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EXECUTIVE SUMMARY

CASE MANAGEMENT IN SEXUAL ABUSE CASES: A FUNCTIONAL ANALYSIS

This is a study of case management practices with families
where child sexual abuse was substantiated by the Department of
Social Services (DSS) . The study focuses primarily on the role
and responsibilities of case managers (DSS social workers) in
their work with these families and with other service systems,
e.g., criminal justice, mental health and school systems.

Our efforts to learn about the functions of case managers,
consisted of an analysis of 27 DSS case records and semi-
structured interviews with DSS case managers. Areas explored
included: the assessment processes; service planning; on-going
case management including the nature and frequency of contact
with the families, therapists and criminal justice professionals;
and case reviews. Overall, it was found that while ongoing case
management and case review functions were generally of high
quality, the assessment and service planning tasks of the DSS
case manager need strengthening in the area of sexual abuse.

Assessment Function
Recent models for assessing sexual abuse and ongoing risk to

the child have suggested that the following four areas be
evaluated: the child's ability to resist; the mother's ability to
protect; the offender's motivations and inhibitions; and other
factors including family boundaries, social support systems,
offender access to the child.

In the majority of the cases that were analyzed, assessment
of ongoing risk to the child focused on mother's ability to
provide adequate protection. Specifically, mother's background
and relationships with the offender and victim were explored.
With regard to the other risk criteria, less than half of DSS
social workers evaluated the child's ability to resist and most
of them did not assess the overall functioning of the offender
nor the offender's response to disclosure. Similarly, social
support systems that might mediate the impact of the abuse in the
family were not often identified in the assessments.

Service Planning Function
Service plans were analyzed to ascertain the type and nature

of problems identified by case managers, means of resolving
these problems, and evidence of changes necessary to close the
case.

Almost all the DSS social workers identified sexual abuse as
a problem and most identified problems in mother's functioning.
In the service plans, case managers broadly described changes
that would be required in these areas without citing specifics
necessary for case closure. Changes related to the child's
functioning were identified in less than half the cases while in
only three cases, changes in the offender's functioning were
considered.

In order to facilitate resolution of identified problems,
case managers generally made recommendations and/or cited tasks



that needed to be completed. In all cases, the DSS workers
clarified their roles with respect to the families and the types
of services they could provide. Most of them recommended therapy
for the mothers and the victims, but less than half suggested
therapy for the offender. Although goals of therapy were not
clearly delineated, case managers did identify specific tasks
necessary to ensure the safety of the victim.

Ongoing Casework Function
Through an analysis of 1,000 casework activities, the

functions of the case manager were found to cluster around five
forms of intervention: coordination, counseling, monitoring,
referral and advocacy. The extent to which case managers
utilized a particular type of intervention varied with respect to
high, moderate and low risk cases.

Overall, the largest part of the case managers' time
involved case monitoring; nearly half of which attended to
protective concerns. In high risk cases, DSS social workers had
direct or indirect family and collateral contact twice a week on
average; about one in four of these contacts involved risk
assessment. In lower risk cases, these contacts averaged once
every ten days and centered on the family's progress towards
meeting service plan goals.

Case managers spent at least a quarter of their time
coordinating services and collaborating with other professionals.
In cases where children were at high risk or demonstrating
behavioral problems, about one third of the interventions
involved coordination activity. Case managers had the most direct
contact with therapists from the treatment programs, but also met
for case conferences with professionals from the schools,
criminal justice system and other social service agencies.

Collaboration between case managers and therapists involved
mutual information sharing, monitoring of child and mother's
functioning and progress in therapy, ongoing assessment of
protective issues, role clarification and decision-making. In
one-quarter of the cases, case managers participated in
individual and family treatment sessions to facilitate role
clarification or address overlapping of clinical and protective
issues.

Case managers also spent a considerable amount of time
counseling victims and their families. They were more likely to
provide counseling in low risk cases than in high risk cases. In
meetings with parents and children, case managers used various
psychotherapeutic interventions, i.e., interpreting abuse-related
feelings and behaviors; offering advice on alternative ways to
handle behavior; reflecting on or confronting maladaptive
behaviors; providing information; normalizing feelings; conveying
support and concern.

Referral and advocacy comprised a relatively small part of
the case manager's time. Aside from referral to sexual abuse
treatment programs, case managers also facilitated referrals to
adjunct services, i.e., psychiatric hospitals, other social
service agencies, community based programs, etc. Case managers
also acted as advocates in a variety of situations, particularly
with the criminal justice system.
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Case Review Function
A function of case management involves periodic reviews with

parents and children about their current level of functioning,
progress made and evaluation of services being provided. Most of
the parents and children participated in the case review
meetings. Case managers reported that all children and most
mothers were engaged in therapy and complying with at least some
parts of the service plan. Over a fifteen month period, the
majority of families had made "some" to "considerable" progress
toward problem resolution. Fewer than a third were described as
making "minimal or no" progress, with nearly half of these cases
remaining at risk for further abuse.

• • •
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INTRODUCTION:

Although there is no empirical evidence that the service

affects case outcomes in any appreciable way (Cohn & DeGraaf,

1982) , case management has become the preferred mode of practice

in settings where clients have multiple needs and service

delivery systems are interdependent, overlapping, complex and

difficult to access. The primary functions (and unique

contributions) of case management are usually thought to consist

of the activities of service planning, coordination and

evaluation (Stein, 1982; Wiltse & Remy, 1982); beyond those

functions, however, the scope of the case manager's role is a

matter of some debate. For example, in contrast to those who

argue that case management functions should be defined by, and

limited to, the case manager's mission — to ensure that clients

receive appropriate and timely services — (O'Neil & Wilson-

Coker, 1986, Stein, 1982) there are those who believe that case

managers should not only arrange and expedite services, but also

provide direct "therapeutic" services to clients (Lamb, 1980;

Roberts-DeGennaro, 1987; O'Conner, 1988).

In the field of child welfare, where case management has

replaced traditional casework as a service (Rapp & Poertner,

1980) , social workers routinely assess the problems and needs of

children and families, and mobilize services on their behalf. To

what extent, though, do case managers work directly with children

and parents to help them develop more adaptive behaviors, more

effective coping skills, or better manage the problems of

everyday living? And, in what ways is this work different from



that of the therapists and counsellors to whom they so often

refer these families? The answers to these questions may have

implications for staff training and development efforts. If case

managers are to effectively carry out this "dual role"

(intervening at both systems and interpersonal levels) they must

have diagnostic, clinical, and rehabilitative skills, as well as

the ability to manage systems and services.

The intent of this report is to identify and describe the

constituent features of the case manager's role in sexual abuse

cases, including the extent to which social workers in a public

child welfare agency employ a "mixed model" of case management

(i.e., provide both direct treatment and system coordination

services in these cases) . The study clarifies the nature and

content of sexual abuse assessments and service plans, and

(through the analysis of more than 1,000 casework incidents),

elucidates the unique case management functions of coordination,

monitoring, counseling and advocacy in low and high risk cases.

What follows is a critical analysis of case management as

enacted in a small sample of child sexual abuse cases, with

acknowledged standards of practice used as benchmarks for

measuring role performance. Although there are no uniform

standards for intervention in child sexual abuse cases (beyond

those contained in protocols for conducting investigation

interviews with child victims and other family members) some

consensus about the most desired methods of handling these cases

has begun to emerge. Where appropriate, these methods have been

incorporated, along with standards drawn from the Department of

Social Services* Case Practice Policy and Procedures Manual



(which outlines a social worker's role and responsibilities in

cases of abuse and neglect) into a broad "model" of practice in

sexual abuse cases.

For the purposes of this study, case management was defined

as the range of services offered by DSS social workers in

substantiated child sexual abuse cases, including assessment,

service planning, direct casework interventions, acquisition and

coordination of ancillary services, and case review.

METHODOLOGY I

In this study, the data on case management was obtained

from both semi-structured interviews with DSS case managers, and

content analysis of twenty-seven case records. All cases had been

referred to specialized sexual abuse treatment programs. The

case managers were interviewed about their role in these cases

every three to four months, for a period of one year. If a case

was closed prior to the one year point, case managers were

interviewed at the time of termination. During the interviews,

case managers were queried about the nature and frequency of

their contacts with families, therapists, and criminal justice

system representatives, and about factors that they perceived to

be barriers to their work in sexual abuse cases. Therapists in

specialized sexual abuse treatment programs were also interviewed

at regular intervals about the nature and extent of their

collaboration with DSS case managers, and about barriers to

collaboration. In addition, the following documents, drawn from

DSS case records, were analyzed: investigation reports,

assessments, service plans, case reviews, criminal justice system



communications (District Attorney referrals and notes of

multidisciplinary team meetings) , and ongoing narratives of case

contacts.

THE ASSESSMENT FUNCTION :

A. Description of the Assessment Function

In child protection agencies, social service assessments are

conducted not only to ascertain the behavioral and social-

emotional functioning of family members, but also to determine

the risk of harm to the child, the level of intervention and

types of services needed by the child and family, and the

capacity and ability of the family to accept and use help.

In order to ensure that social workers undertake a

comprehensive analysis of risk in all protective cases, the Child

Welfare League of America recently recommended that child

protective agencies adopt standardized risk assessment protocols

(Schene, 1988) . The New England Child Welfare Commissioners also

recently met to consider national risk assessment models (Common

Ground, 1988)

.

There are a variety of risk assessment models or matrices

now being used by child protective agencies. Basic to all models,

however, are the following risk factors, which are typically

rated according to the level of risk: the abuse condition

(severity, frequency, duration), the child's capacity to protect

him or herself (influencing factors include age, physical and

mental abilities), the parent's attitudes toward the child and

his or her condition, the parent's level of cooperation, the

perpetrator's access to the child, the parent's child-rearing



skills and abilities, the strength of family support systems, and

the nature and extent of other family stresses.

The areas of focus in a sexual abuse assessment differ from

the areas of assessment in physical abuse or neglect cases.

Finkelhor (1984) has developed a model of preconditions for

sexual abuse, which ties the occurrence or reoccurrence of sexual

abuse to factors that either motivate (or fail to disinhibit) the

offender or are inadequate as external impediments to committing

the abuse. More recent models of sexual abuse assessment address

these factors (Faller, 1988, Haugaard and Reppucci, 1988) and

recommend that the following areas be evaluated:

1. The Child's Ability to Resist
In addition to determining whether the child's age,

physical or mental abilities may limit his or her ability to
resist, the social worker should assess whether or not the
child's need for attention, affection, or emotional security
may create a vulnerability to abuse. Other indices of the
child's capacity to resist include the child's knowledge of
sexual abuse, the presence or absence of supportive persons
(both inside and outside the family) , and the coercive
methods employed by the offender.

2

.

The Mother's Ability to Protect the Child
Among the indicators of the mother's capacity to

protect the child from re-abuse are her response to the
discovery of the abuse and her independence from the
offender. Did the mother believe and support the child when
the abuse was first disclosed? Did she take appropriate
steps to protect the child through removal of the offender
or other measures? Can the mother confront or disagree with
the offender? Can she act despite his objections, or
intercede on behalf of the children against his wishes?

The assessment of mother's protective abilities may
require some exploration of her history and overall
functioning: early and later sexual experiences
(particularly traumatic ones) , the quality of parental and
parent-child relationships in her family of origin, patterns
in her relationships with partners, aspects of her
relationship with her children (nurturance, awareness of
needs, etc. )

.

In intrafamilial cases, a number of social and economic
factors may promote or hinder the mother's capacity to
support the child or become independent of the perpetrator,



and thus should be evaluated. For example, mother's
educational and employment history may help the social
worker decide whether the mother can support herself and her
children (and thus separate from the offender)

.

3. The Offender's Motivations and Inhibitions
The nature, extent, and circumstances of the abuse will

provide some insight into the offender's motivation and
functioning. Beyond this, however, the social worker needs
to assess the extent to which the offender denies or accepts
responsibility for the offense (s) , the degree of guilt he
experiences, and his empathy for the victim. The offender's
sexual history is an important source of information about
his early experiences (particularly sexual abuse)

,

fantasies, and behaviors. Other important data sources are
the offender's attitudes towards women and sexuality, social
skills, assertiveness, and impulse control. For a full
determination of the offender's predilection for abuse, the
social worker may seek a more comprehensive mental health
evaluation, which could also provide information about his
"workability.

"

4. Other Factors
Structural variables may also facilitate or block the

offender's access to the child. The social worker should
assess environmental features that contribute to risk,
including the supervision that the child receives, and
various household conditions and rules (sleeping
arrangements, privacy, isolated settings, etc.).
Also, the emotional, social, and instrumental forms of
social support provided by friends, relatives, and
professionals may have an impact on the family and on the
mother's ability to act independently of the offender and/or
support the child, so the extent and adequacy (reliability)
of her resource network should also be assessed.

An exhaustive analysis of these potential risk factors

should reduce "decision errors" (e.g., whether or not a child

should be removed from the home or the whole family should be

engaged in treatment) and increase the quality of case planning

and review. As Finkelhor (1984) , has suggested:



By using the preconditions model for assessment, clinicians
may be able to plan the most effective strategy in working
with a family. The model directs attention to a variety of
vulnerable points. A comprehensive strategy will try to
address them all. (p. 67)

Although DSS does not use a standardized risk assessment

protocol, all new social workers in the agency are trained in the

risk criteria noted above, through the agency's Preservice

Training Program. Also, DSS policies direct social workers, as

part of the assessment process, to evaluate parental history and

level of current functioning (attitudes towards parenting,

strengths and needs, response to stress, etc.), patterns of

interaction among family members (relationships, roles assumed,

etc.), the family's support or resource network, and the family's

willingness to participate in service delivery.

In this study twenty-seven assessments were content analyzed

to determine the extent to which social workers evaluations of

sexual abuse cases incorporated the above mentioned risk

criteria.

B. Findings Pertaining to the Assessment Function

1. Child's Ability to Resist

The extent to which the child complied with, or attempted to

resist the abuse, the dynamics of the disclosure (the conditions

under which the abuse was revealed), the nature of the child's

ongoing relationship with the offender and the non-offending

parent, and the child's symptomatic response to the abuse

(emotional and behavioral adjustment) are all clues to the

child's ability to resist the abuse. These factors were described

in fewer than half of the cases (13 of 27)

.



2. Mother's Ability to Protect

(a) In the majority (17 of 26) of the cases examined in

which the victim's mother was the primary caretaker, DSS social

workers assessed the mother's initial and later reactions to the

disclosure, by determining whether or not the mother believed the

child, demonstrated empathic/supportive concern, acted without

ambivalence, or took "appropriate" steps following the disclosure

(i.e., called the police or DSS, told the offender to leave the

house, etc.). In the majority of cases (19 of 2 6), case managers

also used data about the mother's attitude toward interventions

and services (the extent to which she cooperated with the

investigation, and agreed to, or initiated treatment on her own)

,

as an indicator of her ability to protect her children.

(b) In cases where a mother had an ongoing relationship with

the offender (n=15, where the offender was a father, step-father,

or live-in boyfriend) , risk factors that might be associated with

those relationships were evaluated in more than half of the cases

(8) . Among the risk factors noted by case managers were the

attitudes and behaviors of the partners (toward one another) and

the extent to which the mothers were functioning independently of

their partners (emotionally, socially, and financially)

.

(c) The majority of the case managers (15 of 26) also

assessed the quality of the mother's relationship with the

victim, including her parenting skills, the extent of conflict in

the relationship, distortions of the parenting role

(parentification, relating to the child as a peer), the mother's

8



capacity to nurture and individualize the child, and her ability

to set appropriate limits on the child's behavior. Other factors

(such as substance abuse, or psychiatric history) that might

interfere with the mother's ability to protect the child from

further abuse were identified in more than a third of the cases

(10 of 26) . In the majority of cases (17 of 26) assessments of

the mother-child relationship were preceded by a description of

mother's relationship with her parents, including a discussion of

caretaking and violence in the family. Fewer than a quarter of

the case managers (5) evaluated the impact of early sexual

experiences, including sexual abuse, on the lives and functioning

of the mothers.

3. The Offender's Motivations and Inhibitions

Most of the DSS case managers did not assess the

functioning of the offender. In cases where the offender was the

victim's father, step-father, sibling, extended family member, or

mother's live-in boyfriend (n=21) , only a third of the case

managers (n=8) evaluated the perpetrator's response to the

disclosure (whether he admitted or denied responsibility) . The

offender's early sexual experiences were rarely noted; only three

cases reported sexual history or sexual abuse in the background

of the offender. Fewer than half of the case managers (9 of 21)

evaluated substance abuse as an indicator of impulsivity and

fewer still explored the offender's prior criminal involvement

(n=2) or psychiatric history (n=2) . Fewer than a third of the

cases (6 of 21) identified and evaluated the offender's attitude

towards intervention (cooperation with DSS, willingness to accept



a referral for treatment, etc.)- In fact, fewer than a third of

the case managers obtained information pertaining at all to the

offender's history (childhood, adolescence, early adulthood)

(n=6) or overall functioning (n=3)

.

4

.

Other Factors

DSS case managers also do not often assess the social

network resources that are available to mothers and families

during crisis periods. Professionals, extended family members,

and friends that might provide comfort, advice, and more concrete

help to mothers and victimized children were identified in only

four of the twenty-seven cases.

5. Recommendations for Service Delivery

The outcome of an assessment is a decision about the need

for services. In this study, the vast majority of case managers

(22 of 27) recommended service planning and ongoing treatment for

the families. More often than not, those recommendations included

individual and/or group treatment for the child victim (s) (n=19)

.

When treatment for the mother was recommended, as it was in about

half of the cases, not only did case managers specify the

modality to be used, but also the problems to be addressed in

therapy (e.g. nurturance, parenting, assertiveness, mother's own

victimization) . Case managers do not often recommend therapy for

other family members, however; the needs of siblings are rarely

considered in assessment studies. Family therapy was

recommended in only four cases. And, in cases where the offender

was a current family member, treatment for the offender was

10



recommended in fewer than a third of the cases (6 of 16) . The

issue of the offender's ongoing access to the child was taken up

in only five cases, where the case manager recommended monitoring

contacts or specifying visitation agreements.

6. Specialized Sexual Abuse Assessment

In this study, there was only one assessment that focused

exclusively on the problem of sexual abuse. In that case, the

case manager followed a format that was developed specifically

for sexual abuse cases. Beyond providing a detailed description

of the offense and the victim's response to it, the structure of

the assessment produces information about the following: (1) the

dynamics of the disclosure, (2) the perceptions of the child

victim and the impact of the abuse on the child's functioning,

(3) possible patterns of collusion in the family and the various

loyalties of family members, (4) issues of power and control in

the family, (5) the role of siblings, (6) sexual issues in the

family and in the backgrounds of the mother and the offender, and

(7) the motivation of all for change. Although few case managers

attempt to gather this information as part of their own

assessment, some see the need for further evaluation of the

problem. Three case managers, for example, recommended that the

family be seen for a specialized sexual abuse assessment in an

outpatient clinic.

11



THE SERVICE PLANNING FUNCTION:

A. Description of Service Planning Function

In planning services for children and families, DSS practice

standards call for case managers to clarify why the family is

involved with the Department, what the goals of intervention are,

and what tasks must be completed to achieve those goals and close

the case. Moreover, Department procedures require case managers

to develop behavioral indicators of client needs and problems,

and to write service goals in "measurable, verifiable, observable

language." Other factors must also be considered in planning

treatment in sexual abuse cases: who in the family should receive

treatment; what the initial focus of treatment should be; what

treatment modalities should be utilized; and what the approximate

length of treatment should be (Haugaard and Reppucci, 1988)

.

A total of 19 services plans were analyzed to (1) identify

the extent to which case managers identified problems to be

resolved, tasks that needed to be completed and changes that

needed to occur before the case could be closed; and (2)

determine the nature of the problems, goals, and tasks that were

specified in the plans.

B. Findings Pertaining to the Service Planning Function

1. Problems to be Resolved

Sexual abuse was identified as a problem requiring treatment

in nearly all cases (17 of 19) . However, only a third of the

case managers (6 of 17) identified specific social, emotional,

and/or behavioral problems related to the abuse as issues

requiring intervention. Among the problems that were identified

12



were suicidal ideation, drug and alcohol abuse, sexualized

behaviors (promiscuity, excessive masturbation, etc.)/

withdrawal, somatic complaints, and poor self esteem.

For the most part, case managers did not specify changes

that were required before the case could be closed. Rather, the

changes were broadly described and inconsistently applied to

victims, caretakers, and offenders. For example, changes related

to the child's functioning were identified by less than half of

the case managers (9 of 19) . Most often the change was described

simply as "having worked through issues related to the abuse,"

although occasionally the desired outcome was more specific:

"having resolved anger at mother for failing to protect," or

"having learned methods for resisting further abuse."

Case managers identified changes related to mothers'

functioning in about two-thirds (12 of 19) of the cases. Once

again, the goals were broadly stated: "mother will learn how to

deal with the abuse," or "mother will protect the children from

further abuse." In those cases (5 of 19) where goals were

specified in greater detail, they were of two types: (1) those

related to a greater understanding of the abuse dynamics ("mother

will understand how her past influences her choice of male

friends," or "mother will demonstrate her understanding of the

effects of the abuse on the victim and other family members")

;

and (2) those related to an increased capacity to protect the

child ("mother will supervise all visits between the children and

their father" or "mother will use responsible babysitters")

.

Case managers rarely consider changes in the offender's

functioning as a condition of case closure. Such goals were

13



described in only 3 of 13 cases where the offender was a father,

stepfather, brother, or other relative living in close proximity

to the child.

2. Tasks to be Completed by Client

Case managers routinely recommend therapy for child victims,

and usually will recommend the mode and frequency if not duration

of treatment. Therapy for the child was recommended in the

service plan in every case where sexual abuse was identified as a

problem. The mode of treatment was specified in about two-thirds

of those cases, and the frequency of treatment in more than half

of the cases (11 of 19) . Where the mode of treatment was

specified, a multimodal approach, combining individual and group

treatment, was most often recommended (8 of 13 cases) . Where the

frequency of treatment was specified, weekly therapy was the

choice of all case managers.

Case managers also routinely recommend therapy for the

mothers of child victims. In about three-quarters of the cases

where sexual abuse was identified as a problem (13 of 17 cases)

therapy for mothers was recommended, and it was suggested in

three other cases pending the outcome of specialized sexual abuse

assessments or psychological evaluations. In about half of the

cases where therapy was suggested for mothers, case managers

recommended multimodal (individual and group) treatment (7 of

13) . However, they usually did not specify the frequency of

treatment (about a third of the case managers suggested weekly

therapy)

.

Case managers recommended treatment for the offender in less

14



than half of the cases (5 of 13) where the offender was a family

member. Where treatment was recommended, a multimodal approach

was preferred by all the case managers, but the frequency of

therapy was rarely specified (3 cases) . In about half of the

cases, the case manager also recommended that the offender leave,

or remain out of the home, and that subsequent visits with the

victim (s) be supervised. Evaluations of "dangerousness" or risk

were suggested in three cases.

3 . Tasks to be Completed by Social Worker

All of the case managers clarified their own roles in

providing services to child victims and their families. Nearly

all (18 of 19) of the case managers agreed to meet directly with

the family on a regular basis, although the nature of those

visits was clarified in only about a quarter of the cases (which

specified that the case manager would monitor the child's

safety) . Most often (two-thirds of the cases) , case managers

planned monthly visits. In the remainder of the cases, biweekly

visits were specified. After direct services, the roles most

often specified were information and referral for a variety of

services (16 cases) , monitoring progress in therapy (10 cases)

,

and in school (6 cases) , and advocating for the child during

court hearings and trials (5 cases)

.

15



4. Participation of client in service planning

There is clear evidence that parents, and to a lesser extent

child victims and offenders, participated in the service planning

process. The service plan was signed by a parent (either mother

or father) in nearly all (17 of 18) cases. The child signed the

service plan in nearly half of the cases (8 of 18) , as did the

offender (5 of 13 cases)

.

THE ONGOING CASEWORK FUNCTION ;

A. Description of Ongoing Casework Function

DSS policies regarding ongoing casework by case managers

note that abused children and their families need "emotional

support, individual attention, empathic listening, and assistance

in problem solving." These policies further note that the roles

of the case manager usually fall within three categories: (1)

therapeutic agent; (2) facilitator; and (3) educator. As

therapeutic agents, DSS procedures direct case managers to

maintain frequent contact with parents and children (both by

telephone and by home visits) , positively reinforce strengths in

family members, and offer advice on a selective basis. As

educators, case managers are advised to help parents and children

acquire knowledge and skills by offering suggestions, giving

feedback, and modeling appropriate behaviors for them. As

facilitators, case managers are told that they can assist parents

and children in mobilizing their internal resources by

encouraging expression of their feelings, by interpreting their

behavior, and by helping them determine alternative courses of

action.

16



In cases of sexual abuse, the case manager's role extends

beyond the "therapeutic" function, however. As Finkelhor, et al

(1984) note, the management of sexual abuse cases is often more

complicated than the management of other types of family and

child welfare problems. A top priority for case managers in child

protection agencies is to ensure that the sexual abuse has ended

and that the child is protected from its immediate reoccurrence.

Thus, case managers must be continually alert to signs of

potential risk, as displayed in the attitudes and actions of the

child, the offender, and the non-offending parent.

Also, to ensure that children are not victimized further by the

very professionals and agencies who intervene to help them, case

managers must "speak for" children in a variety of situations,

particularly those involving criminal justice interventions,

where the potential for "system induced" trauma is high. Finally,

because sexually abused children and their families often need a

wide array of diagnostic, treatment, crisis intervention, and

family support services, and because the problem of sexual abuse

falls into competing professional and organizational domains,

case managers must be expert at acquiring, brokering, and

coordinating necessary services.

The ongoing casework activities of 2 cases were analyzed.

All contacts made by the case manager were tallied and divided

into direct contacts (face-to-face home or office visits with the

family) or indirect contacts (telephone contacts and collateral

contacts with other professionals working on the case including

case conference, meetings, and telephone contacts) . The content

of each contact was then analyzed and broken down into
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"incidents" which were categorized according to one of the

casework functions: monitoring, coordination, counseling,

advocacy, or referral. Over 1000 casework incidents were

analyzed. The average length of time for which the cases were

studied, was fifteen months.

Cases were also identified as either high, moderate, or low

risk cases based on factors including: (1) offender's denial of

the abuse, refusal to participate in treatment, and/or continued

access to the child; and (2) the mother's lack of support for the

child, choice of male companions, and/or parenting capacities.

Presence of any or a combination of these factors elevate the

risk for further sexual or physical abuse.

B. Findings Pertaining to Ongoing Case Management

1. Frequency of Contact

Case managers had direct (face-to-face) contact with the

sexually abused children and/or members of their families more

often than originally planned. Although most case managers

planned monthly contact with families, in fact they met with

family members on an average of once every three weeks during the

period of the study. Additionally, case managers had an average

of one indirect or collateral contact per week with family

members or with other professionals (criminal justice, mental

health and school) involved with the case.

High risk cases require much more intervention than low risk

cases. Whereas in low risk cases case managers averaged a

contact (direct or indirect) every ten days, in high risk cases

case managers averaged more than two such contacts each week.
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Case managers also had far more frequent face-to-face contact

with family members in high risk cases. On the average, case

managers had a direct contact with family members in high risk

families every two weeks; in low risk cases, direct contacts

averaged one per month (p<.05). Case managers of high risk cases

also made three times as many indirect and collateral contacts

with family members and professionals each month as case managers

of low risk cases (p<.05).

2. Case Management Functions

(a) Monitoring

The largest part of the case manager's time is spent either

checking to ensure that the sexually abused child is not at risk

for further abuse, or evaluating the progress of the various

parties in the case. About 40% of all "incidents" involved this

monitoring function. Nearly half of these incidents involved

protective issues. For example, in one case involving a 15 year

old girl who was molested by her father, the case manager, upon

receipt of the case, met with the father to determine the extent

to which he "owned the problem" (accepted responsibility for the

abuse) . Then, over a three week period, the case manager met

twice with the girl's mother, once to clarify what the plans were

for visitation between the father and daughter, and once to

"support mother's decision to have all visitation occur in a

public place." During that time the case manager also called the

therapist, to see if the father kept his first appointment at the

clinic. In another case, the case manager, who was concerned

about both the number of people living in the home (one of which
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was a suspected sex offender) and the mother's ability to

adequately supervise her children, made a number of unannounced

visits to the home. During those visits, she posed a number of

"potential risk scenarios" to the mother, in order to educate her

to the possible dangers of the situations, and to evaluate her

judgment in these matters.

In more than half of the cases, protective monitoring

involved issues in addition to risk for continued sexual abuse.

Violence between adults in the home was the subject of

considerable monitoring in four cases. In four other cases, case

managers routinely assessed the level of suicidal ideation in

sexually victimized children, through contacts with therapists

and conversations with parents and the children themselves. The

threat posed to adolescents by drug and alcohol abuse resulted in

frequent interaction between case managers and staff in

detoxification and aftercare programs in three cases. In two

other cases, neglect factors (unsanitary housing conditions, lack

of food) prompted case managers to meet with parents every few

days over a period of weeks, until those situations became more

stable.

Slightly more than half of all the monitoring conducted by

case managers involved the child's progress in school and

therapy, his or her adjustment to foster home or residential

placement, and/or the participation of the offender and the non-

offending parent in treatment.

As might be expected, protective monitoring occurred far

more frequently in high risk cases. Fully one-quarter of all

casework incidents in high risk cases involved evaluating
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continued risk for abuse, whereas only six per cent of incidents

in low risk cases involved this function (p<.01). On the other

hand, more general monitoring of "progress" occurs more

frequently in low risk cases. Incidents involving this function

comprised about a third of the total incidents in low risk cases,

but only seventeen per cent of the incidents in high risk cases

(p<.05). Case managers are more likely to assume a protective

monitoring role when the offender still has access to the child

(27% of all casework incidents) , than when the offender does not

have access (8%) (p<.01).

(b) Coordination and Collaboration

Case managers spend considerable time coordinating services,

and collaborating with the other professionals that are involved

in these cases. More than a quarter of all casework "incidents"

(n=285) identified involved case manager contacts with other

professionals. Most (56%) of these incidents involved direct

(face-to-face) contact, in the form of case conferences. On

average, case managers initiated or attended eight such

conferences during the fifteen month period of study.

Most direct contacts occurred between case managers and

therapists from the sexual abuse treatment programs. On average,

case managers attended two case conferences at the clinics during

the fifteen month period of study. Case managers met nearly as

frequently with criminal justice system professionals. Case

conferences with probation officers and staff from the district

attorneys' offices (assistant district attorneys and victim

witness advocates) accounted for 1.5 meetings (on the average)
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per case. The remaining case conferences (average of 4.5 over

the fifteen month period) were divided fairly equally between

meetings with school personnel (at CORE evaluation meetings)

,

with staff from other social service agencies (youth programs,

mediation programs, etc.) and residential treatment settings

(particularly psychiatric programs and detoxification centers)

,

and with colleagues from DSS, such as attorneys, program

development specialists, and other social workers.

Case managers used collaborative contacts with therapists

not only to monitor the nature and course of therapy with family

members (participation, treatment issues, and goals) , but also as

an aid to decision-making. At various times, for example,

therapists advised case managers on such matters as the child's

readiness to testify, the family's readiness to reunite, the best

type of placement for the child, and an optimal visitation

schedule.

Most collaborative contacts between therapists and case

managers involved two-way information sharing, however. Case

managers frequently used information from home visits and other

sources to apprise therapists of changes in family functioning

(problems of communication and interaction between family

members), and to clarify such matters as the child's status in

school, relationships with peers, etc. Similarly, therapists used

their knowledge of the family to help case managers carry out

protective and other functions. In one case, for example, the

therapist informed the case manager that a young child, who had

been repeatedly sexually victimized by her stepfather, felt

unsafe when her mother fell asleep on the couch at night. With

22



this information, the case manager was able to help the mother

alter the sleeping arrangements so that the child would feel more

protected.

Finally, the nature of the collaboration between case

managers and therapists was such, that in a quarter of the cases,

case managers actually participated in individual and family

treatment sessions (total of eighteen sessions) . This approach

was taken in situations where the roles or mandates of the

professionals needed to be clarified for the family or where

certain protective and clinical issues overlapped. Frequently,

these joint sessions were used to help establish family "rules,"

to confront or reinforce certain attitudes and behaviors, to plan

or discuss placements, or to set limits by presenting "a united

front." In one case, the therapist and the case manager met with

the child to clarify the reasons for the case manager's

termination, and to reassure her that the case manager was not

leaving because the child was "too much to handle."

Case managers devoted significantly greater amounts of time

to coordination of services in high risk cases; incidents

involving coordination comprised 30% of all incidents in high

risk cases, but only 19% of all incidents in low risk cases

(p<.05). Moreover, case managers devoted more time to service

coordination in cases where the child victim displayed greater

symptomatology; there was a significant relationship between the

amount of coordination and the severity of the child's symptoms,

as rated by therapists (p<.01).

23



(c) Counseling

Case managers attempt a surprisingly high number of

"psychotherapeutic" interventions in the course of their work

with sexually abused children and their families. Nearly a

quarter (23%) of all the casework activities that were reviewed

involved this counseling function. Case managers were more

likely to provide counseling services in low-risk cases than they

were in high-risk cases. Counseling incidents comprised 32% of

all incidents in low-risk cases, but only 21% of all incidents in

high-risk cases (p<.05).

In order to further describe the counseling activities of

the case managers, the counseling incidents were coded using a

coding system developed to categorize interventions by therapists

(Deveney, Rintell, Starr & Raab-Protentis, 1989)

.

Occasionally, case managers helped children and parents make

connections — about their own (and others) thoughts, feelings,

and behaviors. For example, one case manager tried to help foster

parents understand the behavior of a child in their care by

connecting the behavior to the child's previous victimization. In

another instance, during a meeting with a child's natural

parents, the case manager associated the child's behavior to

problems in the marital relationship.

Making connections also includes instances where case

managers interpreted the meaning behind thoughts, feelings, and

behaviors to parents and children. Sometimes those

interpretations involved abuse-related issues, such as a case

manager suggesting to a teen-ager that her parents reluctance to

begin treatment displayed their inability to admit that the abuse
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ever occurred, or another case manager linking a child's recent

nightmares to her fears about mother's new live-in boyfriend.

Case managers made other interpretations as well. One suggested,

for example, that a mother might be allowing her daughter to stay

home from school as a way of coping with her own loneliness;

another suggested to a father that his son's firesetting might be

a "cry for help," or a "request for controls."

More often, and at a less "psychodynamic" level, case

managers offered commentary on thoughts, feelings, and behaviors.

Sitting in on a family treatment session, for example, a case

manager reflected back an adolescent's behavior to her, by

commenting on "how she comes across" in interactions with her

mother. At times, the observations referenced contradictory

behaviors, as when a case manager confronted an offender's

attempts to minimize the sexual abuse by pointing out its

frequency and duration.

Case managers also often offered normative information to

children and parents. Sometimes this took the form of providing

information about "typical" behavior in different developmental

phases. In one case the case manager told a mother, "Girls often

try to act more grown up then they really are to see how it might

feel. And they often flirt just to test whether others see them

as attractive." At other times, case managers attempted to

"normalize" feelings associated with experiences (particularly

the sexual abuse experience) by providing information about

others who had similar experiences and feelings. Often, the

information offered by case managers was aimed at reducing

anxiety by providing "anticipatory guidance." Some case
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managers, for example, "walked through" courtroom procedures in

advance with child victims who would be testifying.

Case managers also frequently offered advice to children and

parents. Usually the advice took the form of options, or

alternative ways of handling abuse-related problems and symptoms.

In one case, for example, the case manager suggested ways that a

fifteen year old victim might feel less awkward in a gym class

(including wearing a more modest gymsuit) . In another case, the

case manager suggested methods by which a teen-ager might better

cope with her anger at her mother for failing to protect her.

Finally, case managers often offered support to children and

parents, by conveying empathy and reassurance, and by praising,

or otherwise reinforcing feelings and actions. Many times the

support took the form of "attentive listening" to abuse-related

concerns, as a child (or a parent) expressed feelings of fear,

anger, and guilt. In one case, the case manager applauded the

child's decision to call her "to let off steam," rather than lose

control and get in trouble at home. In another case, the case

manager strongly agreed with the child's perception that her

mother was making unreasonable demands on her to take care of her

younger siblings.

(d) Referral

During the period of the study, case managers acquired a

variety of services for victimized children and other members of

their families. Overall, referral activity comprised 6% of all

casework incidents. In addition to referral to sexual abuse

treatment programs, case managers responded to the needs of
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children and families by enlisting the aid of detoxification

programs, psychiatric hospitals, tracking programs, mediation

programs, chore and homemaker programs, independent living and

transitional housing programs, camps, residential treatment, and

public assistance (food stamps, AFDC, grantee relative payments,

etc. )

.

(e) Advocacy

In nearly all cases where the decision was made to prosecute

the offender, the case manager acted as an advocate for the child

within the criminal justice system by urging that priority be

given to case scheduling or by otherwise interpreting the child's

needs and readiness to testify. Case managers acted as advocates

for families in other ways as well. In three cases, for example,

the case manager wrote a letter to the local housing authority

recommending that the family be given priority for housing

assistance. One case manager noted, "The children were assaulted

by a neighbor, and the present location is not conducive to their

emotional health and well being." Overall, advocacy comprised 2%

of all casework incidents.

THE CASE REVIEW FUNCTION;

A. Description of Case Review Function

According to Department policies, the purpose of a case

review is to "assess the status of the case, evaluate the

effectiveness of services provided, and extent of progress made

by the families." DSS procedures direct case managers to convene

meetings with parents and "mature children receiving services,"

27



and to address the following issues during those meetings:

current family functioning, including significant changes; the

appropriateness and effectiveness of treatment and other

services; the extent of compliance with the service plan; the

extent to which each child's needs have been met; and for

protective cases, the level of risk to the child (DSS Policy #86-

008) . Twenty case reviews were analyzed.

B. Findings Pertaining to the Case Review Function

1. Participation of Clients

More than two-thirds (15 of 2 0) of the parents (or parent

substitutes) and/or their children participated in the case

review process (i.e., attended meetings and signed case reviews);

more than 40% (9 of 20) of the therapists who treated the

families in the sample also participated in the case review

meetings.

2

.

Extent of Progress

All of the case managers evaluated the extent to which

children and parents cooperated with, and followed through on,

tasks identified in the previous service plan. Case managers

indicated that all of the children (n=20) and more than three-

quarters of the mothers (n=15) were engaged in treatment and were

complying with at least some other parts of the service plan

(abstaining from drugs and alcohol, attending school, etc.). In

cases where the father was the offender, more than half (n=6)

were said to be uncooperative with service plan recommendations

(i.e., refusing services, terminating treatment prematurely,
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and/or resistant to meeting with the case manager)

.

All but one of the case managers evaluated the progress

victimized children and their parents made toward resolving

problems and achieving the goals that were identified in the

service plan. Overall, case managers estimated that half of the

families had made "some progress" towards problem resolution

(n=10) , 20% had made "considerable or substantial progress"

(n=4) , and 30% had made "minimal or no progress" (n=6) since the

time the last service plan was developed. Where progress was

judged to be substantial, case managers noted that children had

"dramatically improved their self esteem," "significantly reduced

their acting-out behavior," and had "more open communication with

mother." In one case, the case manager observed, "S. has worked

through most of the guilt and fear she experienced as a result of

her abuse, and her mother is now beginning to address long-

repressed issues related to her own abuse as a child." Where

"some progress" was seen, case managers underscored such factors

as a mother's "ability to recognize the reality of the abuse and

be supportive of her daughter," and a child's "improved hygiene

and appearance." One case manager noted, "The whole family has

begun to realize what led to the abuse. Mother, in particular,

now understands the family dynamics that encouraged the abuse.

She is aware of signs to look for in the future, and as a result

she is better able to protect her children." In contrast to these

appraisals, "minimal or no progress" cases were characterized,

for the most part, by comments about the severity of a child or

parent's emotional problem (e.g., suicidal ideation, depression),

or substance abuse problem (particularly alcohol abuse) , or their
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lack of motivation for change. However, although nearly a third

of the sample were described as unchanged at the time of the most

recent case review, only 15% of the group were said to be still

at risk for further abuse. Moreover, the services provided to

children and families were said to be "not effective" or of

"limited effectiveness" in only 15% of the cases. In all cases

services were judged to be "appropriate".

SUMMARY AND CONCLUSIONS :

The major findings of the study are these:

1. In assessing family problems and needs in sexual abuse

cases, case managers do not consistently apply risk criteria to

these situations. In the absence of a specialized protocol, most

case managers do take into account at least some aspects of the

attitudes, behaviors and functioning of the child victim, the

offender, and the non-offending parent. Case managers vary,

however, in the extent to which they use different categories of

information to form impressions of family members and to make

case decisions. Some appear to assess families in a relatively

undifferentiated way, using only a few categories of information

to evaluate or interpret people and events whereas others take a

more differentiated approach and use several categories to

"think through" the information.

2. Most often, the focus of the assessment is on the non-

offending parent (mother) and the background factors (history,

affective response to the abuse, relationship with offender,
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etc.) that might influence her ability to protect and nurture the

child. Other factors that might determine risk to the child, or

guide decision-making with regard to the type, targets, and

theoretical framework of treatment (i.e., the offender's

motivations and inhibitions, the child's knowledge of what

constitutes abuse, etc.) are not regularly incorporated into the

assessments.

3. In contrast to other studies that suggest social workers

in child protection agencies often do not recommend treatment for

sexually abused children (Adams-Tucker, 1984) , the case managers

in this study not only routinely recommended treatment for child

victims and their mothers, but usually prescribed the mode(s) of

treatment and the frequency. These recommendations reflect their

understanding of the importance of therapy for the affective,

developmental, and interpersonal problems experienced by

children, and for the quality of the mother-child relationship.

The fact that case managers do not often suggest therapy for

other family members may indicate that they do not subscribe to

the family treatment approach despite indications by some studies

that family meetings can be of benefit during certain phases of

treatment (James & Nasjleti, 1983; Damon & Waterman, 1986).

4. There is considerable diversity in the scope, content,

and methods of therapeutic services for sexually abused children

and their families. For this reason, and because various

combinations of services may be needed at different stages of the

case (individual crisis counseling, peer group support, and

mother-child therapy) , it has been said that the efficacy of

treatment will depend in part on specific and clearly articulated
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service plans (Kolko, 1987) . In this study, case managers

usually did recommend a multimodal treatment approach for

victims, mothers and offenders, but they weren't always clear

about the goals and aims of this approach. Case managers

typically outlined the problem areas requiring intervention but

for the most part, did not specify what changes must take place

before the presenting problems would be considered resolved and

the case closed. In a few cases where the problems were

specified further, they tended to take the form of operational

(measurable) indicators of changes in attitudinal and behavioral

reactions to the experience of victimization.

5. Although they did not always clarify the goals of

treatment, case managers were specific about the tasks that were

needed to be undertaken and completed for the protective goals of

the case to be achieved. In many instances, these tasks took the

form of directives to provide safety for the child (removal of

the offender from the home, supervised visits, evaluations of

"dangerousness, " etc.). Case managers were also clear about

their own ongoing roles in these cases - in providing

informational and referral services, in monitoring progress in

treatment and in school and in advocating for the child during

criminal investigations and court hearings and trials. The

evidence, then, is that the parents and children in the study

were reasonably knowledgeable about the course and overall

purposes of subsequent interventions. Nearly all of the parents

(and about half of the children) , participated in service

planning meetings.
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6. "High risk" sexual abuse cases (i.e., cases where the

non-offending parent was not completely supportive of the child

or the offender did not admit responsibility for the offense and

had continued access to the child) required extensive and

continual monitoring of risk factors by case managers. In these

cases, case managers met with family members and collateral

sources (criminal justice, mental health, and school personnel)

on the average of twice per week; in terms of content, about one

in four of these contacts involved an evaluation of such risk

issues as visitation plans, living arrangements, drug and alcohol

abuse, and suicidal thoughts and feelings. In lower risk cases,

case managers met with family members and collateral sources

every ten days or so, on the average; in contrast to high risk

cases, however, most of these contacts involved an evaluation of

family members' progress in meeting case goals (participation in

treatment, adjustment to placement, etc.)

7. Various studies (Lyon & Kouloumpos-Lenares, 1987;

McDonough & Love, 1987) have suggested that, although reciprocity

among professionals in sexual abuse cases is often difficult to

achieve because of competing interests and mandates, therapeutic

goals in such cases can be enhanced by collaboration between

clinicians and state social workers. The data from this study

suggest that case managers spend considerable time in

collaborative work with other professionals, particularly in high

risk cases, and in cases where child victims are exhibiting many

behavioral problems. About 3 0% of all critical incidents in high

risk cases, for example, involved coordination activity. Most

often, the contact was a direct (face-to-face) interaction with a
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therapist, but case managers also regularly initiated or attended

case conferences with school personnel, criminal justice system

staff, and professionals from other social service agencies. Case

managers used collaborative contacts with therapists as a

mechanism for role clarification, information sharing,

monitoring, and decision-making.

8. The critical incident data provides clear evidence that

case managers make psychotherapeutic interventions in sexual

abuse cases. However, they were more likely to provide counseling

to family members in low risk cases than in high risk cases,

perhaps because they perceived these families to be more

"workable," or receptive. About one in every three incidents in

low risk cases involved a counseling activity, as compared with

one of every five in high risk cases. During meetings with

children and parents, case managers tried to interpret abuse-

related feelings and behaviors, and they often offered advice on

alternative ways of handling problems. They also played a

supportive role with children and parents, simply listening to

feelings of anger and fear, conveying sympathy and concern, and

praising or reinforcing attempts to cope with the experience.

Finally, although advocacy comprised a relatively small

percentage of overall activity, case managers did "speak for"

children and parents in a variety of situations, most notably in

the criminal justice system.

9. Case managers expedited and evaluated the effectiveness

of a variety of services for children and families. In addition

to clinical treatment, case managers referred family members to

mediation programs, psychiatric hospitals, detoxification
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programs, transitional housing programs, and residential

treatment centers. They also held regular case review meetings to

determine both the extent of the family's compliance with the

service plan and the impact of services. Most parents and their

children (and many therapists) participated in these case review

meetings. Case managers judged the services to be appropriate and

effective in the vast majority of cases. Moreover, they rated

70% of the families as having made either "substantial" or "some"

progress during the fifteen month period of the study. Of the 3 0%

of the families that were described as having made "minimal or

no" progress, about half were said to be still at risk for for

sexual abuse at the end of the fifteen month period.
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