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APPENDIX A:  Requirements for Clinical Staff Providing Therapy for Children and Youth with Sexual Behavior Problems

SECTION I.  OVERVIEW OF DCFS SEXUAL ABUSE PROGRAM

A.
THE JSO PROGRAM 1991-1993
The Juvenile Sex Offender Program (JSO) was developed more than ten years ago when the Department began receiving reports of children sexually abusing other children.  Formal complaints were filed, stating that wards in substitute care were abusing children who had been removed from the home of their biological parents because of abuse or neglect.

In response to complaints about wards sexually abusing other children, the Department entered the B.H. Consent Decree.  Although the decree addressed numerous aspects of the child welfare system, in terms of children with sexual behavior problems, the Department was required to:

· Identify children with sexually problematic and aggressive behaviors;

· Track their movement through the child welfare system;

· Develop Protective Plans to ensure that each had an adequate level of supervision;

· Recommend changes in placement as necessary to minimize risks; and

· Refer each child for a sex offender specific evaluation.

At the time the program was developed, there was very little information or research about children who have sexual behavior problems.  The information that was available was drawn from research on incarcerated adult sex offenders or from research and literature on victims of sexual abuse.  During those early years, many experts understood sexual misbehavior in childhood as an early predictor that the child would grow up to be a sex offender. Based on the model used with adult sex offenders, therapeutic intervention for children and youth often overlooked their developmental needs.
B.
SACY 1994
In 1994, the Department contracted with consultants whose expertise is in the field of sexual abuse.  Their specific tasks were to develop program standards for children with sexual behavior problems and to staff the JSO Specialists’ positions in Cook County.  The program name was changed from the JSO Program to the SACY Program – Sexually Abusive Children and Youth and the Cook County SACY Team came into being.

In 1996, the SACY Standards were adopted and implemented.  Illinois was one of the first child welfare systems to develop a program to respond to the needs of non-adjudicated juvenile offenders.  The Standards themselves were one of the Department’s earliest efforts to establish credentialing standards for agency staff providing treatment to this population.  Training for Department and POS staff on the SACY Standards was a major initiative for the next two and half years.

During the mid-1990’s, the definition of the term “SACY” broadened to include children who were victims with reactive behaviors and swept in children and youth who were mentally retarded, mentally ill or both. At the same time, there was growing consensus among nationally recognized experts that:

· Children who have sexual behavior problems are not like adult sex offenders.

· “Once a sex offender, always a sex offender” assumptions cannot be applied to children.

· Sexual behavior problems in childhood do not portend that the child will become a sex offender in adulthood.

· Children with sexual behavior problems can and do get better with treatment.

C.
PROBLEMS AND NEEDS
Three years after the Standards were adopted and implemented, workers, supervisors, and others in the child welfare community voiced concerns about the practices of the program.  Their criticisms focused on these areas:

Lack of a developmental perspective

Program practices did not consider the child’s age, level of functioning, experience, exposure, environment and the impact of abuse and neglect on children.

Dependence upon an adult sex offender treatment model

The majority of the practices of the SACY Program were drawn from a model of treatment developed for adult sex offenders. Words from the adult criminal justice system like “perp, perpetrator, and victim” were applied to children. The Department’s Data Base which was once used simply as a tracking system came to be known as a sex offender registry and was viewed as such by child welfare workers, the juvenile court, and foster parents.

Lack of a holistic approach – a “one size fits all” approach that was not individualized to address the child or youth’s needs

The early practices of the SACY Program responded to a six-year-old child with reactive behaviors in the same way as a seventeen-year-old violent sex offender.  Each was identified as “SACY”, required to have a SACY Protective Plan and required to complete a course of sex offender treatment.

Lack of a clinically based screening, intervention, and monitoring process

The over-emphasis that was placed on the sexual aspect of children’s behavior - outside of the context of their age, development, and history of abuse and neglect - overlooked co-morbid mental health problems like PTSD, ADD, or depression or the presence of cognitive deficits or other disorders which themselves require specialized supervision, placement and treatment and would have been the more appropriate target of intervention.
Practices in the program conflicted with the best practice principles of child welfare

Safety, permanency, and well-being are the core values of child welfare. Children who were identified as SACY were separated from their siblings, removed from long-term foster placements and from pre-adoptive homes without consideration of the needs of the child. Children identified as “SACY” also experienced being re-victimized as they were routinely excluded from opportunities to socialize with peers and recreational experiences.
D.
THE DEPARTMENT’S RESPONSE

In response to these concerns, the Department began a review of the program and its practices.

An expert panel, which included child psychiatrists, lawyers, social workers, psychologists, and DCFS staff, was established.

A nationally known expert was contracted to examine the program.

One of the state universities was commissioned to conduct a survey of the existing literature and a survey of the nation’s best-known clinicians and researchers regarding treatment and intervention for children who have sexual behavior problems, knowledge which would provide a framework for making changes in the program.

E.
THE NEED FOR CHANGE
Research and Current Knowledge

Research of children and youth who have sexual behavior problems has produced an emerging body of knowledge that refutes numerous misperceptions that were once considered the foundation of intervention and treatment.

The adage “once a sex offender, always a sex offender” cannot be applied to children and youth. Sexual behavior problems in childhood and adolescence most often do not continue in adulthood. Only 30% of children and youth who have a sexual behavior problem continue to exhibit these problems in adulthood.

Sexual behavior problems in childhood often result from a series of complex, convergent factors including:

· A history of sexual victimization;

· A history of physical abuse;

· Exposure to domestic violence;

· Exposure to pornography; and/or

· Profound neglect.

Although a history of sexual abuse is the most commonly identified causal or contributory factor, the others – physical abuse, exposure to violence or pornography, or neglect - may have an equal or greater role than a history of sexual abuse.

Sexual behavior problems are usually amenable to treatment and intervention but the treatment and intervention must be consistent with the child or youth’s developmental level of functioning and individualized to address underlying causes.

Definition of Sexual Behavior Problems

National experts define children and youth’s sexual behavior as a problem if after clinical review, a determination is made that the behavior meets one or more of the following criteria:
· It puts the child or youth at risk, including interfering with other developmental tasks or relationships, if it violates rules, if it is self-abusive, or if the child believes the behavior is a problem; or

· It causes others to be uncomfortable, occurs at the wrong time or in the wrong place, conflicts with family or community values, is abusive or all four of the above; or

· It involves other children or youth without their consent, if the two individuals are not developmentally equal, or one child or youth is pressured or coerced by another.

In general, a youth’s sexual behavior is a problem behavior when it places the ward, or others at risk. Some of the inherent risks include a disruption in healthy psychosocial development; rejection by other children and adults; extrusion from home, community, or school; being sexually victimized; causing sexual harm to others; and/or being arrested, detained, adjudicated or indicated for a sexual offense. Determinations about children’s behavior must be made on a case-by-case basing using an individualized approach.

Attitudes:  Beliefs and Perceptions

Whether an individual views something as good or bad or healthy or unhealthy is largely determined by that person’s attitudes and beliefs.  Attitude is a way of evaluating self, others and the world in general within a framework that ranges from positive to negative.  Attitudes are learned.  Beliefs, on the other hand, are principles that are accepted as true.  Some beliefs are based on fact while others have no supporting evidence.  Attitudes and beliefs are not abstract.  They shape an individual’s choices and decisions in both conscious and unconscious ways.

How an adult perceives a child or adolescent’s sexual behavior (good/bad or healthy/unhealthy) often rests almost entirely on the adult’s attitudes and beliefs. Only a few decades ago, common beliefs about sexuality were that it is reserved for adults; engaging frequently in sexual intercourse results in physical illnesses such as tuberculosis; and masturbation causes everything from blindness to insanity.  Knowledge about human sexuality has grown rapidly and expansively since then.  Societal attitudes and beliefs have also changed but at a much slower pace, far behind the knowledge that empirical research and study have yielded.  It is hardly surprising that many adults find it difficult to address children’s sexual development and behaviors.

Parents or caregivers may have a variety of reactions to a child or youth’s sexual behavior.  They may ignore the behavior; distract the children; talk to the children; tell the children to stop, that such behavior is ‘bad’; or punish the children.  The reaction of parents and/or caregivers may be a child’s earliest sex education, leaving a perception of human sexuality as ‘good’ or ‘bad’ or ‘healthy’ or ‘unhealthy’.

The presence of a sexual behavior problem is screened out in almost seventy percent of the Unusual Incidents Reports of sexually problematic or sexually aggressive behavior received by the Sexual Abuse Program.  In most cases, after a clinical review, the ward’s behaviors are determined to be consistent with his/her developmental level, typical of virtually any child or youth of the same age on a healthy developmental pathway.  Adults report these sexual behaviors as a problem based on their own attitudes and values and/or because they lack information about sexual development and normative sexual behaviors in childhood.

A responsible approach to identifying a ward’s sexual behavior as a problem requires caregivers, caseworkers and supervisors:

· To be informed about human sexuality including sexual development and behaviors that are typical of children and youth; and

· To examine their own personal values, beliefs and attitudes.

Children and youth who are exhibiting sexual behaviors that are consistent with what is known about healthy sexual development should not be identified as having a sexual behavior problem or as being ‘perpetrators’. They should also never be shamed, made to feel guilty or punished.  A more useful strategy is to ensure that the caregiver is well-informed about human sexuality and/or for the level of supervision being provided to the ward to be examined.  When questions or concerns about a ward’s sexual behavior persist, caregivers may find it helpful to consult the caseworker or supervisor.  These professionals should be helpful in determining whether the sexual behaviors are typical for the ward’s age or an Unusual Incident Report is warranted.

Accepting a ward’s sexual behavior as typical for a child at his/her developmental level does not mean the behaviors should be ignored or overlooked.  Every child has the right and need for accurate information about his or her emerging sexuality including values, choices, consequences, diversity, risks and societal expectations.  Parents/caregivers have primary responsibility for sexuality education that promotes healthy sexual development, attitudes and behavior.

Developmental Considerations

Human beings are sexual beings throughout life. Sexual development, like intellectual development or the development of physical features, begins before birth.  Infants have been observed in utero and at the moment of birth touching or holding their genitals. Children’s sexual development tends to be synchronized with the course of their overall development. For the most part, it is an orderly and predictable process, moving from the simple to the complex.

Infancy
Infants discover their own genitals and find pleasure in self-exploration and self-stimulation. As they enter early childhood, young children are curious about the differences between girls and boys.  They may try to see or touch other people’s genitals or show their genitals to others. They play ‘doctor’ or ‘house’ or other games that involve genital play with playmates.  Young children are also curious about bathroom functions and may try to watch others.

Middle Childhood

In middle childhood, contact with peers increases. While children continue to engage in playing ‘house’, ‘doctor’ or other exploratory sexual games, these interactions are observed less as children become more inhibited. Common sexual behaviors in middle childhood include purposeful masturbation, touching others’ genitals, watching others, asking about gender differences and roles, ‘mooning’ and other exhibitionistic behaviors. It is characteristic of this age group for children to play with same sex friends most often and to be equally attracted to and repulsed by the opposite sex.

As children enter puberty, which for many is in middle childhood, their sexual behaviors and interests parallel their physical maturation. The physiological and hormonal changes of puberty cause sexual interests and activities to rise. They become sexually attracted to other people and may engage in dating, petting, dry humping, digital or vaginal intercourse or oral sex.

Adolescence
During adolescence, sexual interests and sexual activity usually peak. It is common for youth to engage in a full range of consensual adult sexual activities – kissing, fondling, masturbation, oral sex, and vaginal and anal intercourse – with same or opposite sex peers. Experimental sexual activities like group sex are also typical of this age group.  While adults rarely approve of these sexual behaviors, they do not constitute a sexual behavior problem. Sexual orientation and identity tend to solidify with sexual experience gained during adolescence.

Gay, Lesbian, Bisexual, Transgender and Questioning Youth

The turmoil and stress that typically accompany adolescence are greatly magnified for children and youth who are gay, lesbian, bisexual, transgender or questioning (LGBTQ).  For children and youth of color, the issues are compounded.

The emotional and physical abuse, prejudice and discrimination from family, caregivers, peers, and community along with their own self-doubts often result in LGBTQ children and youth having poor self-esteem, fear, anxiety, depression and self-loathing.
  They are at greater risk than their heterosexual counterparts for attempting suicide, runaway, substance abuse, pregnancy, emotional and physical victimization, and homelessness.   It is these emotional and behavioral issues that are the focus of intervention for LGBTQ children and youth.

The bias, rejection, emotional and physical abuse and discrimination that LGBTQ youth fear are not imaginary.  In two dozen research studies, eighty percent of gay and lesbian adults had experienced verbal or physical harassment; forty-five percent had been threatened with violence; and seventeen percent had been physically attacked.

The Department of Children and Family Services recently adopted Policy Guide 2003.17 Assessment and Treatment of Lesbian, Gay, Bisexual, Transgender and Questioning Youths to protect, nurture and support lesbian, gay, bisexual, transgender and questioning children and youth in the Department’s care. Broadly, Policy Guide 2003.17 requires DCFS and POS workers to:

· Protect and maintain the youth’s privacy, releasing information about the youth’s gender identity or sexual orientation issues only with the youth’s permission.

· Examine their attitudes, beliefs, prejudices and lack of knowledge about sexual orientation and gender identity.

· Notify their supervisors and seek expert consultation anytime a child or youth is known or suspected to have a sexual orientation or gender identity issue.

· Reference gender identity or sexual orientation issues only in case notes.

· To utilize service recommendations developed by the Department’s expert consultants.  The ward’s service plan shall address only the emotional or behavioral issues such as those described above and not the gender identity or sexual orientation issue.

Adolescence is a sensitive and challenging period for youth as they may struggle in their choices and follow various influences from peers and adults. In their quest to express independence, they may not readily seek support from adults. Throughout these developmental phases, it is important for youth to have resources and opportunities for guidance from their caregivers or professionals to address their need for supervision and accurate information about healthy sexual development, decision-making and family planning.

Sexual behavior problems that continue into adolescence challenge child welfare professionals. The developmental tasks associated with adolescence - becoming increasingly independent, developing and maintaining stable relationships – may complicate providing a youth who has sexual behavior problems with a suitable level of supervision.  Sexual behavior problems at any age should not overshadow other developmental needs.

The Sexual Abuse Program:  2003

The Sexual Abuse Program was developed because of the complexity of sexual behavior problems in childhood and adolescence and the complexity of the needs of wards that have them. Proposed changes in the program are consistent with current knowledge and research about this population. These changes are being made with the objective of screening, identifying, and serving children and youth who have a sexual behavior problem from a perspective that is holistic, clinically-based, child focused, individualized, and developmentally appropriate.  There is a DCFS Sexual Abuse Services Coordinator in each of the DCFS regions responsible for screening, treatment planning, case consultation and support to workers and supervisors.
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