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Treatment Issues

Treatment of the Child Victim
 
It is not known if all children need treatment following sexual abuse.  As discussed above in the section on child victims, a significant number of children may not display symptoms at the time of abuse.  When children do display symptoms, the literature is conflicting about whether and how quickly symptoms subside, with or without therapy.  There is great diversity in individual victim characteristics (see above section on mediating factors).  Some children will show improvement without therapy, some after short-term (10–16 sessions), some only after longer-term therapy, and some may benefit from “crisis-intervention” that consists of anticipatory guidance about recognizing and responding to problems in the future.   
While there is no available “formula” to determine whether and how long children should be in treatment, every child and teenager who is a victim of sexual abuse should be assessed by a qualified professional to determine their mental health status and needs.  Such evaluation should consider the possibility that some children engage in maladaptive avoidant behaviors as well as the fact that few children or teenagers will self-refer for treatment.  (Note: In California, minors age 12 and older are legally allowed to self-refer for the purposes of treatment for sexual assault. —Cal. Fam. Code § 6924.)
The Mental Health Care for Child Crime Victims: Standards of Care Task Force Guidelines published by the California Victims of Crime Program notes that an appropriate child treatment plan should do the following:

· Take into account a child’s developmental status;

· Specify treatment goals that are achievable and that address the presenting problems;

· Employ methods that have empirical support or the support of extensive expert opinion in peer review publications;

· Include parents or caregivers in the treatment plan in a meaningful way;

· Include consultation with other adults who may have a significant role in the child’s well being, e.g., teachers or healthcare providers;

· Assume that if any gains made in the therapy hour are to survive and generalize, the child must be living in a safe environment, free from abuse.

While there are different modalities of providing therapy (individual, group, play therapy, etc.), many child victims can benefit from trauma-focused, or abuse-specific, treatment.  The treatment goal is successful emotional and cognitive processing of the event.  Education is provided to the child and family by the therapist.  If disturbing events can be described, and the responses to them understood, then out-of-proportion attributions for the event and the abuse-related coping responses can be contained, avoiding the development of more serious consequences over time.  

Frequently cited goals of therapy with sexually abused children include:

· Providing a safe release of feelings, both positive and negative, about the abuse experience; 

· Providing relief from symptoms and behaviors that are interfering with the child’s functioning and making connections between the behaviors and the abuse experience;

· Helping to correct cognitive distortions (how thinking has been affected by the abuse, misunderstandings, misattributions of blame, etc.);

· Addressing any developmental interruptions (assisting the child or adolescent in redoing missed or distorted tasks and encouraging growth)

· Rebuilding trust in oneself and in others;

· Developing a sense of perspective and distance regarding the trauma, and hopes for the future;

· Education and support about age-appropriate aspects of sexuality.

Longer-term therapy may also address the longer-term effects of abuse and associated behaviors (discussed above in the section on victim dynamics, effects, and mitigating factors).  Because intrafamilial abuse occurs within the context of a family, all of the family relationships are affected, first by the abuse itself and then by changes in the family system that occur with intervention.  The relationships between the victim and the offender, non-offending parent and sibling(s) are usually complex and affects children in multiple aspects of their emotional and social lives.  While there are emotional impacts such as guilt, ambivalence, fear, and anger toward the offender, or feelings that the non-offending parent failed to protect them, there may also be issues associated with losses such as removal from the family home, loss of relationships with family and friends, and the challenge of adjusting to life with relatives, foster parents, or residential placement.  Treatment may also address these areas.

The child’s therapist may also coordinate and monitor the timing and advent of visitation, dyadic and family therapy, and reunification, if planned (see section on visitation and reunification, above).  It is recommended that each family member (child victims, siblings, and non-offending parents) have access to their own individual or group therapy.  Dyadic and family therapy, often concurrent with individual or group therapy, can accelerate progress for many children and families.  Managing the intense feelings that can be generated by that therapy and visitation are key areas for the child’s therapist in cases of intrafamilial sexual abuse.  Reunification therapy is quite complicated and requires specialized training.  CPS workers should be sure that the child’s therapist has expertise in this area.
Treatment of Adolescents

A note about treatment needs of adolescents:  Like younger victims, not all adolescents will need psychological treatment.  Developmental issues, however, often get in the way of an accurate assessment of treatment needs.  The impact of abuse can vary depending on onset and duration of abuse—whether it began in childhood and continued, worsened in adolescence, or began in adolescence.  Some adolescents view treatment as intrusive and a challenge to their emerging autonomy.  Many work very hard at avoiding dealing with the experience only to have symptoms/effects emerge at a later time.  Still others view treatment as a “punishment” and express anger that no one else (non-offending parent or offender) “has” to go.  Additionally, some adolescents view the relationship in question as consensual and are angry at others’ perception of it as abusive.  It is safe to say that many adolescents will be reluctant to enter therapy for these and other reasons.  Just as in other areas of providing guidance and limit-setting to teens, this may be an area where their reluctance to do something should not always be accepted at face value.  Developing a cadre of therapists with demonstrated success in engaging and working with adolescents to refer to is important for CPS workers. 

Treatment of Siblings

Just as victims should be assessed for treatment needs and goals, so should siblings. Siblings may have their own as-yet-undisclosed victimization/trauma history as well as emotional responses to what has transpired in the family.  Complex feelings may include anger/blame (at the victim, other family members, the situation), guilt, fear, jealousy as a result of observing the favored status of the victim, helplessness and powerlessness in the face of a perceived inability to protect the victim. These issues should be addressed in the therapy of the sibling in order to develop or restore a healthy, mutually respectful and protective relationship between the victim and his or her siblings.

Treatment of the Non-Offending Parent

As discussed above, the literature demonstrates that non-offending parents frequently experience significant distress following a disclosure of sexual abuse.  The literature also confirms that support/protection from non-offending parents is associated with improved emotional and behavioral adjustment and healing in the child victim.  For these reasons, non-offending parents should also be referred for a mental health assessment.  Because their symptoms and coping abilities will vary during this tumultuous period, assessments may need to be conducted at different points in the life of a case.  

Foci of treatment often include:

· Support/empathy for distress symptoms;

· Psycho-education about sexuality and dynamics/effects of sexual abuse;

· The offending cycle/how abuse happens;

· Reducing denial and minimization;

· Addressing feelings of betrayal and violation by the offender;

· Addressing effects of prior victimization, if any;

· Increasing capacity for safety and protection;

· General parenting education and support.

Offender Treatment

Most offender treatment programs use a combination of cognitive-behavioral treatment and relapse prevention techniques.  Modalities include both individual and group therapy and may include victimization awareness and empathy training, cognitive restructuring, learning about the sexual abuse cycle, relapse prevention planning, anger management and assertiveness training, social and interpersonal skills development, substance abuse treatment, and changing deviant sexual arousal patterns.  Pharmacological interventions may also be used.  

CPS workers should ensure that any treatment provider is experienced working with a sex offender population.  Treatment providers should be able to mention the instruments they use in evaluation and treatment and the professional organizations they belong to (ATSA—Association for the Treatment of Sexual Offenders and CCOSO  http://www.ccoso.org —California Coalition on Sexual Offending, etc.).  
Treatment in Los Angeles County
In Los Angeles County, the Department of Children and Family Services has what seems to be a unique approach to intrafamilial child sexual abuse. The agency has two units that are staffed by line staff who are licensed, that provide counseling to families impacted by intrafamilial child sexual abuse.

The mission of these two counseling programs is to specifically work with these families who present high levels of risk related to the perpetrator's continued access (intent to silence or minimize the disclosure) and the non-offending parent’s ambivalent response to the child victim. These two crises limit the family members from benefiting from treatment that is short term and growing in availability in the community.

This is especially evident now due to the emergence of Trauma-Focused Cognitive Behavioral Treatment (TFCBT), which is strongly recommended as a treatment approach that is highly effective in mediating child trauma. The two crises noted above limit individual family members from benefiting from TFCBT.

The Los Angeles County Department of Children and Family Services supports the Sexual Abuse Treatment Program so long as the program prepares clients to benefit from TFCBT by reducing the impact of these crises. The agency benefits by keeping children in the home of the parent more often than without the service, by returning children who are placed in out-of-home care faster, and by stopping the cycle of abuse referrals. These represent Title IV-E Waiver cost savings.

The point is that in treatment, the crises of intra-familial child sexual abuse regarding perpetrator access, and non-offending parent support must be addressed prior to referring the client family to TFCBT. In the video clip “Johnny’s Story,” the use of TFCBT could have helped Johnny and his family resolve the trauma after short-term treatment.  It is the time spent resolving the crises of intrafamilial child sexual abuse that CSWs often must focus on in case management.  CSWs also work with specially trained therapists as part of this process.

Workers should check with their counties and supervisors about treatment in their locale.

Summary of Treatment Issues

Guiding principles for treating intrafamilial sexual abuse should include the use of consultation, collaboration with adjunct services and external systems, and coordination among treatment providers. If these guidelines are incorporated into the therapy process and the family is motivated to pursue treatment, the prognosis for a successful outcome is good. 

The California Victims of Crime Program’s Standards of Care Task Force identified several general principles in the treatment of intrafamilial abuse.  These are as follows:

· The safety of the child requires a thorough initial assessment and continuing vigilance regarding risk. The child’s safety is paramount.

· Treatment is best carried out with multiple therapists.  This requires coordination, collaboration, and consultation among several treatment providers.

· All family members should have access to therapy, including child victims, siblings, non-offending parents, and offenders.

· The therapist must be able to navigate through multiple systems, including law enforcement, the courts, and child welfare services.

· Children and families often need advocacy as they interact with other agencies and systems. 

· Family therapy is an essential component of a successful treatment plan for intrafamilial abuse, although who to include in sessions and the timing of sessions requires considerable clinical judgment.

· Group therapy is often beneficial in intrafamilial abuse cases to help reduce isolation, decrease denial, normalize traumatic events, and to encourage peer group empathy and emotional support. 

· When parenting ability is impaired (for example, by substance abuse or mental illness), treatment must include the use of adjunct and consultation services and referral of the client to appropriate resources. 

· Treatment plans may require strategies for contact between the victim and offender, such as conjoint therapy or monitored visitation. 

� Parts of this section were adapted by Miriam Wolf, LCSW,  from Winterstein, M., & Scribner, S. (Eds.) (2001). Mental health care for child crime victims: Standards of Care Task Force guidelines.  Sacramento, CA:  Victims of Crime Program, California Victim Compensation and Government Claims Board.  Used with permission of, and thanks to, Michele Winterstein, Ph.D.
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