· Child sexual abuse is more common than childhood epilepsy, cancers and congenital heart disease put together 
· Contact-sexual abuse affects at least 1 in 20 children. It is as common as child physical abuse. 
• Most don’t tell - the average time from abuse to disclosure is 7 years •  Only 1 in 8 cases come to attention of authority over time.
Neglect and physical abuse are strong risks factors for sexual abuse. However, any child can be vulnerable.  
Professionals must respond at the same threshold as for physical abuse or neglect: act on your concerns. You do not have to be sure to share. You do not need the child to tell (‘disclose’/’make an allegation’) to act.



Possible signs and indicators include
Signs and indicators of child sexual abuse | CSA Centre
 Physical signs
· Anogenital injury (presenting as bruising, bleeding, laceration/fissure, or soreness)
· Other inflicted injury (love bites, bruising to thighs, grip marks, non-fatal strangulation)
· Pregnancy 
· Sexually Transmitted Infection including anogenital warts or herpes
· anogenital conditions which do not respond to usual treatment advice (including wetting, soiling, unexplained genital pain, and intractable constipation)  
Behavioural/emotional signs
· sexualised behaviour
· signs of distress: self-harming, ‘acting out’, anger, mutism, eating disorders
· functional illness
Many sexually abused children show no outward signs.  Record concerns even where there is no confirmation/telling from the child.
 
Consider CSA in behavioural presentations including medically unexplained symptoms, sexualised behaviour, mutism, self
harm and eating disorders 
Ask the child is anything else is bothering them. Consider prompts: "one of the things we always have to consider when 
someone has this problem, is sexual abuse..." 
Do consider behaviours in context of developmental age. 
Behavioural signs of emotional distress: These are 
non-specific but may include somatisation, mutism, 
wetting, soiling, eating disorders including obesity, self 
harming, sexualised behaviour and sexually harmful 
behaviour to self or others. 
Physical signs include: STIs, ano-genital warts, 
pregnancy, anogenital trauma (bruising, laceration, 
bleeding), vaginal discharge, vaginal foreign bodies, 
bruising to thighs or buttocks, suction bruises, perianal 
scars, hymenal defects (specialist examination) 
Disclosures 
Document what the child says verbatim. 
Ask open questions (‘can you tell me more about that?’, 
‘who is that?’) and document what you asked. 
Don’t promise confidentiality, but be transparent in 
explaining what you will do. 
Do explain you need to talk to others to keep the child safe 
Take safeguarding advice. Use professionals or strategy meeting to bring information together. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Responding to concerns 
 If you are concerned about CSA, seek safeguarding advice 
 Put your concerns into effective “danger statements” and make a MASH referral 
(concern about possible sexual abuse = risk of significant harm) 
 'You don’t have to be sure to share'. SARC examination is child-friendly and can 
be therapeutic 
 Strategy discussion should include paediatrics AND SARC representation 
 treat anogenital bleeding, bruising, ulceration, and suspected abuse within last 7 
days as urgent. Specialist examination should occur within 24 hours. 
 SARC examination can never exclude CSA, as most examinations are normal, but 
where there are physical findings it informs action; 'If we dont look, we wont 
find'onsider CSA in all non-midline/multiple anal lacerations (“fissures”) or tags, unless suspected inflammatory bowel disease. Consider CSA in all unexplained apparent ano-genital bleeding (exclude urinary origin, puberty, urethral prolapse, lichen sclerosis and friable labial fusion by external examination) Behavioural concerns Think family – do any siblings show emotional distress? Child sexual abuse is more common than childhood epilepsy, cancers and congenital heart disease put together • It is equally common as physical abuse. • The average time from abuse to disclosure is 7 years • Contact-abuse affects at least 1 in 20 children • Only 1 in 8 cases come to attention of authority over time One Minute Guide Child Sexual Abuse • We must respond at the same threshold as for other forms of abuse: safeguarding does not require certainty to level of criminal justice system. • If signs or concerns are present, multiagency strategy discussion should occur • Do show professional curiosity and seek voice of the child. See them without carer where possible. Allegations/disclosures: The child needs to feel safe. Retractions are common. May be ambiguous, and language will reflect child's understanding and developmental level For Paediatricians, Emergency Doctors, and other Health Staff March 2022 Consider CSA in anogenital conditions which does not respond to usual treatment advice (including wetting, soiling, unexplained genital pain, and intractable constipation) Consider CSA in behavioural presentations including medically unexplained symptoms, sexualised behaviour, mutism, self harm and eating disorders Ask the child is anything else is bothering them. Consider prompts: "one of the things we always have to consider when someone has this problem, is sexual abuse..." Do consider behaviours in context of developmental age. Behavioural signs of emotional distress: These are non-specific but may include somatisation, mutism, wetting, soiling, eating disorders including obesity, self harming, sexualised behaviour and sexually harmful behaviour to self or others. Physical signs include: STIs, ano-genital warts, pregnancy, anogenital trauma (bruising, laceration, bleeding), vaginal discharge, vaginal foreign bodies, bruising to thighs or buttocks, suction bruises, perianal scars, hymenal defects (specialist examination) Disclosures Document what the child says verbatim. Ask open questions (‘can you tell me more about that?’, ‘who is that?’) and document what you asked. Don’t promise confidentiality, but be transparent in explaining what you will do. Do explain you need to talk to others to keep the child safe Take safeguarding advice. Use professionals or strategy meeting to bring information together. Responding to concerns If you are concerned about CSA, seek safeguarding advice Put your concerns into effective “danger statements” and make a MASH referral (concern about possible sexual abuse = risk of significant harm) 'You don’t have to be sure to share'. SARC examination is child-friendly and can be therapeutic Strategy discussion should include paediatrics AND SARC representation treat anogenital bleeding, bruising, ulceration, and suspected abuse within last 7 days as urgent. Specialist examination should occur within 24 hours. SARC examination can never exclude CSA, as most examinations are normal, but where there are physical findings it informs action; 'If we dont look, we wont find'

What to do if concerned
· Show professional curiosity and seek the ‘voice 
of the child’. Speak to them without carer if possible. 
· Think family – do any siblings show emotional distress or physical signs, currently or in chronology?  
· Gather information and seek safeguarding supervision/advice (but do not delay safeguarding action). Use the signs and indicator template.
· Consider how urgently action is needed. 
· Is the child safe now? 
· Could sexual abuse have happened recently? Forensic trace material and injuries resolve quickly. Hours count.
·  Delay could result in loss of evidence
· Delay could result in health harm (e.g. missed emergency contraception or post exposure prophylaxis windows.)
· Refer to The Children and Family Initial Response Service if threshold of concern met (and call Police if urgent) Children's Responsive Services
Recognising and responding to child abuse and neglect |NSPCC Learning
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When a child TELLS you about sexual abuse 
(or seems to be trying to tell you)
Communicating with children | CSA Centre
· Document the child’s own words (verbatim)
· Ask open questions (‘can you tell me more about that?’, ‘who is that?’, ‘tell me who you mean by ‘him’?’) and document what you asked. 
· Don’t promise confidentiality but explain you need to talk to others to keep the child safe.
· Ask the child if anything else is bothering them. 
· Consider ‘cliff hanger’ prompts, where a statement is left ‘hanging’ with a space for the child to speak. For example: "one of the things we always have to consider when someone has this problem [eg physical or behavioural sign], is sexual abuse..." 
· Do consider any behaviours in the context of developmental age/ability
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Forensic Medical Examination, FME (in the SARC)
· Forensic Medical Examination is a specialist child protection assessment which includes detailed anogenital examination for signs of sexual abuse. This must be done in an approved setting. 
· Done correctly, FME is child-friendly and therapeutic (not traumatic)
· FME is accessed via Strategy discussion (Police and/or social worker to refer to SARC). If in doubt, DISCUSS with SARC and Social Care. 
· Strategy discussion should include SARC representation. Where there is no allegation, a paediatrician should also be consulted.
· Treat anogenital bleeding, bruising, ulceration, and suspected/alleged abuse within last 7 days as urgent.  Specialist examination for urgent cases should occur within 24 hours. 
· SARC examination can never exclude CSA
· most examinations are normal, even when abuse occurred
· where there are physical findings, it can support decision-making: 'If we don’t look, we won’t find'
· FME is not just about gathering trace evidence (DNA) but also looks for physical injuries with a magnifying colposcope. This includes old/healed injuries, which may be present indefinitely – it is never too late to refer.
· It also provides reassurance - children are almost never as physically damages as they perceive themselves to be; debunking myths may prevent secondary psychological difficulties.
· FME provides holistic health care including STI screening, Hep B vaccination, pregnancy screening, crisis care, Independent Sexual Violence Advisors and counselling referrals. 
General anogenital examination by a GP, ED Physician or Paediatrician may be needed as part of a child’s clinical care in certain circumstances.
A general anogenital examination does not look for signs of child sexual abuse. It is not appropriate for a child to be taken to ED, GP or paediatrics (for example by a Social Worker) when a concern about child sexual abuse has been raised, even when there might be a medical cause. This avoids delay and repeat examination. 
However, when a child has presented to a health setting with a physical sign or symptom (and has not told of abuse), it may be appropriate to examine as part of the clinical assessment. Anogenital inspection is also an appropriate part of a child protection medical assessment of physical abuse in younger children. 
Following their general examination of the child, if the doctor has concern about the possibility of sexual abuse, then a MASH referral should be made urgently and/or strategy discussion held, so that a Forensic Medical Examination may take place without delay.  Remember sexual abuse can affect girls and boys.
Medical conditions for doctors to be aware of: 
· Straddle injury: spot bleeding with a clear event history of astride fall; examination typically shows a small unilateral laceration, in between the labia minora and labia majora in girls, or side of scrotum in boys. Suspicious (inconsistent with history) if injury is bilateral, symmetrical, central or involves vestibule (area between labia) or hymen in girls or penis in boys (except zipper injuries). 
· Labial Fusion: may be friable and bleed if stretched. Typical history is pain and spot bleed after doing ‘the splits’. Examination shows fusion (usually posterior but may be mid-labial).  
· Vulvovaginitis/vulvitis: a nonspecific inflammatory response to allergens and/or poor hygiene. Concern if recurrent, bloody discharge or not responsive to advice.  
· Lichen Sclerosis: may present with itch (mistaken for sexualised behaviour) or spontaneous haemorrhage (mistaken from trauma/bruising); the classic figure of 8 pallor surrounding genitals and anus may be absent in the early stages, but skin appears shiny. 
· Threadworms: may infest prepubertal vagina and cause intense itch (which may be mistaken for sexualised behaviour). Behaviour resolves on treatment.













Key Contacts and Further Information
· Coventry Safeguarding Children Partnership
· West Midlands Regional Children and Young People Sexual Assault Service (CYPSAS) tel 0330 223 0099. www.westmidsregionalcypsas.co.uk. 
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