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1. Executive Summary
Sexual violence is a serious global health and human rights issue that directly affects women and girls
throughout emergency contexts. In conflict-affected settings, the threat of all forms of sexual violence,
including child sexual abuse, is acute and widespread.
Child survivors of sexual abuse in humanitarian contexts1 require treatment that is appropriate for their
sex, age, cultural and community context, and particular form of sexual abuse. This requires access to
interventions that promotes and protects their physical and emotional safety in the short and long term.
All professionals responding to child sexual abuse require specialized training and ongoing supervision
and support to best achieve positive outcomes for children and families.
There is limited guidance for staff responding to child sexual abuse, working in settings that are often
chaotic and resource poor, on how to adapt case management, psychosocial and clinical care
interventions to meet the specific needs of girls and boys. A child survivor’s reaction to sexual abuse
varies according to several factors, such as: the child’s age and developmental level; the degree of
intimacy/acquaintance between the survivor and perpetrator; the duration and frequency of the abuse;
and the severity of the abuse. The unique needs of girls and boys must be considered within all aspects
of response to sexual abuse
There exists ample literature documenting the long-term psychological, emotional, relational, and
behavioral consequences found among adult survivors of childhood sexual abuse. However, there is a
notable lack of training materials and information on how to address child sexual abuse in an emergency
setting. The humanitarian aid community must dedicate attention to developing new tools and
resources to respond to girls and boys who experience this form of abuse.
In its review, Advancing the Field: Caring for Child Survivors of Sexual Abuse in Humanitarian Settings,
IRC has included information and analysis on current best practice and evidenced-based approaches to
case management and psychosocial & mental health interventions; tailored health care and treatment
for child survivors of sexual abuse; and considerations for improving multi-sector collaboration across
child protection, gender-based violence (GBV) and health sectors. The goal of this paper is to offer the
wider humanitarian aid community concrete and practical recommendations for improving care for child
sexual abuse survivors.2
This paper does not address treatment of perpetrators or prevention of sexual abuse despite ample
evidence showing that creating safer communities requires systemic interventions, including treatment
for perpetrators and sexual abuse awareness raising and prevention programs at the community level.
Drawing heavily on resource documents produced by the United Nations High Commission for Refugees,
World Health Organization, International Rescue Committee, Save the Children, the U.S. Department of
Health and Human Services, among others, on best practices for responding to child sexual abuse, this
paper addresses the following:

1

For the purpose of this paper, humanitarian context refers to conflict, post-conflict, emergency, and catastrophic situations where an
international humanitarian aid response is required.
2
This review reflects information from secondary sources. All sources that are not confidential have been compiled at the end of this report.
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Case Management and Psychosocial Response to Child Sexual Abuse
Individuals responding to child sexual abuse cases must possess the desire (i.e. have the right attitudes
and beliefs) —and interpersonal skills—to work effectively with children. Caseworkers need to consider
the best interests of the child when determining the course of response and treatment. In case
management practice, this applies to how children are interviewed and communicated to, the inclusion
of [non offending3] family members within the healing process, the short and long term safety needs of
the child, appropriate confidentiality and informed consent procedures, and upholding a child’s right to
participation and information.
Providing Clinical Health Care
Healthcare workers tending to child survivors of sexual abuse must adhere to a strict protocol when
treating child patients. Above all, the procedures for treatment must not induce further trauma in the
child, and the healthcare worker is must communicate clearly with the patient to ensure the comfort
and safety of the patient before, during, and after the examination. Training in appropriate clinical care
is crucial for healthcare workers to provide a supportive and healing environment to child survivors. This
includes training on how to examine, treat, collect evidence, and communicate with child survivors.
Coordinating Actors
Communication and coordination practice between actors responding to reports of child sexual abuse
must improve to prevent further damage to the health and well-being of child survivors. A child made to
undergo repeat or similar interviews or examinations by healthcare workers, GBV and child protection
caseworkers, UN and NGO actors, and/or local authorities may suffer further trauma. Response to cases
of child sexual abuse requires coordination agreements (i.e. protocols) between key service providers
that outline a core set of guiding principles and information sharing agreements which promote
children’s best interest, protection and confidentiality.
Development of Guidelines and Training Materials
The development of specific guidelines and training materials on caring for child survivors for GBV,
psychosocial, health, and protection/child protection workers operating within humanitarian contexts is
crucial for the improvement of services for child survivors of sexual abuse. The majority of guidelines,
training, and information materials that exist deal primarily with child survivors in non-emergency
settings or with adult survivors of sexual violence in humanitarian contexts. These materials must be
adapted for use and testing in humanitarian aid settings to ensure best practices are followed for the
healing of child survivors of sexual abuse.
RECOMMENDATIONS
In its report, IRC outlines recommendations for key competencies required across health and social
service provides responding to cases of child sexual abuse. IRC calls on all humanitarian organizations
and local response units to place the welfare of the child at the forefront of the intervention and casemanagement process. The report stresses the need to incorporate the child’s own experience and
opinions into the recommendations.
The following are key recommendations from this report:

3

Nonoffending is defined as caregivers who are not perpetrating violence and/or actively allowing violence to be perpetrated against a child.
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Case management service providers are able to: develop a helping, trusting relationship with
child survivors; use child friendly verbal and non verbal communication techniques; provide
child appropriate case management (which includes, appropriately address confidentiality,
mandatory reporting, and informed consent procedures); incorporate psychosocial
interventions in case management; engage non-offending family members in the child’s care
and treatment; and lead coordination of a multidisciplinary case-response team.
Psychosocial service providers are able to: understand child growth and development; possess
knowledge of age-appropriate interventions; recognize trauma symptoms in children;
communicate using trauma-informed and child friendly communication techniques; complete
child and family needs assessments; provide sexual abuse psychoeducation to children and
caregivers; teach coping skills to help children deal with difficult feelings and cope with stress;
teach basic parenting skills and work within family systems; implement relaxation techniques for
hyper arousal; and implement community interventions.
Healthcare providers are able to: provide clinical care of sexual assault (CCSAS) for child sexual
abuse survivors, according to global best practice standards. This includes health workers having
the knowledge and skills to: address child growth and development and the impact of abuserelated trauma on children’s physical and psychological wellbeing; conduct a child-friendly
medical interview with child survivors; modify the medical exam, medical treatment, and
forensic evidence collection for child survivors (to the greatest extent possible); and negotiating
a child patient’s confidentiality rights, mandatory reporting, and working with law enforcement.
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2. Introduction to the Issue
Sexual violence is a widespread and serious global health and human rights issue that affects women
and girls across class and culture. One form of sexual violence, child sexual abuse4, is a particularly
insidious form of violence that can have devastating and life-long consequences if left unaddressed. In
humanitarian settings, the threat of all forms of violence, including sexual abuse, during and after
emergencies is acute. Children comprise an extremely vulnerable group given their level of dependence,
their limited ability to protect themselves, and their limited power and participation in decision-making
processes.5
Globally, sexual violence towards children is not a rare occurrence. According to the World Health
Organization (WHO), 20% of women and 5-10% of men report being sexually abused as children across
countries.6 According to the United Nations Children’s Fund (UNICEF), an estimated 20 million children
have been forced to flee their homes because of conflict and human rights violations and are living as
refugees in neighboring countries or are internally displaced within their own national borders.7 Data
from International Rescue Committee (IRC)-supported GBV programs collected in conflict settings
highlight the frequency of sexual violence towards children. For instance, in the Central African Republic,
almost half of GBV survivors receiving support from the IRC are girls under the age of 18. In Sierra Leone,
up to 80% of survivors receiving services are girls under 18, of which 30% are 0-11 years old.8
In 2007, the IRC, with funds from UNICEF West and Central Africa Office, conducted an extensive
literature review on child sexual abuse in humanitarian settings. The IRC review found that, although the
humanitarian community has made significant strides in developing global guidance for responding to all
forms of gender-based violence (GBV) the specific needs of child survivors of sexual abuse received less
targeted attention.9 A review of the available literature found that child protection resources often
failed to address the gendered elements of child sexual abuse while GBV resources failed to address the
unique experiences of children, young girls, and boy survivors. The 2007 report states, “The few
resources that do adequately present the dynamics of child and adolescent sexual violence are mostly
related to documenting the magnitude and scope of the problem, and making recommendations for
prevention and response, but do not adequately provide targeted direction [for immediate care and
treatment+ on the basis of survivors’ gender and age.”
The report goes on to cite numerous studies that have highlighted the importance of understanding the
unique dynamics of sexual abuse for child survivors. A child survivor’s reaction to sexual abuse varies
according to several factors, such as: the child’s age and developmental level; the degree of
intimacy/acquaintance between the survivor and perpetrator; the duration and frequency of the abuse;
4

There is no standard definition of child sexual abuse. For the purpose of this document and the IRC Caring for Child Survivors Initiative, the
World Health Organization (WHO) definition of child sexual abuse will be used. The WHO definition is: “Child sexual abuse is the involvement of
a child in sexual activity that he or she does not fully comprehend, is unable to give informed consent to, or for which the child is not
developmentally prepared and cannot give consent, or that violates the laws or social taboos of society. Child sexual abuse is evidenced by this
activity between a child and an adult or another child who by age or development is in a relationship of responsibility, trust or power, the
activity being intended to gratify or satisfy the needs of the other person. This may include but is not limited to: the inducement or coercion of
a child to engage in any unlawful sexual activity; the exploitative use of a child in prostitution or other unlawful sexual practices; and the
exploitative use of children in pornographic performance and materials”. Note: Child is defined as any individual under the age of 18.
5
Inter-Agency Standing Committee (IASC). (2005). Guidelines for GBV interventions in humanitarian settings: Focusing on prevention of and
response to sexual violence in emergencies. Accessed at : http://www.humanitarianinfo.org/iasc/content/subsidi/tf_gender/gbv.asp.
6
International Rescue Committee. (2007). Child sexual abuse: Responding to the need in conflict and post-conflict settings, A literature review.
7
UNICEF. Children in conflict and emergencies. Accessed at: http://www.unicef.org/protection/index_armedconflict.html.
8
IRC. (2010). GBV information management system.
9
IRC. (2010). GBV information management system.
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and the severity of the abuse.10 Moreover, the unique needs of girls and boys must be actively
considered within all aspects of response to sexual abuse. Yet, there is limited guidance for
humanitarian aid workers—who provide services in settings that are often chaotic and resource poor—
on how to adapt case response services and psychosocial interventions designed for adult survivors to
meet the specific needs of girls and boys. Given the ample literature documenting the long-term
psychological, emotional, relational, and behavioral consequences found among adult survivors of
childhood sexual abuse, the humanitarian aid community must dedicate attention to developing new
tools and resources to respond to girls and boys who experience this form of abuse in conflict settings.
As Cohen, Deblinger, et al. (2004) found, “Child sexual abuse is highly correlated with an increased risk
for serious problems in adulthood, such as substance abuse disorders, social anxiety, depression and
suicide attempts, and becoming a victim of adult rape.”
Early and effective case management, psychological and health support, along with family and
community-based interventions for child survivors are vital to ensuring children’s future health and
development is not further compromised. A 2005 Save the Children report commissioned by the UN on
the issue of child sexual abuse urges that more attention to be given to this issue. The report states that
“the issue of child sexual abuse deserves to be taken seriously by the world community. It is an invasion
of the child’s most intimate zone, a violation of the child’s physical and psychological integrity and a
transgression of the moral norms of the child and the society. It creates fear in the boy or girl, who may
be harmed for life physically and mentally. The stigma and shame surrounding child sexual abuse in all
societies usually leaves the child to face the harm in solitude. Disclosure of the abuse seldom leads to a
conviction of the abuser—rather it is the child who is blamed and judged.”11
In an effort to strengthen the response to child survivors of sexual abuse in emergency settings, this
paper intends to outline and analyze current best practice and evidenced-based approaches to case
management and psychosocial interventions; tailored health care and treatment for child survivors of
sexual abuse; and considerations for improving multi-sectoral collaboration across child protection,
GBV, and health sectors. The goal is to offer the wider humanitarian aid community concrete and
practical recommendations for improving care for child sexual abuse survivors that can be applied to–
and tested in such contexts. It is important to note however, that the discussion and recommendations
in this paper are not exhaustive, and proposed interventions will need to be adapted to the local
customs and norms unique to the particular environment within which they are implemented. For
example, while community-based actors (such as child protection committees) and community-based
interventions (such as child-friendly spaces) play a critical role in identifying and addressing sexual abuse
in emergencies, going into these particular interventions is beyond the scope of this paper. Additionally,
this paper does not address treatment of perpetrators or prevention of sexual abuse despite ample
evidence showing that creating safer communities requires systemic interventions, including treatment
for perpetrators and sexual abuse prevention programs at the community level.
Lastly, and above all, all actors involved in the response to child sexual abuse must remember that in the
middle of all the ideas, actions, and beliefs each sector and service provider may have, there is a child—
a person—who has survived a terrible, scary, and oftentimes traumatic experience. Every attempt
possible must be made to restore dignity to the affected child. This includes listening to the child and—
to the greatest extent possible—incorporating their thoughts, feelings, and ideas into decisions made
10

IRC. (2007). Child sexual abuse: Responding to the need in conflict and post-conflict settings, A literature review.
Save the Children Alliance. (2005). Ten essential learning points: Listen and speak out against sexual abuse of girls and boys. Norway: Save the
Children Norway.
11
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about their lives in order to support their healing and reintegration back into every day social and
community life. While scarce, there are studies that have included the voices of children in how best to
address sexual abuse. In 2005, Save the Children Norway issued a report on child sexual abuse that
included the voices of children. The report outlines ten recommendations from children from different
parts of the world for practitioners addressing child sexual abuse response. These recommendations are
being shared as a demonstration - and commitment - by the author to always create space for children’s
opinions and suggestions when formulating recommendations aimed at improving their lives. Much of
their compelling guidance has been weaved directly - and indirectly - throughout this report and has
influenced the thinking behind many of the proposed interventions.
The ten key points made by child survivors are:
1. Sexual abuse is bad and should not happen.
2. Tell them to stop – it is hard to disclose.
3. It is too difficult to get out of sexual exploitation and exit the sex trade.
4. Listen to me and believe what I tell you.
5. Talk to me and be there if I need you.
6. I need to feel safe and protected and decide how my case is to be handled.
7. Love me, support me—we know what we need.
8. Help me get things straight.
9. Let my abuser face up to what he or she has done.
10. Don’t put a label on me and let me go on with my life.12

12

Save the Children Alliance (2005). Ten essential learning points: Listen and speak out against sexual abuse of girls and boys. Norway: Save the
Children Norway.
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3. Case Management for Child Sexual Abuse—Best Practices & Key
Elements
3.1. A FRAMEWORK FOR PRACTICE & KEY INTERVENTION AREAS
Note: Along with reviewing key international resources and standards for social work based case management, the
body of literature reviewed for the case management section of this paper comes primarily from the U.S.
Department of Health and Human Services, Administration for Child and Family Services and Children’s Bureau,
which is responsible for ensuring the highest level standards, guidelines, and evidenced-based models of child
protection case management are implemented in the U.S. context. In addition, relevant studies evaluating
evidenced-based child abuse response practice have been reviewed from the Child Welfare and Child Abuse &
Neglect journals. The reason for focusing on child protection case management literature is to reflect the reality
that staff in humanitarian contexts are often dealing with complex family and community-based safety and security
issues which require an understanding of risk analysis and key factors important for decision-making that treats the
safety of the child as paramount.

Case management is central and critical to an effective response for children experiencing any form of
abuse.13 In complex and high-risk situations of child sexual abuse, skillful case planning is of paramount
importance.14 Across the social work, child protection, and health sectors—regardless of the context—
case management remains a loosely-defined service with the following core primary functions/steps:
Case Identification: identifying through either direct disclosure by the affected individual and/or
family member, or through reporting by community members.
Client and Family Assessment: determining a child and family’s needs, current and potential
strengths, and weaknesses.
Case Planning: developing a specific, comprehensive, individualized and/or family-based
treatment, and service plan.
Implementation of the Plan: either providing direct services to meet client needs (for example,
psychosocial interventions) or referring clients to necessary services and treatments, including
informal support systems, etc.
Monitoring the Case: conducting ongoing evaluations of the client’s progress and ongoing
needs.
Client Advocacy: promoting the client’s best interests and increased representation to ensure
clients receive fair treatment and appropriate services.
Termination: closing a case.
Additional functions that are common but inconsistent across case management service settings
include:
13

Case management is defined as a set of actions—from early identification to case closure—that are provided by individuals to help a child (or
adult survivor) of gender based violence get their needs met.
14
Cheung, K.F.M., Stevenson, K.M, et al. Competency-Based Evaluation of Case Management skills in Child Sexual Abuse Intervention. Child
Welfare League of America, 425-435.
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System Advocacy: intervening with organizations or larger systems of care in order to promote
more effective, equitable, and accountable services to a target client group
Resource Development: attempting to create additional services or resources to address the
needs of clients
In humanitarian aid settings, individual case management services have been a central component to
GBV programs and, in some contexts, child protection programs. Caseworkers are oftentimes local staff
who receive targeted training via international NGOs and UN agencies on implementing the core steps
of case management in response to incidents of GBV and/or other protection issues, such as child abuse
and neglect.15 Yet in the GBV sector, much of the guidance and case management training is geared
towards serving adult female survivors of sexual and domestic violence, leaving caseworkers at a loss to
handle the more nuanced and complex aspects of responding to child survivors of sexual abuse. In the
child protection sector, guidance and case management training is geared towards specific, and at
times, very complex child protection cases (such as family separation or extreme neglect), yet child
protection workers are equally left at a loss to handle the particular complexities associated with child
sexual abuse cases. Some of the complexities that separate child case management from adult case
management include issues such as:
how to engage with/develop a trusting, helping relationship with a child survivor of sexual
abuse;
how to understand child development and child reactions in the context of sexual abuse;
how to manage safety issues for children experiencing violence at home and/or in close
community contexts;
how to incorporate the family in case management and psychosocial care;
how to address families’ and communities’ negative reactions to child sexual abuse, including
impact of parental history of victimization and strong social norms regarding virginity (in the
case of girls) and homosexuality (in the case of boys) that can result in severe stigmatization,
further abuse, and ostracism; and
how to best coordinate care across different agencies/sectors, namely GBV and child protection.
This includes clarifying the respective roles of child protection and GBV caseworkers; and
developing a common understanding on how best to navigate and negotiate difficult terrain
such as: applying confidentiality and informed consent procedures in child cases; utilizing (or
not) mandatory reporting laws in settings where they exist; and coordinating with police and
other law enforcement authorities in case reporting.

15

The term caseworker refers specifically to an individual who provides survivors of GBV with individualized case management services, from
the initial intake/assessment through to the case closure. For the purpose of this paper, a caseworker is furthermore an individual bound by a
set of core guiding principles (such as those found in the GBV sector) and uses a formal set of case management tools (such as forms, data
collection, etc); and receives formal and regular supervision of case work. This may or may not include child protection and health staff who,
in some settings, also take on the additional duty providing individual case management to children affected by sexual abuse in the absence of
a GBV program.
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Child protection and social work caseworkers in resource-rich countries where child protection systems
are established have also grappled with the above-mentioned issues. While emergency settings vary
greatly from where systems have been developed in western contexts, years of practice have resulted in
promising ideas and evidence that may provide guidance on how best to address these issues in
humanitarian contexts.
Key Intervention Areas
Child protection and social work literature from both international and U.S. contexts underscores the
significance for staff and agencies to have the specific core knowledge, skills, and value/attitude
competencies needed to effectively respond to cases of child abuse. This is evident in the international
context, where there has been an increasing demand from direct service providers, international
agencies, and state institutions to ensure that staff have the requisite knowledge, skills, and attitude to
effectively manage, support, and intervene in complex child abuse cases.16
At the outset, caseworkers and other direct service providers (and their respective agencies) must be
aware of—and adhere to—a common set of key principles and ethics that can serve as guideposts when
deliberating specific case interventions. In the international context, key principles are reflected in the
most authoritative international legal instrument for child rights: the United Nations Convention for the
Rights of the Child (UNCRC). The UNCRC was the first legally-binding international tool to incorporate
the full range of human rights for children. Moreover, the UNCRC and the UN Guidelines on Alternative
Care for Children provide additional protection for children who are temporarily or permanently
deprived of their family environment, or for children whose best interests is to be removed from their
family environment. The UNCRC effectively embodies four principles that should guide all child
protection related activities.
Non-discrimination: There shall be no discrimination against any child. This means that all
children, at all times, in all circumstances are equal and all have the right to protection.
Best interests of the child: The best interests of the child shall be a primary consideration in all
actions affecting children. This means that when a course of action affecting a child is taken,
that course of action should reflect what is best for that child.
Right to life, survival, and development: Each child has a fundamental right to life, survival, and
development to the maximum extent possible.
Child Participation: Children should be assured the right to express their views freely and their
views should be given “due weight” in accordance with the child’s age and level of maturity17.
In the United States, the key principles (or goals) that guide the child protection sector are largely based
on federal statutes delineated in the Child Abuse Prevention and Treatment Act (CAPTA) and the

16

The term direct service provider is used throughout this literature review as a broad term aimed to capture all community-based workers
tasked with some level of responsibility to respond to cases of sexual abuse, or other kinds of abuse and neglect. In humanitarian aid contexts,
this could be GBV social workers, child protection workers, health care workers, psychosocial workers, protection workers, community-based or
local law enforcement staff, etc.
17
Convention on the Rights of the Child. Accessed at: http://www2.ohchr.org/english/law/crc.htm
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Adoption and Safe Families Act (AFSA).18 In short, AFSA promotes three national goals for child
protection.
Safety: All children have the right to safety.
Permanency: Children need a family and a permanent place to call home. A sense of community
and connectedness is central to positive child development.
Child and family well-being: Children deserve nurturing environments in which their physical,
emotional, educational, and social needs are met.
The GBV sector in humanitarian aid response has also developed a set of four guiding principles that
underpin all case actions taken with individuals.
Ensuring safety: All actions taken on behalf of a survivor should be aimed at restoring or
maintaining safety.
Respect and dignity for the survivor: Survivors opinions, thoughts, and ideas should be listened
to and treated with respect.
Non Discrimination: All survivors are equal and should be treated the same and have equal
access to services.
Confidentiality: At all times, confidentiality of the affected person(s) and their families should be
respected. This means: share only the necessary information, as requested and as agreed by the
survivor, with those actors involved in providing assistance.19
Despite the existence of similar guiding principles and existing frameworks across the child protection
and GBV sectors, GBV caseworkers and child protection staff can find themselves at odds in terms of
how best to facilitate services and decisions on behalf of mutual child and family clients. This can lead to
variations of desired outcomes for joint child/family clients, as well as variations in applying guiding
principles. For example, the GBV principle “confidentiality” cannot be enforced if it is in the child’s best
interest (child protection principle) to disclose information about the abuse to actors who can assist the
child. In short, ensuring safety overrides the child’s right to participation and the principle of
confidentiality. Working with child sexual abuse survivors requires that a common set of guiding
principles be found across the varying sets of principles that exist, along with a clear process for crossagency collaboration to ensure a coordinated response to child sexual abuse cases. This will help to
ensure consistent and quality services across the GBV, child protection, and health sectors.
Moreover, GBV caseworkers, child protection staff, psychosocial workers, and health personnel must
understand how to negotiate the legal framework that exists in their setting with regard to child sexual
abuse cases. How, when, and whether or not mandatory reporting of child sexual abuse cases is
required by law in a particular setting must be clear by actors receiving cases. Who the competent
officials (if any) that act as mandatory reporting entities are, who is required to report cases of child
18

Child Protective Services: A Guide for Caseworkers. (2003). Retrieved from http://www.childwelfare.gov/pubs/usermanuals/cps/cps.pdf.
IASC. (2005). Guidelines for GBV interventions in humanitarian settings: Focusing on prevention of and response to sexual violence in
emergencies.
19
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abuse and neglect, and strategies for how to fulfill mandatory reporting requirements and maintain the
upmost discretion and confidentiality for child survivors and their families should be outlined. In should
be noted however, that the best interest of the child should always be the primary consideration when
taking actions on behalf of children, and this also needs to be applied when deliberating mandatory
reporting requirements. The existence of clear reporting rules, processes, and responsibilities among
providers is a critical component of an effective response to child sexual abuse, as well as other forms of
abuse or exploitation.
Four priority intervention areas have been identified, based both on the literature and from lessons
learned through IRC’s direct experience operating GBV and child protection programs on the ground.
These are areas where additional strategies, tools, and training are required to ensure that staff
providing services are empowered with the requisite information to ensure a consistent and effective
approach to case management is offered to children and families. The four priority intervention areas
are:
Strategies for how to communicate with and engage a child survivor. This includes techniques
for using play, art, and toys during interviews; adapting communication based on a child’s age,
gender, and developmental stage; techniques for establishing rapport and trust with children
and families; and understanding of why the caseworker-child relationship is essential to
successful case management.
Strategies for adapting case management to meet the needs of child survivors. For example,
incorporating child and family bio-psychosocial and safety assessments into case management
practice. Caseworkers must understand how to apply the principle “best interests of the child”
in case work and understand child development and sexual abuse-related trauma to ensure
short and long-term psychological health is promoted throughout the case response.
Strategies for working with the family and community. This includes family interventions, such
as how and when to incorporate non-offending family members into a child’s treatment and
care plan; and how to work with a child’s broader community context to promote the child’s
reintegration into community life in a way that preserves safety and integrity for the child.
Strategies for improving case coordination. This includes guidance for agencies providing case
management to children on: how to identify a “lead” case management actor; how child
protection, GBV and health staff should work together in response to a child sexual abuse case;
what are the respective roles and responsibilities; and how will each sector/agency negotiate
the terrain of confidentiality, mandatory reporting, liaising with law enforcement and other
officials, if needed/required.

3.2. THE ROLE OF THE CASEWORKER - DEVELOPING THE HELPING RELATIONSHIP WITH CHILD SURVIVORS
“Listen to me and believe what I tell you.” “Talk to me and be there if I need you.”
”I need to feel safe and protected and decide how my case is to be handled.”
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The foundation of effective case management rests largely on the existence of a trusting and supportive
relationship between a child and the person(s) in charge of helping him/her. Research and direct
experience has long demonstrated that successful interventions and treatment for children and adults
depends heavily upon the quality of the caseworker’s relationship with the abused child and his/her
non-offending family members.20 This is particularly evident in child sexual abuse cases, whereby the
nature of the abuse oftentimes represents a betrayal in trust, especially children who are abused by
adults they know and rely on for their overall care and wellbeing. Children who are sexually abused can
have difficulty trusting adults. This directly affects a child’s willingness to disclose abuse and accept care
and treatment. Moreover, the presence of a trusted caseworker can have important therapeutic effects,
particularly if a child is required to interact often with community systems for response. A study (Henry,
1997) examining the potential of sexually abused children being further traumatized as they interact
with societal systems interventions (such as police, the courts, etc.) found that one of the factors that
reduced the potential for trauma was the child’s relationship with their professional caseworker.21 The
author states, “Despite many of the children’s previous experiences of adult betrayal, most expressed a
willingness to develop a relationship with systems professionals.”22
A trusting, supportive relationship with a child must be fostered and stems directly from the
caseworker’s commitment to helping the child (and family) in need, and the skill with which the
caseworker can communicate that commitment. According to the research on child protection case
management—and what we know from social work and psychology fields—there are core conditions
essential to building a trusting, helping relationship. They are: empathy, respect, and genuineness.23 The
cultural expressions of these core conditions may be communicated differently across settings, yet the
fundamental essence remains the same. A caseworker’s capacity to communicate these core conditions,
therefore, underpins the development of a positive, helping relationship with the child survivor.
Caseworkers responding to child sexual abuse cases should, as a result, receive substantial training on
concepts such as empathy, respect, and genuineness and how to communicate these conditions in childfriendly and appropriate ways.
Communicating with child survivors requires possession of a particular skill set and training on different
strategies for engaging children. It is through the dynamic process of communication (verbal and nonverbal) whereby essential information needed to help the child is shared; a positive, helping relationship
is developed; and healing starts to occur. Evidence shows that caseworkers (and other direct service
providers) can have a large impact on the child’s healing process depending upon how they respond to a
child survivor—in other words: what they say and how they say it immediately after a child discloses
abuse. Every communication stemming from the caseworker has the potential to either facilitate a
child’s healing or not facilitate a child’s healing, depending on what is said and done, and how it is said
and done. For example, if a child discloses sexual abuse and perceives he/she is being blamed for the
abuse by the caseworker, the child will likely experience deeper levels of shame, anxiety, and sadness.
This may result in the child refusing to further share information or even deny the abuse altogether in
subsequent interviews because he/she does not feel safe enough to continue sharing his/her story.
However, if a caseworker communicates immediate belief, care, and empathy to the child, the child will
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more likely trust the caseworker and be willing to further engage, thus enabling the caseworker provide
appropriate case management.
Dr. Bruce Perry, a leading psychiatrist in child abuse treatment states, “…some of the most therapeutic
experiences do not take place in ‘therapy’ but in naturally occurring relationships, whether between a
professional and a child, between an aunt and a scared little girl…”24 He has found that children who
heal from trauma are those who are treated by caring caseworkers and released back into families and
communities where there is love and support. He posits that what works best is anything that increases
in the quality and number of relationships in a child’s life.25 Moreover, the 2005 Save the Children study
confirmed the importance of developing trust with children throughout its report, concluding that
children talk more freely when they are in safe settings (such as a care center) and when they feel a
caseworker/adult believes them.26
Effective communication, therefore, is both integral to appropriate case management, — and as
illustrated above—has the additional function of supporting psychological healing from sexual abuserelated trauma. Caseworkers can provide psychosocial interventions as they carry out case management
functions simply through the manner in which they treat and communicate with the child survivor. For
example, in the initial meeting with a child survivor, caseworkers who effectively communicate with the
child and his/her family member that the sexual abuse is not the child’s fault; that the caseworker
believes the child; that the child has done the right thing by disclosing abuse; that sexual abuse happens
to other children; and who proceed to help the child understand and normalize their feelings around the
abuse provide a key psychosocial intervention. This type of interventions can be referred to as
“psychoeducation” (to be discussed in the below section on mental health and psychosocial
interventions for child survivors of sexual abuse). Having the skills to incorporate basic sexual abuse
trauma-informed interventions throughout the case management process can empower a caseworker
to facilitate a child’s emotional healing and to develop a trusting, safe, and helping relationship between
a him/herself and his/her child survivor client.
Additionally, direct service providers across health and social service sectors, should be familiar with
child growth and development as children process trauma and abuse differently based on their age,
level of development, and other factors. Children’s cognitive abilities differ depending upon their age
and developmental stage. Therefore, possessing additional skills to appropriately communicate with
children about their trauma, and in a way appropriate to their cognitive development, is a fundamental
aspect to child case management, psychosocial healing, and overall effective service provision.
Direct service providers with skills in child-tailored communication and counseling techniques are crucial
to ensuring children are provided with the best possible case management care.27 Bearing in mind the
inherent challenges of implementing trainings in humanitarian aid contexts—due to the seriousness of
the issue and global best practice—it is highly recommended that international agencies, UN agencies,
and state child welfare departments make a concerted effort to provide field staff responding to child
sexual abuse cases with further training in the following content areas:
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Key knowledge on child development and sexual abuse;
o core knowledge on child sexual abuse
o child growth and different stages of development and related needs/interests
o how to handle disclosure of abuse
o child reactions to trauma and abuse, according to age, development stage, sex, etc
o effects of trauma and how to identify a child’s specific symptoms
Verbal and non-verbal communication skills/strategies to use with children;
o how to use toys, drawing, games, and other methods to communicate with the child
o how to build rapport with a child
o listening and engagement skills
o interviewing skills—use of toys or other tools for children who are having a difficult time
verbally expressing their abuse
Strategies for incorporating psychosocial interventions during case management process.
o communicating belief, support, and reassurance to a child
o providing psychoeducation on key sexual abuse topics
o implementing simple stress reduction techniques to alleviate any trauma-related
distress during the interview process (deep breathing, grounding, other relaxation
techniques)
o family-based interventions for non-offending family members
And lastly, as caseworkers are themselves interviewing children about their abuse history, and at times
need to support or assist with the forensic interview of a child in the case of suspected sexual abuse,
evidence has demonstrated that having interviewing protocols to use with children can be very helpful.
During particular aspects of the interview, caseworkers can benefit from having guidance around the
following: how to build trust and safety in the interview (also can be referred to as “rapport” with the
child); how to transition to a discussion of sexual abuse; and techniques for closing the interview. 28
Research conducted with Israeli children 3-12 years old and suspected of being abused found that
during the rapport section of the interview, interviewees who asked open-ended questions elicited 2.5
times the number of details and 60% more words from the child than those using close-ended
questions.29 Moreover, use of interview protocols for caseworkers can help to reduce interviewerrelated anxiety (and reduce a child’s interview related anxiety), and most importantly, reduce the
likelihood of further traumatizing a child during the interview process. Protocols could include: what
information to communicate to children (such as, what to expect during the interview, how long it will
take, who will be in the room, etc.); what the child’s rights are during the interview; and guidelines for
structuring the interview (e.g. same-sex interviewers, establishing length of time).
3.3 ASSESSING & PLANNING SAFETY INTERVENTIONS IN CHILD SEXUAL ABUSE CASES
In both conflict and non-conflict settings, safety is a principle and overarching goal of case management
services for child survivors of sexual abuse. In humanitarian aid contexts, establishing short- and longterm safety is a primary intervention for both child and adult case management response. Establishing
safety for child survivors can present a formidable challenge, particularly if sexual abuse occurs within
28
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the family or close community context and there are no safe alternatives where the child can find care.
This section will focus specifically on different factors to consider when assessing safety and potential
risk for future harm in cases of family-based sexual abuse where it may not be safe for the child to
return home, despite the wishes of the caregivers. The reason for this focus is that children are most
often abused at home, or in their close community context, and the abusers are oftentimes people who
have a duty to provide care, such as fathers, uncles, stepfathers, siblings, grandfathers, cousins,
teachers, neighbors, and friends of the family.30 Given that protection environments vary across country
settings, stages of conflict, and other factors, this section draws attention to thinking processes that can
be helpful to caseworkers in various contexts to analyze a child client’s risk for further abuse. To look at
decision making in the context of family based abuse, the author draws on resources developed both in
U.S. based and internationally based contexts. In this section, key documents used to explore safety
interventions and decision making include: A Framework for Safety in Child Welfare; The Improvement of
Child Protective Services with Structured Decision Making; Structured Decision Making Model: An
Evidenced-based Approach to Human Services, which are the current guidelines and best practice from
within the US child welfare sector; Barry Salowitz and Thomas Morton’s Evolving a Theoretical Model of
Child Safety and Maltreating Families, published in the Child Abuse & Neglect Journal; and the UNHCR
guidelines on Determining the Best Interest of the Child which outlines procedures for determining the
best interests of children in humanitarian contexts where state actors are unable or unwilling to step
in.31

Child Safety in U.S Child Welfare Practice
In the United States, specific methodologies for conducting safety and risk assessments have been
developed to guide child protection workers’ use of judgment and decision-making processes regarding
safety interventions for abused children—particularly if abuse has occurred within the family home.
According to the National Association of Public Child Welfare Agencies, safety in child protection is
defined as, “a condition in which the threat of serious harm is not present or imminent or the protective
capacities of the family are sufficient to protect the child.”32 It should be noted that in U.S.-based child
protection literature, the safety threat and serious harm are separate concepts. Meaning, if a child is
sexually abused, the negative effects of the sexual abuse is the harm, not the threat. The threat is the
underlying and/or contributing factors within the child’s care giving system that is either causing the
harm or highly correlated with present or impending danger.33 For caseworkers responding to child
sexual abuse, interventions are therefore designed to both alleviate the negative effects of the harm
(e.g. medical and psychosocial interventions), while also assessing the safety needs and/or the risk of
future abuse. This process then determines the necessary safety interventions.
Child welfare agencies in the U.S. have outlined essential criteria for assessing safety in child welfare
practice to help guide decision making around interventions. Assessment criteria includes:
the presence or threat of serious harm to a child;
the ability of a family to protect a child (also called a family’s “protective capacities”);
30
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the child’s vulnerabilities;
safety time frames (specifically, assessing safety within specific time frames, such as immediate,
medium, or long term. However, caseworkers need to be constantly evaluating safety
throughout the course of a case).
By collecting information related to these four components, caseworkers can better analyze the level of
risk for future abuse a child if they were to return home (low, medium, or high). This analysis is essential
as it influences the urgency with which caseworkers implement a safety intervention. In the initial child
and family intake and assessment session, the key question that should guide caseworkers is: is the child
in danger right now?
A key guiding document in U.S. based child welfare practice, A Framework for Safety in Child Welfare,
contends that every action taken with a child survivor of abuse and his/her family should involve a
safety assessment, and that safety assessments should be conducted throughout the case management
process, not solely as a one-off action taken when a case has first been reported.34 The child and nonoffending family members should be fully engaged in this safety assessment process, and information
collected on the following critical questions is needed:
Is there serious harm to the child at home? (e.g. perpetrator still residing at home)
Is there an immediate threat of serious future harm? (e.g. could the child be abused again)
Is the child in question vulnerable (e.g. developmental and/or physical handicaps)
Does the family have the protective capacities to mitigate any threats of immediate harm?
And based on these factors: Is there a need for an immediate safety intervention or action? 35
If information gathered on the above questions identifies a child as “not safe”, then caseworkers are
responsible for implementing immediate actions or “safety interventions” that will best protect the child
from future harm. While common practice in humanitarian aid settings often focuses on specific safety
interventions needed in the immediate moment, this document outlines the components of a broader
“safety response” that extends beyond immediate interventions taken to protect a child, which can be
incorporated into case management procedures. A broader safety response includes: safety
interventions; making a safety plan; managing the safety plan; and case plan and safety reviews.36

Applying the Safety Response to Case Management Practice in Humanitarian Contexts
As described above, safety interventions are any actions taken that secure the immediate protection of
a child who is being or has recently been sexually or otherwise abused. These interventions are taken
throughout the case, until the caregiver has the ability to protect the child, or until a different, safe,
34
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permanent solution is found.37 In conflict-affected settings, common safety interventions implemented
by caseworkers include:
securing emergency, safer shelter—the child and the non-offending caregiver are moved to a
safe environment, such as a Safe House (this is especially common in domestic or intimate
partner violence situations);
involving the community police or law enforcement for protection monitoring;
involving family or neighbors as safety resources;
reporting the case for legal action which results in removal of the perpetrator from the home.
Note: In protracted refugee settings, if the case is extremely severe and a survivor’s protection
concerns cannot be managed in camp, a camp transfer or even third country resettlement are used
as last resort options.
Because safety is both a guiding principle and an essential case outcome for GBV clients, many GBV
service providers include safety planning as part of overall case management. Ideally, safety plans
incorporate all of the elements of the safety response as described above. The safety plan should
incorporate all actions that are needed to control safety threats which, if they continued, would result in
the child being in danger of immediate or ongoing harm. According to this safety framework, there are
key characteristics of safety planning.
Children’s opinions and ideas are actively sought and considered.
Inclusion of non-offending and supportive caregivers in developing/implementing a child’s
safety plans (to the greatest extent possible).
Clearly specifying what the harm or immediate threat of harm is (e.g. perpetrator still lives at
home).
Description of the child’s vulnerability and the caregiver’s protective capacities.
Description of how the caregiver and appropriate family members see and understand the
circumstances and their level of involvement.
A written safety plan developed by the caseworker and reviewed by his/her supervisor.38
Once a safety plan has been developed and interventions are underway, caseworkers need to continue
to manage the safety plan. Management includes ongoing monitoring and evaluation of the child’s
safety by the caseworker and other collaborating partners (e.g. family members, a case supervisor, child
protection staff, community based security, etc.) if needed. The purpose is to make sure the plan is
actually keeping a child safer and to monitor if modifications or adjustments are needed. In particular,
caseworkers need to be on the watch for new threats of serious harm. Children who report abuse can
37
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sometimes be the target of future harassment by the perpetrator’s friends or family members (e.g. “fear
of victimization” has been cited by children and parents as a key barrier to reporting cases). In addition,
general harassment associated with stigma (e.g. taunting, being beaten up by other children) and the
psychological consequences stemming from the stigma (such as denied access to continued education,
among other factors) are serious potential deterrents for a child/family to report child sexual abuse. This
can directly affect disclosure and support-seeking behavior. Therefore, monitoring and responding to
these potential new threats is vital to ensuring medium- and longer-term safety, as well as fostering the
understanding among community members that they will be safe and protected if sexual abuse is
reported.39 Lastly, safety plans should be documented in the child’s case records and reviewed regularly
by the caseworker’s supervisor.
Case planning, another key component of case management, is part and parcel of the safety response.
While interventions to resolve a child’s safety needs are of utmost importance, the caseworkers will
need to address other factors in the child’s life that may contribute to their vulnerability to harm. For
example, if there is sexual abuse within the family, the perpetrator may be removed from the home, but
others in the family may still blame the child for the abuse and/or the removal of the perpetrator from
the home. Therefore, caseworkers need to incorporate family-based interventions to address the
misguided blame placing and work to strengthen the relationship between the caregiver/family and
child to ensure longer-term psychological safety, physical safety, and wellbeing for the child in his/her
family context.
The final component of the safety response is the safety review. “Safety reviews provide a formal
structure for monitoring and evaluation all the safety issues in a case,” write the authors of A
Framework for Safety in Child Welfare Practice.40 By conducting the safety review, caseworkers can
monitor the effectiveness of the interventions applied in a case, as well as evaluate the outcomes of
other case-related interventions. For example, the safety review can evaluate the growth of a
caregiver’s capacity to protect their child, which could be an outcome of a family-based intervention.

Safety Assessments—Analyzing Risk Factors in Child Sexual Abuse Cases
Generally speaking, in family- or community-based child sexual abuse cases, caseworkers struggle with
the decision of whether or not an immediate safety intervention is warranted (e.g. temporary removal
of a child from his/her immediate environment). If that is the case, what are the criteria to determine
the severity of the threat of future harm? While decision making with regard to the potential
consequences of removing a child from his/her immediate home environment is subjective to the
particular community context, there have been models developed to assist caseworkers with this kind of
sensitive decision making.41 Tom Morton and Barry Salovitz, U.S.-based child protection specialists, have
developed a dynamic model of safety decision making that includes three out of the four essential
components of safety outlined above.42 Their model guides caseworkers to “structure their safety
assessment and decisions by examining the presence and interaction of three crucial variables, including
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threats of serious harm, a family’s capacity to protect children from harm, and each child’s unity
vulnerability.”43 These variables are illustrated in the diagram below.44
Caseworkers
are
required to
SAFETY
collect
information
Protective Capacity of the Family
DECISION
from the
child and, to
Child Vulnerability
the
greatest
extent
possible,
other family members to effectively assess and analyze these variables. Caseworkers must use their
judgment in assessing who within the family system can best provide information, and whenever
possible, more than one family member should be interviewed. The purpose of interviewing more than
one family member is understand more fully the dynamics within the family to effectively assess the
potential risk for future abuse and to identify resiliencies that can be enhanced in the family system. As
part of their assessment, caseworkers should observe interactions between the abused child and his/her
family members and interview a child privately to find out their personal feelings about safety and
comfort at home. In addition, collecting information from others close to the child, such as teachers or
religious leaders, may be warranted. Once this process has been completed, caseworkers can then
analyze the information, identify the family’s protective capacities and the child’s vulnerability related to
safety, and review the options and wishes of the survivor and the family.45 46
Imminent Threats of Serious Harm

In order to conduct safety assessments, it is useful for caseworkers to have specific tools to assist them.
In the U.S. child protection sector, different agencies and states have developed safety assessment
protocols and tools to help caseworkers on the ground. One example comes from the Structured
Decision Making model.47 This tool helps caseworkers focus attention on a set of 10-12 specified
conditions that could potentially represent a threat to child safety thus supporting a dual process of
collecting information and providing a structured analysis. Caseworkers can then assess the likely
potential threat of future harm at home and, subsequently, the decision to intervene immediately or
not. While the use of a structured safety assessment tool is highly recommended, it is important to note
that any and all tools modified or developed should be tested locally to ensure that appropriate metrics
for assessing safety are being used.

Child Safety in Humanitarian Contexts
In humanitarian contexts, such as refugee camp settings, when allegations of child abuse arise against
parents and/or other caregivers, international and national non-governmental (NGO) staff, UN agencies,
and local, community-based organizations are oftentimes faced with a decision of whether or not, and
43
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more specifically, how to intervene to best protect the child. While states are first and foremost
responsible for the protection of their citizens and people in their territory, in conflict settings, states are
oftentimes unable or unwilling to step in to protect children’s best interests. Therefore, UNHCR and
other UN agencies and humanitarian actors—including national and intentional civil society
organizations—provide a vital service in securing immediate protection measures for abused children
when a state option is not available. Working with children at the case management level requires that
when a caseworker comes into contact with a child who has been abused, an assessment of protection,
health and other needs is required to direct care and treatment. UNHCR refers to this practice as
conducting a Best Interest Assessment (BIA) while child protection workers and GBV caseworkers may
refer to his as a child protection or GBV intake and assessment. In short, the assessment function has a
common aim: to protect the child’s best interest in the aftermath of disclosed abuse. This is a key tool
for caseworker responding to child sexual abuse to determine the immediate referrals and interventions
required to respond to the child’s safety, health and other needs. Through the process of conducting an
assessment, it may be determined that a “best interest determination” (BID) is required to secure
longer-term protection needs. A BID is a formal procedure with strict safeguards designed to determine
a child’s best interests when addressing a decision affecting children in specific circumstances, including
when a child faces abuse and neglect at home48. The guidelines state, “A BID can be undertaken in
situations in which there is a serious risk of violence or abuse of the child, if s/he remains with his or her
family.”49 It should be noted that a decision to separate a child temporarily from his or her parents in
cases of abuse or neglect should only taken in the case of imminent risk of serious and irreparable harm
to the child. Caseworkers dealing with sexual abuses cases whereby a long-term protection solution is
needed—such as securing a non-family home environment—must refer to relevant state authorities
responsible for child protection and/or UNHCR [to initiate a BID process] if there is a mandate for
protection of child survivors in the absence of a functioning state response.
In many humanitarian settings, governance structures have broken down, and caseworkers or other
direct service providers on the ground provide an essential role in working with clients to determine
short- and long-term safety plans. UNHCR’s practical guidance that should be considered in child sexual
abuse safety assessments includes:
the central role and meaningful participation of the child in order to discuss and explore
solutions with the child and to properly assess the impact of a proposed action on the welfare of
that child;
the role of non-offending caregivers in determining actions needed, particularly in cases with
younger children or children who are extremely distressed;
the inclusion of several perspectives and opinions of people with child protection experience in
the decision making process for children;
Thoroughly analyzing and balancing all factors in the life of the child and rights at stake, past
experiences and future perspectives of the child in order to determine her/his best interests
regarding any decision or action taken affecting the child
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the need to pay close attention to potential conflicts of interests and preserve the
confidentiality of children at all times, particularly if information shared or the wishes of the
child could put them at risk (e.g. telling a mother who has ignored abuse by a step-father that
the child does not want to return home).50
Child Participation
Children’s right to participate in decisions that affect their lives is a key pillar of child right based
approaches and programming. UNHCR’s BID guidelines reflect this fundamental right in its BID
guidelines stating, ““...What is truly best for a child cannot be determined by a general formula. What is
best for one child will not necessarily be best for another. The touchstone is what is best for the
individual child in his or her particular circumstance”.51 Clear criteria and procedures for ensuring that
children have had the opportunity to safety and meaningfully participate in decision making is not exact
science however. It is therefore important for direct service providers to have some framework for how
to apply “due weight” to a child’s right to decide and/or influence the decision-making process based on
their age and level of maturity. It is useful to reference the original 2006 UNHCR Best Interests
Determination Guidelines for a basic, working framework for applying due weight to a child’s opinion in
decision-making. While these guidelines are not included in the final 2008 version of the BID guidelines,
they provide a useful guide for staff responding to child survivors of sexual abuse in the field. They are:
Children 16 years and older are generally sufficiently mature to make decisions.
Children between 14-16 are presumed to be mature enough to make a major contribution.
Children between 9 and 14 can meaningfully participate in the decision-making procedure, but
maturity must be assessed on an individual basis.
Children younger than 9 have the right to give their informed opinion and be heard. They may
be able to participate in the decision-making procedure to a certain degree, but caution should
be advised to avoid burdening them by giving them a feeling of becoming decision makers.52
Ultimately however, the recommendation is that weight of the views of the child should be
made on a case by case basis depending upon his/her age, level of maturity, developmental
stage, and cultural, traditional and environmental factors.
In conclusion, a review of U.S. child welfare literature related to processes and decision-making
procedures for assessing safety in child abuse cases, as well as the UNHCR BID guidelines, highlights the
need for specific assessment tools and procedures to assist service providers in determining the threat
of imminent harm for a child who has been sexually abused in the home or close community context,
how best to proceed in securing immediate and long term protection, and how to ensure children’s
rights in participation. The use of structured tools can be effective in minimizing potential errors in
assessing child safety in sexual abuse cases and help frontline workers develop a thinking process for
50
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how best to make critical decisions. Although some experts—such as Eileen Munro—argue that a
caseworker’s subjective knowledge about child/family/community dynamics should not be
overlooked.53 This is particularly true for staff working in emergency, conflict and post-conflict settings,
whereby subtle, yet influential power dynamics are at play and local staff are often able to analyze the
unique protection environment in ways too idiosyncratic to capture in a standardized methodology. In
all cases where serious protection concerns are present and action is required, caseworkers must use
their judgment and involve children, themselves, and other experts when determining a course of action
— particularly the decision to temporarily remove a child from his/her home. These kinds of casemanagement decisions are a shared responsibility. As outlined in the UNHCR BID guidelines, if there are
“reasonable grounds to believe that the child is at imminent risk to his or her life or physical injury from
the accompanying adult, it is vital to separate the child from the adult, as a preventative measure, prior
to the BID.”54 Given that realistically, it is frontline caseworkers who are most often in the position of
making immediate decisions to secure safety when the threat of imminent harm is present, a protocol
to guide for decision-making, including who is involved, criteria to consider, etc should be in place, as
these decisions should not be the responsibility of a single caseworker.

3.4. WORKING WITHIN THE FAMILY SYSTEM
The family is a central element in the life of the child, and family members often play a key role in the
process of healing after sexual abuse. Therefore, good models of how to include non-offending family
members/parents into the care and treatment of child sexual abuse survivors need to be developed for
humanitarian aid contexts. In cases of child sexual abuse, working with the child’s (non-offending) family
system is key to the child’s long-term healing and wellbeing and one of the main differences between
working with child survivors and adult survivors. This is precisely why caseworkers and other direct
service providers should have common skills and knowledge for incorporating family members into a
child survivor’s care and treatment plan. Moreover, field staff require strategies for working within
complex abusive family situations to ensure the child’s wellbeing and safety are safeguarded at the
family level.
First and foremost, to the greatest extent possible, non-offending caregivers should be actively included
in the case management processes the child receives. Fully understanding and formulating how best to
approach working within a particular family system requires that a family assessment be conducted to
determine the strengths, needs, and protective factors relevant to the particular family. In cases of
familial sexual abuse, offending members of the family should not be included in the assessment. In
addition, a private interview with the child survivor should always take place to offer the child safe space
to share with the case workers any concerns he/she may have with members of his/her family system.
In cases where the offender is not a family member or not living with the family, then family members
should be included in the family assessment and, as noted above, the safety assessments. Current
literature on how to conduct family assessments in child protection cases highlights the need for a
“strengths based” approach—also referred to as “resilience-based approach”—which ensures
caseworkers identify the competencies or potential competencies of a family to restore safety and
wellbeing to their environment and child. This is particularly evident when dealing with child sexual
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abuse cases that occur within the family and/or community environment(s).55 A basic assessment model
for conducting a family assessment includes gathering information related to the following:
assessment of risk factors and needs of the family that affect safety and wellbeing of the child;
assessment of family strengths and resiliencies, including of children themselves;
perception of the main problems/abuse by family members;
what changes need to be made to ensure safety and wellbeing for the child/family;
assessment of the caregiver’s level of readiness for change and capacity for ensuring safety and
wellbeing of their child.56
Based on the information gathered, the caseworker is able to better formulate a plan for care and
treatment that will benefit the family and the child. Evidence shows that the reaction of family
members, particularly mothers, strongly influences a child’s recovery from the abuse.57 As a result, it is
necessary to provide interventions, such as sexual abuse psychoeducation, at the family system level to
ensure that mothers or other primary caregivers have supportive attitudes towards the child. This may
require caregiver-focused sessions that offer emotional support, education on the dynamics of sexual
abuse, and information about the caregiver’s role in facilitating the child’s healing and recovery. Based
on years of work with abused children, Dr. Bruce Perry and his colleagues have found that one of the
most effective interventions involves educating a child’s existing social networks about the effects of
trauma and offering access to further support if—and only if—the family sees prolonged post-traumatic
symptoms.58 Lastly, it is likely that assessing for other kinds of family violence, such as intimate partner
violence, may be indicated as well, and caseworkers should watch for reference to other kinds of abuse
that may be occurring in the family or assess female caregiver’s exposure to violence directly.
In order to effectively work within a family system’s framework in case management, caseworkers need
specialized knowledge and/or skills in the following areas:
parenting practices and cultural family norms in the setting they work;
skills for involving family members into a child’s care and treatment;
skills for building the protective capacities of families as part a child’s long-term welfare;
skills for negotiating difficult terrain, such as establishing safety for a child within a family unable
to protect a child from repeat abuse;
skills for negotiating the best interest of the child;
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skills for providing psychoeducation, including parenting skills training, to non-offending family
members
Note: In child sexual abuse cases where the perpetrator is in the family system and living in the family
dwelling, every attempt should be made to remove the offender from the family setting rather than
removing the child. However, if this action could result in further harm to the child (e.g. being blamed
because the offender, who may be providing economic support to the family, is removed from the home),
then securing immediate safety for that child outside the home will likely be necessary. These issues are
addressed more thoroughly in the safety assessment section discussed above.

3.5. MANAGING THE CASE RESPONSE: COORDINATING THE ACTORS INVOLVED IN A CASE
In humanitarian settings, there are multiple actors at multiple levels involved in responding to cases of
child abuse and neglect. Because child protection and GBV are the two main sectors responsible for case
management of child sexual abuse cases, the author will prioritize recommendations on how these two
sectors can better coordinate on behalf of their mutual clients.59 However, legal justice, police/security
and health sectors also have a crucial role to play in overall child case coordination response and
coordination issues are addressed in the next section.
At the very basic level, agreements between the GBV and child protection service providers on the
ground level must be reached. This includes answering a simple, yet essential question: which sector,
and consequently corresponding agency, is the primary case management agency for child sexual abuse
cases at the field level? Knowing the answer to this question is fundamental to understanding
responsibility for numerous micro movements made in case response. For example it will guide: 1) to
whom the child/family is first referred for comprehensive case management services; 2) which agency
will be responsible for conducting the safety and family assessments which will guide future case related
actions; 3) which agency will be responsible for reporting the abuse to the relevant authorities (if
needed); and, in essence, 4) which agency will be empowered to “manage and supervise” the case
according to the needs of the child survivor and his/her support system.
Having working agreements across agencies can help facilitate coordination and productive
collaboration across GBV and child protection service providers because such agreements can clarify
referral pathways and direct case management responsibilities across service providers in a particular
setting. This will help decrease duplicate service provision. For example, there have been instances
when a child sexual abuse case is referred to the local GBV program, which then responds by assessing
the child’s needs and referring for relevant health, justice and safety services. Coordinating the
immediate needs of child survivors may not include referring or reporting the case to the local child
protection agency. Yet, if the child protection agency staff hears about the case, a child protection case
worker may approach the family and the child survivor to “find out what happened” and see what
services and assistance child protection can offer. Without coordination agreements across the
agencies the child protection staff may inadvertently ask child survivors repeat questions about his/her
abuse and/or provide the family and child with duplicate services and/or conflicting information.
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Therefore, it is essential that service-level coordination agreements are established across GBV and child
protection case management organizations, in order to maximize both agencies’ positive contributions
to restoring safety and wellbeing. Practice in more resource-rich contexts stresses the importance of the
caseworker’s ability to coordinate all segments of services to families. This means that at the field level,
a core understanding across GBV and child protection agencies needs to be established as to which
agency will be empowered to lead this essential component of case management in order to avoid
confusion of roles and conflicting case actions taken on behalf of joint clients.60 Furthermore, without
reaching agreements on how to work together across these two major sectors, the development of a
trusting relationship between agencies will suffer. Without a trusting relationship between agencies and
helping professionals, essential information sharing, collaboration on behalf of mutual clients, and
provision of high quality care is compromised.61

Coordination with Other Actors
A key question related to managing actors involved in a child sexual abuse case is how and when to
coordinate with and involve other professionals. In part, this requires understanding the primary issues
related to obtaining informed consent in child cases, confidentiality, and mandatory reporting. For
immediate care and treatment needs, caseworkers can identify which providers (health, psychosocial,
legal, safety) are needed in the initial treatment planning, with triaging for safety and health needs as
paramount. In some cases, a child may not be able or willing to provide informed consent for life-saving
medical treatment. In this extreme case, the caseworker must override the child’s right to self
determination and informed consent to ensure the child receives the care and treatment he/she needs.
Lastly, depending upon the humanitarian context and the relevant laws and procedures that exist, GBV
and child protection staff providing case management (along with health workers) may be obligated to
report suspected cases of child abuse (sexual, physical, and extreme neglect) to the local law
enforcement authorities—especially in cases where the suspected perpetrator is a person who is
responsible for the child’s care, in a position of authority, or has a significant relationship with the child
(e.g. family member or someone living in the same home). The purpose of these reporting obligations—
often referred to as “mandatory reporting laws”—is to ensure further protection for at-risk children in
humanitarian settings where community structures have fallen apart and the implementation of legal
frameworks is no longer effective.
In some humanitarian settings, there are contexts whereby a mandatory law exists in theory, yet the
security situation is extremely unstable and following the legal requirements for reporting could actually
put a child at further risk of harm. In a setting that lacks an established and safe mechanism to report
cases of child sexual abuse, this action may not be the best decision for an individual child. In an
humanitarian context, there may be no effective services to help such children, or reporting may start a
chain of events that might put the child at even greater risk (such as being separated from his/her family
or placed in an institution). In the absence of international consensus about how to handle mandatory
reporting requirements in cases of sexual abuse against children, case workers are advised to use the
most important guiding principle in child-centered case work: the best interests of the child.
Caseworkers must carefully analyze a set of factors that can best answer the question: will a mandatory
report cause more or less harm to the child survivor? The appropriate and required actions to ensure
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the child’s best interest will differ depending on the local laws, the context, and the strength to which
the legal framework is enforced.

Coordination Issue At-a-Glance: Multiple Interviews of Child Survivors
The need for a coordinated response to child survivors of sexual abuse cannot be emphasized enough
when it comes to the issue of multiple interviews of child survivors. One the more traumatic
experiences that a child faces when interacting with the social and community systems of response is
the demand for the child survivor to repeat his/her sexual abuse unnecessarily to different people, or to
hear about it from people who should not know about it. This is an unacceptable burden to place on a
child, and child protection, GBV, protection/legal, and health programs operating on the ground should
develop agreements on how, when, and by whom an interview of a child survivor of sexual abuse should
take place. Additionally, these actors should establish when and how this information can and should
be ethically shared in a confidential and respectful way. In many resource rich settings, service
professionals have developed a system whereby a trained professional has the requisite skills to conduct
one or a few standardized interview(s) that meet(s) the needs of the various officials involved in a child
abuse case. This practice can reduce the potential for additional trauma caused to a child by ensuring
the child is subjected to least amount of interviews as possible. In addition, regular case meetings
between agencies involved in the case response can help to ensure that children and families are not
being questioned continuously or intruded upon by several different actors throughout their legal and
healing process. Both of these are examples of practical, simple, and reasonable strategies to promoting
the respect, dignity, and confidentiality of child survivors throughout the case response process. Save
the Children’s 2005 study of sexual abuse across thirteen countries posits: “The best practice is some
type of integrated and child-friendly service for sexually abused girls and boys. This should facilitate the
legal process and the medical and psycho-social follow-up, thus reducing the stress for children as they
will only have to explain their case to a limited number of specially-trained professionals and will be
provided with care and support.”62

Conclusion
While interagency coordination and collaboration issues extend far beyond the reaches of points raised
in this discussion, when it comes to coordination among actors responding to child sexual abuse, there
are some clear recommendations for moving forward. They are:
Direct service providers across the health, GBV, and child protection sectors must have a clear
understanding of the legal reporting requirements and communicate these requirements to
children and families at the beginning of treatment.
GBV and Child Protection case management service providers should, where possible, establish
clear Standard Operating Procedures (SOPs) between law enforcement and health agencies to
identify roles and responsibilities, guiding principles for working with child survivors, outline
circumstances that dictate: when mandatory reports should be made and how; when joint
assessments/interviews should be initiated; and when and with whom written case
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reports/assessments should be shared (always with the consent of the child survivor and/or
caregiver.
GBV and child protection service providers identify a lead case management agency in settings
where both sectors are providing child protection case management services.

4. Psychosocial & Mental Health Interventions for Child Sexual Abuse
Related Trauma
“Talk to me and be there when I need you”. “Help me get things straight”.
“Don’t put a label on me and let me go on with my life”.

4.1. OVERVIEW
The impact of sexual abuse for children is far-reaching and results in adverse affects on a child’s physical,
intellectual, emotional, and social functioning. Moreover, child sexual abuse can have consequences at
the individual, family, and community levels, and as a result, interventions aimed at restoring a child’s
mental and emotional functioning must be aimed at multiple system levels.
Despite the evidence and widespread acknowledgement that children who suffer from traumatic abuse,
particularly sexual abuse, are in need of age-appropriate mental health interventions to promote their
healing and recovery, in conflict settings, access to these kinds of specialized services is scarce. In
settings where IRC and other NGOs have established GBV and child protection programs, field staff are
implementing basic psychosocial interventions for child survivors of sexual abuse—such as activities to
support their re-integration into social and community life—as well as supportive counseling offered
during the process of case management. While these interventions are essential, they must also be
incorporated in a broad child sexual abuse and trauma treatment framework to promote sustained
health and healing outcomes. Moreover, targeted training is required for field staff even on basic types
of psychosocial interventions to ensure that children and families receive the correct information about
sexual abuse and have an opportunity to explore their thoughts and feelings related to the information
(this is often referred to as “psychoeducation”).
In most humanitarian aid contexts, field staff responding directly to child survivors of sexual abuse are
not trained mental health workers and have limited skills and knowledge for how to assess or respond
to trauma symptoms children may exhibit. Interventions vary from setting to setting, and not enough
research or evidence exists as to which interventions are actually helpful to children and families in the
field. Moreover, caseworkers, psychosocial staff, and other direct providers responsible for providing
specialized interventions for children exposed to trauma and violence require close supervision, as
sexual abuse cases are emotionally draining and highly complex cases. Staff need to be monitored for
signs of secondary trauma and to ensure interventions are implemented appropriately. Due to the lack
of evidence in conflict settings on specific mental health interventions for reducing highly symptomatic
cases of trauma, it is necessary to look to other more resource-rich contexts to examine which child
abuse treatments are yielding the most effective results, going above and beyond the psychosocial
interventions currently offered to children experiencing prolonged traumatic stress at the field level.
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4.2 EVIDENCED-BASED MENTAL HEALTH INTERVENTIONS FOR CHILD SEXUAL ABUSE
Throughout the past decade, mental health professionals have placed an increased priority on
evidenced-based practices (EBPs) for the treatment of child abuse and trauma. Over the past several
years, one particular intervention, Trauma-Focused Cognitive Behavioral Therapy (TF-CBT), has been
rigorously tested as a treatment for abused children and is currently recognized as one of the most
effective interventions for children with a high level of psychological symptoms related to trauma and
abuse.63 Empirical studies examining the efficacy of TF-CBT for treating post-traumatic stress disorder
(PTSD) and reducing associated trauma symptoms in children who have suffered sexual abuse have
shown positive results. In 2004, Cohen, Deblinger, et al. conducted a randomized controlled treatment
trial for 229 children aged 8-14 years who had been sexually abused with significant PTSD related
symptoms (89% of the child participants met the full diagnostic criteria for PTSD). The subject sample in
this study was considerably larger and more diverse than previous studies, and the findings were
consistent with prior research, indicating that children assigned to short-term TF-CBT (compared with, in
this study, child-centered therapy), demonstrated significant improvement with regard to PTSD,
depression, behavior problems, and other abuse-related symptoms. In this study, of the 89 children
treated with TF-CBT, 19 (21%) were diagnosed with PTSD at the post-test, as compared with 46% of the
91 children treated with child-centered therapy. TF-CBT is a top model treatment program for abused
children and the National Child Traumatic Stress Network features TF-CBT in a key guiding document on
empirically supported treatments. In addition, both the National Crime Victims Research and Treatment
Center and The Center for Sexual Assault and Traumatic Stress: Office for Victims of Crime, U.S.
Department of Justice guidelines include TF-CBT as a top treatment for children.64
Initially, this treatment model was developed to address trauma associated with child sexual abuse.
More recently, it has been adapted for use with children who have experienced a wide array of
traumatic experiences, including multiple traumas. TF-CBT has been shown to improve symptoms
related to post-traumatic stress disorder (PTSD), depression, anxiety, shame, and behavioral problems
more effectively than other treatments, such as supportive therapy, child-centered therapy, play
therapy, or usual community treatment. Studies show that children receiving TF-CBT improve faster and
more completely than the children who received other treatments.65 Given that the extent to which
children experience multiple traumas in war and conflict-affected settings, the application of this
intervention to children surviving loss of loved ones from war, physical and sexual abuse, and/or other
traumas has important implications for programming among service providers responsible for
psychosocial support to children affected by all types of abuses.
In short, TF-CBT is a components-based psychosocial treatment model that incorporates elements of
cognitive-behavioral, attachment, humanistic, empowerment, and family therapy models.66 It aims to
address the negative effects of sexual abuse and other traumatic events by integrating several
therapeutic approaches and treating both the child and the parent in a comprehensive manner.67 The
general treatment goals of TF-CBT are to reduce negative emotional and behavioral responses to sexual
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abuse; correct unhelpful beliefs about the abuse; provide support and skills to help non-offending
parents cope with their own distress; and support non-offending parents with skills to support their
children.
Though TF-CBT has been implemented successfully in various settings and has demonstrated success
with Caucasian, African American, and Hispanic children, it has not been tested widely in international
contexts. Dr. Laura Murray with the Johns Hopkins Applied Mental Health Research Group has recently
completed two feasibility studies with TF-CBT in Zambia which are currently being drafted for
publication. Initial results from these studies showed a reduction in trauma symptoms among children
receiving TF-CBT as an intervention, thus demonstrating the potential for implementing this intervention
in other low-resource settings where a high level of abuse and trauma among children exists.68
Given the importance of effectively treating abuse-related trauma for children, it is highly recommended
that interventions aimed at alleviating the consequences of abuse be evidenced based and proven
effective. Specific trauma-focused interventions that have been proven effective, and areas where
future training for direct service providers in the field are recommended, include piloting and testing
components of the TF-CBT model. These components include:
Knowledge and skills for teaching child survivors skills to deal with difficult feelings and cope
with stress. Children can then use these skills for the rest of their lives to manage stressful
experiences and situations.
Knowledge and skills for involving the parent or caregiver in the treatment process.
Knowledge and skills for encouraging the child to talk directly about the sexual abuse by
developing a trauma narrative—if appropriate.
Knowledge and skills for community-based interventions that create a stronger protective
environment and support children’s psychosocial wellbeing by ensuring positive participation in
social and community life.
More international research is needed to determine which interventions work best in different settings,
as teaching children how to cope may vary across different contexts, and providers will need to acquire
the skills necessary to adapt the numerous interventions to different settings. Lastly, identifying
effective teaching and training methods for paraprofessionals (social workers, caseworkers, etc.) with
limited education or mental health background/knowledge will be paramount to the efficacy of the
implementation of new interventions, as will establishing supervision structures within programs for
support staff providing trauma-informed interventions to abused children. For international agencies
interested in increasing mental health interventions for children affected by trauma and abuse, careful
considerations should be taken to ensure organizations have the requisite resources (including
specialized staff, training and supervision, and financial resources) to carry out these interventions in the
long-term. These interventions require more intensive support than other non-specialized psychosocial
interventions. This could be a challenge for GBV, child protection, and health programs interested in
implementing a more developed mental health intervention for abused children in humanitarian aid
contexts.
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5. Clinical Health Care and Treatment for Child Sexual Abuse Survivors
Access to specialized health care and treatment is an essential component of a holistic care response for
child survivors of sexual abuse. Health care service providers must make preparations to respond
thoroughly and compassionately to individuals, including children, who have been raped or otherwise
sexually abused. Health staff operating services in conflict and post-conflict settings should be trained in
the clinical care of sexual assault—including how to adapt a medical exam and treatment for child
survivors—and have the necessary equipment and supplies to provide treatment for both child and
adult survivors.
In many respects, the skills and knowledge competencies necessary for health workers are similar to
caseworkers. Both sets of workers require skills for interviewing child survivors; both need knowledge of
and skills for addressing sexual abuse trauma and child development; both need skills for and knowledge
of working with families and how to refer for further services; and both need skills and knowledge for
managing local laws and mandatory reporting requirements. Health workers also play a critical role in
the response by ensuring that children receive compassionate and comprehensive clinical care and
treatment. Towards that end, health workers play an integral role in the holistic response to caring for
child survivors, and to date, there are several key documents that guide health staff in conflict and postconflict settings on how to provide clinical care and treatment of adult and child survivors of sexual
violence. These include the 2010 IASC Caring for Survivors Training Pack, 2008 Clinical Care for Sexual
Assault Survivors Guidelines (IRC &UCLA), the 2004 WHO Clinical Management of Rape Survivors:
Developing Protocols for Use with Refugees and Internally Displaced Persons, and the WHO Guidelines
for Medico-Legal Care for Victims of Sexual Violence.
For health staff responding to cases of child sexual abuse, training in the overall clinical care and
treatment for sexual assault is first and foremost. However, it is highly likely—and strongly
encouraged—that all health professionals providing care to children will require more specialized
training to fully equip them with the skills necessary to provide care to children. This section aims to
highlight areas where specialized training for examining children is required, and will focus only on the
differences between a pediatric (or child) exam, and an adult exam.

Interviewing a Child Survivor
As emphasized in the above section on case management, individuals caring for child survivors of sexual
abuse should be bound by a unifying set of guiding principles and communication skills while working
with child survivors. Social and health staff must understand, to the greatest extent possible, what
happened to the child in order to make decisions about what care and treatment to provide, which
requires communicating with the child, and/or their caregiver, about the sexual abuse incident(s).
Wherever possible, coordination amongst health and case work professionals in regards to collecting the
incident details is highly recommended. The goal is to reduce the number of times a child has to explain
his/her story of abuse. If helping professionals (such as the GBV caseworker), with the
consent/understanding of the child and his/her caregivers, are able to share information about the
child’s abuse with the health workers, the child may not have to repeatedly share what happened,
preventing further trauma. This kind of information sharing is extremely important between the primary
caseworkers and the trained health workers, both of whom are bound by confidentiality and
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professional standards for responding to child abuse cases. In humanitarian contexts, service level
agreements (noted in the above coordination section) should be made to encourage and facilitate this
type of information exchange.
In some settings, health staff may need to interview a child survivor as part of the medico-legal, forensic
evidence process. If this is the case, there are some special considerations. For instance, a parent or
guardian may request to be present during the interview, and the health worker will need to use his or
her judgment as whether to allow this or not—in some cases, health workers will need to follow legal
protocols in their settings. It is certainly the child’s right to have a parent with them, and this may be
essential for the child’s sense of safety and willingness to disclose the abuse. However, in some
situations, having a parent or guardian part of the interview may distract a child or affect their comfort
levels in disclosing the abuse, particularly if the abuse is occurring within the family context. Therefore, a
critical decision will need to be made by the health worker as to who is in the room when an interview
with a child is conducted, with international guidelines suggesting that, to the greatest extent possible, a
child be interviewed privately, in a safe and confidential space.
Generally speaking, an initial interview with the child should take place as soon as possible after the
suspicion of abuse has been disclosed so that the child’s statements are not affected by memory loss or
influenced by talking to others. Due consideration should be given to the child’s readiness and ability to
talk, the child’s physical and emotional needs, and the time of last suspected incident. For instance, if
the last incident of abuse occurred within 72 hours, a physical exam and evidence collection should be
done as soon as possible to preserve evidence.69

Informed Consent
Prior to conducting a physical exam on a child, the health care worker must explain to the child (and
his/her parent) the process of care and treatment, including the interview and medical exam. Consent
for each part of health care and treatment should be obtained at every step. For child survivors, a
consent form is signed by the child’s parent or caregiver, unless the child’s parent is the suspected
abuser. If the parent is the suspected abuser, a consent form may be signed by a representative from
the police, child welfare agency, GBV agency, or other, keeping in line with the laws of the particular
setting. The most crucial aspect to consent, however, is: while children are unable to give legal consent
to services, they should not be compelled or forced to undergo an examination or treatment, unless it is
necessary to save the life of the child.70 According to the United States-based Sexual Assault Nurse
Examiner program (SANE) guidelines on minor’s consent, “even in situations where the law mandates
that the consent of a parent, guardian, or legal authority is necessary to conduct a sexual abuse/assault
evidentiary exam, the minor’s consent is also always necessary to proceed with the exam. An exam is
never done against the patient’s will, no matter what age.”71 This is an extremely important point,
particularly in settings where health services for survivors of sexual violence are nascent. Untrained or
partially-trained medical staff should not conduct a medical exam, especially an invasive exam, unless
this is absolutely necessary to save the life of the survivor. Forcing a child to undergo an exam could be
considered an additional sexual assault on a child survivor and could have grave consequences to that
child’s psychological wellbeing.
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Adapting the Medical Exam for Child Survivors
Ideally, with caring and compassionate health staff who posses the right skill set to work with child
survivors, children will be able to tolerate the medical treatment and examination that is crucial to
ensuring the best possible health care and securing justice outcomes in the future. Health staff must be
able to communicate in child-friendly terms about the examination and have skills for documenting
objectively: information shared about the abuse, medical treatment provided, and the findings of the
examination. It is important for health staff to remember:
Their primary objective is to provide compassionate care and treatment to children.
The purpose of the interview and exam is to provide the best and most appropriate
treatment—not to test virginity or determine if rape happened. Health workers must always
remain neutral in forensic evidence collection, in documenting clinical findings, and in filling out
medico-legal documents.
Children should be told they can stop the exam at any time (again, a child should never be
forced to undergo the exam).

Timing of the Exam
Whereas adult victims of sexual violence often present a medical emergency, children are often brought
to the attention of a health care professional through different routes and circumstances. For instance:
Child protection authorities or police request a medical examination following an allegation of
sexual abuse.
A child is brought directly to a clinic by a family member, GBV program or Child Protection
program because of an allegation but no report to the authorities has been made.
A child has physical injuries or behaviors that indicate abuse and has been referred by a family
member, care giver, community health worker, or other community member.72
As a result, the timing and extent of the physical exam will depend upon the nature and timing of the
complaint. As a guiding rule regarding decisions about the timing of the physical exam:
If last contact with the abuser was more than 72 hours ago, and the child has no medical
symptoms, an exam is needed as soon as possible, but not urgently.
If last contact with the abuser was within 72 hours and/or the child is complaining of symptoms
(i.e. pain, bleeding, discharge), the child should be seen immediately.73
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Preparing the Child for the Exam
The WHO Guidelines74 on the clinical management of rape offer concrete recommendations for
preparing a child for the medical exam. The Guidelines state verbatim:
As for adult examinations, there should be a support person or trained health worker whom the
child trusts in the examination room with you.
Encourage the child to ask questions about anything he or she is concerned about or does not
understand at any time during the examination. Explain what will happen during the
examination, using terms the child can understand.
It is possible that the child cannot relax because he or she has pain. If this is a possibility, give
paracetamol or other simple painkillers, and wait for them to take effect.
Never restrain or force a frightened, resistant child to complete an examination. Restraint and
force are often part of sexual abuse and, if used by those attempting to help, will increase the
child's fear and anxiety and worsen the psychological impact of the abuse.
It is useful to have a doll, toys, coloring books and other kinds of materials on hand to help
demonstrate procedures and positions. Health staff can use these materials to explain to a child
how the exam will be done and to show the child the equipment and supplies, such as gloves,
swabs, etc75.

Adapting the Exam
The WHO recommends that health care workers should be knowledgeable about child development and
growth, as well as normal child anatomy as part of their comprehensive training on clinical care for
sexual assault survivors.76 Specific instructions developed by the WHO on the treatment of children are
as follows (this is an excerpt taken directly from the WHO Guidelines):
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Conduct the examination in the same order as an examination for adults. Special considerations for children
are as follows:
Note the child's weight, height, and pubertal stage. Ask girls whether they have started
menstruating. If so, they may be at risk of pregnancy.
Small children can be examined on the mother's lap. Older children should be offered the choice of
sitting on a chair or on the mother's lap, or lying on the bed.
Check the hymen by holding the labia at the posterior edge between index finger and thumb and
gently pulling outwards and downwards. Note the location of any fresh or healed tears in the hymen
and the vaginal mucosa. The amount of hymenal tissue and the size of the vaginal orifice are not
sensitive indicators of penetration.
Do not carry out a digital examination (i.e. inserting fingers into the vaginal orifice to assess its size).
Look for vaginal discharge. In prepubertal girls, vaginal specimens can be collected with a dry sterile
cotton swab.
Do not use a speculum to examine prepubertal girls; it is extremely painful and may cause serious
injury.
A speculum may be used only when you suspect a penetrating vaginal injury and internal bleeding. In
this case, a speculum examination of a prepubertal child is usually done under general anaesthesia.
Depending on the setting, the child may need to be referred to a higher level of health care.
In boys, check for injuries to the frenulum of the prepuce, and for anal or urethral discharge; take
swabs if indicated.
All children, boys and girls, should have an anal examination as well as the genital examination.
Examine the anus with the child in the supine or lateral position. Avoid the knee-chest position, as
assailants often use it.
Record the position of any anal fissures or tears on the pictogram. Reflex anal dilatation (opening of
the anus or lateral traction on the buttocks) can be indicative of anal penetration, but also of
constipation.
Do not carry out a digital examination to assess anal sphincter tone.

Laboratory Testing
According to the WHO guidelines, testing for sexually transmitted infections should be done on a caseby-case basis and is strongly indicated in the following situations:77
The child presents with signs or symptoms of STI.
The suspected offender is known to have an STI or is at high risk of STI.
There is a high prevalence of STI in the community.
The child or parent requests testing.78
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In some settings, screening for gonorrhoea, Chlamydia, syphilis, and HIV is done for all children who may
have been raped. The presence of any one of these infections may be diagnostic of rape (if the infection
is not likely to have been acquired perinatally or through blood transfusion), and health workers are
encouraged to follow their local or national protocols.
Access to Care in Extremely Resource-Limited Settings
Access to health care for child survivors of sexual abuse is an essential part of their care and
treatment—particularly for children who have undergone female genital mutilation (FGM) and could
have significant vaginal injury as a result of forced penetration. Yet in many conflict affected settings,
primary health services are limited and, therefore, access to any specialized services (such as clinical
care for sexual assault) may be next to impossible. However, there are some simple steps that health
care service providers can take to create child-friendly services in health care settings.
Train all healthcare workers on core concepts related to GBV and child protection.
Select a small team of health care workers to be identified focal points for women and children
with special needs, including violence at the health clinic. If possible, the health workers should
be female.
Train these health workers to be able to receive a child survivor (this includes training on childfriendly interviewing, communication, and engagement strategies); how to provide basic clinical
care (e.g. routine syndromatic treatment for STIs according to WHO protocol; HIV and
pregnancy prophylaxis as indicated; and training in suturing in cases of abuse for girls who have
undergone FGM); and basic training in how to conduct a forensic interview with a child in
settings where this would be relevant for legal prosecution only.
Develop a system and structure for supervision and monitoring of the health care workers.
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6. Conclusion
Child survivors of sexual abuse in humanitarian aid settings need care and treatment that is appropriate
for their sex, age, cultural and community context, and particular form of sexual abuse. This requires
access to interventions that promotes and protects their physical and emotional safety in the short and
long term. All individuals responding to child sexual abuse require specialized training and ongoing
supervision and support to best achieve positive outcomes for children and families. Specialized training
addresses concepts and approaches that are found in both the GBV and child protection sectors.
Moreover, close, consistent, and quality supervision ensures adequate and appropriate services are
provided, and also monitors for signs of burnout and secondary trauma among direct service providers,
thus reducing turnover among staff. Despite the vast differences between conflict settings and nonconflict affected settings, there are lessons to be learned to help multiple actors work collectively to
respond to—and prevent—child abuse across the child protection, GBV, and health sectors.
Given the multiple actors in humanitarian settings and varying practices for responding to child abuse
and neglect, as well as the lack of explicit guidance available, it is highly recommended that a holistic set
of interventions or a “caring for child survivor’s of sexual abuse programming model” be developed to
guide staff working across health, GBV and child protection sectors. However, it is essential that any new
interventions be piloted in the field, evaluated, and adapted accordingly. Indicators to monitor both
implementation of a programming model, as well as the impact a specific intervention (positive or
negative) has on the child survivor and his/her family should also be developed. Strategies for
monitoring and evaluation of tools and systems should also be developed to respond to child cases of
sexual abuse. These are essential to ensure unintended negative consequences are avoided and
ineffective interventions are not implemented. Responding to a case of child sexual abuse is not a
science—it is complex, difficult, and emotionally laden for direct service providers, particularly in cases
of interfamilial abuse. As Eileen Munro aptly states, “child protection work inevitably involves
uncertainty, ambiguity and fallibility. The knowledge base is limited, predictions about the child’s future
welfare are imperfect, and there is no definitive way of balancing the rights of parents and children.”79
This is even more salient when responding to child protection and GBV cases in humanitarian settings
where oftentimes either no system or dysfunctional systems to protect children exist. Yet, despite the
complex nature of child sexual abuse and the difficulty of responding to these cases in conflict settings,
there is much we can learn and improve upon in the humanitarian aid field.
This document has discussed key strategies and interventions to improve care for children across
different sets of services: case management, psychosocial and mental health, and clinical health care
and treatment. The recommendations primarily target three main sectors: GBV, child protection, and
health. Based on the evidence reviewed for this paper and known gaps in the field, professionals
responding to child sexual abuse should have the following specialized competencies:
Case Management Service Providers have specialized competencies in:
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o

developing a helping relationship with children (this includes communication and
engagement strategies);

o

knowledge about sexual abuse and how to deliver focused psychoeducation;

Munro, E. (2002). Effective child protection. Sage Publications.

36

o

case management for children and families affected by sexual abuse. This includes how
to appropriately address confidentiality, mandatory reporting, and informed consent
procedures.

o

engaging non-offending family members in the child’s care and treatment;

o

coordinating a multidisciplinary case-response team;

Psychosocial service providers have specialized competencies in:
o

child growth and development, and how children understand and make meaning of
sexual abuse accordingly;

o

child specific trauma symptoms and age appropriate interventions;

o

sexual abuse psychoeducation, this includes topics such as: understanding sexual abuse;
common reactions to abuse; how to manage trauma symptoms, and safety planning and
skills training;

o

teaching basic parenting skills and working within family systems to strengthen
children’s healing environment;

o

implementing relaxation techniques for hyper arousal; regulating affect and reversing
negative cognitions.

Health care providers have specialized competencies in:
o

Clinical care of sexual assault (CCSAS) for child sexual abuse survivors, specifically:


child growth and development, and the impact of abuse-related trauma on
physical and psychological wellbeing



conducting a child-friendly medical interview with child survivors



modifying the medical exam, medical treatment, and forensic evidence
collection for child survivors (to the greatest extent possible)



negotiating patient’s confidentiality rights, mandatory reporting, and working
with law enforcement



child-friendly referrals for further protection and psychosocial support.

Moreover, where possible, direct health and social service providers could develop provider-based
agreements [that complement existing national and community based referral, response, and
coordination protocols] to help diminish the practice of multiple interviews of child clients and better
streamline care. Clearer coordination and collaboration pathways—utilized and understood by
professionals—are essential in preventing further trauma to a child at the systems-response level.
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Children who experience abuse and trauma can heal, but they need our help. They need assistance in
securing safety, preserving and strengthening their family and community environments, and making
sense of the trauma they have survived. With resources, attention, targeted training, and testing of new
and innovative interventions for child survivors, the humanitarian community will continue to make
progress in preserving and protecting children’s health, safety, and wellbeing in both the short and long
term. And above all, we need to remain committed to listening to the voices of children, creating safe
environments for them speak out about sexual abuse, and hearing from them about how we can best
help. As Dr. Bruce Perry explains, “…healing and recovery *of child abuse+ are impossible—even with the
best medications and therapy in the world—without lasting, caring connections to others.”80
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internally displaced person situations. Accessed at:
www.who.int/reproductive-health/publications/rhr_02_8/clinical_management.pdf.
This guide provides instructions on eight steps of the clinical response to rape
survivors. There is a special section on caring for child survivors.
World Health Organization (WHO). (2003). Guidelines for medico-legal care for victims of sexual
violence. Chapter 7: Child abuse. Accessed at:
http://whqlibdoc.who.int/publications/2004/924154628X.pdf.
This resource contains a section advising clinicians on various aspects of the care of
child survivors, focusing on medical and forensic examination.

4. KEY TEXTS & DOCUMENTS ON CHILD ABUSE
Herman, J. (1992). Trauma and recovery: The aftermath of violence—from domestic abuse to political
terror. New York: Basic Books.
This book by psychiatrist Judith Herman is an excellent resource for practitioners
working with victims of trauma related to gender-based violence. It contains a
chapter on child sexual abuse.
Levine, P. (2007). Trauma through a child’s eye. California: North Atlantic Books.
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This book focuses primarily on how trauma is imprinted on the body and brain
through neurological changes in the body, which result in anxiety, depression,
nightmares, and physical illness. Specific, evidenced-based interventions are
discussed to decrease child trauma related symptoms and offer a hopeful
framework for children’s innate ability to rebound with appropriate support.
Perry, B. (2007). The boy who was raised as a dog: And other stories from a child psychiatrist's notebook:
What traumatized children can teach us about loss, love, and healing. New York: Basic Books.
Child psychiatrist Dr. Bruce Perry educates readers about how early-life stress and
violence affects the developing brain. He explains how the stress response affects
the brain's mechanisms and development. Through years of research and clinical
practice, he learns that to facilitate recovery, the loss of control and powerlessness
felt by a child during a traumatic experience must be counteracted. Recovery
requires that the patient be "in charge of key aspects of the therapeutic
interaction." He emphasizes that the brain of a traumatized child can be remolded
with patterned, repetitive experiences in a safe environment. Most importantly, as
such trauma involves the shattering of human connections, "lasting, caring
connections to others" are irreplaceable in healing; medications and therapy alone
cannot do the job.

5. GENERAL INTER-AGENCY PREVENTION AND RESPONSE DOCUMENTS AND TOOLS
Inter-Agency Standing Committee (IASC) (2005). Guidelines for GBV interventions in humanitarian
settings: Focusing on prevention of and response to sexual violence in emergencies. Accessed at:
http://www.humanitarianinfo.org/iasc/content/subsidi/tf_gender/gbv.asp.
This resource enables communities, governments, and humanitarian organizations to establish
and coordinate a set of minimum interventions to prevent and respond to sexual violence
during the early phase of an emergency. Twenty-five action sheets have been developed in ten
areas. There is one action sheet on ensuring safe education for girls and boys.
Inter-Agency Standing Committee (IASC). (2007). Guidelines on mental health and psychosocial support
in emergency settings.
These guidelines outline a set of minimum multi-sectoral responses to protect and
improve people’s mental health and psychosocial well-being in the midst of an
emergency. This document provides a key framework for enabling effective
coordination, useful practices, and clarifies how different approaches to mental
health and psychosocial support complement one another.
International Committee of the Red Cross (ICRC) (2004). Inter-Agency guiding principles on
unaccompanied and separated children.
This document offers a framework and set of principles intended to ensure that the
rights and needs of separated children are effectively addressed. The document
discusses sexual violence in the context of how to prevent accidental and deliberate
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separation of girls. Families must be made aware of girls’ increased vulnerability to
sexual violence and that appropriate special measures must be taken to protect
children, in particular girls, from sexual violence.
Save the Children Federation. (2004) Gender based violence: Care and protection of children in
emergencies, a field guide. Accessed at:
http://www.savethechildren.org/publications/Gender_Based_Violence_Final.pdf.
This document provides useful strategies and a thorough overview of GBV in
emergency settings. The guide offers a section on special consideration for
adolescents and female children. The document includes an “Implementation
Checklist” to be used as a reference for GBV programming.
United Nations High Commission for Refugees (UNHCR). (2003). Sexual and gender-based violence
against refugees, returnees and internally displaced persons: Guidelines for prevention and response
Accessed at:
http://www.unhcr.org/cgi-bin/texis/vtx/protect/opendoc.pdf?tbl=PROTECTION&id=3f696bcc4.
This document provides an overview of SGBV, guiding principles for programs and
individuals, prevention ideas, responses, special considerations for refugee
children, a framework for action, monitoring and evaluation information, and a
discussion of gender-based persecution. The appendices include UNHCR’s Code of
Conduct and the core principles of the code, an Incident Report Form, a monthly
SGBV form, a health examination form, and a list of suggested resources. These
guidelines apply to situations in which there are refugees, returnees, and/or IDPs.
Chapter 5 focuses on responding to child survivors.
United Nations High Commission for Refugees (UNHCR). (1994). Refugee children. Guidelines on
protection and care. Geneva.
The sudden and violent onset of emergencies, the disruption of families and
community structures, as well as the acute shortage of resources with which most
refugees are confronted deeply affect the physical and psychological well-being of
refugee children. These guidelines, written for UNHCR and partner staff, address
issues regarding the care and protection of refugee children. UNHCR’s approach to
protection is three pronged: direct services to the child; helping the child through
services to the family; and assisting the child and the family through services in the
community. The health and nutrition of the children, the prevention and treatment
of disabilities, the provision of education, the legal status of children as well as
personal security are discussed in separate chapters accompanied by checklists of
essential actions to be taken by fieldworkers. The importance of respecting cultural
and religious practices is emphasized and the need for refugee participation in
decision making is stressed. The psychosocial wellbeing of refugee children and
families can be improved through direct and indirect activities by ensuring
normalcy and predictability in the children’s lives and by assisting families in
pursuing durable solutions. Preserving family unity, supporting single or isolated
parents, and facilitating parental support networks are considered important ways
of achieving the protection of refugee children.
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United Nations International Children’s Fund (UNICEF). (2004). Training Manual on Caring for Survivors.
This training manual is designed for those who will directly respond to women and
child survivors of sexual violence. It covers psychosocial care, medical care, and
how to facilitate the justice process for women and children. There are sections
specifically focused on child survivors, including the specific behaviors of child
survivors following a sexual assault and signs of trauma according to age, as well as
a section on interviewing child survivors.

49

	
  

Advancing the Field

	
  

Caring for Child Survivors of Sexual Abuse in
Humanitarian Settings
	
  

A Review of Promising Practices to Improve Case Management,
Psychosocial & Mental Health Interventions, and Clinical Care
for Child Survivors of Sexual Abuse
	
  

