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This book is dedicated to Elizabeth Hill.

Elizabeth Hill was an outstanding teacher, a skilled community ad-
vocate, and a respected clinician.

Her dedication to disadvantaged children and their families was
nothing short of remarkable. When Elizabeth worked with a child,
she worked with more than just ¢ young person. She worked with
the child, the child’s family, and the child’s surrounding social
environment.

She was a natural healer. She was one of those rare individuals
who could both politically empower and psvchologically strengthen
those with whom she worked.
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Introduction

Child Sexual Abuse: The Need for a Coordinated Service
Response

A disclosure of incest or intra-tamilial child sexual abuse triggers
a state of uncertainty in victims, alleged perpetrators, and their fam-
ily members. It mobilizes professionals across a number of human
service sectors. It is a crisis within the family because it exposes
to the outside world a situation that in the past has been carefully
shrouded in secrecy. It creates stress in networks of extended family
and friends who have close social and emotional ties to the victim
or to members of the immediate family. They are drawn into the
problem, . ‘d are expected to protect and support members of a
family that 1s now formally identified as ‘incestuous’ and that may
be in a state of turmoil. 1t is a challenge to statutory human service
agencies, such as child protection services and police, which must
investigate allegations of child sexual abuse and prepare evidence
for what might eventually be some combination of healing, pro-
tection, and punishment. It places complex demands on treatment
providers. They must navigate resistance and denial, merge treat-
ment priorities with protection concerns, and facilitate healing in
what can be a multi-generational problem  a problem that often
intertwines sexual behaviour, which can have addictive qualities,
with coercive or violent behaviour against a child. This is a highly
complex social problem that requires specialized investigative and
treatment skills. It is a Grcumstance that demands careful multi-




4 Design and Implementation of Services

agency courdination and thoughtful, integrated service interven-
tions at the level ot the person, the family, and the community.

Despite the obvious need, there is a dearth of services available
to respond to this client population. Interventions that do exist tend
to be sparse, sporadic, and piecemeal in approach, with no systematic
foliow-up or evaluation. Often, services are available to specific
target clients (most usually the victim and perpetrat 'r seen separ-
ately), with little consideration directed to other family members
or to the social environment in which the abusive behaviour has
occurred. Many vulnerable children and families fall between the
cracks in existing service systems. These cracks are created, not
only by the scarcity of service resources, but also by the confusion
and lack of coordination among the services that do exist (Finkethor,
] Gomes-Schwartz & Horowitz 1982; MacFarlane & Bulkley 19821
The Badgley Report (1984) notes how the response to the need
tor services tor child sexual abuse has tended to be sporadic and
uncoordinated in Canadian communities. It recommends that prior-
ity attention be given to service fragmentation and that there be
‘more effective coordination of cfforts between public agencies pro-
viding complementary services to sexualiy abused children’ (p. 35).

One would anticipate that a service network, responding in a
community to child sexual abuse, would logically welcome (cor-
dination of services and collaboration of effort. Child sexual abuse
is widely recognized by human service professionals as a serious
social problem that ne one discipline or agency can handle ade-
quately on its own. [t seems obvious that the skills and mandates
of different service sectors such as the police, child protection, and
medical services all have an important and interdependent contri-
bution to make in the response to child sexual abuse. Further, each
discipline or agency needs the other to adequately fulfil its own
basic service mission. These are interorganizational conditions that
Litwak and Hylton (1902) suggest would create pressure and mo-
mentum for coordinated service delivery.

So why does sery ve fragmentation persist in this field? Helfer
and Schmidt (1970) identify administrative and political hurdles.
Thev raise questions concerning the optimum governmental level
at which services should be administered  They recognize the se.
rious and malicious ettects that interdisaplinary competitiveness,
as well as agency protectionism ot budgetary and program power,
can have onintegrated service responses. It seems that coordination
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Introduction 3

or integration of services is ‘primarilv a consensus-building process’
{Morrill 1970). However it is evident that such consensus building
is not an easy proposition when it comes to the delivery of services
that respond to child sexual abuse.

There has also been a recognition, by those more attuned to the
clinical ramifications of child sexual abuse, of how challenging the
treatment of these cases can be. Because of the powerful emotional
issues linked to child sexual abuse, professionals can often be po-
larized in their response, being pulled to be either advocates (for
the victim, family, or perpetrator) or avengers (against the victim,
tamily, ui perpetrator). Those providing treatment services to fam-
ihes in which incest has occurred are becoming more familiar with
the systemic disruptions that these tamilies can trigger in profes-
sionals and between providers of treatment services. More persis-
tent patterns of service disruption have been identified. These in-
volve professionals coming to mirror the contlict within the troubled
family system (Dale et al. 1980) or to act out conflicts on behalt
ot family members in what is termed ‘contlicts by proxy’ (Furniss
1083). These toxic service patterns usually correspond to conflict-
avoiding manoeuvres within the tamily and, when viewed with some
emotional distance (viz. from a ‘meta-perspective’s, can be seen as

ive providers to avoid being emotionally caught
in the same dysfunctional patterns that plague the family they are
struggling to assist (Furniss 1991). Disorganized familivs require the
help of service systems that are not similarly disorganized if they
are to find their own family solutions to vexing emotional problems.

Families have good reason to be on guard when facing a disclosure
ot ¢hild sexual abuse. At the time of the disclosure, two fundamental
and identifiable crises are triggered by the allegation that there has
been a sexual assault on a child, The first crisis is associated with
a challenge to the stability ot interpersonal relationships within the
family, and the meaning the «ccual abuse has in altering these re-
lationships. Fundamental to this is the message that this is a tamily
in which parents do not protect their children, and that the children
are vulnerable to “attack trauma’ from within the tamily and canno
teel sate. This is a crisis based on an internal threat to family sta
bility. The second crisis i assodiated with external threats to the
continued existence of the current tamuby as it now exists. This o
curs through the intrusion ot what are otten seen as hostile out-
siders creating “mstitutional trauma,” which bas the potential to
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change the composition of the family. That is, they challenge the
existing structures of family organization and control, or are re-
sponsible for the withdrawal or expulsion of one or more family
members.

Despite the efforts of most professionals to provide safe and ef-
fective intervention and treatment, service-induced or ‘institutional
trauma’ all too frequently oceurs (Conte 1984; Giaretto 1976). This
kind of trauma is again largely due to the predominant tendency
of agencies in the human services to respond to sexual abuse in
an isolated way, with a low level of interagency cooperation. Thus,
the process of intervention often creates confusion and works
against the goals of protecting the child, laying appropriate charges
against the offender, and initiating treatment for the child, the of-
fender, and family members. Both clients and service providers are
usually left feeling frustrated, angry, and alone. Herbert, Grams,
and Trute '1980) describe family members in situations of incest
as ‘feeling “suspended”; unclear of what will happen next, who will
be involved, what they are to do, and how to understand the process
they are involved in. By the time they get into therapy they are
often teeling angry or have lost hope’ (p. 5). Investigative and early
treatment services, then, have become an iatrogenic influence, com-
pounding the social and psychological damage to all members of
families in which there have been allegations of incest.

A disclosure of child sexual abuse often initiates a complex re-
sponse from agencies responsible for the protection of children and
the maintenance of law and order in the community. Many human
service sectors spanning child welfare agencies, police, medical serv-
ices, mental health centres, and crisis centres claim some jurisdiction
in the field of child sexual abuse. Child welfare agencies and police
are directed by government legislation to investigate any allegation
of assault on a child. Often, treatment services that could ameliorate
the trauma associated with child sexual abuse are delaved, pending
confirmation within the criminal justice system that the allegation
of abuse is substantiated. Because of the complexity of such sit-
uations, the investigative process can be lengthy, contusing, and an
extremely difficult time for victims and their families.

Professionals, who have ditferent priorities and perspectives, and
specitic responsibilities for conducting different aspects ot the in-
vestigation of alleged child sexual abuse, can often work at cross-
purposes. Child welfare personnel are mandated to protect the phys-
iwal satety and paychological well-being of the child. Police are man-
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dated to investigate violations of the law and to ensure that adequate
evidence is collected to meet the needs of the criminal justice system.
These two mandates can create a powerful intrusion into the life
of children and their families when different professionals make en-
quiries in a repetitive, and seemingly uncoordinated, manner. Out-
siders asking many questions are seen to invade the life of the family.
For victims there may be multip!: interrogations that can serve to
weaken their resolve to provide evidence, and that make them feel
more vulnerable as family tension increases. It has been suggested
that a ‘child sexual abuse accommodation syndrome’ {(Summit 1983)
often occurs, which leads children to retract disclosures as a way
of coping with others’ disbelief and lack of emotional support. For
some children, the trauma associated with the investigative process
can be more acute than the trauma of the sexual abuse that triggered
the involvement of outsiders in the life of the family (Schultz 1973).
A key element here is family dismemberment, which can be par-
ticularly poignant when children are removed from their homes to
ensure their protection and safety.

MacFarlane and Bulkley (1982) offer a useful review of key pat-
terns in the specific organizational relationship between child sexual
abuse treatment programs and the criminal or juvenile justice sys-
tems. These include (1) the ‘victim advocacy model,” which is highly
victim-centred and promotes strong legal sanctions against those
who perpetrate sexual abuse on children; (2) the 'improvement
model’ which, while maintaining a victim-centred orientation,
pushes for more sensitive responses from the criminal justice system
and seeks more success in securing prosecutions and guilty pleas;
(3) the 'system modification model,” which seeks a major overhaul
across entire legal systems in order ) reduce trauma to children
and families, and attempts to coordir.ate legal intervention with fam-
ily treatment; (1) the ‘independent model,’ in which specialized treat-
ment centres attempt to provide servi « with as much independence
from legal proceedings as possible, but which do serve as expert
consultants to the courts when their expertise is required; and (5)
the ‘system alternative model,” in which a treatment program main-
tains distance from the punitive functions of the criminal i stice
system and seeks to promote positive family change without coer-
cion or force but through a trusting alliance with its clients.

Each of these approaches, in negotiating the community interface
between courts and treatment providers, will have inherent
strengths and weaknesses. [t seems clear that when different treat-
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8 Design and Implementation of Services

ment agencies in the same community hold competing ideologies
regarding the relationship between the courts and treatment serv-
ices, response from the courts will be inconsistent, thus blocking
successful collaborative efforts on the part of key community treat-
ment services that attempt, each in their own way, to respond to
child sexual abuse.

An allegation of intratamilial abuse, or assault by a trusted adult
in the life of a child (such as a babysitter or family friend), creates
a serious crisis that unbalances and threatens the internal stability
of a family. In many instances, because of the serious ramifications
of the situation, family members are slow to believe the victim. At
times, the alleged perpetrator is protected for fear of family dis-
integration. Unfortunately, within the Canadian judicial system,
most victims and their non-offending parents are left in a state of
legal limbo while the investigation process is conducted. Often men-
tal health treatment is withheld as well, pending the disposition
of investigative findings. In the short term, too few children and
their families receive family-focused counselling, help with key in-
titnate relationships in their life, or help in coping with the sodial
and psychological consequences of the disclosure of sexual abuse.
If litigation seems imminent, many parents will protect their legal
position, and what they see as their family’s best interests, by cur-
tailing discussion of the abuse situation - particularly with profes-
sionals who are attempting to provide early treatment services.

This is a lost opportunity for those who can help the family to
heal - that is, the opportunity to enter into the life of the family
when its members are in crisis and their defenses lowered. People
in crisis are often more psychologically open to outside help when
tonic circumstances seem at the time to be beyond their control
tGolan 1978; Brockopp 1972). This is certainly the case with respect
to child sexual abuse (Furniss 1991), Unfortunately, in many of these
situations, the prolonged investigative period can result in a pro-
tracted state of institutional trauma in which familics recoil from
the tension and contusion they associate with outside professionals
disrupting the stability and security of the family. Many families
totally close themselves to the outside world, becoming ‘emotional
fortresses.” This dircumstance makes it particularly hard for mental
health practitioners to reach these families, to provide the long-term
treatment required in situations ot child sexual abuse.

Furniss (1982) differentiates between three basic types of inter:
vention that tace families contending with <uch a disclosure First,
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there is a ‘primary police intervention’ that focuses on perpetrator
disposition and aims to collect evidence, facilitate the determination
of guilt and dispense punishment when crime has been proven.
Next, there is a ‘primary social service intervention’ that ha< +he
child as its focus and seeks to protect the physical, emotional and
moral well-being of children on behalf of the state. Finally, there
is the ‘primary therapeutic intervention’ that involves an effort to
ameliorate the toxic effects of child sexual abuse on all family
members, and to assist each person towards more positive mental
health and social functioning. Herbert, Grams, and Trute (1986)
describe the typical service process in situations of child sexual
abuse as a ‘linear’ one consisting of three stages: abuse assessment,
protective intervention, and therapy. Different professional domains
(e.g., police, probation, child protection, and mental health) are often
involved at each stage. Confiict over the course and focus of in-
tervention can arise any time as service providers (who represent
a divergent cross-section of professional backgrounds) set different
service priorities in their response to child sexual abuse.

What can be done to improve this unfortunate situation, where
incompatible service priorities and objectives seem to prevail in com-
munity services responding to child sexual abuse? Both practice ex-
perience and research findings provide a strong argument that col-
laboration among involved agencirs increases both the effectiveness
of the intervention and the overall quality of services (Finkelhor
et al. 1982; Furniss 1991). MacFarlane and Bulkley (1982), conduct-
ing a study to determine which factors led to successful collabo-
rations, found that they tended to result from the initiative of in-
dividual workers rather than solely through formal policy changes
at senior organizational levels.

Effective service coordination at the field level seems critical.
There seems to be a need to maintain a service response in which
one individual or agency assumes formal responsibility for the coor-
dination of each sexual abuse case, from disclosure through to the
termination of early treatment processes. This individual person or
agency would function as a connector and interpreter between all
parties involved. This would include coordinating and facilitating
activities among police, criminal justice departments, health care
agencies, and child welfare systems. It would also include facilitation
of communication between those investigating the abuse, those pro-
viding treatment, and members of the family in which incest has
occurred.
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The use of a service coordinator has been found to facilitate more
effective child abuse services in rural and urban areas. Sefcik and
Ormsby (1978) highlighted the functions of such a position, as it
was created in south-central Indiana, to essentially include (1) the
ongoing clarification of azency roles and relationships in dealing
with child abuse and (2) the prevention of service overlap while
ensuring delivery of essential services. Helfer and Schmidt (197¢)
proposed a coordinated approach in responding to child abuse and
neglect in urban and rural settings in the United States. They call
for more centralized control of child abuse services at the state level
rather than the county level in American communities, and suggest
the- creation of unified programs that woul4 serve a catchment area
with a population base of approximatelv half a million pecple. Each
of these unified programs would have three basic comr ponents: (1)
acute care and diagnostic assessment, (2) long-term herapy, and
(3) education, training, and research. They envisioned 2ach com-
ponent as requiring unigue (although not entirely separate) coor-
dination functions. A key figure in this plan is the program. coor-
dinator, who acts as a facilitator to enhance case diagnosis and long-
term abuse treatment as well as professional and community ed-
ucation regarding the preventior. and treatment of child atuse and
neglect. The formal creation of a service coordinator position spe-
cifically for child sexual abuse services was the major thrust of the
Pacific Coast Model, which Herbert, Grams, and Trute (1986) pro-
posed to serve communities in the Province of British Columbia
in Canada.

The Manitoba Rural Child Sexual Abuse Project

The intent of the Manitoba Rural Child Sexual Abuse Project was
to implement a coordinated service model in a rural region under
the sponsorship of a local child welfare agency within the Province
of Manitoba in Canada. The demonstration project was to involve
the design, implementation, and evaluation of a coordinated service
approach spanning the investigation and early treatment of intra-
familial child sexual abuse. This three-year project, which serves
as the basis for this book, involved the participation of two rural
Manitoba locales: south-central Manitoba as the ‘test site,’ and
south-eastern Manitoba as the ‘comparison site.” Close similarities
were confirmed between these two geographic areas in terms of




PAFullToxt Provided by ERIC

Introduction 11

familial, ethnic, cultural, and economic characeeristics. Further, when
analyses of families that entered the project in test and comparison
areas were completed, the emerging cases were found to be closely
similar, in both children and parents, with respect to the psycho-
logical response to the assault, the level of overall tamily functioning
and the nature of social-network resources available to families,
Both areas were also found to have similar frequencies of child sex-
ual abuse that involved similar types of assault by similar types of
perpetrators. Overall it was established that the project involved two
highly matched cohorts of cases from two highly matched com-
munity settings. (Chapter o offers detailed comparisons of the two
research communities involved in the Manitoba Rural Child Sexual
Abuse Project. It also describes the clients served in both geographic
locales )

Key Components of the Rural Manitoba Approach
to Coordinated Services

In essence the project involved the creation of three special service-
delivery roles essential to our approach to coordinated services. First,
the position ot Service Coordinator served a pivotal function in
the integrated service system. Responsibilities of the service coor-
dinator included acting as an overseer to ensure that all participating
service agencies were proceeding in a planned and integrated
manner following each disclosure of child sexual abuse. This person
also functioned as a connector and interpreter between all parties
involved, coordinating activities among police, child protection
workers, members of the criminal justice system, members of the
medical system, and mental health treatment providers. Immediately
following a disclosure, the service coordinator in turn facilitated
the involvement of a Parent Support Worker. This person provided
short-term crisis-intervention services to ‘non-offending’ varents,
which involved planning for the safety ot the children in the family,
mobilizing the parents as positive resources to the victims, and as-
sisting parents to plan for the nest steps in the lite ot the familv.
The service coordinator also tracked cases through the investigative
phase and made sure a Case Manager was assigned tor eo h child
and tamily member who required treatment. The case manager,
in consultation with the investigative child weltare worker, parent
support worker, and service coordinator, was responsible tor pre
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paring a treatment plan, identifying treatment providers, and mon-
itoring the delivery of a sequential, systematic treatment plan.

Several key community planning and coordination activities were
essential to the implementation and maintenance of this coordinated
service strategy. The first step involved managerial staff from all
participating community agencies in a series of meetings aimed at
developing commitment and building ongoing administrative sup-
port for the coordinated approach. The next stage involved con-
tacting all line workers’” who might be potential participants (e.g.,
child welfare workers, police, crown attorneys, physicians, probation
service statf, community mental health practitioners) in order to
solidify their personal commitment. Following this, a major step
was the building and strengthening of a community action group.
This group evolved into a Community Treatment Committee that
met regularly to address interagency service-delivery issues, to pro-
vide opportunities for case consultation, and to serve as a vehicle
for ongoing professional education in the treatment of child sexual
abuse.

Cart 1 of this book (Chapters 2 to 3) contains a detailed con-
sideration of the key elements involved in the creation and main-
tenance of a rural coordinated service system. Chapter 2 focuses
on the special context of services that operate in rural communities.
The basic steps in building the community infrastructure for in-
teragency consultation and collaboration are offered in Chapter 3
tollowed, in Chapter 4, by the important linkage between inves-
tigative and treatment services, and detailed case histories that track
critical service elements. The special need for early response or crisis
intervention services is considered, and practical directives for these
time-limited and parent-strengthening eftorts are highlighted, in
Chapter 5.

The Impact of Coordinated Investigation and Treatment Services

Empirical indicators of service impact were collected throughout the
term of the demonstration project. Readers who wish to study the
evaluation component of the project, and consider related statistical
tindings, mav refer to the final project report, ‘Design and Imple-
mentation ot a Coordinated Community Response to Intra-familial
Child Sexual Abuse: The Manitoba Rural Child Sexual Abuse P'ro-
et TAdKins, Trute, MacDonald, McCannell, Herbert, Hill, & Scuse
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1991). We have attempted, when presenting the empirical findings
of our demonstration project, to trim down research jargon and sta-
tistical details that may be foreign to practitioners and policy makers.
Our intent is to highlight the salient research findings with a min-
imum use of statistical terminology and to further explicate sta-
tistical findings through the use of service examples and client
vignettes.! This presentation strategy was purposefully employed
to provide information in a format that would facilitate its wider
dissemination to those who would most likely use the information
in community settings; that is, line-level service practitioners, pro-
gram administrators, and those in senior government positions with
responsibility for policy development relating to child abuse
services.

Part 2 (Chapters o, 7, and 8) reviews key research findings en-
compassing a wide scope of service evaluation, including the use
of service-impact indicators at three levels: clients, service agencies,
and communities. These chapters consider salient study findings
that can assist in the planning and delivery of integrated and ef-
fective community services that respond to child sexual abuse.

Chapter o offers an overview of the overall evaluation strategy
employed within the Manitoba Rural Child Sexual Abuse Project,
including a detailed description of the two communities and agencies
that participated in the demonstration project. As described in Chap-
ter 7, an important feature of the demonstration project was that
the bulk of the staff involved in community treatment services were
regular employees of human service agencies in the local rural area.
The project did not involve urban-based professionals with exten-
sive expertise in child sexual abuse who would act as temporary
consultants to the existing service providers, offering advice as to
service direction, then leaving service providers on their own. The
objective was to facilitate local community involvement in the design
and implementation ot a coordinated service plan and to strengthen
local service providers in all aspects of child sexual abuse service
delivery. Special consideration was given to tracking service delivery
patterns, with focused attention given to child and tamily service
workers, because they formed the central core of our model of coor-

AN names and dentity g intormation are modihied i these Case vignettes to pro
tect contidentiality Some case ('mmplm contam composite intormation trom sey
eral ditterent bat actual famudy situation s
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dinated rural services. Chapter 7 also considers the implications of
this model, particularly with respect to staffing levels and worker
deployment.

Chapter eight briefly describes the service outcome measures that
were collected over the term of the project. First, it is argued that
the initial crisis resources offered by the Parent Support Services
were of important benefit to parents coping with a disclosure of
se .ual abuse in both test locales (those receiving coordinated serv-
ices) and comparison locales (those receiving ‘normal’ interagency
services). These services were found to be associated with more
positive parent adjustment to the crisis of disclosure and reduced
psychological distress in non-offending parents. When service-
outcome assessments were completed at the termination of the
service-tracking phase of the project, it appeared that parents in
the test locale continued to show - and maintain - improved psy-
chological functioning. However, those in the comparison area did
not show a corresponding improvement but remained at a higher
level ot psychological distress.

Overall findings supported the contention that coordinated serv-
ices do result in more rapid and maintained psychological function-
ing in those holding major parenting duties; that is, those central
to the family’s ability to cope following a disclosure of child sexual
abuse. According to post-treatment follow-up interviews, service
recipients in the coordinated treatment area reported higher levels
ot satisfaction in their contacts with child welfare personnel. As
well, it was found that clients in the coordinated service area had
access to substantially higher levels of treatment resources, such
as group treatment for children, individual counselling for perpe-
trators, and group treatment for juvenile perpetrators. A pusitive
spinoff of the coordinated-service approach appeared to be a height-
ened mobilization of local treatment resources.

To indicate the impact «f the coordinated service approach at the
community level, Part 3 ¢ this book considers the professional at-
titudes towards child sexual abuse held by police, child welfare work-
ers, and community mental health workers surveyed throughout
the term ot the project. At the onset, findings corroborated prior
research indicating that such differences did indeed exist. The most
notable ditterences (atter analvees were considered for the gender
tactor) involved the divergence in view concerning priorities in serv-
ice delivery: police highlighted the need for “punishment as a do-
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terrent’; other human service professionals emphasized the need
for ‘treatment to end abuse.” These attitudes remained unchanged
throughout the term of the project, a finding highlighting the pres-
ence of important ideological differences between key actors in the
investigation and treatment of child sexual abuse.

Maintaining collaborative efforts that transcend ideological dif-
ferences between human service professionals, and in particular be-
tween police and child welfare personnel, was seen as a challenging
requirement of any coordinated community system for the inves-
tigation and early treatment of child sexual abuse. Interagency dif-
ferences in professional attitude are also considered in Chapter 9,
followed by our conclusions and recommendations in Chapter 10.
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Service Delivery in Rural
Communities

The special context of human service practice in the rural com
munity is well recognized in the human service literature, and
thoughtful commentaries on the subject are available for both men-
tal health services (Berry & Davis 1978) and family therapy services
(Bagarozzi 1982). However, while rural areas share many unique
features when compared to urban locales, it is important to acknowl-
edge that there is tremendous diversity across rural communities.
Rural areas can vary widely in terms of their population size and
density, agricultural base and economic infra-structure, religious
and cultural homogeneity, level of crime and social disintegration,
or political conservatism. This means that general statements re-
garding rural life or human services in rural settings must be qual-
ified when considering any particular community or geographic lo-
cale. With this understanding in mind, we wish to consider the
attributes of rural community settings that can come into play when
one considers the coordination of investigative and treatment serv-
ices in response to child sexual abuse.

The Issue of Travel Distances and Costs

Because of the more dispersed population patterns found in rural
locales, those in need of services and those delivering services must
often contend with cost .+ associated with frequent and distant travel.
This can create serious access issues. For service recipients it means
that assistance is ditticult to obtain withont a willingness to devote
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the time, money, and energy required to travel to a nearby town
or city. For most service providers it means that a signiticant pro-
purtion of an agency’s budget must be dedicated to staft transpor-
tation costs related to investigative efforts and treatment services.
Further, when there is a serious attempt to coordinate community
services - child welfare agencies, police, mental health and probation
departments, and other allied services that respond o problems of
familv violence - special financial resources are required simply to
bring all the professionals together to one central location so that
they can meet on a regular basis. Although telephone communi-
cation ¢an greatly facilitate collaborative communication, there 1s
a need tor face-to-tace meetings to exchange sensitive intormation,
resulve difterences of opinion or service disputes, and provide an
opportunity tor shared, creative case planning.

Community Visibility and Social Stigma

Because of low population density, which is a characteristic ot most
rural communities, there is a heightened awareness of neighbours’
identities and activities and often less social privacy. This can be
beneticial, in that it can lead to heightened mutual support and the
early identification of serious social or health problems (Huessy
1909). Workers in a small community may have the added advantage
of seeing a client function within many spheres of social activity
fe.m., coffee shop, church, curling rink, ete). Coordination between
various human service agencies is easier because there are a more
limited number of service providers working in a larger catchment
area. This facilitates interprofessional access and the sharing of serv-
ice information, the monitoring of follow-up activities, and the com-
pletion of service referrals.

However, the higher visibility that a rural community provides
can also raise concerns about social stigma and the violation of per-
sonal privacy Because child sexual abuse is a serious violation of
social norms, one that is characterized by shame and powerful social
sanctions, the process of denial can pervade families, professional
service networks, and the community as a whole. Protessionals can
teel under subtle but strong community pressure not to move
quickly ona disclosure of sexual abuse, but to ensure that adequate
proot has been secured betore any tormal ‘labelling’ is done or any
identitications made Making the distinction between whether an

LR
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act by a parent involves ‘sexualized touching,” or "affectionate ca-
ressing’, can be difficult to do at the best of times. It is particularly
difficult when the social stakes are dangerously high both in the
family system and in the surrounding community.

One of the prevailing beliefs among those providing mental health
services is that there is a great tolerance for social deviancy in rural
communities, and that a social label that carries a serious stigma
{such as ‘'mentally ill” or ‘child abuser’) is applied to one’s reletive
or neighbour only if it is blatantly obvious (Tranel 1970). However,
it is believed that once this label is fcrmally applied by a human-
service professional (or any other authority with status) in the com-
munity, it is extremely difficult for the person thus labelled to im-
mediately contest it or eventually lose it. This situation may be grad-
ually changing as rural populations become more informed about
mental health and social issues (such as family violence and sexism)
because of increases in basic educational levels, efforts by the mass
media, influence of the mental health movement, and the decen-
tralization of public mental health services (Berry & Davis 1978;
Edgerton & Bentz 1969),

Lack of Social Anonymity in Rural Professionals

Child welfare workers, police, and community mental health per-
sonnel in most urban agencies can do their jobs and, at the same
time, manage to maintain a separate and private personal life. In
rural locales, however, the separation of work life and personal life
can be difficult to maintain. Professional life in farming communities
and small town settings can easily overlap with one’s social life,
participation in community activities, or local shopping ventures.
Because fewer people are participating in community activities, clear
professional boundaries are more difficult to define and maintain.
Once a professional is known to be involved in an investigation
of child abuse, he or she will not easily be trusted in a treatment
role on behalf of a family. For example, if a professional is privy
to highly personal information regarding sexuality within the family,
normal sharing of social roles with members of the family in church
or recreational activities can be compromised. Being identified as
someone who is mandated to investigate crime and uphold the law
tsuch as a child protection werker or a police officer) can also bring,
ocial isolation from neighbours in a close-knit rural community.
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Often these professionals (particularly members of the Royal Ca-
nadian Mounted Police) do not remain for extended periods of time
in any one community, but are transferred to other lovales, further
limiting the development of social roots or long-term social rela-
tionships. A professional role can thus mean a lonely existence.

Many human service workers in rural settings can also tind them-
selves isolated from other professionals for long periods of time,
particularly if they are based in a small village rather than a central
town or city. There can be protracted periods in which there is little
professional stimulation, access to meaningful practice supervision,
or availability of continuing education. This situation is particulerly
stressful for rural professionals, such as physicians and child abuse
investigators, who are usually overworked and have too large case-
loads and too long over-extended hours.

In summary, the social loneliness, paucity of important profes-
sional resources, and unrelenting work stress in rural settings can
heighten the risk of professional burnout.

Guarding Client Confidentiality

Some rural residents liken their community life to ‘living in a fish-
bowl’; that is, their movements around the community and par-
ticipation in its social life are open to easy observation. Confiden-
tiality of private personal matters is seen to need special protection.
Often human service professionals such as mental health practi-
tioners will be extremely careful to ensure that a confidence i1s not
divulged. If they are identified in the rural community as people
who will let private matters become known to others, they will
quickly lose their credibility and their clients. Lack of discretion
can also hinder what would be appropriate service alternatives in
the urban setting, such as group therapy or multi-family interven-
tions. Such clinical interventions can be compromised when they
involve people that closely share other social or community ties,

To professionals who are sensitive to such elements ot “small-
town culture, doubts can arise about whether they should release
sensitive client information to other professionals (even to an agency
that has referred a client directly to them). This can result in in-
teragency distrust and hostility. [t can also lead to the hoarding of
clients or a hesitancy to make necessary referrals to other appro-
priate agencies, which seems often to be wrapped in the noble man-
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tle of ‘information confidentiality.” Thus, professionals can feel
trapped in a service double bind: they either risk leaks in confi-
dentiality, which will cause clients to stay away; or they risk with-
holding service information, which can alienate allied agencies and
weaken collaborative, comprehensive services tor their clients.

A Special Kind of Isolation: 1deological Loneliness

When he reviewed a past decade of his experience as o psychiatrist
with a rural practice, Gurian (1971 reflected that ‘Rural areas more
than urban areas are indlined to be politically conservative, so a
certain type of cultural alienation goes along with the professional
loneliness” (p. 371 When one considers this cultural alienation with
respect to child sexual abuse, it can be seen as a circumstance in
which the protessionals can be quite ideologicelly estranged from
their surrounding community. It is not uncommon for protessionals
to find themselves wrestling with the widespread belief that child
sexual abuse is a rare phenomenon that involves what is often con-
sidered deranged or allegedly deviant fe.g., mentally deficient or ho-
mosexual) perpetrators. It is not uncommon for protessionals deal-
ing with allegations ot child sexual abuse to find minimization and
misinformation operating in such important sectors of the rural
community as churches or service clubs. While these practitioners
an more easily tind and associate with ‘kindred spirics m urban
settings, those who work directly with child sexual abuse in rural
communities otten report o ‘wall of denial” that pervades community
hite and that can erode one's energy and convictions.

Most protessionals working in child abuse services recognize that
inherent in the widespread family violence that pervades our society
i~ an adherence to ‘patriarchal belief systems’ that perpetuate attacks
on the person and bodies of women and children (Herman 1081,
Herman & Hirschman 19770 In rural communities that tend towards
pohtical and religious vonservatism, there 15 a heightened presence
of such patriarchal attitudes and authoritariamsm, particularly as
these relate to male domination and sexist values (Bagarozzi 10820,
and to family roles and responsibilities (Berry & Davis 19781 When
one works in the child sexual abuse tield, it 1< essential that there
i~ a heightened awareness of one's own values and beliefs about
patriarchy, gender roles, sexuality, and violence. These can create

additional work related stressors tor rural practitioners who are at-
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tempting to reduce and treat child sexual abuse, particularly those
who feel surrounded by a destructive and distorted community ide-
ology and who feel alone in their struggle to cope with it.

Concentration of Authority

In rural settings, basic human-service sectors (e.g., child welfare,
community mental health, the courts) do not employ large numbers
of people. They are also usually managed locally by a few individuals
in key positions who can hold strategic importance for setting serv-
ice priorities and policies. This situation can be beneficial: it can
create vpportunities for unencumbered decision-making and facil-
tate easier collabou-ation between the few actors holding program
authority. However, it also makes some communities prisoners of
the idiosyncracies of individual leadership and vulnerable to inflex-
ible decision-making. For example, if the area has only one judge
whuo presides in criminal court, and that person opposes changes
in regular court procedures (such as alternative sentencing), it can
bog down attempts to integrate family treatment with perpetrator
sentencing in cases such as those involving father-daughter incest.
Or, if a director of the local mental health service takes a con-
servative and narrow stance on what services should be delivered
by his or her staff (e.g., holds the line on the operating budget),
or it he or she only allows travel in the rural area for the provision
of direct or face-to-face service to clients, this will effectively block
any attempts to have community mental health workers participate
in interagency professional meetings (which usually do not involve
any direct contact with a client). This in turn can disable attempts
to involve a community mental health program in a coordinated
service system. Depending on the intransigence of such people in
authority and the scope of their influence in the community-service
response to child sexual abuse, their impact on coordinated services
can vary greatly. It can be cither a blessing or a curse to have
decision-making consolidated in the hands of so tew key authoritics.

Recruitment of Human Service Personnel
The bulk of protessional training programs are laiated in urban

centres. Ttis dithicult to attract highly trained people to rural areas.
This is particularly true ot experts in the treatment ot tamily vi
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olence. People trained in urban settings tend to wart to continue
practising in urban settings. Many highly trained human service
professionals who practise in rural locales do not stay there long
but tend to be attracted back to the urban workplace after a stint
of rural living. Many whc have remained for the long term in rural
settings do over time amass extensive and comnrehensive practice
experience. However, prop.artionally few of them, as compared to
their urban colleagues, will have the advanced training that child
sexual abuse services requirc.. There is thus a tendency for rural
agencies to attempt to refer challenging cases, such as those in-
volving incest, to the specialized treatment centres, usually located
in nearby cities.

The development of local child sexual abuse treatment resources
is thus not a trivial matter in most rural areas. It requires the par-
ticipation of highly motivated practitioners who are willing to stretch
their already burdened professional lives, the creation of extensive
in-service training opportunities relating to the treatment of family
violence (for both front-line and supervisory staff), and the com-
mitment of scarce program funding from the key participating
human service agencies. It takes formal recognition by responsible
program administrators that child sexual abuse is a serious issue

in rural ¢ Further, it takes professional courage in the local
human se personnel themselves if they are to do something sub-
stantial to - directly with it.

Generalis: ,actitioners within Specialized Service Sectors

Berry and Davis (1978) acknowledge that the rural practitioner must
be a generalist capable of providing a variety of interventions, be-
cause the rural community cannot afford many specialists or dif-
ferent referral sites. It is difficult therefore to mobilize treatment
resources in which boundaries of professional identity and role are
carefully maintained. In urban settings it may be possible fand per-
haps advisable) to have child protection workers doing only pro-
tection work and not extending themselves into family counselling,
or to have family mental health treatment delivered solely by mental
health specialists (Thorman 1983). In rural settings, because pro-
fessional expertise is at a premium, more flexibility in treatment
roles is required if local treatment programs are to be developed
This can create stress in service providers who feel their time,
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energy, and therapeutic skills are stretched to the limit. On the other
hand, those professionals who tend to be bored with narrow service
responsibilities may find such generalist treatment services stim-
ulating and energizing, as well as an opportunity to expand their
therapeutic abilities and widen their professional contribution in
their home community.

In this chapter we have attempted to highlight the most salient im-
plications of delivering coordinated child sexual abuse services in
rural settings. It is evident that the rural context will create both
advantages and disadvantages in the provision of these services.
Certainly, these rural factors must be carefully considered and di-
rectly addressed when planning and implementing coordinated rural
services that respond to child sexual abuse.
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Community Coordination of Child
Sexual Abuse Services

The reported incidence ot child sexual abuse has increased dramat-
ically throughout Canada and North America, while investigation
and treatment services have tended to be uncoordinated and sporadic
(Badgley Report 1984; Finkelhor, Gomes-Schwartz, & Horowitz
19082; MacFarlane & Bulkley, 1982). In responding to child sexual
abuse, rural areas are particularly vulaerable to shortages of service
resources. At the present time most professionals working in the
area of child sexual abuse advocate a coordinated, multidisciplinary
approach. Sgroi (1982) identifies the essential steps that need to
be taken in implementing such an approach. These include (1) the
creation of a group of competent specialists in child sexual abuse,
(2) the assignment of more than one professional to work with a
family in which incest occurs, (3) the regular and formal review
ot all cases involving child sexual abuse, and (4) the creation of
a variety of treatment alternatives. Because sexual abuse issues in-
volve many different services (e.g., medical, legal, child welfare, and
mental health), there is a nzed for practitioners in the different par-
ticipating service areas to understand each other’s perspectives and
collaborate closely with each other if they are to create effective
intervention plans for the children and their families. While few
dispute this hypothesis, research findings regarding the outcome
of such multidisciplinary responses have been mixed.

Tucker (10791 reviewed the literature on interagency coordination
and conduded, "We do not know whether consciously planned and
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implemented patterns of coordination amongst service providers fa-
cilitates the solving of social and individual problems.” Benjamin
(1981) evaluated the use of multidisciplinary teams in providing
services to child abusing families and concluded that such teams
were generally inefficient and ineffective. More recent research con-
tinues to be inconclusive. A study conducted at McMaster University
(Byles 1985}, which examined the hypothesis that interagency col-
laboration would provide more efficient and effective services to
abused children and their families, never reached the testing stage
because of complex problems during the process of project devel-
opment. These centred around the issue of interagency power strug-
gles, conflict between research objectives and service priorities, and
struggles with respect to case management and information con-
fidentiality. Byles concluded that there is a need for more studies
of interagency programs in order to identify elements that foster
either success or failure.

In contrast, Hochstadt and Harwicke (1985) assessed the effec-
tiveness of a multidisciplinary approach in the Chicago area and
concluded that the approach was effective. This analysis included
the review of the number of recommended services obtained by
a sample of 180 children one year after a multidisciplinary evaluation
was implemented, as compared to a previous sample of children who
had not received such treatment. The ‘multidisciplinary team’ in
this instance was a newly formed, specialized team housed in a single
children’s hospital agency; it did not include a wide range of human
service agencies in shared case management. MacFarlane and Bulk-
ley (1982) also conducted a study to determine which factors led
to successful collaborations and found that they tended to result
from individual workers taking the initiative, rather than formal pol-
icy changes at senior levels within government departments.

The Manitoba Rural Child Sexual Abuse Project was designed
to investigate the effectiveness of a coordinated, multiagency treat-
ment approach to the complex problem of child sexual abuse within
rural community settings. In planning this model, it was recognized
that direct collaboration at the field level was critical: that is, it was
taken as a given that local service providers would need to take
an active role in the design and implementation of any coordinated
service system. In its broadest sense the goal of the project was
to create an integrated model of service delivery in the area of child
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sexual abuse, by bringing together a diverse group of human service
agencies in a rural area and assisting them to develop a shared sense
of purpose and direction in the handling of these cases.

Five components were identified as essential to the creation of
the community service infrastructure necessary for a coordinated
community approach. In the sequence in which they were developed
in the project, the components were

the establishment of a service coordinator position in the geo-
graphic locale containing the service network;

the garnering of commitment from senior managerial levels of
all key participating agencies;

the holding of initial planning meetings with all parties involved
in the investigation and treatment of child sexual abuse (e,
child welfare protection and treatment workers, police, crown
attorneys, judges, probation workers, and physicians);

the establishment of regular meetings ot investigative, legal,
and treatment personnel;

the establishment of a parent support worker (PSW) position
to provide immediate crisis counselling  services to non-
otfending parents at the time of the discdlosure of child sexual
abuse.

Once an infrastructure for coordinated community service was in
place, integrated investigative and treatment services proceeded
through three sequential stages: Stage One: Coordinated investig-
ative action by police and the child welfare department; Stage Twor
legal-investigatory  decision-making  regarding treatment; Stage
Three: systemic treatment of intrafamilial child sexual abuse. These
stages involved the coordination of services through kev steps that
spanned investigation and early treatment services, including inter-
linked police and child weltare investigations. This was immediately
tollowed by the development and implementation of a coordinated
intervention plan for each specific case. A family-centred systems
perspective (Hartman & Laird 1983) tramed the design of each treat-
ment plan which was consistent with Trepper and Barrett's multiple
svstems model (1980,
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Key Steps in the Design of the Coordinated System

Each of the major steps in the initial design of the coordinated serv-
ice system is described here. In addition, factors that appeared to
hinder or facilitate each step are considered.

Establishment of a service Coordinator Dosition

The service coordinator position was vital to the integrated service
system. The service coordinator’s primary duties included (a) taking
i dvadership position in promoting coordination between the various service agencies
and professional disciplines vesponding to culd sexual abuse. The service coor-
dinator was to establish an orderly transition between the inves-
tigative stage and the treatment stage of services by meeting with
the child and family services' (CFS) investigative worker, the parent
support worker, and the assigned case manager to discuss the prog-
ress of cach referred family and to plan treatment goals; (b
establishing open and regular inberagency communication with police, phy-
sicians, crown attorneys, and the CFS agency lawyer (In coordi-
nating the treatment aspect of (hild sexual abuse, the service coor-
dinator was to hold regular meetings with each case manager to
review case progress and to discuss ongoing service coordination
efforts.); (o) establishing and maintaining ongoing, reqular mectings ot the
local community treatment team (The purpose and goals of these meetings
will be discussed later in this chapter.); (d) developing und promoting
interagency training opportunities involving Community Mental Health
and Mental Retardation Services, Child and Family Services, and
other key participating agencies; (e) promoting public awareness in local
communities with respect to child sexual abuse; and (f) providing
education for kew “gatekeepers” involved in disclosure and identification
of child abuse (e.g., teachers, clergy, daycare workers).

Garnermy Commitment from Sewor Managerial Leoelso i Kew Participating
Avengres

From the onset, the importance ot obtaining support for the coor
dinated approach trom the management of cach human service

" the Province of Mantoba, chdd welfare aygenaes are reterred to as child and

tamily services The terms child and famuly services ror CESOand child weltare
ayeney are both ased m this book
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agency involved in situations of child sexual abuse was recognized.
Thus, a preliminary step in system development was to meet with
supervisors of each participating agency on an individual basis to
enlist their cooperation. During these meetings the goals of the
coordinated approach and the potential levels of participation re-
quired from each service sector were outlined. These meetings were
seen as essential in building management-level support for a func-
tional, collaborative working relationship between field-level pro-
fessionals. The importance of addressing any interagency issues of
concern (such as past service tensions or disputes) was highlighted
at this stage in the planning of the coordinated service system.

One of the major questions raised by the local service providers
was how each agency was going to benefit from this approach to
service delivery. Training and consultation opport inities were em-
phasized as key potential benefits that would be available to all par-
ticipants. The importance of coordination to facilitate better service
delivery, thereby providing better service for the clients of every
agency, was emphasized as an important community benefit. It was
also hoped that coordination of services and increased collaboration
between agencies would ultimately reduce the overall service de-
mands of child sexual abuse cases for individual service providers.

A key concern at this early stage was the over-extension of ex-
isting resources already being experienced by community agencies.
Supervisors from several local agencies commented that it was
frightening to commit to something new when they were already
taxed to the limit It was acknowledged that coordination, if ef-
fective, should lessen feelings of overload because of the extra col-
legial support provided. It was recognized that most agencies were
dealing individually with sexual abuse cases already, even though
this may not have been seen specifically as their primary service
mandate. The coordination would hopefully provide a more etfective
vehidle for service delivery and thereby relieve some of the burden
created by service fragmentation. Consider the following case study:

It was ditficult to involve Community Mental Health Services
(CMHD at the onset of the project as a participating member. There
were o number of reasons tor the difficults with this agency. First,
CMH may have anticipated a more major 1ole in the project (per-
haps that of a formal sponsoring agency in the research grant sub-
mission?, and may have telt invalidated by the course of action that
had been taken
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Second, CMH did not specifically see the problem of child sexual
abuse as falling directly within its purview. It seemed that CMH
caseloads in the research locale tended to be more heavily weighted
with clients with chronic mental health problems; that is, those
clients that would clearly fall under the aegis of the Manitoba Men-
tal Health Act and who could be readily identified within the terms
of the DSM-I1. Indeed, one CMH worker noted that since child
sexual abuse was not in the DSM-IHL, he felt he should not have to
deal with it. ‘

In initial discussions preceding the onset of the project, CMH
had been considered an agency that might provide a seconded posi-
tion to the project. When this did not materialize, some resentment
was experienced. There was a sense of ‘CFS got it all, why were we
left out? In addressing these coneerns, it was important to ac-
knowledge the importance ot CMH's role and to focus on the
learning, with respect to the treatment of child sexual abuse, that
mental health workers might access through participation in the
project. In the end, the mental health coordinator deferred to the
wishes of his line workers concerning the degree of their participa-
tion in the project. Fortunately, the mental health line workers
serving in the test community of the research project were quite
enthusiastic about participating as treatment providers within the
coordinated model.

Concerns were also expressed regarding protessional territorial
issues (e, who has control over the intervention process). The su-
pervisors in each participating agency were reassured that cach
worker would maintain control over what was done with his or
her clients by that worker. The service coordinator would ensure
service integration through open interagency communication, and
would provide consultation when appropriate regarding a wollab-
orative treatment approach. I'n cases of disagreement, the service
coordinator would meet with treatment providers, the case manager
tthis position will be described later in this chapter) and, if necessary,
the supervisors ot the individual treatment providers to discuss the
imteragency disagreement. In situations ot interprofessional dispute
as to how a case should proceed, the service coordinator would
attempt to reach a mutually satisfactory understonding ot how to
best proceed with a case. It consensus was not possible, the tinal
service choices would rest with each agency responsible for the on
poIny progress of the case. Itoseems 1o be an essential tenet ot any
coordinated approach that agenaes will generally refuse to hove
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service planning taken entirely out of their hands. It is a circum-
stance that is well deserving of recognition and respect.

In any community, human service agencies have a ‘service history.’
When the past has been marked by conflict, this caa create a barrier
to any tormal agreement regarding close collaboration in service
delivery. One example:

There was some difficulty in gaining initial managerial support for
coilahorative efforts involving the Family Violence Program (EVD)
and Child and Family Services (CFS). The relationship with CFS
and FVI” had been strained historically. Trust on both sides was
low, largely due to the difterent philosophies held by each agency
and the lack of understanding of cach ather’s position. FAD tocused
on supporting and protecting the privacy of the non-offending par-
ent. They had felt in the post that CFS was insensitive to the needs
and teclings of the non-offending parent and believed that CFS
tended to suppert the child without recognition of the issues faced
by the mother, However, when these concerns were alleviated
through discussion, FV'P was able to support the project and recog-
nize how it could be of value to them. They recognized the training
and consultation opportunitics and sav this as a way of gaining an
increased understanding of the other agenov’s perspectives.

A related interagency problem was that, although ot mana-
gerial support tor coordination was secured, it seemed that oneomy
support was not casily maintained at a sufticiently high level In
other waords, the managers gave their initial verbal support but did
not activel promote and encourage the etforts of their field workers
when they participated on treatment teams, In addition, the man-
agers did not become personally involved i service coordination,
and tended not to see it as an issue they should actively consider
The implications ot this tor the successtul continuance of the ol
laborative model will be addressed later

Plovime Mectme wrth A Pt Dot brvoledd on Deee eeation and
Foowboent o Comld sovaad oAb

Atter achieving basic managerial support, which imduded a tormal
areement to particpate by cadh community apency, the second
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stage in the process was activated: line workers were asked to attend
a meeting of all community professionals involved in dealing with
child sexual abuse cases. This initial meeting was well attended and
proved to be helpful in initiating longer-term collaboration between
workers. It hau a number of purposes: (1) to solidify the personal
commitment of community professionals, (2) to define the concept
of coordination in local terms, (3) to establish specific goals of serv-
ice coordination, (4) to dentify differing service ideologies with re-
gard to case identification and management, (5) to explore each par-
ty’s level of commitment to coordination through their willingness
to delegate service resources, and (o) to have each participating
human-scrvice professional identify his or her personal areas of in-
terest in t. e treatment of child sexual abuse (e.g., individual or group
treatment with victims or perpetrators, etc.).

This meeting was seen a: successful and crucial to the continuing
planning effort. Workers were frank in discussing their negative
concerns as well as their positive expectations. Different ideologies
with regard to the identification and management of cases became
apparent but did not become barriers to ongoing discussion. Work-
ers began to understand more about the stresses and limitations
under which their colleagues operated. For example, a community
mental health worker expressed her concerns regarding the report-
ing of a sexual abuse disclosure to Child and Family Services of
Central Manitoba. She felt it might move too quickly and from too
polarized a child-advocacy position. She was reassured, however,
that CFS would work collaboratively with her to ensure the dis-
closure was dealt with in a therapeutic manner. Many community
practitioners expressed concern and scepticism as well about the
legal system and the willingness of this service sector to consult
with others. A number of action plans to bui'! more collaboration
between the crown prosecutor, Child and Family Services, police
and probation services were formulated.

Establediment o Regadar MMect g oF Divestigatiee Lealaond Treatment
Peronnel

During the development of the coordinated commumity approach,
a major throst was to puild and strengthen the community action
group that had heen established imitially. Ideally this acticn group
was seen as consisting ot protessionals workog in €D the child wel-
tare investigation, 120 the Tegal mvestigation and procewing, and 130
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the treatment-service spheres responding to child sexual abuse. Un-
fortunately, as time went on, representatives from the legal service
sector (the law-enforcement department and the probation office)
did not continue to attend meetings regularly. In some cases this
created a gap in the overall effort to create a closely coordinated
service response. The community action group, or Community
Treatment Committee as it later was called, did meet regularly and
consisted of approximately twenty-four to thirty professionals
working in the rural locale. It included representatives of Child and
Family Services of Central Manitoba, the Community Mental
Health Services, Mental Retardation Services, the Family Violence
Program, and the Eden Mental Health Centre. Efforts were made
to include representation from the schools and churches. This was
difficult to arrange because of the secondary involvement of these
institutions in child sexual abuse services and the complex steps
required to secure the delegation of their representatives.

The goals of the Community Tizatment Committee meetings
were formalized as follows: (a) to provide practice training sessions
on treatment and research issues; (b) to provide a routine oppor-
tunity for case consultation; (¢) to promote understanding of the
service philosophies of the different participating agencies; (d) to
explore and deal with professional issues such as territoriality con-
cerns, differences in treatment approaches, and feelings of exclusion;
(e) to provide a formal opportunity to share information and knowl-
edge; (f) to work towards the development of a common service
language, mutual support, and interprofessional validation; and (g)
to provide emotional supnort to professionals feeling vulnerable and
upset when contending with child sexual abuse cases. The com-
munity treatment committee met every other week, its agenda fo-
cusing on four areas: practice training, case discussion, training in
the administration and interpretation of research instruments, and
discussion of community interagency coordination issues.

The review of issues in community coordination was a basic and
ongoing activity of the community treatment committee. This will
be described later However committee sessions involving (1) train-
ing for clinical practive, (2) training in the use of empirical assess-
ment measures, and (3) the use of case presentations for peer con-
sultation were special and time-limited activities Fach is brietly
described here.
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Clinical practice training sessions

It is important to note that these sessions were largely facilitated
by local ‘experts’ in the social services, who provided training free
of charge or for a small honorarium. This underscores the impor-
tance of utilizing the professional-development resources available
within geographic reach of rural communities rather than relying
solely on ‘imported experts.” Ongoing community-based training
sessions were thus unique in that they were intrragency rather than
intra-agency. Professional training in rural locales is frequently of-
ferc only on an agency-by-agency basis, an approach that seems
to promote cohesion within a particular agency but not understand-
ing and collaboration across agencies. Helfer and Schmidt (1976)
suggest that intra-agency training in child abuse services ‘fosters
“inbreeding” and traditionalism - and actually inhibits multidisci-
plinary services programs’ {p. 241). Further, they suggest that in-
service training that is provided only within one agency setting cre-
ates a false assumption among community practitioners that pro-
fessionals in the other disciplines have been adequately trained to
do their jobs in the child abuse field.

An important component towards building a collaborative com-
munity approach to services is to provide shared regional training
sessions for all professionals who offer services to a target client
group. It will facilitate the development of a common knowledge
base and - what is vital to collaborative practice - 4 more clearly
shared treatment ideology.

Training in the use of service tracking and dinical assessment
measures

All members of the community treatment committee were trained
in the use of service-contact torms, registrati . and intake forms,
and treatment  outcome  measures. A standardized  program-
information system was designed and implemented consistent with
prior protocols established for the human services (Trute, Tetft, &
Scuse 1985). Training sessions involving clinical assessment meas-
ures focused on the interpretation ot the results of these measures
i order to help workers gain o sense ot their clinical usefulness
and to encourage use ot the measures as an mtogml part ot the
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treatment process. Each practitioner who served as a case manager
was provided with a manual on how to use, score and interpret
each service record and treatment outcome measure. A research as-
sistant was available to meet individually with workers to review
the scoring of the proje mea:ures and to discuss implications for
treatment. Despite this training, many workers continued to feel
they were unable to use the treatment outcome measures effectively.
Although the research team initially felt they had scheduled ade-
quate assistance in the use of outcome measures, some workers
felt it was not extensive enough to meet their individual needs.

The introduction of a program-information system in human
service settings is a complex enterprise that is fraught with me-
thodological and politica! issues (Trute 1983). Training plans need
to be carefully considered when implementing a  program-
information system, particularly when treatment outcome measures
are incorporated into the data-retrieval plan. The important need
for continuous and individualized training sessions in such infor-
mation systems should not be underestimated.

Our intent throughout was to monitor all service activities
through the use of standard reporting forms to be completed by
all community service staff participating in the coordinated com-
munity approach. As well, it was decided that clinicians rather than
research assistants should administer treatment outcome measures.
Because of the highly sensitive circumstances tied to situations of
child sexual abuse, we felt that workers who were known to clients
would be the best persons to collect social and psychological meas-
ures that tracked client functioning. Because of the many people
intruding into the lives of families where incest occurred, it was
felt that data collection by a research assistant should be avoided
because it meant the addition of one more outsider in the life of
the family.

However, use of professionals as data-gathering agents was not
without its own inherent difficulties. The workers were already
heavily strained for time and were used to collecting only key in-
formation that was directly linked to court reporting or to meeting
recording requirements for their treatment files. In effect we were
moving into an environment where workers were not used to rou-
tine information collection according to standardized protocols.

The training of workers to collect research information, however
limited in scope, is not a trivial matter. As a general rule, when
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professional workers are responsible for gathering data relating to
the progress of clients and services, attention must be paid to pro-
viding ongoing consultation to these workers on a regular and fre-
quent basis. Initial training should involve the use of clinical ex-
amples highlighting the service relevance of any empirical treatment
measures workers are expected to collect. A key to success in this
process seems to be each worker’s recognition that the clinical meas-
ures can be used to facilitate their own practice with their own
clients. Those that can see this link seem to be the ones who adopt
data gathering more quickly and efficiently. Those who cannot see
how the measures will help their own practice, or their clients’ prog-
ress, have a more difficult time with data-gathering procedures.
Workers who are able to integrate the use of the standardized clinical
measures in their ongoing clinical practice seem to be the ones who
view the clinical measures as helpful in guiding their treatment
activities,

Case consultation

Discussion of specific cases proved to be an important and valuable
aspect of the community treatment committee meetings. It helped
professionals become aware of the struggles cach faced in their par-
ticular role with the families in which sexual abuse had occurred.
For example, treatment providers gained greater understanding, of
the stresses and dilemmas faced by protection workers, enabling
them to build a sense of pulling together on a case rather than
opposing one another. The case consultations were also beneficial
in enabling workers to receive the support that is so necessary in
order to cope with the many stresses that face those working in
this tield. As an example:

A mental health practitioner presented a case in which she was the
case manager. She was feeling frustrated and helpless because the
family was not willingly engaging in treatment. The case was one
of sibling incest in which a seventeen-year-old brother had mo-
lested his five-year-old sister. The bov was involved in treatment
with a CFS sodial worker and the sister attended group therapy.
However, the parents were very angry with the judicial system and
retused to accept any treatment for themselves. As the worker o -
plored the salient elements of the case during o meeting of the
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community treatment committee, it became clear that she was ac-
complishing a great deal in her role as coordinator of the treatment
being provided to the children, and she left the meeting feeling re-
vitalized. The case consultation allowed her to extricate herself
from the parents’ feelings of helplessness and to better focus on the
work to be done to move them forward.

While case consultations did provide positive learning experiences
for the workers, many difficulties also arose. One of the major issues
that surfaced was differing ideologies between workers relating to
the management and treatment of victims and perpetrators of child
sexual abuse. When these ideologies were openly addressed and dis-
cussed, progress was made in building collaboration and understand-
ing among the workers.

It is important that participants view meetings as productive.
Meetings were seen as productive when there was an opportunity
to share case information, exchange practical knowledge, and de-
velop familiarity with all protessional views and opinions. A concern
that was expressed regarding the meetings was the lack of com-
mitment from some service sectors, specifically community correc-
tions services, baw enforcement agencies, and representatives from
the legal system. Workers generally felt that, without a commitment
from these areas, the value of the community meetings was di-
minished, especially since professionals in these areas hold such a
key position in determining the consequences of sexual abuse cases,
It was agreed that great attention must be paid to attaining com-
mitment from representatives from all key service sectors, induding
criminal justice department, to attend such community meetings and
participate in collaborative case planning it the coordinated approach
was to reach its full potential.

Lack of adequate practice supervision was also tound to increase
cach individual worker's sense of protessional isolation. Most work-
ers wanted more supervision than they receved in the project,
which was over and above the usual supervisory resources available
in their home agencies. Regular mectings of the community treat-
ment committee and the presence of a service coordinator were
structural solutions that helped address this wish tor more super-
visory resources. However, wathin this collaborative peer review
structare, it was telt that there must be a wilhngness to examine
the ‘mternal process ot the team’ (Dale, Waters, Davies, Roberts
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& Morrison 1986). Dale and his colleagues emphasize the need for
‘an open exploration of differences.” They state ‘in the wider agency
and professional world change will only occur if the rigidity of at-
titudes are examined. It is the process of rigidity, which creates at-
titudes of paranovia and distrust within the professional system,
which is so reminiscent of the atmosphere within the sexually abus-
ing family itself’ (p. 23). Regular committee meetings provide one
structural means of addressing these differences in the interagency
professiondl service system. However, it takes time, courage, com-
mitment, and considerable skill to address the process issues that
emerge.

Having outlined the steps taken to establish a collaborative com-
munity service network, the details of a three stage ecological ap-
proach implemented for each case situation will be described.

Stages in the Coordinated Community Service Model

Stage One: Swicdhironezing Ireestivative Activites by Polee and Chald Weltare
Services

Active collaboration in case planning, by the various professionals
invalved in the investigative stage, was considered essential in build-
ing a coordinated service response. Major actors involved at this
stage included child protection services or CFS waorkers, police, phy-
sicians, the crown attorney, and probation services. Figure 3.1 (p. 39
offers a description of the flow of decisions that are required in
investigation and early treatment services.

There are several key steps in building service coordination during
this phase of service delivery:

al Encouragement of joint interviews between police and CFS
investigative workers

This did occur regularly, and many ot the workers telt that it re-
sulted in better investigations with less trauma for child and family

by Establishment of regular mecetings with police, crown attorney
and investigative workers to review cases

While an attempt was made to establish such meetings, maintaming
this Iink was extremely ditticalt The mectings did pot occur on
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a regular basis and there was often a tack of coordination among
the various people involved at this stage. For example, the police
and CFS investigative workers sometimes found that they held fun-
damentally different views on how to proceed with a case. There
was sometimes conflict as well with the crown attorney and police
and CFS workers. In one situation the Crown Attorney decided
not to press charges even though the CFS worker and police felt
there was sufficient evidence to proceed. These differences of view
were declared, but the lack of regular meetings to coordinate the
investigative process made a mutually satisfactory resolution of dif-
ferences of viewpoint between legal and child welfare authorities
very difficult.

¢! Establishment of regular meetings between the investigative
workers and the parent support worker

In examining services available to families when a disclosure of child
sexual abuse has been made, it was quickly recognized that there
was a gap in terms of providing immediate crisis support for non-
offending parents. In an attempt to fill this gap, the parent support

services were implemented. The role of the parent support worker
was to provide brief crisis intervention and psychological support
to the non-offending parent(s). This PSW focused on: (i) helping
parents understand procedures followed in the investigative process
and their rights within this process, (ii) ensuring that there was
a ‘safety plan’ to protect children from further abuse, (iii) providing
education regarding sexual abuse and its effects, (iv) assisting par-
ents to be a positive psychological resource to the victimized child,
and (v) providing support to assist the non-offending parent with
his or her own feelings of despair and sense of victimization. (The
role and functions of the parent support worker are more fully de-
scribed in Chapter o))

Meetings between the parent support worker and those conduct-
ing the investigation proved to be extremely helpful in dealing with
a family’s needs during the investigative stage. As well, this facil-
itated the eventual planning that needed to be done to ensure treat:

ment services for the families in which treatment was later seen
to be necessary.
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Investigation-treatment decisions
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Recognition of the importance ot encouraging physicians to

become involved in both identification and investigation stages.

At the beginning of the project only one physician was primarily
consulted in sexual abuse cases. While he was a committed and
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skilled practitioner, it was felt that enlisting more physicians to work
in the area would be helpful. A letter was sent to all physicians
in the geographic locale asking if they were interested in working
in the area of child sexual abuse and would like to participate in
training opportunities. Five physicians responded, and all received
training in assault examinations from medical experts. These phy-
sicians then continued over the long term to function as medical
resources within the local coordinated service system.

Although coordination at this first stage of service delivery was
considered essential, many problems arose during our attempts to
build more integration between the child welfare department and
police investigators:

Coordinating with police

The task of establishing coordination of investigative services with
the RCMP proved to be a long and arduous one. There were several
reasons for this difficulty. In spite of numerous meetings with var-
ious police detachments and a formal directive from the divisional
commander, some police investigators did not adhere to Manitoba
provincial policy calling for joint consultation on all child abuse al-
legations. There were a number of reasons for this problem. Some
police investigators said they simply did not know the provincial
policy - a commun problem because new police officers were trans-
ferred into rural areas immediately after their initial training, a train-
ing that did not adequately prepare them for child sexual abuse
investigations. Some claimed they had to conduct such investigations
(e.g., in the evening when rapid coordination with CFS was more
ditficult). Others did not understand that involvement of a child
protection agency was required by law, to determine whether the
children were safe. In one instance, a police detachment had done
its own investigation one week before the referral came to the at-
tention of the child protection agency. The agency had been alerted
by a concerned citizen who was providing refuge for a victim re-
fusing to return hame. The police had decided, on their own, that
because the victim’s brother had fondled her on only a ‘few’ oc-
casions, the case did not warrant serious intervention by anyone.
Contributing to this inability to achieve consistency was the fact
that there were seven RCMI? detachments and three town police
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constabularies within the project’s geographic area. The sheer
number of police investigators made it difficult to reach each one
in order to build commitment to coordinated investigative proce-
dures. As well, the RCMP maintain an operating principle of fre-
quent officer transfers, which leads to high staff turnover from det-
achment to detachment. As a result, an officer who had been
adequately introduced to our collaborative investigative procedures
would often be moved out of the area. While it was understood
that the provincial policy regarding investigative procedures was less
of a problem for the RCMP, local town police forces had less training
and even less supervision from their governing body, the Manitoba
Police Commission. From the investigative procedures initiated in
the local area, a number of problems surfaced regularly: the police
sometimes used a controntational style of questioning that was seen
by other community practitioners as increasing the possibility that
the victim would recant on a disclosure. Even in some highly-
charged situations involving frightened children, some police officers
believed they should do their investigation in full uniform. This
intimidated more vulnerable victims, leaving them feeling they were
the ones who had done something wrong,.

The intrusion of gender bias

Another aspect to the issue of commitment was gender bias, an
issue we believe may have played a part in the hesitancy of the
police to collaborate and the department of the Attorney-General
to assume more commitment to the concept of coordination of in-
vestigations. In the local geographic area, there were no women
occupying managerial positions within the police forces, no female
police officers doing police investigations, and no women acting as
prosecuting attorneys. This predominance of men in the legal - in-
vestigatory field suggested a pussible predominant male perspective
that shaped policy development in the investigation of child sexual
abuse, a perspective that seems to be anchored in a patriarchal view
of the family. As Rogers (1990) suggested in his summary report
on child sexual abuse to the minister of Health and Welfare, ‘Qur
patriarchal society has set the conditions for sexual assaults, and
harassment, including the sexual abuse of children’ (p. 9). In some
instances this patriarchal view was experienced during police ques-
tioning, which incdluded enquiries sach as, ‘Did you do anything
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to encourage your brother?’ ‘Do you like dressing up?’ ‘Did you
enjoy it?’ Interactions with a number of police investigators led an
experienced female social-work investigator to declare that men
should not be investigators with responsibility for collecting evi-
dence from sexually abused children. She argued that men tended
to minimize the significance of the assaults and could not adequately
appreciate a child’s feelings of victimization. The use of male ia-
vestigators in child sexual abuse cases has also been challenged by
Frosh (1988), who suggests that men should not do investigative
work in this area unless victims know and trust them or are known
to trust men more than women.

Commitment of senior authorities

A third factor that had a deleterious effect on establishing coor-
dination meetings with the statutory agencies was the lack of firm
direction from senior authorities in the justice system. It seemed
that little priority was given to facilitating a coordinated collection
of evidence in child sexual abuse cases. While crown attorneys ex-
pressed a sincere desire to be present at coordinating meetings, they

often were unable to attend because of pressing time constraints.
The issue of time management was in fact an important element
in defeating a more coordinated approach for all the statutory agen-
cies. At the beginning of the project, a tentative agreement was
reached between the Crown, the police, and the child protection
agency. They agreed to discuss the disposition of each upcoming
case in the criminal court building immediately after a court session,
as this was the only time the Crown could make available.

While this was attempted in a number of cases, the logistics of
such meetings proved unworkable. Child welfare investigators were
pressured by the rising numbers of new cases; police conducted in-
vestigations during their shift of duty. This combination of time
constraints across professional groups from different service sectors
made it extremely difficult to arrange coordinated planning of in-
vestigative activities on a case-by-case basis. Because there were
so many different police investigators, located in many different geo-
graphical locales and working under the auspices ot differing gov-
erning bodies, it proved difficult to maintain child sexual abuse cases
as a priority down through the chain of command. Even while the
inspector and staff sergeant in the project area were strongly com-
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mitted, their commitment did not translate to a line level of ap-
proximately seventy investigators. Again, the varied statutes requir-
ing police investigation made it difficult for police to focus much
attention on child sexual abuse.

Standards of evidence

Finally, commitments from the justice agencies to the concept of
coordination were affected by issues of ideology and legal inter-
pretation. This was most obvious in the different spheres of criminal
law and family law. From these two courts, statutory decisions in-
volving child sexual abuse cases are made from two different per-
spectives, with different purposes, requiring two separate standards
of proof. From the criminal court perspective, investigations are
done to determine if a crime has been committed and to determine
fair punishment. In the criminal court, the standard of proof is ‘proof
beyond a reasonable doubt.” In contiast, child-welfare investigations,
under the aegis of the family court, are carried out to ensure the
protection and safety of children using as the standard of proof
a ‘preponderance of evidence’ and the ‘balance of probabilities .’
These differing purposes and standards of proof sometimes inter-
fered with the ability of the investigating agendies (i.e., police and
child welfare) to come to an agreement about how a case should
proceed with regard to the gathering and preparation of evidence
that might lead to charges being laid.

In this respect, police investigators and crown prosecutors most
often looked for clear medical or physical evidence that a child had
been molested, even though child sexual assaults often do not leave
any clear evidence of this kind. In fact, most often such assaults
are committed in the absence of witnesses and involve bribery or
threats, and many cases of child sexual abuse leave no physical ev-
idence. This reliance on medical and physical evidence, according
to Heger and Summit (1981), is complexly related to our society's
and community’s need not to know or to ignore that the sexual
abuse of children is a widespread problem.

In one example, a case of father  son incest, a struggle occurred
between the child protection agency and the investigaeting police re
parding the laying of criminal charges. It was a case that highlighted
many of the problems in developing a coordinated service in re-
sponse to Child sexual abuse.
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Mr and Mrs K and their five children lived in a small rural commu-
nity some distance from a local RCMP detachment. They had im-
migrated to Canada in recent years. One evening Mrs. K informed
the police that she believed her husband “had sex’ with the family
dog. The police apprehended the animai and took it to a local veter-
inarian, who confirmed it had been assaulted. (The animal was
eventually killed because of its injuries.) Following this, the police
contacted the protection agency because they feared for the safety
of the man’s children.

A joint investigation of all the K children was undertaken the tol-
lowing week by both the police and the protection agency. In the
initial interviews all the children denied having been sexually as-
saulted by their father. While the children denied the allegations
verbally to both police and the protection agency, the orly son
showed signs of clinical depression and dissociation, as well as so-
cial withdrawal, tearfulness, and anxiety, which led the social work
investigator to believe this child had been a victim of the father.
The boy was subsequently examined by a local physician, who also
noticed the dissociation and apparent depression. A full medical
exam revealed an absence of the ‘wink reflex’ (Hobbs & Wynne
1980) and confirmed the social worker’s opinion that the father had
sexually assaulted his son. The boy continued to deny the assaults.

The mother shared the protection agency’s fears regarding the
children, and agreed to have several of them taken into the agency's
care until she could have a restraining, order entorced against her
husband. Because the physician was unsure about the diagnosis,
she asked that the child be examined by a second physician at a
nearby urban hospital, who specialized in cases of child sexual
abuse. The boy was examined two weeks later, and this examina-
tion was consistent with the previous findings. The boy continued
to deny having been assaulted.

On the basis of the child’s denial, and atter consultation with the
crown attorney, the police decided not to lav charges against the ta-
ther. At the same time, the boy became more trusting of the sodial
work investigator and, because he was out ot reach of his father,
disdosed that he had indeed been assaulted regularly. His younger
sister then confirmed that this was so, and admitted that she too
had been victimized. Even though the children described the ta-
ther's activities very dearly, the police mamtained the view that the
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medical examinations were not adequate and that the children
would make poor witnesses.

The child protection agency and the participating physician felt
there was enough evidend to proceed against the father; the police
and the Crown did not. While the police and the child welfare
agency were unsuccessful in establishing a consensus about the
handling of the case, the mother refused to have the father back in
the family because she understood that this would precipitate a
move by the child protection agency to take her children into care.
The husband then left Canada, at which point the police informed
immigration authorities that they should not readmit Mr K to the
country because he was an ‘undesirable.’

Problems with the investigative agencies in this case seemed re-
lated to the emphasis the police put on what they considered to
be "adequate evidence.” Coupled with the crown attorney’s d-~com-
tort with the children as witnesses, the lack of evidence blocked
the process of bringing the case to trial. The problem addressed
here raises the issue identitied by Rogers (1990). In his recommen-

dations to the Government of Canada, Rogers suggests that Par-
liament revise laws governing child sexual abuse prosecutions to
permit gualified experts to testify about the characteristics and dy-
namics of sexual abuse, and to express opinons on the reliability
of a child’s statements (p. 230

In summary, coordination ettorts involving collaborative investig-
ative procedures linking the activities of police, child weltare work-
ers, and crown attorneys proved to be the most recalditrant to our
ctforts to harmonize and render more effective the efforts of the
statutory agencies. The difticulties arose out ot the ditferences in
service priorities, protessional dentities and concomitant profes-
sional ideologies. While commutment to the goals ot coordinated
services were generally acknowledyed by all participating agencies,
sustained ettort proved much more difficult to achieve. In the end,
close working relationships among the statutory agencies required
muore resources than those involved wished to provide or were ca-
pable of pursuing. For such ollaboration to exist between pohice,
child weltare workers, and aown attorneys, there needs to be ex
tensive support at all levels, from the line service provider to the
provincal government ministry
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Stuge Two: Legul-Investigatory Decision-Making

A challenging time for coordination of services occurs immediately
after the completed investigation. That is, when the statutory agen-
cies need to formulate a plan integrating legul interventions with long
term treatment gouls. The primary intention at this stage in the handling
of cases was to bring together the statutory agencies involved and
create a torum for discussion of each case. We envisioned regular
meetings with the social work investigator, the police investigator,
the prosecuting attorney, and the probation officer. Figure 3.1 (see
p. 39) emphasizes the ideal of a collaborative, interlocking commu-
nication between the agencies whose mandate involves protection
of the child and maintenance of the law. When planning these meet-
mgs, it was hoped that over time the mandated agencies would
evolve into a decision-making team whose collaborative legal de-
cisions regarding each case would facilitate synchronous and inter-
connected legal dispositions and treatment interventions, Such a
team would have constituted a key case-planning resource capable
of developing pre-sentence assessments that linked specific legal in-
terventions {(criminal and family court) to overall treatment objec-
tives. We believed that this in turn would have led to more ap-
propriate court sentencing, which could be associated with a
thoughtful treatment plan.

Within the one-year service phase of this project, we were not
able to establish consistent, regular meetings of this nature involving,
all statutory agendies. Regular meetings were held with the CFS
social work investigators and the parent support workers. Necessary
collaborations between the police, the Crown, and the probation
departraent generally occurred as a direct result of the abuse in-
vestigator making contact, frequently on a catch-as-catch-can basis.
The most positive aspect of the project’s impact in this area was
the general acknowledgment by the mandated agencies that ccllab-
oration in this important realm of case management was needed.
There was a stated commitment by all involved, in both child welfare
and criminal justice sectors, to do whatever they could to improve
coordination between the courts and the providers of treatment to
abused children, perpetrators, and tamihes

At the conclusion ot an investigation, both CFS and police were
required to make their respective decisions and intorm the families
ot the outcome For the protection agency this meant determining
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whether or nct the abuse was ‘founded,” and whether a child was
in need of protection. For the police it meant determining whether
a crime had been committed and, if so, following with a formal
charge. Depending on the circumstances of the case, consultation
involving CFS with the police and the crown attorney was useful
in planning alternative measures for young offenders and making
therapy a condition of those measures

The CFS social work investizator always informed the tamily
about the outcome of the child protection investigation. If a child
‘or children! were considered in need of protection, the family was
informed and a decision made to remediate the situation in con-
sultation with family members. In the majority of cases the pro-
tection agency required the family to sign a “treatment contract’
spelling out the agency’s view regarding what the family had to
do to alleviate the protection worker’s concerns. The treatment con-
tracts spelled out in specific detail the required goals »f therapy.
Generally, the treatment contracts were signed at the completion
of an investigation and at the completion of the nitial crisis work
being done by the PSW with the non-offending parent(s). Further
detail on the treatment contract is offered in the next chapter.

Another serious problem that arose during this stage was the
lack of synchronization between the criminal court and other agen-
cies. Frequently, an alleged offender was not brought to criminal
court until long after a child’s initial disclosure, and often after some
members of the family had engaged in treatment. Because of this
the family experienced a ‘second crisis’ at the time of the sentencing
of the offender, which often led perpetrators engaged in treatment
to feel betrayed and punished by the service svstem. Overall, crown
attorneys and judges poorly understood their integral relationship
to the overall irteragency case-planning effort and showed little
comprehension of how their mvolvement affected long-term prog-
ress in the treatment of perpetrators, victims, and their families.

The following case? provides an example of the problems that
arose when a crown attorney wuorked independently without on-
poing consultat on with CFS and a case manager.

I thie case the CES imvestpative worker was Kathrovn Levine, swoith <uperviaon
provided by Georee MacDonald The parent support worker was ooy Fedoruk
with supervicion teom Barey Trote The case manacer was lean 1 Chornaboy

with supervision from Flizabeth Adkin .
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A mentally retarded thirty-year-old adult was alleged to have sexu-
ally abused his twelve-year-old female cousin, June. The investiga-
tive workers concluded that abuse had occurred and the parent
support worker engaged with June’s family. The family was coping
well and the brief therapy with the PSW focused on supporting
June. A mental retardation worker was appointed case manager and
initiated therapy with the offender and h s family, while also moni-
toring the progress of June and her family The worker made good
progress in helping the offender to discuss his feelings and to rec-
ognize that what he did was wrong. She also started addressing
issues of independence with the aim of helping him separate from
his family of origin and establish a life of his own with age-
appropriate peers. Unfortunately, this process came to an abrupt
end when the crown attorney refused to proceed with charges
against the offender. The family understood this as societal accept-
ance that the abuse was not serivus and they subsequently lost
their motivation to proceed with therapy. The therapy that might
have changed their lives drastically (now highly focused on ‘looking
after’ the mentally retarded son} abruptly ended. This is a case
where legally-mandated treatment would have bee.. helpful in as-

sisting the offender and his family to make the changes necessary to
limit the possibility of recurrence of sexual abre.

Circumstances were considerably more positive with juvenile of -
tenders because the court allowed more flexibility with juveniles
for ‘alternative measures;’ that is, a program of treatment in lieu
of incarceration. In a number of cases the perpetrators were youny
offenders who were eligible for these alternative measures. Col-
laboration involving the police, the crown attorney, and the pro-
tection agency was frequently used productively within juvenile
court to ensure that these young men received mandatea treatment.
Our experience would suggest a pressing need tor sinuaa tleibility
i the adult system.,

Stave Three Suskerrtc Treatment of Chiadd Sevial Abuse

Assignment of a case manager to each tamuly in which g sexual
abuse disdosure had been made was o basic tenet of the projedt
Such a person would assume tormal respensibility tor the coor
dination af treatment tor all members of the tamilv He or she would
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function as a connector among all parties involved, coordinating ac-
tivities of investigative workers through to treatment staff and com-
municating with ail members of the family. In the initial project
design it was felt that this person would be instrumental in pre-
venting families from “falling through the cracks’ in service delivery.
The case manager, together with the parent support worker, couid
alleviate the family’s sense of getting ‘lost’ at some point in the
investigative or treatment phases of case management.

A number of considerations guided the service coordinator’s se-
lection of a case manager. First, the choice was limited to those
who had identified themselves in the community treatment network
as having a background in family treatment and a willingness to
serve as a case manager. At times, this choice was further limited
to persons on the list who had an available place on their workload
and could accept a case when treatment needed to be initiated.

Parenthetically, we should note that more professionals, from a
wide range of human services, accepted this responsibility than was
anticipated at the onset of the project. Altbough there were times
when the assignment of a case manager was slightly delayed because
of the unavailability of a person to accept the role immediately when
required, no case suffered a long delay in the assignment of a case
manager during the course of this rural project.

Another consideration was whether the potential .ase manager
had a prior history of service involvement with the family in ques-
tion. At times this was a facilitating situation, where a family had
been involved in child behaviour issues with the potential case man-
ager in the past, and where a position of trust was well established
with family members. At times this was a hindrring factor, as when
the family had known the potential case manager in a child-
protection capacity and viewed this person as an agent of the child
welfare system. Consideration was also given to the specifics of each
case in terms of which agency’s mandate was most appropriate. o
example, if a case imolved aspects of developmental disability, a
first option was to assign the case to someone with community
mental retardation services.

Once the case manager was assigned, he or she was responsible
for formulating a treatment plan with the tamily and arranging ther-
apy for each member as appropriate. To aid in the selection of ther-
apists, each case manager was provided with a list of professionals
in the local geographic arca who were willing to work with sexually
abused children, offenders, or tamily members of abused children.
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Not surprisingly, case managers tended to choose other workers
from their own agency or those whose work they were very familiar
with, rather than reach out to treatment providers who were less
well-known to them. After treatment providers had been selected
for a case, the case manager was responsitle for coordinating
the treatment by communicating regularly with those providing
the treatment services and arranging consultation mectings as
needed.

In their capacity as connectors between CFS protection workers
and the treatment teams, case managers were responsible for com-
municating with CFS regarding a family’s progress in treatment.
This was especially crucial in cases where the children had been
apprehended and CFS faced a decision regarding the advisability
of returning the children to their homes.

The case manager was responsible for formulating a treatment
plan in consultation with the CFS abuse investigator and the service
coordinator. Decisions as to which members of the family required
individual, group, or dyadic therapy were made and assignment to
appropriate therapists took place. At times the case manager took
responsibility for the provision of some aspect of the therapy. Once
therapists had been secured, the treatment proceeded, with the case
manager serving as the central coordinator of the ongoing treatment
to each family member.

The case manager’s involvement in the process of treatment is
more fully considered in the next chapter.

Problems in case manager coordination of treatment services

Although the position of case manager was an essential aspect of
coordinated services, it was actually the least widely understood as-
pect of the project. This became evident in exit interviews with
participating service delivery staff. Many expressed a lack of clarity
about the role and lines of accountability for case managers. While
treatment providers did not wish their clinical work constrained,
most would have welcomed more aggressive coordination ot the
overall treatment process. Much of the  onfusion seemed to be
linked to a lack of dlarity regarding issucs of professional account-
ability and practice supervision. The service coordinator telt some
reluctance to become involved in directing the activities of the case
managers in case they viewed this as an attempt to assume ‘ther-
apeaty control” ob the case
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It was clear that for the case manager system to work effectively,
there must be coordination of the process by someone a step above
the case manager administratively. ldeally this would be a major
role played by the service coordinator. Case managers as a group
would have benefitted from regularly scheduled meetings with the
service coordinator. As one participant stated, ‘Case management
only works if you're accountable to someone and if someone will
nudge you if you're not deing your job. Nobody seemed to be clearly
responsible for the management of the case managers.’

o A second area of difficulty was the conflict between the case man-
ager and the CFS protection workers. There is a need to keep a
clear differentiation of duties and tasks, with open communication
between those responsible for protection and those responsible for
treatment. The case manager’s role is to coordinate treatment, not
to assure protection, the protection worker’s role is to ensure a
child’s safety, not to oversee treatment. Protection workers often
expressed frustration that case managers did not hold enough meet-
ings with them and that collaborative plans were not always es-
tablished, creating a vacuum that the protection worker felt obli-
gated to fill. This likely occurred as a direct result of the service
coordinator’s lack of persistence in making case managers more re-
sponsible for the overall coordination of services for each of their
Cases.

A third area ot concern was the case manager’s difficulty in con-
ceptualizing a complete treatment plan that considered the needs
of all members of the family. There was a general tendency to focus
concern on one family sub-system or person. For example, if case
managers were working intensely with the non-otfending parents
and victims, they might neglect the needs of the other children in
the family or the offender. While some case managers did maintain
their ‘meta-perspective’ or clinical overview of the whole family sys-
tem, others drifted towards attending to only a sub-system, thereby
making ultimate reconstitutive family work that much more difficult
to achieve. Again, supervision of each case manager’s plans, with
increased and routine accountability to the service coordinator, may
have alleviated this concern.

Cluldand Famadv services as the Hide ot Treabment

The child welfare agency played a central role in the development
and implementation of this coordinated service approach tor the
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investigation and treatment of child sexual abuse. Child and Family
Services of Central Manitoba was the sponsoring agency in the
test area and played an important part in promoting coordinated
services in the local community, among professional groups and
at provincial departmental levels. The pivotal position of service
coordinator was filled by the supervisor of the child and family serv-
ices team in the test area. Many of the case managers who served
project families were child and family services employees.

This approach is in marked contrast to other, proposed models
for treatment for child sexual abuse. These models advocate the
creation of a specialized treatment resource, separate from the pro-
tection agency, which would provide therapeutic services to the fam-
ilies (e.g., Giaretto 1982; Larson & Maddock 1986). We, however,
felt it strategic to employ CFS agencies as the central hub of the
community services, for several reasons. First, the rural context set
tight parameters on the availability of resources specifically for the
treatment of sexually abused children, the perpetrators of the vi-
olence, and the family members of victims. Sparse local treatment
resources needed to be employed in a thoughtful, efficient manner
to maximize their benefits. Although the CFS agency in a rural
area is not often the sole provider of treatment services to children
and their family members, rural communities most often associate
them with services to abused children. Further, they clearly hold
the mandate for protection of children, and must be directly involved
in any decision relating to the safety and well-being of children
in the community they serve. As well, the CFS has credibility as
coordinator of special community services for children, because it
is generally viewed in rural communities as the agency responsible
for taking care of children. For these reasons it was important to
ensure that those with child welfare authority plaved an active role
in our coordinated service model.

We will now carefully examine the practical and political viability
of using Child and Family Services as the central hub of a
community-based child sexual abuse treatment system. Advantages
and disadvantages of such a model will be considered.

Child and Family Services as a treatment resource

The central issues that arise with regard to utilizing o protection
agency as a treatment resource are twofold: (D whether one agency
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can meet both protection and therapeutic needs of the family; and
(2) whether one worker can function, at different times and with
different families from the same rural community, as both inves-
tigative worker and therapist,

Child and Family Services of Central Manitoba had used a spe-
cialized model of service delivery previously, in the carly 1980s. This
model was unique in the Province of Manitoba in that the agency
had already tailored its broad child welfare mandate to include spe-
cialized jobs with distinct responsibilities: child abuse investigator
(a role that dealt with abuse and protection issues in the broadest
sense); family services treatment worker (family counsellors in the
broadest sense); foster home coordinator, single-parent  and
permanent-ward worker; and adoption worker. Thus, within this
particular agency, social workers could not, as a matter of service
policy, simultaneously occupy both statutory and therapeutic roles.
Along with this functional specialization, the agency interpreted its
mandate under child welfare legislation as including both protection
and treatment. Service responsibilitics were taken very seriously
in both realms.

The agency’s impetus to move from generic to specialized social
work arose out of a number of fundamental considerations. In the
early 1980s a large number of agency personnel began to become
interested in the ‘family systems perspective,” especially a~ it per-
tained to seriously abusive and neglectful families. The agency es-
tablished family-systems practice as a priority in training for its
workers. At the same time, there was a general recognition within
the agency that there were large numbers of seriously disturbed
families in the community that were not receiving counselling serv-
ices from other agencies because they were considered the respon-
sibility of the child welfare agency. These were the families normally
regarded as “difficult to engage” or “involuntary,” and who usually
came to the attentien of the local human service network because
they were subject to statutory child protection orders.

Having accepted the role of therapist as clearly delineated within
child welfare legislation, and recogmzing the dearth of counselling
services available to such families, the agency described its workers
as either abuse investigators or family treatment staff. In other
words, a worker could not be both simultaneously. Workers dis.
covered very quickly that they could not investigate a family and
implement a protection order one week and the next week intorm
the same tamilv that they would be functioning as neutral, non
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judgmental therapists. Such ‘role gymnastics’ were complicated
enough for professional social workers to maintain, and they were
impossible when dealing with chaotic families under severe stress.
The abuse assessment undertaken by a child welfare investigator
began to be regarded as a first and strategic step in intervening
with families who would not normally avail themselves of therapy.
The next step after a legal - investigatory involvement, was to assign
the case to a more ‘neutral’ family worker who focused on the overall
well-being of the family rather than solely on child protection issues.

In contrast to this point of view, some professionals take the po-
sition that it is possible, even preferable, to combine the social con-
trol and treatment roles or have one worker involved with the family
throughout the investigation and treatment process. They cite two
basic advantages: (1) the family is not required to relate their story
over and over again to different professionals; (2) having one worker
can make case planning and the delivery of services more consistent
{Carroll 1978; Meddin & Hansen 1985). Some social workers view
treatment as beginning with the investigation phase, and argue that
it is at this crisis point that positive change in family functioning
can be most effectively pursued.

While there is controversy in the literature about separating abuse
investigation and treatment roles, the child protection agency in our
test area had previously committed itself to separate specialized so-
cial work roles. This was consistent with the coordinated treatment
approach we followed, which is based on a clear division between
the two service roles (i.e., that it is unwise and perhaps impossible
for one person to be both the agent of social control and the treat-
ment provider).

Larson and Maddock (1989) argue that it is important to differ-
entiate the duties of ‘enforcers” and ‘healers’ in the provision of child
sexual abuse services. Bedford (1983) would agree that there is often
conflict between the responsibilities of a therapist and those of a
statutory worker. The general belief behind this argument is that
the expectations of a protection worker’s role are in direct contlict
to those of a therapist. Such conflict is seen as intertering with
the ability of the worker to establish a trusting, therapeutic rela-
tionship with the family, thus hampering its ability to make positive
changes Further, Berliner (1988) argues that investigative interview-
ing and therapeutic interviewing are twoe distinctly different skills
Helter and Schmidt (19761 suggest that highly specialized roles need




Q

E

PAFulToxt Provided by ERIC

RIC

Community Coordination 55

to be maintained in child abuse services; tor example, that one pro-
fessional provides crisis services while another works with a family
in long-term treatment.

In designing this project we knew that the role of the protection
agency would be fundamental to its overall positive outcome, and
we considered ourselves fortunate to be working with an agency
where specialization ensured clearly differentiated roles. We did
think it possible for the same professionals to provide different kinds
of services to different families, but only as long as there was ab-
solute clarity about the boundaries of each. It was our premise that
treatment services have a legitimate place within a child welfare set-
ting. While we wanted to see this treatment base expanded to other
agencies in the area, we viewed Child and Family Services as the
appropriate human service agency to act as the ‘traffic cop’ or central
coordinator, thereby serving as the hub of the service system that
would respond to situations of child sexual abuse.

Advantages of Child and Family Services as the hub of treatment

Many advantages emerged from the above-mentioned strategy.
Child welfare agencies in rural Canadian communities are mandated
to provide both protection and treatment for families in which chil-
dren are deemed to be at risk for neglect and abuse. Therefore,
there is little resistance, from both administration and line workers
in the child welfare agency, to giving priority to families in which
an allegation of sexual abuse has been made. (Such resistance is
more common in agencies that hold no such mandate.)

All disclosures of child sexual abuse must, by law, be reported
to a child and family services agency in Manitoba. In some families
the evidence ot abuse is clear and the tamily can be directed into
treatment, through either criminal or family court. There are, how-
ever, many cases where the evidence of abuse is undear. For ex-
ample, a victim may recant his or her story, or victims may be too
young tor their evidence to be accepted in court. In many of these
instances the child welfare protection workers have a strong sense
that something has occurred, but are unable to attain sufficient ev-
idence to proceed to court. Through their etforts with some families,
treatment is initiated with family members even though the case
is not proceeding to trial. Through their access to family court,
child welfare personnel can bring to bear on behalt of children some
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functional ‘judicial leverage’ that is not as readily available to those
working in other human service settings.

When the service coordinator’s position (the position at the centre
of the hub and the ultimate overseer of the functioning of the entire
service system) is held by a supervisor of the child welfare unit
involved in providing investigative and treatment services, many ad-
vantages for overall community coordination are created. By the
very nature of his child welfare position, the service coordinator
in our project had knowledge of every case that came to the attention
of the CFS agency. He had close, regular contact with the child
welfare protection workers and was involved in case planning right
from the beginning. Someone with experience in child and family
services is also well suited to be a service coordinator in a coor-
dinated services system, because he or she already understands both
the protective and treatment issues involved in child sexual abuse.
In overseeing the service delivery pattern in response to child sexual
abuse, it is important to understand the roles of the various pro-
fessional groups and to promote understanding between the service
sectors. Professionals who have never been involved in the inves-
tigative side of this kind of abuse often cannot fully understand
the key service elements inherent in the abuse investigator’s role.

When investigative and treatment workers are employed by the
same agency, chances for coordination and communication are en-
hanced. The workers frequently share office space and meet reg-
ularly at team meetings, agency meetings at a central office, or for
routine agency aclivities. All workers are exposed to the same train-
ir.g opportunities (e.g., Child and Family Services of Central Man-
itcba arranged regular consultations with a senior clinician and a
tamily therapist from a nearby city). They were thus more likely
to hold a shared treatment ideology and to experience fewer conflicts
in case management. There was also significantly less chance of
investigative workers undermining therapeutic interventions (Woo-
dard & Woodard 1983) because all investigative workers in this proj-
ect had received basic training in family-focused social work practice
and were clear about their own service roles in such situations.

During the course of the project, communication among the
workers from the participating CFS agency steadily increased as
protection and treatment efforts were better synchronized. It was
clear that this internal, within-agency communication was more in-
tense than it had been in the past (prior to implementation of the
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coordinated model) and was occurring more frequently than was
the case with workers in the comparison CFS agency. Over the
time period of the project, we observed that staff turnover was lower
and staff morale higher in the child welfare team participating in
the test area than they were in the comparison area team. We hy-
pothesize that the more positive staff circumstances in the child
welfare agency in the test area were directly related to the increased
levels of collaborative team functionirg in that agency. These ob-
servations are consistent with the research of Fryer et al. (1988),
who surveyed child protection units across the United States. Their
findings showed more positive attitudes towards work when staff
could work as members of a team. Peer support provided by fellow
workers was found to reduce levels of job stress. When the rural
child welfare agency is centrally involved in coordinated investigative
and treatment services for sexually abused children, it does seem
to have immediate advantages. Workplace stress is reduced and staff
morale, particularly for child welfare investigative workers, is
heightened.

Disadvantages of Child and Family Services as the hub of treatment

While placing child welfare services at the hub of coordinated com-
munity services had many advantages, there were also clear dis-
advantages to this arrangement. Some child welfare workers found
it difficult to maintain ‘therapeutic neutrality’ (i.e., a non-judgmental
and non-punitive perspective in the process of healing). While child
welfare workers providing clinical treatment services were aware
that their overriding mandate was to protect children, this awareness
did interfere sometimes with their ability to function effectively as
therapists for a family. This is not surprising. Workers in a child
welfare agency are continually confronted with extreme cases of
abuse. They, probably more than anyone else in society, see on a
daily basis the emotional injury that abuse wreaks on children. They,
as representatives of the agency that may become the guardian of
the abused children, must deal with the extreme difficulties these
children face as they strive to overcome a history of abuse. The
question arises as to whether ‘therapeutic neutrality’ is the best po-
sition to take i1 such situations. Too many times, professionals who
do not experience the initial trauma of an abused child tend to min-
imize the seriousness of the effects on the child. On the other hand,
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a child or parent dealing with a CFS worker may feel restricted
and unsafe, concerned that everything they say may be used to as-
sure protection of the children; that is, that what they disclose to
a child welfare worker may lead ultimately to removal of that child
from the family.

As we have stated, a basic tenet of this project was to clearly
separate protection and treatment roles. Having the CFS agency as
the hub of treatment could turn into a disadvantage. For example,
the frequent communication between the CFS protection worker
and the CFS family service treatment worker occasionally resulted
in blurred service boundaries. At times it influenced assigned treat-
ment workers and weakened their resolve to maintain the clinical
stance of therapeutic neutrality. Frequent supervision, ongoing con-
sultation, and education can address these difficulties when child
welfare workers are aware of this central issue. A rule was made
and enforced in the coordinated services approach that child welfare
investigators should not talk about their investigatory activities with
for even within earshot of) an assigned case therapist.

Although there were advantages, there were also inherent dif-
ficulties created by having a supervisor from the child welfare
agency function as the service coordinator as well. The major flaw
was the blurriry of the duties of CFS supervisor and service coor-
dinator. In particular, CFS workers were sometimes unclear as to
the specitic service capacity in which the service coordinator was
functioning. For example, the service coordinator might attend a
case management meeting as the supervisor of the CFS agency in
order to present and support the child and family services’ view
of the protection issues involved with a particular family. This role
compromised his ability to be regarded as an independent coordi-
nator of treatment across all agencies. As one worker stated, ‘It's
hard to tigure out what he is and what hat he's wearing. Is he o
colleague? supervisor? project worker?

A fundamental problem with the role of service coordimator as
it emerged in this project was the lack of tormal authority to deal
with dedisions made by different agendies involved in each abuse
ca~e. In developing an effective coordinated approach it is important
that each participating agency feel a sense of ownership i the pro-
cess. However, in this case, tormal lines .1 authonity within the
coordinated services system pedded te Lo more formally delineated
Treatment providers necded to be dearby accountable to a case man
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ager, and case managers needed to be clearly accountable to a service
coordinator.

Having one agency (in this case the CFS agency) serve as the
hub ot treatment did seem to lessen the feelings of ownership in
workers from other community agencies. This became very clear
in exit interviews in which several workers from other community
agencies said they felt this project was largely a child welfare
venture.

A retrospective view

In retrospect we believe that the advantages of having the CFS
agency serve as the hub of treatment outweighed the disadvantages.,
We would recommend maintaining this basic element in the coor-
dinated service model with a clear separation of protection and treat-
ment roles. We would however, recommend against having a senior
CFS staff person function as the service coordinator within therr wsual
scope of duties for the reasons elaborated on earlier. This position could
be seconded from child welfare or mental health departments, or
another allied human service agency, but would be best oty fonded
by the departments of family services, health, and justice. This
would ensure the creation of an independent coordinator ot the
local service network who was not solely ‘owned’ by, or who had
their major service commitment with, any one community agency.
Helfer and Schmidt (1976) argue that a person in a pivotal roie
such as that of service coordinator should net be an expert in the
field ot child abuse but should be identified as a facilitator and coor.
dinator. They expressed the view that, ‘It she s seen 2. a child-
abuse-and-neylect expert by the community, she may lose her ability
to coordinate and become a threat to some agencies or individuals’
tp. 2491 Our experience in rural communities would challenge this
view. We tound that it was vital for the coordinator to apprediate
all aspedts of investigetion and treatment, so that intormed advice
and questioning could ensure the complex responses that are nes
essary in child sexual abuse services, It is true that having a central
coordinator ot services with child welfare aftiliations will threaten
or challenge some agenaes and service providers: The ssue then
becomes: How does one proceed to deal wath, and positively resolve
and prevent, the occasional surfacing of these professional discom
forts or tivalres In the maintenaace of ettechive and coordimated
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community service systems, the need to deal with power issues be-
tween professionals is just as critical as it is within families in which
incest has occurred.

The Coordinated Community Service Model: An Overview

Our intent has been to identify and highlight essential service com-
ponents of a coordinated service model to respond to child sexual
abuse in rural communities. This approach involves the drawing
together of local agencies in a shared, collaborauve planning process
that is based on the premise that cocrdinated services must be im-
plemented, monitored, and maintained by line-level service provid-
ers. These are the key actors in such integrated systems. Further,
commitment needs to be developed at the senior administration level
of each ot the participating agencies, be it child welfare, mental
health, or police. These administrators can sanction and supjort
the efforts of their line staff, or they can sabotage interagency ac-
tivities through the tightening of resources or the limiting of staff
participation (e.g., through maintaining too-large case-loads or pro-
hibiting the travel necessary to attend collaborative community plan-
ning meetings).

At a higher political level, it is also important to secure suppost
from the provincial government to ensure that interdepartmental
bridging is created which facilitates key policy elements. Such ele-
ments would include investigatory guidelines that require interdis-
ciplinary assessments or that identify child sexual abuse as a service
priority that warrants departmental attention (e.g., that child sexual
abuse is a legitimate mental health issue that deserves the involve-
ment of the Department of Health, or that it is a high-priority crim-
inal justice issue that should be given special attention by crown
attorneys in the Department of Justice). The design of a coordinated
treatment system needs political support most profoundly at the
rrass roots of local communities. However, this support also must
be developed at various points of authority - from the local rural
community all the way up to senior departmental levels in
government.

At the local community ool it seems clear that three funda-
mental components need to be created for a coordinated -ervice
system: a community treatment committee, a service coordinator,
and case managers. First, a community treatment committee needs
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to be formally structured to provide a forum for community service
planning by participating agencies. It is within the scope of the com-
munity treatment committee to provide opportunities to share and
understand differing professional ideologies with regard to the han-
dling of child sexual abuse situations. It functions as a vehicle for
formal case reviews and for the evolution of a service system in
which community professionals understand how patterns of collab-
orative investigation and treatment can best be maintained in their
local area. It is a useful structure for the provision of training and
supervision in areas in which there is heightened local need.

It is vital in a coordinated system to have one person identified
as the local traffic cop for all identified cases of child sexual abuse.
This person is the service coordinator, who has formal responsibility
for seeing that there is a planned and smoothly functioning bridge
between those who do the investigative work and those who can
provide tre stment services, The service coordinator ensures that the
community treatment committee meets regularly to maintain inter-
agency communication and service collaboration. The service (oor-
dinator assigns a case manager for cach case of child sexual abuse
and monitors the work of each case manager.

Although practice supervision for individual treatment workers
is provided by their home agency according to its standards and
protocols, the case manager must monitor each case to be sure cach
treatment provider is meeting his or her commitments within a sys-
tematic treatment strategy. This means that all abused children have
comprehensive treatment plans involving them and their family
members, and that treatment is delivered in a thoughttul, sequendiai
manner that is appropriate to the circumstances of each case of child
sexual assault.

Each treatment plan is developed by balanding what 1 case requires
with the resources that can be secured in the home community.
in our experience, this called for local caregivers to try to meet
high priority needs with very limited resources. [t then led to the
creation of new Jocal resources such as group treatment tor both
victims and juvenile perpetrators in order to maximize what were
slim treatment resources in the rural commur tes.

Much responsibility tor the mamntenance of o coblaborative ap.
proach during the treatment phase rests in the hands ot individual
case managers. This can be both o strength and a weakness in the
coordinated model T2 strenyth s that cach case has someone who




02 Design and Implementation of Services

is responsible for tracking the progress of the case and ensuring
that services are being provided according to a systemic treatment
plan. Its weakness lies in the level of commitment and energy of
each case manager and his or her willingness to provide service
in the best interest of the client.

Interdisciplinary boundaries can be most sensitive when decisions
are made regarding service delivery. It was during the treatment
phase that it was most important to maintain high interdisciplinary
congruence with regard to a shared ideology of treatment. Because
most treatment providers shared a ‘family systems view' concerning
intervention, collaborative case planning was more readily achieved.
Because most treatment providers appreciated the need for sequen-
tial and multi-modal therapies (e, individual counselling, group
sessions, dyadic interventions, and family therapy!, there were few
professional skirmishes over treatment plans. The challenge scemed
to be not so much the putting together of a shared strategy of in-
tervention as finding the basic clinical resources necessary to ade-
quately help abused children and their family members.

It is important to recognize that the coordinated model will in-
herently mean periods of heightened anxiety and stress in profes-
sionals as the system is being created and implemented. The col-
laborative approach can bring immediate benefits to individual
professionals working in rural locales. Rural professionals value the
emotional and practical support such shared work can bring from
their peers. They appreciate the potential professional growth of-
fered by close collaboration with other caregivers. However, there
is heightened stress associated with the close scrutiny of others,
Being responsible to others who function outside of one’s home
agency tor the work one does, and for the guality of one’s pro-
tessional practice, can be frightening. It seems as well that workers
in the child sexual abuse service area frequently have unrealistic
expectations regarding the ability of families to ¢hange, or in the
speed in which change will come. When a tamily fails to change,
workers may feel ‘exposed, inadequate and angry’ (Fletcher 1982,

When planning and building such coordinated service svstems,
one needs to anticipate times of high professional anxiety and reac-
tivity. The commumty treatment committee is a vital aspect ot the
model in this regard, because it gives participants a structured el
ting in which they van voice their concerns, attitudes, and
perceptione
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Each community will have its own unique mix of professional
resources, agency structures, and socio-cultural realities. We have
acknowledged that one cannot devise a blueprint for coordinated
services in response to child sexual abuse that will meet every com-
munity’s needs. We have attempted, however, to ofter key strategic
elements in this chapter that could serve to guide individualized
planning efforts in each unique community setting.
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Early Crisis Intervention in Child
Sexual Abuse Services

A disclosure of child sexual abuse often triggers a complex response,
within and outside the boundaries of a family in which incest has
occured. The disclosure will pull human-service agencies, respon-
sible for the protection of children and the maintenance of law and
order in the community, directly into the life of the family. Many
human service sectors, spanring child welfare, police, medical care,
and mental health, claim some jurisdiction in the field of child sexual
abuse. Child welfare agencies and police are directed by government
legislation to investigate any allegation of assault on a child. Ofien
treatment services that could ameliorate the trauma associated with
such abuse are delayed pending confirmation that the allegation is
substantiated. Because of the complexity of such situations, the in
vestigative process can be lengthy, confusing, and extremely difficult
for victims and their families.

Professionals involved in different aspects of the investigation can
work at cross purposes, with ditferent priorities and perspectives
on the situation. Child welfare personnel ofe mandated to ensure
the physical satety and psychological well being ot the child, Police
are mandated to investigate vioiations of the law and to ensure that
adequate evidence is collected to meet the needs of the criminal
nistice svstem. These ditterent mandates can create a poweriul in-
trusion into the lives of children and their tamilies wher difterent
protessionals inquire ina repetitive, seemingly unicoordinated
manner. Qutsiders asking questions are seen to invade the life of
the tamily. For victims there may be multele werrogations that
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can weaken their resolve to provide evidence of abuse and make
them feel more vulnerable as family tension increases. For some
children the trauma associated with the investigative process can
be more acute than the trauma associated with the sexual abuse
{(Schultz 1973). In incestuous situations, victims want the abuse to
stop but many do not want to lose their family as they know it
as the ultimate price of sexual safety.

A situation in which there is an allegation of intrafamilial abuse
or assault by a trusted adult in the life of a child, such as a babysitter
or family friend, represents a serious crisis that unbalances and
threatens the stability of a family. In most cultures and communities
child sexual abuse is a shame-laden act that depends on the dom-
ination and silence of victims. When the silence is not maintained
and the secret is disclosed, a range of family responses con occur.
Family members may not believe the victim because of the serious
ramifications of the situation. At times the alieged perpetrator is
protected for fear of the disintegration of the family. It is a situation
that chailenges the boundaries of family loyalty and forces difficult
choices in terms of family alliances and emotional bonds (Gelinas
1983),

Unfortunately, most victims and their non-offending parents are
left in a state of legal limbo while the investigative process is con-
ducted. Often mental health treatment is withheld pending the dis-
position of the investigation. If litigation seems imminent, many par-
ents will protect their legal position and what they see as their
family’s best interests by curtailing or entirely avoiding discussion
of the abuse with human service professionals attempting to provide
services. In the short term, too few children and their families re-
ceive counselling or help with key intimate relationships in their
life, to help them cope with the social and psychological consequen-
ces of the disclosure of sexual abuse.

We have previously identified two fundamental family crises trig-
gered by disclosure of sexual assault on a child. The first is the
challenge to the stability of interpersonal relationships within the
family and the part played by the abuse in altering these relation-
ships. Fundamental here is the message that parents in this family
1o not protect their children, thus creating a situation where the
children have become vulnerable to “attack trauma’ from within the
family and cannot feel safe. This is a crisis based on an internal
threat to tamily stability. The second (risis is based on an external
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threat to the continued existence of the family’s current structure
and composition. Here, the intrusion of what are often seen as hos-
tile outsiders, who have the potential to change the tamily by re-
moving one or more of its members, create ‘institutional trauma.’
Both crises can be toxic to the family. How family members cope
with them can have a profound effect on the future well-being of
the victim, the alleged perpetrator, and all other members of the
family.

There are several aspects of traditional crisis intervention theory
(Caplan 19e64; Rapoport 1962} that are highly salient to the circum-
stances of child victims and their families. Crisis intervention theory
informs us that focused and immediate services are needed to assist
victims of crisis situations. It is understood that people in crisis
are often more psychologically open to outside help in resolving
toxic circumstances that seem beyond their control (Golan 1978;
Brockopp 1973). Unfortunately, in many child sexual abuse situ-
ations, the prolonged investigative period can result in a protracted
state of ‘institutional trauma,” in which victims may be related to
as tamily scapegoats or cast aside as family members recorl from
the tension and confusion they associate with professionals disrupt-

ing the stability and security of their family. Many families totally
close themselves to the outside world, becoming "emotional for-
tresses.” This circumstance makes it particularly hard tor mental
health practitioners to reach those families to provide the long-ierm
treatment that is frequently required in cases of child sexual abuse.

Non-offending Parents as Primary Recipients of Crisis Services

The non-oftending parent can play a pivatal role as the ‘gatekeeper’
ot the tamily. Non-offending parent in this instance refers to a
mother or father who is seen by investigators as not being actively
imvolved in the sexual abuse or having colluded in its secrecy. In
nstances  of intratamilial sexual abuse, the majority of non.
offending parents are mothers. When a child is sexually assaulted,
by a family member or by another trusted adult, the mother often
holds the key position in the recovery process both for the victin
and for the tamily as o whole. Affective support, espedially from
a parent, serves to buffer o child against life stress (Rutter 1975,
However, the disclosure of coxual abuse is different from other tam
iy crises Here the mother = otten asked to resolve immediately
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any contlict she may feel between obligations she holds for the vic-
tim and obligations she holds for the alleged perpetrator, be it her
husband or son (Gelinas 1983; James & Nasjleti 1083).

Responses by mothers to disclosures of incestuous assaults on
their children are complex and diverse. They range from being sup-
portive to denying the abuse, and can involve collusion, knowledge
without action, or total lack of awareness. The important point is
that, in situations where mothers have not actively participated or
condoned the sexual abuse, they simply cannot be held responsible
for the act itself. Whatever their reason for not attending to warning
signs in the family, if indeed such signs existed, they will be under
a great deal of stre.s at the time of the disclosure. In incest-related
(risis situations, a mother is expected to act quickly and dedisively
to ensure that her child does not endure turther harm. At a time
when her own sodial, psychological, and economic stability may be
at risk, she needs to respond to a highly complex and emaotionally
charged event that will have profound long-term implications for
the victim’s well-being, for her future relationship with the alleged
perpetrator, and for the long-term survival of her famiily. At the
time of disclosure, victims of child sexual abuse need o great deal
from family members, particularly from a non-offending parent,
They need to be believed, to trust that they will not be abandoned,
and tu be assured that they will be protected trom turther exploi-
tation and abuse. They need to know that they are not responsible
for the crisis in the famuly, This is a great deal to expect from a
parent who is i a state of crisis herselt,

Many tactors will come into play in a mother's response to the
sexual victimization of one or more ot her children. Byverly (1083)
sugpests that non-ottending mothers are otten dealing with many
other personal and social ditticulties, such as low self-esteem and
isulation trom sodial networks, which impede their ability to help
victimized children. If the mother is herselt a victim of sexual abuse,
then her own unresolved issues may limit her emotional support
to her victimized child. In such situations, it 1= mportant to help
the mother begin to deal with her own history ot trauma In the
shart term, this needs to happen to the extent that the mother can
begin to recagnize the realities of her Child’s victimization without
projecting her own anresolved issues into her child's situation Fven
when a mother swho was blind to the mcest act- expeditiously to
protect her victimized dhild, <she wall mvarably teel she has tailed
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as a parent. She will believe she has failed to give her victimized
child the protection she should have been providing.

Some childien find that, when they break the silence and disclose
the secret of their sexual molestation, they are disbelieved by their
mother, the person they may most depend upon to end the abuse.
Such negative parental reactions to the Jdisclosure heighten the
trauma for the child. If the mother disbelieves or blames the child,
the victim’s problems of self-blame and guilt are further com-
pounded by feelings of betrayal and rejection. Recent studies have
confirmed that lack of maternal support following a disclosure of
incest is associated with higher psychopathology in the child
(Everson, Hunter, Runyon, Edelsohn, & Coulter 1989; Adams-
Tucker, C. 19821,

To protect the victim trom long-term deleterious effects of sexual
abuse and to reduce the potential of the family recoiling from in-
stitutional trauma, immediate short-term crisis services should be
routinely available for non-offending parents in situations of in-
trafamilial child sexual abuse (Rivera 1988). 1t is our experience that
these services can reduce psychological distress in non-offending
parents, prepare the family to be more open to long-term mental
health services, and help the family to be less reactive to the in-
truding investigative and judicial processes,

Implementation of the Parent Support Service

A special crisis service was created to help bridge the investigative
procedures and treatment services required when disclosures of in-
trafamilial and trusted-third-party abuse were received by chili, wel-
tare authorities. Consistent with the definition of intrafamilia! abuse
emploved in the overall project, this type ot abuse was defiaed for
the Parent Support Service as induding sexual assaults by members
ot the nudear family ie.g., sibling, tather) or extended family (e.g.,
undle, cousing, as well as those identitied as a trusted third partics,
such as babysitters, teachers, or dergy

The Parent Sapport Service essentially emploved an “independ
ent” counsellor, the parent support worker (PSW), who was not
directly responaible either ta the police or to child welfare author
ties. This role was seen as that of o mental health counsellor, and
two of the three PSWs in our project were on the staff of com
munity mental health agenaes A primary objective of the service




Early Crisis Intervention 00

was to assist family members, in particular non-otfending parents,
to cope with the immediate crisis events that challenged the stability
of the family unit. As quickly as possible after a disclosure of child
sexual abuse, an appointment was made to do individual counselling
with the non-offending parent - most often the mother. In cases
of sibling incest, assault by trusted third parties or extended family
members, both mothers and fathers were offered service. On av-
erage, parents were seen on a weekly basis for siv to eight sessions,
This chapter offers a review of the most salient practice themes
that emerged from the Parent Support Service,!

Key Practice Elements

The tirst duties of a PSIW were to establish an atmosphere of trust
with each non-ottending parent, to strengthen the immediate psy-
chological and sodial coping resources of non-otfending parents, to
ensure satety and support for victims in their homes, and to ta-
cilitate functional family adjustment to the circumstances assodiated
with the disdosure of ¢hild sexual abuse. In the short term, the
service was meant to ease the level of situational stress on non:

otfending family members and reduce turther sexual, physical, or
psychological victimization of the abused children. The following
are key practice elements identitied as being most salient in the pro-
cess ot service delivery.

Parvesits subiectrve Intorprctabon o tine Disc oo Cras

The worker has to deternnne immediately whether the mother and
tamily are truly “in crisis. It <o, he or she must determine which
factors are perceived as threatening, which are not being 1esolved,
and which are maintaining the crisis state A thorough exploration
i~ required at the anset concerning what non-oftending parents per-
cenve as the most threatening elements ot the discdosure situation
T'his analysis usually provides intormation about the parents” cog
nitions relating to the child abuse, their ooy respanses and re

M vienette cncthes chaptor ane deveo troan the pontoe o Teacy bedoros e
Clon Vausban foncsowho seoved as paront support ssorkors whibe complesing
the MISWY devrecs Baoey Trate o ded proomasy e craon o both
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sources, and the specific stressors that challenge their personal well-
being and the well-being of the victim ind other family members.
The following case study exemplifies this practice issue:

Mrs Anderson’s thirteen-year-old daughter disdosed that while
visiting her tather (separated trom the tamily) she was sesually
abused by him, and had been tor o number of years. John, Mrs
Anderson’s common-law husband of three years, talked with the
PSW about the stress that the previous two weeks (since the disdo-
sure) had brought to his relationship with Mrs Anderson: "We are
no longer talking about things, and when we do talk it is all about
the abuse. [ feel like 'm shutting down. Fam finding ways to keep
mvselt busy so Fwon't have to talk about it. [ teel like [ can forget
about it momentarily while I'm at work but otten feel overwhelmed
by the burden of coming home”

The PSW heiped lohn see his reaction as similar to that of many
people when shocking things happen in their lives, ‘Initially, they
feel they can talk or think about nothing else, and the shocking
event becomes all absorbing. The tendency to avoid talking about
it, or situations which remind them about it, is a natural one.” The
worker also helped Mrs Anderson and her partner discuss what the
abuse had meant emotionally to each of them, and what it meant to
the ongoing drcumstances in the lite ot their family. She encour-
aged them to try and go on with their lives for now, and to trust
that things would improve with time. She acknowledged that there
was a risk ot believing that this disrupted home situation was the
way things were going to be “tor the rest of your life.' She helped
them talk to one another about how some things will change, and
how some things will need to be changed, as a result of the daugh
ter's disclosure ot sexual ebuse.

For some tamilies, the sexual abuse imoand of itselt does not rep
resent a crisis event i their lives, Then crisis state is more largely
tied to mstitutional trauma: that s, to the intrusion of the outside
world threatening to break the famulv apart, through the appre
hension ot children or the incarceration of the perpetrator Consider

the tollowinyg case:

While mecting with the PSW, mother expressed a great deal ot
anper toward the investigative ~odial worker trom the child weltare
apency Despite the mother's willingness te ollow the agenoy toap
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prehend her daughter temporarily, she was disturbed by its abrupt
handling of the situation and felt her status as guardian had been
undermined. The agency had taken her daughter away from the
hospital immediately following a medical examination without in-
forming her, and she was unaware of her child’s whereabouts or
emotional state. All of this had occurred though the father, the al-
leged perpetrator, no longer resided in the home and the daughter’s
safety was not threatened there. The mother also felt the agency
blamed her for the abuse that had been perpetrated by her hus-
band. When she asked the social worker from the child welfare
agency why he thought her daughter didn’t tell her about the
abuse, he reportedly responded, ‘Perhaps you were not very close
to vour daughter.’

Attempting to gather information trom the child weltare worker,
her daughter’s physician, and a mental health consultant who had
been involved, the mother made numerous telephone enquiries,
most of which were not returned. When these professionals did re-
spond, the information given was vague, leaving the mother teeling
blamed, distrusted, and misunderstood. She also felt that the pro-
fessionals perceived her inquiries as intrusive rather than as a sign
of the genuine caring of a mother for her daughter.

The PSW attempted to validate this mother’s anger. She ac-
knowledged that feelings of being blamed and self-blame are tied to
some of the most ditficult emotions mothers in these situations
have to deal with. She also acknowledged that incest often invelves
preat secrecy, making it difficult sometimes for mothers to know
such behaviour is going on in their own families. She comforted
the mother by assuring her that outsiders often do not understand
the power of this secrecy, and that they tend to blame the mother
for allowing the abuse to happen. In this instance the PSW could
tell the mother that she accepted the truth of her story, that <he
had been unaware ot the abuse and shocked by what had happened.
She then helped the mother consider alternative wavs to deal with
the protessionals involved in her daughter’s dite, She encouraged
her to continue to exerdise her right to ~eek information trom the
community aszendies in order to remain an active, supportive parent
to her daughter

Manv parents will need asastance i plannimy; how best to deal
with the professionale who require intormation trom them, then
vichmized child, and the alleged perpetrator Once such mtormation
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has been gathered, these professionals will often withhold intor-
mation as to what is happening during the course of the mves-
tigation and what is likely to happen if the allegation is substantiated.
The PSW can assist parents to gain intormation from police and
trom child protection workers. This will reduce the parents” stress
and teelings of vulnerability that stem from not knowing what is
being deaided about their children and tamilies by those i
authority.

In most instances, the sexual assault and the institutional response
to the assault will weave together to upset the fragile stability of
the tamily in which incest has occurred. However, any immediate
(risis intervention treatment needs to be anchored in the dient's
subjective interpretation of what constitutes o threat to her well-
being and the stability and satety ot the tamily.

Letblisiomens of the Roleaond Paorpose ot B Pavent suppard Worker

A tirst dinical challenyze tor a DS is to talo o stance of Judgment
neutrality,” which means in this context that support workers should
communicate on initial contact that they are not in a position to
judge whether or not the alleged assault occurred, because they
are not in a position to gather evidence or determine guilt. This
Judgment neutrality” is complementary to the family therapy tech-
nique of ‘multilateradity” in treating intratamilial child sexual abuse
(Gelinas 19800 Multilaterality refers to the actions taken by the
therapist to ensure that all family members, induding the perpe-
trator of the abuse, feel their interests are recognized and that they
will be given a tair hearing in the process of family therapy. Judgment
neutrality reters to the preliminary stance taken by a PSW not to
be aligned with the investigative agendies. However, the PSW should
be clear m expressing the comviction that child sexual abuse s wrong,
and should not be condoned under any arcumstance

Iy our expenence b aas important to tell the parents that any
mtormation that related to additional discoveries o1 suspicions ot
il ouse would be reported to the authornies Apart trom such
arcumstances, the tamilies were assured that whatever was dis
cussed would temam contidential unless the parents gave their writ
ten permisaien for the release ot intormation In particular, the PSIV
assured the patents that ~he would not act as a conduit ot into
mation for wvestipative child veeltare personnel or the police The
PSW then had to walk a mddle road between the parent< and the
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human service agencies involved. [t was important that the support
wurker was seen by all involved parties as an independent actor
who was not aligned, as part of the investigative process, on the
side of the parents or on the side of the community agencies.

As our project proceeded, the parent support workers clearly and
directly indicated that they were not an agent of the pulice or the
child welfare agency who were doing ‘the investigative job they had
to do.” It was important for the PSWs to emphasize that their pri-
mary function was to counsel and assist the non-offending parent.
It was important to state to parents who claimed that the allegation
of child sexual abuse was false that, even if the allegation of child
sexual abuse was not true, the family was in crisis because of the
disclesure. It was also acknowledged that any family would be upset
by these powerful arcumstances. The worker otfered to be a re-
source to help the non-offending parent decide what to do to sta-
bilize her tamily and plan for the future well-being of her children
given the reality that a disclosure of sexual abuse had been made
This indication of service parameters was a relief to most parents
and a welcome aid. Most did not have anyone in their life who
would be there just {or them during this time of crisis.

Assessone e Vickim Parent Relatinsivep: Tssurs of Beliet and Blame
) !

In the followimg example, an carly assessment was completed by
the PSW as 1o the pareat’s knowledge regarding the alleged abuse
Central to this was the importance ot determining whether the par-
ent believed the victim's allegations,

Mrs Brown initially stated she did not believe her daughter Sandy's
disclosure that her husband had sexually assaulted Sandy. The
muther said she believed her daughter was lying because she was
angry with ‘house rules” Further, she said Sandy had a "bruise on
her brain’ ra reference to an acdidental injury that took place when
Sandy was eight years oldy that was the cause of her tendency to
tell lies

Instead of divectly contronting Mrs Brown's assertions, the PSIA
emphasized that her concern at this pomt was not whether the
abuse did ot did not oceur, Rather <he was concerned about what it
was Hike for Mrs Brown to be hving ina situation in which her
doughter had made ~uch allesations against her husband Thi=




PAFulToxt Provided by ERIC

74 Design and Implementation of Services

itially circumvented the struggle over proving the allegation and
created an opportunity for Mrs Brown to talk about her feelings of
confusion and her fears for her family. She went on to describe the
symptoms of depression she was experiencing and her feeling that
she was ‘caught in the middle’ between her daughter and her hus-
band. Later, she wa: open to the suggestion by the PSW that it was
important to consider what it would mean if Sandy had not lied
about the sexual assault. The support worker suggested that sexual
abuse was not something children tended to lie about. Mrs Brown
explored with the worker what she could do to support her daugh-
ter (while not abandoning her husband), if she accepted the idea
that her daurhter was telling the truth.

Even if the allegation of sexual abuse is accepted by non offending
family members, it is important to assess if the victim is being
blamed in any way for the crisis triggered by the disclosure. Children
need to know that their mother will protect them and that the incest
is not seen as their fault (Sgroi & Dana 1982). A basic task for
the support worker is the exploration of the pareni’s interpretation
of what has occurred and what meaning this event has in the life
of the family. It is essential that the victim does not serve as the
tocus of family anger, and that parents apprecate that it is not fair
to hold children responsible for the decisions and actions of adults.

Mobilizing the Povent as a Positive MMental Health Resource to the Vichiom

In most instances it is vital to assist the parent to appreciate what
disclosure means to a child, and the hild's need to be supported
and to know that mother is “their triend in the tamily.” At times
non-ottending parents are ashamed that their victimized childrer,
did not tell them about the abuse immediately and directly, o the
following case attests:

Mrs Anderson wondere §why her daughter Mary had told o
teacher at schoal that <he had been sexually abused, instead ot
coming to her. She fe't invalidated by her daughter and blamed by
the school The PSW discussed how ditficult it is for children to tell
anyone about such abuse. She acknowledged that for come children
itis especilly ditficalt to tell ther mothers, because then mothers

{ >
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are the most significant person in their lives. She suggested that it
was because Mary depended on her mother so much that it made it
risky for Mary to tell her.

Children often fear being blamed, misunderstood, or rejected by
their mothers, who may be the only people on whom they most
depend. Some children understand their mother’s loyalty (or in some
cases anger) towards the person who abused them, and thus may
feel uncertain how she might react when told about the abuse (Gel-
inas 1936). The mother should be assisted in every way possible
to show empathy for the victim’s distress and to be a strong emo-
tional resource to her victimized child. This often means educating
the mother directiv as to how to respond to her child’s questions
or needs, sensitizing her to her child's behavioral reactions to the
abuse situation, and helping her devise a thoughtful safety plan
for each victim in the fanuly and for any other child at risk. In
the case of Mary it was important for the PSW to act as o role
model for the mother. Together they prepased answers to the child's
pressing questions and planned specitic actions to improve the home
si uation.

Many parents of sexually abused children have heen sexually
abused during their own childhoods (Faller 19839 [n cases such
as the one following, mothers were assisted to contain, tocus, and
begin to resolve their own emotional responses te the disclosure
of sexual abu-e,

Durmg an interview with Mres Martin, the PSW explored the inter-
penerational pattern ot abuse that appeared to exist in her tamuly
Although Mrs Martin had initially contended that she had not beer
abused by her father or her brother, it was disclosed that both had
sexually tondled her on numerous occasions Mes Martin had not
initially defined these incigents as abuse because they did not 'in-
volve intercourse. which was her understanding of what const
tuted sexaal abuse Through the use of family genograms, the 'S
tacilitated Mrs Martin's understanding ot her own victimuzation,
mcreased her sensitivity to her own mother’s history o sexual
abuse, and pently explored how her brother might have learned
sexuvally assaultive behaviours The worker assicted Mes Martin to
dELess lnm: term troatment i relation to her own vichimization,
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and explored practical ways that she could provide care for herself
(e.g., writing a journal, accepting the support ot close friends) in
coping with her family difficulties.

Parents who have been victims themselves will often require ex-
tensive therapy to come to terms with what happened to them in
the past, and to begin to understand how their own victimization
has atfected their relationship with their partner and children. in
our project, parent support workers needed to target thel. efforts,
during the short time period they had with parents, on detoxifying
the parent’s past personal experiences. In parti alar, workers had
to concentrate on how the parents own victimization was blocking
their availability as positive, supportive resources for their children.
However, only modest steps can be taken m this regard during crisis
intervention work following disclosure.

Moving Bevond Indivvtieal Cownselling with Larents

The PSW can ve of greater assistance af clinical treatment is e-
tended beyond contact solely with the non-oftending parent to in-
clude conjoint work with the parent and victim. Because of the lim-
ited time interval framing this crisis work, it is difficult to provide
services that are more widely familv-focused. In most cases, short-
term crisis counselling will only involve those that are identified
as non-offenders and who are in a parental role with the abused
child. Clearly no work should be done that brings the victim and
perpetrator together wit' out significant preparetory work with
both, as well as clear anderstanding that a meeting will not serve
to turther abuse the victim.

We concur with the assertion ot Sgror and Dana (19825 that in-
dividual therapy with mothers of incest victims is a necessary pre-
cursor to involvement i other modalities of therapy. However, it
the mother and victim can be <een early after the disclosure in con
omt seswions, cineal treatment can be more powerful. Such -
tervention, when timed appropriately, creates an opportunity ton
tervene directly in the fransactions between parent and child. This
can serve to join the victim and the non-otfending parent more
coselv in a <hared understandimg: of the arcumstances of the abu-e,
and to enhance their positive mutual connectedness 1o each othes
through this time of strese and imsecurity
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Mrs Trent talked with the worker about concerns that her nine-
year-old son John, who had been sexually abused by his father,
acted ‘as though he were full of evil’ and had temper tantrums that
‘threw him completely out of control.” The PSW suggested that
John's behaviour could be scen as his way ot sending a message to
Lis mother that he was in pairand was ‘crying for help.” These
ideas made sense to Mrs Trent. She admitted that it was difficult
for her to talk with ker son because ‘it meant ¢ new way of relating
for the two of them ' The PSW and the mother reflected together
on some of the issues that John might be struggling with and dis-
cussed what might e said to help John talk about his feelings. The
PSW theo arranged a series of joint sessions involving the worker,
the mother and the son. The wuorker's intent in the beginning was
to support the mother and son as they became more comfortable
talking to each other about their feelings. The sexual abuse was
not addressed until the mother felt that this ‘new way of relating’
had begun and that it was emotionally safe, for her and for her son,
to address this painful event in their lives.

Incestuous behaviour triggers distress across a family system, It
is an issue for every member of the family. In situations invoiving
intratamilial child sexual abuse, it is important not to ignore the
needs of siblings or other extended-family members who may carry
confusion and guilt consequent to such a disclosure,

In discussing her three-vear-old daughter’s sexual abuse, Mrs
Pavis stated that she did not want her eight-vear-old son to kinow
about the abuse because she feared it might lead to incest She said
her son had been asking questions bout why the police had been
in the home and what had happened v his sister. The PSW sug-
pested to Mrs Davis that incest was dependent on secrecy and that
one way to prevent it might be to encourage open communication
between family members. She also tatked about what might be
done to teach children directly about thesr rights to persanal pry
vacr Thev both arreed that when children are fett to wonder about
events in their family, what is imagined is often worse than the
reality Mrs Davis came to apprediate that telling her son about
abuse mught help alleviate come of b tears about the situation
The FSW modeled wavs of discussing the <exual abuse with an
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eight-year-old boy and helped the mother plan her own way to dis-
cuss this painful issue with her son,

Siblings often have a range of conflicting feelings in response
to the sexual abuse of a brother or sister. Whatever teelings siblings
have about the abuse, even if they differ trom those - other family
members, they should be given an opportunity to express them:

Janet Wilson is a single parent of three children: Rob tage 131, Ja-
nine Gage 11, and David (age 3). Janine recently disclosed that she
had been sexually abused by her mother’s brother, ‘Uncle Don’
The assaults, which included fondling of Janine’s breasts and vag-
ina, had taken place while Janet was away from the home for ex-
tended periods of time. Apparently these incidents had been occur-
ring over the past several years. In discussions with the PSW, Mrs
Wilson expressed concerns thot her eldest son's behaviour had be-
come very volatile since Janme's disclosure, and that she was uncer-
tain how to deal with his angry outbursts. The PSW discussed
these issues in the context of how ditticult it was for siblings and
how older brothers may blame themselves for not having protected
their younger sisters. The workoer also discussed with Mrs Wilson
what it would be like to ask her son directly whether or net his
uncle had sexually assaulted him. They talked about how Janet
might give all the children opportunities to talk about their teelings
redadng to lamire's disclosure

Modiatr o be Rel oy Botweon S Faondu aeid B ool fnsoronmont

Sevaal abuse ot a child can Heave members ot the tamily teeling,
teartul and vulierable even when the perpetrator is a trusted persoa
who s not a member ot the immediate household The tollowing
exemphities the work that must be done to asaist parents with ney h-
bourhood er community 1ssues:

Mroand Mrs Johnson live in a smail rural commumty A newhbour,
Fouise, had been babvatting the Tohnson' tour vear old daughter
Sara, smee Sarg was siv monihs old The previous summer, Mis
Johnson began hearing tre = other parents that Sara bad been en
paing in advanced sex play with boys her own age A bew onths
later, while <itting on her tather's lap, Sara asked her tather to

\s ¢
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‘touch her bum.” Mr and Mrs Johnson questioned their daughter
about who was touching her bum. Sara became very upset and dis-
closed that Louise’s seventeen-year-old son had been licking her
privates” and making her lick and suck his penis. In her contact
with the PSW, Mrs Johnson described having gone through an ini-
tial period ot rage and repulsion towards men, which made it ditfi-
cult for her to function at work where she had ongoing contact
with the public. She also acknowledged feeling increasingly fearful
for the safety of her daughter and her own personal safety as well,
Because the police were contacted, she feared reprisals from the
babysitter’s son and family. Mr Johnson described himself as being
preoccupied with the situation and having difficulty concentrating
at work. He was also afraid of ‘losing control over his anger’ if he
were to come in contact with the alleged perpetrator. Both parents
telt stigmatized in their social relations outside of the family.

With the PSW advising and supporting them, the parents began
dealing with their crisis immediately following the disclosure. They
withdrew their daughter trom Louise’s care. Both parents estab-
Jished contact with authorities, which included the police and the
local child welfare agency, and facilitated a medical examination of
their daughter. They secured individual and group treatmens tor
their daughter and enrolled themselves in a support group for par-
ents of victimized children. They discussed with the PSW how they
might utilize the intormal social support that was available to them
from their family and close triends. The PSW explored various op-
tions to ensure their own and their daughter’s safety. The worker
also emphasized how both parents, by believing, supporting, and
protecting their daughter, bad taken the first and most important
steps in helping her to heal.

Parents otten tear that their victimized childven will be turther
victimized by the over-reactior ot other people in therr neighbour-
hood and community, a reactior *'ac might ctigmatize therr child
and turther shame the tamilv. As the tollowing example indicates,
the PSIW Can encourage parents to plan tor local reaction and min.
imize the impact this nught have on theri child and tamily

The Sulhivans telt that the impact of the abuse had 3 detrimental
cttect on b mulyv, and they described her as dimpey and hoving: tan
trum- more than usual Mo Sulhvan descnbed how her daughter
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had told some children at school about the incident. She worried
that her daughter would be teased and possibly ostracized by the
other children. Mr and Mrs Sullivan wondered how to deal with
this, and how to go about ‘street-proofing’ Emily and their other
two children. The PSW and the Sullivans discussed how the topic
might be raised with Emily so that she would learn that even
though she did not do anything wrang, there were some things
that should be talked about only with family and close friends. The
worker suggested it was important for Emily and the other children
to express their feelings, and showed the parents how to facilitate
this process in the family. Further, the worker offered the parents
relevant print materials to help them initiate a dialogue with their
children regarding safety.

Many non-offending parents will experience high levels of emo-
tional stress as they anticipate the nepative reaction of extended-
family members and friends following the disclosure of child sexual
abuse. In our experience, families seen for crisis counselling fol-
lowing a disclosure tended to be socially isolated, with sparse sociai-

support networks. These families often appeared enmeshed. and
corresponded to the description of Larson and Madduock (1986) as
‘losed, highly autonomous’ family units with an over-dependence
on family members for social support. When these parents identified
friends they could turn to for informal social support, it was found
that these friendship networks were frequently limited in size and
only offered a narrow range of support. Some parents indiscrim-
inately told friends and family members about the disclosure. Others
chose not to tell anyore vutside the immediate family. Both of these
general respon s seemed to heighten rather than ameliorate the
stress.

Many parents want to tell a close friend or confidante about in-
adents ot child abuse but are unsure of how to do it or what re-
sponse it will trigger. However, the PSW can assist in the thoughtt |
release ot intormation and tadlitate o planned approach to securing
intormal sodial support, as we see here

Nme-vear-old Cathy was adopted shortly atter birth by Lor, o o
ple mother with a sinteen vear-old son. Steven, € athy '« step.
brother Cathy disclosed to L orn that Steven had been sexually
abusing her over an extended period ot time T orr herselt had a bis
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tory of sexual abuse in her own tamily (she resided ina rural com-
munity that is geographically distant from members of her tamily).
She was inclined to cope by withdrawing from her friends and as-
sociates at work in an attempt to deal with her problems "behind
closed doors.” Sty {eared jeopardizing her role as a professional in
the community.

The PSW and Lori retlected topether about the aircumstances
and costs of Lori’s withdrawal into social isolation. They talked
about the exhaustion Lori was experiencing in looking atter all the
household chores, child care efforts (including the maintenance (1 a
sefety plan for Cathyt and, as well, meeting her protessional duties
in her workplave, Lori made the decision to share her story with
one close friend whom she felt would be sensitive to the family's
situation. Discussion ensued as to how she would tell her friend.
As well, possible reactions by her triend were antidipated and a
plan created to respond to these possible reactions. In a later inter-
view, Lori was pleased to report that she had spoken with her
triend, who had responded in a caring, positive manner. Lori re-
quested help with several tasks and chores that were beginning to

feel insurmountable. She telt relieved to be able to tell her story to
someone cther than a professional helper. She found that telling
one close friend helped her feel less isolated, less vulnerable, and
more hopetul. She telt she had taken important steps 1w develop a
closer, more long-lasting triendship, something she had alwavs
wished tor”

Conclucions

In wdeal crrcumstances, treatment tor children and thea taondies
would be mitiated immedrately tollowmy a disclosure o intratanihal
child sexual ebuse. Even it the allegation ot abus<e is unsubstantiated
It is a troubling situation and a signal that all = not well in the
[ite o the tamily In most instances, there will be some delay in
the mitiation ot any treatment services tor the victim or other tanuly
members Inorural locales there can be o prolonged delav caused
by an investigative process slowed by travel dstances and himited
child weltare and police resources burther, in rural communities
treatrrient resoutces that are immediately avilable tor cheld victime
and thewr tam vy members are sarce These =ervice restrictions can
result in prolonged investgations and delaved treatment
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It is important to conceptualize incest as an ecological issue. Lar-
son and Maddock (1986) propose that incest be understood as a
reflection of ‘boundary disturbances’ at four key levels in a family
ecosystem: at the boundaries (1) between the family and its social
environment, (2) that mark generations of family members, (3) that
frame interpersonal  relationships  between individual family
members and (4) that permeate the intrapsychic elements within
cach family member. A crisis service that seeks to stabilize family
functioning in situations of intrafamilial child sexual abuse must
address signs of distress that emerge trom each of these levels within
the family ecosystem

Short-term crisis (nunwllm;, services offered immediately follow-
ing the disclosure of intrafamilial child sexual abuse ¢ can be of high
utility to non-offending parents. Therapeutic interventions offered
in such parent support services are closely consistent with tradi-
tional crisis intervention theory. lames and Nasjleti (1983) identify
this as a "disclosure-panic’ phase of treatment that sets the ground
tur more extensive, longer-term clinical work with victims and their
families. Within this phase of treatment two fundamental crises are
seen as requiring focused attention: attack trauma and institutional
trauma.

First, the deleterious attack trauma  directly associated with the
sexual violation of a child - requires careful intervention. From this
perspective, it is important to ensure that children are safe from
further attack, that they are not held responsible or blamed f.
the assault, and that their non-offending parents can serve as a
positive mental-kealth resource to them. Consistent with Faller’s
assessment (1988) of a maternal caretaker’s characteristics, PSWs
need to assess a mother’s emotional and financial dependence on
the perpetrator, her capacity to be loving and nurturing towards
her children, and the extent to which she can physically and emo-
tionally protect her children. It is thus important to be able to build
a strong relationship with the parents quickly, which will engender
their hope and trust in the PSW. In this regard, it o important
that the PSW not ascume child advocacy or investigative respon
sibihties directly, but remain focused on the needs ot the non-
otfending pavent.

Second, it s necessary to amehorate the deleterious eftects ot
mstitutional trauma, perpetrated by the intrusion of profesaonals
into the hite ot the tamily In the eves of many mvestizative workers,
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a mother’s ability to be emotionally supportive to her child reflects
her ability to ensure the child’s physical safety. Everson, Hunter,
Runyon, Edelschn, and Coulter (1989) found that when social serv-
ice providers judge the mother to be unsupportive, the child is more
likely to be placed outside the home, the child will more likely have
to testify in court, and the child will display greater behaviourial
problems. They went on to warn that some mothers are caught
in the dilemma of chousing between their adult male partner and
their child. If a mother perceives she is blamed in some way for
the assault, this may lead her to align with her more powertul male
partner.

Dietz and Craft (1980; found that most social workers believe
that mothers are as responsible for incest as the perpetrating fathers.
The clinical literature on the subject of child sexual abuse has been
ripe with mother-blaming (Elbow & Mayfield 1991). It seems that
professionals have underplayed the devastating emotional turmoil
that most parents experience after a disclosure of sexual abuse and
the forces that push non-offending parents into confusion and dis-
belief (Everson et al. 1989; Byerly 1985). There are clinicians who
eschew use of the term 'non-offending,” believing all parents must
carry responsibility for creating the incest situation. Given this bias
in the treatment litercture, it is no wonder that practitioners in this
field have held a cynical view of the mother’s role in the intrafamilial
sexual assault of a child.

Whilce it is important to acknowledge that mothers should be held
accountable, thaugh not solely responsible, for family structure and
transactional processes (Gelinas 198e), this does not mean they
should be blamed or seen as being collusive in all instances of in-
trafamilial child sexual abuse. Clearly, any work that can be done
to clarify the relationship between investigative agencies and non-
offending parents, and that can help a mother feel more secure
that she will receive fair treatment from investigators, will be ot
important benefit to the mother and ultimately to the sexually
atused chld
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Coordinating Family-Focused
Treatment Services

Therapeutic issues, when providing treatment in situations of Child
sexvual abuse, are complex and ditficult to resolve. A range of treat-
ment modalities is otten required in these comples and serious «ir-
cumstances (Furmss 1991 Sproi 1982, Thorman 1983 Trepper &
Barrett, 19801 Therapy is usually provided by several ditferent ther-
apists, tor family members who have ditferent degrees of involve-
ment. Because of the complexity of the treatment process, this chap-
ter will focus more narrowly on the treatment phase of community
coordination and will highlight some of the keyv strategic decisions
that are requited in the provision ot tamily tocused treatment tor
meest

The Therapy Process

A~ ndicated o the previous chapter, a case manager was asspgned
toeach case by the service coordmator to spediticallv coordimate
treatment activities soon atter an ivestigation ot intratamihal chald
~extal abuse began The case manager was responable tor tormu-
Lating: o treatment plan in consultation with the CFS abuse inves
hpator and the service coordinator In creatimg this plan the case
manager considered o nomber o kev guestions indodiog the rea
tion ot the non ottending parent and siblings, potential legal out
comes, the nature ot the oftense, and the relationship of the v
to the ottender From thee mtormation. the case maraver weuld
By o form o tentatine o hinwal I thesis about the tunctional

[
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meaning of incest within the family system. This hypothesis would
tacilitate the development of an initial treatment plan for a com-
prehensive and sequential intervention with the family. Deasions
as to which members of the family required individual, group, or
dvadic therapy were made and reterrals to apprepriate therapists
took place. The tollowing example? describes how the process
worked:

A nme-vear-old girl, Anne, disclosed sexual abuse by her
seventeen-year-old brother, Keith The investigation indicated that
Anne had been tondled on a frequent basis and there had been oc-
casmional vaginal penetration by Keith over a period of three vears.
Anne was able to describe the abuse in detail. Her brother ac-
knowledged his guilt when contronted with the evidence. The
mother was appalled to hear ot the abuse and acted immediately to
protect her daughter. She described her own history of intrafamilial
sexual abuse and stated she had tried to raise her son 'in a way such
that this would never happen again in ber tamily " She telt intense
anger and teelings ot betrayal

The CFS investigative workers telt confident that the mother
would be able to protect Anne. Both childiven were left in the home
with the understanding that all tamily members would receive
treatment. Charges were laid against Keith and he was dires ted,
through o court order, to participate in treatment. A parent support
worker was assigned to the mother and worked with her ona
number ot issues Theseanduded constructing a satety plan to pre-
vent further abuse, helping her deal with her guilt at not beinyg able
to protect Anne and her anger towards her <on, building supportive
triendship< and extended tannly networls that would help her
through the crisis, and dealing with communmity and extended tam
iV reaction to the abuse disdlosure

A case manager, assizned almost immediately atter the disclo
cure, started work g with Keth dunmg: the time the mother was
~ceing the parent support waorker In reviewimyg the needs ot the
tamily member- the case manayer deaded that both Keth and
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Anne were in need of individual and group therapy. He made a re-
ferral to a therapist for Anne and maintained close contact with the
therapist throughout the course of the therapy. The case manager
conducted individual therapy with Keith and also co-led a group tor
juvenile offenders in which Keith was involved. The focus of this
therapy was on (1) encouraging Keith to develop a greater under-
standing of how his behaviour had affected his sister, and how im-
portant it was to assume full responsibility for the abuse; (21 ob-
taining a detailed sexual history and discussing the abuse episodes;
and (3) providing appropriate education regarding healthy sexuality.
The case manager monitoring Keith's progress felt he was pre pared
for an ‘apology session’™ with Anne when he was able to show sig-
nificant empathy for her and understood which factors had led to
the assault

Meanwhile, Anne’s therapist worked with her on many issues,
such as alleviating the shame she telt regarding the abuse, suggest-
ing ways for Anne to protect herself from future abuse. building a
sense of power and assertiveness, and helping her understand
healthy sexuality. A group therapy experience was helpful for Anne
because it gave her an opportunity to share her experience with
others and to realize she was not alone in sutfering sexual assault
in the family.

After the mother stopped seeing the parent support worker the
Case Manager met with the mother on several occasions, continuing
to work on the themes previously identitied as significant to her
role as a parent.

Because all members of the family were making progres. in ther-
apy, the case manager arranged for an apology session it which
Keith apologized to Anne and his mother, assumed responsibility
tor the abuse, and pledieed that 1t would not happen again. Dyadic
and conjoint family meetings were then held, tocusing on rature
relationships amony fanuly members, how to prevent recurrence of
abuse, and building o ~tronger, healthier <ibling relation<hip

With thi< tanuly the case ol and management  system
werkbed well The case neoacs weorhed toge her wath probation
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services and the parent support worker to design a treatment plan
that would best meet the needs of each member ot the family. Fre-
quent contact between the case manager and other involved ther-
apists insured that each was aware of the progress the other
members ot the family were making, and that the therapists were
working, with and not against each other. The case manager was
required to maintain contact with the therapist on a regular basis
in order to evaluate the progress of each family member. Such con-
tacts also provided an opportunity for the therapists to work as
a team, brainstorm, set strategy, and provide peer supervision. De-
pending on the information gathered in these consultation meetings,
a case manager might abandon an hypothesis, adjust 1 or develop
whole new interventions to test a new hypothesis. The intormation
provided in these meetings served as a basis for decisions regarding
the ongoing course of therapy.

In some cases, especially with ‘resistant’ families, struggles arose
setween the child protection agency and the case manager regarding
what treatment was in the best interests of the child. This became
a concern primarily when the children had been apprehended, and

when treatment providers disagreed as to the advisability of return-
ing them home. In these cases, it became clear that the statutory
agency needed to establish both control and limit-setting at the in-
itiation of treatment. Woodard and Woodard (1983) have been critical
ot child protection agencies who break up families ostensibly to pro-
tect children, but who do not provide definitions of what “successful
therapy” would look like. They Lupgest:

Any contract tor famuly therapy should be mon dearly ~tated

The therapist, must negotiate job descriphions fot o sort <o that who's
responsible tor what s dlear The ageacy must be encouraged to state
speahaally the kinds ot changes that are expected <o that ater Jde
e onsare not ettt to the whims or teelings ot the case worker i
vohved Negotiating clear goals tor treatment brom the agenoy s den
trcal and as dittioult as negotiat- oy woth the famcly po 230

Ina amudar manner, Sgror (19820 otates that it s ot the utmost
importance to tormulate a treatment plan tor incestuons tamihes
that 1~ speatic with regard to behavioral expedtations She ctate-
that the tamilv's problems must be defimed ac dearly as posable
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and that treatment monitoring and intervention should always be
done in the vverall context of the treatment plan and include clinical
indicators of behavioural change.

The following goals for change were created by child protection
staff participating in the coordinated community service system
These were to serve as examples of items that could be tailored
to family circumstances in which father - daughter incest was the
presenting problem and in which family reconstitution was the goal.
Again, we should state that treatment contracts and specific indi-
cators of behavioural change will vary according to situational or
contextual differences in families. We should also state that changes
in the legal status of chitdren should not be solely dependent on
the completion of all aspects of treatment or the achievement of
all the goals contained in a treatment contract. Negotiations between
the protection agency, the clients, and the clients’ therapists should
always be welcomed as long as the spirit and intent of the contract
is respected.

The following are some specific factors that indicate when treat-
ment had been successful, and when important changes have oc-
curred in a familv with father-daughter incest:

The Perpetrator

Perpetrators give full disclosure and acknowledgment of re-
sponsibility, (This is a fundamental requirement.) Rehabilitated
perpetrators in therapy come to be brutally honest about their
sexual transgressions and can talk about their past without em-
barrassment. In fact, they will often reveal sexual offenses in
exvess of what the ot victim disclosed (Ellis 19003,

Where therapy is successful, perpetrators are very aware of the
impact their assaults have had on the child victims and they
can talk about what it means tor the children now and in their
future lite. They understand the critical importance of taking
full responsibility for their actions ond not blaming the victims
for the sexual abuse. As part of this acceptance ot responsibility,
they recognize that their behaviour has broken a bond ot trust
and seriously undermined their role as fathers.
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Perpetrators show awareness of societal influences on how sex-
uality and power are expressed and they are cognizant of the
exploitive and deleterious effects of pornography.

Pernetrators can talk about experiences of their own childhood
ur early adolescent sexual socialization that conditioned them
to sexually offend against their own children. This includes
a basic understanding of their family of origin with respect
to healthy and unhealthy family sexuality, the influence of gen-
der on individual behaviour, role modelling of gender, role mod-
elling of fatherly and motherly roles, how their family fits
within their social and cultural community. All are important
aspects of what perpetrators must understand. They will be
able to “surface,” or bring to consciousness, episodes of abuse
and repressed pain regarding their experiences of victimization
and perpetration.

The perpetrator understands his wife and is aware of key

themes in her own family experience. He is able to talk with
her about her parents and their modelling of father - mother
roles. He can speak with her about any similar experiences she
may have had in her family of origin and what it has meant
to her. He can speak with her about unresolved issues she may
have with her parents and siblings. He can help her talk about
issues she may be hesitant to talk about.

The perpetrator understands the complex familial stresses that
have contributed to his offending pattern in his family of pro-
creation. He also understands his relationship with his wife
and the problems in their marital relationship. He comes -0
understand how his family of origin has influenced him ana
how these historical patterns come into play in his fanily of
procreation. He understands how his past life experiince set
the stage for the abandonment of his role as a father. He also
comes to understand the relationship between himself and his
abused and non-abused children. He understands the relation-
ship between the non-otfending parent and the victim and non-
victims
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The perpetrator understands his sexual offending pattern and
recognizes the cues that start the pattern. Thriugh treatment,
and his own emerging thoughtfulness, the parpetrator has a
plan developed to block the offending pattern and he imple-
ments such a plan upon recognition of the cues.

Non-Offending Parent

The non-offending parent accepts the victim's allegations, and
desires to protect the child - two prerequisites to further treat-
ment. The mother does not hold the victim accountable for
the molestation (Server 1982) but directs appropriate emotion
and accountability toward the perpetrator. The nen-offending
parent is willing to hear all the details of the victimization and
its trequen-y and duration. She needs to be able to confront
the father, to disagree with him, to act despite his objections,
and to intercede on behalt of the children (Faller 1988). She
is motivated not only to protect her children but to work to-
wards change in the family that will ensure their satety and
protection.

The non-otfending parent is keenly awore of the impact the
assaults have had on the victim and can talk about what it may
mean for the child now and in her tuture life. She understands
the importance of supporting the child as an innocent victim
and recognizes her own pussible failures in her parenting du-
ties. She deals openly with her own feelings ot guilt and be-
traval regarding the sesual abuse.

The non-oftending parent is aware of key elements in her hus-
band’s own childhood and the early experiences that have con-
tributed to his behaviour. She is able 1o talk with him about
his parents and their modelling of tather  mother roles. She
has an understanding ot his family of origin’s view of human
sexuality and gender roles. The non-offending parent encour-
ages her partner’s exploration and expression of the repressed
details of his own victimization, as well as his perpetration of
sexualabuse. She can pursue a discussion ot these matters even
when her partner finds it ditticult to talk about them.
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The non-offending parent has a clear understanding of her own
family of origin. She understands what her parents and the
wider community milieux taught her about family sexuality and
the influence of gender on individual behaviour. This includes
an awareness of the differences in the modelling of mother
and father roles and how her family dynamics fit into larger
social and cultural expectations. She is able to talk about any
experiences she may have had as a victim and how these ex-
periences influenced her life.

The non-offending parent understands the complex familial
stresses that play a part in the creation of the incest dynamic.
This understanding includes struggling with current marital
problems, sexual or otherwise. She accepts the notion that her
family of origin makes up the better part of herself and that
this ‘self’ formed a ‘fit" with her offending partner. She is able
to talk about experiences of victimization that may have in-
hibited her functioning as a wife and mother. She is able to
understand her relationship with the victim and any of her chil-
dren who were not direct victims of abuse. She understands
the relationships between the offender and his victim, and be-
tween the offender and the children he did not victimize
directly.

The non-offending parent understands her husband’s expla-
nation of his offending pattern and recognizes the cues that
start the pattern. Through treatment and in dialogue with her
partner the non-offending spouse understands what part, if
any, she can play in helping her husband overcome his inap-
propriate sexual predilections.

Victim

The victim has progressed through therapy to a point where
she has abandoned all feelings of responsibility for the abuse.
(This responsibility varies according to the cognitive and de-
velopmental stages of the child. For example, school-age chil-
dren are less likelv than preschoolers to internalize feelings of
responsibility for the perpetrator’s actions. At the same time,
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preschoolers continue to express a strong affective investment
in both parents.) In cases where the incest has caused family
breakup through the loss of one or more of its members, the
victim understands that the breakup was precipitated by the
actions of the parent and through no fault of her own. The
child has learned through therapy that the eventual reunifi-
cation of the family will be decided by the mandated agency.

Where therapy is successful, the victim can articulate the con-
sequences of the sexual abuse on herself as a person. Friedrich
(1990) suggests that there will be a range in the degree of
trauma the victim experiences. Many children understand at
some level, commensurate with their age, the loss of their child-
hood through sexua! exploitation. The victim can express her
sense of betrayal, powerlessness, and loss of faith in her parents.
Many children experience generic behavioural disorders as a
consequence of having been sexually abused within their fam-
ilies. These behaviours, running from mild to serious, include
pseudo-maturity, self-injurious or otherwise destructive behav-
iours, psychosomatic problems, psycho-sexual disorders, and
clinical depression. The victim, through successful therapy, will
be helped to recognize that these behaviours stem directly from
the incestuous contact and are not derived solely from her own
intra-psychic pathology or ‘personal craziness.’

When developmentally appropriate, the victim can articulate the
differences between her family and a family where sexual abuse
would not occur. She understands the diffcrences between
healthy and unhealthy family sexuality, apyropriate and inap-
propriate mother/father roles, and gender differences.

When the victim remains in the family, she has a well developed
safety plan. This plan include. how she will relate to the of-
fender and what she will do it the offender initiates a sexual
contact. The plan also includes a trusted adult that she will
immediately disclose to at the first sign of untoward sexual
behaviour on the part of the offender. Future family therapy
sessions can deal with the implications of such a plan for the
whole family, especially as it impacts upon restoration of the
parental hierarchy and more normal family functionig.

Q

ERIC

PAFullToxt Provided by ERIC




Coordinating Family-Focused Treatment 93
Non-Victimized Children in the Family

Siblings of the victim who have not apparently been abused have
been referred to as undetected victims (Cohen 1983). With respect
to abusive patterning in a family, non-victimized siblings of a victim
must be an important focus in any therapeutic intervention, as the
following factors indicate.

Siblings of victimized children within incestuous families typ-
ically align with the parental dyad upon disclosure and project
the blame and responsibility for disrupting the family on to
the victim. With successtul treatment, siblings acknowledge
that incest has occurred within the family and understand that
the responsibility for it lies with the offender.

Siblings express empathy and support for the victim. In ad-
dition, they acknowledge their conflicting loyalties. They ex-
press their own sense ot confusion, sadness, and betrayal, but
not in the guise of blaming the victim,

Siblings understand the family patterns that contributed to the
incest. Appropriate to their age, they recognize differences in
gender roles, power differentials, and hierarchies. They also un-
derstand when such structural aspects of their family are not
satisfactory,

Siblings need to have open discussion of and a resolution (o
the feelings of jealousy, resentment, and exclusion that often
oceur in incestuous tamilies. For instance, they need to ac-
knowledge feelings such as anger at not having been the fa-
voured child, On the other hand, some siblings may have felt
tremendous fear that thev were potential victims and, as a re.
sult, unconsdiously colluded with the offender.

Dealing with individual experiences of siblings s important because
it is issues such as these, remaining unresolved, which mav set the
stage tor the transmission of incest to suuvvdmg generations,

In their recent report ot indicators that professionals apply to
decisions regarding family reunification after treatment for incest,
Kinder Matthews, Ravimaker, and Spelts 110010 identify o <et ol
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behavioural preconditions that correspond closely to those we have
identified as appropriate to expect from perpetrators, non-offending
parents, victims, and other children in the family. They add an ad-
ditional set of preconditions for family reunification (over and above
the adequate completion of family therapy) that relate to the family
system as a whole. These include the ability to discuss the sexual
abuse openly and together, an understanding of potentially risky
situations and family protection plans, and family involvement in
a social support system that prevents social isolation (p. 149),

In the coordinated treatment system the drafting of a ‘treatment
contract’” became a routine procedure with families that were re-
sistant to initiating therapy. Such a contract was also found to be
usetul in situations that involved child apprehension or had the po-
tential to require child apprehension. The primary purpose of these
tormal treatment contracts (which required parent signatures to ac-
knowledge understanding of and agreement with the terms) was
to maintain clarity as to what behaviours the child welfare agency
needed to observe to know that a child’s safety could be protected.
These treatment contracts identified specific therapeutic goals con-
cerned with the prevention of further abuse and the restoration
of stable family functioning. In addition, they described in some
detail what a family needed to learn betore it could begin to accept
responsibility for its own satisfactory functioning without long-term
dependence on supporting agencies. Within the parameters of these
contracts parents were free to chose their own therapists or could
elect to have the agency secure therapists for them. The contracts
were helpful also in a number of other ways. They were specific
as to what needed to happen next, and what clients could do to
regain their independence from professional intrusion.

It became clear over time in our project that it was the respon-
sibility of the child pro ction personnel not only to suggest what
clements of treatment were required but also to provide clear guid-
ance concerning what needed to change before they felt it was safe
to return apprehended children. To this end, investigative workers
beg... * v identity detailed indicators of change suitable tor each par-
ticular tamily. They would then convene meetings with family
members and their therapists to specity areas of treatment they telt
needed to be addressed.

This whole process established the protection agency as altimately
responsible tor the satety and protection ot the children in the tam
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ily. It established theranists outside the protection agency as respon-
sible for therapy and for providing, to the utmost of their ability,
a means for the client to achieve the goals defined by the agency.

By establishing itself as the ‘control agent’ at the outset of the
family’s involvement with the investigation team, the child protec-
tion agency acted as a lightening rod for clients’ anger at being
locked into therapy, thereby allowing the assigned case manager
and the therapists to be in a much more neutral relationship with
the client. Those providing therapy could then work effectively with
family members to help them achieve the personal growth necessary
to have their children returned and get the child protection staft
‘0ff their backs.’

The creation of a safety plan for incestuous families is a notion
derived from the ‘addictions model’ of sexually abusive families. It
is a procedure that should be instituted when a child is left in a
home with an alleged perpetrator or when a protection agency con-
templates returning children befure all family therapy is completed.
As such, the plan must be un the agenda of a therapist for con-
tinuous monitoring, since leaving it in place automatically precludes
the possibility of fuly restoring the parental hierarchy. That is to
say, if the father must always guard against an impulse ‘beyond’
his control, if the child must always be on her guard against the
father’s 'impulses’ and the mother always vigilant and closely pro-
tective, does this leave a place for a ‘responsible father’” within the
family?

Establishment of clear issues of control and limit-setting for family
members does a number of things of importance in the handling
of child abuse cases. When the child protection agency establishes
clear expectations at the beginning of the investigation, it establishes
appropriate boundaries vetween itself and the family, and between
itselt and other helping agencies or treatment teams, which :r turn
contribute to overall boundary claritication. Boundary diffasion be-
tween the roles of parents and child welfare workers in siwueiions
of child abuse can contribute significantly to ongoing family dys-
function. Boundary diffusion within a multiagency system of service
delivery can also contribute to further deterioration within the abu-
<ive family (Dale Davies 1985),

A distinction can be made between three different types ot basi,
services provided in situations of child sexual abuse (Furniss 10011
Fach 1 based on a difterent mandate in <ervice delivery, is driven
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by a different set of service objectives, and is framed by a different
basic ideology of practice. The ‘Primary Punitive Intervention’ is
focused on punishment of the abuser and seeks to deter unlawful
acts. The ‘Primary Child Protective Intervention’ is focused prima-
rily on protecting the mental and physical well-being of children
and encouraging their positive moral and social development. The
‘Primary Therapeutic Intervention’ is focused on the amelioration
of psychological distress in all individuals with trauma associated
with child sexual abuse. It recognizes the fundamental importance
of intervening in the family system in order to alter dynamics and
relationships and achieve long-term and positive resolution of the
toxic effects of child sexual abuse.

These differing perspectives on the delivery of services cannot
be directly blended or easily integrated. Perhaps the key to inte-
grating each of these necessary service sectors is to heighten in-
terprofessional awareness of the need for each and the importance
each can play in responding to this serious societal issue. Awareness
of roles and respect for the value of allied service sectors may serve
to open the paths to collaborative and integrated action.

Even when there is a recognition of the importance of both child
protection and therapeutic services, there will be disputes over the
degree to which each service sector should exercise control over
a case. During the course of the project, a problem often emerged
subsequent to the completion of a treatment contract. As cases were
assigned by the service coordinator to specific case managers with
professional positions outside the child protection agency, it became
clear that some therapists were unsure as to what constituted ade-
quate change in specific types of behaviour within a sexually abusive
family relative to the specific goals within the treatment contract.
In essence, disagreement arose over who was controlling the ther-
apeutic aspects of the case. Not only did there need to be detailed
behavioural indicators of whether treatments were successful, but
also there had to be an understanding of who would determine
how the ubjectives would be reached or what treatment procedures
should be emploved. Some case managers argued that while a case
had been assigned to them, the protection agency never really gave
up control, mduding their wish to oversee the precess of the
therapy.

The torce and power of triangulation in agency relations is well
recognized in the tamily therapy literature (Carl & Jurkovie 1983
Imber Black 19010 Apency trianpulation oceurs when tamily
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forms conflicting alliances with several different human service
agencies. For example, parents in a family in which incest has oc-
curred mav closely align with a family therapist at a community
mental hea'th centre and attempt to develop an alliance with this
therapist against a child and family service agency. The family then
elicits support from the mental health worker to help them deal
with the expectations of the child protection plan. Consider the fol-
lowing exapiple.?

A disclosure of father-daughter incest was made to CFS by an
uncle of the daughter. Subsequent medical examination confirmed
that there had been vaginal penetration ot the young girl. The ta-
ther acknowledged the abuse and both parents agreed to treatment.
Despite this compliance, the agency decided that a one-year tempo-
rary order of guardianship was necessary. They did not feel the
mother was in a position to protect her child. In a contested court
hearing the agency was granted this order. Over the year the par-
ents agreed voluntarily to see two therapists trom a local mental
health umit while the daughter attended individual and group
therapy.

Problems among the workers arose during the year. The parents’
therapists believed the parents had made progress and should have
their child returned to them, while the child's therapist felt she was
not readv to return home. CFS, in reviewing the situation, felt the
parents had made too tew changes and it decided to go for another
temporary order. This difference of opinion created a great deal ot
conflict and distrust among the various therapists and the CFS,
After much discussion, a plan of action evolved that was agreeable
to all parties. Expectations that the parents had to meet betore the
child returned home were dearly identified and understood by all
parties involved, indluding the members of the tamily.

To be ettective the therapist must seek vpen and tunctional alliances
with both the tamily and other larger systems such as the child

weltare agency This s particularly important tor the practitioner

The chuld protection workor i thee case v By Nottaoath prmany supenysion
froms Coentye AacDonald The tamidy therpa=t was kurt Caenther Indidual
therapt - avere bathy Caonosvan ket Coonther and Ko ety The oy
therape-t o Awdeeoy Nrmetrome e th caperyeson trom Lz Adk ns
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who is responsible for the family’s treatment. It requires a clinical
stance that frees family therapists from their desire to protect the
family and be its confidante, while simultaneously leaving them free
of the powerful pull of professional alliances (Imber Coopersmith
1982).

In another situation that exemplified agency triangulation, a
mother attempted to initiate child protection services against her
husband through the statf of a women'’s shelter to which she and
her children had been recently admitted. In essence, she attempted
to have the shelter join with her in pursuing a child weltare in-
tervention into the life of the family.

A worker from a local family violence shelter phoned CFS request-
ing service for a mother and her two children. The CFS worker,
having had contact with the mother in prior abuse allegations
against her husband, stated that she would not intervene if the
mother did not disclose the circumstances of the abuse. Soon atter,
the shelter worker phoned stating that the mother had disclosed
that her husband had physically and sexually abused the children.
Because of a history of lack of trust between the shelter and the
CFS agency, the CFS worker had misgivings about this disclosure,
questioning whether the mother had been prodded in order to ob-
tain help from CFS. This distrust was heightened when the mother
reneged on her disclosure in interviews with the police and the
CFS worker's investigation was not as thorough as the shelter statt
member would have liked. At the beginning of the meeting there
was evident tension between the two workers. The heated verbal
exchange included accusations of lving, withholding evidence, sup-
porting offenders, and victimizing abused women. With the help of
mediation by members of the community treatment committee,
buth workers were able to express their feelings frankly to cach
other, opening the door for examination of the real issues in the
case.

When interprotessional disagreements arise, open discussion s
essential tor their resolution. Respecttul and candid communication
needs to be maintained to resolve ditterences and avoid the blaming,
and mistrust that is all too common between professionals in child
sexual abuse cases
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A variation of agency triangulation is interagency hostility based
on ‘conflict by proxy’ (Furniss 1991), In this situation, hostilities
and conflicts within the family ¢ ait are played out by different agen-
cies, in separate alliances with different members of the family.
These might involve coalitions of the victim and her or his therapist
against the non-otfending parentts) and his or her therapist. or
against the offender and his or her therapist. The struggles that
ensue in such coalitions do not help the victim and his or her family
(tWoodard & Woodard, 19831, As Imber Coppersmith  (1082)
comments:

The boundaries between a tamily and larger system- mayv be too dit-
tuse, handicapping the tamily's own coping resources; or too rigad,
preventing the utilization of needed assistance. When family agency
boundaries are dittuse, frequently the agency will define the familv's
problems for it, become entangled in aspects of the tamily's life that
are not the purview of the particular agency, and alternate between
overprotecting family members and becoming exasperated with them

P S

The importance of maintaining clear boundaries between the. roles
and responsibilities of family members and the various service agen-
civs involved is paramount.

Another fundamental challenge facing case managers and clinical
practitioners, particularly from the non-mandated agencies 1. ¢, not
hild welfare or probation services), is to understand adequately the

therent differences in therapy when working with ‘involuntary’
versus ‘voluntary’ families. Prior to their commitment to work with
project cases, most community protessionals had generally been in-
volved with families that utilized their services on a voluntary basis.
When these agencies worked with involuntary families they expe-
rienced them as complicated, demanding, and requiring the use ot
different therapeutic skills and attitudes. In this <ense, mudh new
learning was required.

The kev to this issue is the need tor darity regarding the nature
of the therapeutic relationship and the behet by many therapists
that the healing process can not be tramed by coerdon ot any kind,
but must be tundamentally based on a relationship ot trust and
confidence. The identification of child sexual abuse as an “addictive
disarder” thurmiss 19911 establishes a meaningtul therapeutic meta
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phor. Although the somatic effects of withdrawal are not present,
as they are in chemical addiction, similar elements of compulsive
behaviour (e.g., secrecy and uncontrolled urges) are present.

It is our belief that some coercive aspects, such as court-mandated
therapy or confrontation in group settings, are often essential treat-
ment preregrisites to insight-based therapies. ’rotective actions and
attempts to exercise control can be done by the courts. Court action
s in fact vital in many incest cases to bring ramily members to ther-
apy and to keep them there. In this sense it is important tor child
weltare statt to base their decisions regarding child protection ac-
tions on the agreement by the family to engage in treatment and
the agreement of parents to secure satety in the home. As Furniss
(1991 points out, "Without child protective action the child will be
both without therapy and without protection trom further abuse’
p.o O

Another trequently discussed issue tor therapists working with

e tamily as ¢ system, or with individual tamily members, was the
struggele to remain neutral and non-blaming as called tor in a family
svstems .\ppnmah to tlwr.\py.

We are not suggesting here that the therapist or worcker should
alwavs be absolutely neutral. 1t is essential that a victim receive help

trom someone who dearly believes and supports him or her. 1t is
important that the perpetrator know and accept that he is held re-
sponsible tor his sexual assault on his child. Similarly, itis important
that non-otfending parents teel the therapist is on their side and
= pot intent on punishing them for the abuse their children have
sutfered. However, it is clear that distorted alliances between a pro-
tessional and a tamily member for subsystemt can cause grief both
sithin and outside the tamily.

Furniss (19911 otters valuable insights in this regard when he dit-
ferentiates between punitive or confrontational linear” interventions

those required i assipning responsibibity tor illegal and socally
imappropriate behaviour such as incest  and “systemic interventions

those that seck to alter patterns of human interaction and re
structure the tamily as 4 sodal entity, Fven when respansibilicy was
dearly established tor abusive behaviour and there was sexual satety
in the tamuly, some therapists sometimes ran the risk of loamng their
therapeutic neutrality, and would teel compelled to jom with chl
dren agamst ane or both parents. A therapist working with a child
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victim may be drawn quickly to side with the child against the par-
ents, thereby losing sight of the family as a whole. It does happen
as well, in some situations in which incest has occurred, that a ther-
apist working with the parents may align too closely with the idea
of ‘saving the family,” and may lose sight of the needs of the victim.
These distorted alliances were usually spotted by avother profes-
sional working with the family or its members, The alliances then
became the focal point of interagency conflict in the coordinated
service system. It was the case manager’s responsibility, in consul-
tation with the service coordinator, to be aware of these dangers
and to work towards resolving any such problems that arose during
the course of therapy.

Coordinated Services: A Case Study

The following case study? describes the progress ot one family

through the various stages of the coordinated community service
model, including the sequential manner i which treatment services
were initiated and maintained:

Five F Fannlu

Mr and Mrs F and their family of four children live in a small town
in rural Manitoba. The children are Marcel, 20, Alain, 19, Denise,
13, and Angel, 13

A local school prindipal called the child and family service agency
to report that Denise had contacted him saying she was atraid to go
home and that she had nat been home tor the past week. Denise
reported that her vounger sister Angel had gone to the ROMD the
week before and disdosed that she had been sexually assaulted by
her older brother, Marcel. Angel had subsequently been told to
leave the house by her parents and was staving with a cousin in
nearby ity The project service coordinator was informed and the
Case was assigned to a child weltare abuse investipator

Phe chdd protccten waorker i thie caoe s Pebbie Shunnon and the case man
et s Bt Warren otk promnary superveaon to both proviaed by Geone Ma
Prvnadd The parent aupport worker was Many Anne Hhildebrand Todinoduat e
et s provded by BAEWarcen and Nadies Nraetrong:
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The investigation

When the school principal informed the CFS intake worker that the
youngest daughter had already made a statement to police, it was
clear that the police had failed to report to the child protection
agency (as should be done through the Manitoba Guidelines ‘Child
Abuse Enforcement’). A telephone call to the responsible police
detachment confirmed that this young woman had made a state-
ment to the police the previous week and that they had meant to
contact the child protection agency. The CFS child abuse investiga-
tor reiterated the policy guidelines and indicated that the police’s
failure to communicate with the CFS meant that no agency was
looking atter the safety and protection of the two young women in
the F tamily. The ROMD indicated they were aware that Angel had
been asked to leave the family home but felt she was capable of ar-
ranging her own living arrangements.

During this conversation, the police officer informed the child-
weltare abuse investigator that the police had not vet interviewed
the oldest daughter, Denise. Arrangements were made immediately
to do the interview jointly with the police and the child protection
agency. The child-welfare abuse investigator, in consultation with
her supervisor, made a decision at that time to apprehend both
girls. The parents were informed of the CFS agency decision and
the father complained that the two girls were trying to ‘make trou-
ble for the tamily.” Both parents felt that the two girls were better
off in a foster home since they were ‘troublemakers.’

The joint interview with Denise confirmed her sister’s earlier
disclosure to the police that their twenty-year-old brother had been
sexually assaulting them both for the past three years. Specifically,
he would come into the girls’ bedroom during the night and fondle
their breast and vaginal areas. At one time he had digitally pene-
trated his voungest sister.

Both Denise and Angel informed the child abuse investigator that
they did not teel comtfortable at home because the parents would
not allow them to have a door on their bedroom. In addition, both
thought their mother greatly tavoured their brothers and was emao
tionally abusive towards her daughters. She had told them she
‘wished they had never been born

The child abuse investigator in collaboration with the police set
up a number of interviews to contirm the intormation given by the
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two girls. An appointment was arranged for both girls to be medi-
cally examined. Their medical exam was consistent with their
disclosures.

Separate interviews with Marcel were conducted by the police
and the child protection agency. In both interviews, Marcel ac-
knowledged he had committed the offenses described by his sisters.
When the parents were informed of the allegations and their son’s
admission of guilt, the mother became extremely critical of her
daughters, suggesting that the sexual assaults had probably been
orchestrated in part by the girls themselves (by their manner of
dress and by leading their brother on).

Probleras in the disclosure phase

There was a problem with this particular police detachment, who
were not following provincial policy guidelines on reporting child
abuse. Because they had already interviewed one of the victims, it
was necessary that she be interviewed a second time by a child and
family services investigator. The way the police handled the case
also suggested they did not understand that determining the safety

of children was a jurisdictional matter for the CFS agency. Their
decision to take the one girl’s statement and allow her to return
home made both girls vulnerable to family retribution. It also sug-
gested they did not take the assaults on the girls seriously.

This police detachment was actually outside the research project
area. Because of this, they were not sufficiently familiar with the
procedural protocals endorsed by the sub-division inspector or with
the project’s goal to increase service coordination. At the time this
case came into the project, the service coordinator made an ap-
pointment with the detacnment sergeant to reiterate the coordina-
tor’s concerns about the handling of the case. The sergeant ex-
plained that the case had been mishandled because of new members
of the police force who did not understand provincial policy. Prob-
lems with this detachment did not recur on any other case.

In view of the parents’ refusal to support the daughters, the girls
were mitially apprehended by the CFS agency. Neit! or the police
nor the parents were willing to have the perpetrator removed trom
the home. Both Mr and Mrs F minimized the sexual assaults on
their daughters and claimed they were troublemakers. Both agreed
that their daughters live in foster homes until they could deal with
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the crisis. In interviewing family members, the CFS investigative
worker was not assured that the parents would protect the girls
from further abuse.

After the initial apprehension the CFS worker continued her as-
sessment of the family to determine how the protection agency
should proceed. She concluded that, although the parents were at
first angry with their daughters because of the family crisis
brought on by their disclosure, they did love their daughters and
were willing to engage in treatment. After some involvement with
the CFS worker, the parents agreed to sign a ‘voluntary placement
agreement’ for six months with the goal of stopping the abuse,
considering the family situation, and working towards having the
pirls return home,

The worker utilized a number of approaches in treating the fam-
ilv. She connected with them in a supportive manner, refusing to
get caught in an adversarial ‘us versus them’ approach. She focused
on the love the parents had for their children, rather than on their
apparent rejection ot their daughters. Most important, perhaps, she
respected their beliefs about religion and family functioning. For
example, upon being offered the services of the parent support
worker and a case manager by the CFS child abuse investigator, the
couple initially refused, insisting that they were Catholic and could
only be seen by a Christian counsellor. Through the use of biblical
metaphor (Parents are like the good shepherds who, in losing one
sheep from their fold, will leave the ninetyv-nine to go and search
for the one that 1s lost.), the worker facilitated a stronger sense of
commitment in the parents. The child abuse investigator was able
to convince the parents that they could be more supportive to their
daughters, and that the counselling they would receive would be
consistent with their own beliefs. A parent support worker (who
shared the same religious beliefs as the tamilv) was assigned to the
case by the service coordinator and she continued the work with
Mrand Mrs F

In the judgment ot both the CFS child abuse investigator and the
parent support worker, there was enough positive feeling develop
my between the b tamily and the CFS agency that the assignment
ot a CFS case manager could be achieved without tear on the part
ot the parents. The transition between the PSW and the assigned
case manager oceurred smoothly and comfortably for the family
I'he vase with which these transitions were made seemed diredtly
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attributable to the confidence and trust inspired by both the child
abuse investigator and parent support worker. Because of the avail-
ability on the part of the whole family and its willingness to
change, the child abuse investigator did not feel it necc.cary to for-
malize a treatment contract with this family. However, care was
taken to ensure that the goals for therapy were clear.

The assigned case manager continued to engage the F family in a
manner that was sensitive to their needs. In the initial stages of
therapy, he explained in precise detail how he saw the progress of
therapy and what tasks they would have to deal with over time. He
provided some tentative forecasting of the approximate amount of
time therapy would take (thereby helping the family to see that
there would be an end to it in reasonable time and that the identi-
fied goals were achievable). He explained that he was responsible in
an overall sense for all of the therapy, but that he would ask other
therapists to take responsibility for certain specialized parts of it
(e.g., a female therapist for the two female victims). He explained to
the parents that the ultimate goal - the return of their two daugh-
ters - would be decided eventually by them and the CFS abuse in-
vestigator when h» was able to report to CFS that everyone in the
family had made sufficient progress to warrant such a move.

The case manager for the family performed this role in the ideal
sense. He was able to fuaction in a positive and neutral manner
(being equally availabie to meet the needs of each of its members).
By calling frequent meetings with other professionals involved in
the treatment, he was able to gauge progress of treatment as both
individuals and family moved through the respective stages of
therapy.

The case manager formulated a tentative clinical hypothesis
about the F family in the early stages of his involvement with them.
The parents informed him that the twao girls had been showing be-
havioural problems for some time before their disclosure to the po-
lice. They saw Marcel as a ‘different by’ who had few friends and
seemed distant from his siblings. The parents seemed to be a tradi-
tional Christian couple who supported a rigid patriarchal system
where men were ‘rightfully in charge of the family.” Mrs F was in-
ddined to support this position by mimimizing the actions ot Marcel
and blaming her daughters tor being provocative.

Farlv on in the treatment process, the case manager speculated
that Mrs I had been an incest victim herselt and that she dealt with
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it by attributing blame to herself and repressing memory of the
abuse. Based on the available information, the case manager hy-
pothesized that the ‘acting out’ behaviour of the girls was directly
attributable to the sexual assaults of the brother. At a broader level,
he also questioned the inherent sexism of the family. To Marcel, by
his own admission, the incest was a way of stopping his parent’s
tendency to iginore him and favour his brother, and to seek atfec-
tion from his more vulnerable sisters. The incest itselt was consist-
ent with the worst aspects of a family system overly dominated by
gender inequality. The case manager set out to help the family re-
structure itself in a number of specific ways, by providing

I. individual and group therapy for the victiins, which encour-
aged the young women to continue to build their self-esteem
and sense of power and to recognize ther right to be treated
with respect;

(2]

individual therapy for the perpetrator, in which he was able to
explore the rationale for his assaults and find 1 meaning within
the context of his family. In so doing, the offender was able to
confront his parents in a productive way while expressing gen-
uine remorse to his two sisters.

3. marital sessions for the parents, which enabled both to ook at
their family in a more objective fashion and acknowledge the
apparent inequalities with which they treated their children.
Encouraging these parents to begin supporting their daughters
not only helped them acknowledge the ways in which they had
betrayed their daughter’s trust, it helped them to see how all
the children had suffered in different ways. Mrs. F began to
explore her own family background, which helped her see her
family of procreation from a new perspective. She and her hus-
band also received help to redefine their marital life together,

1. male sub-system sessions that, helped all the men to see that
males can take responsibility for their inappropriate behay-
tours, show remorse, and even cry, and in so doing can dis-
cover a new-found respect tor themselves In the case ot Mar
cel, he began to relate to his brother in o new and respecttul
manner

[€)
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reconstitutive family therapy, which allowed all family
members to acknowledge how they felt with one another in
complementary ways, and to challenge some of their previ-
ously destructive ways of being together. These <essions al-
lowed the offender and the parents to apologize and to forgive
so that the family experienced a genuine reconstruction ot
their lives together.

Problems in the treatment stage

Only one major service problem surfaced with the F family during
the course of their treatment, It became cvident at the time of Mar-
cel’s court sentencing, When the judge ordered Marcel to enter a
period of supervised probation, a probation officer (a project partic-
ipantt and the family’s local pastor took it upon themselves to tind
a residential treatment program for him without consulting the
case manager. This of course was not part of the coordinated treat-
ment plan, and it briefly confused both perpetrator and tamily as to
who was in charge ot their case, The case manager contacted the
probation officer and the priest, reviewed the goals of the project,
and was able to resolve the issue quickly.

The daughters in the F family, Denise and Angel, were returned
to the family home a short time after the expiration of the agency's
temporary order. Both have returned to high school and are doing
well. Marcel has left home, secured employment, and is now living
independently. Mr and Mrs F still struggle with the changes in their
relationship resulting from the therapy, but their struggle now
seems a much healthier one.

The F family progressed through the Rural Child Sexual Abuse P'roy
ect in the most optimal way. Coordination from the time ot dis-
dosure up to the last family session was well plunned and sequential.
At cach step along the path, the family was made aware ot what
would happen next, thereby decreasing their anviety and the po-
tential tor interagency service tragmentation. Much of the success
mn this case can be attributed to o group of protessionals, who not
only understood the importance of systemic woerk with families, but
who also maintamed Llear and predise protessional boundaries. In
essence, evervone understood whot evervone else’s job was, and
little time was spent i unprudmtl\'v interayzency ~t|‘um;lv~
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Systemic Treatment Services with a Single Therapist

Not all child sexual abuse cases require the involvement of a team
of treatment providers. As a minimum we found that one person
with a child protection role and one with a family therapist role
was required. In some instances a case manager elected to assume
all therapeutic responsibilities and, with the concurrence of the
service coordinator, created a treatment plan within which the case
manager was the only therapist involved with all members of the
tamily. On the infrequent occasions that this could be done, a
smoother sequential treatment process could be implemented. It did,
however, require a considerable investment of time by the sole fam-
ilv therapist. Single therapist treatment situations were most often
those involving voluntary clients within affection-based sexual
abuse circumstances tsee Larson & Maddodk 19801, The following
i~ an example ot one such case.”

i D Rl

Mroand Mrs D lived with their tive children ma small town. The
parents were torty and thirty-six vears old respectively. They were
a protessional couple who in the past number of vears had often
moved from town to town as the tather was promoted. The family
had lived in this town for about eight months. With each sucressive
promotion, the parents recognized that the father was becoming
more and more absent trom the family as he kept up to the de-
mands of vach new workplace. Mrs D) had very recently returned to
part-time emplovment outside the home. The five children in the
tamilv included Brian, 12, Fred, 11, Lisa, 10 and Judy and David, o-
vear-old twins,

Mr and Mrs Y contacted Child and Famuly Services because ot
disclosure by ten-year-old Lisa involving her brother Brian, A
triemd ot Mrs 1S advised her to cal! because she knew CFS dealt
with child sexual abuse cases. Mrs 1 told the agency that her
daupghter had disclosed that on several occasions 'she had taken her
clothes ott and her brother had been on top ot her” She indicated
that at one time he had attempted intercourse, but ot hurt and she

yomnve Bolde v o et e b S oo o bbb G
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cried and he stopped.’ The daughter, at the time of the disclosure,
expressed shame and guilt for something that had apparently gone
on for approximately two years. She was worried also that if her fa-
ther were toid she might lose his love.

At the time of the disclosure, the mother indicated that she was
shocked and angry with her son. Although she was fearful of her
husband’s reaction she did inform him of what happened and found
him to be supportive in dealing with both children. Each of the par-
ents were shocked, angry, and disappuointed with their son but were
able to separate his incestuous behaviour from his other positive
attributes.

Disclosure and investigation

Because the perpetrator in the D family was twelve years old at the
time of disclosure, his actions could not be considered sexual abuse
under the Child and Family Services Act (i.e., he was not consid-
ered to have the care, custody, or control of his younger siblings).
In addition, because the parents made a voluntary disclosure to the
protection agency and were seeking counselling, the service coordi-
nator referred the family to a case manager who became involved
with them immediately. The case manager consulted the police to
confirm that Brian’s involvement with his sister could not be re-
garded as a criminal act because of their ages. The police
concurred.

Prior to the development of a specific treatment plan, the case
manager explored the allegatior - further with the children. It was
learned that prior to the disclosure, when Brian and Lisa were ten
and eight, they periodically would play ‘doctor,” undress, and exam-
ine each other. At first this would occur during playtime. Eventu-
ally, it would occur when Brian was babysitting his sisters and
brother. They would also tie each other up while pretending, each
in their turn, to be hostage and kidnapper. This would always occur
with sex play. As the game became progreswively more sexual, Lisa
began to teel mare and more uncomfortable. She decided to tell her
mother because she was feeling shame and guilt. When she dis-
closed, her brother was extremely angry with her because he be-
lieved she plaved an equal part in the sexual activity

During the initial stages of treatment, the case manager lent an
educational videotape (regarding the creation of sexual safety in the

PAFullToxt Provided by ERIC
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family and community) to this family to view. The parents were
also given information regarding its potential use in their family.
Soon after, the youngest boy disclosed that he too had been mo-
lested by his older brother. These incidents occurred during show-
ers at bedtime. The older brother would rub his penis on the
younger boy’s 'bum’ and genital area. He would ask his younger
brother to do the same to him but the younger brother refused. At
the time of disclosure, Brian believed his brother liked this sexual
touching and he did not believe coercion was in any way involved.
The case manager recognized that these beliefs, and the youny of-
fender’s perceptions about compliance in sexual play by his sister
and brother, would be major issues in treatmert.

One turther disclosure of sexual abuse was made by the mother
in this family. When she was twelve years old, she had been sexu-
ally molested by her father. At that time, he had tondled her breasts
and attempted to touch her genital area. She immediately told him
to stop or she would tell her mother. He did stop and never made a
second attempt. She told no one of this incident, except her hus-
band when they were engaged to be married. She disclosed it to the
case manager for two reasons. First, the shame and guilt about her
early experience with her father was renewed by this incident with
her eldest son. Second, she wanted to help her daughter and
younger son deal with their emotional response to the sexual abuse
by articulating any painful feelings they might have tand which she
remembered holding inside herself as a child).

Child and Family Services were satisfied that the parents were
taking immediate steps to alter their supervisory patterns with re-
spect to all of the children, including removing Brian from all child-
care responsibility. Because of the openness of this family and their
availability to treatment there were no service difficulties in the
disclosure phase of services. The family was considered ideal tor
immediate referral to a case manager and aliied providers of
treatment

The treatment process

Ansoon as they had discovered the incestuous activity of their ofd-
est son, the parents had contacted the CFS agency tor helpin deal

ing with the problem. Because the tamily was voluntary and a svs

temic treatment plan could be quickly implemented by the case
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manager, a parent support worker was not assigned. The case man-
ager did, however, perceive that some crisis intervention was imme-
diately needed by the parents and she provided this for them. Reac-
tion of the parents to their daughter’s and son’s disclosures was
one of anger toward their eldest son, who they believed had taken
advantage of his younger siblings. The father in the 1) family felt
that his eldest son had betrayed his trust. He became emotionally
distant from the boy, withdrawing affection and privileges that
Brian had gained being the eldest child in the family. The mother,
also angry at Brian, supported her husband in removing his privi-
leges and in restructuring the parental roles in the family. She was
able to share her anger about his behaviour clearly, but at the same
time she was also able to show him that he had not lost her love
and affection.

The boy appreciated his mother’s support and was devastated by
his father’s reaction. He was worried that he would never regain his
father’s love and respect nor be able to resume his special status as
the eldest child in the family. It was difficult for the father to be-
lieve that Lisa had, in any way, initiated sex play in the first stages
of this sexual interaction with her brother. Although the mother
accepted the view that her daughter had a part in the initiation of
the sexualized play, she did not expect her young daughter to be
held in any way accountable. This was one of the most difficult
issues for the young offender to deal with. He seemed to be con-
fused by the conflicting messages he was receiving from his
mother. That is, she seemed to agree that his sister had some initial
responsibility, but at the same time her statements indicated that
<he believed he was to be blamed entirely for the situation.

[t was the case manager’s opinion that the young offender in this
family had had a great deal of responsibility thrust upon him early
in his life. His parents, especially his father, had high expectations
of him, both in school and in sports. He appeared to be “over-
responsible’ for his age. On the other hand, the eldest girl in the
family, although tour years older thap the twins, seemed develop:
mentally about the same emotional age as her youngest siblings.
The parents appeared to treat her like an infant. They did not seem
to expect her to be as responsible for her behaviour as her older
brother, nor did they show as hugh expectations ot her. Of all the
childre:, the mother believed [ isa to be the most sensitive, the
most 10 need ot reassurance.
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The case manager, at the outset of referral, made a decision to
deal with all aspects of the case herself. The family was grateful to
learn that only one therapist would be working with them and that
counselling would begin immediately. After determining all the in-
stances of inappropriate sexual activity within the fainily, the case
manager clar.fied for all the family members, and repeatedly for the
children, the steps the counselling would involve and the specific
agendas that would be set for treatment. At this time. the family
was told that the case manager would want to begin by talking with
the whole family together, then individually with the victims, the
offender, and the parents. Treatment would end with a number of
sessions with the whole family together again,

The initial clinical hypothesis about the D family was that Brian’s
st xual activities with his younger sister and brother were "affection
based.” The therapist felt that Brian, by offending against his sister
and vounger brother, was expressing a need for more emotional in-
volvement with his parents, while simultaneously d .qualifying
himself as a mature, responsible, ‘elder’ ¢hild. In essence, he had
been given ‘power” within the family inappropriate to his develop-
mental age. Brian's behaviour, coupled with his sister’s disclosure
initiated changes within the D family that signalled their need tor
help It gave the parents an opportunity to reconsider their belief
that Brian was a mature and responsible adult. Lisa’s disclosure al-
lowed her to be viewed as someone to be taken seriously. Finally, it
highlighted the need tor the tather to be reunited with his family
and discontinue his peripheral involvement.

The case manager set out to help the family develop new rela-
tionship patterns and restructure itself in the tollowine ways:

’

A number of whole family sessions were held to enable the
parents re-establish parental control and begin restructuring
personal boundaries within the tamily. The couple were able to
talk about and change certain speaitic tamily patterns and ritu-
als. For example, rituals at bedtime tor on other occasions
where dressing. undressing, or bathing happened) were re-
viewed and considered. Clear personal-privacy rules were <ot
that directed the children to cose the doors to the bathrooms
and bedrooms while they were engaged in these kind of sty
ties. The parents were tirm with their eldest son in discussing
the inappropriateness ot his behaviour, and supported the two
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victims when they disclosed about their brother. It was made
known within the family that inappropriate sexual behaviours
would not be tolerated, and that children should always tell

their parents about such inappropriate touching.

Individual work with the victims validated their rights as sepa-
rate persons. Therapy helped them learn and identity various
emotions, show behaviour congruent with their feelings, and
have trust in themselves.

Individual therapy with the perpetrator helped the boy identify
his feelings of guilt and shame about behaving sexually with
his sister and brother and being discovered. The therapist
helped him to recognize and express his feelings of being hurt
and angry at his parents, for the loss of respect and nurturing
he experienced, and for the anger he felt towards his sister tor
betraying him. Time was spent helping him to separate issues
of normal healthy sexuality from abusive sexuality, and fur-
ther, to help him understand the impact he had on the people
around him, especially the effects of the abuse on his sister
and brother. The boy was helped to talk about the expect.tions
placed on him by his parents. He was helped to begin dealing
with his feeling that he was not receiving the positive emo-
tional contact he wanted with his parents, especially his father,

Work with the parental subsystem indicated that patterns of
spousal life were frequently organized around parent-cluld ac-
tivities, usually as a family. This pattern not only interfered
with the marital relationship, it blocked the possibility of the
children forming individual autonomous relationships with the
parent of cach gender. The couple spent a great deal of time
discussing issues of intimacy, spousal absenteeism, autonomy,
and interdependence. Time was spent helping cach parent talk
about what their relationship to each child should be and how
they planned to be together in o way that was different from
the past

Family therapy helped the tamily as o whole ~ahdity boundary

“hanges that were evolving as individual and subsystem therapy

progressed. Inaddition, family members were able to express how
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they were beginning to see their family change as a new meaning
of their life together emerged. The parents in the D family were
very motivated to implement changes as a family, and quickly
adopted an appropriate hierarchial stance with their children. This
strengthened the boundaries between the two generations in the
home and encouraged mutual responsibility and trust in the sibling
subsystem. It also resulted in the father becoming more active and
available emotionally to his wife and children. In general, a more
balanced interdependence of the genders in the family resulted.
When family therapy was terminated, the parents believed that all
members of the family had grown stronger and become closer.

The fact that the D family was a ‘voluntary family’ that dealt
openly with the sexual abuse and welcomed treatment made them
unusual within the child sexual abuse project. Not only did the par-
ents have little resistance to treatment services from the outset, they
were able to implement changes in the structure of their family
quickly, and to find new more positive ways to conduct their per-
sonal, family, and community interactions. The 'primary social serv-
ice intervention’ (Furniss 1983) was also not required as a concur-
rent service theme, because the safety and protection of the children
in their natural home setting was confirmed early in the progress
of this case. Therefore, coordination of services was focused entirely
on the sequence of appropriate therapeutic interventions. In the
service response to child sexual abuse, it is a luxury to have treat-
ment as the sole and central service activity. The challenge of pro-
viding coordinated services is greatly magnified by the need to ar-
range interagency deliberation and come to an agreement on a
comprehensive service plan - one that must usually interweave fam-
ily treatment, child protection, and judicial concerns




PART TWO

Evaluation of Coordinated Child
Sexual Abuse Services
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The Manitoba Rural Child
Sexual Abuse Project

Participating Communities, Agencies, and Clients

Two geographic areas were selected to be included in the Manitoba
Rural Child Sexual Abuse Project: South-Central Manitoba as the
intervention or “test’ community, and South-Eastern Manitoba as
the ‘comparison’ site. The coordinated treatment model was imple-
mented in the test community while regular interagency services,
as they were usually delivered, were monitored in the comparison
community. The boundaries for the test and comparison commu-
nities were consistent with those of the two child protection agen-
cies serving the geographic locales included in the project.

This chapter describes the two communities, giving the charac-
teristics of the population of each. The two child welfare agencies
that participated are described and compared, and a brief description
of uther human service agencies participating in the test community
is provided. Finally, we offer a comparison of the clients and cir-
cumstances in the alleged sexual abuse cases that occurred in the
two project communities over the one-year assessment period.

The Project Communities

The test area, or that geographic Tocale served by the south team
ot Child and Family Services .1 Central Manitoba, covers a large
segment of the south-central region of Manitoba. The total pop-
ulation of the area, as indicated in the 1980 census, is 52,249, Ap-
proximately one half of the population is Anglo-Saxon. There s
a large Mennonite population and large clusters ot trancophone res-
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idents. The economy of the region is agriculturally based and gen-
erally affluent. However, there are many examples of the two ex-
tremes: very affluent and very poor. The area has a strong religious
flavour; the two principal religions are Mennonite and Catholic.
The area is mainly rural, and contains a few larger towns including
Winkler, Morden, Carman, Morris, and Altona.

The Latin-American Mennonite population merits special atten-
tion. It is composed of second and third generation families whose
parents and grandparents left Canada in the 1930s to avoid the con-
straints imposed on them by the larger society at that time (e.g.,
comprlsory education for their children and conscription). Today
they a-e returning to Canada because Mexico has eliminated dual
citizenship and introduced conscription. However, they continue to
travel frequently between Mexico and Canada. They speak Low
German and Spanish. In addition to the group from Mexico, other
Mennonites are immigrating to the area from Paraguay and Bolivia.
The Latin-American Mennonite population is quite insular and not
well integrated into the wider Mennonite community.

The comparison area, or that served by the south team of Child
and Family Services of Eastern Manitoba, extends across the bulk
of south-eastern Manitoba. The population of the area, as indicated
in the 1986 census is 36,120. The area is similar to south-central
Manitoba in terms of ethnic groupings, and there is also a large
number of Latin-American Mennonites, though there is a larger
population of Paraguayan Mennonites in the comparison area. This
group travels back and forth between Paraguay and Canada. The
economy is also largely agriculturally based and fairly affluent, es-
pecially around larger towns such as Steinbach. The area includes
a number of small towns, such as St. Adolphe and lle Des Chénes,
which are primarily commuting communities (i.e., the people live
in the area but travel regularly to the large urban centre of Winnipeg
for employment, shopping, and social activities),

Comparison of Communities

The characteristics of the population in the comparative study sites
are highly similar. Table o.1 presents a comparison of the two areas
with regard to a number of social demographic variables. Tne test
area does have a larger population and covers a wider area, but
proportions of key social demographic variables are closely similar
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Table 0.1 Papulation characteristics in comparative research sites

Central Fastern

Tatal population 1193 52,2409 KIS
Land area thm™) 0074 RS
Married separated he iseholds ARSI 17,705
Total number ot tamil. [IRINETN 2 pag
Number single-parent + milies o3 aTO
Children by age
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o 14

1517

18 24

Fanihv moomes

O v aaa
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Average number ot persons per househaold
Averave number ot children per tanuly
Average number ot persons per tanuly
Peanortion of single-parent tamilies
won bornm Manitoba
ction o adult males unemploved to
r!n\‘('d
wartion ot adalt temales unemploved to
ploved
Froportion ot low moome tamulie s
Proportion ot elderly 1od vears

in each geographic focale. Thus, as indicated in Table o 1, the pro-
portions ot children by age grouping and the proportions of families
aross income categorivs are consistent i the two arcas. Proportions
with regard to the number ot children per family, single parent fam
ilies, low income tamilies, and unemploved adults are almost iden.
tical in both areas In view of these comparisons, one may candude

that the two sites were dosely matched with regard to key pop
ulation variables

The arcas were also well matched in terms ot human service e
sources. Fach area was served by a separate child and tamily service
apency with equivalent resources, o community mental health team.
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a family violence shelter, mental retardation services, a probation
office, and police detachments. One difference between the areas
was the availability of the staff of the Eden Mental Health Centre.
The centre specializes in the treatment of members of the Men-
nonite communities in southern Manitoba. Although it was more
available to those living nearby in the test area, it did provide some
services to those living in communities in the comparison area. Its
main catchment area is the Winkler-Morden section of south-central
Manitoba.

We will now examine the two CFS agencies that were the central
participants in this project, describing each and highlighting their
similarities and differences.

The Child and Family Service (CFS) Agencies

Child and Fami'v sevvices of Central Manitoha; The South Team

Child and Family Services of Central Manitoba was the sponsoring
agency for the project. In existence since 1934, it is one of the more
senior child welfare agencies in the province. It is a private, non-
profit organization that gets 98 per cent of its funding from the

government and 2 per cent from private sources such as the United
Way and door-to-door campaigns. The 2 per cent funding generated
privately is designated for the development of special programs for
children living in the local area ti.e., the summer camp program)
and is not used for normal provision of the statutory services funded
by government. The agency is governed by a board of directors con-
sisting of fifteen people elected from its general membership. Any
adult resident of the area may become a member by paying one
dollar. Currently there are 180 members. The board has two func-
tions: to set policy, and to hire the executive directer, who ensures
that service delivery is efficient and responsible to the residents
of the region.

Although the administrative structure of the agency is centralized,
the provision of services is decentralized and divided among three
service teams: the permanency planning team, a specialized group
dealing with adoption and post-legal registration; the north team;
and the south team. The north team services the City ot Portage
la Prairie and surrounding areas, providing protection and family
support services. The south team, which housed the project, serves
the southern part of the catchment area. This geographic region
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also encompasses four Indian reserves. In 1985 the provision of
child welfare services to Native persons living on the reserves be-
came the responsibility of independent Native child welfare agen-
cies.

When the project was initiated, the south team of CFS Central
Manitoba consisted of nine staff: one supervisor, five treatment
workers, two protection workers and one foster-home worker. Soon
after the project began, one of the treatment workers was shifted
to a protection position because of an increased number of abuse
allegations and higher demands on the abuse workers. The south
team operates out of a ‘specialist model’ of child welfare rather than
a ‘generalist model;’ that is, there are specific workers with inves-
tigative and child protection duties and others for services such as
tamily support or foster care. They had moved to this division of
duties partly out of the belief that the investigative and treatment
roles were complex and that each demanded specialized training and
expertise. (The advantages of such specialization are elaborated
upon in Chapter 3.) Child welfare workers are require! to live
within the catchment area of the agency, although there are vc-
casional exceptions to this rule. The main administrative centre for
the south team, including riles and clerical support, is located in
Portage la Prairie. There are two satellite offices in the south-central
region, one in Carman and one in Winkler. The work base uf about
half the workers is located in Carman; the other half in Winkler.
Two of the workers live in Portage la Prairie; one lives in Winnipeg
and commutes to the south-central community offices.

The team has been working together for a number of years to
develop a shared philosophy to guide service delivery. They are all
trained in family-systems theory and all attempt to practise with
a systemic orientation to intervention. While protection and treat-
ment roles are separated. the intervention philosophies held by each
group of workers are similar. This enhances their ability to work
well together to coordinate investigation and treatment services.
Peer supervision, consultation opportunitics, and professional de-
velopment are encouraged and expected. The south team within
Child and Family Services of Central Manitoba has a strong belief
that providing treatment services is an important component of work
in a child welfare setting. For purposes of our study, while some
attention was paid to community development activities, especially
in terms of connections with the Mennonite community, the major
focus was on treatment rather than on community development.
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Child and Family Services of Eastern Manitoba: The South Team

Child and Family Services of Eastern Manitoba is a private, non-
profit agency with a similar mandate and funding base as CFS Cen-
tral, It is also governed by a board of directors compused of people
from the local community. The south unit of CFS of Eastern Man-
itoba serves a rural catchment area and consists of 7.25 workers:
1 supervisor, 3 statutory workers, 2.5 resource workers, and .75
outreach workers. The statutory workers function primarily in a
child protection role and are responsible tor administering the legal
mandate that governs the agency. The resource workers provide
family support services, programs deemed appropriate to local com-
munities such as tamily education and resources, In addition, they
handle intake services for children and tamilies requiring, mandated
services, and they provide short-term counselling. In many ways
their role is similar to that of family service workers in the test
area. The south team of Child and Family Services of Eastern Man-
itoba provides services through three community resource centres
that operate several days a week to decentralize service delivery and
provide a base for community development activities. The south
team also utilizes a foster home coordinator and has an adolescent
resource program operating out of the main agency offices.

Compartson of the Tieo Teams

From the descriptions it can be seen that the two teams are pro-
portionally similar in terms of staff resources. The central-south
team is somewhal larger, which is to be expected in view of the
lerger population it serves. Both teams relate administratively to
a main central office, but utilize community offices for service pro-
vision. Both teams follow a specialist model with a clear separation
between protection work and family support work. The major dif-
ference between them is one of emphasis with regard to treatment
services, At CFS of Central Marnitoba a stronger emphasis is placed
on direct treatment through the provision of counselling for in-
dividuals, couples, and families. CFS of Eastern Manitoba focuses
more on mmmunity-dvvolnpnwnt activities and prevention strat-
epies. However, family support workers in both areas do provide
services  that span  both direct  treatment  and  community
development
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Provincial Child Abuse Committees

Each CFS agency in the Province of Manitoba is required by leg-
islation to maintain a child abuse committee that will review al-
legations and monitor investigative activities on cases where an al-
legation of child abuse has been made. A major role of the committee
is to form an opinion about whether abuse has occurred. While
a thorough discussion of the child abuse committee’s role is beyond
the scope of this chapter, it is important to note that each agency
participating in the project had a responsibility to maintain a link
with its local child abuse committee.

In the region served by CFS of Central Manitoba, the child abuse
committee meets twice a month to review cases. The committee
is chaired by the supervisor of CFS of Central Manitoba’s south
team and consists of representatives from the medical profession,
the RCMPD, the CFS board of directors, the school system, and other
community service providers. The committee is active and often
assumes a protective stance in its review of cases. For example, if
the committee has questions regarding the steps followed by CFS
in an investigation, they may request detailed information and have
formal reviews completed on a case-by-case basis. In the area served
by CFS of Eastern Manitoba, the child abuse committee was not
yet well established when the study was initiated, Cases were pre-
sented to a child abuse committee that monitors all areas served
by CFS Eastern, including both rural locales and a segment of the
City of Winnipeg. This committee operates out ot the urban centre
of Winnipeg and although their scope is wider in terms of the geo-
graphic area covered, the committee’s memoership has a similar com-
position to that in the test area.

Other Agencies Participating in the Test Area of the Project

Commoritv Mental Health 1CNIHD

The CMH program was developed in 1975 through the provingial
government's Department of Health. Its main tunction is to provide
emergency assistance and support to people in the community who
have psychiatric problems. The program has no mandate to provide
crisis intervention in child sexual abuse cases, despite the high prev-
alence of abuse survivors in the cases now seen by the mental health
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team. In the test area the CMH team consists of three adu't mental
health workers and one children’s worker. The team uses a variety
of treatment modalities, including behaviour modification, crisis in-
tervention, and family therapy. Team members all have some train-
ing in family systems theory and all utilize peer supervision and
consultation. The staff works out of four decentralized offices across
the service catchment area.

Eden Mental Health Centre, which treats mainly adult clients,
is a private facility funded jointly by the provincial government and
the Mennonite church. There are 40 in-patient beds and approx-
imately 2,000 outpatients receiving treatment at any one time. Staff
includes nurses, psychologists, psychiatrists, social workers, and ge-
riatric specialists. Individual, family, and group therapies are utilized.
Eden has a strong commitment to spirituality, primarily in the Men-
nonite tradition. Eden’s involvement in the project was made pri-
marily through links with staft from the social work and psychology
departments.

Commuonity Corrections

Community corrections services consists of two community cor-
rections officers located in the test area. Their mandate is to provide
assessments, recommendations, and services tor clients proceeding
through the legal system. A major function is the preparation of
preliminary disposition reports that provide the court with infor-
mation and recommendations concerning offenders. The community
corrections otficers in the area were peripherally involved in the
project. They irregularly attended treatment committee meetings,
but did participate in case management meetings as necessary.

Sowth Central Conmmmuttee on Fanalu Violenee

This organization, started in 1984, has three purposes: (1) to pro-
mote a public awareness of the violence that occurs within families,
£2) to provide information to caregivers and the community in gen-
eral about helpful ways of dealing with victims and offenders, and
to encourage collective community action to deal with family vi-
olence; and (3) to provide programs and services designed to meet
directly the needs of victims of abuse. It operates a crisis shelter
tor battered women and their children and offers a number of non.

Kic 133
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residential services (i.e., support groups, counselling, and a twenty-
four-hour toll-free crisis line). The committee is staffed by nine
workers, each of whom participated in the project to varying
degrees.

Mental Retardation

This program consists of two major services, one directed towards
adults and one towards children. The primary goal of the adult serv-
ice is to habilitate and rehabilitate qualifying adults and provide them
with necessary supports in what could be considered a ‘least re-
strictive environment.” The children’s service is responsible for the
planning and development of innovative programming for disabled
children. The primary intent of this service is to assist disabled chil-
dren and members of their families to enhance positive, long-term
home care. These services tunction under the aegis of the Manitoba
Department of Family Services and are operated province-wide. Two
workers from Mental Retardation Services were involved in the
project.

1‘0!’11:‘

The test arca included seven ROMDP detachments and three town
police constabularies. In total there are approximately eighty police
officers serving in this geographic area.

Having offered background information that describes the dose sim-
ilarities in the two comparative communities and agencies involved
in the project, we will now turn our attention to the dients par-
ticipating in the study and to the drcumstances of intrafamilial child
sexual abuse that were seen over o one-vear period of service
monitoring,

Clientele Involved in the Project

Indlusion criteria tor the project called tor: i cases involving an
alleged ottender who is either o member ot the victim's tamily or
who has been adting in a position of trust in the role ot parent
or caregiver to the child ez, cergy, teachers; 120 victims aged no
more than eighteen years, and 130 cases where the allegations s



PAFullToxt Provided by ERIC

120 Evaluation of Services

judged by the child welfare protection worker) have been either " le-
termined’ (i.e., defined as confirmed by a guilty plea by the per-
petrator) or ‘probable’ (i.e., defined as substantiated by one or more
indicative signs). Selection criteria excluded cases that were ‘un-
certain’ (i.e., defined as unsubstantiated by available evidence but
not disproved! and cases determined to be ‘unfounded’ (i.e., defined
as showing no evidence of sexual abuse, including suspicious be-
haviour or physical findings explainable by other causes).

All children and their families who met these criteria and from
whom written, informed consent was obtained were included in
the service-delivery and data-collection phase of the project from
! February, 1989 to 31 January, 1990. Families who did not consent
to participate in the study received the regular, ongoing services
provided by Child and Family Services to cases involving allegations
of child sexual abuse. However, no service impact or outcome meas-
ures were collected trom them,

Cases Served: Client and Situational Characteristics

QOver a one-year period, forty-one disclosures of child sexual abuse
were made in the test community and twenty-nine in the compar-
ison area. Informed, written consents to participate in the research
were secured from twenty-nine or 09 per cent of non-offending
parents in the test locale and seventeen or 59 per cent in the com-
parison locale. When analysis was done of aggregated service in-
formation comparing the cohorts that consented to participate in
the research with those that did not, few differences were found
that might suggest bias in the study sample. There were no social
demographic differences between those who participated and those
that did not, with regard to size of family, employment status of
household heads, proportions of families in which mothers were
full-time homemakers, or ages of mothers. However, approximately
20 per cent of the disclosures came trom households headed by
single-parent mothers. It did appear that these mothers were likely
to wish to participate (thirteen of a possible fourteen consented
to be study subjects), as they seemed to welcome any additional
resources they might secure in coping with their family situation,
There were no differences between those who consented and those
who did not with regard to assaults by biological fathers, stepfathers,
siblings, extended tamily members, or trusted third parties. There
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were no differences in the proportion of cases that involved in-
tercourse, manual - genital stimulation, or fondling. Troportions
of female victims and affiliation of victims with predominant local
cultural groups (ie., Caucasian, Latin-American Mennonite, Native)
were no difterent in the two groups. Both consenting and nen-
consenting cases involved assaults that extended for an average pe-
riod of ten to eleven months. A relationship was found between
the age of onset of the abuse and whethei or not a parent elected
to participate in the project. That is, parents of children assaulted
at a younger age tended to take part in the study more often, with
less than 15 per cent of our overall sample involving children with
onset of abuse in adolescence. Most families that had children that
were first assaulted in their teenage years Geven of nine cases) did
not consent to participate.

Comparing Clients in Test and Comparison Communities

Few difterences were found in the social demographic characteristics
of the clients served in the test area as compared to those in the
comparison area. In terms of family circumstances, there were no
statistically significant differences in the two comparative groups
with regard to family size, proportions of single-parent households,
proportions of mothers identified as tull-time homemakers, propor-
tions of mothers in full-time employment, proportions of fathers
in full-time employment, or ages of tathers. Mothers in the com-
parison area were found to be significantly older than mothers in
the test area. However, in substantive terms, both groups of mothers
represented women in their thirties.

I was interesting to note that although there were no signiticant
difterences in the average number of children in families from these
two comparative locales, it did appear that study families overall
were large in size: an average of three children per family in the
test area and four children per family in the comparison area. There
were two predominant cultural groups equally dispersed in the test
and comparison areas: Caucasian approxvimately o0 per cent) and
Latin-American Mennonite tappronimately 25 per cent). Although
the ditferences were not great enough to reach statistical signit
ivance, it did appear that the test area contained more economically
disadvantaged people; there was both a greater proportion ot simgle-
patent households and two parent tamilies that had lower propor.
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tions of fathers in full-time employment. The families identified
through disclosures of child sexual abuse in both geographic locales
were represented by a large proportion (50 per cent) of traditional
households  containing  mothers  who  worked  as  full-time
homemakers.

The Children

Child behaviour profiles generated through parent reports on the
Achenbach Child Behaviour Checklist {Achenbach & McConaughy
1987; Achenbach & Edelbrock, 19831 were compared for victims
from the test and comparison locales. Twenty-eight victims were
assessed including sixteen in the six-to-eleven age range and ten
in the twelve-to-sixteen age range.! Different norms are available
tor these age proups, so they were analysed separately. A statistical
comparison revealed that there were no significant differences on
the Activities, Social, or School sub-scales of social competence for
either age group when children from the comparison and test areas
were compared. Further, none of the nine sub-scales of the Revised
Child Behaviour Profile for children aged six to eleven were found
to be significantly different in the comparative groups, nor were
the eight sub-scales of the profile for children aged twelve to six-
teen. Averaged scores for all children between the ages of six and
eleven, included in this study, for which the Achenbach scale was
completed, appeared to be within the normal range on all sub-scale
scores. Although the children between the ages of twelve and six-
teen appeared to be similarly within the normal range for sodal
competence scores, average scores were in the abnormal range of
psychological functioning for anxious obsessive behaviour, somatic
complaints, depressed withdrawa! and cruel behaviours. That is,
the older children tended to show muore types and severity of psy-
chological symptomatology than the vounger ones at the time of
Jdisclosure of child sexual abuse

Lo b the awessed victimes were i the tour o bive e anee Beoause of the
Sl size o this cab ample noccomparatiee analvocswere attempted oo
the tect i comparaon areas tor these youny chiliten
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Characteristics of the Abuse Situation

No statistically significant differences were found when character-
istics of the abuse situation were compared in the two geographic
locales. Therefore, prevalence rates during the one-year study period
are reported here as averages across both participating communities.
These averaged rates are likely the most accurate given the small
numbers of subjects involved uver the limited study time period.

Since most cases reporied here were in the early phases of in-
vestigation and treatment, few had completed court proceedings.
Therefore, the descriptions of perpetrators and their actions that
follow is largely based on those cases in which the abuse is alleged
but not confirmed. The most prevalent perpetrator was the bio-
logical father involving approximately one-third of all cases. Sibling
incest accounted for 23 per cent of the disclosed sexual assaults.
Extended family assaults (including members with step-family sta-
tus) represented one-quarter of the identified cases. Assaults that
involved trusted-third-party situations (i.e., babysitters, clergy, or
teachers) were found about 20 per cent of the time. Age of per-
petrators averaged thirty-three years with a range of twelve to
seventy-three years. A large proportion of the alleged perpetrators
(73 per cent) flatiy denied that the sexual abuse had occurred at
the time of the disclosure.

Less than half of the victims (41 per cent) expressed confidence
in the ability of the non-offending parent(s) to protect them from
further sexual abuse. Approximately 10 per cent of victims were
fearful at the time »f disclosure and did not feel safe or protected
in the home. One-third of the non-offending parents denied that
the sexual abuse had occurred when the disclosure was first made.
Investigative child welfare workers believed that about half (50 per
cent) of the non-offending parents did not know that the sexual
abuse had occurred at the time ot the disclosure.

The average age of the child victim at the onset of sexual abuse
was eight years. Two-thirds of the cases were between the ages
of tour and twelve. Twenty-five per cent of the cases were five
vears old or younger, and 10 per cent were teenagers at the onset
ot the abuse. The average duration of the abuse prior to discdosure
was ten to eleven months, with approximately half of the cases in-
volving abuse that was more than one year in duration. Seventeen
per cent were single-episode assaults on a child. Victims were pre
dominantly female (90 per cent)
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Fondling of body areas that were not genital in location was in-
volved in approximately 20 per cent of the cases, manual stimulation
of the genitals in 44 per cent of the cases, and vaginal or anal in-
tercourse accounted for 38 per cent of the sexual assaults.

No overt coercion was found in approximately one case in five
at the time of the sexual assault. When coercion was used, the most
common methods were the exercise of a position of authority (46
per cent), the threat of loss of affection (36 per cent) and the use
of physical force (24 per cent). Nu overt coercion was found to be
used to maintain secrecy about the sexual abuse in 24 per cent
of the cases. In instances in which coercion was used to maintain
secrecy, a number of methods were reported. The most common
involved an appeal to fanily loyalty (40 per cent) or the threat of
family loss (10 per centl, the threat of physical force or violence
(14 per cent), the abuse of a position of authority (25 per cent),
and the threat of loss of affection (14 per cent).

Four situational factors appeared to be present in similar propor-
tions with respect to child sexual abuse cases in both study locales:
1) the abuse occurred while a child victim was visiting the home
of the perpetrator (i.e., in 30 per cent of those instances in which
the perpetratoi lived elsewhere), (2) physical abuse was concurrently
present with the child sexual abuse (14 per cent), (3) alcohol abuse
was identified as an clement in the child sexual abuse (27 per cent),
(4) conditions of poverty were seen as playing a central role in the
child sexual abuse (10 per cent).

Social Network Attributes of Cases on the Two Study Sites

Detailed social network measures were completed at the initiation
of service delivery for 33 or 72 per cent of the families who had
given their informed consent as research  participants. Non-
offending mothers served as the  ource of information concerning
family social resources. A systematic interview protocol was fol-
lowed to secure measares of social network size and dimensionality.
A wide range of social network information was collected. Parents
identified family members and friends with whom they had regular
contact and whom they felt they could turn to for various kinds
af help. No ceiling on network size was imposed. Network dimen-
sionality (i.e., the type of network support provided) was assessed
tor each person identified. The approach used was modeled after




PAFullToxt Provided by ERIC

Participating Communities, Agencies, and Clients 131

Hirsch (1980), McCannell Saulnier (1984), and Oritt, Paul, and
Behrman (1985).

Families in which a child was sexually abused were found to have
small social netv 'rks. On average, mothers had contact with six
family members «including nuclear and extended family networks).
On average, mothers had contact with four friends and two human-
service professionals at the time of the disclosure. The numbers
of family members, friends, and professionals that provided support
to the study families were closely consistent with the network mem-
bership sizes previously reported for families with a child at risk
for out-of-home placement (McCannell Saulnier & Rowland 1985).

The different types of social support provided by the different
people (including spouse) within the family network included help-
g with household tasks (3.5 persons), participation in social ac-
tivities (4 persons), giving advice (3.5 persons), listening to worries
(4 persons), offering emergency help (3.5 persons), acting as a
trusted confidante (3 persons). These family networks were there-
fore generally found to be sparse sources of social support. The
different types of social support provided by friends, included help-
ing with household tasks (1.5 persons), showing social activities (2.5
persons), giving advice (2 persons), offering emergency help (1.5
persons), acting as personal confidante (1 person). Like the family
network, the friendship network appeared to be a sparse source
of social support.

The previous measures taken to provide actual social support were
supplemented with a measure that would tap aspects of perceived
social support: the Revised UCLA Loneliness Scale (Russell, Peplau,
& Cutrona 1980). Parents from the comparison area were found
to be no different in their level of perceived loneliness than parents
in the test community. Further, these parent scores on the Lone-
liness Scale were found to be no different than the normative means
of this scale, suggesting that they did not perceive themselves to
be any more lonely than members of the normative group.

A Summary of Comparability of Cases in Test and Comparison
Locales

A review was done ot key client and social demographic charac-
teristics in families that consented to complete treatment outcome
measures and those that did not, but tew ditterences were found.
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Regarding most social demographic characteristics and key elements
of the sexual abuse situation, it did appear that there was no re-
spondant attribute that suggested sampling bias because of refusals
to participate. However, it did seem that parents of children with
disclosures of sexual abuse at younger ages (the pre-teen years)
were more likely to agree to participate in the study. It seemed that
children who were sexually assaulted during their teenage years
were identified to the service system less frequently in both study
communities than what one might expect. When they were involved
with community agencies at the time the sexual abuse was disclosed,
they and their family members seemed less accepting of professional
involvement. Thus, identification, investigation, and treatment of
teenage victims seems to be an aspect of child sexual abuse services
that warrants special study.

Two features that were consistent across test and comparison
areas in this project - features that might limit the range to which
study findings might be generalized to apply to other families in
which incest has occurred - involved the size and economic status
of families. Overall, families participating in the research tended to
be larger in size: on average, three children per family. As well,
there seemed to be an over-representation of families in lower in-
come groups. [t is not clear whether these family attributes might
n some way mediate the impact of a coordinated treatment ap-
proach, or whether they are inconsequential to the ongoing delivery
of investigative and treatment services in situations of intrafamilial
child sexual abuse.

Overall, remarkable similarities were found to exist in the two
comparative research groups. On all key social demographic char-
acteristics the two community groups seemed closely matched, Fur-
ther, when situational circumstances, attributes of victims, and char-
acteristics of  perpetrators were assessed, the two comparative
proups of cases appeared to be closely similar at the onset of the
project. These findings, coupled with the information gathered on
comparative community characteristics, provide strong argument
that this study did involve two well matched comparison groups.
That is, the study groups are closely matched with regard to (1)
similarity of cases, induding characteristics of victim, perpetrator,
and non-otfending parent; (2) the sodial demographic characteristics
of family units entering the service system; and (3) the macro-
environmental drcumstances of cach ot the communities in which
the study tamilies reside.
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Unusual Features of the Child Sexual Abuse Cases Reported
across Both Rural Study Communities

Caution must be exercised when interpreting, over one vear, the
prevalence rates of a study variable that is reported in a community
in only very limited numbers. For example, with incest, which is
reported in only a small percentage of the population, one could
have more confidence in prevalence rates that were collected con-
tinuously over a long time period or that were repeated in a large
number of comparative communities. Unfortunately very little
epidemiological information has been reported relating to the prev-
alence of incest specifically in rural communities. The statistical con-
sistency in the numbers of both children and abuse characteristics
in the two rural communities taking part in the project {each se-
parately and independently reported) suggested that our prevalence
rates could be trusted. However, when we compared some of the
key incest circumstances with epidemiological findings reported ear-
lier, \here were several marked differences that warranted careful
consideration.

Baseline epidemiological statistics were taken from Kroth (1979),
whose collection of epidemiological information on child sexual
abuse is to date the most extensive information based on monitoring
of community services (although it is also based on a cross-section
of rural and urban California locales). Qur data collection forms
were modelled on the system Kroth designed to evaluate the well
recognized Child Sexual Abuse Treatment Program (CSATI) based
on Giarreto’s (1976} treatment model. Two findings in particular
were unexpected: the predominance of younger child victims in the
project caseloads and the high proportion ot cases involving v .nal
or anal penetration. In the CSATP approvimately one-third ot the
cases involved teenagers, while this age group represented only 10
per cent of our study cohort of rural children. In the CSATDP 13
per cent of reported cases involved vaginal or anal penctration, while
38 per cent of our cohort of rural children cuttered this extent of
physical invasion.

More recent service tracking (Levitt, Owen, and Truchsess (oog)
has been done to evaluate child sexual abuse services from 1083
to 1980 in the upper midwest region of the State of Minnesota
in the United States, (a neighbour of the Province of Manitoba)
The cases reviewed induded those from both urban and rural com
munities that were seen at the primary assessment unit serving,
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the region at the Children’s Hospital in Saint Paul, Minnesota. How-
ever, the Minnesota service review created a rare opportunity for
us to compare our prevalence rates with more recent, systematically
collected information on child sexual abuse victims. The Minnesota
cohort was more consistent with our own, both in terms of the
age of the children at the time of disclosure and the time the sexual
abuse ended (only 18 per cent of these children were over the age
of ten). In terms of extent of the violation, 22 per cent of the Min-
nesota children suffered anal or vaginal penetration. These findings
are more in line with our own than those in Kroth's report involving
the CSATD

We interpret the differences in the ages and numbers of victims
suffering anal or vaginal penetration to several overlapping circum-
stances. First, our project involved solely rural communities. As we
have previously noted, there is a greater sense of protectiveness
and secrecy in these communities because of the social closeness
of the sparse networks of people in these locales. Further, our study
communities were distinctive in their conservative political attitudes
and fundamentalist religious beliefs. We believe these socio-cultural
factors would tend to create a predisposition in community members
to minimize or deny signals of potential sexual abuse.

Most professionals investigating child sexual abuse will admit
there is often a fine line between fondling and affectionate caressing,
which creates difficulties in determining whether an allegation of
abuse can be substantiated. In our study communities, where the
identification of abuse has such powerful social, economic, and legal
repercussions, it seems likely that these cases that are clearly serious
in terms of their physical intrusion on a child are more likely to
be formally recognized. We believe that is a major reason why a
large proportion of the disclosures involved aggressive and extensive
assaults on children. As well, it is important to acknowledge that
Kroth's statistics concerning prevalence of sexual abuse were col-
lected some sixteen years ago, and that much has changed since
then, particularly in terms of preventative programs in the elemen-
tary school systems. Manitoba and Minnesota are two geographic
locales in which there has been a serious commitment to preven-
tative programs in elementary school systems. We believe that the
increase in proportions of younger children with disclosures of sex-
ual abuse is tied to earlier and more sensitive recognition in the
schools, churches, and health care facilities.
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The low numbers of teenagers being reached by services in our
rural study communities is, however, a troubling situation. Rural
child welfare investigators are cognisant of this issue and are per-
plexed by the frequency with which teenage victims will recant
when formal disclosures are made. It seems that teenagers, living
in families in which they are incest victims, are becoming more aware
of the high social and family costs involved in pursuing this issue
through the child welfare system and the courts. It seems that they
are also becoming increasingly aware that, after all the disruption
and pain both to themselves and their family members, disclosures
often do not result in adequate resolution of their family’s distress
and their own sexual victimization. In our study communities,
churches were one sector of the rural community that seemed to
be growing more aware of these troubling circumstances. In our
study sites there were a number of disclosures to church staff by
teenaged victims (e.g., to pastors or to Bible Camp counsellors) that
were subsequently denied by the teenage victims when child welfare
investigators or police were contacted. 1t does seem that the rural
churches are growing in their realization that they might be the
only ones entrusted with a victim’s disclosure, and that they need
to learn to help victims reach further for help from others (ie.,
from mandated authorities such as the police and child welfare
agencies). ,

Much work remains to be done to introduce prevention programs
in schools, churches, and other important community settings to
help children and youth protect themselves from sexual exploitation.
Secondary prevention programs should be mobilized to help already
victimized children gain access to the services they need. These pro-
grams should be especially focused for sexually abused children who
believe it is best to avoid detection, or who feel pressured, after
disclosure, to recant and escape investigation.
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Coordinated Community Services

Staff Resources and Their Deployment

The coordinated community service approach requires a high level
of commitment from professionals providing direct services to
clients. The people-power or hours-of-service effort required to
maintain such coordinated systems are not trivial and cannot be
met through simple juggling of existing staff in the participating
agencies.

To track service activities in a coordinated service system respond-
ing to child sexual abuse in a rural setting, careful monitoring of
service delivery patterns was maintained over the one-year, service
delivery phase of our project.

Patterns of Service Delivery

During the one-year period from 1 February 1989 (o 31 lanuary
1990 all service contacts relating to child sexual abuse were mon-
itored in the test and comparison locales. Members of the child and
family service teams, all serving in the two catchment areas included
in the project, completed a service record whenever they had contact
with a client or with a collateral professional on behalf of a client
(e.g., police, a physician). Members of the treatment committee in
the test area completed these forms to track all treatment services.
This included all local agencies serving as treatment providers (e.g.,
child and family, mental health, and family violence services). All
face-to-face episodes of service and telephone service contacts were
recorded.
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Figure 7.1
Total contacts by all CFS workers:
Comparing test and comparison areas
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An Overview of Service Contacts by Child and Family Service
Workers in the Two Comparative Communities

The total number of service contacts relating to intrafamilial child
sexual abuse delivered by members of the two comparative CFS
teams are presented above, in Figure 7.1.

The team within the comparison community showed a pattern
of service delivery (monthly contacts) that remained at approxi-
mately the same level of monthly contacts through the one-year
period of service monitoring, although there were seasonal vari-
ations (a service slow-down during the summer months). The test
community, in which the coordinated service model was imple-
mented, showed a steadily increasing number of service contacts
This increase in the test area reached statistical significance (mean:
ing that the size of the increase in service for child sexual abuse
could not have happened by chance).
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Figure 7.2
Client contacts by all CFS workers:
Comparing test and comparison areas
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There was a dramatic rise in the number of contacts in the test
area during the month of April and a marked decrease during the
month of July. The April surge in services was found to be tied
to the disclosure of child sexual abuse in three families that required
unusually high levels of involvement by professional caregivers.
Families such as these will emerge on a case-by-case basis at dif-
ferent times during the year. However, it was extraordinary to have
three of these ‘heavy service users’ identified in the same month.
The drop in service contacts during the summer months was likely
directly related to summer vacations taken by child welfare person-
nel, and by the collateral protessionals with whom they worked.

The overall service patterns by child welfare personnel were con-
sidered separately, because they related to “direct contacts’ with
clients and to 'indirect contacts” with collateral human service pro-
fessionals. The direct client contacts are presented in Figure 7.2 and
indirect collateral contacts in Figure 7.3
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Figure 7.3
Collateral contacts by all CFS workers:
Comparing test and comparison areas
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One would anticipate that there would be greater numbers of
client contacts in the test area because its population was larger.
During the first two months of the project, the number of clients
in the test area increased to a range that would be expected con-
sidering the population served, relative to the population served
in the comparison area. The test area had fewer disclosures, and
open cases prior to the initiation of the research project.! However,
there was a steady rise in the number of cases opened in the test
area throughout the course of the project. The ditferences found
in the level of service contacts with clients, across the one year
service-tracing period, were significantly higher in the test area than
in the comparison area. The increase in the number of contacts

I

Fhis was contimed by aretrospectine tle audit whico revealed that tor the two
vears precedimg the initation o the project tewer imtratamdial child sesual abue
Casesowere teported i the test area
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with collateral professionals (or other professionals involved in serv-
ices to the client) did not increase as dramatically for the entire
CES team as did direct client contacts (see Table 7.3, p. 147).

It was interesting to note that the shape of the line graph for
collateral contacts was closely similar to that for the overall service
patterns. The high peak of service in the month of April and the
low level of contacts in July seemed to be more closely related to
the variations in the numbers of collateral contacts made by the
CFS staff. That is, client contacts tended to remain more consistent
on a month-to-month basis, while the collateral contacts seemed
to have more seasonal variations.

Service Contacts by Child and Family Service Workers
Investigating Allegations of Child Sexual Abuse in the
Two Comparison Communities

The decision to focus the study of client contact intensively on a
one-year period led us to monitor services that largely related to
the investigations of disclosures of child sexual abuse. Only the
early phases of the treatment process could be initiated in most cases
seen during this period of service tracking.

Since there was an emphasis on service delivery that was initiated
close to the time of the disclosures of child sexual abuse, and on
the subsequent investigative process that ensued, it was important
to track closely the activities of the CFS investigative workers on
each of the teams included in the project. Each of the teams had
three workers who primarily held staff positions as abuse inves-
tigators. The proportion of child sexual abuse cases carried by each
of the three investigative workers in both comparative sites were
balanced. These workers shared investigative duties tor all abuse
and neglect disclosures in their geographic areas. It did appear that
similar caseloads of child sexual abuse cases occurred in both teams.

Although staff resources in the two teams were equivalent, the
population base served was greater in the test area, in which the
coordinated community model was implemented. Over the one-vear
period, it did appear that the cases served in the two sites were
what one would expect relative to the size of their respective pop-
ulations. Over the one-year review period, the test team averaged
13.3 cases per month and the comparison team 10.8 cases. The ratio
of the popudation aze in the two catchment areas was 10 140 (com
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parison to test) and the ratio of the numbers of cases investigated was
1: 1.41 {comparison to test). However, the ratio of service contacts
by investigative workers in the two sites was 1: 1.88 (comparison
to test ). The test team averaged 114 service contacts related to child
sexual abuse cases per month, while the comparison team averaged
o1 per month. This difference was statistically significant.

In terms of direct service contacts made solely with clients, the
test team averaged 38.8 client contacts per month and the com-
parison team 34.3 contacts. The difference in the aver.ige number
»f client contacts per month did not reach statistical significance.

It did appear that even with the more limited staff resources, the
test team did maintain, over the one-year period, a higher level of
service contacts per case when investigating disclosures of child sex-
ual abuse. It also appeared that these higher levels were the result
of the test team’s more active work with collateral professionals
- that is, the work it did on behalf of, rather than directly with,
its clients. This pattern was to be expected. In the locale witn a
coordinated treatment approach, one would anticipate that collateral
contacts would rise dramatically while client contacts would remain
relatively stable, articularly during the investigative and early-
treatment phases of service delivery.

Three aspects of service delivery by investigative workers will
be more closely reviewed: service contacts with clients (Figure 7.4,
service contacts with other child welfare personnel (Figure 7.5), and
service contacts with professionals from other community agencies
(Figure 7.0).

In a visual comparison of service contacts with clients, per in-
vestigative worker, in each of the two study communities, one can
see a more prominent rise in the numbers of contacts in the test
area during the first two months of the project (see Figure 7.0
After this, the levels of service delivery, as these relate to direct
client contacts, continue a steady increase. When one considers the
rate of increase of client contacts over the tull one-year period, the
test area shows an increase in client contacts that is significantly
greater than in the comparison area.

During the term of this project, one of the evident differences
between the two study sites was the number of contacts investigative
workers made with other child weltare workers on their CFS team
fsee Figure 73) In the comparison area there was only infrequent
consultation or information exchange about Child sexual abuse cases
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Figure 74
Service contacts with dients by investigative workers:
Comparing test and comparison areas
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The investigative workers in the comparison ¢ nmunity tended to
work independently during the investigation of an allegation of sex-
ual abuse, and treatment wervices were largely otfered by profes-
sionals outside therr child welfare agency. In contrast, in the test
community there was heightened treatment involvement by child
weltare personnel within the same agency as the investigative
wurker As the project progressed, consultation between child wel-
fare personnel increased in frequency as coordinated services in-
thuded more consultation between those identified as “protection’
wuorkers and those identified as ‘treatment workers.” When one con-
siders the rate of increase of collateral contacts within the child wel-
tare agendies, the rate of increase was significantly higher in the
test site. As well, the average number ot internal agency collateral
contacts made on a month-to-month basis over the one-vear re-
search period was significantly higher in the test area than in the
LOMpParison area

Right trom the start of the project, the investigative workers in
the test area maintained a higher level o collateral contacts with
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Figure 7.5
Service contacts with other CFS staff by investigative workers:
Comparing test and comparison areas
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professionals from other human service agencies in their comr.u-
nitv. Although these contacts were reduced over the summer
months, they did remain at a higher level relative to that maintained
by the investigative workers in the comparison area. When compared
across sites, monthly contacts in both locales remained relatively
constant. When analysed on a month-by-month basis, study-area
tam members maintained a significantly higher level of collateral
linkages, with an average of 511 external agency contacts, than
comparison team members who maintained an average of 22.3 such
contacts. Collateral service contacts with professionals from other
community agendies are shown in Figure 7o,

Child Welfare Investigative Workers: Service Patterns in the Two
Study Sites

Although there were approvimately twice as manv service contacts
in the test area than in the comparison area over the one-year service
tracking period, there were agniticant ditterences i the proporfrens
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Figure 7.0
Service contacts with outside agency staff:
Investigative workers in test and comparison areas
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of service that involved contacts with clients, internal agency pro-
fessionals, and external agency professionals (see Table 7.1, Direct
client contacts represented 38 per cent of the investigative workers’
service in the test area and 50 per cent in the comparison area.
Collateral contacts with other agency social workers was found to
be linked to 21 per cent of the service contacts in the test area
and 7 per cent in the comparison area.

The greatest differences occurred in the proportions of service
contacts that related to collateral linkages, that is, contacts with
other professionals within the child and family service agency, and
with professionals working in other community settings. This larger
proportion of work, with collateral professionals within the same
agency, appeared to be tied to development of treatment services.
in the test community most treatment services were offered by staff
within the CES agency, while most treatment services in the com-
parison area were offered by community agendies external to CFS.
The high level of internal CFS agency consultation in the test area
i« consistent  with  the  development  of internal  agency
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Table 7.1

Service contacts with clients and collaterals: A Comparison of investigative workers
in test and comparison areas

Count

Row . Internal External
Column - - Client collateral cotlateral

oo old
Test 40 . 44 8
331 097
411 207
Cuomparison 50.3 love
Jp 9 RIUR

treatment services; that is, with a service structure that allowed
family service workers to bridge with investigative workers as the
cases progressed through the investigative phase. The higher levels
of professional contact with personnel from agencies external to
CFS were also consistent with the development in the test area
of coordinated, interdisciplinary treatment services.

It should be noted that while collateral professional contacts were
significantly higher in the test area, the numbers of client contacts
were also maintained at a slightly higher level than those of the
comparison team.

When the proportions of service provided by difierent profes-
sional groups in the community were considered, it was tound that
bath test and comparison team members allocated the same pro-
partions of time to each different discipline. The major professional
groups with ongoing contact with investigative workers were the
police and ‘other’ community professionals such as clergy, shelter
staff, and teachers (see Table 7.2)

With regard to location of contacts, the imvostigative workers in
the test area completed 50 per cent of their contacts with outside
agency professionals in community settings (other than their ot-
fices) compared to 28 per cent by comparison team members. This
difference was statistically significant. Further, 41 per cent of con-
tacts with outside community professionals occurred on a direct,
‘face-to-face’ basis compared to 29 per cent in the comparison team.
This difference was also statistically significant. When proportion
of time allovated to contacts with professionals outside of the CFS
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Table 7.2
Contacts with professionals from external human service agencies by investipative
workers in test and comparison areas

Count
Column <« Comparison

T
Police
Physician
Mental Health
[ epal

Social Services

Other

agency was reviewed, it was found that both teams spent equivalent
amounts of time when they made collateral service contacts. How-
ever, there did appear to be a higher proportion of longer contacts
(lasting one hour or more) by the comparison team members (see
Table 7.3). This may have been related to their need to secure on-
going treatment services that could only be obtained outside their
agency setting,

In terms of service contacts made directly with clients, it was
found that team members in the test area made 43 per cent of these
contacts in community settings (other than their offices) compared
to 30 per cent by members of the team from the comparison area.
This difference was statistically significant. Although team members
in the test area made slightly more face-to-face contacts as compared
to telephone contacts (52 per cent) than comparison team members
(50 per cent), these differences were not nreat enough to reach sta-
tistical significance.

When proportions of time spent in direct contacts with clients
were considered in each of the two study sites, it was found that
investigative workers in the test area tended to spend proportion-
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Table 7.3
Time involved in service contacts with professionals from outside of agency:
Comparisons of CFS protection workers in test and comparisuon communities

Count 10 minutes 11-20 30-59 One hour
Row o or less minutes minutes ar more

242 do8 2
Test 9.7 4.0

108
“omparison 309

Is

ately more time in brief contacts and less in lengthy (over one hour)
sessions with clients. Given the high level of collateral activity en-
gaged in by these workers, it was not surprising that they were
limited in the time they could allocate to client interviews. One
could surmise that because investigative workers in the test site
had easier access to treatment services in their local community,
they could focus more time with clients on investigative matters.
The comparison area investigative workers were pulled into more
treatment-related issues, and that may account for the longer time
spent with clients. As one investigative worker in the comparison
area said, ‘It’s hard for me to know where treatment begins and
investigations end.” Proportions of time spent with clients by in-
vestigative workers from the two study sites is shown in Table 7.4.
Considering the overall division of labour by investigative work-
ers, significant differences were found in the teams of investigative
workers from the test and comparison areas. Service delivery was
considered according to five major types of sessions: emergency,
investigative, treatment, information, and integrated investigative!
treatment. The two sites differed significantly in the proportions
of contacts allocated to these different service divisions, as presented
in Table 7.5. The key areas of difference appeared to be in the pro-
portions of service delivery allocated to investigation and treatment.
A clear distinction was made that investigative workers in the test
area were largely to do inve .:ations, and that other designated
treatment personnel would deliver services from their own agency
or from outside community agencies. A greater proportion of their
time could be thus designated primarily to meet investigative duties.
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Table 74

Proportions ot time spent in direct contacts with clients by investigative workers i
test and comparison areas

Count 10 minutes 1129 20-59 o0 119 Two hours
Row . ar less minutes minutes minutes Or more

Ilo Ritle
Test le.9 44.0

-

22 oR
Comparison 71 218

In the comparison locale, treatment resources were more difficult
to access by investigative workers, and it did appear that there was
a stronger pull for them to provide treatment service themselves
(see Table 7.5,

Treatment Services in the Experimental Communrity Setting

Althaugh the review of investigations - those tied to the disclosure
of intrafamilial and trusted-third-party child sexual abuse - was in-
itiated at the onset of the research project in February 1989, the
newly identified cases did not begin to receive coordinated treatment
services until two months later, in April. We thus had a ten-month
‘window’ through which to track the delivery of coordinated treat-
ment resources in the test community. Over this ten-month period,
twenty-two cases received treatment. Because this was early in the
treatment process for the bulk of the cases identified within the
term of the project, most of these cases had received only prelim-
inary clinical intervention by the end of the service monitoring
period.

Muost service contacts involving clinical treatment, and which were
delivered during the ten-month analysis period, were provided by
social workers from Child and Family Services (09 per cent). Many
professionals became involved as members of the community treat-
ment team (described in Chapter 35, induding seven child welfare
workers, five community mental health staff, and three workers
from other community service settings. However, during the first
ten months ot service delivery, six professionals provided 77 per
cent of the treatment services to clients, Two of these limited their
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Table 7.5
Service focus of contacts with clients and collaterals: CFS protection workers in test
and comparison areas

Count Invest. &
Row > Emergency  Investigate  Treatment Intormation  treatment

lo 170 515
Test 1.4 0.0 13.0

o 178 178
Comparison 1.3 lo.o 20.0

work to individual counselling, two worked with individuals and
family subsystems, and two largely offered group therapy.

Analysis of Direct, Face-to-Face Contacts with Clients

Approximately one fifth (22 per cent) of all treatment services de-
livered went to victims, one quarter (20 per cent) to perpetrators,

one-quarter (29 per cent) to non-offending parents, and one-fifth
(21 per cent) to other family members or family subsystems. The
treatment received by these different client target groups may be
described as approximately one-half individual counselling (52 per
cent), one-third group therapy (33 per cent), and 15 per cent conjoint
dyadic or family system counselling. Perpetrators largely received
individual counselling, victims individual counselling and group
therapy in equal proportions, and non-offending parents almost
twice as many group session contacts as individual therapy sessions.

Thirteen family units received individual counselling delivered
largely (03 per cent) by four clinicians. Nine family units were in-
volved in group therapy delivered by three workers. Eight family
units received some conjoint therapy involving family sub-systems,
delivered largely {04 per cent) by two therapists. Just under one
treatment contact in ten (9 per cent) was delivered as a co-therapy
session involving more than one therapist.

The modal time spent in individual counselling sessions was thirty
to fifty-nine minutes (52 per cent), although over one-third of the
sessions (37 per cent) lasted more than one hour. The bulk of the
group therapy sessions (72 per cent) were one to two hours long,
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About half (51 per cent) of the direct therapeutic contacts with
clients took place in the office of the therapist, one-third (30 per
cent) in offices of other human service agencies, just over one in
ten (14 per cent) occurred in the home of the client, and one in
twenty (5 per cent) was arranged in other community settings such
as a church or coffee shop.

On average, each client contact usually required one collateral
service contact with another human service professional. One-third
(37 per cent) of all collateral professional contacts were made in
order to coordinate treatment, almost half (43 per cent) were to
transmit information relevant to the treatment process, and about
one in five (16 per cent) were for clinical consultation. Most col-
lateral contacts were conducted over the telephone. For every face-
to-face meeting with a professional colleague, four contacts were
made by telephone.

Analysis of All Collateral Coniacts Tied to Client Treatment

Fourteen of the twenty-two cases receiving tieatment services (64
per cent) involved ongoing collateral consultation during the period
of treatment monitoring. There were 1.21 client treatment contacts
for each collateral contact. One collateral contact in five (19 per
cent) involved case treatment consultation, almost half of the col-
lateral contacts (42 per cent) were for treatment coordination and
one-third (34 per cent) for the exchange of treatment-related in-
formation. Two-thirds of all collateral contacts (74 per cent) were
made over the telephone. Three-quarters of all telephone contacts
required less than ten minutes to complete, and one-fifth of the
telephone contacts (22 per cent) lasted from eleven to twenty-nine
minutes. One-quarter (25 per cent) of all face-to-face contacts with
collaterals lasted more than one hour per session. Face-to-face con-
tacts with collateral professionals usually involved treatment con-
sultation (41 per cent) or case coordination (43 per cent). Telephone
contacts with collateral professionals usually involved case coordina-
tion (41 per cent) or the exchange of case information (42 per cent).

Comparing Treatment Activities in the Two Study Sites

One year after formal service tracking had been discontinued (De-
cember 1990}, we requested follow-up interviews with all families
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that had consented to be research participants in the two compar-
ative study sites. Twenty-six of a possible forty-six families (57 per
cent) were located and agreed to be interviewed over the telephone.

We completed statistical comparisons of the salient victim and per-
petrator characteristics of cases that were included in the follow-
up interviews and those that were not. There appeared to be no
statistically significant differences between respondents and non-
respondents - age of victims at the time of the assault, the period
of time over which sexual abuse occurred, the nature of the assaults
(fondling, genital manipulation, or intercourse), age of the perpe-
trator, or status of the perpetrator (father or sibling).

Because non-offending parents were the primary providers of
family information on follow-up, analysis was done to see if the
respondents and non-respondents differed in psychological or social
well-being at the time of abuse disclosure and service initiation.
In this regard, it was found that there were no differences in levels
of depression, social isolation, overall perception of family adjust-
ment, traumatic stress reaction, or social desirability in the non-
offending parents who consented to follow-up interviews, as com-
pared to those who could not be located or who refused to
participate.

Therefore, it did not appear that there was an obvious systematic
bias in the sample of respondents that might distort the findings
of the follow-up survey.

Central to our research was the comparison between the levels
of treatment services secured for child sexual abuse cases in each
of the test and comparison communities. Two aspects of treatment
were found to be significantly different in both. The first related
to group therapy. In the test area, treatment groups had been in-
itiated for child v ctims. The development of group service was en-
hanced by the creation of the coordinated treatment team, because
the groups were co-led by staff from different agencies. No such
resources were available in the comparison area, although one child
victim had been accepted for treatment in a group located in a nearby
city some distance from the family home. As well, it was found
that individual counselling had been initiated with most perpetrators
in the test community (eleven out of thirteen cases required treat-
ment), while a smaller proportion (three out of seven) had obtain-
ed some individual counselling services in the comparison
community.
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The test community also developed locally maintained group
treatment resources for juvenile perpetrators, and all four of the
young perpetrators - members of research families in the test com-
munity - were treated in this group. Two of the four had received
individual therapy as well as treatment in a group. There were two
juvenile perpetrators in the sample of cases from the comparison
area and, as of the follow-up date, neither had received either in-
dividual or group treatment.

Overall, we found that after one year most families in the test
community (71 per cent) had received some type of treatment serv-
ice relating to child sexual abuse, whereas only a small proportion
of families in the comparison community (29 per cent) had received
any type of treatment.

Implications for Staff Resources

It is clear that the coordinated service model will require additional
staff and resources. In our project’s coordination model a child wel-
fare agency was the central hub of the service system, and it was
most evident that special program resources would be needed to
support the expanded child welfare role. Most human services are
now facing times of fiscal restraint. However, there has been a
hugely expanding demand for child sexual abuse services over the
past several decades, a demand that has paralleled the heightened
and widespread community awareness of this serious social problem.
Priority must be given to the provision of adequate resources for
these acutely needed investigative and treatment services. In our
model, this calls for increased resources across a number of key
service sectors, in particular an expanded participation by rural child
weltare agencies,

Certainly the coordinated service approach will require special
developmental funding, as there will be ‘initial hump costs” duriny
its early years of implementation. The initial costs will largely be
tied to interagency planning and the coneultation process that is
necded in creating a service infrastructure. In rural areas this will
mean additional resources for consultation, training, and travel. As
well, two key positions will need to be funded: the service coor-
dinator and parent support worker. Once the system is operational,
ongoing service costs will be tied to the expense of maintaining
repular meetings of key service providers in the coordinated system
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Further, as preventative community programs strengthen (e.g., in
schools and churches) and investigative services increase in effi-
ciency, there will be heightened demands for basic and multidimen-
sional treatment services.

It has been our experience that Canadian rural communities do
contain capable and appropriate treatment resources, but that these
are already stretched to their limit and are often concentrated on
crisis services. A coordinated child sexual abuse service system
within a rural community cannot depend on the goodwill of local
service providers alone, but must be supported by adequate funding
across child welfare, mental health, health and criminal justice
sectors,

The long-term effects of child sexual abuse are costly for victims,
families, and communities. This is a human services issue that can-
not be met with a minimum-treatment approach in an era of fi-
nancial cutbacks (Land 1986). It is a complex human problem that
requires a complex solution. Our findings indicate that coordinated
rural services can be implemented by drawing on existing commu-
nity resources, but that special infrastructure costs must be pro-
vided. These modest but essential costs should be shared by au-
thorities in the government departments that are responsible for
the investigation and treatment of child sexual abuse.

Morrill (1976) concluded, from the extensive research and expe-
rience of the Department of Health, Education, and Welfare in the
United States, that, ‘service integration seldom reduces costs in the
short term’ and that ‘increased program effectiveness is likely to
be seen much earlier than a decrease in service costs’ (p. 54). The
preliminary findings of this project, as outlined in the next chapter,
offer some evidence that coordinated systems are more effective in
the short term, and appear to show promise of being beneficial as
wellin the long term.
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Indicators of the Impact of
Coordinated Community Services

Because of the high level of stress in victims and their families,
at the time of disclosure and at the onset of investigative services,
care had to be exercised with regard to the choice of appropriate
service outcome measures and the manner in which these were in-
troduced to recmients. It was a challenge to secure pre-treatment
measures, as these had to be collected close to the time of the dis-
ciosure of child sexual abuse, a time when most children and their
parents were in situational crisis and emotional turmoil, Several
principles were followed in this regard:

First, it was essential that the well-being of dients took precedence
over the need to secure empirical measures, This meant that treat-
ment needs would always come first and measures would not be
collected if they would impact negatively on the progress of treat-
ment vr on the mental well-being of a service recipient. Thus, the
clinical judgment of the service provider guided data-collection
decisions.

Second, non-offending parents were chosen as the key informants
of family progress in treatment. Although measures were identified
that could be collected from victims and perpetrators, in most in-
stances the cases identified during the term of the project did not
proceed far enough into treatment to warrant collection of pust-
treatment measures from most victimized children and the indiv-
whials who sexually assaulted them.

Third, because of the intensity of situations involving child sexual
abuse, which is related both to emotional reactivity in parents and
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to service stress in care providers, it became clear early on that only
brief, focused measures could be consistently secured across a wide
range of the families being served. Parents coping with personal
and family upheaval could not be expected to complete measures
that did not have immediate relevancy to their situation. Treatment
providers who were heavily taxed with service demands would not
employ measures they felt were inappropriate to their clients’ mental
state or irrelevant to the circumstances of the clinical situation they
struggled to ameliorate. Because we were dealing for the most part
with parents in highly stressed households, we had to be limited
in our instrumentation and flexible in data-gathering.

An ecological perspective (Bronfenbrenner 1979) guided our se-
lection of outcome measures. These included measures at child, par-
ent, family, and social network levels. Empirical measures were clas-
sified as being of varying levels of usetulness as indictors of service
impact consistent with their centrality to the eco-system surround-
ing each victim. That is, measures of parental mental well-being
and social functioning had highest priority and assessments of social
network support had least priority. Measures were selected on the
basis of (1) their psychometric strength, (2) the availability of norms

for the measure and (3) their use in other child sexual abuse projects
in Canada and the United States.

Psychological and Social Adjustment Measures

To secure empirical evidence of the impact ot services, two key clin-
ical measures were employed on a repeated basis: at the onset ot
services (Time 1); approximately six to eight weeks later, following
crisis counselling with non-offending parents (Time 2); and approx-
imately six to eight months after treatment services had been in-
itiated (Time 3). The two clinical measures were the Impact of the
Event Scale (1ES) (Horowitz, Wilner, & Alvares 1979) and the briet
version of the Beck Depression Inventory (Beck & Beck 1972). The
IES was used to assess the level of post-traumatic stress disorder
associated with the sexual abuse. This scale comprises two major
sub-scales: Intrusion and Avoidance. Its a brief, fifteen-item meas-
ure with strong internal consistency and evidence of predictive va-
lidity (Zilberg, Weiss, & Horowits 19821, Because depression s the
most widely occurring psychological response encountered in men
tal health services, and the level of depressive symptomatology can
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be measured adequately through short screening scales, the brief
version of the Beck Depression Inventory was also employed as an
indicator of psychological distress. This thirteen-item scale is highly
correlated with the longer, twenty-one-item scale that has been used
extensively in clinical research, and which shows close correspond-
ence to in-depth clinical assessments (Beck & Beck 1972),

Six other clinical practice measures were secured at intake. Cli-
nicians were encouraged to apply these on a repeated basis when
they felt a measure wa- appropriate to the client’s situation and
would not intrude on the progress of their work The primary intent
of these measures was to assess the psychological and situational
circumstances of clients in the test and comparison areas at the onset
of services. This served a dual function: it provided information
on the status of the cases immediately following disclosure; and
it assisted in ensuring that the status of clients entering service
in test and comparison areas was equivalent. These measures in-
cluded the briet version of the Family Assessment Measure (FAM),
the UCLA Revised Loneliness Scale, « social network/social support
assessment form, the brief version of the Marlow-Crowne Social
Desirability Scale, the Child Behaviour Checklist (the Achenbach
scale), and the Colorado Child Temperament Inventory (CCTh.

The brief version of the Family Assessment Measure (FAM) is
a fourteen-item scale created by selecting the two items that were
the most highly correlated with each of the full scale’s seven factors.
The full version of the FAM is a multi-factorial measure of family
tunctioning that has strong psychometric properties and well-
established norms based on dircumstances in Canadian families
(Skinner, Steinhauer, & Santa-Barbara 1983). The brief version
otfers a global measure of family adjustment with norms for ‘normal’
and ‘chinical’ families. The revised version of the UCLA Loneliness
Scale is a well-researched measure of the ‘subjective experience’ of
loneliness or social isolation. 1t is a twenty-item, unidimensional
scale with strong psychometric properties (Russell, Peplau, & Cu-
trona 19801, Since tamilies experiencing child sexual abuse are be-
lieved to be highly socially isolated, this was seen as a potentially
important variable that might mediate the impact ot coordinated
~ervices: Aswellla measure of “actual” sodial support was emploved
to collect intormation on network size and dimensionality tie., types
of sodial support), which included family, friends, and professional
carepivers who tamily members could turn to tor help and who were
avatlable to them at the onset of the project
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A brief version of the Marlow-Crowne Social Desirability Scale
was also used in this project (Strahan & Gerbasi 1972). This scale
assesses the possible intrusion of the response-style bias of social
desirability in self-report measures. The short, ten-item version
correlates highly with the full, more widely used, twenty-item ver-
sion and shows a similar level of internal consistency. Because child
sexual abuse is a shame-laden circumstance, the pussible intrusion
of social desirability was monitored in adult clients from both the
test and comparison communities.

Two measures were used to assess the psychological status of
the children at the time of disclosure. For children four years of
age and older, parents were asked to complete the Chiid Behavior
Checklist (Achenbach & McConaughy 1988). This is one of the most
well-established measures of child psychological adjustment and
psychopathology. In instances in which the victim of sexual abuse
was three years of age or younger, the Colorado Child Temperament
Inventory {CCTI) was used to assess the social and psycholugical
functioning of the children (Rowe & Plomin 1977). The CCTl is
a parental rating instrument that comprises six sub-scales : socia-
bility, emotionality, activity, attention-span/persistence, reaction to
food, and soothability.

Several measures were recommended for use by child th: rapists
when treatment with children was conducted. It was felt that these
measures should only be used in situations in which they clearly
would rot be deleterious to the well-being and adjustment of the
children. Since most child therapy was initiated later in the term
of the project, the preliminary information collected on these meas-
ures will not be included in this chapter. Recommended measures
were the Child Attitude Toward Father (CAF) Scale and the Child
Attitude Toward Mother (CAM) Scale (Hudson 1082); also the Child
Depression Inventory (Fauber, Forehand, Long, Burke & Faust
1987).

Qualitative Interviews

Follow -up “exit’ interviews were conducted with workers and clients
to explore their perceprions of the effectiveness of treatment and
the impact of the project. Twenty-one workers from the varions
agencies involved in the project participated. The information gath-
ered was summarized and returned to the workers with a list of ques
tions to consider at a project-sponsored staft retreat in January 1991,




PAFulToxt Provided by ERIC

158 Evaluation of Services

Shortly after the interventions linked to Parent Support Services
were completed, a consumer-feedback form was given to each parent
who had roceived service, and this was filled out and returned to
the project office without personal identification. The format of this
form was closely consistent with the Consumer Satisfaction Ques-
tionnaire (C5Q-8) prepared by Attkisson & Zwick (1982). Finally,
parent interviews were completed some eighteen months after the
principal ‘service tracking and data-gathering’ phase of the project
had been completed.

Timing of Collection of Service Impact Information

Within the principal data-gathering phase of the project, a two-stage
data-collection strategy was employed to collect service impact meas-
ures from parents of sexually abused children.

Stage one involved the collection of data during the early crisis
period linked to the disclosure of the abuse. This first phase of
data collection was framed as the period during which the parent
support services were delivered. Essentially, Parent Support Serv-
ices created an opportunity for a project staff person to enter the
life of the family, build trust in the parents, and assist them in the
resolution of the family crisis resulting from the disclosure of sexual
abuse. It also created a bridge into the family that allowed for the
early collection of research informatior. at the onset of service. The
services weve delivered, on average, over an eight-week period.

At the termination of service, stage two involved the completion
of a second cellection of research measures which offered pre-
treatment and post-treatment assessments of the period surround-
ing the crisis of disclosure. This also provided us with a set of meas-
ures at the onset of the toordinated treatment approach in the te.
community and at the onset of regular services in the comparison
communily. Another set of measures was collected at the end of
the research project. On average this was ten months after services
had been initiated for a victimized child and her or his family. Finally,
parents were interviewed approximately eighteen months after the
end of the principal data-collection phase of the project, to assess
long-term etfects and satisfaction with early investipation and treat-
ment services,
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Securing Informed Consent for Datz Collection

Over the one-year term of the project, during which service impact
measures were collected, there was a total of seventy disclosures
of intrafamilial or trusted-third-party sexual abuse in the two study
communities that proceeded to formal investigation. Of these, forty-
six families (60 per cent) agreed to participate in the research project
and completed written, informed consents. At Time 1 (or T1) -
onset of investigative services and parent support services - parents
from 34 families (74 per cent of eligibles) completed pre-treatment
measures At Time 2 (or T2) - termination of parent support serv-
ices - parents from twenty-nine families (03 per cent of eligibles)
completed ‘early’ post-treatment measures. At Time 3 (or T3) - com-
pletion of the project - parents from twentv-three families (50 per
cent of eligibles) completed ‘final’ post-treatment measures.

Results of Service Impact Measures

Research findings will be presented across the two major phases
of data collection. First, we will report the pre-treatment and post-

treatment findings linked to parent support services. Because a
closely consistent intervention was applied in both study locales dur-
ing this early treatment phase, families from both test and com-
parison areas will be merged as one homogeneous group for the
analysis of service impact. This will be a T1:T2 comparison. Then,
a review will be made of the service impact on families at the onset
and termination of services, comparing the test and comparison
areas to explore differences that emerged as a result of the or-
dinated service approach. This will be a T1:T3 comparison. Finally,
we will review T1:T2:T3 tindings for kev research indicators ot
service impact.

Parent Support Services: Early Crisis Intervention

A special crisis service (as described in Chapter 51 was created to
help bridge the investigation procedures and treatment services re-
quired when mtratamilial and trusted-third-party disclosures were
received by child welfare authorities. Parent Support Services es-
sentially employed a ‘neutral” counsellor, the parent support worker
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(PSW), who was not directly responsible to either the police or to
child welfare authorities. A primary objective of the service was
to enlist the assistance of family members, in particular non-
offending parents, to help cope with the immediate « risis that chal-
lenged the stability of the family unit. Thus, as quickly as possible
after a disclosure of child sexual abuse by the father or step-father,
an appointment was made to do individual counselling with the
mother. In cases of sibling incest ur assault by a trusted third party
or extended family members, both mothers and fathers were offered
service, Careful attention was given to ensure that similar staff re-
sources were assigned to each of the two study locations, with con-
sistent patterns of intervention over an identical time period. Each
of the two sites had its own, separately maintained child welfare
agency, police detachments, medical services, and courts. Each site
was assigned one formal parent support worker and one worker
who was retained as a backup worker to both sites at times of case
overload. The workers all had a bachelor’s degree in social work
and were experienced in providing psychological counselling in sit-
uations of social stress. For the most part, clinical supervision was
provided by one senior family therapist with extensive experience
in community mental health services.

To secure empirical evidence of the impact of the parent support
services, two key clinical measures were completed during the first
several contacts with non-offending parents, and then at the ter-
mination of the crisis services: the Impact of the Event Scale (1ES)
and the brief version of the Beck Depression Inventory (BDI-BF).
For the most part these services were initiated close to the time
of the disclosure of the child sexual abuse and were delivered over
a six to eight-week period involving one to two hours of client
contact per week. As well, shortly after the interventions within
Parent Support Services were completed, a consumer feedback form
was given to each parent who had received service. As well, ap-
proximately one year after receiving service, all parents were con-
tacted by telephone to survey their satisfaction with the parent sup-
port services they had received.

Consenting and Non-Consenting Cases in the Parent Support
Services

When analysis o the aggregated service information was done, com
parimg those who took part in the parent support services with
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those who did not, few differences were found that might suggest
bias in the study sample. Ot those giving consent to participate
in the research project, nine parents did not continue to receive
services after brief initial contacts to explain their purpose and to
collect pre-treatment information. These parents did not view them-
selves as being in crisis or needing assistance to cope with the dis-
closure. This yielded a test cohort of twenty-nine families who in-
itiatea and participated in the parent support service.

Impact of Parent Support Services

Depressive symptomatology as measured by the brief form of the
Beck Depression Inventory was seen as a key indicator of the psy-
chological well-being of non-offending mothers before and after
short-term crisis services. Parents entering parent support services
showed a pre-treatment depression level in the moderate range ot
psychopathology and a post-treatment level in the mild range. This
change in level of depression was statistically significant. There were
substantially fewer fathers (a total of ten) seen as non-oftending
parents in the project. Levels of depression in the fathers similarly
shifted from the moderate range to the mild range following serv-
ices. However, these differences did not quite reach statistical sig-
nificance which, given the size of the score differences, may have
been due in part to the small sample size. Levels of depression ot
non-offending motheis and fathers at the onset of services was not
found to be statistically different.

To monitor reduction of post-traumatic stress, scores were com-
pared before and after treatment on the total IES scale and its in-
trusiveness and avoidance sub-scales. There was a significant dif-
terence on the IES total score in the level of mothers” pre-treatment
scores and post-treatment scores. When compared to clinical norme,
for the total IES, the mothers showed pre-treatment levels that were
not significantly different than patients requiring brief psychother-
apy for traumatic stress disorder. Further, the post-treatment scores
following the parent support services were no difterent than the
Jirical norms for patients who had received brief psychotherapy
tor traumatic stress disorder (Horowits, Wilner, & Alvares 19700
Although mothers” mean scores on the Avoidance sub-scale ot the
IS showed  improvement buetween  pre treatment and  post
treatment testing, this difterence was not quite large enough to
reach statistical signiticance The mean score ditterences on the In
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trusiveness sub-scale of the [ES, which showed improvement be-
tween pretreatment and post-treatment, was statistically significant.

Kazdin and Wilson (1978) have cautioned researchers and clini-
cians akout depending solely on averaged scores to assess the impact
of clinical services. Averaged scores can be misleading in that they
may not adequately reflect the proportions of cases that improve,
stay the same, or do worse. As a clinical evaluation procedure, we
did a comprehensive clinical post-mortem on those cases that
showed no change in psychological functioning or appeared to have
deteriorated during the crisis service period.

Six cases were found to involve parents showing low levels of
depression at both the onset and end of services. Five of these cases
involved alleged assaults by perpetrators who were not members
of the nuclear family and one case involved ar unsubstantiated dis-
closure of exhibitionism by the father. In all these situations the
parents responded well in supporting the victim, and were in turn
supported by other members of the family. Most cases required only
minimal intervention by the parent support workers.

Two cases showed no change in the IES scores between the onset
and end of services. In both of these instances the IES showed nor-
mal levels of stress, and both cases involved particulars in which
the parents would not be expected to show stress. In one situation,
the allegation involved disclosure of an event that had been resolved
three years carlier when a father had been investigated for abusing
his wife and children. The father was no longer involved with the
family and many of the previous crisis elements had been resolved.
The other case involved a female babysitter attempting to have in-
tercourse with a young boy some two-and-a-half vears prior to the
disclosure. This also did not constitute a crisis in the mind of the
single-parent mother of the boy.

There were three cases in which the 1ES remained high and three
cases in which the 1ES increased during treatment. All six cases
involved situations in which husbands or sons were the alleged per-
petrators of sexual abuse. Most involved estremely deviant behav-
iours such as violent physical abuse and, in several instances, bes-
tiality The mothers in these situations all were highly stressed and
faced unresolved family situations at the end of the brief crisis serv-
ices. These cases will require continued crisis support for the non-
offending parents and long term therapy for all family members.
Finally, two cases were found to have reduced 1FS scores but in-
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creased levels of depression. In both cases the service had assisted
in the resolution of the crisis surrounding disclosure and also
brought the parents to an awareness of their social isolation and
family difficulties. The resolution of these issues was beyond the
scope of brief crisis services.

In no instances did the clinical review of changes at the individual
case level indicate that the project Fad not been helpful to families
that predictably would have responded with improved psychological
functioning if the services were delivered effectively.

Two consumer feedback surveys were completed. The CSQ-8 was
given to parents when the parent support services had ended and
parents anonymously sent the completed forms by mail to the re-
search office. Approximately half of the eligible cohort of parents
responded. The responses indicated a high level of satisfaction with
the parent support services. All respondents indicated that the serv-
ice helped them deal more effectively with their problems. Three-
quarters (73 per cent) of the respondents felt they had received
the kind of services they wanted, and most (80 per cent) were sat-
isfied with the service that had been provided. Then, long term
follow-up was completed through telephone contact with parents
by an independent interviewer approximately eighteen months after
they had received parent support services. Twenty-one parents, 72
per cent of those who had received the services, were located and
agreed to be interviewed. Every parent responded that, in retrospect,
they believed they had a positive relationship with their parent sup-
port worker and were very satisfied with the services they had
received.

Coordinated Treatment Services: A Comparison of Study Sites

Depressive symptomatology in non-offending parents as measured
bv the brief form of the Beck Depression Inventory was collected
at the onset of services following a disclosure of child sexual abusc
(Time 1). A final set of measures was collected within eight to ten
months after initiation of services (Time 3). The average time period
over which case progress was monitored was ten months. Mothers
of abused children in the test site showed a pre-treatment depression
level in the moderate range of psychopathology and a post-treatment
level in the mild ra ge. This change in level of depression was sta-
tistically significant. Mothers in the comparison site showed a pre
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treatment level of depression in the moderate range and a post-
treatment level in the moderate range. The slight changes in the
fevel of depression in parents in the comparison group were not
statistically significant.

In terms of the clinical meaning for substantive significance) ot
these measures, it appeared thay parents-in the comparison com-
munity were no different in their tevel of depressive symptoma-
tology when measured at pre-treatment and at post-treatment. As
well, af Time [ both comparison and test groups were not signif -
icantly different tor level of depressive symptoms in non-offending
parents.

The test group showed significant substuntive change at Time 3
shifting to the none or minimal range while the comparison group
remained at the moderate range. The degree of ditference in this
change at Time 3 between the comparison group and the test group
was not quite large enough to reach stutistieal significance. When
one employs statistical tests with small samples, a sizeable diference
needs to be achieved in averaged scores when groups are compared.
Indeed, given the size of the actual differences in depression scores,
this tailure to reach statistical significance was likely due in part
to the small sample size of the comparative groups at Time 3.

To muonitor reduction of post-traumatic stress, scores were com-
pared across test and comparison sites, before and after treatment
(Time L:Time 31 on the total [ES score and its Intrusion and Avoid-
ance sub-scales. Overall the total 1ES scores showed improvement
in both test and comparison sites that was statistically signiticant.
When compared to dinical norms for the total 1ES, the mothers
in both test and comparison sites showed pre-treatment levels (Time
D that were not significantly different than patients in the normative
sample who required brief psychotherapy tor traumatic stress dis-
arder. Further, the post-treatment scores (Time 31 in both sites were
not statistically ditterent than the normative average tor patients who
had completed brief psvchotherapy for traumatic stress disorder.

When Intrusion and Avoidance scores were considered separately
towas tound that slightly larger changes had occurred i the re
duction of mbres e cgerone Ginowhich dients tound that they could
not help thinking or having teelings about the crisis eventr than
m b apertonc i which dients divectly avoided talking abouat
the sexual abuse situation o1 dealing directly woth it In both com
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parative groups, clients reported at Time 3 that thoughts about the
absise did not disrupt thinking or functioning as severely as thev
did at the time of disclosure (Time D, In the test site, the mean
of the Intrusion score was markedly reduced. In the comparison
site, the mean of the Intrusion score was somewhat reduced. The
change in the Intrusion score between Time 1 and Time 3 was found
to be statistically significant in the test site but not quite large
enough to reach statistical significance in the comparison site. Sim-
ilarly, clients in the test locale showed a reduction in their Avoidance
scores with means showing improved functioning and clients in the
comparison locale showed a similar improvement. Statistical tests
of difference indicated that these changes were significant in the
comparison site but not quite large enough to be statistically sig-
nificant in the test site. Table 8.1 outlines the mean scores on the
[ES and its sub-scales in the test and comparison locales as well
as tor a comparison sample based on prior research norms.

A comprehensive review  was completed of those cases that
showed deterioration in psychological functioning between Time 2
and Time 3 in both test and comparison sites. It was found that
one case out of thirteen (8 per cent) in the test site became worse
in terms of the level of depression in the non-offending parent.
Analysis of the circumstances of the case revealed that the coor-
dinated approach had not been adequately applied. Although the
parent support worker and the child weltare workers had maintained
a positive, helptul relationshipn with the tamily, the parents felt the
police had a negative attitude toward their family and that “the police
were interested only in the law and not people.” Tt turned out that
the officers in question had not been involved in che early phases
of the project because their detachment, unlike the others, was not
under the direct supervision of the ROMDP division collaborating
on the project. The detachment had been slow to mvolve child wel-
tare personnel in the case, which had caused an important disruption
in the early investipative process, In the comparison area, three out
of ten 130 per centd cases that were traced trom Time 1 to Time
3 showed sizns of paycholognaal deterioration in non-ottending par
ents, with heightened depressive svmptomatology, 1t did appear that
mean score ditterences between the control and test groups were
shown to be substantively sigmiticant when individual case ditter-
ences were systematically reviewed
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Table 8.1

Comparisons of total IES and sub-scale means: Test area, comparison area and
normative scores
‘Mean and Standard Deviation scores:

Bruet therapy normative wohort (tHorowatz, Wilner, and Alvares 1970:

I're -briet therapy Post-briet therapy

Intrusion 23.1 19,41 1391109

Avaidance 2000 (110 103 (103

Total scale 37017 23310178
N2

Test sate coioni wath ordnated sercies

T T2

Intrusion 190 to.0) 14978 5:

Avordance 196 (53 lo 37,

Total scale REREE INEWR REIR A
N N8

Compariamt st comerd bt oo onited st e

I

Intrasion
Avordance
Total scale

The overall evidence supported our contention that coordinated
service delivery results in improved psychological functioning in
non-otfending parents, while services based on independent agency
tunctioning results in parents sutfering continued psychological
distress,

Tracing Changes from Time 1 to Time 2 to Time 3

When elements of post-traumatic stress disorder were considered
at Time 1, the Intrusion sub scale of the IES showed that test tam-
ilies were experiencing a similar level of cognitive disruption in both
test and comparison cohorts, as were normative test cdients who
were 1 ocrisis A Time 2, or immediately atter brief crisis coun
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Figure 8.1
Intrusiveness sub-scale of [ES:
Test and comparison sites by time :terval
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selling, both study cohorts showed scores that were similar to those
in normative study clients who had received briet psychotherapy.
At Time 3 both comparative groups continued to show decline in
the level of their Intrusion scores. The test group showed a steeper
decline in their Intrusion scores from Time 2 to Time 3, but these
difterences were not great enough to be statistically sigmficant
Changes in the Intrusion sub-<cale are shown in Figure 8.1,

The tendency to avoid thinking about or dealing with 1ssues re-
lating to sexual abuse seemed to be similarly attected in both the
test and comparison groups. At Time 1, which was dose to the
time of disclosure, both grow, . showed scores that were dosely
consistent with a clinical sample of patients with post-traumatig
stress disorder Both groups showed similar improvement at Time
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Figure 8.2
Avoidance sub-scale of 1ES:
Test and comparison sites by time interval
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2 and Time 3. Although the test grovp showed a high rate of im-
provement at Time 2 and Time 3, these differences were not large
enough to reach statistical signiticance. Both groups appeared to
employ avoidance behaviours that could be described as still reflect-
ing vestiges of a post-traumatic stress reaction at Time 3. Changes
in the Avoidance sub-scale are shown in Figure 8.2

Interesting differences were found when the comparison and test
proups were compared on the level of depressive symptomatology
Both groups ~howed levels of depression in the moderate range at
the onset of services, which is diinically signmiticant The comparison
proup dropped to the nuld range and the test group dropped to
the mild range immediately tolloswimyg crisis-counselling services.
However, at the end ot the service trackmg pernod it could be noted
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Figure 8.3
Brief Beck depression scale:
Test and comparison sites by time interval
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that the comparison group had regressed, showing more depressive
symptems that were on the border of the moderate range, while
the test group continued to show a reduction in symptoms ot de-

pression reaching the none or minimal category of symptoms of
depression. Although the differcnces between the two groups at
Time 3 was of substantive or chnical signiticance, it was not quite
large enough to be statistically significant Changes in the briet torm
ot the Beck Depression hnventory are shownin Figure 8.3,

Results of the Post-Treatment Follow-Up Interviews with Parents
At the end ot the term ot the research project, arrangements were

made tor a neatral person, one who had not been involved in the
mvestipative process, toanterview non-ottending parents The pur
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pose was to obtain parents’ perceptions ot how the service response
had been for them and their family members. A standardized in-
terview protocol was employed.

A review was completed o research families who were involved
in follow-up interviews and those who were not, to explore possible
bias in the sample of respondents. No differences were found that
were statistically significant for (1 key perpetrator characteristics
tage or type of perpetrator, such as sibling, father, or trusted third
party); (21 key victim characteristics (age of victim, degree of sexual
intrusion, age at onset of abuse, or duration of abuse situation);
or (3 key non-offending parent characteristics (level of traumatic
stress reaction, depression, loneliness, or social desirability).

There were two parent characteristics that were not large enough
in ditterence, when respondents and non-respondents were com-
pared, to reach statistical significance, though they did seem clin-
ically significant. These were the measures of depression and family
distress collected at the time <ervices were initiated. The non-
respondents appeared to be those who were somewhat less de-
pressed and showed less family distress talthough neither of these
ditferences was large enough to be statistically significant’. There-
fore, if there was a bias in the follow-up sample of respondents,
it would likely be linked to the inability to secure final research
interviews with families experiencing situations that were less trou-
bling to the families and the victims.

Service recipients in the coordinated treatment area did report
higher levels of satisfaction in their contacts with child welfare per-
sunnel. Although there was a substantial difterence in the levels
of reported satistaction with the police in the two comparative areas,
this difference was not quite large enough to reach statistical siy-
niticance. Clients in the coordinated service area appeared to have
received more counselling services after disclosure and had higher
fevels of treatment resources, particularly in terms of child treatment
groups, individual counselling for perpetrators, and group treatment
for juvenile perpetrators. Highlights of the follow -up interview find
ings are hsted vy Table 8.2

Interpreting Qutcome Indicatore

Fhe empinical indicators ot service impact conastently indicated that
the mitial cnsis tesources ottered by Parent Support Services was
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Table 8.2
Findings of post-treatment interviews with non-ottendig parents
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Satisfaction with services:

Oreradl vlationsiup wiie b
fost. Good or very good: =8

Comparean. Good or very zood
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Comparsoon Satistied or very satistied
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ob important benehit to parents coping with a disclosure of intra
familial (hild sexua! abuse. In both test and comparison locales, these
services tadilitated the parents’ adjustment to the crisis and reduced
Pave hological distress in non-offending parents. Tt was also of kev
research interest to mark the difterences that occurred i the more
long term psychological adjustment of parents following the deliv
ery o coordinated mvestigative and treatment services }mdmw




172 Evaluation of Services

supported the contention that coordinated services do result in more
rapid recovery and better psychological functioning in those holding
the major parenting duties.

Although only briet and focused measures could be employed,
these medgsures did provide evidence that the cases in the test area
reported better functioning than those in the comparison area. Par-
ents in the test area reported significantly fewer symptoms of de-
pression following coordinated services, and showed marked reduc-
tion in the level to which thoughts about the abuse disrupted their
cognitive functioning. Parents in the comparison and test groups
both showed a reduction in their tendency to avoid dealing with
aspects of the abuse situation, but both groups still had to change
substantially in order to bring this avoidance closer to what would
be seen clinically as ‘normal’ levels of avoidance behaviour. Perhaps
the term ot treatment services available to tamilies in the project
was not long enough to deal adequately with the causes of these
avidance patterns,

In studies such as this one, the comples nature of the research
question, coupled with the difficulty in securing samples that are
adequately large to support statistical analysis procedures, create a
substantial challenge in research design. Many of the “effect sizes’
that are associated with key independent variables will be assessed
conservatively, because quite large differences will be required to
reach statistical signiticance. [t was important in this consideration
of service outcomes to consider the dinical or substantive meaning
o difterences in psychosodial scales, and to complete case-by-case
analyses to track positive, neutral, and negative parental responses.
Such qualitative analyses provided turther evidence that cases did
show more improvement in the coordinated service area.

One important challenge to the internal validity ot a research de-
sign s the potential intrusion of the ‘regression effect’ (Cook &
Campbell 1970 This effect relates to the tendency or extreme
scores to move towards the mean through statistical moderation over
time. What this means to the chimcal evaluator s that cases showing
hiphly deviant scores will tend to improve through a statistical ar-
titact eftect rather than being directly and solely an ettect of treat
ment. I studies such as this one, one must be vignlant tor such
mtuences on post-treatment scores

There were indications that regression etiects were not distorting,
the tindings ot this project. biest, the togh levels ot depression i
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study subjects did improve following short-term crisis treatment as
was anticipated. However, it was also as an important finding that
these depression scores did return to a high level for the control
subjects but continued to decline *o none or minimal signs of de-
pression in the test group. Further, when case-by-case analyses were
completed, it did appear that those families that did show improve-
ment were those that clinicians in the test area would affirm were
experiencing less psychological stress. Further, those that did not
show improvement were those that, according to clinidians, had good
reason to continue to be depressed. This serrcu to validate the find-
ings of the psychosocial measures, and 4id serve as a check tor
the possible intrusion of regression effects.

It needs to be stressed that only brief and focused measures could
be employed in such a highly charged service sitaation, one that
was challenging and stressful for both proiessional caregivers aad
service recipients. These modest measures cannot, in and of them-
selves, establish conclusively that the coordinated service approach
was superior to the traditional service approach (i.e., the approach
in which each service agency functions separately to meet its in-
dependent mandate in ameliorating the circumstances of child sexual

abuse). However, the indicators of parental functioning that were
employed, and that serve as a means of tracking the overall well-
being of the family unit, consistently support the contention ihat
coordinated services do lead to more positive results. In other words,
it appears that coordinated investigation and early treatment services
do help families recover more quickly from the trauma associated
with < hild sexual ase.




PART THREE

Reflecting on the Community
Experience
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Professional Attitudes Relating to
Child Sexual Abuse

A disclosure of child sexual abuse should trigger a coordinated, in-
terdis.iplinary service response. Because a child has been abused
and is at risk, child welfare personnel are mandated to investigate.
Because a crime has been committed, the criminal justice system
must respond. Often the situation will require medical intervention,
as an aspect of the investigative and treatment nceds of the case
and menta! health practitioners will often be involved as well to
help individuals deal with the crisis of the disclosure and perhaps
the long-term psvchulogical effects, In many situations of child sex-
ual abuse, other important social institutions in the hife of abused
children and their family, sach as church and school, may become
important actors i the Jetection and amelioration of the abuse
situation.

It is clear that the investigation and treatment of child sexual abuse
reatires signiticant etfort trom a number ot human service agenaies,
However in muost focales these basic services remain fragmented
and characterized by interdisciplinary distrust and independent a.-
tion (Finkelhor 19841

In a wurvey ot protessiongls trom a number ot the key disciplines
cwolved 1 services 1o sexually abu ed children and their tamilies,
Finkelhor (19080 tound that there was o Adittereatial vse ot inter-
protessional consultation by ditterent serviee sectors Child weltare
workers tended  oouse as wade a range of tesouraes te g, medual,
mental bealth. schoob as they could o imvestigating, the disddosure
ot abase, tooreduce - Tomp term anpact en the dhild and the famidy
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School personnel and mental health practitioners were less open
to engage with other professionals. This was viewed as being due
in part to the focused responsibility these services see themselves
holding with respect to serving children, and because of the tra-
dition of information-confidentiality maintained by school and nien-
tal health personnel. Criminal justice services were found to be the
service sector with the least bridging to other professional groups.

Kev to this pattern of isolated action by different protessional
groups was the difference in their views regarding the meaning of
child sexual abuse, and the implications this has for beliefs about
strategies of intervention to curb and manage it (MacFarlane &
Bulkley 19821 Saunders (1988) found important differences in at-
titudes when child welfare and criminal justice personnel were com-
pared. A key philosophical difference was found in the ‘retribution
- rehabilitation debate,” in which police officers and judges were
more prone to taking a puaitive stance than child welfare workers.
Similarly, Kelley (1820} provides evidence that police officers rec-
ommend more severe punishment for offenders than social workers
or nurses. Wilk and McCarthy (19801, in one of the few studies
involving protessionals from rural settings, suggest that police of-
ficers are more hard line than child welfare or mental health workers.
When comparing child protective social workers and attorneys, Craft
and Clarkson (1985) found differences in support for court action.
Social workers recommended court action less frequently, a differ-
enve that seemed related to physical injury of the child, previous
tamily history of abuse, parental reaction. and parental admission
ot involvement.

Attias and Goodwin (19851 tound that gender may play a more
important role in professional response to child sexual abuse than
protessional athiliation. Males tended to overestimate the proportion
ot talse allegations made by children. to underestimate the pre.
valence ot tather-deughter incest, and to tail to act when (ldien
appeared to retract aeir Megations o sexual assault.

Ditterence in ph' sophy between members of major protessional
proups involved ininvestigation and treatment was ot kev 1esearch
interest in this project We pl.mm-d a bwoesstage process to studv

deological ditterences in protessionals Biest, we wished to explore
the posaibility of developing an empurical measure that could tap
essential aspects o protessional attitudes with regard to interven
tion Ttwas ourantent toowadely survey police othicers, child weltare
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workers, and community mental health staff as central actors in
the investigation and management of child sexual abuse cases in
the project area. It was our hope to construct a measure of pro-
fessional ideology. As a second step, we wished to explore the impact
that the development of coordinated services might have on pro-
fessional attitudes, using the developed empirical measure as a major
dependent variable. It was of research interest to explore whether
the coordinated treatment approach resulted in more consistent
views across professional groups participating in investigation and
treatment activities. Because of the importance of the professional
view of gender with regard to tie seriousness of the abuse and
the need tor intervention, it was our intent to explore the attitudes
within the major service sectors while controlling for gender
differences.

Developing the Professional Attitude Scale

Three key professional groups were surveyed in both test and com-
parison communities: police, child weltare workers, and community
mental health staff. Qur poul of professional respondents was ex-
panded to include all police child welfare, and mental health staft
in the geographic regions immediately surrounding he research
communities. This would generate a large enough sample size (for
the multivariate analyses required in scale building) and would en-
sure that we were using a puol of homogeneous protessionals from
which sub-samples of key service sectors could be drawn tor more
tocused analysis of changes in professional attitude

Each key service sector was approached through the tormal chan.
nels that existed in the study locale. This process involved an initial
contact by letter to local service authorities to explain the rationale
tor the project and to gain permission to involve tield statt. Each
service group independently sanctioned the research and facilitated
the involvement of tield staft Al protessional respond: nts had the
option of identifying themselves or completing their survey forms
anonymously. All statf members ot the child welfare and commumity
mental health agendes agreed to partinpate and completed all re
seatch measures. This resulted ina tinal sample ot thirty-tive child
weltare workers and twentv-one community mental health prac-
btioners A sampling trame was created listing all police ottreers
serving the geographic area induded in this stuoy Attitudinal meas
ures were dipatched trom each police station to 122 otticers Com
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pleted measures were received from 80 officers, vielding a final re-
sponse rate of oo per cent. The research questionnaires comprised
items relating to the social demographics and work histories in child
sexual abuse of each respondent as well as o collection of twenty-
two likert-type attitudinal items relating to the causes of child sexual
abuse and to intervention preferences.

Creating a Child Sexual Abuse Scale to Assess Professional
Beliefs

A Professional Attitudes Regarding the Sexual Abuse of Children
(PARSAC) scale was constructed to include sixteen items combining
to form three main factors or attitude domains:

Beltets with Regard to Extensiveness snd Sevicwesness of the [ssi

This item assessed the tendency of a protessional to see child
sexual abuse as a widespread occurrence in the community and
of important psychological impact on victims, rather than a phe-
nomenon that was rare and not necessarily psych logically
damaging to children.

Treatment Versus Dionshoment Priovity

This stem related to the philosophical stance taken with cepard
to whether priority is placed on pumishment or on treatment
as the most important or preferred intervention It touched
on the debate in the field as to what priority should be given
to bringing criminal charges against the abuser, and the use
ot incarceration as an important deterrent to child sexual abuse

Viewe Regandiny Ldentiie v . Wi Popenade Unild sovnad
..\i'u‘l

This item tocused on g protessional’s recogmition that a wide
range o mdividuals perpetrate sexual abuse apaimst children
and that oftenders are not necessarihy members ot deviant
Broups in society,

The empirical properties ot the PARSAC <cale induding the spe
cibics ob the vanimax bactor <olutione the dems contamed i the
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scale, and statistical analyses relating to interprofessional differences
are available elsewhere tor interested researchers and dimcdians
{Trute, Adkins, & MacDonald 1002)

Statistical analyses were performed on the total PARSAC scale
and its three sub-scale scores, comparing the three protessional
proups induded in the study (police, child weltare, commumty men-
tal health). On the total PARSAC score, police officers had o sig-
niticantly lower total score than chila weltare and community mental
health workers. When these ditference in professional view were
more dosely explored across each of the three tactors in the saale,
police officers remained the lowest scoring professional group. On
factor one 'the view regarding the seriousness of the issued, police
ofticers scored signiticantly lower than child welfare workers. This
would suggest that police otticers and child welfare workers ditter
in their view of how extensive such abuse is in the community
and the serious impact such acts have on victims On factor two
ftreatment ve. puanishment priority) police officers scored vigniti-
cantly lower than both child weltare and community mental health
personnel. This suggested that police otticers tended to view treat-
ment as less eftective, and to a stance that placed greater emphasis
on punishment. On factor three (perpetrator identity) police officers
scored significantly lower than child weltare workers. That s, 1t
indicated that child weltare workees were more hkely than police
to acknowledge that child sexual abuse occurred in many different
types ot tamilies and was instigated by many ditt rent types ot
perpetrators

When gender differences in attitudes relating to chatd sexual abuse
were tested on the PARSAC total and sub-scale scores, women were
found to have sigmificantly higher scores on the total scale and on
cach ot the three sub-scale scores. When statistical tests were per-

tormed that controlled for gender while comparing protessional dit-
terences, pender was tound to be a simibicant imtluence A< well,
statistically sponchicant ditterences remamed between protessional
proups tor scores on the total scale and tor two ot the sub.scales
treatment ve punishment i writy”and “perpetrator dentity T How
cver, one of the sub scales, sernousness ot ssue,” <howed o dit
terence between yronps when the inalvas was controbled o0 en

der Table 91 <hows mean scotes adjusted tor pender tor each
protessional yrougp
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Table @1
Comparison of mean scores: PARSAC scale adjusted tor pender ot protessional

Commumty

C hild Mental

Weltare Health Police
Total Mean Score*® 51 o8 juaQ paop
factor |
Sernousness ot jssue MR BIARE [BIRY
Factor 2
Treatment Punishment?® 14ax (RN [
Factor 3
Perpetrator [dentity® lo 0! 1A 24 el

Signibcant ditterences ** p 001 Cp 0

Assessing Changes in Professional Attitudes During the Early
Development of the Coordinated Service Approach

It was of research interest to note it the implementation of the coor-
dinated treatment approach had served to immediately alter pro-
fessional attitudes towards child sexual abuse; that is, if any change
had occurred over time in the total PARSAC score. The ‘treatment
vs. punishment’ sub-scale of the PARSAC was of particular interest
because this sub-scale appeared to tap the most contentious aspedt
of interdisaplinary practice.

Professionals were assessed separately in both test and compar-
ison communities at the onset ot the project (Time 11, one year
after the coordinated approach had been imtiated (Time 20, and two
vears after (Time 3). The groups studied mdluded members of the
coordinated treatment team! in the test area; also child weltare per-
sonnel, community mental health statf, and police otheers in the
test and comparison areas

We wished to consider separately whether the coordimated service
appraach served to alter protessional attitudes in those human sery
e protessionals who were most dosely invoived i oimterdisaphinany

The voordimted treatment tevm comprised <ttt brom child s eltare comimunn

peortyh heoabth probaton mentlretaditon corioe s an U s oanen o bl

EI{ILC i
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treatment. Twenty-si< professionals had been involved in the coor-
dinated treatment team during the research period and twenty-one
of these completed attitudinal measures that tracked scores over
time.

Because the child welfare agency served as the central hub of
the coordinated system, it was of interest to assess whether any
change had occurred in the members ot the CFS “south team’ in
both the test and comparison areas. Members of this team in each
of the comparative sites had been directly involved in the inves-
tigative and early treatment services that had been monitored during
the course of this project. Nine child weltare sodal workers, out
of a potential of nine, completed attitudinal measures over the term
of the project from the test community. Siv child welfare soal
workers, out of a potential of mine, completed measures i the com-
parison community.

Community mental health staft from povernment services and
trom a local mental health centre plaved an important part in the
treatment process. Analysis was done ot all community mental
health personnel who served both adults and children in the geo-
graphic locales induded in this project This induded twelve ot o
pussible fifteen staff from the test site. and eleven ot a possible
thirteen staff from the comparison site.

Finally, attention was given to the impact that the coordinated
approach may have had on police otticers serving in the test and
comparison commumties. Sampling police otticers was o dithoult
task It required a multi-stage distribution ot questionnaires that
mvolved prelimimary approval trom semor staft, coordination ot
questionnaire distribution through statt seryeants at individual det
achments, and anonymous mail return by mndividual police otheers

A major problem encountered in the long-term track:ng ot police
attitudes was the rotation of otticers  not a trivial matter. as there
were large nunbers of police othicers transterred over imited time
periods At the onset of the proect there were 122 othicers serving
m the two reeearch locales Atter a twosvear pertod, only 27 athicers
remarned from the orginal cohort of 122 that bad Tived tor ot east
2 twoevear period n the study commuiity and hd had ooy s
penience i child sexaal abuse matters

Hecause of the ditticulty i completing police surves- 1 o stage
strategy bor data pathering veas tollowed Fast, all police othicers
were steveved ot Time ard Dime 3 Thon analveas swas completed




184 Reflecting on the Community Experience

of a subset of the officers at Time 3. This subset included the
twenty-seven otficers that had been in the study communities
throughout. This final subset included thirteen out of a possible
eighteen officers from the test area and seven out of a possible
nine otficers in the comparison site

Therefore, to track professional attitudes over time, we followed
tour cohorts ot professionals over o two-vear period: tifteen child
wertare statf, twenty-three commumity mental health statt, twenty
police otticers, and twenty-one members ot the coardinated treat-
ment team in the test community.

I Coondenated Troatmont Toam

The bulk 191 per centy of the members of the coordinated treatment
team were between the ages of twenty-siv and thirty-five (33 per
cent) or thirtv-siv and torty-five (37 per centl. Almost two-thirds
tod per cent) were female. Approximately one-quarter (24 per cent)
had spent less than five vears in their professional role, one-third
{33 per cent) tor siv to ten years and almost half (43 per cent! for
over ten years. Of the partiapants on the coordinated treatment
commuttee almost halt (43 per cent) were child weltare statf, one-
third (33 per cent) mental health personnel, and almost one-quarter
24 per centt were trom other human service settings such as pro-
bation departments or crisis and women'’s shelters. Approvimately
two-thirds (02 per cent) of these protessionals saw one to ten cases
per vear and one-fifth (19 per centr s twenty-siv or more per
year.

Treatment team scores on the total PARSAC scale and on the
treatment veo punishment” sub-scale remaimed unchanged at Time
Lo Time 2, and Time 2 tsee Table @20 There were no signiticant
ditterences between the measures at the three time penods. Tt
should be noted that attitudinal scores were at a high level both
a the onset and throughout the course of the project Particpant.
percenved that child cexual abuse was a serious societal 1ssue, that
it occurred in many sectors ot the commumity, and that treatment
should be gaven high prionty in these situations Tt was dear that
local caregivers shared the view that (hild sexual abuse services
should be gven high wervice poonty in ther local commumity, and
they were prepared to commit sigmbicant time and ettort to create
A coordimated communty serviee tesponse  Without this poctive
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Table 92
Attitudes towards child sexual abuse Views ot members ot the o ordinated
treatment team at three time intervals

Total PARSAC [reatment punishment

soore ~ub sale

Mean NMean

EE R . 151
RN ‘. [P
PR 53 he

attitude shared behets, and enduring commiument to treatment, it
s unlikely that a coordinated service system could have been as
readily initiated and maintained as it was in this case study

Tie Cnetd Weltare st

The bulk 193 per cent of the child weltare statt that were trocked
over time were between the ages of twenty-siv and thirty-tive 133
per cent) or thirty-six and forty-five (00 per cent). Approximately
half (53 per cent) were temale. Approvimately one-quarter 127 per
tent) had spent less than five years in their protessional role, one
quarter 27 per centd had been in this role for «iv to ten vears,
and almast halt (47 per centr had been working in their protessional
capadity for eleven years or more. Approsamately one-thied (3.3 per
cent) of these protessionals saw one to ten case. per year and two-
tifths €10 per cent) saw bwenty-sixv o more tases per vear A sta
tistical comparison ot the test and comparison areas indicated that
there were no signthicant diftc ences in child weltare statt in the
two sites For agpe, sex, vears of work experience, or size of child
senual abuse caseload

Child weltare statt total PARSAC scores and score - on the et
ment v punichment’ sub <cole, remaned unchanged i th o oat
and comparison groups of child weltare workers at Time 1 ime
2oand Time 3oae ubb oo

At the onset ot the project there were suiiticant ditteren s
measured attitudes i child weltare statt from the test and com-
patson communtties Those i the test area had heeher <cores on
the toeotment ve punshment’ <ub <oode than chold coeltare peraon




180 Reflecting on the Community Experience

lable 9.3
Attitudes towards ob b sexuab abuse Views ot chadd welbare statt i test e d
Comparison communties ab theee ime mtery ats

Total PARSAC <core freatment Punm-hment Sub soale
Te -t Compat.sop Tet € opparoon

1! o 11 1he A 1 + [N A

[N [N P e M fo? [ IRNE s

I i AN s AR HEIN T 13~ I~

nel trom the comparicon area, o ditteronce that bordered on <ta-
tistical sivmibicance They began the project with o higher level ot
beliet in the utility ot coordinated treatment approaches and a lesser
regard for punishment as a deterrent to child sexual abuse. As the
project progressed, the child welfare statt in the comparison area
showed more treatment-oriented belicfs and, throughout the course
of the project approached the score maimtamed by the child weltare
~tatt in the test site

Although the child weltare personnel in the test area remained
significantly different from the police on the ‘treatment vs, pun-
ishment” sub-scale throughout the project, the child weltare statf
i the comparison area showed scores on this attituding! domain
that did not signtticantly difter trom police at Time 3

Commpgontu Mensac Hoalin b

Mental health protessionats bemny tollowed over time varted across
age ranges Approvim dely one titth (22 per centrwere between the
ages of cwventy s and thirty-tive, two titths 139 per centr between
thitty-six and torty-hive, one-thud 130 per cent? between tortv-sis
and fiftv-bive years and one tenth 19 per centowere over fitty-tive
Approvimately two titths 111 per cent were temale Approvmately
anc tenth 9 por cento had spent Tess than five vears in their pro
tessional mle, one gquarter o per cents had been i this rele tog
siv o ten vears and three hitth< 0% per centy bad served o this
tale tor eleven vears or more Approvimately two thad . 71 per
centt ot these protessionals saw one to ten cases per vear and » bout
ane tenth 1 per cent saw eleven or more N statisthical compareaon
ab tet and comparon areas oadioated oo agmibicant hitcrence
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Table 9.4
Attitudes towards child sexual abuse: Views of mental health statt in test and
COMPArison communities at three time intervals

Total PARSAC score Treatment' Pumshment Sub- siale
Test Comparison Test Comparison
I'l Ho (34 48.3 1230 141 2 3 140 pa
T2 459 (33 479 RICY 140 o 1473 (1.5
T2 4o 0 20 472 RIC] 144 R RN 2.0

in community mental health staff in the two sites for age, sex, years
of work experience, or size of child vexual abuse caseload.

Community mental health total PARSAC scores and scores on
the ‘treatment vs. punishment’ sub-scale remained unchanged at
Time 1, Time 2, and Time 3 (see Table 9.4).

Polie ¢ Icers

Police officers varied in age. One-tenth (10 per cent) were under
twenty-five years of age, one-quarter (25 per cent) were between
twenty-six and thirty-five, half (50 per cent) were between thirty-
six and forty-five, and more than one-tenth (15 per cent) between
forty-six and fifty-five. A small proportion, one in ten (10 per cent)
were female. One-quarter (25 per cent) had spent less than five
years in their professional role, 15 per cent had been in this role
for eleven to fifteen years, and three-fifths (60 per cent) had served
for sixteen years or more. Approximately four-fifths (79 per cent)
saw one to ten cases of child sexual abuse per year and about one-
fifth (21 per cent) saw eleven to *wenty-five cases per year.

There were no significant differences in police officers in the test
and comparis: n sites for age or years of work experience. However,
there were significantly more female officers in the comparison area,
It was found that for police officers as a group there were no sig-
nificant differences betveeen male and female officers on the total
PARSAC scale or on the treatment vs. punishment sub-scale. In
such circumstances it is not clear if women who join the police
force already hold beliefs similar to the men or if the experience
ot policing over time leaves female ofticers with beliefs that are
osely compatible with those held by the male police otticers.

14,



188 Reflecting on the Community Experience

Table @3
Attitudes towards hild sexual abuse: Views of police otticers in test and comparison
communities in two time intervals

Total PARSAC score Treatment Punishment Sub-saale

Test Comparison Test Comparison
T1 178 4.3 170 RN e 125 1z 123
ra 112 HRIRE 423 o R e 128 e 2T

Police total PARSAC scores appeared to be reduced or to reflect
muore negative attitudes over time in bath rural communities. Sim-
iarly, scores on the ‘treatment vs. punishment’ sub-scale appeared
to be slightly reduced in both communities for police officers be-
tween Time 1 and Time 3. However the degree of these differences
was not great enough to be statistically significant (see Table a.5).

Summary of Findings Relating to the Measurement of
Professional Attitudes

When an allegation of child sexual abuse is made, a number of
human service agencies will view it as their responsibility to re-
spond, and each will have a particular service interest that will frame
theis work. However, each will have also a common need to stop
the abuse and ameliorate the negative future consequences of the
abusive situation. Rather than have a stream of professionals en-
tering the life of the child and family in a random and repetitive
manner, it is clearly preferable to implement investigative and treat-
ment services ina planned, thoughtful, and coordinated wav.

It seems that a major element in the creation of such coordinated
services is the presence of a shared ideology in which protessionals
hold in common some beliefs about (1) the factors that contribute
to the basic causes of child sexual abuse, (21 how sexual abuse can
impact on the well-being of a child tand the child’s family), and
3 what might be done to reduce the negative consequences of the
abusive situation. These attitudinal domains are measured in the
PARSAC scale UTrate, Adkins, & MacDonald 1002

The gender of human service protessionals is a strong indicator
of attitude towards child sexual abuse. Women were found to have
signibicantly hipher scores on all three sub-scales ot the PARSAC
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scale. This is consistent with the findings of Attias and Goodwin
(1985). In their survey of psychologists, psychiatrists, pediatricians
and family counsellors, it was clear that gender, rather than dis-
cipline or personal clinical experience, was the most powerful pre-
dictor of attitudes regarding incest. They observed: "More men than
women overestimated the percentage of children who make false
accusations of sexual abuse. More men than women underestimated
the prevalence of father-daughter incest in the general population.
More men than women would choose not to report to child pro-
tective services a child who had retracted” (p. 532). Concern has
been expressed elsewhere about the implications of gender difter-
ences with respect to the legal process and the administration of
the law in sexual assault cases and incest. Jackson (1983), in a study
of the attribution of incest blame among rural attorneys and judges,
found marked differences based on the gender of the attorney.

In our study, females scored significantly higher on each of the
three sub-scales of the PARSAC Scale. That is, men were less in-
clined than women to regard the sexual abuse of children as wide-
spread or serious, men were more likely than women to see pun-
ishment and retribution as an effective deterrent to the sexual abuse
of children, and men were more likely to see perpetrators as in-
dividuals who stood out in some way from the general population.
Since the bulk of police officers in our study were male and the
bulk of the social workers were female, the interdisciplinary dit-
ferences can in some part be explained by gender differences. How-
ever, the question remains as to whether men and women come
to these professions with their beliefs readv-made or whether the
professional role, over time, does serve to shape the perceptions
and beliefs of the men and women who must serve within a specific
professional context. Our findings suggest that in any interdisci-
plinary comparisons of major service providers in situations ot child
sexual abuse, care must be taken to consider gender effects.

When attitudes were compared across professional proups, our
tindings corroborated prior research that differentiated police from
other human service professionals. We tound that police were sig-
nificantly different on all three cubsscales of the PARSAC saale
when compared to child weltare workers and community mentai
health personnel. However, this ditference was moderated when
analy=is was controlled by gender Atter adjusting tor pender, it was
found that police otticers still diftered from child weltare workers
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with respect to their view that punishment had a priority in cur-
tailing child sexual abuse. As well, they tended to identify perpe-
trators as coming from deviant sectors of the population. Concern-
ing perception of the seriousness of the issue, differences between
professional groups lost statistical significance when they were ad-
justed for gender. It was interesting to note that, within the ranks
of the puolice force, there did not appear to be significant gender
differences in attitudes regarding child sexual abuse. The female
and male police officers appeared to hold beliefs that were closely
similar.

It should be noted that although statistically significant differ
ences were found between the professional groups, the absolute
scores on the attitude sub-scales were close in value. That is, al-
though these differences were great enough not to be caused by
chance factors, they still reflected a similarity of view and were
all at the high end of the scale. Perhaps the most meaningful dif-
ferences occurred in the ‘treatment vs. punishment’ dimension. This
was the sub-scale that maintained a distinctive difference between
professional groups even when adjusted for gender of the respond-
ent. One could conclude that in the rural communities involved in
our study, there is a great deal of similarity of view between police,
child welfare agencies and community mental health staff on those
aspects ot child sexual abuse relating to misinformation and stereo-
typed perceptions. That is, it seems human service personnel are
more consistently informed about the widespread occurrence of
child sexual abuse, about the serivus effect it has on children and
their families, and about the ways in which subtle intrusions (such
as the presence of pornography or acts of fondling) constitute an
abusive sexual assault on a child. Further, the professional groups
appear to be close in their view that many adult members, across
a wide cross-section of the community, may be abusers of children.

The key area of difference between protessional groups appears
linked to the issue of what should be done with those who perpetrate
the sexual abuse. This isa perplexing issue that is difficult to resolve
for many professionals across the human services (Finkelhor 1084,
The ditterence between police and the other human service pro-
fessionals i the matter of ‘retribution versus rehabilitation” is not
surprising. It is generally recognized that police and social workers
approach sodial problems trom ditferent vantage points. Hechler
(1988 has dentitied this ditterence as wodal workers striving to
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bring change through strategies of cooperation, while police strive
to enforce the law with uncooperative people through confrontation.
Saunders (1988) has reflected on such differences in basic ‘belief
systems’ between the police and other human service professionals,
and has highlighted the need to attend to these issues in coordinating
services. Left as they are, the differences in ideology do not augur
well for the smooth development of a coordinated approach to sex-
ual abuse investigation and treatment planning. One professional
group may push for tight evidence and strong legal intervention
to curb sexual abuse; another may push for the overall social, phys-
ical, and mental well-being of the child, which would include
strengthening the remaining remnants of what was once a fomily
unit.

A serious challenge faces those who wish to advance services in
this sensitive and important area. The challenge is to create an inter-
disciplinary atmosphere where ditferences in professional values and
service approach can be mutually appreciated and respected. This
would be a working atmosphere in which each professional group
can fulfil its own professional mandate, while finding a course of

intervention that cooperates with a coordinated service plan and
works in the best interest of the victimized child and his or her
family.
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Conclusions and Recommendations

The investigation and treatment of intrafamilial child sexual abuse
is a stressful circumstance for victims and their families, as well
as for the professionals who are responsible for intervening in their °
lives. Most agencies that seek to protect children from sexual abuse,
or to deal with the aftermath of a sexual assault on a child, tend
to be fragmented in their service delivery and narrow in their scope
of services. The field is characterized by an extended investigative
response and delayed treatment activities for those who perpetrate
and thuse who suffer. Treatment has tended to focus narrowly on
victims or perpetrators while ignoring the fact that there is an entire
family system in trouble. There is evidence that the institutional
response to child sexual abuse by thuse mandated to investigate
and protect can exacerbate the trauma through repeated questioning
ot victims, intense intrusion into the lives of family members, and
the creation of imminent threats to family composition and stability
"Martin 19921 The findings of this rural demonstration project sug-
gest that a coordinated approach to service delivery, one in which
agencies collaborate in the investigation and early treatment of child
sexual abuse, can be beneficial to child victims and their family
members. In a coordinated model of service delivery it appears that
more treatment resources can be mobilized, less stressful investig -
abive circumstances can be created, and psychological distress in par-
ents can be more readily eased.

However, the implementation and maimtenance of o coordinated
service wvstem is not without signiticant cost in time and energy.
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In this project we witnessed an escalating service demand as more
cases were identified than had been the norm in the area, and as
professionals were called upon to dedicate more time than would
asually be allotted to each case. The increased time was linked to
the numerous collateral contacts required with the other profes-
sionals holding a mutual involvement or service interest in each
case. The service pressures on all investigators and treatment pro-
viders seemed to rise in intensity as more collaborative effort was
required, and as closer collegial scrutiny of service delivery was
maintained.

The message that was clearly communicated to us from our study
experience is that the coordinated approach is more beneficial, but
it is not possible to maintain without some increase in professional
services. It was our experience that these increased service costs
in response to child sexual abuse can be modest in scope. The in-
creased costs fundamentally involve the creation of several part-
time but essential service positions (the service coordinator and par-
ent support worker) and the funding of local professionals for their
travel and time while participating in ongoing planning and con-
sultation activities (the community treatment committee).

In this demonstration project, basic service resources were main-
tained at their usual level in the ‘test community’ by child welfare
agencies, mental health services, and police. This was happening
even though the demands for service time were steadily growing
as a consequence of the coordinated interagency approach. It was
not without a heroic effort that high-quality services could be main-
tained as demands on professionals’ time rose and basic service re-
sources (e.g., number of practitioners, travel budgets, etc.) were not
concomitantly increased. It is not reasonable to expect rural com-
munities to implement coordinated services for the investigation and
treatment of child abuse without providing additional resources,
particularly in service sectors that ar» mandated to respond to each
disclosure of abuse.

This demonstration project served to identify and highlight the
essential components of a coordinated treatment model in Canadian
rural communities. These included the fundamental need to draw
local service agendies together in a shared, collaborative, planning
process. The process was based on the premise that coordinated
services must be primarily implemented, monitored, and maintained
by line-level service providers  the key actors in such integrated
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systems However, it was clear that allied commitment needed to
be developed as well at senior administrative levels in each of the
participating agencies. Administrators could support the efforts of
their line staff or sabotage them by tightening resources or limiting
participation (e.g., through assigning too-large caseloads or prohib-
iting the travel required to attend collaborative community planning
meetings).

At a higher political level, it is also important to secure support
from provincial government departments to ensure that inter-
departmental bridging is created which facilitates key policy ele-
ments such as investigatory guidelines. Such guidelines should re-
quire inter-disciplinary investigation and social-psychological as-
sessments. They should identify child sexual abuse as a high service
priority that warrants caretul interdepartmental attention. (That is,
that child sexual abuse is a legitimate 'mental health issue’ deserving
of involvement by the Department of Health or is considered a high
priority, criminal-justice ssue requiring special attention by crown
attorneys in the department of Justice.) The design of a coordinated
treatment system needs political support most profoundly at the
‘wrass roots” level. However, this support must be developed at var-
ious levels of authority, up to senior provincial departmentals such
as (in the case of Manitoba) the departments of Health, Family Sery-
ices, and Justice.

At the local community level, it seems that three fundamental
components need to be created for a coordinated service system:
a community treatment committee, a service coordinator and a case
manager. First, a community treatment committee needs to be for-
mally structured to provide a forum for community service planning
by participating agencies. It is within the scope of the committee
to provide opportunities for the sharing and understanding of dit-
tering professional ideologies with respect to the handling ot (hild
sexual abuse situations. It tunctions as a vehide tor tormal case
reviews and the evolution ot a service system in which community
protessionals understand how patterns ot collaborative investigation
and treatment can be best maintained in their local area. It is a
usetul structure tor the provision ot training and supervision in
content areas in which there is heightened local need. In retrospect
v would suggest that <everal times vach vear, formal expanded
n ctings of the community treatment committee should be held,
amve hving the participation ot agency heads and senior management
This mught serve to encure that developments in the tield by line
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level staff were understood, appreciated, and supported at higher
levels of administrative authority in each participating human serv-
ice agency.

It is vital in a coordinated service system that one person is iden-
tified as the local “traffic cop’ for all identified cases of child sexual
abuse. This person acts as the service coordinator and has formal
responsibility for seeing that there is a planned and smoothly func-
tioning bridge between those who do the investigative work and
those who provide treatment services. The service coordinator en-
sures that the community treatment committee meets regularly, to
maintain interagency communication and service collaboration. He
or she works to secure a case manager for each treatment situation
linked to a sexually abused child and monitors the functioning ot
each case manager.

Although practice supervision tor individual treatment providers
is supplied by their home agency according to their discipline’s
standards and protocols, the case manager must monitor each case
to be sure each treatment provider is meeting her or his commit-
ments within a systemic treatment strategy. Although a number of
profe sionals may be involved in the treatment of a family in which
there has been child abuse, a chief difficulty in such treatment has
been the absence of a central person or agency to help direct the
whole process (Baglow 1900). In our model, the case manager serves
this function. This means that the case manager ensures that every
abused child has a comprehensive treatment plan involving both
the child and family members, and that treatment is delivered in
a thoughtful, sequential manner that is appropriate to the circum-
stances of each case.

Each treatment plan is developed as a balance between what a
case requires and what resources can be secured in the home com-
munity. In our experience it called for local caregivers to try to
meet high priority needs with very limited resources. It led to the
creation of new, collaboratively-established local treatment resources
(e.g., child therapy groups and group therapy tor juvenile perpe-
trators) to maximize the slim treatment resources in the rural
communities.

The coordinated approach includes three service phases which
are not mutually exclusive and which may overlap sequentially: the
disclosure phase, the investigative phase, and the treatment phase.
The disclosure phase is that period of time in which the sexual
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abuse is characterized by the realization that this is a family in which
children are not protected (ir ternal threat), and that this is a family
that is under investigation (external threat). It was our experience
that a parent support worker was a valuable preventative mental
health resource during the disclosure phase and that the cost of
the service was modest. The parent support worker immediately
contacted ‘non-offending’ parents at the time of the allegation and
offered service to assist in the management of all the family issues
relating to the disclosure. The parent support worker was not there
to judge whether or not child sexual abuse had vccurred, but to
help a parent cope with the family crisis created by the allegation.
We found that this short-term crisis service prevented families from
quickly closing ranks and becoming ‘emotional fortresses,” fending
oft all vutside professional intruders. We found that the service also
helped parents become more sensitive to their child’s distress, and
helped them give the child more positive support and better pro-
tection in their homes. We found that most parents accepted the
ofter of such services, and that the bulk of those who did use this
crisis service greatly appreciated how helpful it had been at a very
troubled time in the life of their families.

During the investigative phase evidence was collected concerning
whether or not the allegation of child sexual abuse could be sub-
stantiated. A critical feature of this phase was the service interface
between child welfare and police investigators. In our experience
this was the most challenging component of the coordinated model.
It was clear that these two professional groups held conflicting in-
tervention ideologies that were linked to their different service man-
dates. The key aspect of this professional difference seems linked
to attitudes regarding the priority of treatment versus punishment
m responding to child sexual abuse. The police are responsible for
collecting evidence that can lead to criminal convictions for vio
lations of the law. Child welfare workers are primarily concerned
about the satety and well-being of children in the context of their
sodial environment. Child welfare investigators seck somewhat dif-
ferent elements ot evidence than police, and reach condusions based
on ditterent degrees of proot. However, through tormal negotiation
and thoughttul planning ot collaborative investigative procedures,
immediate benetits can be gained tor both the criminal justice and
child welfave systems and for the children and families they are
meant to serve




PAFullToxt Provided by ERIC

Conclusions and Recommendations 197

The basic service ideologies of these two primary agencies with
mandated or legislated responsibilities seem highly resistant to
change. Perhaps investigative procedures and protocols need to be
altered first, so that they are more sensitive to victims and their
families, applied in a more consistent manner, and are more clearly
understood and thoughtfully applied by police and child welfare
workers. Perhaps similarity in otiitudes and interprofessional respect
between police officers and child welfare staff will follow.

It is our belief that, in rural Canadian communities, the Royal
Canadian Mounted Police should maintain specialized sexual abuse
team- rather than relegate this difficult work to the routine duty
of each police officer. Currently, if a child sexual abuse disclosure
comies to the attention of the police, whoever is on duty at that
time pursues the investigation. This may be an officer who has hittle
training, experience, or interest in this area. We would argue that
gathering evidence in child sexual abuse cases is a highly specialized
situation, and that interagency collaboration is required between po-
lice and child welfare authorities. Such collaboration would certainly
serve to streamline and enhance communications between child wel-
fare and police investigators in rural communities, and could sub-
stantially remedy the now fractious interface between child we ifare
agencies and the police.

Perhaps une of the most frustrating aspects of planning treatment
services in situations of child sexual abuse is the long judicial pro-
cess, which often delays and disrupts effective intervention, and will
otten further slow down the initiation of dinical intervention in
these cases. Child abuse cases because of their socially complex and
emotionally powerful nature, almost always require long-term and
intensive treatment services. During the term of this project, some
flexibility in court dispositions was secured tor juvenile offenders,
However, the criminal court did not deviate from its traditional prac-
tices with adult perpetrators. This created a major impediment to
the delivery of immediate and coordinated treatment services tor
tamilies in which incest had occurred.

With more time and resources, we would have wished to explore
the development ot more closely integrated court and treatment
tunctions. The 'Godtather Offer’ tMackFarlane & Bulkey 1982) serms
a promising option to pursue. This essentially offers an alternative
path that avoids criminal prosecution if the defendant acknowledges
responsibility for the abuse, makes o commitment to a treatment
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plan, and agrees to other provisions such as those that relate to
the securing of sexual protection and safety in the family. Mac-
Farlane and Bulkley identify a number of benefits that such an al-
ternative to sentencing would offer, such as the securing of a guilty
plea and avoidance of the delays anc expense of litigation and tes-
tifying in court, spee lier access to treatment services for victim
and family members, and avoidance of a prison term and loss of
emplovment for the perpetrator. Although there are both positive
and negative aspects to an approach that links court and treatment
services it could facilitate more effective interventions in many sit-
uations of intrafamilial child sexual abuse.

In some instances, the formal and traditional court procedures
will be most appropriate. However, even in these situations, more
thoughtful integration of the criminal justice and treatment systems
is also needed. Certainly any procedural innovations that can better
serve the interests of child victims should be pursued. The inno-
vative court preparation work pioneered in the Province of Ontario
by Sas and her associates (1991) deserves more extensive recog-
nition in Canadian courts,

The importance of linking the power of the courts with the pro-
cess of therapy is well recognized in the child sexual abuse literature.
The courts can facilitate compliance to enter treatment and can in-
fluence continued participation in therapy. Furniss (1991} clarifies
the differences between 'linear” interventions such as court control
of perpetrators, and “systemic’ interventions such as family systems
treatment. Both are recognized as necessary interventions that can
be integrated into a coordinated program of treatment of intia-
famili I child sexual abuse. Baglow (1900) similarly considers the
‘cont. 1ment’ the courts can provide as a necessary and integral as-
pect ot effective treatment of child abuse.

The interface between investigative and treatment activities is a
profound aspect of the planning in a coordinated service system.
In our experience, managing this intertace was one of the important

roles of the service coordinator, It was this person’s responsibility
to watch the initial progress of the case, maintain contact with in-
vestigators and, at the first opportunity, bridge to the case manager-
to initiate treatment activities. In this regard, it was useful to have
a service coordinator who was also a child welfare supervisor with
knowledge and experience in both the investigative and treatment
elements ot child abuse In terms of o emooth and immediate service
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response, having the service coordinator placed in the child welfare
agency ensured that all cases were identified as soon as disclosures
were made and that immediate contact could be initiated by child-
welfare abuse investigators. An important aspect in linking to treat-
ment (through the securing of case managers) was the ongoing con-
tact the service coor.inator maintained with potential treatment
providers through the community treatment committee. However,
aspects of this interagency collaboration represented chie ‘down side’
of having a child welfare supervisor function as the service coor-
dinator. Often workers from other community agencies felt they
were ‘cogs in a child welfare machine.” The coordinated service sys-
tem might have proceeded more smoothly if the service coordina-
tor’s position had been tilled by a person seconded from the child
welfare agency, but who was seen to be fultilling an independent
service role jointly funded by the provincial government’s Depart-
ment of Family Services (responsible for child welfare), Department
of Health (responsible for community mental health services), and
Department of Justice (responsible for the courts and judicial
proceedings).

Much responsibility for the maintenance of a collaborative service
approach during the treatment phase rests in the hands ot the in-
dividual case managers. This can be both a strength and a weakness
in the coordinated model. Its strength is that each case has someone
whuo is responsible for tracking the progress of the case and ensuring
that services are being provided according to a systemic plan. fts
weakness lies in the energy of each case manager and his or her
committment to promote a service system that is in the best interest
of the client. Interdisciplinary boundaries can be most sensitive
when decisions are made with respect to service delivery. It was
important in our experience to ensure that clinicians felt they con-
trolled the ‘how’ of the process of therapy. That is, the case maanager
could ensure that participants in a treatment team met their com-
mitments to deliver service, but could not tell them how to doit.

An important iss e that emerged here involved the availability
of ongoing practice supervision. Workers in this project often ex-
pressed frustration that more clinical supervision was not available
to them. While this is not unusual, particularly for those providing
therapy in rural setting .., it did emerge as an area of important need
in our project. Perhaps this is one ot the inherent deticiendies in
an interagency collaborative  treatment system. When treatment
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teams are centralized in one apency or facility, it is more straight-
forward to establish lines of supervisory authority. In interagency
systems a great deal can be gained from peer review and peer con-
sultation. Hewever, the case-by-case supervision within a service
sector (such as child welfare or community mental health) must
be respected and each service sector encouraged to secure its own
clinical supervision resources.

It was during the treatment phase that it was most important
to maintain high interdisciplinary congruence with respect to a
shared ideology of treatment. Because the bulk of the treatment
providers shared a ‘family systems view’ of intervention, collabo-
rative case planning was more readily achieved. Because the bulk
of treatment providers appreciated the need for sequential and
multi-modal therapies (e.g., individual counselling, group sessions,
dyadic interventions, and family therapy), there were few profes-
sional skirmishes over treatment plans. The challenge seemed less
that of putting together a shared strategy of intervention than in
finding the necessary basic clinical resources needed to help abused
children and their family adequately.

It is beyond the scope of this book to comment in detail on how
readily our model of coordinated services could be applied in more
densely populated urban communities. We would anticipate that
‘consensus building,” which is the essence of coordinated systems,
will be more difficult because interagency 'program territorial con-
cerns’ would likely be more pronounced and there would be more
participating professionals embracing a wider range of <ervice be-
liefs and ideologies. Because of ‘the large number of competitive
service providers’ and the greater ‘complexity of delivery systems,’
integrative service links will be more difficult to create in urban
settings than in rural ones (Morrill 1976, p. 54). However we would
speculate that the key service positions that have been identified
in this rural project (i.e., worvice coordinator, case manager, parent
support worker) will have immediate relevancy to those responding
to child sexual abuse in cities.

It is important to recognize that the coordinated model will in-
herently mean periods of heightened anxiety and stress in profes-
sionals as the system is being created and implemented. Individual
protessionals do see immediate benefits using the collaborative ap-
proach in rural locales. They do value the emotional and practical
support it can bring trom their tellow protessionals, and appreciate
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the potential learning and professional growth offered by close col-
laboration with other caregivers. However, there is heightened stress
associated with being within the close scrutiny of others as they
become accountable beyond the reach of their home agency for the
quality of their professional practice. In this regard, the community
treatment committee is a vital aspect of the model because it pro-
vides system participants with a structured setting in which to voice
their concerns, attitudes, and perceptions concerning the highs and
lows of their collaborative efforts in dealing with child sexual abuse.

One of the most challenging aspects of our project was the need
to integrate research requirements with practice priorities. Doing
applied research in the area of child sexual abuse is not for the
faint of heart. One is dealing with highly reactive clients who for
the most part do not wish to divulge information about their
thoughts, feelings, or personal situations at a time when they are
under stre-s and face hazardous family and community circumstan-
ces. At the same time, one is often dealing with ‘reactive’ protes-
sionals as well; that is, professionals who feel the power of the
social circumstance in which they must intervene, and who often
feel overwhelmed by the huge and complex service demands they
are facing. In such circumstances, one must proceed with tact, di-
plomacy, and carefully realistic expectations concerning the gath-
ering of research information.

This project was further limited by the small numbers of cases
that provided its database for statistical analyses. With the size ot
sample available there was limited power in statistical analyses. This
meant that substantially large differences were required to achieve
statistical significance, and there was a conservative estimate of
change between pre-treatment and post-treatment scores. However,
comprehensive quantitative information was collected on each case
under study, and qualitative analyses were employed to supplement
and extend quantitative findings. With two well-matched compar-
ison service systems, differences between test and comparison areas
were less likely to be biased by extraneous client or community
tactors.

From a clinical evaluation perspective, there was high sub-
stantive significance (Smith 19761 to the tindings in psvchological
measures, particularly when these were veritied on a case-by-case
dinical review. Projects such as this one cannot detinitively prove
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complex research hypotheses. However, there was high consistency
in the wide range of information collected, which served to support
the contention that the coordinated service model was of greater
benefit to rural clients than the traditional, individualized, agency
service response.

One of the long-term benefits ot the coordinated service approach
that we could not evalua'e over the term of our project, but that
we anticipate will be a positive result of this approach, is the reduced
numbers of unsubstantiated disclosures - particularly as these occur
in older children. It does seem that there is a ‘child sexual abuse
accommodation syndrome’ (Summit 1983) in which strong forces
within the family and community steer children into retracting their
allegations of sexual abuse, Certainly, fragmented and confusing
investigative procedures by police and child welfare workers only
serve to exacerbate the victim’s sense of personal isolation from
others and her or his perception of disbelief in others,

Older children are more aware ot the price they will pay when
they make an allegation of sexual abuse. Many of these children,
who have experienced the intrusion of professionals in the life of
their family, know that the extended disruption the investigative
and court procedures will introduce into their lives is not worth
its situational and emotional cost. Many children have learned that
it is best to deny that abuse is occurring, and to seek alternative
measures to secure safety for themselves from sexual assault within
their families. We anticipate that thoughtful and coordinated serv-
ices, those that span the investigation and treatment of child sexual
abuse, will remedy these negative service experiences that further
victimize sexually abused children.

We hope we will contribute  through this project, not only to
the turther development of coordinated service systems for im-
proved professional responses to situations of intrafamihal child sex-
ual abuse in rural locales. but also to what might be continued re-
search explorations in this ditiicult study area. It services are to
be improved, it is our belief that there needs to be more systematic
record keeping as well as standardized approaches in assessing the

impact of services. It seems that overestended practi oners, who
are contending with large caseloads of complex sexual abuse sit-
tations, are by necessity caretul in their management ot their work
time. It 1s understandable that they wish to collect only intormation
that 1< directly relevant to their work, that is requined m the man-
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dated activities they must perform for the courts or for their agen-
cies, and that is of a scope that will not put an unnecessary strain
on their personal relationship with their troubled clients. We bope
that the service information protocols that have emerged from this
experience in several rural communities will be useful to those wish-
ing to monitor the impact of their services and to better understand
the social and psvchological circumstances of those they wish to
assist,

This project attempted to explicate and evaluate an integrated
service response to a highly challenging social, legal, and behav-
ioural problem. That is, to advance understanding of how to design
and implement coordinated community services that respond to
child sexual abuse. On the basis of this experience, we would con-
clude that the coordinated model of service delivery has the potential
to substantially reduce ‘institutional trauma’ - the trauma experi-
enced by children and family members when professional caregivers
intrude into their lives during the investigation and early treatment
of intratamilial child sexual abuse. It is our hope that the knowiedge
gained from this project will serve to improve the quality of services,
particularly in rural Canadian communities, for sexually abused
children and their family members.
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"in Rural Commumtles

Despite the magnitude of the problem of child sexual abuse and the
concomitant range of behavioural, emotional, and interpersonal problems in
child victims, there is a dearth of services available to respond to this client
population. Interventions that do exist tend to be sparse and piecemeal in
approach, with no systematic follow-up or evaluation. Often, services are
available to specific target clients (usually victim and perpetrator seen
separately), with little consideration directed to other family members or to
the social environment in which the abusive behaviour has occurred. in
rural areas these problems are compounded - hampered by travel distances,
diverse population bases, and limited service resources.

Coordinating Child Sexual Abuse Services in Rural Communities reports on a
three-year project concentrating on the design and implementation of
a coordinated program for the treatment of child sexual abuse in rural
Manitoba. This project was unusual in that it followed a rigorous research
design which incorporated a matched comparison of test and control
communities and assessed the impact of a ‘coordinated service model’ at
family, agency, and community levels. It was also one of the rare studies to
date that offered detailed information on service delivery in rural
communities, including rich case material to highlight salient practice
themes at both case and community levels. The book is divided into three
sections: design and implementation of coordinated community services,
evaluation of coordinated services, and reflections on community
experience.

BARRY TRUTE is a professor in the Faculty of Social Work and the
Department of Psychology, University of Manitoba.

ELIZABETH ADKINS is Assistant Clinical Director at the Children’s Home of
Winnipeg.

GEORGE MACDONALD is Supervisor of the South Team at Child and Family
Services of Central Manitoba.
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