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precepts.

Written by:
Joann Schladale, M.S., L.ML.F.T. Resources for Resolving
Vielence Schladale@aol.com 207-865-3111
& Karen A. Fredricks, MSW pfsal @aeol.com 914-469-2323




The New “Unclaimed
Children’:

Linking Sytems Of Care And Best Practices
For Intervention With Youth Who Have Caused Sexual Harm

The purpose of this presentation is to explore the creation of a bridge
between systems-of-care and specialized services for youth exhibiting
sexually harmful behaviors. Our goal is to unite best practice in juvenile
sexual offender treatment with system-of-care precepts.

During the last fifteen years clinicians and researchers have been grappling to
make sense of the complex dynamics involved in the development of sexually
abusive behavior (Hermann, 1992; Ryan and Lane, 1997), ways to prevent
recidivism (Knight and Prentky, 1993; Prentky, Harris, Frizzell and Righthand
2000; Minor and Crimins, 1995) and curb the tide of sexual abuse. Literature
now includes comprehensive, multidisciplinary models addressing a full
continuum of care (Bengis, 1986; Henggeler, Schoenwald, Broduin, Rowland and
Cunningham, 1998; Trepper and Barrett, 1989). Agencies intent on providing a
therapeutic response to juvenile sexual offending based upon best practice

strategies can now integrate core effective components into a broad range of

settings.

A therapeutic framework embracing evidence based research on juvenile
sexual offending, trauma, affect regulation, resiliency and family therapy
can inform interventions with sexually aggressive youth and their families.

This important research can easily be integrated into systems of care in



order to enhance service provision and impact successful treatment

outcomes.

Research indicates that multisystemic family therapy (MST) is an empirically
tested approach that influences successful treatment outcomes with delinquent
youth and is cost effective. A study using MST with sexually aggressive youth
shows promise with this population (Borduin, Henggeler, Blaske and Stein,
1990). Concepts derived from family systems theory, which provide the
foundation for multisystemic treatment, can be integrated into all service
provision. Family focused interventions need not be limited to the intensive
home-based approach created by Henggeler (noted above) and his
colleagues. Programs do not have to struggle with an either/or dilemma of
providing MST, or limiting interventions to traditional responses based

primarily on outdated conventional wisdom.

We believe providing a therapeutic response to youthful sexual harm is
trauma work. Empirical evidence increasingly reveals that trauma
influences dysregulation that includes sexually harmful behavior.
Resiliency or protective factors have the power to mitigate such influence.
Integrating important empirical findings from these areas of research can

enhance successful treatment outcomes and create safer communities.



Challenges in Systems of Care

1. Comprehensive therapeutic protocols for youth who exhibit sexually
harmful behaviors do not exist in many systems of care.

2. ldentification and early intervention is not widespread.

3. Families are often scared and have no idea where to obtain help

4. Systems of care do not always know where a family might get help.

5. Inadequate specialized training for service providers.

6. Referrals are made without adequate specialized assessment which puts

other children at risk of sexual harm.

Goals For Best Practice

In keeping with the Presidents New Freedom Commission on Mental Health we
are proposing a family driven response to youthful sexual harm that
encompasses essentials for living, working, learning, and participating fully in the

community.

Best practices for responding to youthful sexual harm include the following goals

for integration into mental health settings:

* Freedom from sexual harm is essential to overall health.
* Family driven services are critical to successful treatment outcomes that

stop youthful sexual harm.



* Disparities in mental health service are eliminated through a seamless
continuum of care.

* Mental health screening, assessment and referral to services specifically
designed to address sexual harm are needed.

» Data and research drive best practice for mental health care delivery that
is empirically based.

* Technology enhances access for mental health care and information.

While experts in the field of youthful sexual aggression acknowledge that
a collaborative, multi-system approach is required for successful treatment
outcomes, it is the system of care approach that can operationalize the CASSP
principles making them the driving force in policy formulation, program planning,
service delivery, training and evaluation. The enhanced core values of system of
care work (based upon the New York Statewide Workgroup on Child and
Adolescent Sexual Abusers) provide the foundation essential for integrating

specialized services for youngsters who are sexually aggressive.

The system of care must address community safety. While we believe in
advocacy for the rights of the client, these must be balanced against concerns for

community safety, with safety taking priority if a choice is forced.



2.

Individualized treatment of sexually abusing children and adolescents, which
uses a strength-based approach, can be effective in curtailing the offending
behaviors and increasing community safety.

There should be cooperative inter-agency planning and integrated service
delivery at the state and local level. Coordinated services maximize community
resources, reduce duplication, and address the complex needs of clients.

The system must have measurable and accountable outcomes routinely
monitored and reported to a centralized oversight group. The system of
oversight and standards, whether at the local, state or peer level, must exist
independent of program administration and be charged with the responsibility for
formative evaluation and continual quality improvement.

Sustainable funding needs to follow the client.

The system should include case coordination: a person or entity that ties
together services and insures continued oversight.

The system must include a comprehensive continuum of care including early
intervention and continuing care, to prevent recidivism and to maintain
community safety.

All services must be culturally sensitive, respecting ethnic and cultural
backgrounds of youth and families.

Individualized services should be provided to abusers, their families, victim,

and victim’s families.



10. Services should be available close to the child and family’s home
community. Agencies should provide equal access to services with an
individualized monitoring plan consistent with the risk of reoffending.

11. Adjudicated youth need to complete specialized sex offender treatment.
Length of treatment should not be dictated by sentence length. Treatment
should continue regardless of sentence completion.

12. Inclusion of families, surrogate families, and significant others identified by
the child or family for full participation (as appropriate) in all levels of service
planning and delivery.

13. A sex abuse-specific, culturally competent needs and risk assessment is an
essential component of care.

14. Perpetrators accept responsibility and accountability for their behavior(s).

15. All staff working with this population must complete a core training that
establishes a minimum level of competence, and receive regular, on-going
training thereafter.

16. The system should insure a smooth transition to the adult system of

care/support as clients reach maturity.

Providing comprehensive services for youth who have caused sexual harm and
their families requires that a range of service options, at varying levels of
intensity, be made available to them, (Morrissey et al., 1998; Stroul & Friedman,
1986). Such services should meet their multiple needs across all relevant

domains, including physical, emotional, social, educational and justice domains.



Specifically, youth identified as experiencing learning, conduct, and psychiatric
problems need individually tailored treatment plans to remediate these difficulties
(Becker, 1990), as well as treatment programs which conform to their

developmental abilities (Ryan, 1999, 1998; Stroul & Friedman, 1986).

A service use model such as the system of care provides a context for
organizing and delivering a broad array of community-based services necessary
to successfully treat and maintain youth in their communities (Holden et al.,
2001). Essential elements of the system of care model, applied to the treatment
and management of sexually aggressive youth include service providers offering
a comprehensive array of individualized, integrated services in the least
restrictive environment, making families full participants in all aspects of
treatment planning, as well as providing case management services, early
intervention, and culturally sensitive care (Lourie et al., 1998; Morrissey et al.,

1998; Rosenblatt, 1998; Stroul & Friedman, 1986).

Youth arrested for sexual crimes may be viewed by community-based
social service agencies as being under the aegis of the juvenile justice system,
and therefore seen as not appropriate for inclusion in certain service networks
(Freeman-Longo & Blanchard, 1998). However, no single agency or service
domain should be expected to assume responsibility for the treatment of youth
receiving services across service domains (Morrissey et al., 1997; Stroul &

Friedman, 1986). Rather, a multi-modal, cross-systems treatment approach that



involves multiple agencies and multiple modalities is required to provide services
that increase the chance of youths improving over time (Morrissey et al., 1998;
Quinn & Epstein, 1998; Stroul & Friedman, 1986). Integrated, multi-agency
networks of services are needed to blend services across multiple domains
including mental health, education, juvenile justice, social services, and
substance use. Active involvement of community and social service agencies
(Borduin et al., 1990; Henggeler et al., 1998), school-based support services
(Borduin et al., 1990), and family treatment resources (Ryan & Lane, 1997) is key
to the success of treating sexually aggressive youth. Optimal multi-system
service delivery requires communication and collaboration among agencies.

The importance of service coordination among service systems dealing
with sexually offending youth is especially pertinent because of the seriousness
of their sexual and nonsexual behavior problems, as well as because of the large
number of youths who receive services across multiple systems of care, and
pervasive problems with service fragmentation across service systems (Aday &
Andersen, 1974; Cocozza & Skowyra, 2000; Glisson, 1994; Jenson et al., 2001;
Morrissey et al., 1998; Mowbray & Holter, 2002; Quinn & Epstein, 1998; ; U.S.

Department of Health and Human Services, 1999).
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