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Restorative justice attempts to address accountability and consequences through a victim sensitive approach with a goal
of community healing. While it was created in the context of criminal justice, it does not require involvement with the
criminal justice system. Youth can be presented with opportunities to take responsibility for sexually harmful behavior and
make amends to their victims, families, and community regardless of court involvement.

Restorative justice is based upon principles that guide a reparative process in response to criminal behavior. Howard Zehr
defines restorative justice as “... a process to involve, to the extent possible those who have a stake in a specific offense
and to collectively identify and address harms, needs, and obligations, in order to heal and put things as right as possible”
(2002, p. 37). Restorative justice acknowledges that crime harms relationships. Goals of programs based upon restorative
justice principles should include:

* Identifying and addressing needs of victims
* Offender accountability

» Competency development for the offender
» Community safety (Zehr, 2002)

Evaluation Measures:

1. The program description defines and describes the program’s restorative justice practices.

2. When requested by victims and appropriate for the youth, the program provides and documents participation
in a facilitative dialogue to promote healing for the victim.

3. The program has documented policies and procedures to implement restorative justice practices.

4. The program documents training for all staff involved in the facilitation of restorative justice practices.

5. The program documents restorative justice practices in each client’s case file as they are facilitated
and completed.

6. The program documents collaboration with the victim’s treatment providers when considering
restorative practices that involve the victim.




V.SERVICE PROVIDER STANDARDS

22.) Specialized Training for Responding to Sexual Harm by Youth

Standard: Specialized training with evaluative supervision for responding to sexual harm by youth is necessary for pro-
fessionals at all levels of service provision.

Rationale: Specialized training for service providers is necessary to reduce sexual harm (Hunter & Chaffin, 2005; Bengis
et al., 1999). Communities are better protected when service providers are specially trained. Where available, service pro-
viders have an obligation to meet statutory requirements for certification, or licensure, relating to sexual harm by youth.

Evaluation Measure:

1. The program documents in all personnel files specialized training and applicable
credentials for responding to sexual harm by youth.

23.) Staff Qualifications and Competence

Standard: Program employs staff members who are qualified and competent to work with youth who have caused sexual
harm.

Rationale: Interventions for youth who have caused sexual harm require a broad foundation of expertise. All staff work-
ing with this population are responsible for demonstrating competency in providing a therapeutic response to youth who
have caused sexual harm (Bengis et al., 1999).

Evaluation Measures:

1. The program has written job descriptions that identify personal and professional qualifications necessary for
satisfactory job performance in working with youth who have caused sexual harm.

2. The program documents criteria for hiring.

3. The program documents results of background checks of child abuse and criminal records in all personnel files.

4. The program documents in personnel files successful completion of educational requirements for employment
and applicable licensure.

5. The program documents in personnel files successful completion of specialized training, applicable credentials,
and continuing education for addressing sexual harm by youth.

6. The program documents policies and procedures identifying staff responsibilities, support, supervision, and
channels of communication.

24.) Staff Supervision

Standard: All staff participate in timely and regular face-to-face supervision, either individual or group, specific to youth
who have caused sexual harm that includes personal and interpersonal impact on the service provider. Crisis supervision is
available as needed.

Rationale: The purpose of staff supervision is to provide a supportive, safe, and non-threatening environment for address-
ing issues relevant to the needs of the identified youth. Due to the intense nature of this work, supervision is essential for
responding to youth who have caused sexual harm.
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Evaluation Measures:

—

. The program employs staff qualified to provide supervision regarding sexual harm by youth.

2. When the program does not employ a qualified supervisor, it contracts with a qualified outside supervisor.

3. The program documents that supervisors have a minimum of two years of supervised practice with
this population.

4. The program documents supervision specific to sexual harm by youth, including opportunities to
discuss the personal/interpersonal impact of the work on the service provider. The frequency of supervision
is determined by documented experience and demonstrated skills of each staff person.

5. The program documents specific feedback and information regarding interventions, techniques, and methods
addressed in clinical supervision.

6. Administrative supervision assures that caseload is consistent with the demands of the cases and

allows for the provision of services as needed by the youth and family.

25.) Therapist

Standard: A youth and family’s primary therapist will hold a master’s degree or doctorate from an accredited program
in a mental health field. In addition, the therapist will have successfully completed specialized training and demonstrated
competency for responding to youth who have caused sexual harm (credentialed in states where applicable).

Rationale: Treatment of youth who have caused sexual harm is a specialized field (Bengis et al., 1999; Colorado Sex
Offender Management Board, 2003; Hunter & Chaffin, 2005). Therapists who treat this population must be qualified and
competent to meet the needs of these youth and their families.

Evaluation Measures:

1. The program documents, in therapist’s personnel files, successful completion of an advanced academic degree
in a mental health field from an accredited program and any applicable clinical licensure.

2. The program documents, in therapist’s personnel files, successful completion of specialized training addressing
treatment for youth who have caused sexual harm and any applicable credentials.

3. The program has documented job descriptions that identify personal and professional qualifications necessary
for satisfactory job performance for working with youth who have caused sexual harm.

4. The program documents criteria for hiring. It documents results of background checks of child abuse and
criminal records in all personnel files.

26.) Therapist Supervision

Standard: All therapists participate in timely and regular supervision specific to sexual harm by youth. Crisis supervision
is available as needed.

Rationale: The purpose of clinical supervision is to provide a supportive, safe, and non-threatening environment to ad-
dress clinical and personal issues and monitor treatment fidelity (Henggeler et al., 1998). Due to the intense nature of this
work, clinical supervision is essential for responding to sexual harm by youth.
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Evaluation Measures:

1. The program employs staff qualified to provide clinical supervision regarding sexual harm by youth.
When the program does not employ a qualified clinical supervisor, the program contracts with a qualified
outside clinical supervisor.

2. The program documents that clinical supervisors have a minimum of two years of supervised practice with this
population.

3. The program documents clinical face-to-face supervision specific to sexual harm by youth. The frequency of
supervision is determined by documented experience and demonstrated skills of each therapist.

4. The program documents specific feedback and information regarding treatment interventions, techniques and
methods, and personal/interpersonal impact on the therapist, addressed in clinical supervision.

5. The program documents clinical supervisor input for the therapist performance review.

27.) Continuing Education

Standard: All staff responding to youth who have caused sexual harm will participate in specialized continuing education
on a regular basis to ensure knowledge of current research, theory, and practice.

Rationale: The field of sexual harm by youth is just beginning to identify evidence-based treatment approaches that
inform intervention (Chaffin, 2006). Research in the field continues to influence significant change in service provision
(Longo & Prescott, 2006; Prescott, 2006). In order to assure competence in the implementation of safe and effective treat-
ment processes, it is imperative that all staff participate in specialized continuing education (Hunter & Chaffin, 2005).

Evaluation Measures:

1. The program documents and implements a written plan for training all staff on topics specific to sexual
harm by youth.

2. The program has written policies and procedures providing annual release time for staff to attend local, state,
and national workshops and conferences specific to sexual harm by youth.

3. The program monitors and documents each staff member to ensure completion of training required by programs
and applicable professional licensure board.

4. Certificates of attendance for all continuing education are current, and maintained in each personnel file.
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GLOSSARY

Because there is a range of potential interpretations, the following operational definitions are provided:

Affect Regulation: A person’s ability to manage emotions so as not to cause harm (Schore, 2003).

Assessment: An ongoing process that involves face-to-face interviews with, and observations of, youth and
family members, for the purpose of collecting information relevant for treatment planning. Objective measures,
when available, should be included.

Barriers: Anything that impedes progress toward, or completion of, established treatment goals.

Best Practices: Treatment techniques, procedures, and protocols that have been established and described in
some detail. Effectiveness of these practices has been acknowledged through consensus among experts in the
field. Key portions of these practices may have been documented in research studies to be effective in selected
treatment settings.

Certification: Documentation of successful completion of specialized, evaluative training demonstrating
knowledge, skills, competency, and experience in addressing sexual harm by youth.

Collaboration: A process of working together to forge partnerships for developing common goals, sharing in-
formation, creating compatible internal policies to support those goals, joining forces to analyze problems, and
creating responsible solutions that are empirically driven and cost-effective.

Committed Advocates: “Determined and vocal advocates from the ranks of consumers and interested parties
who accelerate the pace of spread of innovation in health services” (Kauffman Foundation Best Practices Proj-
ect, 2004, p. 31).

Community: The ecological structure in which a youth lives.

Community-Based: Services and resources provided in a youth’s home and community in order to minimize
disruption of the youth’s daily living and provide participation by the youth’s family and social support network.

Competency: Established criteria for adequate education, training, experience, and skills required to perform a
specific task.

Continuum of Care: A broad range of interventions allowing service delivery to best meet a youth and family’s
needs in the least restrictive manner, based upon an initial holistic evaluation and ongoing assessment.

Core Values: Essential and enduring tenets of an organization, task force, or group of individuals united by a
common purpose or goal. These core values are a small set of timeless guiding principles that require no exter-
nal justifications. They have intrinsic value and importance to those individuals within the organization, task
force, or work group (CARF: The Rehabilitation Accreditation Commission, 2001).

Culture: Personal attributes and characteristics socially and biologically acquired; encompassing but not lim-
ited to gender, race, ethnicity, sexual orientation, religion, nationality, and financial status.

Ecology: Relationships between a youth and his or her physical and social environments.
Empirically Driven: An effort to integrate scientifically based studies into practice.

Evaluation: A comprehensive review and accumulation of information regarding a specific youth. Holistic
evaluation includes all areas of a youth’s life and includes a sexual behavior—specific assessment.
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Evidence-Based Practices: “The competent and high-fidelity implementation of practices that have been demon-
strated safe and effective, usually in randomized controlled trials (RCTs)”” (Chaffin, 2006, p. 661).

Family: “Two or more persons who share resources, share responsibility for decisions, share values and goals,
and have commitments to one another over time. The family is that climate that one ‘comes home to,” and it is
this network of sharing and commitments that most accurately describes the family unit, regardless of blood, legal
ties, adoption or marriage” (American Home Economics Association as cited in Friedan, 1981, p. 78). This may
include other family or social support network members not previously involved in the youth’s life.

Family Therapy: A modality of treatment in which the interrelationships of family members are examined in or-
der to identify and alleviate problems of one or more family members. Family therapy may include any individual
who has an important connection to the youth, regardless of blood or legal ties.

Forensic Evaluation: An evaluation designed to assist the legal system in the decision-making process. It is ob-
jective and is not predicated upon a relationship with the youth (Coffey, 2006).

Harm Reduction: A preventive, health-promoting perspective that explores patterns of adaptation and compe-
tence for youth learning to manage their lives in ways that will no longer cause harm (Laursen & Brasler, 2002).

Holistic: Emphasizing the importance of an integrated whole and the interdependence of its parts.

Individualized Treatment: All services are flexible and based upon the unique individual strengths and needs of
each youth and family.

Individual Therapy: Therapy that is prescriptive and provided by a specially trained and credentialed therapist.
It is used as a forum for addressing personal victimization, co-occurrence and complicated family issues and for
providing crisis intervention. It can also be used to address treatment compliance issues and reinforce didactic
material presented in group therapy (Hunter et al., 2004).

Key Messengers: “Leaders within professional organizations who become outspoken advocates for the adoption
of [empirically driven] best practices” (Kauffman Foundation Best Practices Project, 2004, p. 32).

Multi-Modal: A term used to describe a combination of treatment modalities to include multidisciplinary meet-
ings; individual, group, and family therapy; and psychoeducation.

Program: Any clinical entity providing home- and/or community-based service to these youth and families.

Qualified Mental Health Provider: An individual who holds a master’s degree or doctorate from an accredited
program in a mental health field. This person adheres to all licensure/certification requirements that are mandated
by the state where services are being provided. Nationally, QMHPs are generally considered to be psychiatrists,
psychologists, social workers, marriage and family therapists, mental health counselors, and clinical nurse special-
ists.

Restorative Justice: A process to involve, to the extent possible, those who have a stake in a specific offense and
to collectively identify and address harms, needs, and obligations in order to heal and put things as right as pos-
sible (Zehr, 2002).
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Risk Assessment: A process of classifying or categorizing individuals according to indications of likelihood of
engaging in future harmful behavior. This is done on the basis of subjective clinical impressions, objective actu-
arial methods, and valid reliable risk assessment instruments (Chaffin, Bonner, & Pierce, 2003).

Sexual Harm by Youth: Any sexual act that is hurtful to another individual or any sexual act that is defined as il-
legal by the criminal statutes of the jurisdiction in which the behavior occurred (Chaffin, Bonner, & Pierce, 2003).

Social-Cognitive Interventions: Therapeutic techniques that focus on changing thinking and interactional pat-
terns of behavior. Such interventions “strive to equip children with the skills they need to deal effectively with
difficult social situations” (Bandura, 1985, p. 119). Social-cognitive interventions incorporate didactic teaching,
modeling, and role-playing to enhance positive social interactions, teach non-violent methods for resolving con-
flict, and establish or strengthen non-violent beliefs in young people (Thornton et al., 2002; Office of the Surgeon
General, 2001).

Social Support Network: Any non-related persons who are seen as important to the youth and are assessed to
provide positive role modeling.

Specialized Training: An educational process, based upon empirically driven practices, focusing on sexual
harm by youth that prepares all service providers to respond competently to the special needs of these youth
and families.

Staff: Employees who deliver services to youth and families in conjunction with therapists and/or other
involved QMHP.

Stakeholders: Individuals or groups with an interest in the activities and outcomes of an organization and its
programs and services. They include, but are not limited to, the persons served, families, governance or designated
authority, referral sources, personnel, employers, advocacy groups, contributors, supporters, business interests,
and the community (CARF: The Rehabilitation Accreditation Commission, 2001).

Systems of Care: All professional, public, and private entities brought together to serve youth and families in an
organized, integrated manner.

Therapist: Any qualified mental health professional licensed to provide psychotherapy. This generally includes
psychiatrists, psychologists, marriage and family therapists, social workers, clinical nurse specialists, and mental
health counselors.

Treatment Fidelity: The process of adhering to an evidence-based intervention or approach to therapy that moni-
tors compliance with all components of the model to ensure successful outcomes.

Youth: Any person under the age of 18 or 21, depending on legal age as defined by state statute, for which ser-
vices are being provided.

Wraparound: A collaborative, strengths-based model of family- and community-centered practice anchored in
ecological and systems theory (Malysiak, 1997). The process is designed to bring social support network members
of a youth and family together for the purpose of keeping the youth within the family system.
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