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providing clinical Eecond

DEFINITION

Definitions of what constitutes child sexual abuse var
widely. A general definition woulgd hé'ﬁﬁaf given by A
Schechter and Roberge (1) * ¢
develapmentally immature ch
activities that they do not
given informed consent to,

» 8Te unable tgo
taboos of family roles."

and that violate the social
A tighter descriptive and
ovided by Mrazek angd Nrazek (2)
use can be envisaged as one of
ing of sexual acts
molestation (fondling of

sexual intercourse (oral
ative and chronic basis)
orced intercourse).

four types: exposure (view
and exhibitionism);

child's or adult's):
anal on a non-assault
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» POTnography,
Eenitals -
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THE MODE OF PRESENTATION

Studies of populations of ch
abused, as well as clinical
results of sexual abuse of ¢
be manifested in one of Tive

ildren who have been Eexually

experience, reveal that the

hildren and young people may
main ways (3): '

a) An account by the child

Disturbed behaviour or changes of behaviour
c) Physical symptoms or signs

Association with other forms of maltreatment
Allegations by parents, relatives, or other adults

Within these broad categories there are different degrees of
likelihood that & particular presentation is linked to child
sexual abuse. At this stage in our knowledge, it is not
possible to place specific symptoms and eigns in an accurate
rank order, and to be able thereby to ascribe degrees of
association with child sexual abuse. We can, however, note
that certain signs and symptoms are associated with child
sexual abuse, whereas others are less clearly linked.
ease of reference, we present a preliminary grouping of

presentation by degree of likelihood of child sexual abuse
in Table 1.
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may be considered a
; ppropriate for the child to b
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Screening questions by the paediatrician and/or f:BkEd o
parent to be presented with the fa { e

cets which incl
g?use a§ one of the possibilities in a Eifferent::; g
i;:gnu:1si The response to such Ecreening meassures can then
icate whether further psychological evaluation and/or
paediatric assessment should be considered.

To sum up, we recommend that the level of

professional should be based on a judiciou:uzii:i::rziizﬁeof
the mode of presentation, any prior history of sexual sbuse
and the source of the information, as well a& the screeni :
assessment of the individual child. By this filtering s
process we consider that over-enthusiastic. approaches with
an excess of false positive cases can be avoided.
Similarly, the other extreme, of professionals averting
their gaze from suspicious evidence and thus giving rise to
an excess of felse negatives, can also be avoided. The
presumption that sbuse has taken place before the evidence
is available has particularly damaging repercussions for the
child and family. Equally, an abnormally low level of
alertness to the possibility of child sexual abuse may deter
children subsequently from trusting the adult world

gsufficiently to enable them to disclose their unfortunate
secret.

THE EVALUATION - GENERAL COMMENTS

a) The parents should be given the same courtesy as the
family of any other referred child. It is important for
professionals to allow parents to talk about their
problems and concerns freely, and within a helping or
enabling context, and without a display of emotive
overtones by the professionals. Furthermore, the
existence of bias or pre-judgement on the part of the
professionals may act as a considerable barrier to such

a constructive context being developed in any particular
case.

b) All assessments should be carried out within a multi-

disciplinary framework. The key professionals involved
are likely to be social workers, paediatricians, child
psychiatrists, psychologists and police. Other
professional disciplines that may have knowledge of the
family or can make a contribution should be involved;
they include general practitioners, police surgeons,
health visitors, community child health doctors, school
nurses and education. A case conference will be

convened by the Social Services Department to collate
available information.

¢) Each Health District needs to devise a formula which
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findings, difr
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The conclusions The same Principl ]

s : P.€5 apply as outlined
in the physiecal and Psychiatric examination sectinn:.
The assessor should be open-minded and consider
mgltlple explanations. Conclusions should be based on

: 11 assessment of both the child
and the family and not merely on one piece of evidence.

Psychological abnormalities, unless sexually explicit
may also have alternative explanations. The diagnosi;
of sexual abuse is a composite one, which does not rely
on the finding in one particular area, but the adding
together of information from facets of the child's ang
family's life. Unlike physical abuse of children,
proportionately more weight derives from the statement
of the child. Finally, it is essential that the
assessors be reasonably expeditious so that early
decisions can be made about the child's future.

Fabrication It is important to consider the
that children may fabricate or that spurious
may be made by parents or caretakers,
matrimonial disputes in order to deny access (20).
However, this is not a common phenomenon (under 10%) and
it occurs across the age band (21). In younger children
ideas may be put into their minds. Some manipulative
fabrication may occur, particularly in older girls.

possibility
allegations
as for example in

Open-mindedness This is important, as abuse may or may
not have occurred:; there may be fabrication or we simply
may not know or never know. It is for this reason that
we have to depend on the balance of probabilities which,
in turn is dependent on physical, family, scocial and
psychological evidence. For these reasons, family
assessment is essential. Where there are doubts or
disputes, it is helpful to ascertain whether infoermation

at interview tallies with information frem other
EOuUTcCes,.

Balance of probabilities Practitioners should try to
assess whether child sexual abuse has taken place on the
basis of balance of probabilities. This term is not
necessarily used in its legal technical sense, but
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measure until

It should be emphasised that hospitals ca

adeguate substitute care for ynu:g childrzz?tt§:::ig:e
children should be admitted with a parent o; other
family member if at all possible. If this is not
possible, free visiting of appropriate family members
and friends should be eéncouraged. The admission of a
child to hospital without a parent or familiar adult
and with the intention of isolating the child from tﬁe
family in order to obtain further information about
possible sexual abuse,

should take place only after the
most careful consideration of the likely benefits as
opposed to the possible harm to the child. Generally

speaking, hospitals do not provide the appropriate
environment for this purpose. Nursing staff and junior
medical staff must be fully informed of the
circumstances of any admission, be appropriately

invelved in the care of the patient and be

adequately
supported in this role.

Place of Safety Orders These are primarily the
responsibility of the Social Services Department or the
Police. They should be sought only;

1. When there is a high risk of immediate further
abuse to the child and no alternative methods are
available to protect the child

2. VWhen parents refuse all further assessment and
there is a high probability that abuse has occurred.
Under these circumstances a Place of Safety Order
should be sought only after full consultation with
Social Services, preferably at a Case Conference,
even when convened in haste. Wardship proceedings
may have a place, but this is an issue which is
6till under discussion.

When a strong suspicion arises, it would be sensible for
the response by Social Services to be a considered
exercise rather than an automatic one. This is a
crucial time for the Medical Agencies and Social
Services to collaborate in assessments which would give
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DOCUMENT 44:1 28 October 1987

ANALYSIS OF STATISTICS PROVIDED BY REGIONAL HEALTH AUTHORITY
ON REGIONAL REFERENCE GROUP AND INDEPENDANT REVIEW PANEL

Y oo I attach two tables of analysis of the figures at the
back of Dr Donaldson’s statements RMO2 & RMO3, undertaken at
the request of the judge.

- TABLE 1 shows figures for the Regional Reference Group
- TABLE 2 shows figures for the Independent Review Panel

25 I also attach the pie chart which the judge referred to
vesterday, showing a breakdown derived from both tables,

L W

Alan Davey






























