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Abstract:

Children and adolescents with sexual behavior problems is a growing national concern. While the field continues to make advances, we have much more work to do.  We are working in a difficult and trying period for juvenile justice. It is a time when many are willing to give up on adolescents or punish them as we do adults. We have reached a point where many in our society do not know about, or care to understand, the complex issues that are the roots of violence and sexual violence in youth. Certainly their faith in the resiliency of youth has been tarnished.  

This paper will address nine critical areas that need to be taken into account when working with youth with sexual behavior problems. These areas include the unfortunate but continued trickle-down and use of adult-based treatment models to treat youth with sexual behavior problems. Changes in juvenile law that impact our ability to treat these youth effectively, the need for continued research in developing typologies for youth with sexual behavior problems and valid and reliable risk assessment scales,  continued work with understanding and developing  dynamic risk factors for sexually abusive youth, the need to develop better treatments for special populations of youth with sexual behavior  problems, the need for a continuum of care, what constitutes best practice in treating w youth with sexual behavior problems, the need for developing and refining standards of care, and the need for continued public education that supports prevention efforts to reduce sexual abuse by youth.
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In this space, I can, at best, only summarize what I consider to be the current and emerging issues regarding children and adolescents with sexual behavior problems. The past decade has been one of many changes both politically and clinically in regard to this growing population of patients. I have worked in the field of sexual abuse prevention and treatment for 25 years, and during the past 10 years I have devoted my attention to working exclusively with adolescents. Currently, I work with both adolescents and young children ages 7–12 with sexual behavior problems.  The field of treating children and adolescents with sexual behavior problems began to grow during the early 1980s and experienced its most rapid growth in the 1990s (Burton, Smith-Darden, Levins, Fiske, and Freeman-Longo, 2000; Bengis et al., 1999; Freeman-Longo, Bird, Stevenson, and Fiske, 1995; Knopp, Freeman-Longo, and Stevenson, 1993; Freeman-Longo and Blanchard, 1998.

Back in 1995, STOP IT NOW! brought public health thinking to the field of treating sexual abusers. By 1997, I and a few others advocated that the field of treating  sexual abusers should consider sexual abuse as a public health issue, and we published that opinion in 1998 (Freeman-Longo and Blanchard, 1998). Recently, organizations such as the Association for the Treatment of Sexual Abusers (ATSA) and the National Adolescent Perpetrator Network (NAPN) have also acknowledged the need to address sexual abuse as a public health problem.  However, it was former Surgeon General C. Everett Koop who had the vision to look at all violence, including sexual violence, as a public health problem. 

In 1985, Dr. Koop wrote:

Identifying violence as a public health issue is a relatively new idea. Traditionally,

when confronted by the circumstances of violence, the health professionals have deferred

to the criminal justice system. Over the years we’ve tacitly and, I believe, mistakenly

agreed that violence was the exclusive province of the police, the courts, and

the penal system. To be sure, those agents of public safety and justice have served us

well. But when we ask them to concentrate more on the prevention of violence and to

provide additional services for victims, we may begin to burden the criminal justice

system beyond reason. At that point, the professionals of medicine, nursing, and the

health-related social services must come forward and recognize violence as their issue,

also, one which profoundly affects the public health ... Henry David Thoreau in his

book, “Walden,” wrote: “It is characteristic of wisdom not to do desperate things.” I

think we have worked with patience and wisdom. And hopefully the time of desperation

is over.

As we move into the twenty-first century, the field of treating children and adolescents with sexual behavior problems faces many obstacles that might well be minimized or alleviated if we can begin to address the problem from a public health perspective. Keeping in mind the theme of addressing sexual abuse of children and sexual abuse by children as a public health agenda, there are nine critical areas I would like us to consider over the next few years and hopefully advance these areas over the next five to ten years.

THE TRICKLE-DOWN PHENOMENON

First, and probably most important is the issue of stopping the trickle-down phenomenon from the adult field to the juvenile field. This phenomenon has been ongoing for well over two decades (Developmental Services Group, 2000) and has been destructive to the work we try to do with children. Unfortunately, we continue to erroneously view these children as mini-adults, mini-perpetrators, sexual predators, and the like.

Based on adult models, we often keep youthful patients in treatment longer than is necessary using adult-based models and treatment modalities that may even prove harmful to these patients. Chaffin and Bonner (1998) note that many adult treatments are controversial and may include involuntary treatments (i.e., phallometry, polygraphy, and arousal reconditioning) for purposes of public safety, rather than for rehabilitative reasons.

Unlike adults, children are still advancing in many areas. Developmentally, they are still developing physically, cognitively, and emotionally. While these patients must be held accountable for their behaviors, from a developmental perspective adolescents from the age of 13–18 are still dealing with their identity (their identities of self are still being formed), and they may experience role confusion. Even healthy youth are fine-tuning their sense and understanding about what it means to be responsible [thus, they can’t drive until they are 16 (some states are considering age 18 for driving), vote or enter the military service until they are 18, and drink alcohol until they are 21]. We do not give children of this age the full compliment of adult responsibilities, and we should not think that we can arbitrarily single out particular behaviors, criminal or otherwise, in order to selectively treat them as adults.

The field of treating adult sexual offenders does not take into account developmental stages and moral development. However, assessment and treatment planning for youth must take into account the patient’s developmental abilities as well as potential developmental lags. Many if not most adolescents who have sexual behavior problems, also have learning disabilities that need to be taken into account. All systems, from judicial to mental health, need to take these and other factors into account when working with these cases.

JUVENILE LAW AND WAIVERS TO ADULT COURT

The second area of concern is the laws that have been developed and continue to be developed that (1) require youth to register as sexual offenders and participate in public notification, and (2) laws that waive juveniles into adult courts for committing sexual offenses. These laws place youth into the category of hardened criminals and all but destroy any opportunity for these patients to grow up and lead healthy normal lives. As a result we now label young people as sexual predators, sexually violent persons, and stalkers. Registration laws, public notification laws, and laws that waive juveniles over to the adult system are but a few of the laws that need to be reviewed and addressed immediately.

While sexual crimes are horrific and serious behaviors, as professionals I believe we are obliged to look at these patients in the greater context of who they are and how these laws will impact them for the rest of their lives. Lawmakers do not take into account child development when their anger-driven causes enact such laws. When laws are being written, the creators do not work within a developmental framework. Recently the Supreme Court found that mentally retarded criminals should not be sentenced to death. The ruling was based upon the fact that this group of criminal thinks at a childlike level. That being the case, why would we want to treat children with sexual behavior problems like adults in adult courtrooms?

Legislators don’t think in terms of causes and etiology, nor do many people in American society when it comes to punishing criminals. Seldom, if ever, do they think in terms of child development. Instead, legislators and the public repeatedly turn to the criminal justice system to solve the violence problem in America. However, the series of tougher laws passed each year to address violence, and to guide the criminal justice system, do not address the underlying causes of violence or sexual abuse. In most cases, children who bring guns to school, do so because they do not feel safe and secure. Children and adolescents do not rape and molest because they believe it is the right thing to do. Their reasons for engaging in such behavior are complex and not completely comprehendible at that age.

Unfortunately, a growing number of states have enacted laws that severely punish youth, and now all states have laws that can waive youth to the adult criminal justice system. In the state of Connecticut, for example, a 14-year-old can be waived to adult court and sentenced to serve time in an adult prison. On July 25, 2001, an article in the New York Times, written by Sara Rimer and titled “States adjust adult prisons to needs of youth inmates,” noted that “the number of youth admitted to adult prisons doubled in little more than a decade to 7,000 in 1998 from 3,400 in 1985. There were 9,100 offenders under 18 in adult jails in 1997.”

The following are excerpts from a USA Today article by Michael P. Brown dated January 1998 and titled: “Juvenile offenders: Should they be tried in adult courts?” The present-day controversy surrounding waivers appears to be a consequence of at least two factors converging. First, the definitions of childhood and age-appropriate behavior are in a state of flux. Violent juvenile crime has increased by nearly 70% since 1986 the “get tough” approach to dealing with law violators—as seen throughout the criminal justice system—increasingly is being applied to juvenile offenders as well.

While it is true that waivers have been in existence for more than 70 years, they are used more today than in the past. This has drawn attention to how society’s response to juvenile offenders is changing from primarily being oriented toward rehabilitation to increasingly becoming prone to subjecting juveniles to conservative criminal court practices. Every state and the District of Columbia have at least one provision (some states have as many as three) to waive certain juveniles to criminal court. Juveniles may become “legal adults” through judicial waiver, prosecutorial discretion, or statutory exclusion.

A judicial waiver involves the juvenile court waiving jurisdiction over a case and sending it to criminal court for prosecution. In all but three states, juvenile court judges have been entrusted with the power to waive juveniles to criminal court. Age and offense seriousness traditionally have been the criteria by which juveniles are waived to criminal court. 

Twenty-one states and the District of Columbia have no minimum age requirements for transferring juveniles to criminal court. Among the remaining 29 states, minimum age requirements range from as young as seven to 16. The largest proportion of cases waived to criminal court are serious crimes such as murder; offenses involving serious personal injury (such as aggravated assault); property crimes; public order offenses (such as disorderly conduct, obstruction of justice, and weapons offenses); and drug offenses. Moreover, some states permit juveniles to be waived if their current charge is a felony and there is evidence of prior felony convictions.

Furthermore, most states have a provision that allows juveniles to be waived to criminal court if there is reason to believe that offenders are not amenable to treatment. What we must keep in mind is that punishment is not prevention. I believe the criminal justice system must play a role in sexual abuse prevention and treatment, and that we must hold criminal sexual abusers accountable for their behavior. I do not believe that all sexual abusers should be handled alike, because not all sexual abusers are the same. A one-size-fits-all approach will not work with youth at risk. Some adult sexual abusers may need to be imprisoned for life; however, the majority of children and adolescents with sexual behavior problems can be safely and effectively treated in the community once they have been assessed and determined to be a low risk.

TYPOLOGIES AND RISK ASSESSMENT

A third issue is the need for funding to continue and complete the work now being done to develop a typology of adolescents who sexually abuse and to establish validated risk assessments for both children and adolescents with sexual behavior problems. Initial typology research is nearing an end. However, once a proposed typology is established, further research will need to be conducted to validate the proposed typology.

Having a proposed typology will further assist the field in developing the necessary risk assessment tools for assessing adolescents. Currently there are several scales being investigated: the J-SOAP (Robert Prentky), the ERASOR (James Worling), the J-RAT (Phil Rich), and the Protective Factors Scale (Janis Bremer). While these tools all show promise, further research is necessary to further develop and validate them.

At this time there is no typology of children (ages 12 and under) who sexually abuse or have sexual behavior problems, nor is there a validated risk assessment tool to use with patients in this age group. With the growing number of programs treating children, this is essential for advancing the field.

DYNAMIC RISK FACTORS

The forth point, which is related to both typology and risk assessment noted above, is the need to develop dynamic risk factors for children and adolescents who sexually abuse. Some of the previously mentioned risk assessment scales include dynamic risk factors, but these are not comprehensive. Because children and adolescents are still in developmental stages, there are multiple treatment areas and concerns, and thus multiple dynamic risk factors for which we can track progress.

Some of the dynamic risk factors that are recognized include (1) attitudes toward offending, (2) negative peer influence, (3) emotional self-regulation, (4) general self-regulation, (5) intimacy deficits, and (6) resistance to treatment. Gail Ryan (in press) notes, “risk assessment and treatment models based solely on unchangeable risk factors in the past are likely to over-estimate risk, as well as missing important opportunities in treatment to change what is changeable. By balancing offense specific interventions with preventive interventions to increase healthy functioning, outcomes may improve, and iatrogenic risks may be reduced.” 

Ryan proposes that in working with youth with sexual behavior problems we need to consider three types of risk factors: (1) static (e.g., permanent disabilities, family of origin, early life experience), (2) stable (life spanning) risk factors (e.g., temperament, intellectual potential, physical attributes, heritable neurological characteristics), and (3) dynamic risk factors (e.g., situational, cognitive, emotional, and behavioral factors that may change throughout the individual’s life).

There is no doubt that many of these risk factors have their origins in child maltreatment. Child maltreatment and child neglect play a significant role in the etiology of violent and sexually abusive behavior. We have reached the point in our understanding of violence and sexual aggression where we can no longer ignore childhood maltreatment as a critical problem and crucial treatment area for our patients. Child abuse and neglect, and now domestic violence, have been repeatedly demonstrated to affect child development. Maltreatment has been demonstrated to play a role in the etiology of aggressive conduct problems (Ryan et al., 1998). Children are resilient, and by addressing dynamic risk factors we can promote better healing and recovery in our patients.

SPECIAL POPULATIONS

A fifth factor is the need to put more focus on special populations within the field of assessing and treating children and adolescents with sexual behavior problems and sexual aggression problems. Of specific importance is the need to develop new programs and enhance existing programs that treat female children and adolescents. Most sexual offender treatment programs were developed for adult males and that lead to “trickle down” for programs treating adolescent males. The needs in treatment for males are different for girls in several areas. Gender-specific programming is important for working with female patients. There is growing literature that tells us there are significant differences between boys and girls, that they advance through the stages of development differently, and that there are differences cognitively and emotionally between young boys and young girls (Robinson, 2002). The growth of these programs has been sporadic, and at present, Alex Guarrbana (2001) notes that there is a lack of gender-specific programs for adolescent females.

Another special population we need to continue to pay attention to, and develop more resources for, is children and adolescents with sexual behavior problems who have serious learning disabilities, and/or are developmentally delayed/disabled. This includes programming for those patients who are diagnosed with mild retardation to those who suffer from profound retardation. Often, this type of patient is most difficult to place. Community-based programs are often reluctant to take these patients who are difficult to manage and treat.

Professionals must continue to think differently when working with youth. Age, developmental and contextual issues, learning abilities and styles, etiology of the patient’s problems, cultural issues, spirituality, and gender differences must all be taken into account when we work with youthful patients. As we move into this millennium, we should not be using models and treatments for youth that were developed for adults. Instead, we should be developing programs that work with the areas outlined above while being sensitive to cultural issues and attempting to blend our American culture and traditional methods of treating youth with their individual cultures (Lewis, 1999).

CONTINUUM OF CARE

The sixth issue we need to address is the need for all states to develop a continuum of care in treating children and adolescents with sexual behavior problems. This is not a new idea. Steve Bengis (1986, 2002, 2002) noted a need to provide a continuum of care for sexually abusive youth and proposes the following continuum:

(1) Self-help groups and “hot lines” for support.

(2) Out-patient services, including abuser-specific assessments and treatment and other 

more traditional clinical services, i.e., individual therapy.

(3) Day programs with vocational or educational emphasis.

(4) Out-of-home options, including specialized foster homes (preferably without other 

children present), and/or mentor homes.

(5) Community-based group homes and half-way houses.

(6) Unlocked, intensive, community-based residential placements.

(7) Locked-secure correctional and mental health programs.

In reworking Bengis’ concept of a continuum, I would propose the continuum be expanded to include:

(1) Self-help groups and “hot lines” for support.

(2) Prevention programs.

(3) Diversion programs.

(4) Psycho-educational based programs.

(5) Out-patient services, including abuser-specific assessments and treatment and other 

more traditional clinical services, i.e., individual therapy.

(6) Day programs with vocational or educational emphasis.

(7) Out-of-home options, including specialized foster homes (preferably without other 

children present), and/or mentor homes.

(8) Community-based group homes and halfway houses.

(9) Specialized transitional (step-down) residential programs.

(10) Unlocked, intensive, community-based residential placements.

(11) Secure, intensive, residential placements.

(12) Locked-secure correctional and mental health programs.

(13) Locked-secure correctional facility.

Bengis also states that in using such a continuum, we should pay attention to the

following criteria as a guideline for placement of patients:

1. The placement should correspond to the level of risk posed by the patient.

2. The level of client risk should be determined by examining both (a) the client’s level of self-control (the bottom-line acting-out that the placement has been designed to contain), and (b) the staff–client ratios present on-line to contain these behaviors.

3. Whenever legally possible, movement along the continuum should be based on the competency level achieved by the patient.

4. Required competency-levels should correspond to the level of internal control required for safe placement at each level of the continuum. 

5. Initially, patients can be referred to any level of the continuum that corresponds to their diagnosed level of risk. However, decisions regarding movement to less restrictive placements should be competency based. 

6. The entire continuum of care should use the same sexual abuser–specific assessment and treatment criteria. While specific placements may emphasize different aspects of sexual abuser–specific treatment (e.g., one program may emphasize learning the assault cycle and another may emphasize arousal reduction), all placements should adhere to the guidelines established by the National Task Force On Juvenile Sexual Offending (1993). Sexual abuser–specific treatment that takes place in other than outpatient settings, i.e., residential or day programs, should incorporate sexual abuser–specific milieu treatment. As such, all staff in those placements should be trained: (1) to provide abuser-specific interventions as part of their work on-line with youth; (2) to integrate the basics of abuser-specific treatment into interventions that do not involve sexually abusive behaviors; and, 3) to integrate abuser-specific issues into vocational and educational curricula. Programs that offer specialized assessments and specialized groups, but that do not provide specialized milieu treatment should not be considered sexual abuser–specific programs.

7. Whenever possible, caregivers should remain consistent as a youth moves from one level of the continuum to another (i.e., probation officer, caseworker, therapists).

8. Placements along the continuum should be evaluated (1) by professionals trained in both evaluation methodology and abuser-specific assessment and treatment, and (2) according to sexual abuser–specific criteria agreed to in advance by evaluators and those being evaluated.

9. The continuum should include long-term self-help and require a community relapse-prevention components.

10. Day programs and educational placements should be thoroughly integrated into the continuum of care and be required to provide sexual abuser–specific treatment.

11. All youth placed in programs anywhere along the continuum should receive pre- and post abuser-specific evaluations. These evaluations should be the basis for initial placement and for discharge to less restrictive settings.  

These evaluations should also screen the patient according to more traditional  clinical criteria (i.e., thought disorders, clinical depression, ADHD, other neurological criteria).

12. In other than locked settings, failure to meaningfully participate in treatment over reasonably appropriate periods of time should be “grounds” for discharge from a program. Ideally, such a discharge would also constitute violation of probation and/or court orders and subject the youth to placement in a more restrictive and/or locked setting. For youth who are not court involved, such discharge should also result in placement in a more restrictive setting. In locked correctional settings, treatment should be considered a privilege. Youth who refuse to meaningfully participate in treatment over reasonably appropriate periods of time, should be discharged from treatment groups and allowed to “serve their time.” Within the confines of appropriate human rights criteria, such youth should receive minimal institutional privileges until such time as they agree to meaningfully participate in treatment groups. They should also be required to serve the maximum sentence imposed by a judge. The option of participating in treatment should be available to these youth at any time during their incarceration.

BEST PRACTICE

Seventh, we have yet to firmly establish what constitutes best practice in treating children and adolescents with sexual behavior problems. Although the number of programs for youthful offenders grew rapidly during the first half of the last decade, juveniles have been the focus of sexual offender treatment for at least twenty years (Freeman-Longo et al., 1995). While the field is not new, conceptualization of what constitutes effective treatment for this population is still evolving (Hunter and Longo, in press).

As noted earlier, the trickle down of clinical approaches used with adult sexual offenders, has occurred with little regard for developmental and contextual issues that need to be taken into consideration in treating adolescents; or evidence that the areas of therapeutic focus are relevant for the juvenile sexual offender population, e.g., deviant sexual arousal (Freeman-Longo, 2002; Hunter, 1999). Most often, treatment techniques and modalities used in treating adult sexual offenders have been directly applied to juvenile sexual abusers, or modified only slightly to make materials more easily understood, without taking into consideration learning styles and multiple intelligences (Gardner, 1983). High levels of confrontation still abound in many programs, with little regard for the potential impact these approaches may have on youth with histories of abuse and neglect.

The majority of juvenile sexual offender treatment programs have generally adhered to a traditional adult sexual offender model. Standard interventions include the teaching of relapse prevention and the sexual abuse cycle, empathy training, anger management, social and interpersonal skills training, cognitive restructuring, assertiveness training, journaling, and sex education (Freeman-Longo et al., 1995; Becker and Hunter, 1997; Hunter, 1999; Burton et al., 2000). Questions about the appropriateness and effectiveness of these approaches in the treatment of juveniles makes imperative the full development and testing of juvenile-specific intervention programs (Hunter and Longo, in press).

The use of a holistic/integrated approach (Longo, 2001; Hunter and Longo, in press) blends traditional aspects of sexual abuser treatment into a holistic, humanistic and developmentally consistent model for working with youthful sexual offenders.

A focus group meeting of professionals held on March 10, 2000 in Washington, DC, addressed many of the concerns the field of treating juveniles with sexual behavior problems faces, and also noted that the sequencing of treatment was also important to overall program efficacy (Developmental Services Group, 2000). Current models using cognitive–behavioral treatment appear to be most promising regarding Sex offender-specific treatment, but it was also noted that treatment for these patients must go well beyond treating just the “sexual” problems and it needs to address “growth and development, social ecology, increasing health, social skills, resiliency, and incorporate treatment for the offender’s own victimization and co-occurring disorders.”

STANDARDS OF CARE

The eighth issue concerns standards of care for the assessment and treatment of children and adolescents with sexual behavior problems. It was not until the late 1980s that the field of treating sexual offenders considered the development of standards of care. The first effort came out of ATSA with the publication of its handbook for members. Since then the handbook has been revised several times to its current version, (Association for the Treatment of Sexual Abusers, Practice standards and guidelines for members of the Association for the Treatment of Sexual Abusers, 2001). While this handbook is quite comprehensive, the focus is much more specific to adult sexual offenders than for children or adolescents.

In 1990 Coleman and Dwyer proposed a set of standards for care for the treatment of adult sexual offenders. These standards were later revised and updated in 1996 (Coleman et al., 1996), and they were most recently revised and updated for a third time in 2002 (Coleman et al., 2002). These standards are specifically focused on adult sexual offenders.

The first effort to specifically address the assessment and treatment of juvenile sexual offenders was not a standard of care, but rather a guideline for working with these patients. The National Adolescent Perpetrator Network convened a group that is referred to as the National Task Force on Juvenile Sexual Offending, which published its first report in 1988 (National Task Force, 1988), which was later revised in 1993 (National Task Force, 1993). Efforts are currently underway to revise the 1993 report and publish the third version. However, as noted earlier, this document and its contents is not considered a document that sets a standard. 

In 1996 the National Offense-Specific Residential Standards Task Force was developed, and over the course of three years this small, independent group researched, developed, and published standards of care for the residential treatment of juvenile sexual abusers (Bengis et al., 1999). This was the first successful attempt to produce and publish standards for juvenile sexual abusers.

While there have been several independent efforts to establish standards of care, there is no national standard that is endorsed by a national agency or organization. Thus even the independently published standards today are not enforceable or endorsed by a single national organization.

PUBLIC EDUCATION AND PREVENTION

The ninth and final point is, again, not a new concept. The idea of preventing sexual abuse has been around for a long time, but most efforts were secondary and tertiary prevention efforts. It was not until the mid-1990s, however, that organizations such as STOP IT NOW!  made headway into getting the general public to view sexual abuse from a primary prevention standpoint (that is, preventing the would-be sexual offenders/abusers from ever assaulting his/her first victim). Another recent organization devoted to preventing sexual abuse is Stop Child Molestation. More recently, there has been a move not only to address sexual abuse from a prevention standpoint, but also as a public health issue (Freeman-Longo and Blanchard, 1998).

As noted earlier, STOP IT NOW! championed this effort, and now organizations such as ATSA endorse this concept, and ATSA now has a public policy statement suggesting that sexual abuse is a public health problem. Now, books are being written on this subject (Freeman-Longo and Blanchard, 1998; Abel and Harlow, 2002). Unfortunately, in this author’s experience and in talking with other authors of similar material, no large publishing houses were willing to publish them, and authors have to publish their ideas and concepts with smaller publishing houses, or self-publish their works. It is my understanding that this reluctance is based upon publishers believing that the general public is not ready for such books.

Freeman-Longo and Blanchard (1998) note:

Using the public health model, there are three levels of sexual abuse prevention—primary, secondary, and tertiary. The goal of primary prevention is to prevent sexual abuse before it occurs. Primary prevention puts responsibility on the would-be abuser not to sexually abuse others. Primary prevention invites those who believe they have a problem to seek help and treatment, promoting a message of hope and recovery. The goal of secondary prevention is to teach people how to avoid becoming a victim. In its most familiar forms, secondary prevention consists of child sexual abuse prevention and awareness programs in schools, and rape awareness, prevention, education, and self-defense classes. Although crime prevention programs and efforts are valuable, secondary prevention programs place the responsibility for sexual abuse prevention on the potential victim. Another form of secondary prevention identifies “at risk” individuals who may be susceptible to becoming abusive or to be abused and intervenes to reduce that risk.

The goal of tertiary prevention is to stop the abuse from continuing. This may involve treating victims of sexual abuse and teaching them ways to avoid and/or prevent sexual  abuse from happening again. Treating sexual abusers and helping them learn ways to not sexually abuse again is another form of tertiary prevention. While treatment is a valuable and worthwhile effort, the problem with this level of prevention is that it occurs after someone has been abused or after the abuser has already caused victimization.

They go on to say:

Canadians, along with Australians and New Zealanders, make reference to restorative justice, transformation justice, and satisfying justice. All are quite similar and argue in support of greater victim and community involvement. Just as important is a diminished emphasis on adversarial court proceedings that increase tensions and do little to heal victims or abusers. Reconciliation and restitution are important components of most of these programs. Mediation is encouraged. Punishment is seen as a measure of despair that has little to do with justice and even less to do with healing the injured parties. Whenever reasonably possible, it is the desire of community justice teams to keep offenders in the community where “reintegrative” shame can be experienced. Abusers are expected to face the pain and humiliation brought on by their crimes and not have incarceration serve as an escape.

Citizens are re-empowered when the courts allow them the initiative for alternative sentencing. This becomes a labor-intensive process in which citizens must meet victims and abusers and participate in sentencing, treatment, and probationary responsibilities. At a smaller level, some communities participate in family group conferencing. This approach to crime tends to bring smaller numbers of people together than do community-based programs. Usually the victim, the perpetrator, and their families come together to mediate solutions outside the courtroom. The goal is to connect or reconnect the abusers to family and community. Abusers may thereby feel more guilt, but at the same time, are less alienated. Always the ultimate goal is the restoration of social bonds and the reintegration of each affected person back into the community. These are truly revolutionary approaches to justice. Yet, most have their origins in ancient aboriginal traditions that are being revisited and reworked to address the crimes of today. The solutions for the future have been right behind us where we are least inclined to look. It is time for us to investigate the solutions that other nations have developed. They offer us great hope.

Society can move in a more responsible direction regarding sexual abuse prevention. To reduce sexual abuse in America, citizens must work on preventing it from occurring. Prevention requires public education. We believe this is best accomplished by addressing it as a public health issue. Using a public health model holds tremendous promise today for reducing sexual abuse in America tomorrow. Prevention is not punishing a behavior after it occurs. Prevention is stopping the problem before it occurs. 

SUMMARY

Children and adolescents with sexual behavior problems are a growing national concern. While the field continues to make advances, we have much more work to do. We need to foster and promote concepts such as restorative justice, transformative justice, and prevention. We must address the issues noted in this paper and other issues related to working with sexually abusive youth.

We are working in a difficult and trying period for juvenile justice. It is a time when many are willing to give up on adolescents or punish them as we do adults. As professionals our most difficult task may very well be to develop and maintain a perspective of who our patients are and remember that we do this work for our children and to help our upcoming generations.

We have reached a point where many in our society do not know about, or care to understand, the complex issues that are the roots of violence and sexual violence in youth. Certainly their faith in the resiliency of youth has been tarnished. They have taken a hardened and calloused view of treatment. It is a time when we as professionals who work with these children are being challenged in ways we have not been challenged before.

Despite what will feel like an uphill battle for the next few years, I suggest we continue our work, which is both necessary and important. In the process, it is my hope that the issues addressed in this paper will get the necessary attention and support professionally, financially, and politically.
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