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In May and June 1987 there was an unprecedented rise in the
diagnosis of child sexual abuse in Cleveland. Strong protests
by the parents of the children, nurses, police, members of
parliament, and the press were followed by the announcement
of a statutory inquiry. The results of that inquiry were
published last week and are summarised on p 190. We are
indebted to Lord Justice Butler-Sloss and her assessors for
collecting the vast amount of evidence promptly, evaluating it
objectively, and making attainable recommendations.' On the
day that the report was released several guides were published
to ensure that the recommendations were implemented2'6; the
advice that has been sent to all doctors is clear, specific, and
wise.' The government's white paperon the law on child care

and family services, which was published last year, will be
modified in the light of the report, and a bill will be brought
before parliament shortly.

It was in 1946 that Caffey, an American radiologist,
suggested that multiple limb fractures and a subdural
haematoma in the same child might have been caused by
inflicted injury.7 Kempe from Denver then produced detailed
studies of the clinical features of pkysical abuse8 and later
sexual abuse.9 Child sexual abuse was rarely reported in
Britain until about 10 years ago,'0 and the prevalence is still
not known-partly because of the difficulty in interpreting
results of surveys" and partly because of the secrecy that
surrounds the abuse. In 1987 the media focused on child
sexual abuse in association with the National Society for the
Prevention of Cruelty to Children's centennial appeal,
the television launch of Childline, and various medical
publications.'2 I

The increased public and professional awareness raised the
number of children referred for assessment. Pressure has
been put onto professionals not to miss the diagnosis, and the
recent public inquiries into the deaths of three children from
inflicted injury led to public criticism of social workers
for failing to act promptly. Paediatrfcians, social workers,
and teachers have noted that comnon but non-specific
symptoms-for example, recurrent dysuria or changes in
behaviour-have been found (often retrospectively) to be
associated with sexual abuse. Against this background the
tragedies of Cleveland unfolded.

Physical abuse is diagnosed from objective, well recognised
features, and the report found that at Cleveland it was
managed well. In contrast, the report says that sexual
abuse was overdiagnosed, but Lord Justice Butler-Sloss has

emphasised that child sexual abuse occurred in children of
all ages and was a serious and not rare problem in Cleveland.
The assessment of sexual abuse requires a detailed medical
and social history, a discussion with the child, and a complete
physical examination including the genitalia and anus. This
needs the specialised skills of different professionals working
together. In both acute and chronic sexual abuse there may be
no abnormal signs and no sign is pathognomonic. The investi-
gation is traumatic for the whole family whatever the outcome.
Much of the discussion about the Cleveland inquiry has

focused on the methods used in diagnosis-particularly the
anal dilatation test and the techniques of interviewing young
children. The report has examined these in detail. Anal dilata-
tion is defined as the internal and external anal sphincters
opening wide enough for the observer to see into the rectum
when the buttocks are separated. The report concluded that
such a sign is suspicious and needs further investigation but is
not in itselfevidence of anal abuse. What the child says should
always be taken seriously, but anatomically correct dolls
should be used, the report concludes, only by those with
special experience. Both of these methods have been des-
cribed from units with experienced staff but have not been
rigorously validated.
The report concluded that professional disagreement over

the reliability of these two methods led to a breakdown in the
coordinated approach to the Cleveland families. There was a
lack of proper understanding and communication between
the main agencies, and divergent views among middle
managers were not recognised by senior staff.
The report emphasises that a child is a person and not just

an object of concern. Professionals should always listen
carefully to what the child has to say, take it seriously, and
explain what is going on. Children should not be subjected to
repeated interviews or medical examinations, and they should
be examined in a suitable and sensitive environment. Parents
should be informed at each stage of the investigation by the
professional dealing with the child, and should attend for all
or part of the case conference unless in the view of the
chairman their presence would preclude a full consideration
of the child's interests. Place of safety orders should be sought
only for the minimum time necessary to protect the child, and
if the cooperation of the family is gained by sensitive
interviewers then a place of safety order is rarely needed.
In complex cases the chairman of the conference must be able
to call on a qualified lawyer to evaluate the evidence. In

BMJ VOLUME 297 16 JULY 1988

Implications of the Cleveland inquiry

Child sexual abuse demands cooperation

151

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.297.6642.151 on 16 July 1988. D
ow

nloaded from
 

http://www.bmj.com/


Cleveland lawyers were often not present at case conferences,
and if they had been, the report concludes, they would have
recognised that there was often insufficient evidence for a
place of safety order.

Specialist assessment teams should be formed in each
district, recommends the report. They should contain an
approved doctor, senior social worker, and police officer, and
the team should have sufficient authority to coordinate the
investigation of cases. Referral to this team would occur
particularly where there is a suspicion of sexual abuse on the
basis of physical or behavioural signs alone or where there
is uncertainty whether abuse has occurred. General prac-
titioners and others should not be put off by the clamour that
has surrounded the Cleveland inquiry from referring children
whom they suspect have been abused. What is important is
that they consult others, and the defence societies agree that if
necessary general practitioners should break confidentiality.
As well as undergraduate and postgraduate training there is an
urgent need for immediate inservice training for medical staff.
The Metropolitan Police has already taken this initiative and
held courses to approve staff of different disciplines.
Much more research is needed into child sexual abuse and

its epidemiology. We need studies of the normal appearance
of the genitalia, of the clinical course of abuse, and of the
importance of different signs and symptoms. In particular
more research is needed on the anal dilatation test and the
techniques of interviewing young children.

Despite the brilliant way the investigation has been
performed and the speedy implementation of its recommen-
dations, many will still wonder whether the disaster in

Cleveland could have been avoided. During the past few years
many paediatricians have been worried by the lack of
objective research on v%hich they could base sound clinical
practice. We badly need a health services research authority
with the resources to commission research when the service
needs quick and authoritative answers. The results can then
be distributed through journals or through the chief medical
officers' letter that has proved so effective in education about
AIDS.

BERNARD VALMAN
Consultant Paediatrician,
Northwick Park Hospital,
Harrow,
Middlesex HA 1 3UJ
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Screening for neuroblastoma

J7apanese studies suggest that it may save lives

Neuroblastoma is the only childhood cancer for which a
population screening test has been suggested. There is
uncertainty about the effectiveness and cost of screening, the
nature and timing of the test to be used, and methods of
ensuring its acceptability. These issues were discussed at a
recent meeting organised by the department of child health,
University of Newcastle upon Tyne, with financial support
from two parents' charities, the Neuroblastoma Society and
the North of England Children's Cancer Research Fund. The
proceedings will be published in Medical and Pediatric
Oncology.

Neuroblastoma affects about one in 6000 to one in 10000
children under 15 in developed countries.' Around a quarter
or more of the cases occur in the first year of life, and 80-85%
in the first five years. Patients less than 1 year old at diagnosis
and those with stage I and II disease have high survival rates.
Most patients, however, have stage III and IV disease, and
survival rates are lower, though they may now be improving.'
Most patients whose disease is clinically diagnosed (92% in
one study4) have raised urinary concentrations of one or both
of the catecholamine metabolites vanillylmandelic acid and
homovanillic acid. The screening test is based on detecting
raised concentrations of vanillylmandelic acid and homo-
vanillic acid during the first six months of life. In some of
these children the diagnosis of neuroblastoma will be con-
firmed, and it is assumed that such presymptomatic patients
should have a better prognosis and require simpler treatment,
with fewer side effects, than if the disease is diagnosed

clinically later. On the other hand, some tumours that
are diagnosed clinically regress spontaneously, raising the
question of whether tumours detected by screening and
successfully treated might have regressed before the child
developed symptoms. There will also be cases not identified
by the test.

At the meeting Dr Takeo Takeda presented data on
detection rates and surzival for neuroblastoma in Sapporo,
Japan, where screening has been carried out since 1981.
He compared these data with those from the province of
Hokkaido, where there had been no screening. For this and
other screening programmes in Japan survival rates seemed to
improve after the introduction of screening.56 There are
difficulties in interpreting such findings, and it is hoped that
further analyses of these extremely important data can be
carried out to elucidate further the effects of the screening
programme.

Papers on studies in the north of England, Quebec, and
Minnesota covered methods of obtaining samples of urine, of
increasing public acceptance of the screening programme,
and of estimating conceatrations of vanillylmandelic acid and
homovanillic acid.
There was agreement that it would be premature to offer

screening for neuroblastoma as a service. Further research
needs to be coordinated and on a large scale. Ideally children
should be individually randomly allocated to be screened or
not, but it was considered that the practical difficulties of this
are so great that it will be necessary instead to make
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