
The Oklahoma State Interagency Workgroup’s task was to examine current

policies and practices found among state systems who serve or interact with

children with PSB, their child victims, and their families in Oklahoma, and

facilitate development of recommendations to enhance how children with

PSB are managed across systems and environments. The workgroup

developed the following recommendations to be considered for

implementation in Oklahoma through community and professional outreach

training, practice, policy, community response, and legislative changes.

Additional information on children with problematic sexual behavior can be

found at the website for the National Center on the Sexual Behavior of Youth

(www.ncsby.org/).

Oklahoma Interagency
Workgroup on Problematic
Sexual Behavior of Youth

 Recommendations

http://www.ncsby.org/


Table
of Contents

Page 001

1 Community Response

2 Outreach Training

3 Appropriate Assessment and
Treatment

4 Placement Decisions

5 Agency Policy and Practice

6 Funding

7 Public Policy

8 Schools

9 Law Enforcement, Family Court,
and Juvenile Justice

10 Child Welfare

11 Multidisciplinary Teams

12 Issues for Further Study



Page 002

1
Developmentally appropriate approaches should be utilized for youth
with problematic sexual behavior. This approach should take into
consideration age, functioning, abilities, history, and social environment.

Community Response

1.1

Care should be given to language and labels used. Person first language,
such as “children with problematic sexual behavior,” is recommended to
separate the label of the behavior from the full understanding of the child.

1.2

Agencies should establish and implement guidelines and protocols for
identifying and responding to youth’s problematic sexual behaviors in
order to streamline the processes and provision of services.

1.3

Policies and procedures should reflect goals of community safety and
healing while supporting the family, the child with problematic sexual
behavior, and the impacted children.

1.4

Decision making regarding children with problematic sexual behavior
should involve a collaborative approach among caregivers and
professionals across agencies, such as child welfare, law enforcement,
family court personnel, probation, prosecution, schools, child advocates,
medical personnel, mental health professionals, faith-community
personnel and other family serving agencies.

1.5

Professionals should recognize the potential rippling impact problematic
sexual behavior of children may have on child victims, family members,
and others. The needs and well-being of all individuals involved should be
considered when youth have acted out with others. Professionals should
ensure that all parties involved have access to services, as needed.

1.6

Since cases are unique, professionals should examine each individual
child’s and family’s needs, risks, and strengths, as well as other factors in
their decision making. Decisions are best when informed, objective, and
fair.

1.7
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2 Evidence based training on normative sexual development and
problematic sexual behaviors in children should be provided to all
professionals who serve children and families to inform and improve
investigation, identification, and response to problematic sexual behavior
of youth.

Outreach Training

2.1

Public health messaging should be dispersed addressing the promotion of
healthy sexual development. This messaging should include strategies to
help caregivers have conversations with their children.

2.2

Community training for professionals should include strategies on how to
engage families using clear, accurate, unbiased, and respectful 

 communication. In addition, training should address proper triage and
assessment, impact on child and family if an arrest occurs, and knowledge
of resources available in the community so the family can be directed to
appropriate supports.

2.3

People who provide training on youth with  problematic sexual behavior
should stay up-to-date on current policies, evidence-based practices, and
empirical research on the problematic sexual behavior of youth.

2.4
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3 Clinical assessments of children with concerning or problematic sexual
behavior should be evidence-based with a goal of guiding safety planning
and effective intervention. This should include multiple sources of
information and appropriate psychological measures.

Appropriate
Assessment and
Treatment

3.1

Clinical and safety assessments should be ongoing at regular intervals due
to the rapidity of child development.

3.2

Treatment recommendations should be informed from the assessment
and examine case specific needs, problems, and strengths that determine
targets for reducing risks, enhancing protective factors, and promoting
healthy social development and safety.

3.3

Workforce development should increase the number of trained providers,
particularly in areas where services are scarce (e.g., rural areas, Tulsa)

 and include all levels of care (e.g., outpatient, home-based, group homes,
and inpatient treatment facilities).

3.4

Treatment for youth with problematic sexual behavior should be
evidence-informed, actively involve caregivers, and utilize engagement
strategies to facilitate family services.

3.5
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4
All staff and professionals serving children in congregant care require
training in supervision and support of children to prevent problematic
sexual behavior and promote healthy relationships.

Placement Decisions

4.1

All placements for children with problematic sexual behavior require
considerable structure, supervision, and therapeutic support.

4.2

Children should be placed in the least restrictive environment that allows
community safety and supports the well-being of all children. This will
often include maintaining children within a home placement with a
developmentally appropriate safety plan in place.

4.3

Placement decisions should be made based on risk and protective factors,
safety practices in the home, psychological and physical safety and well-
being of all children in the home, and caregiver protective capacities.

4.4

When community-based placement is not possible, children should be
placed in a setting that will allow for continued family involvement in
treatment. At the onset, a transition plan needs to be created to facilitate
reintegration back into the community, caregiver involvement, and
stability of care.

4.5

Foster, kinship, and adoptive caregivers should be provided education and
support to prevent and address problematic sexual behavior in children.
This would include education about the topic of normative and
problematic sexual behavior of children and related topics, as well as
provide specific history for children placed in their care.

4.6

Placement in a hospital or residential facility, particularly facilities that
aggregate children with behavior problems, should be reserved for
children with complex mental health needs and/or evidence of harm or
other concerns with community placement and care. Choice of facility for
care should be based on matching of child presenting problems rather
than exclusively utilizing specialized units for sexual behavior.

4.7
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5 Family and youth voice is critical to the success of treatment of youth with
problematic sexual behavior. Efforts should be made to engage and avoid
alienation of caregivers in coordinating care for their child.

Agency Policy and
Practice

5.1

Agency policy and licensing requirements for congregant care and
residential treatment facilities and hospitals should require direct care
staff to receive training on normative and problematic sexual behavior
and related topics.

5.2

All agencies that serve children should implement a structure to maximize
safety and well-being of children and reduce opportunity for problematic
sexual behavior through appropriate safety planning (e.g., separate
bedrooms for youth, appropriate supervision and monitoring by floor
staff).

5.3

Terminology should be considered when managing youths’ information
within data systems. Attention should be given to the labels used and the
longevity of the information within computer documentation systems to
avoid inappropriately stigmatizing and negatively impacting future
decision making. Consider efforts for documenting the behavior in the
context of the setting and time rather than labeling the child.

5.4

Given the heterogeneity of children with problematic sexual behavior,
one-size-fits-all policies should be avoided and instead consider individual
and family risk, protective, and responsibility factors.

5.5
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6 Commensurate levels of reimbursement should be provided for
appropriate evidence-based services for youth with problematic sexual
behavior and their caregivers to adequately compensate for costs
associated with the provision of care.

Funding

6.1

Considerations should be given to billing practices surrounding CPT codes,
inclusion of caregivers in treatment, rates for group therapy, and
addressing the cost of case management needs when providing
assessment and treatment to youth with problematic sexual behavior.

6.2

Funding sources for youth with problematic sexual behavior are currently
siloed. Given that most youth with problematic sexual behavior can be
managed within community-based care, it is recommended that cost
comparisons be conducted on levels of care (e.g., out-of-home placements,
inpatient psychiatric facilities vs community outpatient mental health)
and cost savings when community-based programming is available to
meet the children’s behavioral health and safety needs.

6.3

The State of Oklahoma should consider increased investment in training
and sustaining child sexual abuse prevention and evidence-based
assessment and treatment of children with problematic sexual behavior to
reduce the substantial financial, health, and social costs associated with
childhood trauma. This should include an increased investment in training
of appropriate professionals to address this topic such as law enforcement,
child welfare, and therapeutic service providers.

6.4
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7
Use only developmentally appropriate assessment approaches.
Physiological measures, such as the polygraph and plethysmography, are
not valid and have the potential for harm when used with children.

Public Policy

7.1

Results of deliberations from this workgroup should be presented to State
Agency Leadership, and reviewed on a regular basis.7.2
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8
The Oklahoma Department of Education should encourage all school
districts to include training on sexual development and problematic
sexual behavior of youth, along with appropriate response practices.

Schools

8.1

Schools should utilize a Multi-Tiered Systems of Support (MTSS) model for
rapid identification and consistent progress monitoring of children with
varying levels of problematic sexual behavior. The MTSS framework
should include evidence-based intervention support plans that are
immediately responsive, matched to need, safety focused, and that clearly
distributes liability.

8.2

A multidisciplinary school-based team should consider appropriate
placement and educational goals based on the data from school-based
assessments and collaborating agencies. Decisions determining eligibility
and placement in the least restrictive environment are made by the
multidisciplinary building team within compliance to district, state, and
federal guidelines.

8.3

Use of appropriate, research-based classroom management techniques
should be practiced at all times. Specific attention should be given to
physical setting (including removal or strategic placement of dangerous
materials), scheduling, instructional planning and delivery, a positive
classroom discipline plan, and sufficient adult supervision.

8.4

Schools are encouraged to create safe environments and foster
emotionally-supportive relationships between students and adults.
Schools should encourage communication and empathy skills when
training professionals to work with students with problematic sexual
behavior.

8.5

Services should be provided within existing support frameworks including
Section 504 Plans, Individualized Education Plans, and Behavior
Intervention Plans when appropriate to integrate treatment of
problematic sexual behavior with other behavioral, social,
communication, and adaptive skill goals and services.

8.6

As schools have a mandate to provide sexual abuse prevention program
through Megan’s Law, it is recommended that such programing includes
prevention of problematic and harmful sexual behavior of children,
addressing electronic and online sexual behavior, and promotion and
healthy relationships (boundaries, consent). It is recommended that such
efforts provide education and practical information for parents.

8.7

Schools should ensure Title IX policies are up to date and current. Policies
should include information on Problematic Sexual Behavior of youth. The
Title IX coordinators should be versed in PSB of youth. Title IX responses
should strive to maintain youth within a school setting. Should youth be
removed from school, clear plans for maintaining education and the plan
for reentry to school should be outlined. Youth should only be removed so
long as to ensure an appropriate safety plan is developed and
implemented. Should barriers arise in safety planning, outside
consultation from experts should be considered to ensure safety to all
children.

8.8
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9
Training should be provided to law enforcement to enhance their
response to families of youth with problematic sexual behavior. Training
would address proper triage and assessment to inform the investigation,
impact on child and family if an arrest occurs, and knowledge of the
resources available in the community so the family can be directed to
appropriate services. In addition, to enhance likelihood of family
engagement in services, training should include using appropriate
terminology (e.g., people first), and communication skills to increase
family engagement in the investigation, and conveying a message of hope
for healing.

Law Enforcement,
Family Court, and
Juvenile Justice

9.1

Given the young age and known effective treatment outcomes,
establishing treatment and safety plans while diverting the child and
family out of the court process is recommended for most cases. Pursing
adjudication as a delinquent should be reserved for children that have
significant risk due to behavior severity, pattern of behavior, failure to
respond to community intervention, older age, age differences, and
competency.

9.2

Prosecutors assigned to handle cases of youth who have committed sexual
offense must have, as a core function of their professional assignment, the
commitment to become familiar with the relevant and reliable literature
in this field, and receive specific training to facilitate effective decision-
making in these cases. It is recommended that District Attorney’s Council
and NCSBY collaborate to provide training and up to date resources.

9.3

Prosecutors decisions about how to respond to each allegation of sexually
abusive behavior by a youth must be made not only with full knowledge of
the facts of the individual case, but also with an appreciation for the
consequences which will flow from those decisions.

9.4

Polygraphy and plethysmography use with children fail to meet the
standard of being reliable, valuable and ethical and thus prosecutors
should not be seeking nor accepting such testing.

9.5
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10 Research based training should be provided to all Child Welfare Specialists
on normative sexual development and problematic sexual behaviors in
children, along with appropriate response practices to families of children
and youth with problematic sexual behavior, and the impacted children.
Training would address proper assessment and safety planning and
knowledge of the resources available in the community so the family can
be directed to appropriate services. To enhance family engagement in
services, training should include using appropriate terminology (e.g.,
people first) and communication skills, and how to convey a message of
hope for healing.

Child Welfare

10.1

OKDHS should enhance capacity and access for children, families, and
resource caregivers to receive adequate and timely needs assessments to
ensure access to appropriate and evidence-based and/or evidence-
informed services for children and youth with problematic sexual
behavior, and their families. This would include ensuring policies are in
place for family-centered practices for screening, assessment, safety
planning, and sharing of information with resource parents/providers and
potential adoptive parents

10.2

OKDHS should establish and implement guidelines and protocols for
identifying and responding to families of children and youth with
problematic sexual behavior, including all impacted children and their
families within the Statewide Abuse and Neglect Hotline when cases do
not rise to the level of being considered abuse or neglect. This should
include collaboration with other victim assistance agencies on behalf of
the children with PSB, all impacted children and youth, and their families
by linking to referrals to appropriate treatment providers for services.

10.3
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11
MDT members should use in all forms of communication and insist all
present in MDT meetings use people-first language when referring to
children with problematic sexual behavior as to maintain a child focus
and best practices regarding these types of cases.

Multidisciplinary
Teams

11.1

The MDT should revise their confidentiality policy, memorandums of
understanding, and Interagency Agreement with member agencies to
allow multidisciplinary collaboration and communication regarding cases
of children with problematic sexual behavior.

11.2

MDT should encourage members to complete training specific to children
with problematic sexual behaviors ideally on an annual basis and member
agencies should work to regularly provide or create access to these
trainings for all MDT members either directly or through partnerships.
Teams could also explore using existing funding to help support these
trainings in their communities.

11.3

The MDT investigative, including forensic interview, protocol should be
modified to include the process by which cases of children with
problematic sexual behavior will be managed by the team. The sub-
protocol should be based on the current research and maintain a clear
child focus.

11.4

MDT should allocate dedicated time during case review meetings to
review only cases of children with problematic sexual behavior or
consider hosting a regularly scheduled separate case review meeting for
these cases only. This dedicated time will enhance the team’s ability to
maintain a child focus and address the unique issues presented in the
cases versus cases in which adults cause harm to children.

11.5

MDT are encouraged to secure a consultative relationship with a mental
health expert on children with problematic sexual behavior, which could
be the existing mental health team member or someone else, for
professional consultation on these types of cases. This person would be
available in-person or via a virtual platform to provide the MDT with
guidance on up to date knowledge on normative versus problematic
sexual behavior in children, current research outcomes, locating qualified
mental health providers and resources, etc. Further, this person could
support the team’s implementation of their investigative protocol specific
to cases of children with problematic sexual behavior.

11.6

MDT are encouraged to consider how to thoughtfully and safely include
caregiver self-advocates (i.e., caregivers whose children had a past
problematic sexual behavior) in general team members to inform how the
team addressing cases of children with problematic sexual behavior (e.g.,
policies and protocols).

11.7
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12
The current workgroup convened on issues related to youth with
problematic sexual behavior aged 12 and under. It is recommended that
an additional task force be formed to provide recommendations for the
management of adolescents with problematic or illegal sexual behaviors.

Issues for Further
Study

12.1

This workgroup recommends the convening of an additional workgroup
related to child sexual abuse prevention to examine and appropriately
address the needs of child victims in the state of Oklahoma.

12.2
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