tooks 2 or ies 1o 1ook & paople sngaesl

14, [ ook [©)] 1 2 3 4
Tocks & pichare: o1 videss Hat SO EaaEy of ;
ol s @] v ] 2] s +
Tooks 2 picira: o1 videos GETAGIEnt,

16| azzressiva, andior sprreme sa acts. ® L 2 . @
Touches ar robs own private pans when glons. o 1 ® 3 4
Touches ar robs private parts when around priier

18. : @ 1 1 3 4
Foubs private parts on o with an object (such 25 o

1. | Fumiture, toy, blanket, renote control) © ! 2 3 4

20, | TESeEts or tries 0 iasert objects side o ®© i z 3 a

21. | Shows own private part: 1o others. @ 1 2 3 4
Thows pacture(s) o heE owiar ofher people's

[ [0] 1 2 3 4

73, | ks others to show (el private pares of [O) 1 1 3 n

enzaze in sexual acts while talking in-person.

ASB-C Score Form

Step 1: Critical Ttems

Check sach item below with 2 non-l) response (i.e., 1, 2, 3. 4).

6. 8. M___
0. W 35
2. 9 6
3. 3. 3T___
4 38 %
5. [

Step 2: Total Seala Score
Sum all item scores (#1 - #38).

Total Scors = 10

Step 7- Total Seore Interpretatio

e B e o e T m e

| 4ge Group Tipi [o!

35 years 0-10 12-152
69 years 0-6 11-152
10— 12 yaars 0-3 10-152
Step ‘mal Interpretation

2. Ifany eritical items are checked in Step 1, the child’s behavior is considersd Problemaric
and clinical services are likely indicated. (Interpretation of the Total Scale score may be
helpful, but is not necessary to classify behavior as “problematic ™)

Ed

In St=p 3, 2 scors in the Concsrming rangs indicates the child's patter of behavior is
more likely to occur among clinical samples of children with problematic behavior
Further assessmient i advised

"

In Step 3, a scor= in the Problematic range indicates the score is among the highest 5% in
the normative population. Clinical services ar= likely indicated

+++Dlease tell s of any other sexual behaviors your child has displayed that were pot mentioned above:

*+*The questions below are to bely 1 better understand the bebaviors you descrided gb
Mote: Ifyou answered "0” (Never) 1 21l the questions above, you do ot need 1o complete the ection bel:
A With whom did your child enzage in any of the behaviors abave {check ll that apply):

Children who live in the smae home (sach as siblings) 0 Strangers or peopl they do nat know well
Children wko do ot live in the same home (such as cousins) O Medghborlz)

Children 21 schoal (such 22 schoolmaates) O Aduls)

Children with developmental delays or disabilities O Children who are younger

Children with another vulnerabilty (please describe):
B. Where did the bebaviors vou reported above occur (check all that apply)

[SEER=RENC]

E Home Weighbor's house Public seting (such as stores)
Schoolpreschoolschoolbus O Chuldrare provider O Queside (such 25 2 playzzound)
O Other (please describel_

€. During any of the behariors you reported sbave, did your child use coercion, such as force, threats,
pressare, bribery, andiar trickery?
2 Mo O Yes (please describe)
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Figure 5.4 shows a scored ASB-C for a 9-year-old child. The caregiver reported several
concerning behaviors within the “critical items” section, including multiple electronic/online
sexual behaviors (#16, #22, #25). There is also evidence that the child attempted to engage others
in sexual behaviors (#23, #35) and the caregiver’s attempts to correct behaviors have been
unsuccessful (#38). The score from the Total Scale further validates the conclusion that the
child’s behavior is problematic. Examining the different behaviors reported, it appears the child
displays a fixation with sexual topics as evidenced by the electronic/online behaviors and making
various sexual comments (#7, #10). Although there are indications that the child has attempted to
include other children in sexual behaviors, the caregiver has not observed any actual sexual
contact with other children. Nonetheless, the supplemental questions at the bottom of the ASB-C
suggest the child’s behaviors have involved children at school; coordinating with the school to
monitor the child’s access to electronics and closely supervise behavior when around others may
be prudent. Full treatment planning will depend on context, other areas of concern,
vulnerabilities, and protective factors; however, directly addressing EOSB, safety planning, and
monitoring appears warranted.

Figure 5.5 shows a scored ASB-C of a 10-year-old child (note that this is the same scored
ASB-C depicted in the previous chapter as Figure 4.3). The caregiver reports some concerning
behaviors on the “critical items” limited to a single attempt to engage another person in sexual
behaviors (#23) and the child continuing to engage in sexual behaviors after being told to stop
(#38). The Total Scale score of 15 is in the Problematic range and suggests the child shows other
behaviors beyond the “critical items” identified. Considering the other items endorsed, there
appears to be at least some limited exposure to sexual content online (#8, #15) and the child has

used sexual language or interpretations on a few occasions (#7, #9, #10). However, all of the
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Figure 5.4: Example Interpretation of the ASB-C for a 9-Year-Old

ASB-C

The items belaw describe vasious types of bebaviors. Some items refer to behmviars invelving private parts

25 penis, vagina, of rechuam) o sewaal acts. Please repart kaw aten your child ks shown the Zollewing behaviars

in the PAST MONTH using the scale provided.

Time | 24 510 | More than
(Once) | times | times | 10times

Sends sexual messages, piceures, and or video:

4. | 0 others (such 23 throuzh email, taw, social (O] 1 ] 3 4
media).
sk ofiers 1 a0 them pictares or videos

25. | showing nudity or sepual acts (suck s through ] (O] 2 3 4
email, texts. social media).
Coerces others to send sejual picture: o videos.

26. | {Note: *coerces’ means uzing force, threats, @ 1 2 3 4
pressure, bribery, andor trickery)

o7 | o o e sl picres e videss ol | () i - B n
Siwokes, massages, of caresse: fhe bodies of ’

B © | =] | ¢

20 | Rubs private parts on other peaple. [Q) 1 g 3 4

30. | Slaps ox pokes the buttocks of others 0 1 ('_l) 3 4

51, | Toiches o ties 1 touch the private pare of Q) ! 2 3 .

<5 | Pt TOUE on the Bretsts o private pars of N

| T T | | ;| 5 |«
Toserts or (ries [0 inoert O6ject i muodhar

ES S sert objects in gnodher O] 1 2 3 +

34. | Tries to undress others azainst their will ® 1 2 3 4

35. | Plansto zet others to engage in sexual behavior o [O)] 1 3 4
Toerces othars 1o engage m seyoal Behavior

36. | (Mote: “coerces’ means vy @ 1 3 +
pressure, bribery, andor trickery)

37. | Performs seqomal behaviors with an znimal. ™ 1 2 3 +

<5 | Contioue: to enzage in sewual bebavior afier 5

8. | being told to s10p. 0 ! < 3 ®

Tame | 24 0 | Mee
Wever | sowe) | times | fmes | L0times
1| stands or =is too class to others [O]) 1 2 3 4
1 | Hups people they o not know well. @ 1 2 3 4
Kizses people they do not know well @ 1 2 3 4
4. | Tourhes or tries 1o touch the breasts of others. (&) 1 1 3 4
A5G questions 3bodt private parts znd or sexual
5. | acts to 2 rusted acult (such 25 2 parent ar ® 1 1 3 4
teacher)
& | A quesSoms aboot pivat pats s sesal | (@) | 5 7 a
| 2t to peaple otter them 2 trusted agut
| Vi=ws non-serual fmgs of fopics 3 sexual J
s v | 1| : | O
Tses e ietermet fo 322k 0%t Efermation on
n | e e et o 1 2 @) 4
Talks 2hout private pars, seual opace, ot N
& | toitering behaviars 1 ate times. 0 ! - ® 4
Tses semual words & 2 imulfive, Gisrespecial,
10 | andior suggestive way. 0 ! @ 3 4
11, | Pl with ey 2 sl . draws pictus | (o) ! N 3 n
- | arwrites aboit private parts or saxual topics -
Toves, dances, of makes Fand gesime: that e
1. | Moves. s @ 1 2 3 4
13. | Looks at or wie: o look at others who 2re cude, ® 1 7 3 4
undressing, znd'or toilating. :
Tooks 2 or a1 1o ook 2t paople engagsd i
sexual acts. @ f = £ @
Tocks o pictures of videvs faat 0w Eudiy o N
o p [ @]
Looks at pictures or videoes of violent,
de aggressive, and/or eptreme s acts w ® z g 2
17. | Touches or rubs own private part: when glone ) [@) 1 3 4
Toucke: of rabs peivate Pt Whet Aound ofier
12 " (O] 1 2 3 4
Fubs private part: on or with an object (such a= o
1% | Sumiture, tor, blznket, remote contral), © ! 2 3 4
20, | T8Ses or tries to imsert objects iside own © | 5 7 a
pants.
21. | Shows owR private parts to others. @ 1 2 3 4
Thows picture(s) of B owa of i peuple s
2 s} of 0 [O] 1 3 4
"2k others to show thell private parts o N
= engage in sexual aces while mlking jn-person 0 @ - 3 4
ASB-C Score Form
[Step I- Critical Treme
[Chack each item below with 2 non-0 response (is., 1,2, 3, 4).
16. ” 26. 34
[20. 27. 35. *
[22. s 29
23 s 3L
[24. 32 EERD <
s B 33.

Step 2: Total Seala Seors
Sum all item scores (21 - #38).

Total Score = 26

Step 3: Total Score Interpretation
Circle tha appropriate answer based on the child's aga and total scale scors

ige Group T (o
3 — 3 years 0-10 11

6 — 9 years 0-6 7-10
0—12 vears 0-3 6-9

Step 4: Final Interpret;

a3 Ifany eritical items are checked in Step 1, the child’s behavior is considerad Problematie
and clinical serviess are likaly indicated. (Interpretation of the Total Scale scora may be

helpful, but is not nacessary to classify behavior as “problamatic )

b. InStep 3, 2 score in the Conoerning range indicatas the child's pattern of behavior is
more likely to oceur among clinical samplas of children with problamatic behavior

Further aszessment is advizad.

¢ InStap 3, 2 score in the Problemaric range indicates the score is among the highast 5% in

the normative population. Clinieal sarvices are likely indicated.

***Please tell us of any other sexual behaviors your child has displayed that were not mentioned abave:

+++The questians below are to belp us better understad the bhehaviors you described ghove.
ote: Ifyou annerad 3" (Never) x ‘questions above, you da not keed 1 complete the section
A Witk whom did your child engage in auy of the bebaviors abore {check all that apply):
Children who live in the same home {such as siblings) O Stangers o peogle they do et keow well
Children w0 do not Ive in the same home (suck as cowsing) 0 Neighboris)

Children at schoal (such 2 schoolmates)
Children with developmenta] delays or disehilities O Children who are younger
Children with another vulnerability (plaase Sascribe):
B. Where did the behaviors you reported abave occur (check all that apply)

-

OoEon

= Home O Meighbor's house Public setting {sach as stores)
= Schoolpreschoolischoolbus 0 Childrare provider D Outsids (such 2s 2 playzraued)
D Other (please describs)_

C. During any of the bebhaviors you reported sbove, did your child nse cosrcion, such as force, threats,
pressure, bribery, andior trickery?
E Mo O Yes (please dascribel_
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identified behaviors have occurred between 2-4 times and it is possible that a number of the
endorsed items overlap. In other words, items #7, #9, and #10, for instance, may be related to the
same two or three incidents and not each a unique occurrence of sexual behavior. Similarly,
items #8 and #15 may be related to the same few attempts to search for sexual information
online. The clinician can examine these possibilities by discussing the answers with the
caregiver. It is possible that many of the child’s behaviors are relatively typical for a 10-year-old
(e.g., information-seeking that translated into a few incidents of inappropriate talk), that went
beyond acceptable limits during the one incident where the child asked another child to expose
their private parts or engage in sexual acts (#23). Thus, interpretation and responses will depend
on context, as well as other areas of concern, vulnerabilities, and protective factors.

The last example in Figure 5.6 depicts a 12-year-old child displaying significant and
highly concerning PSB. The caregiver provided positive scores for six of the “critical items,” and
five of them are related to interpersonally intrusive forms of PSB (#23, #31, #34, #35, #36).
Most concerning is that some of these behaviors include the use of coercion. Reviewing the
questions at the bottom of the ASB-C, the child coerced a sibling by offering to play video
games for specific sexual acts. The caregiver reported that multiple children have been impacted
by the 12-year-olds’ behavior, including children at school and home and at least one child with
a developmental delay or disability. The child’s Total Scale score is well into the Problematic
range and an assortment of behaviors, beyond the intrusive and coercive behavior, are reported.
The overall picture of the child is that he is quite sexualized, or at least highly interested in
sexual topics, and he has included other children in his sexual behavior. Safety planning should
be the first priority and preferably occur before the child and caregiver leave the session when

this assessment occurred. Comprehensive clinical assessment would be recommended, with



Figure 5.5: Example Interpretation of the ASB-C for a 10-Year-Old

ASB-C

The itews below describe various types of bebaviors. Same items refer to behaviors involving private parts {such
a5 pemis, vaging, or Tecrum) of samal acts. Please 1eport Low oZtan your child kas thown te ollowing behaviors

inthe PAST MONTH using the scale provided.
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Tme | 24 30| More
NS | opeey | dimes | dmer | 10timas
Sends segmal messages, pictures, and'or videos.
24. | to others (such 22 throuzh email tepts, social @ 1 1 3 4
media).
sk oftess 1o send them pictares or videos
25. | showing mudity or sexual acts (such as through @ 1 2 3 4
email. texts, social media).
Coerces gthers 1o send segual picture: of videos.
26. | (ots: “cosscas’ means aing forcs, thrats, @ 1 b1 3 4
pressure, bribery, and/or trickery)
77, | Thsatess To share sl iciares o videos of | (D) ) 2 3 .
= 3&: Tasiazes, o1 carsssas the bodies of ® : 1 ; .
29, | Fulbs private parts on other peaple. @ 1 1 3 4
30. | Slaps ox pokes the buttocks of otkers ] 1 [©] 3 4
51, | Touches or e 10 touch the ivare parts o o) . 2 3 .
37, | Puie o o e resss o pevete s of [O) . 1 B N
43 | 108 ries to inseTt objects i anorker ® 1 1 3 4
34. | Tries to undrass others azainst their will @ 1 b1 3 4
35. | Plans to zet others to enzage in sexual bebavior. | (0) 1 2 3 4
‘Coerce: ober: 1o enzage i exual behaviar.
36. | (Mote: *coexces’ means using force, threats, @ 1 1 3 4
pressure. bribery, and/or trickery)
37. | Performs sexnal behaviors with an animal, @ 1 1 3 4
55, | Contizues to engags in sexual bebvier afier . . @ B N

beinz woldto siop

enzaza m szl acts while talkig jn-person

Teme | IF | 510 [Theim
Nevet | ronce) | times | times | 10times

1 | Stanis or sits 1o clase to thers [@] 1 1 3 4

2 | Bug: people they do not kmow well. [O) 1 2 3 4

3. | Risses people they do not know well (O] 1 2 3 4

4. | Touches or tries to touch the braasts ofothers, | (0) 1 1 3 4
Aok questions Thout privat part d or semal

5. | 2o to a trusted adult (such 21 2 parent ar (O] 1 2 3 4
tearher)

5 | 2 oS ot g part s sesal | (7) : a 7 7

" | 2cts 10 people other then  trusted ndut

T Views non-aspeal ings of tapics i 2 seweal

T | hings of topica 0 1 @ 3 4
Toes T overmet 1o vock ot Eformaation o

b | e 0 1 [6) 3 4
“Talks sbous provets part, seual WP, o

& | tpilsting behaviars 2t 0 ! @ 3 4
Tses sessaal words i 20 insuling. Giarespeciial

o | Dl v EENCIENE

1| P ik oy B2 ey G s | () . . B :

* | or writes about private parts or sexual topics. =

Foves, dabces, or makes Tand gastiras A

1, | Mo, ro (9] 1 1 3 4

13, | Looks at or trie: o Toak of others who are rude. @ 1 1 3 4

- | undressing, sudor toileting

Tooks 2t or wies 12 1ook 2 people engaged 1

L s R @[ E 1

- | Looks at pichares or videss fat show SadEy of

e o 1| O 4
Tooks o picvres orvidees ofvioleEL

16. Th e (O] 1 2 3 4

17. | Touches or rubs own private parts when glone. @ 1 2 3 4

(s, | Touchs s prvate pars whes srvend 00T | (1) : B B ;
Fuths privale parts om or Wik  object (sudh & S

1% | Farmitirs, oy, blankst, remota conial) © ' ? : 4
Taserts or tries to insert objects maide own

. D 1 2 3 4
e ©

1. | Shows onm private parts to others @ 1 2 3 4
Shows picture(s) of e owa oF otk people’s

n P [0] 1 1 3 4

3 | ALtks afhers fo show el prvate part o7 5 o) B B :

ASB-C Score Form

[Biep I Crtical Ttems

Check each ftem below with 2 non-0 response (ie., 1,2, 3, 4).

16 _ 26 34
20 W s
22 9. 6
. R SL_ 3T
24 32 38

25. 33

Step 2- Total Scals Scors
Sum all item scores (#1 - 238).

Total Seare = 15

Tiep 3 Total Score Interpretation
Circle the appropriate answer based on the child's age and total scale scors

Age Group Typical Exp C:
35 years 0-10 1 3
69 years 0-6 7-10 152

10— 12 years

Step 4: Fnal Interpretation

a Ifany eritical ifems are checkad m Step 1, the child’s behavior is considered Problemaric

and clinical services are likely indicated. (Tnterpratation of the Total Scale scors
helpful, but is not necassary o classify behavior as “problematic.”)

-

may be

In Step 3, 2 scora in the Concerming range indicates the child's pattern of behavior is

more likely fo occur among clinical samples of children with problamatic behavior.

Further asssssment iz advised.

. InStep 3, 2 scors in the Problematic range indicates the scors is among the hizhest 3% in

the normative population. Clinical services ars likely indicated.

#**Please tell us of 2ny other sexuzl behaviors your child has displayed that were not mentionad abave:

*7*Tha questions below ara to belp us
Mote: Iyou answered “0” (Never) 12 gi

AW

[SESEERT

B. Where did the behavior: yon reported above sccur (check all that app

2

whom di
Children who Live in the same home (sach as siblings}

Clildrea who do got live in the sume home (sack 25 cousins)

Children 2t schoal (such 2 schoalmates)
Children with developmental delays or disabilities
Children with another vulnerability (please descrive):

er understand the behaviers yaou descrived ghov
the questions abave, you do not need 1o complste the section balow.
vour child engage in any of the bebaviors sbave (check il that apply):

Strangers or people they do not kzow well
Neighbor(s)

Children who are youager

Home = Neighbor's house Public setting {sach as stores)
Schoolpreschoolschoolbus O Childcare provider O Qutside (zuch 2 2 playzrousd)
Other (please describel

C. During any of the behaviors you reported above, did vour child use coercion, such as force, threats,

pressare, bribery, sndior trickery?

=

No O Yes (pleass describe)




Figure 5.6: Example Interpretation of the ASB-C for a 10-Year-Old

ASB-C

The items belaw describe various types of bebaviors Some itemms refer to behaviors invelving private parts (such
25 penis, vaging, or rectuem) or seual acts, Please eport bow often your child has showa the following behaviars
in the PAST MONTH using th scale provided.

Tme | 14 TI0 | Mozt
(Once) | temes | tmes | 10times

1. | Stands or sits too close to others. 1 1 3 4

2 | Hugs people they do not know well. 1 2 3 4

3. | Kuses people they do not know well 1 2 3 4

4. | Touches ar tries to touch the breasts of others,

5k questions about private parts endiar sesual
5. | zcts to 2 musted adul (such 21 2 parent or
teacher)

L5k quastions about privals parts andiar segual
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© | 2cts to peaple other then 2 trusted acult . e &
7 | Vs sl i o o .2 e . B f
5 U!E!mlﬂmﬂlﬂ!&kmmﬂﬂnm 1 2 4
sexual topic
Tals z‘numpmmpm semual topice, or 2
& | toileting behavia times ! 2 ®
= Us!s!emﬂmlﬂsmmmﬂqg,ﬁm;pecﬁi
- | andior sugzestive way

11, | Pl with oy 2 2 seal way, drams picruses
- | or writes zbout private parts or sexual topics

12, | Moves, dances, or mzke: Hand gesnune: that e
- | seually

suggestive,
13, | Loeks 2 or twies to [ogk at oifers ko 272 Eude,
undressing, andar toileting.

14| Loeks & or ies to fogk at people engeged it
sexual acts.

bems told to stop.

Tome | 24 510 [ Moredman
Nevet | ionce) | dimes | fimer | 10tmes
Sends sl message:, picnlTes, and ar videos
24. | 10 ofhers (such 2= throuzh email, taxts, spcial (O] 1 ] 3 4
media)
sk ofiers fo send them pictures or videe:
23. | showing mudity or sexual acts {such as through (O] 1 3 3 4
email, tets. social medin).
Cnems m}.mw send sequual picture: or videos.
26 *cosrces’ means using thaeats, (O] 1 1] 3 4
pressure. bribery, and/or trickery)
77, | TEretient o shase semalpicwes oy vdeos of | (0 | - B A
s ;'E@ - Mass2ges, 03 Caresses the bodies of B [0) 3 B N
29, | Rubs private parts on other peaple. [&) 1 1 3 4
30. | Slaps or pokes the buttack: of others [] 1 1 @ 4
a1 Tw&'hﬁurln!swlmﬂmpnlmpmnf 0 1 @ B n
32 :\mfwzmmzmmowmzmpmef @ 1 2 3 4
“Tnserts of twies to in==Tt objects o anotker
3. | i et s @ 1 1 3 +
34. | Tries to undress otters against their will 0 [©) 2 3 4
35. | Plans to get ofhers 1 engaze in sl bebavior. | 0 1 @ 3 4
Comees wher o engoge I segaal bebmvior
36. | (Mote' “coercas’ means us thaears, 0 [O) ] 3 4
pressure. bribery, and'or um;)
37. | Performs sexnal behaviors with an animal. ™ 1 b 3 4
33, | Comtimes to engage in sexual bebavior after i ! 3 B ®

Tooks 2t pictues of videes fat show mudiy o
sepual s

16 | ook & pictues of videos oz vaoleat
2gzresziva, and/ar eRtTEmE 82X 30T,

Touches or rubs own private parts when gions.

Touches o rubs privats parts when 2ot pther

Lo, | Fubs private parts o or Witk an oEject (uch 2
- | Furnitire, toy. blanket, remote contral)

20, | [mserts or fries o insert objects mside gwn
" | private parts.

21. | Shows ova: private parts to sthars

"7 | Shews pacturels] of thes owa o othes people s
private pans to others.

c@c@@a@@o@@a@ww@@@@@@%

L5k others 1o show thell private pans of
engage in sexuzl acts while talking jn-person

ASB-C Score Form

[Sten L Crtical Hems
(Check each item below with a non-0 response (L.e., 1,2, 3, 4).

16. 26
120. 27
122. 9.
b B . 8
e 2__
s 33,

Step 2- Total Scale Score.
Summ all item scores (] - £38),

Tofal Score=___ 37

Step 3: Total Score Interpretation
Circle fhe approprists ausvwer based on the child's azs and total scals score

= Group Typical Expected Conzerning Prablematiz
0-10 1
7-10
6-9

Step 4: Final Interpretation

a. Ifany eritical items are checked in Step 1, the child's behavior is considered Problamaic
and clinical services are ikely indicated. (Interpretation of the Total Scale scora may be
helpfl, but is not nacessary to classify behavior 2= “problematic. ™)

=

InStep 3, 2 score in the Conssrming rangs indicates the child's pattemm of behavior is
more likely to orcur smong clinical samples of children with problematic bekavior
Further assessment is advised

. InStap 3, 2 scora in tha Problemaric range indicates the score is among the highest 3% in
the normative population. Clinical services ar likely indicated.

+*+Please tell us of any other sexual behaviors your child has displayed that were not mentioned have

***Tha quastions below are 1o belp us beter understand the bahaviors you described zhove

Mote: Jfyou annwered

g

A With whom did vour child engage in any of the behaviors abave (check all that apply):

o

=

O Children with another vulnerability (pleass describe):

Children who ive in the same home (2nch as siblings)

Children who do ot live in the smse home such 2s cousins)

= Children at school (such 2s schoolmates)
Children with developmental delays or diszbilities

O Children who zre younger

{Never) to ail the guestions above, you g not need to complete the section Below

Strangers or people they do Eot knaw well
Neighbor(s)
O Adubfs)

B. Where did the bebaviors you reported sbove occur (check ll that apply)

CIEe -

Hom: O Neighbor's house O Public setting (such as stares)
Schoslpreschoolichoalbe: 1 Candee pravader = Outside (such as 2 playeround)
Other (please describe)_

€. During any of the behaviors you reported above, did vour child use coercion, such as force, threats,
pressare, bribery, andjor trickery?
oM T Ves (gleass dascribay__ Told his brother he could play video zames if he sucked his penis
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treatment planning depending on context, other areas of concern, vulnerabilities, and protective

factors.

Clinical Uses of the ASB-C

Identifying PSB. The general recommendation is that any case where a “critical item” is
endorsed and/or where the profile’s Total Scale score falls in the Problematic range be identified
as “problematic” and the child considered a likely candidate for further assessment and potential
clinical intervention. Although exceptions to this rule are likely, application of this
recommendation should effectively identify the vast majority of cases where PSB is present and

clinical services are warranted.

Safety Planning. Any endorsement of a “critical item” signifies a need for a safety plan
to prevent the reoccurrence of these behaviors. Remembering that these behaviors represent
highly unusual behavior for children and the likelihood that harm may occur to the child or
another person or animal, it is advised that safety planning occur before the child/caregiver leave
the assessment session. Various treatment programs discuss safety planning in depth and
clinicians are encouraged to be aware of appropriate safety procedures before beginning work

with children exhibiting PSB (e.g., Allen, in press; https://connect.ncsby.org/psbcbt).

Treatment Tool. The ASB-C can be used to facilitate a conversation with a caregiver
about the child’s behavior. For instance, a clinician may ask a caregiver to describe the setting(s)
where behaviors are most likely to occur, how the caregiver responds to the problematic
behaviors, and if the frequency fluctuates across settings or caregivers. Such discussions can

yield important information for safety and treatment planning purposes.
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Assessment of Sexual Abuse. As discussed previously, sexual abuse is a commonly
identified risk factor for PSB, but many children with PSB do not have a history of sexual abuse.
As such, it may be helpful for assessments with children who experienced maltreatment to
include a measure of sexualized behavior, such as the ASB-C. This is designed for clinical
decision making and the results of the ASB-C measure should not be used in an attempt
investigate or “figure out” whether a traumatic event, including sexual abuse, has occurred. The

ASB-C will not indicate if the child has been exposed to sexual abuse.

Research Uses of the ASB-C

Assessment of PSB. Research studies of PSB tend to utilize either a dichotomous present
or absent classification or a continuous score of PSB. Using the scoring instructions above, the
ASB-C lends itself to both methods of assessment. In addition, much prior work on PSB is
focused specifically on interpersonally intrusive forms of behavior. The ASB-C includes several
of these items that can be isolated to create a separate “intrusive PSB” subscale, depending on
the objectives of the research. Several items also examine electronic/online sexual behaviors,

which could constitute a separate scale, depending on researcher preferences.

Epidemiological Research. The normative sample obtained in the development of the
ASB-C was representative of the U.S. population and the method of data collection suggests that
the ASB-C is appropriate for epidemiological research. The prevalence and incidence of PSB in
the general population is unknown and more sophisticated epidemiological methods are required

to determine these estimates. The development of the ASB-C helps make this research feasible.

Cross-cultural Comparisons. To date, limited research has incorporated a cultural lens

to better understand childhood sexual behavior and PSB. The development of the ASB-C



ASB-C Manual 49

encourages studies examining differences and similarities of childhood sexual behavior across
cultures. Such research can inform our understanding of sexual development and improve

clinical service delivery in disparate countries and settings.

Clinical and Developmental Research. Research on the sexual development of children
is often viewed as difficult for various reasons. The acceptability and availability of the ASB-C
offer developmental researchers the opportunity to integrate a measure of sexual behavior into
studies in hopes of advancing knowledge on typical and problematic development. Similarly, the
advent of the ASB-C represents a significant improvement in measurement that may enhance the

methodological quality of research on the etiology and treatment of PSB.
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CHAPTER 6:

The ASB-C Extended Version

Previous measures of child sexual behavior and PSB typically asked respondents to
report on the frequency of behavior over the prior six months. This timeframe aligned these prior
tools with other measures of childhood emotional and behavioral concerns, such as the CBCL,
which also asked about the prior six months. Although the ASB-C development team believes
that such a timeframe inhibits the ability to track clinical change and may result in giving the
mistaken impression that more distant behaviors are occurring in the present time, it was
recognized that the six-month period holds certain advantages. For instance, a one-month period
may not capture behaviors that were recently identified but occurred more than one month ago.
This is problematic given long wait times to access services. In addition, the six-month
timeframe may be advantageous for epidemiological purposes when attempting to document the
prevalence of different behaviors, including PSB. A longer time period also provides a more
comprehensive developmental “snapshot,” and yields more longitudinal information regarding
the occurrence of behaviors. With this mind, the team developed the Assessment of Sexual
Behavior-Child Extended version (ASB-CE) alongside the standard ASB-C to provide a longer

assessment frame.

Development and Administration of the ASB-CE

The ASB-CE takes the standard ASB-C and adds an additional two columns designed to
ascertain the occurrence of the behaviors over the past six months, using a simple “No” or “Yes”

format. Caregivers are asked to answer each question twice, reporting on the frequency of the
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behaviors over the past month (standard ASB-C) and then for the past six months. When
presenting the ASB-CE to respondents, it is beneficial to explain the structure of the measure to
ensure understanding and appropriate completion. The instructions are printed at the top of each
time period, and a heavy black line separates the “Past Month” column from the “Six (6)
Months” column. At the bottom of the measure, the ancillary information from the standard
ASB-C is included, but the directions are modified to state that the caregiver should not complete
the section if they answered “0” (Never) and “No” to each of the 38 items. The ASB-CE was

tested alongside the standard ASB-C during the final psychometric evaluation.

Scoring and Interpretation of the ASB-CE

The ASB-CE was tested in the two normative samples and these data were used to derive
certain psychometric characteristics (see Chapter 7: Psychometric Properties and
Standardization). Although results suggested strong psychometric qualities for the “6 Months”
response section included within the ASB-CE, the clinical sample was not administered this
extended version and it is unclear how well responses on the “6 Months” portion of the ASB-CE
discriminate normative from clinical samples. As such, insufficient data is available to
recommend any particular format of scoring or interpreting the “6 Months” responses of ASB-
CE. It is recommended that the ASB-CE be used to collect a more extensive history of the
child’s sexual behaviors for information gathering purposes, but that identification of
problematic behavior rely on the “Past Month” format as discussed in Chapter 5: Interpretation
and Uses of the ASB-C. As before, examining item-level data from the ASB-CE may be helpful

for clinical purposes and should be considered by a clinician.
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Chapter 7

Psychometric Properties and Standardization

Validation of the ASB-C was a multi-step process designed to determine if the measure
demonstrated satisfactory levels of various psychometric properties. This included multiple
forms of validity and reliability. This process was also necessary to obtain normative data that
could be used for determining when a particular frequency and/or diversity of behaviors might be
considered problematic. The data reported here were collected in the United States and may not
be applicable in other countries or cultures that have different norms regarding sexual behavior,
particularly among children. For the interested reader, statistical analyses were published in

Allen et al. (2026).

Samples

To sufficiently test the psychometric qualities of the measure, data were collected from
several different samples. Each of these samples are described below and the demographic

information for each sample is included in a table format in Appendix A.

Normative Sample. The ASB-C and ASB-CE were tested in a normative sample of
1,400 caregivers of children between the ages of 3 and 12 years. The team contracted with the
survey research firm YouGov to collect the data from within their predefined pool of over one
million potential respondents. YouGov attempted to recruit a sample that was representative of
the national population and derived weights for use in statistical analyses that corrected for
variations of the obtained sample from national demographic characteristics. Caregivers within

this sample completed the ASB-C, the ASB-CE, the SDQ, the CATS, and a comprehensive
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demographic questionnaire. All measures were completed in a single time period and no follow-
up was available. Participants were compensated by YouGov through their standard participant
incentive program. This sample was used for principal components analyses (PCA), to derive
estimates of internal reliability, examinations of convergent and discriminant validity,

construction of normative tables, and to ascertain relationships with demographic characteristics.

Pennsylvania (PA) Sample. A total of 7,000 caregivers of children between the ages of
3 and 12 years across the Commonwealth of Pennsylvania received an invitation letter to
complete an online survey. These caregivers were identified through a contracted mail service,
and postal codes associated with lower socioeconomic strata were oversampled to increase the
socioeconomic and racial/ethnic diversity of the sample. The questionnaire included the ASB-C,
the ASB-CE, the CSBI, and a measure of social modeling of sexuality that may occur in the
home (i.e., a modified version of the Family Sexuality Index [FSI; Friedrich, 2007]). At the end
of the survey, caregivers were asked if they would complete a second, shorter questionnaire a
week later, if contacted. Those that consented received an email invitation to complete a second
survey, which included only the ASB-C and the ASB-CE. The resulting sample of 271
caregivers was used to examine test-retest reliability, conduct confirmatory factor analyses
(CFA), and evaluate convergent validity of the ASB-C with the CSBI. Caregivers received a $15
electronic gift-card for completing the first survey and a $10 electronic gift card for completing

the second survey.

Clinical Sample. To establish criterion validity, which is to say that the ASB-C can
effectively identify children actively displaying PSB, it was necessary to identify a clinical
sample of children being treated specifically for PSB. Members of the development team are

actively engaged in supervising and providing clinical services for children with PSB and
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provide training to clinicians in the delivery of treatment services for children with PSB. The
ASB-C was implemented within the clinics of some members of the team and provided to
trainees attending training programs for use with their own PSB treatment cases. These data were
reported to and compiled by the team to yield a composite clinical sample. Because these data
were collected within the confines of community-based clinical practice, the procedures
available for data collection varied. Nonetheless, a pre-treatment report on the ASB-C was

required for inclusion. A total of 110 clinical cases were included in the analyses.

Factor Structure

Principal Components Analyses. The Normative sample was used to perform principal
components analyses (PCA). Of the available cases (n = 1,400), 623 cases provided “0”
responses for every item on the ASB-C. As such, these cases provided no variability and were
removed from the sample prior to computing the PCA. The removed portion of the sample did
not differ from the retained portion of the sample (n = 791) on child gender (X° = 3.68, p = .298),
child race (X? = 4.43, p = .619), caregiver relationship to child (X? = 6.21, p = .286), caregiver
gender (X? =2.07, p = .151), caregiver race (X’ = 8.87, p = .261), caregiver education (X? = 9.34,
p =.096), caregiver marital status (X?> = 5.52, p = .356), caregiver employment status (X*> = 5.92,
p = .657), or family income (X° = 16.02, p = .452). However, the removed subsample was
slightly older (M age = 8.23, SD = 2.80) than the retained subsample (M age = 7.44, SD = 2.90; ¢
=5.20, p <.001). Given that younger children tend to display higher frequencies of normative
and problematic sexual behavior, this was not surprising. In addition, normality checks showed
that all items displayed significant positive skew, as might be expected, and all items were log-

transformed prior to running analyses.
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Initial PCA employing varimax rotation and using the retained subsample demonstrated
significant problems with the structure of the measure. Several items appeared to cluster together
and accounted for significant variance, thereby preventing additional factors from being
identified. Upon inspection, it was found that all of these items are generally considered severe
and occurred with extremely low frequencies (i.e., any non-“0” response) within the normative
sample as a whole (<1.0%). In consultation with a statistician, it was decided to remove these
items from the analysis and re-compute the PCA. Given the extremely low base rate of these
behaviors in the normative sample, the team concluded that these behaviors should constitute
“critical items” where a single occurrence is sufficient to identify a PSB. These items, and the
frequency with which they occurred in the normative sample (n = 1,400), are listed in Table 7.1.

After removing these low base rate items, the PCA with varimax rotation yielded more
useful results. The scree plot suggested a two- or three-factor solution best fit the data. Across
both solutions, the first two factors were remarkably similar in terms of the items that loaded on
those factors. The third factor in the three-factor solution included only three items and primarily
constituted non-sexual boundary violations (e.g., “Stands or sits too close to others,” “Hugs
people they do not know well,” “Kisses people they do not know well””) and internal consistency
of this third factor was very weak (Cronbach’s a = .36). Given these considerations, the decision
was made to retain the two-factor solution, which is provided in Table 7.2 below. Items were
retained based on the statistical strength of the factor loading (> .40; Stevens, 1992; Tabachnick
& Fidell, 2007), followed by a clear clinical and/or theoretical rationale for including an item in
the measure. As a result, Factor 1 included 8 items (18, 17, 13, 9, 21, 19, 4, 30) and Factor 2

included 8 items (15, 8, 7, 11, 14, 10, 6, 12).
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Table 7.1: Items with an Extremely Low Base Rate (< 1.0%) in the Normative Sample

Item f(%)
16. Looks at picture or videos of violent, aggressive, and/or extreme sex acts. 14 (1.0)
20. Inserts or tries to insert objects inside own private parts. 7(0.5)
22. Shows picture(s) of their own or other people’s private parts to others. 7(0.5)
23. Asks others to show their private parts or engage in sexual acts while talking in-person. 11 (0.8)
24. Sends sexual messages, pictures, and/or videos to others (such as through email, texts, social 3(02)
media). )
25. Uses digital media (such as email, texts, social media) to ask others to send them pictures or 6(0.4)
videos showing nudity or sexual acts. )
26. Coerces others to send sexual pictures or videos in a digital format. 5(0.4)
27. Threatens to share sexual pictures or videos of others. 2(0.2)
28. Strokes, massages, and/or caresses the bodies of others. 13 (1.0)
29. Rubs private parts on other people. 10 (0.7)
31. Touches or tries to touch the private parts of others. 13 (1.0)
32. Puts mouth on the breasts or private parts of others. 8(0.6)
33. Inserts or tries to insert objects in another child’s private parts. 4(0.3)
34. Tries to undress others against their will. 8(0.6)
35. Plans to get others to engage in sexual behavior. 3(0.2)
36. Coerces others to engage in sexual behavior. 3(0.2)
37. Performs sexual behaviors with an animal. 10 (0.8)
38. Continues to engage in sexual behavior after being told to stop. 11 (0.8)

Note: n =1,400
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Table 7.2: Factor Loadings for the Two-Factor Solution

Item F1 F2
18. Touches or rubs private parts when around other people. 72 -.07
17. Touches or rubs own private parts when alone. .62 .07
13. Looks at or tries to look at others who are nude, undressing, and/or toileting. 57 13
9. Talks about private parts, sexual topics, or toileting behaviors at inappropriate times. S3 .19
21. Shows own private parts to others. S1 .19
19. Rubs private parts on or with an object (such as furniture, toy, blanket, remote control ). 49 .16
4. Touches or tries to the touch the breasts of others. 46 24
30. Slaps or pokes the buttocks of others. 40 .09
5. Asks questions about private parts and/or sexual acts to a trusted adult (such as a parent or 35 23

teacher). ' )
1. Stands or sits too close to others. 27 -.07
2. Hugs people they do not know well. 18 .04
15. Looks at pictures or videos that show nudity or sexual acts. -.01 .67
8. Uses the internet to seek out information on sexual topics. -.08 .62
7. Views non-sexual things or topics in a sexual way. .10 .60
11. Plays with toys in a sexual way; draws pictures or writes about private parts or sexual 14 57
topics. ) )

14. Looks at or tries to look at people engaged in sexual acts. 21 .55
10. Uses sexual words in an insulting, disrespectful, and/or suggestive way. .04 .49
6. Asks questions about private parts and/or sexual acts to people other than a trusted adult. 15 43
12. Moves, dances, or makes hand gestures that are sexually suggestive. 22 43
3. Kisses people they do not know well. .26 35

Confirmatory Factor Analyses. Confirmatory factor analyses (CFA) were conducted by
applying the obtained two-factor solution to the data collected from the PA sample (n = 271).
Initial CFA showed that the model performed relatively poorly, (X*> = 393.24, df = 103, p < .001;
RMSEA = .10; CF1=.77; TLI =.73; SRMR = .08). Modification indices provided a number of

useful suggestions that required only minor changes to the model, including allowing several
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items within a given factor to correlate together. Allowing this type of within-factor association
is a commonly employed statistical technique and considerably improved the fit of the model.
The final model was either an “acceptable” or “good” fit according to three of the examined
indices (X° = 268.88, df =95, p <.001; RMSEA = .08; SRMR = .07) and a marginal fit
according to two of the indices (CFI = .86; TFI = .83).

Factor 1 includes 8 items assessing self-focused, looking, and showing behaviors that
clinical experience suggests are relatively more common among preschool-aged children.
Indeed, the summation of these items showed that higher scores were associated with younger
ages in both the normative (» = -.12, p <.001) and PA samples (r = -.25, p <.001). This factor
was therefore renamed the Early Development subscale. Factor 2 comprises 8 items that largely
suggest a level of interest in or desire for knowledge about sex, including information seeking,
looking behaviors, and inappropriate conversations or physical gestures. It might be expected
that these behaviors occur with greater frequency among children in the pre-adolescent stage as
they become more aware of mature sexual behaviors and topics through peers, school, the home,
and their own physical development. The sum of the scores on this factor was positively
correlated with the child’s age in the Normative (» = .22, p <.001) and PA samples (r = .28, p <

.001), and the factor was labeled the Sexual Interest subscale (See Table 7.2).

Reliability

Internal Consistency. The ASB-C includes three scales, the Early Development and
Sexual Interest subscales as discussed above, and the summation of all 38 items of the scale,
termed the Total scale. Internal consistency was calculated within each of the three subsamples

using Cronbach’s alpha and, as seen in Table 7.3, estimates ranged from acceptable to good.
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Table 7.3: Internal Consistency of the ASB-C Scales Across Three Samples

Scale Normative PA Clinical

(n=1,400) (n=271) (n=110)
Total Scale-all items .84 .81 .85
Early Development Subscale 72 .79 .70
Sexual Interest Subscale .68 74 75

Test-retest Reliability. Test-retest reliability was evaluated using the PA sample only.
Of the 271 initial respondents, 163 agreed to and completed a second administration of the ASB-
C. Participants who completed the second wave of data collection did so after an average of 8.39
days (SD = 2.24, Range = 7 — 26). Significant and strong correlations between the two
administrations were observed for the Total scale (r = .90, p <.001), and both the Early

Development (r = .89, p <.001) and Sexual Interest (r = .87, p < .001) subscales.

Inter-rater Reliability/Gender of Caregiver. Inter-rater reliability could not be
determined as none of the samples included administration of the ASB-C to two different
caregivers. However, early studies of PSB placed an emphasis on having female caregivers,
typically mothers, complete the measure of sexual behavior. In the normative sample, the gender
of the caregiver did not affect the scores provided for the Total scale (¢t = .44, p = .661) or the
Sexual Interest subscale (1 = 1.75, p = .08); however, female caregivers tended to provide higher
scores than their male counterparts on the Early Development subscale, though the effect was
small (¢ =2.33, p=.02, d = .13). Within the PA sample, there were no differences on any of the
scales based on the gender of the reporter: Total (¢t = .94, p = .349), Early Development (t = 1.37,

p = .173), Sexual Interest (t = .44, p = .661).
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Validit

Concurrent Validity. Concurrent validity was evaluated in two ways. First, within the
PA sample, 247 caregivers from the original sample successfully completed the ASB-C and the
CSBI. Although outdated, the CSBI is the best available option for an alternative measure of
child sexual behavior. Despite the differences in the definitions of PSB utilized in constructing
each measure and in the content included (see Chapter 1), it was hypothesized that the two
measures would significantly correlate. As expected, results showed that the CSBI Total scale
was strongly correlated with the ASB-C Total scale (r = .81, p <.001) as well as the Early
Development (r = .73, p < .001) and Sexual Interest (r = .59, p < .001) subscales.

Second, concurrent validity was assessed by comparing results from the Normative and
PA samples to the Clinical sample. Given that the Clinical sample was entirely comprised of
children receiving treatment for PSB, evidence of validity would be demonstrated by results
showing that the Clinical sample scored higher on the ASB-C scales than the Normative and PA
samples. An ANOVA revealed significant between group differences on the Total scale (F =
317.37, p < .001, #° = .26) and post hoc analyses showed that this was attributable to the Clinical
group (M = 18.31, SD = 13.16) scoring significantly higher than the Normative (M = 2.68, SD =
5.40; Tukey HSD p <.001, Scheffe p <.001) and PA samples (M = 5.37, SD = 6.58; Tukey HSD
p <.001, Scheffe p <.001). Similar results were found with the Early Development and Sexual

Interest subscales.

Convergent Validity. Meta-analytic results suggest that PSB is positively correlated
with internalizing problems (e.g., depression, anxiety), externalizing problems (e.g., defiance,
aggression), and exposure to modeling of sexual behavior (see Chapter 1). To test the convergent

validity of the ASB-C, scores were correlated with each of these three constructs. In the
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normative sample, the SDQ was administered to allow for assessment of internalizing symptoms
(SDQ-Emotional Problems subscale) and externalizing symptoms (SDQ-Conduct Problems
subscale). As expected, significant correlations were observed between all scales of the ASB-C
and SDQ (see Table 7.4). However, the strengths of the correlations were significantly weaker
than when the ASB-C was compared to the CSBI, suggesting the ASB-C is more likely assessing

sexual behavior than general emotional and/or behavioral concerns.

Table 7.4: Correlations of the ASB-C with Convergent and Discriminant Variables
Scale 1 2 3 4 5 6

1. ASB-C Total Scale -
2. ASB-C Early Development subscale 83* -

3. ASB-C Sexual Interest subscale 2% 43%* -

4. SDQ-Emotional Problems subscale 28%* 23%* 25% -

5. SDQ-Conduct Problems subscale 25% 21*% 0 17% | 41% -

6. SDQ-Prosocial Behavior subscale .02 .04 <.01 -.01 -40%* -

*p <.01; SDQ = Strengths and Difficulties Questionnaire

In the PA sample, the Family Sexuality Index (FSI) was administered to examine the
relationship of the ASB-C with a form of social modeling of sexual behavior (n = 247). As
hypothesized, all scales of the ASB-C correlated with the FSI. The strongest correlations were
found with the Total scale (» = .34, p <.001) and Early Development subscale (r = .32, p <.001).
The association between the FSI and the Sexual Interest subscale was weaker, though still

significant (» = .15, p = .018).

Discriminant Validity. Given that PSB is linked with a variety of emotional, behavioral,
and social concerns, relatively few clinical constructs are available for the purposes of testing
discriminant validity. But, there is no known association of PSB with prosocial behavior. As

such, to test discriminant validity of the ASB-C, a correlation was computed for the Prosocial
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Behavior subscale of the SDQ with the ASB-C. As shown in Table 7.4, the ASB-C was not

related to the child’s prosocial behavior, or lack thereof (» = .02, p = 365).

Demographic Analyses

A key question in determining the validity of the ASB-C is whether it operates similarly
across different demographic groups, and this was tested in a series of analyses using the three
independent samples discussed previously. Complete descriptive and statistical information for

all of the following analyses are provided in Appendix A.

Child Gender. Within the normative sample, child gender was not related to scores on
the Total scale (¢t = .46, p = .643) or Sexual Interest subscale (t = 1.56, p = .12); however, girls
(M =.717, 8D =2.25) received a lower score than boys (M = 1.08, SD = 2.30) on the Early
Development subscale (¢ =2.48, p = .013, d = .13). These results were replicated with the PA
sample, with girls (M = 1.97, SD = 3.46) scoring lower than boys (M = 2.94, SD = 4.10) on the
Early Development subscale (¢t =2.08, p =.039, d = .26), while no gender differences were
apparent on the Total scale (t = 1.22, p = .223) or Sexual Interest subscale (¢ = .69, p = .493).
Similarly, there were no gender differences noted when examining data from the Clinical group:

Total (t= .75, p = .455), Early Development (t = .71, p = .477), Sexual Interest (t = .62, p = .54).

Child Race and Ethnicity. With regards to race and ethnicity, caregivers in the
normative sample were provided with several response options. Nonetheless, relatively small
frequencies of participants identifying with certain ethnic groups precluded the use of all
possible categories within analyses. The race and ethnicity responses were consolidated into the
classifications displayed in Appendix A. Within the normative sample, a one-way ANOVA with

four levels (i.e., White, Black, Hispanic/Latino, “Other”) yielded significant results for all three
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of the ASB-C scales: Total (F=7.15, p <.001, ° = .02), Early Development (F =9.98, p < .001,
7’ = .02), Sexual Interest (F = 4.44, p = .004, n° = .01). Post hoc Bonferroni analyses showed that
the variability on the Total scale was primarily due to White children having higher scores (M =
2.95, 8D = 5.96) than Hispanic/Latino children (M = 1.29, SD = 2.26; p < .001); the same pattern
was found for scores on the Sexual Interest subscale (White: M = .49, SD = 1.64;
Hispanic/Latino: M = .21, SD = .76; p = .02). On the Early Development subscale, White
children also scored higher (M = 1.14, SD = 2.52) than Black children (M = .53, SD=1.63; p =
.017) and Hispanic/Latino children (M = .36, SD = .97; p <.001). There was also significant
variability on this subscale between Hispanic/Latino children and those classified in the “Other”
category (M =1.11, SD = 2.76; p = .005).

Interestingly, the same analyses using the PA sample revealed no differences across
racial/ethnic groups: Total (F = .96, p = 414, 5’ = .01), Early Development (F =2.18, p = .09, 5’
=.02), Sexual Interest (F = 1.08, p = .359, #° = .01). The effect sizes across these two samples
were functionally equivalent; the small size of the effect resulted in significant findings in the
larger normative sample and non-significant results in the smaller PA sample. Although no group
differences were observed in the Clinical group for Total scale (F = 2.16, p =.097), differences
did emerge when examining the subscales (Early Development. F =2.81, p = .043; Sexual
Interest: F =3.26, p = .024). However, looking across post hoc group comparisons using both
the Tukey and Scheffe tests, the only significant contrast was for the Early Development
subscale where Latino/Hispanic children received lower scores (M = 5.16, SD = 5.68) than

African-American children (M = 10.67, SD = 5.38).

Caregiver Race and Ethnicity. Caregiver race and ethnicity was re-coded using the

same method described above for children. Similar to child race and ethnicity, differences were
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noted for all three of the ASB-C scales in the normative sample: Total (F = 6.32, p <.001, 5° =
.01), Early Development (F = 10.25, p < .001, #° = .02), Sexual Interest (F = 3.43, p=.016, ° =
.01). Similarly, the same pattern of post hoc results observed with child race and ethnicity
emerged when examining caregiver race and ethnicity, with White caregivers reporting higher
scores than Hispanic/Latino caregivers on the Total (White: M = 2.94, SD = 5.91;
Hispanic/Latino: M = 1.39, SD = 1.39; p <.001) and Early Development scales (White: M =
1.15, SD = 2.49; Hispanic/Latino: M = .38, SD = 1.20; p <.001). White caregivers also reported
higher scores on the Early Development subscale than Black caregivers (M =.45,SD=1.35;p=
.003). Caregivers within the “Other” category (M = .92, SD = 2.90) endorsed higher scores on
the Early Development subscale than Hispanic/Latino caregivers (p =.018). Also, as before,
these findings were not replicated in the PA sample: Total (F = .50, p = .682, 5’ = .01), Early

Development (F = 2.05, p = .107, 5> = .02), Sexual Interest (F = 1.09, p = .353, ° = .01).

Caregiver Relationship to Child. Caregiver relationship to child was re-coded as either
a biological parent or a “surrogate” caregiver, which collectively included grandparents, other
kin relationships, step-parents, foster parents, and adoptive parents. Within the normative
sample, biological parents (n = 1,315) reported lower scores on the Total scale (M = 2.44, SD =
5.15) than surrogate caregivers (n = 80; M =3.84, SD =4.98;t=2.38, p=.017,d = .27),
although the groups had similar scores on the Early Development (t = 1.42, p = .157) and Sexual
Interest subscales (t = 1.84, p = .069). For the PA sample, caregiver relationship to the child was
unrelated to scores: Total (t = 1.13, p =.275), Early Development (t = .34, p = .734), Sexual

Interest (t=1.02, p = .322).

Household Annual Income. Reported household income was stratified into five

categories based on annual earnings: Less than $30,000, $30,000-$60,000, $60,000-$90,000,
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$90,000-$120,000, and more than $120,000. One-way ANOV As with the normative sample
showed significant variability for the Total (F = 3.03, p =.017, #° = .01) and Early Development
scales (F = 4.68, p <.001, #° = .01), but not for the Sexual Interest scale (F = 2.77, p = .221).
However, the only significant post hoc comparison was found on the Total scale with caregivers
earning between $30,000 and $60,000 (M = 1.95, SD = 3.62) reporting lower scores than
caregivers earning more than $120,000 (M = 3.19, SD = 6.42; p = .03). These results were not
replicated with the PA sample: Total (F = 1.57, p = .184), Early Development (F =2.23, p =

.067), Sexual Interest (F = .41, p = .80).

Standardization and Clinical Utility of the ASB-C

The ASB-C was standardized using the Normative sample. Age was negatively correlated
with score on the Total scale in all three samples (Normative: » =-.08, p =.002; PA: r=-.16, p =
.008; Clinical: -.19, p = .049). This resulted in the decision to standardize the scores separately
for three age groups: Preschool (ages 3-5), School-Age (ages 6-9) and Pre-teen (ages 10-12).
Given that child gender did not relate to scores on the Total scale, separate gender norms were
deemed unnecessary. In light of the highly skewed nature of the data, it was decided not to
utilize a form of metric that necessitated the imposition of a normative distribution, such as T-
scores or standard scores. Rather, percentages were employed to describe the data across the
three samples (see Appendix D).

To statistically examine the point at which scores on the ASB-C Total scale distinguished
between the Normative and Clinical samples, receiver operating characteristic (ROC) curves
were computed. These analyses provided clear results (AUC = .93, p <.001, 95% CI = .91 - .95)
with a cutoff score of 5.5 (i.e., 6 and above) yielding optimal sensitivity (.84) and specificity

(.85). Indeed, only 15.2% of the Normative sample exceeded this mark, while 83.6% of the
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Clinical sample did so. Given the previously noted correlation of age with the Total scale score,
separate analyses were computed for each of the three age ranges mentioned previously. The
optimal cutoff score for preschoolers was significantly higher when comparing the Normative
and Clinical samples, at 11.5 (i.e., 12 and above), reflecting the common finding that younger
children more commonly display sexualized behaviors (AUC = .94, p <.001, 95% CI = .89 -
.99). Sensitivity (.86) and specificity (.95) remained excellent within this age range. Similar
results were observed for the school-age (AUC = .93, p <.001, 95% CI = .90 - .96) and pre-teen
(AUC =.92, p <.001, 95% CI = .87 - .96) age groups. However, the optimal cutoff points were
significantly lower, with the school-age children point set at 5.5 (i.e., 6 and above; Sensitivity =
.84, Specificity = .83) and the pre-teen children point set at 4.5 (i.e., 5 and above; Sensitivity =
.82, Specificity = .86).

As the cut points derived from the ROC analyses were lower than the points that
demarcated the upper 5% of the sample, both points are included in scoring instructions. The
ROC curve derived points are labeled as “Concerning” and denote a score that is significantly
more likely to occur among a sample receiving treatment for PSB than in the Normative sample.
The top 5% of each distribution resulted in a cut point that identified the “Problematic” range,
indicating a child’s score is higher than at least 95% of the normative population. Scores falling

below the cut point identified in the ROC curves are labeled “Typical/Expected.”

The ASB-CE: Reliability and Validity

The psychometric properties of the ASB-CE were evaluated using the normative and PA

samples and established alongside those of the ASB-C.

Reliability. Items on the ASB-CE are scored in a dichotomous “yes/no” manner. The

score for the measure is computed by adding the total number of positive endorsements (i.e., 0 =
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No, 1 = Yes). Within the normative sample (n = 1,400), the total scale score of the ASB-CE (i.e.,
summation of all 38 items) displayed good internal consistency (a = .86). Internal consistency of
the total scale was also good within the PA sample (o = .81). Internal consistencies of the
subscales were lower, but still acceptable: Early Development (Normative: a =.73; PA: o =.78),
Sexual Interest (Normative: o =.70; PA: a = .75).

Test-retest reliability of the ASB-CE was evaluated only in the PA sample (n = 151).
Correlations of the two administrations were strong: Total scale (» = .83, p <.001), Early

Development subscale (r = .85, p <.001), Sexual Interest subscale (» = .81, p <.01).

Validity. Convergent validity of the ASB-CE was examined in the PA sample (n = 250)
by correlating the total score with the CSBI total score and the FSI. As shown in Table 7.5,
positive and significant correlations were observed for all relationships.

Convergent validity in the normative sample (n = 1,400) was tested by examining the
relationship of the ASB-CE scales to the various scales of the SDQ. As shown in Table 7.6, all
three of the ASB-CE scales significantly and positively correlated with both clinical scales of the
SDQ (emotional problems, conduct problems). In a test of discriminant validity, none of the

three ASB-CE scales correlated with prosocial behavior as assessed by the SDQ.

Table 7.5: Correlations of the ASB-CE with Convergent Variables in the PA Sample

Scale 1 2 3 4 5
1. ASB-CE Total Scale -
2. ASB-CE Early Development subscale R M -

3. ASB-CE Sexual Interest subscale S2x* 1 3% -
4. CSBI Bk | 73k | g%k -
5. FSI 35k | 3k 4% | DR¥*

*p < .05, **p < 01
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Table 7.6: Correlations of the ASB-CE with the SDQ in the Normative Sample
Scale 1 2 3 4 5

1. ASB-CE Total Scale -
2. ASB-CE Early Development subscale | .84** -

3. ASB-CE Sexual Interest subscale JISEE L 45 -

4. SDQ-Emotional Problems subscale 27F*% L 23F% 1 D3k

5. SDQ-Conduct Problems subscale 23%F% 0 19%% 1 18*% | 41** -

6. SDQ-Prosocial Behavior subscale .05 .05 <.01 -01 | -40%**

*n <.05, ¥*p < .01
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Appendix A: Demographic Information of Validation Samples

Appendix A.1: Demographics of the Normative Sample

Early Sexual
. . Total Scale® | Development | Interest Analysis
Demographic Variable Subscale® Subscale®
M (SD) M (SD) M (SD)

Child Gender: = 46
-Male (n = 681) 2.58 (3.96) 1.08 (2.30) 32(1.09) | b =2.48*
-Female (n =714) 2.45 (6.07) 77 (2.25) 44 (1.59) | t=1.57

Child Race/Ethnicity: A =7 15%**
-White/Caucasian (n = 814) 2.95 (5.96) 1.38 (2.52) 49 (1.64) | °F = 9.98%+**
-Black/African-Am. (n = 147) | 2.34 (4.03) .53 (1.63) 23 ( .88) | F=4.44%*%
-Hispanic/Latino (n = 268) 1.29 (2.26) 36 (.97) 21 ( .76)

-Other (n =161) 2.48 (4.68) 1.11 (2.76) 24 ( .88)
*Asian/Asian-Am. (n = 58) 1.57 (2.55) 47 (1.12) 07 ( 47)
*Hawaiian/Pac. Island. (n = 3) 1.30 (1.16) 1.30 (1.16) .00 ( .00)
*Native Am./Alaskan (n = 16) 1.65 (2.18) 48 (1.01) 28 ( .46)
*Multiple Ethnicities (n = 76) 3.51 (6.16) 1.81 (3.74) 39 (1.18)
«Other reported (n = 7) 1.29 (2.66) 28 (.49) .00 (.00)

Caregiver Gender: = 44
-Male (n = 573) 2.44 (5.86) .76 (1.98) 46 (1.57) | bt=2.30%
-Female (n = 827) 2.56 (4.58) 1.03 (2.46) 33 (1.21) [ ¢=1.70

Caregiver Race/Ethnicity: AF = 6.32%%*
-White/Caucasian (n = 835) 2.94 (5.91) 1.15 (2.49) 48 (1.62) | PF=10.25%*x*
-Black/African-Am. (n = 154) | 2.14(3.20) 45 (1.35) 20( .75) | ‘F=3.43*
-Hispanic/Latino (n = 259) 1.39 (2.94) .38 (1.20) 25 ( .80)

-Other (n = 152) 2.42 (4.80) 1.07 (2.90) .26 (1.02)
*Asian/Asian-Am. (n = 68) 1.81 (3.29) 71 (2.01) .09 ( .47)
*Hawaiian/Pac. Island. (n = 0) -- -- --
*Native Am./Alaskan (n = 18) 1.66 (2.01) 36( .91) 20 ( 41)
*Multiple Ethnicities (1 = 40) 431 (7.60) 2.33 (4.68) 52 (1.60)
«Other reported (n = 27) 1.90 (3.13) 58(1.19) 41 (1.34)

Relationship to Child: 4 =2.38*%
-Biological Parent (n = 1,315) 2.44 (5.12) .90 (2.28) 36(1.35) | *=1.39
-“Surrogate” (n = 80) 3.84 (4.98) 1.27 (2.33) 70(1.62) | “t=1.84

*Kin relationship (n = 25) 2.57 (3.66) .88 (1.98) 52 (1.37)
«Step-parent (1 = 22) 3.85 (4.15) 1.14(230) | 1.35(241)
«Adoptive parent (1 = 25) 4.40 (4.14) 1.48 (2.29) 31( .96)
*Foster parent (n = 2) 9.48 (16.89) 3.89 (7.74) 1.71 (1.41)
*Other reported (n = 6) 4.92 (4.07) 1.69 (2.32) 46 (.54

Household Income (annual): AF=3.03*%
-Less than $30,000 (n = 187) 2.14 (3.62) .56 (1.71) 40 (1.29) | °F = 4.68%**
-$30,000 - $60,000 (n = 270) 1.94 (3.62) .72 (1.82) 27(1.03) | ‘F=1.43
-$60,000 - $90,000 (n = 325) 2.33(3.58) .87 (1.87) 37 (1.12)

-$90,000 - $120,000 (n = 196) | 2.97 (7.51) .92 (2.48) 57 (1.97)

-More than $120,000 (n =356) | 3.19 (6.42) 1.34 (2.98) 41 (1.51)

Note: Numbers may not equal to 1,400 because of declinations in answers

*p <.05, **p <.01, ***p <.001.
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Early Sexual
Demographic Variable Total Scale Dg\:le){qoc]z;aeint SZZ?ZZZ i Analysis
M (SD) M (SD) M (SD)

Child Gender: =1.22
-Male (n = 122) 5.85 (6.68) 2.94 (4.10) .88 (2.05) | bt =2.08*
-Female (n = 148) 4.87 (6.47) 1.97 (3.46) J1(1.92) [ ‘t= .69

Child Race/Ethnicity: F= 96
-White/Caucasian (n = 161) 5.76 (6.87) 2.84 (4.09) 71(1.90) | PF=2.18
-Black/African-Am. (n = 44) 4.77 (5.94) 1.48 (2.18) | 1.27(2.86) | °F=1.08
-Hispanic/Latino (n = 32) 3.75 (5.12) 1.53 (2.33) .67 (1.38)

-Other (n = 33) 5.38 (7.12) 2.42 (4.70) .64 (1.29)
+Asian/Asian-Am. (n = 7) 2.14 (3.63) 1.57 (3.31) .00 ( .00)
*Hawaiian/Pac. Island. (n =1) - - --

*Native Am./Alaskan (n = 1) -- - --
*Multiple Ethnicities (1 = 21) 6.67 (8.24) 2.86 (5.43) 86 (1.49)
«Other reported (n = 2) 3.50( .71) 2.00 (2.83) .00 ( .00)

Caregiver Gender: = .92
-Male (n = 30) 6.37 (6.10) 3.30(3.63) | 1.00(2.23) | °r=1.35
-Female (n = 241) 5.20 (6.62) 2.32 (3.80) 76 (1.95) | “t= .64

Caregiver Race/Ethnicity: = .50
-White/Caucasian (n = 187) 5.63 (6.81) 2.80 (4.19) .66 (1.80) | °F=2.05
-Black/African-Am. (n = 39) 4.64 (5.99) 1.38 (2.20) | 1.28(2.95) | °F=1.09
-Hispanic/Latino (n = 23) 4.22 (6.09) 1.70 (2.57) 91 (1.88)

-Other (n =21) 5.10 (5.94) 1.86 (3.01) 77 (1.31)
*Asian/Asian-Am. (n = 2) 8.0 (8.49) 1.00 (1.41) S0 (.71)
*Hawaiian/Pac. Island. (n = 0) -- -- --

*Native Am./Alaskan (n = 0) -- -- --
*Multiple Ethnicities (n = 11) 6.91 (6.44) 233(3.23) | 1.33(1.56)
*Other reported (n = 8) 1.88 (3.44) 1.38 (3.11) .00 (_.00)

Relationship to Child: t=1.13
-Biological Parent (n = 253) 5.08 (6.19) 2.38 (3.79) 70 (1.76) | °t= .34
-“Surrogate” (n = 17) 7.71 (9.46) 2.71 (3.65) | 1.53(3.34) |“¢t=1.02

+Kin relationship (n = 5) 9.40 (10.29) 3.60 (4.93) 2.40 (2.19)
«Step-parent (n = 3) 10.67 (18.48) 333(5.77) | 4.33(7.51)
«Adoptive parent (n = 6) 5.00 (2.68) 1.33 (1.51) 17 ( 41)
*Foster parent (n = 1) -- -- --
*Other reported (n =2) 1.50 ( .71) 1.50 (.71 .00 (_.00)

Household Income (annual): F=1.57
-Less than $30,000 (n = 55) 4.82 (6.16) 1.76 (3.02) | 1.02(2.48) | °F=2.23
-$30,000 - $60,000 (n = 67) 4.65 (5.85) 1.69 (2.84) 65 (1.78) | ‘F= 41
-$60,000 - $90,000 (n =61) 7.07 (8.43) 3.38 (5.07) 77 (1.62)

-$90,000 - $120,000 (n = 33) 4.18 (5.10) 2.45 (3.60) S55(.97)

-More than $120,000 (n = 55) 5.45 (6.09) 2.86 (3.74) .86 (2.40)

Note: Numbers may not equal to 271 because of declinations in answers

*p <.05, **p <.01, ***p < .001.
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Early Sexual
. . Total Scale® | Development | Interest Analysis
Demographic Variable Subscale® Subscale®
M (SD) M (SD) M (SD)

Child Gender: =75
-Male (n =72) 17.63 (13.26) | 7.47(5.56) | 3.14 (4.44) | *t= .71
-Female (n = 38) 19.61 (13.04) | 8.29(5.99) | 3.68(4.38) | ‘t=.62

Child Race/Ethnicity: F=2.16
-White/Caucasian (n = 72) 17.54 (13.06) | 7.89(5.61) | 2.54(3.67) | "F=2.81%
-Black/African-Am. (n = 15) 25.73 (14.04) | 10.67 (5.38) | 5.60 (6.01) | °F=3.26*
-Hispanic/Latino (n = 19) 15.00 (12.31) | 5.16(5.68) | 3.81(.87)

-Other (n =4) 20.00 ( 7.87) | 6.75(4.27) | 7.00 (8.52)

Caregiver Gender: = .59
-Male (n = 25) 19.68 (14.11) | 8.56(6.44) | 3.44(3.78) | *t= .81
-Female (n = 85) 17.91 (12.92) | 7.52(5.47) | 3.29(4.60) | ‘t= .15

Note: Numbers may not equal to 110 because of declinations in answers

*p <.05, **p <.01, ***p < .001.




ASB-C Manual 79

Appendix B: Mean Item Scores of the Validation Samples

Appendix B.1: Mean item scores on the ASB-C

Normative | Pennsylvania | Clinical
[tem Sample Sample Sample
M (SD) M (SD) M (SD)
1. Stands or sits too close to others. .55 (1.06) 76 (1.21) 2.1(1.57)
2. Hugs people they do not know well. .19 (.59) 31.(.77) 1 (1.15)
3. Kisses people they do not know well. .03 (.21) .06 (.30) .19 (.64)
4. Touches or tries to touch the breasts of others. .06 (.34) .18 (.58) .50 (.93)
5. Asks questions about private parts and/or sexual acts to a
trusted adult (such as a parent or teacher). 30(65) 76 (1.01) 93 (1.09)
6. Asks questions about private parts and/or sexual acts to
people other than a trusted adult. 04 (23) 08(39) 29(71)
7. Views non-sexual things or topics in a sexual way. .03 (.26) .07 (.32) .59 (1.01)
8. E(J);elz Sthe internet to seek out information on sexual 05 (29) 12 (48) 39(.96)
9. Talks gbout prlvate par.ts, sgxual topics, or toileting 17 (57) 44(88) 1.27 (1.40)
behaviors at inappropriate times.
10. Uses gexual words in an insulting, disrespectful, and/or 05 (35) 04 (26) 34(88)
suggestive way.
11. P@ays with toys in a sexual way, drawg pictures or 02 (18) 06 (32) 38 (91)
writes about private parts or sexual topics.
12. Moves', dances, or makes hand gestures that are sexually 09 (40) 22 (61) 76 (1.16)
suggestive.
13. Looks at or ties to look at others who are nude,
undressing, and/or toileting. 11(.44) 44 (.92) 1.21 (1.34)
14;1;(5)01(8 at or tries to look at people engaged in sexual 02 (18) 05 (27) 18 (.68)
15;1;:01(8 at pictures or videos that show nudity or sexual 06 (35) 12 (42) 39(92)
16. Looks at pictures or videos of violent, aggressive,
and/or extreme sex acts. 01 (.15) .03 (.22) .18 (.68)
17. Touches or rubs own private parts when alone. .19 (.64) 33 (.81) 1.49 (1.51)
18. Touches or rubs private parts when around other people. .08 (.42) .17 (.60) .95 (1.35)
19. Rubs private parts on or with an object (such as
furniture, toy, blanket, remote control). 03 (:26) 10(38) 68 (1.17)
20. Inserts or tries to insert objects inside own private parts. .01 (.16) .03 (.25) .10 (.47)
21. Shows own private parts to others. .06 (.34) .20 (.56) 77 (1.01)
22. Shows picture(s) of their own or other people’s private
parts to others. .01 (.13) .01 (.12) .11 (.46)
23. Asks others to show their private parts or engage in
sexual acts while talking in-person. 01 (.13) .01 (.12) 35 (.68)
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24. Sends sexual messages, pictures, and/or videos to others

(such as through email, texts, social media). <01(.09) 03 (:20) 09 (:46)
25. Uses dlglta! media to ask others to send them pictures or 01 (12) 02 (.16) 06 (41)
videos showing nudity or sexual acts.
26. Cgerces others to send sexual pictures or videos in a 01 (13) <01 (<01) Not endorsed
digital format.
27. Threatens to share sexual pictures or videos of others. <.01 (.06) .01 (.18) .03 (.21)
28. Strokes, massages, or caresses the bodies of others. .02 (.18) .04 (.28) .37 (.78)
29. Rubs private parts on other people. .01 (.16) .01 (.12) 22 (.61)
30. Slaps or pokes the buttocks of others. 20 (.61) .56 (.98) .88 (1.24)
31. Touches or tries to touch the private parts of others. .02 (.18) .01 (.11) .54 (.94)
32. Puts mouth on the breasts or private parts of others. .01 (.12) .01 (.14) .20 (.60)
33. Inserts or tries to insert objects in another child’s private 01 (11) <01 (.06) 01 (.10)
parts.
34. Tries to undress others against their will. .01 (.13) .01 (.09) .16 (.50)
35. Plans to get others to engage in sexual behavior. <.01 (.10) <.01 (.06) .16 (.50)
36. Coerces others to engage in sexual behavior. <.01 (.08) <.01 (<.01) .12 (.46)
37. Performs sexual behaviors with an animal. 01 (11) <.01 (.06) .05 (.28)
38. Continues to engage in sexual behavior after being told 02(.19) 03(22) 54.(1.04)

to stop.




ASB-C Manual 81

Appendix C: Mean Scale Scores of the Validation Samples

Appendix C.1: Mean Scale Scores for Complete Samples

Normative | Pennsylvania | Clinical
Item Sample Sample Sample
M (SD) M (SD) M (SD)
Total Scale 2.51 (5.14) 533(6.56) | 18.31(13.16)
Early Development Subscale 0.92 (2.28) 2.42 (3.78) 7.75 (5.69)
Sexual Interest Subscale 0.38 (1.37) 0.78 (1.98) 3.33 (4.41)

Appendix C.2: Mean Scale Scores for Ages 3-5

Normative | Pennsylvania | Clinical
Item Sample Sample Sample
M (SD) M (SD) M (SD)
Total Scale 2.94 (4.25) 6.61 (7.49) | 20.89 (11.90)
Early Development Subscale 1.67 (2.55) 3.55 (4.83) 10.54 (5.31)
Sexual Interest Subscale 0.12 (0.53) 0.22 (0.76) 2.54 (3.32)

*Normative n = 356; Pennsylvania n = 107; Clinical n = 28.

Appendix C.3: Mean Scale Scores for Ages 6-9

Normative | Pennsylvania | Clinical
Item Sample Sample Sample
M (SD) M (SD) M (SD)
Total Scale 2.64 (4.83) 454 (501) | 17.76 (12.82)
Early Development Subscale 1.07 (2.45) 1.99 (2.78) 7.69 (5.71)
Sexual Interest Subscale 0.40 (1.25) 0.69 (1.58) 3.02 (3.52)

*Normative n = 577; Pennsylvania n = 85; Clinical n = 55.

Appendix C.3: Mean Scale Scores for Ages 10-12

Normative | Pennsylvania | Clinical
Item Sample Sample Sample
M (SD) M (SD) M (SD)
Total Scale 2.03 (6.05) 444(6.51) | 16.74(15.07)
Early Development Subscale 0.54 (1.71) 1.37 (2.54) 5.00 (4.77)
Sexual Interest Subscale 0.56 (1.84) 1.63 (2.98) 4.78 (6.42)

*Normative n = 458; Pennsylvania n = 79; Clinical n =27
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Appendix D: Distribution of Scores in the Normative Sample

Appendix D.1: Distribution of Scores for Total Sample

Raw Total Scale | Early Development | Sexual Interest
Score (%eile) Subscale (Yile) Subscale (Yile)
0 43.5 71.3 85.6
1 56.9 80.5 91.9
2 69.9 86.8 95.5
3 75.7 90.3 96.4
4 81.6 94.0 97.8
5 85.2 95.7 98.6
6 88.7 96.3 99.1
7 91.5 97.2 >99.1
8 93.2 97.9 >99.1
9 943 98.4 >99.1
10 95.1 99.0 >99.1
11 96.0 >99.0 >99.1
12 96.4 >99.0 >99.1
13 96.9 >99.0 >99.1
14 97.6 >99.0 >99.1
15 98.2 >99.0 >99.1
16 98.6 >99.0 >99.1
17 98.8 >99.0 >99.1
18+ >98.8 >99.0 >99.1
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Appendix D.2: Distribution of Scores for Ages 3-5 Years

Raw Total Scale | Early Development | Sexual Interest
Score (Yeile) Subscale (Yile) Subscale (Yile)
0 38.0 66.5 93.3
1 50.5 77.2 97.4
2 65.0 82.7 98.8
3 69.3 87.3 >99.0
4 76.8 91.6 >99.0
5 80.3 93.6 >99.0
6 84.4 93.9 >99.0
7 87.3 95.4 >99.0
8 91.1 96.8 >99.0
9 92.8 97.4 >99.0
10 93.7 98.6 >99.0
11 95.4 >99.0 >99.0
12 95.7 >99.0 >99.0
13 96.2 >99.0 >99.0
14 97.4 >99.0 >99.0
15 97.7 >99.0 >99.0
16 98.3 >99.0 >99.0
17 98.6 >99.0 >99.0
18+ >98.6 >99.0 >99.0
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Appendix D.3: Distribution of Scores for Ages 6-9 Years

Raw Total Scale | Early Development | Sexual Interest
Score (%eile) Subscale (Yile) Subscale (Yile)
0 39.4 66.7 83.3
1 54.0 76.8 91.4
2 68.0 84.7 95.7
3 73.7 88.5 96.7
4 79.7 92.3 98.1
5 83.6 94.7 98.6
6 88.3 95.7 99.1
7 91.7 96.7 >99.1
8 93.1 97.4 >99.1
9 94.1 98.1 >99.1
10 95.0 98.8 >99.1
11 95.5 99.1 >99.1
12 96.0 >99.1 >99.1
13 96.6 >99.1 >99.1
14 97.4 >99.1 >99.1
15 97.9 >99.1 >99.1
16 98.3 >99.1 >99.1
17 98.6 >99.1 >99.1
18+ >98.6 >99.1 >99.1
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Appendix D.4: Distribution of Scores for Ages 10-12 Years

Raw Total Scale | Early Development | Sexual Interest
Score (%eile) Subscale (Yile) Subscale (Yile)
0 52.7 80.6 82.6
1 65.3 87.6 88.5
2 76.0 923 92.8
3 82.9 94.9 94.1
4 87.4 97.9 96.0
5 90.8 98.5 97.5
6 92.3 98.9 98.5
7 94.2 99.1 98.9
8 94.9 99.4 99.2
9 95.7 >99.4 >99.2
10 96.4 >99.4 >99.2
11 97.0 >99.4 >99.2
12 97.4 >99.4 >99.2
13 97.9 >99.4 >99.2
14 98.1 >99.4 >99.2
15 98.9 >99.4 >99.2
16 99.4 >99.4 >99.2
17 >99.4 >99.4 >99.2
18+ >99.4 >99.4 >99.2
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Appendix E: Brief Summary of the ASB-C
What Is It?

The Assessment of Sexual Behavior-Child Version (ASB-C) is a caregiver-report instrument that
asks a caregiver to report the frequency with which a child (ages 3-12) performed 38 separate
sexual behaviors over the past month. The items include both typical and problematic forms of
sexual behavior.

Is it Valid and Reliable?

Yes. The ASB-C was tested in three separate samples that collectively included over 1,700
children/caregivers. The normative sample was nationally representative, the psychometric
characteristics are strong, and results are available in the ASB-C manual.

What Information Does It Provide?

The ASB-C includes several items that describe behaviors that are themselves problematic (e.g.,
“critical items”). Also, a total score can be calculated to determine if the overall frequency of the
child’s behaviors exceeds what is typical for a given age.

Is It Easy to Score and Interpret?

Yes. Scoring instructions are available on the other side of this page. It was designed to be easy
to administer, score, and interpret by clinicians in community practice.

How Much Does It Cost?

The use of the ASB-C is free for clinicians and researchers.

How do I Explain it to Caregivers?

“This checklist asks about various sexual behaviors children may display. Some behaviors are
relatively common among children while others are rarer. We give this measure in the interests
of being thorough in our assessment and recognize that many of the items on this measure won’t
be relevant to many families. If there are any items that you are concerned about, we can discuss
them. Also, I may ask follow-up questions afterwards to help me better your answers.”
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Appendix F: ASB-C Scoring Summary

Total Score:

To calculate the Total Score - add all the scores for the 38 items together. To find out where this
score falls on the continuum of sexual behavior (Typical/Expected, Concerning, or Problematic),
find the row that matches the age of the child and then find the column or score range within
which the Total Score falls.

Age group Typical/Expected Concerning Problematic
3-5 years 0-10 11 12-152
6-9 years 0-6 7-10 11-152

10-12 years 0-5 6-9 10-152

Critical Items:
These behaviors are rare (less than 1% of children) and are considered potentially problematic
when present. Critical items should be reviewed and directly addressed.

# Question
16. | Looks at pictures or videos of violent, aggressive, and/or extreme sex acts.

20. | Inserts or tries to insert objects inside own private parts.

22. | Shows picture(s) of their own or other people’s private parts to others.

23. | Asks others to show their private parts or engage in sexual acts while talking in-person.
24. | Sends sexual messages, pictures, and/or videos to others (such as through email, texts,
social media).

25. | Asks others to send them pictures or videos showing nudity or sexual acts (such as
through email, texts, social media).

26. | Coerces others to send sexual pictures or videos.

27. | Threatens to share sexual pictures or videos of others.

29. | Rubs private parts on other people.

31. | Touches or tries to touch the private parts of others

32. | Puts mouth on the breasts or private parts of others.

33. | Inserts or tries to insert objects in another child’s private parts

34. | Tries to undress others against their will.

35. | Plans to get others to engage in sexual behavior.

36. | Coerces others to engage in sexual behavior.

37. | Performs sexual behaviors with an animal.

38. | Continues to engage in sexual behavior after being told to stop.

Scoring Process:
1. Calculate the Total Score and determine where it falls for the age of the child.
2. Identify “Critical Items” endorsed by caregiver.
3. Integrate presence of critical items (clinically give more weight) with
total summed score for an overall clinical impression.
4. Integrate findings with the other aspects of the evaluation (interviews, measures)
5. Provide everyday language feedback and engage in shared treatment planning.
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Appendix G: Additional Resources
All of the following materials are currently available, or soon will be, at:
https://connect.ncsby.org/assessingpsb/resources
Training
1. Free recorded webinar (40 minutes): Administration, Scoring, and Interpretation of the
Assessment of Sexual Behavior: Child Version (ASB-C)

Materials (free and downloadable)

1. The Assessment of Sexual Behavior-Child Version (ASB-C): A Manual for
Administration, Scoring, and Interpretation

2. The ASB-C test protocol

3. The ASB-CE test protocol

4. The ASB-C Score Form

5. The Brief Summary of the ASB-C (Appendix E)

6. The ASB-C Scoring Summary (Appendix F)

Translations Available

1. Spanish
2. Swedish
3. Dutch

4. Polish



ASB-C

The items below describe various types of behaviors. Some items refer to behaviors involving private parts (such
as penis, vagina, or rectum) or sexual acts. Please report how often your child has shown the following behaviors
in the PAST MONTH using the scale provided.

Never 1 time 2-4 5-10 More than
(Once) times times 10 times

1. | Stands or sits too close to others. 0 1 2 3 4

2. | Hugs people they do not know well. 0 1 2 3 4

3. | Kisses people they do not know well. 0 1 2 3 4

4. | Touches or tries to touch the breasts of others. 0 1 2 3 4
Asks questions about private parts and/or sexual

5. | acts to a trusted adult (such as a parent or 0 | 2 3 4
teacher).

6 Asks questions about private parts and/or sexual 0 1 ) 3 4

" | acts to people other than a trusted adult.

7 Views non-sexual things or topics in a sexual 0 1 ’ 3 4
way.

3. Uses the internet to seek out information on 0 1 5 3 4
sexual topics.
Talks about private parts, sexual topics, or

9. o . . L 0 1 2 3 4
toileting behaviors at inappropriate times.

10. Uses sexual wgrds in an insulting, disrespectful, 0 1 5 3 4
and/or suggestive way.
Plays with toys in a sexual way; draws pictures

11. . . . 0 1 2 3 4
or writes about private parts or sexual topics.

12. Moves, dances, or makes hand gestures that are 0 1 5 3 4
sexually suggestive.
Looks at or tries to look at others who are nude,

13. . o 0 1 2 3 4
undressing, and/or toileting.

14. Looks at or tries to look at people engaged in 0 1 ) 3 4
sexual acts.

15, Looks at pictures or videos that show nudity or 0 | ) 3 4
sexual acts.

16. Looks a.t pictures or videos of violent, 0 1 2 3 4
aggressive, and/or extreme sex acts.

17. | Touches or rubs own private parts when alone. 0 1 2 3 4

18, Touches or rubs private parts when around other 0 1 2 3 4
people.

19 Rubs private parts on or with an object (such as 0 1 ’ 3 4

" | furniture, toy, blanket, remote control).

20, Ingerts or tries to insert objects inside own 0 1 ) 3 4
private parts.

21. | Shows own private parts to others. 0 1 2 3 4

2. Shows picture(s) of their own or other people’s 0 1 ) 3 4
private parts to others.

23 Asks others to show their private parts or 0 1 ’ 3 4

engage in sexual acts while talking in-person.




Never 1 time 2-4 5-10 More than
(Once) times times 10 times

Sends sexual messages, pictures, and/or videos

24. | to others (such as through email, texts, social 0 | 2 3 4
media).
Asks others to send them pictures or videos

25. | showing nudity or sexual acts (such as through 0 1 2 3 4
email, texts, social media).
Coerces others to send sexual pictures or videos.

26. | (Note: ‘coerces’ means using force, threats, 0 1 2 3 4
pressure, bribery, and/or trickery)

27 Threatens to share sexual pictures or videos of 0 1 5 3 4
others.

28 Strokes, massages, or caresses the bodies of 0 1 ) 3 4
others.

29. | Rubs private parts on other people. 0 1 2 3 4

30. | Slaps or pokes the buttocks of others. 0 | 2 3 4

31 Touches or tries to touch the private parts of 0 1 5 3 4
others.

3 Puts mouth on the breasts or private parts of 0 1 5 3 4
others.

33. Ins.ert,s or .trles to insert objects in another 0 1 D) 3 4
child’s private parts.

34. | Tries to undress others against their will. 0 1 2 3 4

35. | Plans to get others to engage in sexual behavior. 0 1 2 3 4
Coerces others to engage in sexual behavior.

36. | (Note: ‘coerces’ means using force, threats, 0 1 2 3 4
pressure, bribery, and/or trickery)

37. | Performs sexual behaviors with an animal. 0 1 2 3 4

38 antlnues to engage in sexual behavior after 0 1 ) 3 4
being told to stop.

***Please tell us of any other sexual behaviors your child has displayed that were not mentioned above:

***The questions below are to help us better understand the behaviors you described above.
Note: If you answered “0” (Never) to all the questions above, you do not need to complete the section below.

A. With whom did your child engage in any of the behaviors above (check all that apply):

[ Children who live in the same home (such as siblings)

[ Children who do not live in the same home (such as cousins)
[J Children at school (such as schoolmates)
[J Children with developmental delays or disabilities

[J Children with another vulnerability (please describe):

L1 Strangers or people they do not know well
[ Neighbor(s)

0O Adult(s)

0 Children who are younger

B. Where did the behaviors you reported above occur (check all that apply):

[0 Home
[J School/preschool/school bus
[J Other (please describe):

[ Neighbor’s house
[ Childcare provider

[ Public setting (such as stores)
[ Outside (such as a playground)

C. During any of the behaviors you reported above, did your child use coercion, such as force, threats,
pressure, bribery, and/or trickery?

] No

[ Yes (please describe):




ASB-C Score Form

Step 1: Critical Items

Check each item below with a non-0 response (i.e., 1, 2, 3, 4).

6. 26. 4.
20. 27. 35.
2. 29. 36.
23. 31. 37.
24, 32. 38.
25. 33.

Step 2: Total Scale Score
Sum all item scores (#1 - #38).

Total Score =

Step 3: Total Score Interpretation
Circle the appropriate answer based on the child’s age and total scale score

Age Group Typical/Expected Concerning Problematic
3 — 5 years 0-10 11 12 -152
6 — 9 years 0-6 7-10 11-152
10— 12 years 0-5 6-9 10—-152

Step 4: Final Interpretation

a. If any critical items are checked in Step 1, the child’s behavior is considered Problematic
and clinical services are likely indicated. (Interpretation of the Total Scale score may be
helpful, but is not necessary to classify behavior as “problematic.”)

b. In Step 3, a score in the Concerning range indicates the child’s pattern of behavior is
more likely to occur among clinical samples of children with problematic behavior.
Further assessment is advised.

c. In Step 3, a score in the Problematic range indicates the score is among the highest 5% in
the normative population. Clinical services are likely indicated.



ASB-CE

The items below describe various types of behaviors. Some items refer to behaviors involving private parts (such as penis, vagina, or rectum) or sexual acts.
Please report how often your child has shown the following behaviors in the PAST MONTH using the scale provided. Also, please indicate whether your
child has displayed each behavior at any time during the past SIX (6) MONTHS.

PAST MONTH

SIX (6) MONTHS

How often has your child shown the following behaviors

Has your child shown the behaviors in

in the PAST MONTH? the past SIX (6) MONTHS?
1 time . 5-10 More than
Never @) 2-4 times times 10 times NO YES

1. | Stands or sits too close to others. 0 1 2 3 4 N Y

2. | Hugs people they do not know well. 0 1 2 3 4 N Y

3. | Kisses people they do not know well. 0 1 2 3 4 N Y

4. | Touches or tries to touch the breasts of others. 0 1 2 3 4 N Y
Asks questions about private parts and/or sexual

5. | acts to a trusted adult (such as a parent or 0 1 2 3 4 N Y
teacher).
Asks questions about private parts and/or sexual

& acts to people other than a trusted adult. v ! 2 . . N Y

7 Views non-sexual things or topics in a sexual 0 1 ) 3 4 N v
way.

3 Uses the internet to seek out information on 0 | ) 3 4 N v
sexual topics.

9 Ta}lkg about prlyate pgrts, sexua.l tOpl.CS, or 0 1 5 3 4 N %
toileting behaviors at inappropriate times.

10, Uses sexual wqrds in an insulting, disrespectful, 0 1 ) 3 4 N v
and/or suggestive way.

1 Plays.w1th toys in a sexual way; draws pictures 0 1 ) 3 4 N v
or writes about private parts or sexual topics.

12. Moves, dances, or makes hand gestures that are 0 1 ) 3 4 N v
sexually suggestive.

13 Looks a.t or tries to lo.ok .at others who are nude, 0 1 ) 3 4 N v
undressing, and/or toileting.

14, Looks at or tries to look at people engaged in 0 1 5 3 4 N v
sexual acts.

15, Looks at pictures or videos that show nudity or 0 1 ) 3 4 N v
sexual acts.




PAST MONTH SIX (6) MONTHS
1 time . 5-10 More than
Never @) 2-4 times times 10 times NO YES
16. Looks qt pictures or videos of violent, 0 1 > 3 4 N v
aggressive, and/or extreme sex acts.
17. | Touches or rubs own private parts when alone. 0 1 2 3 4 N Y
18, Touches or rubs private parts when around 0 1 ) 3 4 N v
other people.
Rubs private parts on or with an object (such as
12 furniture, toy, blanket, remote control). v ! 2 . . N Y
20. Ingerts or tries to insert objects inside own 0 1 ) 3 4 N v
private parts.
21. | Shows own private parts to others. 0 1 2 3 4 N Y
2 Shpws picture(s) of their own or other people’s 0 1 ) 3 4 N v
private parts to others.
23 Asks others to show thelr. private pa‘rts or 0 1 ) 3 4 N v
engage in sexual acts while talking in-person.
Sends sexual messages, pictures, and/or videos
24. | to others (such as through email, texts, social 0 1 2 3 4 N Y
media).
Asks others to send them pictures or videos
25. | showing nudity or sexual acts (such as through 0 1 2 3 4 N Y
email, texts, social media).
Coerces others to send sexual pictures or
26. | videos. (Note: ‘coerces’ means using force, 0 1 2 3 4 N Y
threats, pressure, bribery, and/or trickery)
27 Threatens to share sexual pictures or videos of 0 | ) 3 4 N v
others.
28 Strokes, massages, or caresses the bodies of 0 1 ) 3 4 N v
others.
29. | Rubs private parts on other people. 0 1 2 3 4 N Y
30. | Slaps or pokes the buttocks of others. 0 1 2 3 4 N Y
31 Touches or tries to touch the private parts of 0 1 ) 3 4 N v
others.




PAST MONTH SIX (6) MONTHS
1 time . 5-10 More than
Never (Once) 2-4 times r— 10 times NO YES
30 Puts mouth on the breasts or private parts of 0 1 > 3 4 N v
others.
33 Ins.ert’s or .trles to insert objects in another 0 | ) 3 4 N v
child’s private parts.
34. | Tries to undress others against their will. 0 1 2 3 4 N Y
35. | Plans to get others to engage in sexual behavior. 0 1 2 3 4 N Y
Coerces others to engage in sexual behavior.
36. | (Note: ‘coerces’ means using force, threats, 0 1 2 3 4 N Y
pressure, bribery, and/or trickery)
37. | Performs sexual behaviors with an animal. 0 1 2 3 4 N Y
38 antlnues to engage in sexual behavior after 0 1 ) 3 4 N v
being told to stop.

***Please tell us of any other sexual behaviors your child has displayed that were not mentioned above:

***The questions below are to help us better understand the behaviors you described above.
Note: If you answered “0” (Never) and “No” to all the questions above, you do not need to complete the section below.

A. With whom did your child engage in any of the behaviors above (check all that apply):

[J Children who live in the same home (such as siblings) [J Strangers or people they do not know well
[J Children who do not live in the same home (such as cousins) [ Neighbor(s)

[J Children at school (such as schoolmates) ] Adult(s)

[0 Children with developmental delays or disabilities [0 Children who are younger

[0 Children with another vulnerability (please describe):

B. Where did the behaviors you reported above occur (check all that apply):

1 Home ] Neighbor’s house [ Public setting (such as stores)
1 School/preschool/school bus [ Childcare provider [ Outside (such as a playground)
[ Other (please describe):

C. During any of the behaviors you reported above, did your child use coercion, such as force, threats, pressure, bribery, and/or trickery?

] No I Yes (please describe):
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