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Commentary

R E I ROBERTS

Manchester

Much of what Hobbs and Wynne say is uncontrover-
sial and merely describes in detail the accepted
practice succinctly laid down in the current Depart-
ment of Health and Social Security (DHSS) guide-
lines for dealing with child sexual abuse-a multi-
disciplinary investigation should take place and the
child should be talked to and examined in a sensitive
manner in a clinical setting. It is the specific aspects
of the medical examination and the conclusions that
they draw which are extremely controversial: they
state that 40% to 50% of boys and girls have anal
abnormalities.
Four women doctors in the Greater Manchester

area doing examinations at the request of police,
social workers, the National Society for the Preven-
tion of Cruelty to Children (NSPCC), and
paediatricians saw approximately 500 children in
1986 (Robinson, Jacobs and Welliver, personal
communication). They always take a full history and
talk to the child and carer about medical problems
as well as any history of abuse. A history of possible
anal interference is obtained from a much smaller
proportion of these children than from the cases
reported by Hobbs and Wynne, and in only a

handful has definite medical evidence in the anal
area been found. Precise figures are not yet avail-
able but they are in the process of being prepared
for publication. Police surgeons throughout the
country have made the same observations and the
subject was exhaustively discussed at the recent
Association of Police Surgeons of Great Britain
annual meeting. None of the experienced police
surgeons, many of them having the Diploma in
Medical Jurisprudence and most of them experi-
enced general practitioners with considerable ex-
perience of children, has found anything more than
an extremely small proportion of children with anal
evidence of sexual abuse.
Hobbs and Wynne say that they can tell merely by

inspecting an anus that it is lax. They use the
subjective and misleading test of so called 'reflex
dilatation' on skin traction on the buttocks to make
a definitive diagnosis of 'sexual abuse.' The opening
of the anus on inspection-which should be done
without traction by gently placing the hands on the
cheeks of the buttocks-is variable, misleading, and
present in a number of other conditions including
chronic constipation, thread-worms, and anal thrush
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following courses of antibiotics.' Even if it is present
in some sexually abused children (and more than
half of them have no abnormal medical findings) it
cannot be used as evidence (except as possible
support to other relevant evidence) because it is also
present in some children with other diseases who
have not been abused. The same considerations
apply precisely to anal twitchiness and dilated veins.
A few years ago I believed that flattening of the

labia around the vaginal opening was a good sign of
persistent attempted penile penetration, but I am
now much more cautious in interpreting this sign
because it can occur as part of normal development
(and for other reasons) and is not reliable enough as
a sign of abuse per se, even though it may have been
caused by abuse. The anal findings described by
Hobbs and Wynne are subject to the same reserva-
tions and much more caution is needed in their
interpretation than has been demonstrated hitherto.
The vaginal findings in girls can be difficult to

interpret. Cantwell's paper, on which Hobbs and
Wynne base their opinion (that 05 cm is the
accepted upper limit of normal for the size of the
hymen), is open to many criticisms.2 After the
child's hymen was measured (inaccurately) by plac-
ing a tape or ruler against the vulva, leading
questions were asked of the child. Even after this
quite unacceptable practice only 74% of the children
with larger openings were diagnosed as having been
sexually abused. Is the size to be the same for a babe
in arms and a big girl of 11 or 12? There is
considerable risk that when paediatricians (and
other doctors) look at a child's genitalia they
will mistake the vestibule for the hymen and
erroneously state that the vaginal opening is too
large. A recent paper reported that only 59-1% of
doctors including paediatricians correctly indenti-
fied the hymen on a colour photograph.3 Errors are
easy to make when there is a congenital frilly hymen
that may be mistaken for tears, and where the
doctor's knowledge of anatomy and pathology is
inadequate; 'heaped-up scars' of the hymen have
been described.
Reddening and bruising around the anus and

vagina are of importance where there has been
recent traumatic interference but there is great
danger in paediatricians with no forensic training
and no experience of the aging of bruises and other
injuries giving opinions as to the likely cause of such
findings. Hobbs and Wynne give no evidence that
they know the proper techniques for determining
that a discolouration is a bruise, and not, for
instance, a birth mark; Reid has emphasised the
pitfalls for paediatricians in this area.4 When giving
evidence in court a doctor who has examined a child

must be able to give an opinion as to what may have
been the cause of the findings, how many times it
has occurred, what has been used and with what
degree of force. It is not enough to say 'consistent
with sexual abuse' without being able to say whether
a penis has entered the anus or whether it is the tip
of a finger. Case conferences and proceedings in
juvenile courts for care orders have been satisfied
with a much lower standard of evidence than that
acceptable in a criminal case, but the consequences
for the child and the family may be just as serious
and damaging. We must therefore strive to improve
the quality of the evidence at all levels and make
sure that the diagnosis is based on sound medical
and medicolegal principles.
Dr Leventhal gives useful advice about talking to

children, but there is increasing concern among
doctors and lawyers about the use of the techniques
described. Used by a kindly, skilled, and experi-
enced interviewer they can be helpful, but there is a
serious danger of them being used inappropriately.
'How much questioning is necessary before being
reasonably certain that nothing has happened (given
that it may be impossible to exclude completely such
a diagnosis?).' Many interviewers using these tech-
niques seem to work on the basis that abuse has
taken place and will never take 'no' for an answer. If
the child denies abuse it is said to be 'blocking' and
must continue to be interviewed until the 'blocking'
is released. In my experience children find the
repeated interviewing and continual reference to the
same subject distressing or boring. Under continual
pressure they can become confused and having
learnt which answers appear to be acceptable may
eventually give the answer sought.5 6 Continued
interviewing of the child can in some cases constitute
an abuse in itself.
Both these papers, though containing much that is

useful and helpful also contain dangerous and
unfounded assumptions: the uncritical acceptance of
these has already led to enormous difficulties for
many people trying to help sexually abused children
and not least for many children and their families.
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