85

When is HIV an issue after child sexual abuse?
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Child sexual abuse is an increasingly recognised problem, the complications of which
include a small, but real risk of acquiring infection with HIV. The incidence of HIV infection
acquired by children through sexual abuse is
unknown. Sexual abuse does not appear as a
separate transmission category among the
cases of HIV infection reported to the British
Paediatric Association Surveillance Unit.
However, there is a rising incidence of young
adults reported with HIV infection in the UK,'
some of whom could have acquired the
infection as a result of sexual abuse. Children
and young people have an awareness of HIV
and AIDS and are taught about harm minimisation and healthy living to reduce the risk of
HIV infection. Health promotion and personal
safety programmes in schools have, in turn, led
to disclosures of abuse in children. Sexual
abuse and HIV evoke strong emotive reactions,
but there are also difficult and complex issues
that need to be addressed. The greatest
demand for HIV testing comes from professionals working with children and adolescents
who have been sexually abused, including vulnerable young people who may be survivors of
abuse. As yet, most guidelines on child protection do not discuss whether HIV testing should
be performed, although some professionals
working with children who have been sexually
abused have made some recommendations on
HIV testing.2 Recent government guidance on
children and HIV also raises the possibility of
HIV infection where children have been
sexually abused.3
Are the concerns valid?
Sexual abuse is a documented mode of
transmission of HIV, although reports are

anecdotal.4 5 It is conceivable that traumatic
abuse involving penetration would increase the
risk of HIV transmission by mucosal breach,
and the immature anogenital tract might be
more vulnerable to infection. In an attempt to
determine the incidence of HIV infection
acquired through sexual abuse, a telephone
survey was conducted of 63 practitioners who
see sexually abused children in five regions in
the United States with the highest prevalence
of HIV infection. No formal protocol was in
place for HIV antibody testing of abused
children. In approximately 1000 HIV antibody
tests performed by the practitioners, HIV
infection was discovered in two children in
whom no other cause for infection was identified.6 In a further survey of 2147 health and
social service professionals involved with child
abuse assessment, the authors found that 5622
HIV antibody tests were conducted during
113 198 sexual abuse assessments. Twenty
eight children were found to be infected with
HIV and had no alternative transmission route
other than sexual abuse, a crude rate of 0.25
per 1000 assessments.7
Although most children who have been
abused cope well with no long term effects, it is
acknowledged that for many survivors, the
experience can result in activities which may
predispose the young person to HIV infection.8 9 Characteristics of the child sexual abuse
survivor have included sexual compulsivity,
revictimisation, and low self esteem with
chronic depression,'0 which may lead to
alcohol and drug abuse, exposing the adolescent to HIV infection. On the other hand, recognised high risk behaviours for HIV infection
are found among many homeless teenage
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doctor, patient and parent, they are probably avoidable in the majority of cases.
However, prevention is better than cure and
the foresighted use of witnesses, chaperones,
and second opinions may forestall them. Clear,
decipherable communication and contemporaneous notes are imperative to allow doctors
and their advisors to conduct a robust
defence in any subsequent complaint or allegation.
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use. Additional problems are posed when
sexually active youngsters may already be
infected with HIV, making interpretation of the
result difficult.

Should HIV testing be part of the
assessment?
For adult victims of sexual assault, HIV counselling is an integral part of the service, and a
similar level of service should be provided for
children. HIV testing meets many criteria for a
When should HIV counselling be offered? screening
test in that a serious condition is
At present HIV counselling is not a routine detected, an
accurate predictive test is availprocedure in the assessment of children who able, and interventions
now practicable.
have suffered sexual abuse. A recent article in The cost/benefit ratio is are
probably
this journal highlighted the therapeutic impor- given the costs incurred in caring acceptable,
for a child
tance of the paediatric assessment, but failed to with HIV infection. Arguments against testing,
discuss whether HIV counselling should be
are that there is still no definitive
offered.'3 In an effort to develop guidelines for however,
cure, and families may not welcome unnecesHIV antibody testing in children who have sary
medical attention. The social stigma and
been the subject of sexual abuse, Gellert found trauma
by many families living
that among paediatricians surveyed, there was with HIVexperienced
unfortunately
still exist. Also, profesan 85% consensus for six criteria for HIV anti- sionals who do not possess
counselling skills or
body testing, namely where the assailant was knowledge about HIV transmission
or testing
known to be HIV infected, had clinical findings could struggle with their own anxieties,
suggestive of HIV infection, or was known or add to the burden of the child and family. and
suspected to engage in high risk behaviour, if
the child had clinical findings compatible with
HIV infection, where there was a history of Recommendations
rectal penetration, or where the young person LISTENING TO THE CONCERNS
had a history of high risk behaviour. Some also Where the young people, parents, or carers
agreed that abuse by multiple assailants should have questions regarding HIV after sexual
prompt HIV counselling, as should a direct abuse, these should be dealt with sensitively,
request from the parent, carer, or young appropriately, and without delay. Therefore all
person. There was less agreement as to staff working with children who have suffered
whether testing should be performed where sexual abuse should develop their own knowlthere was a coexisting sexually transmitted dis- edge of HIV, including the routes of transmisease, where there was an unknown single sion, ways of prevention, HIV support services,
assailant, or whether vaginal penetration and advances in treatment. Only then can the
should automatically raise the possibility of concerns be dealt with in a balanced way. On
the other hand clinicians working with HIV
HIV infection.6
Does knowledge about the perpetrator or infected young people must be aware of the
type and frequency of abuse help in the assess- various forms of child abuse, including the
ment? In 28 children found to be infected with psychosocial characteristics of survivors of
HIV, 16 of 24 perpetrators were known to be abuse. The apparent link between unresolved
infected with HIV during the time of abuse. child abuse and increased vulnerability to HIV
The forms of abuse suffered by the children infection highlights the need for closer coopincluded penile-vaginal penetration in 65%, eration between professionals working in sepaand penile-rectal penetration in 50%, occur- rate specialties.
ring over one week to seven years' duration.
Although 13 of 19 children had more than six RISK ASSESSMENT
episodes of abuse, three of the victims reported The need for HIV testing will vary according
only a single episode. Nine children had to the prevalence of HIV infection in the
area, as well as the context in which abuse
another sexually transmitted disease.
occurs. A careful history may reveal potential
risk factors in the perpetrator which might
Difficulties establishing HIV
make HIV testing more pertinent. These
transmission
If the abuse was acute an early specimen, taken would include:
before seroconversion, would be HIV antibody * HIV infection
negative. As most cases of sexual abuse occur * Injecting drug misuser
over a long period, this difficulty may not arise. * Bisexual practices
Rather than subject the child to testing, some * Multiple sexual partners
professionals have proposed testing of the For the child or young person, HIV testing
alleged perpetrator. However this is fraught should be considered where the following were
with legal and ethical issues regarding infringe- identified:
ment of civil liberties, which usually leaves the * Multiple assailants
paediatrician having to test the child. Where * Presence of a sexually transmitted disease
possible, a request should be made to the crime * History of high risk behaviour
laboratory for access to any stored samples of * History of rectal or vaginal penetration
serum from the alleged perpetrator, for future * Parent or young person requests testing
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runaways as well as emotionally and behaviourally disturbed young people, who are likely
to be survivors of sexual abuse."
A study that explored the health and social
needs of children who had been sexually
abused found that concerns regarding HIV
often existed, although they were not always
voiced.'2 Professionals who work with children
who have been abused should be prepared to
listen to, rather than deny, the concerns.
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With the heterosexual spread of HIV, more
victims of sexual abuse will be put at risk of
acquiring the infection, especially in areas of
high prevalence. The British Paediatric Association Surveillance Unit should consider
sexual abuse as a separate transmission category for HIV infection, in an attempt to elucidate the extent of the problem. There must
also be professional recognition and acceptance of the need to obtain support and training
for themselves.
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