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Message from Secretary,
Indian Child Abuse Neglect & Child Labour
(I-CANCL) Group

Dear Esteemed ICANCL group members and friends,

Over the years, we have witnessed several reprehensible cases of gender based violence in our country, including the 

Delhi gang rape, which lead to an overwhelming civil society outrage. The Delhi gang rape incident is reprehensible, but 

abuse and crimes against children are far more abhorrent. It is essential to provide sensitive, yet comprehensive care for 

victims of child sexual abuse (CSA), with a multi-disciplinary team approach, while maintaining the dignity and best 

interest of the child at all times.

The ICANCL group organized a symposium on Child Sexual Abuse: Medical Evaluation & Management   during 

the Kolkata PEDICON Jan 2013, and another multidisciplinary advocacy workshop, “Child Sexual Abuse, from 

Prevention to obtaining Justice” at India International Center (IIC), New Delhi, August 23, 2013. The present issue 

contains proceeding and recommendation out of the above two continuing medical education program, besides articles 

from extremely knowledgeable and experienced multidisciplinary professional in the field. 

We need to advocate that sexual offences against children must be given the same "importance" and that children also 

need protection - societal and legal. Stringent punishment must be given to all perpetrators, as per the newly enacted-

“the Protection of Children from Sexual Offences (POCSO) Act, 2012”.

Indian Child Abuse, Neglect and Child Labour Group (ICANCL Group) is a nationally registered society (Registration 

number S-68745/2010). Please find welcome information for prospective new members. We urge you to join our 

struggle for Child Abuse, Neglect & Child Labour issues in the country. ICANCL membership form is available on the last 

page of this edition. Membership is open to every multidisciplinary professionals and any person from any community 

interested in working in this challenging field. Besides, we need your active support and contributions. All contributions 

are exempt from Income tax under section80G (5) (vi) of the Income Tax Act 1961.

Wish you all a very HAPPY NEW YEAR 2014.

Sincerely,

Dr Uma Agrawal
Secretary, Indian Child Abuse Neglect & Child labour (ICANCL) group

G15 Pushkar Enclave Paschim Marg, New Delhi 1100163
Tel 011-25261169 & Mobile 9811041605

Email: umaarp@yahoo.com
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Message f
Indian Child Abuse Neglect & Child Labour
(I-CANCL) Group

Sincerely,

Dr Rajeev Seth

rom the Chairperson

Dear Esteemed ICANCL group members and friends,

On behalf of the Indian Child Abuse Neglect & Child Labour (ICANCL) Group, it is my proud 

privilege to introduce the PEDICON 2014 issue of CANCL NEWS, dedicated to understanding 

status of Child Sexual Abuse in our country. From a public health perspective, children need protection of their basic 

rights, besides effective support, rehabilitation and justice.

Indian Government Child abuse study (2007) has shown that more than 50% children experience abuse of kind or 

other. While we can't “Immunize” every child against possible child abuse, we can help prevent and protect children 

from abuse. Pediatricians are often the first point of contact with children affected by abuse and neglect. Please think 

about “Child Abuse” in your practice!  

Pediatricians can integrate personal space/body safety into every annual health maintenance assessment, in a 

developmentally appropriate manner, from 3years onwards! We know that children armed with information about 

personal safety are 6-7 times more likely to develop protective behaviors, enhance potential for disclosure and 

experience less self blame (Finkel, 2013; article available in this newsletter). There isn't a parent who wouldn't want to 

protect his or her child against a sexually abusive experience. Parents should explain (to children) that if anyone ever 

touches them or makes them touch someone else's private parts they need to tell two adults right away!

The Government of India has recently, enacted the “The Protection of Children from Sexual Offences (POCSO) 

Act, 2012”, under which multidisciplinary child professionals are specially mandated to report cases of child sexual 

abuse (CSA) to Special Juvenile police Units(SJPU) or the local police station. However, given the large child population, 

particularly among the underprivileged rural and urban communities, socioeconomic constraints and lack of well 

developed child protection systems in our country, it is of utmost importance to take all possible measures towards 

primary prevention of CSA. With your support, we look forward to spearhead this noble cause of prevention and 

management of child sexual abuse in our country. 

Child Protection is every one's business. With your insight, expertise and support we look forward to take the Child 

Abuse, Neglect & Child Labour (CANCL) work ahead. Please do provide your valuable inputs and feedback.

Wishing you all a very Happy New Year 2014!

Chairperson Indian Child Abuse Neglect & Child Labour (ICANCL) group
Executive Councilor, International Society for Prevention of Child Abuse & Neglect (ISPCAN)

President Indian Academy of Pediatrics Delhi
E 10 Green Park Main, New Delhi 110016

Tel : +91-11-26527647
Mobile : +91-9811509460

 Fax +91-11-26560077
Email: sethrajeev@gmail.com 
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Child Sexual Abuse :
Prevention and Punishment

Over the past 2-3 decades the concern over child abuse and neglect (CAN) has been increasingly 
expressed and received global attention. The forms of abuse and neglect vary in different countries 
and in different regions within a country. There are rich-poor and urban rural variations. 
Socioeconomic and cultural factors are particularly important in economically challenged, illiterate 
communities in the developing countries. Whereas deprivation of health care, education and early 
developmental opportunities constitute the most serious aspect of child neglect in these countries, various forms of child 
abuse have a world-wide high prevalence. Societal and long established adverse attitudes underlie much of physical 
abuse in children in traditional societies where physical and violent disciplinary measures are accepted as norms. 
However, there is a growing recognition of the right of children to protection from all forms of violence. In many 
countries, judicial measures have been instituted to that effect.

Child Sexual Abuse (CSA)

CSA is common in all societies. Its extent is difficult to define since most instances of CSA are not brought to notice. The 
victims are often young children who may not understand what is happening, and their accounts may be ignored by the 
parents. Most cases of CSA take place in homes of neighbourhood and are perpetrated by family members or friends 
who may lure the unsuspecting and trusting child. A sense of shame and stigma is often attached to such incidents, which 
are disregarded and hidden. Serious forms of CSA may be reported to the authorities, but the perpetrators of the crime 
are seldom punished in our country.

Prevention of CSA

The most important aspect is to recognize the high prevalence of CSA and the fact that most CSA takes place in homes 
and neighbourhood. Various related issues need to be understood and openly discussed by the parents. They need to 
inform the child about the functions of various body parts and what constitutes abnormal and inappropriate actions by 
others.  Such communication is may be difficult and embarrassing but must be undertaken, nevertheless. The parents 
should find their own ways of expression and naming body parts.  Printed information and film strips are available for use 
in older children. The parents must not ignore the child’s account about any unpleasant or seemingly abnormal behavior 
by anyone (especially if repeated) and make careful inquiries. It is the parental responsibility to protect their child, who 
should not be left unobserved. CSA in homes is the commonest form and must be prevented by parental 
vigilance. 

CSA in schools and Institutions

Incidents of CSA in schools and Institutions and Children’s home’s are not uncommon. These are mostly carried out by 
adults and occasionally older children. School authorities and teachers should be aware of the related issues. Trained 
staff should provide appropriate information to children at different levels. The messages meant for young children need 
to be different than those for adolescents. Brochures and other material can be used to impart such knowledge. 
Children should be asked to report any untoward happening to the authorities who must take necessary action. The 
credentials of all workers (security, transport workers) should be examined. 

CSA in street children. 

CSA is very common in street children, who also are subjected to physical abuse and humiliation and various forms of 
exploitation. These children are homeless and defenseless, without any caretaker supervision. They need proper 
placements, care and rehabilitation.  Those found guilty of exploiting these children must receive stringent punishment. 

Punishment

Adequate judicial mechanisms exist to tackle CSA. These measures need to be strictly implemented. Swiftness of the 
investigative process and decisions is crucial. The punishment must reflect the gravity of the offence committed (rape, 
disfigurement, trafficking etc) and be of a deterrent nature.

References
1. Bhave SY, Saxena A. Child sexual abuse in India. In Child Abuse and Neglect : Challenges and Opportunities. Ed Srivastava RN, Seth R, van Niekerk J. Jaypee Medical 

Publishers Pvt Ltd, New Delhi, 2013, pp 51-61
2. Roylance R, Foley S, Manzel K. Inernational perspectives on child sexual abuse. In Child abuse and Neglect : Challenges and Opportunities. Ed Srivastava RN, Seth R, 

van Niekerk J. Jaypee Medical Publishers Pvt Ltd. New Delhi, 2013, pp 40-50
3. Infochangeindia.org/children/analysis/the sounds-of-silence-child-sexual-abuse-in-india http://childsexualabuse.blogspot.com
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Adviser
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Background 

A child is defined as any person under the age of 18yrs. Since children constitute 42% of India’s population, this adds up 
to 440 million! India also has the dubious distiction of having the largest number of malnourished, abused and out-of-
school children in the world.

The Study on Child Abuse, India 2007 was conducted by Prayas Institute of Juvenile Justice with UNICEF and 
Ministry of Women and Child Development, GOI, across 13 states of India with 12,447 child respondents from different 
socio-economic strata and nearly 2342 young adults and 2349 adults in both rural and urban areas. It looked at different 
forms of child abuse: Physical Abuse, Sexual Abuse, Emotional Abuse and Girl Child Neglect in five groups, namely, 
children in a family environment, children in school, children at work, children on the street and children in institutions. 

The aim of the study was to develop a comprehensive understanding of the phenomenon of child abuse, with an 
objective of formulating appropriate policies and programs to effectively tackle child abuse in India.

Findings of Prayas Study, 2007:

Physical abuse: 69% of children are physically abused, 54.7% are boys 88% were physically abused by their own 
parents 65% of school-going children underwent corporal punishment

Emotional abuse: Every second child faced emotional abuse Parents were the abusers in more than 83% of such cases

Sexual assault: 53.22% of children faced one or more forms of child sexual abuse 5.69% were severely sexually 
assaulted In most cases the abusers were known to their victims.

Gender bias and girl child neglect: 48.4% of girls wished that they were boys because of the  discriminating behavior of 
their parents towards them. Girls were neglected by most parents and the boy child in the same family enjoyed special 
rights.

The report of this largest empirical study on child abuse in India was released on 9 April 2007 complementing the report 
of the UN Secretary General’s Global Study on Violence against Children 2006 

To understand why children are abused and why society is reluctant to address this issue, it is necessary to learn about 
the interplay between social structures, cultural traditions and familial hierarchies. This will help us to better identify and 
manage the risk factors as well as support positive outcomes in children who have been abused

The Dynamics of Child Sexual Abuse

! Child abuse, physical, emotional or sexual, is a universal problem that occurs across gender, caste, religious, ethnic, occupational 
and socio-economic groups. 

! Children, as individuals with their own rights, have traditionally been placed lowest in the power hierarchy of society. The child’s 
needs are often placed secondary to that of the adult. 

! Childhood sexual abuse is a complex life experience, not just a diagnosis or a disorder. It is combined physical and emotional 
abuse. The private nature of the crime, fear of ostracism and the difficulties that children experience in recounting what they 
have gone through prevents the crime from being reported.

! Indian society is built on a complex structure of economic, religious, linguistic and caste hierarchies which are inherently gender-
biased. There are stringent restrictions on the behavior of girls both said and unsaid, stemming from a patriarchal mind set. 
Hence the sexual abuse of girl children is deliberately hidden while that of boy children goes unacknowledged and untreated.

Child victimization can be a function of various risk factors occurring at different levels. These risk factors may range 
from the individual level to relationships surrounding the child, and community and society influences. Child abuse 
problem may initially be brought about by just a single risk factor but is later aggravated by the other factors from any of 
the different levels.

Society:
a. Social, economic, health and education policies that lead to poor living standards, or to socioeconomic inequality
b. Social norms that promote or glorify violence towards others,  as depicted in the media, in popular music and in video games
c. Cultural norms that demand rigid gender roles for males and females, reinforcing gender biases
d. Social norms that diminish the status of the child in parent-child relationshipse. The existence of child laborf.  The existence of 

child pornography and child prostitution

Community:
a. Tolerance of violence, esp at home and in schools
b. Lack of services to support families and institutions and to meet specialized needs
c. Poor school facilities resulting in children out of school
d. High levels of unemploymente.Transient neighborhoods eg migrant labourf.The easy availability of alcohol and drugs
g. Inadequate policies and programmes within institutions that make the occurrence of child maltreatment more likely

Overview & Medical Evaluation of Child Sexual Abuse
Dr. Shaibya Saldanha, MD, DGO, DNB &

Dr. Sangeeta Saksena, MD Founders, Enfold Proactive Health Trust
www.enfoldindia.org
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Family:

a. Lack of parent-child attachment and failure to bond

b. Mental health problems of a family member

c. Family breakdown

d. Domestic violence

e. Gender roles, that are disrespectful of one or more persons in the household

f. Being isolated in the community

g. Lack of a support network to assist with stressful or difficult situations in a relationship

h. Breakdown of support in childrearing from the extended family

I. Discrimination against the family because of ethnicity, religion, sexual orientation, disability or lifestyle

j. Involvement in criminal or violent activities in the community

Child:

a. Was an unwanted baby or unwanted gender

b. Failed to fulfill the parents’ expectations, for instance, of its sex, appearance,or congenital anomalies

c. Is an infant with high needs – one, for instance, who was born prematurely, cries constantly, is mentally or physically disabled, or 
has a chronic illness

d. Demonstrates personality or temperament traits that are perceived by the parent as problematic- such as hyperactivity or 
impulsivity

e.  Has a sibling or siblings – possibly close in age- who are demanding of parental attention

f. Is a child is exposed to dangerous behavior problems – such as intimate partner violence, criminal behavior, self abusive behavior, 
abuse towards animals, or persistent aggression with peers

Effects of child abuse:

Short term effects on child: 

! Emotional issues like guilt, self blame, depressions, mood swings,

! Behavioural issues like nightmares, regressive behavior like bed-wetting and clinginess to parents, drop in academic 
performance, aggression, anger, Post-traumatic stress disorder, etc. 

! Physical issues like pregnancy, sexually transmitted diseases, chronic UTI or bowel disorders.

Long term effects on child: 

! Low self-esteem, poor coping skills, lack of trust

! Poor school performance, learning disorders, school dropout,

! Borderline / multiple personality disorders, running away, 

! Risky sexual behavior, substance abuse, prostitution, crime & violence, 

! Lack of boundaries in relationships, partner violence,  unfulfilled personal relationships

! Self harm / suicide attempts

! In some extreme cases brain damage/dysfunction. 

Warning: Very often, a child who has been abused once, and has not received support and counseling, is at very high risk 
of repeated abuse at the hand of various perpetrators through childhood and sometimes right through life. 

Effect on the family: 

The family of an abused child faces several issues. Initial disbelief and a sense of betrayal especially if the abuser is a family 
member; dealing with the recovery & rehabilitation of the child as support systems in our country are very poor; 
ostracization by family, neighbors and society at large. Very often the family is forced to re-locate and start their lives 
almost completely afresh.  There have been instances where husband & wife have not been able to cope with the stress 
related to the abuse of their child and have then separated or divorced. 

Why children do not tell:

1. Ignorance

2. Confusion

3. Fear of being disbelieved

4. Fear of being blamed

5. Fear of breaking up the family

6. Fear of the abuser due to threats and emotional manipulation

7. Fear of social stigmatisation
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Obvious abuse: 
Disclosure by the child
Detection: pregnancy, child suffering from STIs, child having genital injuries 
Suspicious of abuse:
Sexualized behaviour, clear hints given by the child, 
Symptoms like depression, post traumatic stress disorder
Sudden unexplained change in behaviour - school refusal, people avoidance
Symptom patterns - sudden onset of bed wetting, aches and pains, general ill health
No reason to suspect abuse:
Children who do not report, hint or decompensate - because they are resilient, have been threatened, manipulated etc.
Principles of Medical evaluation
Doctor’s responsibility:
1. Diagnostic: Early detection of abuse 
2. Prognostic: Assessment of health of child who has been abused
3. Therapeutic: Physical & psychological treatment
4. Medicolegal: Accurate documentation
Evidence collection for legal purpose
Medical certificate writing: comprehensive and accurate
5.  As a role model: emotional support, defining boundaries, personal safety messages
What you can do as a medical professional: 
– The child is the expert. Listen to the child. Respect the child’s needs
– Never blame the child.The abuser is the only person who could have stopped the abuse
– Do not tell the child to ‘forget the abuse’ or ‘forgive the abuser’.It is important to go at the same pace as the child.  
– Avoid judgemental language
– Avoid shock, horror or embarassment in your reactions. Remain calm and empathetic while interviewing and 

examining the child
– Maintain personal boundaries: do not force the child to undergo examination
Check list for medical personnel
Step 1: Introduction and consent 

Introduce self and explain need for consultation
Assess child’s comfort and emotional state 
Take verbal consent from child and guardian/caretaker

Step 2: Rapport building and developmental assessment
Basic general information: Name, age and gender of child
Name, address, relationship of caregiver who brought the child
Names of parents and addresses
Names of siblings and their ages
Developmental questions: Assess communication and language of child
Assess physical and mental competence of child
Family contextual history: short understanding of family 

Step 3: Anatomy identification:
Establishing a common language 
Naming body parts, by using anatomical diagrams if needed

Step 4: Information gathering (as far as possible in the child’s own words)
Details of time or time frame of the incident
Details of physical surroundings at the time of the abuse
Details of alleged perpetrator- name, nickname, age, gender, relationship to patient,                
History of alcohol or drug abuse, previous history of similar act       

(by Dr Shekhar Seshadri, Professor of Adolescent and Child Psychiatry, NIMHANS)

Presentation of Child Sexual Abuse: Iceberg Phenomenon
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Details of the act as disclosed by the patient 
Description of the act 
Genital acts/ Non-genital acts
Use of force/threats/weapons
Use of photographs/ camera/ pictures/ videotapes
Use of alcohol or drugs
Details of post-abuse activity: washing, bathing, using the toilet, changing clothes,etc 

Step 5: Explaining the process of medical examination to the child to prepare the child for it   
Step 6: Closing the interview

Messages regarding personal safety and exploring safety options
Messages regarding reporting future experiences
Asking the child if there are any questions which need to be answered
Respect and acknowledgement for the child

Step 7: Talking to parents or guardians of child regarding processes and protocols
Need for medical treatment if any: emergency contraception, STI testing and treatment, antibiotic medication
Emphasising need for counseling and scheduling next visit

Medical professionals as part of a Multi-Disciplinary Team (MDT approach) in managing a case of sexual abuse
1. Respecting the time, work constraints and abilities of other stakeholders
2. Working with police/social workers in ensuring a minimally traumatic experience for the child
3. Discussing the need for counseling with child, caretakers and counselors
4. Assisting in risk assessment of child and further steps
5. Ensuring followup for medical treatment
Important messages to convey to the child: 
– I believe you and respect you 
– It’s not your fault, no matter what the abuser said or did 
– I appreciate your courage in speaking about it
– An abuser abuses many children. Because you have spoken out we can protect other children from this abuser
– Thank you for speaking to me 
– Together, we will get you the help you need
– If anyone tries to abuse you in any manner again, please do tell someone about it.
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Child Sexual Abuse Prevention: Addressing Personal 
Space and Privacy in Pediatric Practice

By Martin A. Finkel, DO, FACOP, FAAP
Professor of Pediatrics, Medical Director, Child Abuse Research Education Services (CARES) Institute,

UMDNJ; School of Osteopathic Medicine

I write this for my pediatric colleagues.

We have seen the practice of pediatrics shift from a primary focus on the delivery of acute care to one which now focuses 
increasingly on the provision of anticipatory guidance and preventive care to assure optimal growth and development. 
There is not one amongst us who doesn’t routinely address the importance of back-to-sleep, seat belt safety, bicycle 
safety, water safety and environmental hazards, believing that the time taken to deliver each of these messages helps to 
reduce risk to children and has proven value. So I ask why it has been so challenging for us to incorporate a message that 
addresses personal space and privacy, an issue that presents considerable risk to children and has the potential for 
serious long term physical and mental health consequences, into our prevention repertoire? Our failure to do so is not 
because we are unaware of the issue of child sexual abuse (CSA) but maybe because we find the topic unpalatable, don’t 
have the language to address it or are unsure of what would be effective.

We know that we can’t just tell kids to wear their seat belts one time and expect that we have successfully 
addressed car safety.

Since CSA affects approximately 1 in 4 girls and 1 in 7 boys it’s well overdue that we add this issue to our prevention 
repertoire. Even if we can’t “immunize” every child against the possibility of CSA we can likely help protect some from 
being abused.

Before we think about prevention, let’s reflect on some basic facts; most children who experience CSA do so at the 
hands of someone they know and trust. That person is most likely to be a family member or someone who knows and 
has easy access to the child. Although it is appropriate to talk about “stranger danger” the reality is that only relatively 
few children are molested by strangers or registered sex offenders.

Most perpetrators do not intend to physically harm the child while engaging them in sexually inappropriate activities and 
thus few children ever present with physical examination findings that confirm sexual contact. Very few children actually 
experience sexual contact that involves the use of force and restraint that we call rape. About 1/3 of perpetrators are 
juveniles and 40% of child victims are under 6 years old.

. . . few children ever present with physical examination findings that confirm sexual contact.

Most kids never disclose and those that do may not do so for some significant amount of time after the last sexual 
contact. There are many reasons for delayed or non disclosure which generally include fear of consequences, 
embarrassment, stigmatization, shame and thinking that they may not be believed. The primary impact of sexual 
victimization is not physical but psychological with the potential for long term emotional and behavioral consequences. 
All children regardless of their race, ethnicity, education or socioeconomic status are at risk. No community or group is 
immune.

So you may be asking, if I were to deliver anticipatory guidance regarding personal space and privacy when do I start? 
How often do I need to deliver the message? And how do I deliver the message? We know that we can’t just tell kids to 
wear their seat belts one time and expect that we have successfully addressed car safety. We have to begin by delivering 
these messages early in childhood and continue to deliver these simple safety messages over and over again in a 
developmentally appropriate manner reinforcing the information. This same concept equally applies when delivering 
the message of personal space and privacy.

Let me suggest the following;

1.) Begin talking to parents about delivering information on personal space and privacy by 3 years of age.

2.) Tell parents that they should limit the individuals who provide genital, perianal and bathing care to those who they 
trust to reduce risk.

3.) Let them know that the more independence children have for their own genital/perianal care the better.

4.) Encourage parents to teach their children the appropriate names for their private parts so they have the language to 
communicate. A mom taught her 5 year old daughter that her private parts were called her “diamonds” and to tell if 
anyone touched her diamonds. She told her teacher that someone touched her “diamonds” but the teacher 
thought that was silly and didn’t inquire further. As a result her disclosure and protection was further delayed. A 3 
year old can say the word vagina or penis as easily as they can say “diamonds” or “ding-a-ling”.

5.) Discourage co-bathing with siblings and adults.

6.) Introduce the concept of “OK and NOT OK” touching and the need to tell if anyone touches their “private” parts in 
a context other than providing care. A good time to have this discussion is right after completion of the non-genital 
components of the annual physical while the child is sitting in their underwear or a gown. Discussing OK and NOT 
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OK touching provides an easy transition to the genital examination. In the context of the genital examination the 
child can learn the distinction between a doctor’s examination and inappropriate touching.

If you have heard about “good touch – bad touch” that is a phrase that was thought to be a way to communicate a 
prevention message. We have since learned that phrase is problematic because children do not anticipate being 
touched in a way that is “bad” by someone they know, love and trust. Touching in private parts can feel “good” and 
be confusing to children. If what the child experienced is perceived by them as being “bad” there is the possibility 
that may think that they are “bad”. We do not want children to have to make a judgment on the quality of the touch 
thus the simplified message about what’s OK and what’s NOT OK now is a standard approach to introducing this 
concept.

7.) Parents should emphasize to their children that it is never OK to have a “secret” and if anyone tells them to keep a 
secret or they think they need to keep a secret they need to tell two adults. Explain how “surprises” can be fine 
because we find out but secrets are never okay. All of these messages should be delivered at every annual visit.

Parents should explain (to children) that if anyone ever touches them or makes them touch someone else’s 
private parts they need to tell two adults right away.

8.) If a child walks into a bedroom or bathroom and the parent needs privacy they should tell the child they need 
privacy. Wherever the message of privacy can be reinforced it should. Children should be taught to respect siblings 
need for privacy.

9.) The pediatrician should deliver the above guidance annually at every health maintenance assessment and modify 
based on developmental age. If these messages are routinely delivered to young children as they grow older they will 
not only expect this discussion but will accept it as well.

The parent has an ideal opportunity to reinforce the concept of a right to personal space and privacy starting with 
preschoolers when supervising their bathing. The parent explains that the parts of their body that are covered by a 
bathing suit or their underwear are called private parts and the reason they are called that is because they belong to 
them and they are the only one that can see them or touch them. Reinforce that the only people who are allowed to 
touch their private parts are:

• The child themselves when washing or wiping themselves;

• Parents or caregivers, if they need help with washing or having a wiping problem;

• Doctors checking to be sure their body is okay during a physical or when there is a problem with their private
parts-with Mom/Dad in the room.

Parents should explain that if anyone ever touches them or makes them touch someone else’s private parts they 
should tell two adults right away. You want to encourage the child to tell someone who is a family member as well as 
someone who is not such as a teacher. When young children experience something inappropriate and then think 
about telling, they might be reluctant or afraid to tell a parent because they have processed the message from 
Mom/Dad as; Don’t let anyone touch your private parts - I let someone touch my private parts therefore-
Mommy/Daddy is going to be mad at me. As a result the child might turn to a teacher or another adult because they 
think they won’t get into trouble. The important message is not who they tell but that they tell. Parents should 
emphasize to the child that they will not get into trouble or be punished for telling, in fact they will be brave.

While supervising bathing the following questions or statements can be made to reinforce the concept. Periodically 
say: “Don’t forget to wash your vagina/penis and butt and when you’re done let me know and I will help you with 
your hair,” or “Don’t forget to wipe your private parts.” “Who is allowed to touch your private parts?” And,” What 
do you do if someone touches your private parts?” Over time when these simple messages/questions are asked, the 
child will respond by saying, “Mommy/Daddy, I know that!”

Just because kids know what is OK and what is not doesn’t mean they aren’t vulnerable and they can stop someone 
from touching them inappropriately, but they may be more likely to recognize what they’re experiencing is 
inappropriate and may disclose sooner rather than later.

. . . children armed with information about personal safety are 6-7 times more likely to develop protective 
behavior . . .

You might be asking, if I am going to add this message to the repertoire of anticipatory guidance, where is the science that 
it works? Unfortunately the “science” of prevention is still evolving and there is no body of literature that purports a 
single message/approach that can be used to simply supply the magic bullet of prevention. We know that children armed 
with information about personal safety are 6-7 times more likely to develop protective behaviors, enhance potential for 
disclosure and experience less self blame. As in the early development of every area of prevention “common sense” was 
used to build a foundation that was then tested and led to the science. There isn’t a parent who wouldn’t want to protect 
his or her child against a sexually abusive experience. When we begin to give the parents the language to communicate 
these concepts, we educate children about this potential risk and empower them to help protect themselves. It is the 
collective responsibility of parents, pediatricians and our institutions to deliver and reinforce children’s right to personal 
space and privacy. Now, it’s time for pediatricians to integrate personal space/body safety into every annual health 
maintenance assessment.
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Addressing Personal Space & Privacy in Pediatrics
www.futureofchildren.org

Summary

David Finkelhor examines initiatives to prevent child sexual abuse, which have focused on two primary 
strategies—offender management and school-based educational programs. Recent major offender managment 
initiatives have included registering sex offenders, notifying communities about their presence, conducting background 
employment checks, controlling where offenders can live, and imposing longer prison sentences. Although these 
initiatives win approval from both the public and policymakers, little evidence exists that they are effective in preventing 
sexual abuse. Moreover, these initiatives, cautions Finkelhor, are based on an overly stereotyped characterization of 
sexual abusers as pedophiles, guileful strangers who prey on children in public and other easy-access environments and 
who are at high risk to re-offend once caught. In reality the population is much more diverse. Most sexual abusers are 
not strangers or pedophiles; many (about a third) are themselves juveniles. Many have relatively low risks for re-
offending once caught. Perhaps the most serious shortcoming to offender management as a prevention strategy, 
Finkelhor argues, is that only a small percentage of new offenders have a prior sex offense record that would have 
involved them in the management system. He recommends using law enforcement resources to catch more 
undetected offenders and concentrating intensive management efforts on those at highest risk to re-offend.

Finkelhor explains that school-based educational programs teach children such skills as how to identify dangerous 
situations, refuse an abuser’s approach, break off an interaction, and summon help. The programs also aim to promote 
disclosure, reduce self-blame, and mobilize bystanders. Considerable evalution research exists about these programs, 
suggesting that they achieve certain of their goals. Research shows, for example, that young people can and do acquire 
the concepts. The programs may promote disclosure and help children not to blame themselves. But studies are 
inconclusive about whether education programs reduce victimization. Finkelhor urges further research and 
development of this approach, in particular efforts to integrate it into comprehensive health and safety promotion 
curricula.

Finkelhor also points to evidence that supports counseling strategies both for offenders, particularly juveniles, to reduce 
re-offending, and for victims, to prevent negative mental health and life course outcomes associated with abuse. 

SUPREME COURT OF INDIA
RECORD OF PROCEEDINGS

WRIT PETITION (CIVIL) NO(s). 473 OF 2005

SAMPURNA BEHRUA VERSUS UNION OF INDIA & ORS.  

Date: 10/09/2013: This Petition was called on for hearing today.

CORAM : HON’BLE MR. JUSTICE A.K. PATNAIK, HON’BLE MR. JUSTICE JAGDISH SINGH KHEHAR

UPON hearing counsel the Court made the following ORDER. Heard learned counsel for the parties. We find that the number of 
Child  Welfare  Committees  and Juvenile Justice Boards  have  not  been   constituted  in  all  the Districts in the following States and 
Union Territories.

State/U.T.             Number of   Districts Child Welfare  Committees Juvenile Justice Boards
Andaman & Nicobar      3 1 1
Arunachal Pradesh      17 16 16
Bihar 38 32 38
Chattisgarh 17 26 17
Delhi  9 7 2
Jharkhand 24 24 21
Puducherry 4 3 4
Tripura 8 4 4
Uttar Pradesh          75 72 72

By the next date of hearing, the aforesaid States and  Union Territories will furnish up to date  information  along  with  an affidavit as 
to whether in  all  the  Districts  the  Child  Welfare Committees and Juvenile Justice Boards have been constituted. In the alternative, 
the Child Welfare Committees and Juvenile Justice Boards will be constituted in the Districts in which they have not been so far 
constituted.
List for further hearing on Tuesday, the 17th September 2013.

http://www.futureofchildren.org
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Prevention can be done at the following steps:

1. Individual Child Level  2. At family level  3. At school level  4. At hostel level 5. At social level  6. At offender level

Individual Child Level -We have to educate the child:

We must teach the child that their body belongs to them and no one   has the right to touch their body without 

permission.  There are different kinds of touching. We must teach them difference between a secret and a surprise.  

Surprises are birthdays, presents, trips etc. Secrets are things that adults don’t want anyone else to know. We must begin 

early, let only a few subjects be”off limits.”  Remember that part of talking is listening, meet their emotions with 

Empathy, Acceptance and Respect.

HOW TO START 

• Start simple and keep it simple. • Use correct word for body parts.  • Be casual and informal  • Choose a time when 

child feels safe and relaxed. We have to discuss with the child that • Your body belongs to you. • You have the right to say.  

• Say NO if someone wants to touch you in any way that feels you make afraid, uncomfortable or confusion • Pay 

attention to your feelings, trust your feelings about the way people touch you. • If anyone touches your private parts or 

asks you to touch their private parts, I want you to tell me. I promise that I will believe you. • If someone touches you in a 

way that does not seem right. It’s never your fault.

STEPS AT FAMILY LEVEL 

• More risk of Child Sexual Abuse in nuclear family than joint family, so parents should be more concerned in nuclear 

family. • Working parents must give their time to child specially when child reaches home after school.  • When children 

are going to picnic or movie or outside, guide them for their safety.  • Keep a close watch on domestic servants, specially 

the male one. • Never leave the child on behalf of male servant when parents are outside the home.  • Never send child 

alone in night time to market for buying something.  • Always discourage child to take lift especially with strangers.  • 

Respect and fulfill the requirement of child.

AT SCHOOL LEVEL 

• Always send child in a group to the school. • Always try to reach at last stoppage of auto/minibus. • Child should be 

well mannered regarding their dressing. • Instruct child to come directly home after school and not to stay unnecessarily 

on the way anywhere. • Always remain in group in school during journey from home to school and school to home. • 

Never send child in any vehicle if driver is drunken. 

AT HOSTEL LEVEL 

• Strict prohibition for visitor in hostels specially girls hostel. 

• Mentally challenged girls are at risk for child sexual abuse. They should be given extra care.

AT SOCIAL LEVEL 

• Prevent girl child outing in night time. • Sponsoring strong organisations for preventing sexual abuse. • Proper 

research and evaluation related to child sexual abuse. • Public education and internet safety.  • Community services 

should be prompt and effective in preventing child sexual abuse.  • Good parent child attachment. • Support families at 

risk. • Community should encourage the offender to recognize and rectify their behaviour. 

AT OFFENDER LEVEL 

Developmental prevention • Education on boundaries, relationship • Confidential helplines • Counselling for at risk 

individuals • Selective incapacitation • Treatment of the offender • Circles of support and accountability  • With all 

these precautions and efforts, we shall be able to prevent child sexual abuse in the community. 

Prevention of
Child Sexual Abuse India

Dr. Devendra Sareen
27-F, New Fatehpura, Udaipur (Raj.)

E_mail: drsareen@yahoo.com
Dr. Nishtha Sareen
Dr. Abhishek Ojha

Mansvin Sareen



Section 21(1) of the “The Protection of Children from Sexual Offences (POCSO) Act, 2012” requires mandatory 
reporting of cases of child sexual abuse to the law enforcement authorities, and applies to everyone including parents, doctors 
and school personnel. Failure to report a suspicion of child abuse is an offence under the Act. The legislation makes it clear that 
the reporting obligation exists whether the information was acquired through the discharge of professional duties or within a 
confidential relationship. Any private person who fails to report suspected child abuse, having acquired the information in the 
discharge of his or her professional responsibilities, commits a summary conviction offence. 
Similarly, school personnel, doctors and other professionals may, in the course of delivering services, receive information 
which causes them to suspect that a child has been sexually abused. It is possible that the information obtained includes the 
identity of the perpetrator. The alleged perpetrator may be a person who is unknown to the reporter of the offence, but the 
suspicion could also involve a colleague, co-worker, friend or other associate. The obligation to report is unrestricted by any 
pre-condition that the complaint be first reported within the respective departments, services or agencies, even if the 
perpetrator is alleged to be an employee of that institution, service or agency. Thus, a person who has knowledge that an 
offence has been committed under the child can directly report it to the police or magistrate.
Why report?
The purpose of reporting is to identify children suspected to be victims of sexual abuse and to prevent them from coming to 
further harm. Without detection, reporting and intervention, these children may remain victims for the rest of their lives, 
carrying the scars of the abuse throughout their lives and even, in some cases, repeating the pattern of abuse with their own 
children. However, the nature of sexual abuse, the shame that eh child victim feels and the possible involvement of a parent, 
family friend or other close person, makes it extremely difficult for children to come forward to report sexual abuse. This is 
why the law provides for mandatory reporting, placing the responsibility to report not on the child but on a surrounding adult 
who may be in a better position to help. 
Obligation to inform the child
The Act does not lay down that a mandatory reporter has the obligation to inform the child and/ or his parents or guardian 
about his duty to report. However, it is good practice to let them know that this will need to be done. For example, where a 
doctor is confronted with a situation where a child brought into his care is exhibiting symptoms of child sexual abuse, he should 
inform the child and/or his care giver that he has a legal duty to report the abuse. This will help establish an open relationship 
and minimize the child’s feelings of betrayal if a report needs to be made.  When possible, discuss the need to make a child 
abuse report with the family. However, be aware that there are certain situations where if the family is warned about the 
assessment process, the child may be at risk for further abuse, or the family may leave with the child.
What to Report
Explain, as well as you can, what happened or is happening to the child. Describe the nature of the abuse or neglect and the 
involved parties. Be as specific as possible. Be prepared to give the name, address, and telephone number of the child and also 
the name of the parent or caretaker if known. Even if you do not know all of this information, report what you do know. Tell all 
you know about the situation.
However, the reporter is not expected to investigate the matter, know the legal definitions of child abuse and neglect, or even 
know the name of the perpetrator. This should be left to the police and other investigative agencies. 
A report of sexual abuse should contain the following information, if it is known: 
ØThe names and home address of the child and the child’s parents or other persons believed to be responsible for the child’s care. 
ØThe child’s present whereabouts. 
ØThe child’s age. 
ØThe nature and extent of the child’s injuries, including any evidence of previous injuries. 
ØThe name, age, and condition of other children in the same household. 
ØAny other information that you believe may be helpful in establishing the cause of the abuse to the child. 
ØThe identity of the person or persons responsible for the abuse or neglect to the child, if known 
ØYour name and address.

Sanctions for Failure to Report Child Abuse 
The POCSO Act provides under Section 21(1) that any person, who fails to report the commission of an offence or who fails to 
record such offence shall be punished with imprisonment of either description which may extend to six months or with fine or 
with both.
Sanctions for Reporting False Information
The POCSO Act makes it an offence to report false information, when such report is made other than in good faith. It states 
that any person, who makes false complaint or provides false information against any person, in respect of an offence 
committed under sections 3, 5, 7 and section 9, solely with the intention to humiliate, extort or threaten or defame him, shall 
be punished with imprisonment for a term which may extend to six months or with fine or with both. Where such information 
is provided against a child, the punishment may extend to one year.
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It was three in the afternoon. The sitting of the Juvenile Justice Board was on. A fifteen year old girl was giving her 
deposition as a witness before the Board. She was sexually assaulted at the age of seven by a boy aged sixteen. The victim 
girl’s testimony was of prime importance to us. The examination–in-chief was being conducted by the public 
prosecutor. I could see that though he tried to moderate his questions, the child was uncomfortable. She kept on 
glancing at the boy from the corner of her eye while mumbling her reply.

The chief-examination was over in half an hour and the defence counsel took over. Having felt the discomfiture of the 
child I sought the permission of my principal magistrate to intervene. With his permission I held the girl in my arms and 
told the lawyer to go ahead. The cross examination of the child was worse. Every time the defence counsel asked a 
painful question I could feel the shiver running through her body and she would hide her face in my arms.

Ultimately, I had enough of this torture. I could see that my magistrate was equally unhappy with the situation. 
Fortunately for us, by then the Code of Criminal Procedure, 1973 (CrPC) was amended in 2008 and number of 
provisions were added, which provided important safeguard to victims of sexual assault. Though our principle 
magistrate was a male, the amended CrPC opines that the proceedings for sexual offences requires, as far as practicable 
to be held by a court presided over by a woman. 

Further, the amended sections stated that the recording of statement of the victim shall be conducted at her residence 
or in the place of her choice and as far as practicable by a woman police officer in the presence of her parents or 
guardians or near relatives or social worker of the locality.  It is also provided that the investigation in relation to sexual 
assault of a child may be completed within three months from the date on which the information was recorded by the 
OC of the police station. Relating to camera trial (trial to be held in private), a new proviso was added to state that camera 
trial shall be conducted as far as practicable by a woman judge or magistrate.

I was further encouraged by the newly enacted Act to protect children from offences of sexual assault, sexual 
harassment and pornography and establishment of Special Courts for trial of such offences – The Protection of Children 
from Sexual Offences Act, 2012 (POCSO). This Act has been drafted to specifically address the issue of sexual offences 
committed against children, which until now had been tried under laws that did not differentiate between adult and child 
victims. It defines a child as any person below the age of 18 years and is gender neutral (does not differentiate between a 
boy or girl child victim). Reporting of the child to the police shall be recorded as given by a child in simple language so that 
the child understands the contents being recorded. In case contents are being recorded in the language not understood 
by the child or wherever it is deemed necessary, a translator or an interpreter shall be provided to the child. The 
statement of the child shall be recorded in the presence of the parents of the child or any other person in whom the child 
has trust or confidence.

While recording the statement of the child the police officer shall not be in uniform and shall ensure, that at no point of 
time the child shall come in contact in any way with the accused. No child shall be detained in the police station in the 
night for any reason the identity of the child be protected from the public media unless otherwise directed by the Special 
Court in the interest of the child. 

If the statement of the child is being recorded under section 164 CrPC, the Magistrate recording such statement shall, 
record the statement as spoken by the child. Wherever possible, the Magistrate or the police officer as the case may be, 
shall ensure that the statement of the child is also recorded by audio-video electronic means. The Special Court shall 
ensure that the child is not exposed in any way to the accused at the time of recording of the evidence, while at the same 
time ensuring that the accused is in a position to hear the statement of the child and communicate with his advocate. 
While recording, the examination-in-chief, cross-examination or re-examination of the child, the SPP or the defense 
counsel shall communicate the questions to be put to the child to the Special Court which shall in turn put those 
questions to the child. If necessary, permit frequent breaks for the child during the trail and create a child-friendly 
atmosphere by allowing a family member, a guardian, a friend or a relative, in whom the child has trust or confidence, to 
be present in the Court. The magistrate has to ensure that the child is not called repeatedly to testify in the Court and 
shall not permit aggressive questioning or character assassination of the child while ensuring that the dignity of the child 
is maintained at all times during the trail.

Further, the Special Court may record the statement of a child through video conferencing or by utilizing single visibility 
mirrors or curtains or any other device. The evidence of the child shall be recorded within a period of thirty days and the 
trial shall be completed within a period of one year of the Special Court taking cognizance of the offence. They must 
ensure that the identity of the child is not disclosed at any time during the course of investigation or trail. In appropriate 
cases the Court may in addition to punishment, direct payment of such compensation as may be prescribed to the child 
for any physical or mental trauma caused to him/her or for immediate rehabilitation of such child.

Armed with the amended provisions of CrPC and the newly enacted POCSO Act 2012,  I turned towards my 
magistrate. While reminding him about the provisions of the aforesaid Act I requested the needful – firstly, the defence 
counsel should not be allowed to ask aggressive questions which was making the child feel uncomfortable and secondly 
the girl should be positioned in such a manner that she does not get to see the juvenile. 
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My magistrate acquiesced and we asked the defence lawyer to put down his questions for cross examining the child in 
writing.  The juvenile was made to sit in a place away from the victim girl where they could not see each other but he 
could hear her deposition. We called her mother into the Board room and seated her next to her daughter. The child 
relaxed visibly and I started gently putting the questions to her in a language that would not compromise her dignity. It 
was a heart wrenching and harrowing process where a victim girl has to relive the assault to obtain justice. The girl could 
mumble few sentences which did not help her cause. I realized at that juncture the necessity of all the stakeholders be 
trained by concerned professionals in the art of questioning a child victim of sexual assault.

The next deposition was of the doctor who had examined the child and given the medical report. His deposition and the 
medical report were very vital for this case but we were shocked with the doctor’s findings. His report stated “vulval 
injury??” It was not only vague but inconclusive. The doctor had to be expunged from appearing as a witness because of 
his unavailability and we had to carry on with other witnesses.

The doctor mostly plays a crucial role where the conviction of a sexual assaulter is concerned. Their point of 
involvement includes the medical evaluation of a child who is an alleged victim of abuse. He is requested to examine an 
accused/offender, document the case history with the medical findings and put it on record, report suspected child 
sexual abuse to the appropriate authorities and appear in the Court/Juvenile Justice Board to give evidence.

The initial steps taken by the doctor would comprise of - physical examination & curative treatment, offer primary level 
counseling, referral for expert opinion if necessary, referral for psychological counseling if required,  reporting to the 
concerned authorities and documentation. Section 164A CrPC opines that the doctor’s report should include the name 
and address of the child and of the person by whom she was brought; age of the child; description of material taken from 
the person of the child for DNA profiling; marks of injury, if any, on the person of the child; general mental condition of 
the child and other material particulars in reasonable detail.

In addition the report shall state precisely the reasons for each conclusion arrived at. It shall specifically record that the 
consent of the child or the person competent to give consent on her behalf to such examination had been obtained. In 
case the consent is not obtained the report cannot be construed as rendered lawful.  Further, the exact time of 
commencement and completion of examination should be noted in the report and the doctor shall without delay 
forward the report to the investigation officer (IO) who shall forward to the Magistrate.

Detailed notes taken should be specific and conclusive and brief history of the case be recorded from the child and the 
guardians. The assistance of a translator or an interpreter may be taken while recording the statement. In case of a child 
having a mental or physical disability the assistance of a special educator or an expert in that field may be sought while 
recording the statement. Where documentation is concerned notes and reports should be documented preferably with 
diagrammatic representation. Photographs should substantiate the medical findings and interviews with the child/and or 
guardians may be video-taped. Copy of the medical record submitted should always be kept for future reference and 
the number of specimens collected for forensic analysis should not be limited. Specimens for forensic test should be 
properly preserved, sealed and sent with the documents. Finally, the doctor should never write that “opinion kept in 
reserve till the FSL report has been received by the court”. The opinion of the doctor on the medical findings must be 
mentioned in the report. Correct, specific & conclusive final opinion is essential because this might not only help in 
punishing the accused but also in freeing an innocent accused.

While giving expert testimony refreshing the case before giving evidence (U/S -159 Indian Evidence Act) along with 
rehearsing the sequence of events leading to the sexual offence with the public prosecutor is important. The significance 
of hearsay evidence in deposition also cannot be overlooked. The doctor may even give non-expert testimony about the 
patient’s behavior or statements in the course of the deposition. The doctor should always make prior preparation for 
rendering expert testimony in the Court/Board. All this is possible provided we have trained doctors having knowledge 
of normal & abnormal pediatric genital anatomy, knowing how to reduce stress for child during examination and 
interviewing and having specialized training of how to preserve physical & testimonial evidence.

Unfortunately, the aforesaid doctor was probably not trained to handle a case of child sexual abuse. Months passed by 
and after few more hearings we were to deliver the judgment. Neither the deposition of the witnesses nor the doctor’s 
report helped us to prove that the juvenile had committed the sexual offence beyond reasonable doubt. The 
complainant, the father of the child could not come and depose as he had become a ‘sadhu’ and could not be traced. 
Added to this the police had taken the statement of the girl in difficult terms and not in a simple language that a child 
would understand. At the time of her deposition she could not explain the statement when it was shown to her. We 
realized that the recording of the police was meant for a matured adult and not a child.  From the existing evidence that 
was available to us along with the testimony of the prosecution witnesses the boy was not convicted with sexual assault 
but molestation and sent to Special Home for a month. Along with the juvenile we drew up an “individual care plan” 
which he would follow after his release and tried tying up with NGOs for his rehabilitation. The Board cajoled the girl 
into continuing her studies and assured her of all possible help in this context.

The unfortunate victim girl became a victim of an inefficient system, where the enactment of various Acts specifically 
meant to protect and punish the offenders could not deliver justice. The casual and insensitive approach of the 
stakeholders perhaps was responsible for this. Days have flown by since the judgment was delivered and even today I 
feel the shiver of the victim girl and her helplessness. As she walked away from the Board her eyes had locked with mine 
for a split second. They seemed to say, “If you adults don’t protect us who will?  We are children after all.”
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Abstract:

Aim: To evaluate the outcome of definitive repair of major perineal trauma due to sexual assault in girls. Study Design: 
Retrospective study of surgical care rendered to the sexual assault child victims and the final outcomes at a tertiary care center. 
Material and methods: Nine girls of age less than 12 years (Mean age 4.7 years; range 1 ½ to 8 years) underwent emergency and 
definitive treatment for major perineal trauma over a period of 8 years (2004-2011) in Department of Pediatric Surgery, Maulana 
Azad Medical College & associated Lok Nayak Hospital. Results: Most of the patients underwent multiple surgeries but eventually 
had acceptable cosmetic and functional results, but the emotional trauma and the psychological issues were evident for years after 
the incident. 

Introduction:

Child victims of sexual assault have a higher incidence of serious ano-genital injuries than their adult counterparts [1]. More and 
more such cases are being reported in younger children, with attempts at penetrative vaginal rape even in infants [1]. These severe 
and inhuman assaults can lead to serious and often life threatening injuries in children. A systematic approach must be undertaken 
to provide satisfactory care to these unfortunate children. 

The exact magnitude of this problem is difficult to predict as many cases go unreported due to fear and/ or embarrassment. The 
estimated incidence of sexual assault in girls less than 12 years of age is about 20% [2]. Factors responsible for child abuse are 
considered to be low socio-economic status, inadequate housing facilities, antisocial activities, broken homes, parental 
disharmony and lack of parental control.

We describe our experience and evaluate the outcome of definitive repair of major perineal trauma due to sexual assault in girls. 

Methods:

A retrospective study of surgical care rendered to the sexual assault child victims and the final outcomes at a tertiary level public 
hospital in the capital city of India was carried out. The hospital records were reviewed and the data was analyzed with respect to 
age at presentation, severity of perineal injury, surgical repair done, number of surgical procedures required to attain normalcy, 
psychological aspects and complications if any.

Results:

Nine girls of age less than 12 years (Mean age 4.8 years; range 1.5 to 8 years) underwent emergency and definitive treatment for 
major perineal trauma due to sexual assault over a period of 8 years (2004-2011) in Department of Pediatric Surgery, Maulana Azad 
Medical College & associated Lok Nayak Hospital. There were 2 girls aged less than 2 years. All were examined initially at a 
different smaller Government Hospital and subsequently referred to our tertiary care center. Despite profuse bleeding from the 
introitus in all, there was a mean delay of 9.3 hours to seek medical help. Two children were found by the family in an unconscious 
state; with additional injuries to their upper lip and face. Head injury was ruled out by a normal CT scan. 

The severity of perineal injury was 1st degree (n=0), IInd degree (n=2), IIIrd degree (n=2) and IVth degree (n=4), not known 
(n=1). None had urethral injury. Two patients had violation of peritoneum with bowel loops herniating through the torn vaginal 
vault. One child had traumatic rectovaginal fistula and another had necrosis with gangrene of the mutilated anal canal.

The average number of surgeries required to return to normalcy was 2.1 (range 1 – 4) and the mean duration of surgical treatment 
was 9.4 months (range 1 week to 4.3 years). All the patients subsequently had acceptable cosmetic and functional results, but the 
emotional trauma and the psychological issues were evident for years after the incident.

Discussion:

The goals of management of child victims of sexual abuse patients include emergency treatment of sustained injuries, prevention of 
transmissible diseases and pregnancy (in post-menarchal girls), collection of forensic evidence, management of social 
circumstances as well as rehabilitation (physical, social and psychological). Timely referral of the seriously injured child after sexual 
assault to the closest tertiary care center, where holistic care can be provided, is of paramount importance. As seen in this short 
series, none of the children came directly to our tertiary care center. Since the medico-legal formalities were done elsewhere, 
often an additional general anesthesia was given in smaller children, simply to record the examination findings accurately. This 
could easily have been avoided, also saving precious time, if the concerned police officials were aware of an appropriate referral 
system. Moreover, in the ideal circumstances, definitive genital examination should be deferred until the patient is stable. Within 
the tertiary care center, a team approach, involving the expertise of paediatricians, paediatric surgeons, gynaecologists, and 
forensic experts should be followed. 

Grading of perineal injuries was done as per obstetric protocol as follows [3]:

Ist Degree - Injuries limited to the fourchette and superficial perineal skin or vaginal mucosa IInd Degree - laceratiosn extending 
beyond fourchette, perineal skin and vaginal mucosa to perineal muscles and fascia, but not the anal sphincter. IIlrd Degree - 
fourchette, perineal skin, vaginal mucosa, muscles, and anal sphincter are torn  IVth Degree - IIlrd degree with extension into 
rectum. Other injuries - Colporraxis, vault tear.

In our setup, Ist and IInd degree perineal injuries are generally repaired by gynaecologists while IIIrd and IVth degree tears come to 
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us as they usually need a covering colostomy and staged repair. Forensic experts should be available in the emergency room to 
collect evidence, as we pediatric surgeons are not adequately trained in these aspects. In addition, the pattern of injuries also has a 
forensic significance; and often injuries are linked to the outcome of legal proceedings. 

Management of physical injuries should ensure that they heal without adverse consequences. When the child presents late, 
primary repair of the perineum is difficult if not impossible. In the long term, issues requiring specialized attention are 
psychological, body image issues and fear of the male gender. 

Often the perpetrator of the assault is a either a family member or known to the family. Hence the safety of the child should be 
ensured by early involvement of social workers. The child should be discharged only when a safe receiving environment can be 
assured. The physical, social and psychological rehabilitation of these unfortunate children usually continues for the rest of their 
lives. It is vital to provide institutional support and to facilitate rehabilitation of these victims.
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Table I: Case details

S. Age at Severity of Details of injuries Surgical repair done Post-
No. presentation perineal injury operative

(in yrs)  complications

1. 4 IVth degree Perineal injury, devitalised I: Exploratory laparotomy, excision Reconstructed
rectum, major vaginal tear, of devitalised rectum, mobilization anal call 
unconscious when brought of rectum, sigmoid colostomy, repair necrosed and
to the hospital, laceration perineal & vaginal injury. receded, 
upper lip, CT head Normal II: Redo Posterior sagittal requiring 

anorectoplasty redo surgery
III: Closure colostomy  

2. 4 IVth degree perineal injury, major I: Sigmoid colostomy Fecal fistula
anogenital tear II: Perineal reconstruction

III: Closure colostomy

3. 2 IInd degree Perineal and vaginal tear, Primary repair
laceration upper lip and
forehead, brought unconscious

4. 1.5 IVth degree Perineal, vaginal & anorectal I: Laparotomy,  lavage, primary
injuries, torn vaginal vault with repair of vaginal vault, perineal bony
violation of peritoneum and anal canal, sigmoid colostomy

II: Redo reconstruction of vagina
and anal canal
III: Closure colostomy

5. 8 Not known I: Primary repair and colostomy
II: Closure colostomy

6. 5 IVth degree Traumatic rectovaginal fistula I: Sigmoid colostomy rectovaginal
II: Examination under anesthesia, fistula
gentiscopy
III: Repair of rectovaginal fistula
through perineal route
IV: Closure colostomy  

7. 6 IInd degree Perineal injury- tear of Repair and reconstruction of vaginal
posterior vaginal wall and tear and perineal body
perineal body

8. 8 IIIrd degree Tear in vestibule, posterior Primary repair (vaginal repair, vaginal nil
four chette, hymen, vaginal fornix repair, hymen reconstruction,
vault as well as superficial and reconstruction of posterior
fibres of anal sphincter fourchette)

9. 5 IIIrd degree Repair vaginal laceration, anoplasty



Children have the right to optimal care, protection and respect that the Society and State can give them.  Safety, dignity 
and happiness of childhood are every child’s birthright. It is the duty of adults to secure and uphold these.

The survival and well-being of children must not be regarded as a by-product of various activities that the State and 
Society perform in the many spheres and settings of life, but must constitute a central aim.  Therefore In every 
profession, occupation and service, we must be cognizant of the impact of our attention or inattention, our action of 
inaction on children, directly or indirectly.

Every child is an individual in his or her own right, not just someone’s daughter or son. Parents have the primary 
responsibility of the care and nurture of their children, and of acting in their children’s best interests. The family and 
household should be the first and central environment assuring and providing loving care to the child.  However, the 
parenting duty may be insufficient or inappropriate, and it cannot become an authority to disregard the children’s human 
rights and entitlements as a person. 

In Institutions and other settings where children may be placed, or find themselves, for their safety and care, there is a 
risk and maltreatment and abuse that often goes unnoticed by the authorities. Very often these children have nowhere 
to turn for attention or help. Many are too young to know that they should seek help. 

The State and Society must therefore be the foremost guardians of children. It is their sacred duty. It can only be fulfilled 
if all services and settings, and all of us in all our professions and occupations take due responsibility for every child, and put 
children first in all that we do in our daily work. We need to be mindful, observant, caring and protective. We must 
anticipate, perceive, prevent and take adequate remedial measures to ease suffering and pain of children. We must help 
the child at risk and the child in trouble and to seek help for the child in need.

Among the many dangers children may face, the crime of sexual offence and exploitation is particularly reprehensible. 
Sexual abuse of various forms threatens the child-girl or boy in home and outside. While our laws set a minimum age for 
sexual consent, there is no minimum age operating for child abuse. Children are molested in many settings. The 
youngest of them cannot even understand what is happening to them. The offenders are not all strangers and very 
frequently include family members and their friends and even parents. Sexual abuse is the most shameful violation of 
child rights and needs our strong response. We cannot just stay shocked. We cannot say it is not our business. It must be 
our business and our responsibility.

Our first task as responsible adults, in every sphere of occupation and every walk of life, is to take necessary actions to 
identify evidences of abuse and exploitation, detect early warning signals, trust own intuition and act upon what we 
perceive.  We resolve to defend children’s safety and dignity.   
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IAP Resolution
New Delhi, 23rd August 2013

CHENNAI, August 11, 2013
Updated: August 20, 2013 07:24 IST Burning baby case: docs hint at child abuse

R. SUJATHA 
The mystery behind the case of the three-month-old boy who went up in flames deepened on Saturday with doctors ruling out any 
abnormality and hinting at child abuse.

Initial test results of blood and urine samples of the baby were normal, said doctors at Government Kilpauk Medical College Hospital 
(KMCH).Rahul, born on May 22 to Rajeswari and Karna, was brought to the hospital on Thursday with severe burn injuries. The child was 
referred to KMCH by the Villupuram collector. According to Rajeswari, the baby went up in flames nine days after his birth. This was followed 
by three more similar episodes. Each time, she doused the flames with water, Rajeswari said. The child last went up in flames a fortnight ago.

J. Jagan Mohan, head of plastic surgery, who examined the baby, said there was very remote possibility of self-ignition. “Such a case has not 
been reported so far,” he said. “The injuries have healed and the scars are from an older accident that may have occurred less than three 
weeks ago. We need to explore the possibility of child abuse,” he said.

Since the baby does not have any injuries on his back, it is possible the child was hurt when he came in contact with a hot object, he said. A 
probe into the kind of clothes the child was wearing during the time of the accident may provide clues on what led to the fire, said plastic 
surgeons.

Ordinarily, a child of his age should weigh six kg but Rahul was just 4.5 kg, said doctors. R. Narayana Babu, head of paediatrics intensive care 
unit where Rahul is being treated, said the baby was being provided supplementary feed for nourishment besides being breastfed. “We have 
sent sweat swabs, blood and urine samples to a private laboratory to test for aberrations in metabolic functions. The results are expected on 
Monday,” he said.

History of self-ignition

Incidentally, the baby’s mother hails from Nedumozhiyanur which was in the news in 2004 after residents there complained their houses 
spontaneously burst into flames. Investigations revealed phosphorus stuffed in wet cow dung had been placed in the huts. When the dung 
dried up, phosphorus, which has a low ignition point, lit up, setting the huts on fire. Enmity between two groups had led to one party resorting 
to such acts to harm their rivals. At the time, there were also reports of animals going up in flames and it was found phosphorus had been 
rubbed on the animals too, causing them to go up in flames.

Keywords: spontaneous human combustion, rare medical condition in infant
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Child Sexual Abuse: Medical Evaluation & Management 
The Indian Child Abuse Neglect Child Labour (ICANCL) group organized a symposium 

during PEDICON 2013, Kolkata, West Bengal on child sexual abuse: medical evaluation & management, chaired 
by Dr Rajeev Seth, Chairperson ICANCL group. The main aim of this consultation is to deliberate on prevention of CSA, 
medical management and need to examine the adequacy of the judicial measures and implementation of the Protection 
of Children from Sexual Offences (POCSO) Act, 2012.

Dr Shaibya Saldanha, Founder, Enfold Proactive Health Trust, Bangalore, India, delivered the  opening plenary guest 
Presentation  “Overview & Medical Evaluation of Child Sexual Abuse,” followed by Dr Bipasha Roy, Eminent 
Advocate, Juvenile Justice Board, Kolkata, who spoke on  “Understanding Legal Issues In Child Sexual Abuse”. 
Both the talks have been published as lead articles in the current CANCL News.  Dr Rajeev Seth also moderated the 
subsequent panel discussion.  The following topics were covered (a) Psycho-social challenges in Child sexual 
Abuse, (Indrani Sinha, Director, Sanlaap, West Bengal) (b) Management of Child Sexual abuse in Indian setting by 
Dr Prof Sandhya Khadse, Prof & Head, Dept of Pediatrics, BJMC Pune, (c) Establishing Collaborative Child 
Protection Units in Hospitals Dr Sumita Basu, Senior Consultant Pediatrician, Kolkata and lastly (d) Prevention of 
child sexual abuse in the community, 

Dr Prof Devender Sareen, Medical College, Udaipur. The salient recommendations of the symposium were that “it is 
essential to provide sensitive, yet comprehensive care for victims of child sexual abuse (CSA), with a multi-disciplinary 
team approach, while maintaining the dignity and best interest of the child at all times”. Children need protection of their 
basic rights, besides effective support, rehabilitation and justice.

“Multidisciplinary Child Response Units (CRU) in Hospital Setting”.

Establishment of multidisciplinary hospital based Child Response units (CCRU) in Government and Private Hospitals of 
Delhi

A meeting was organized at National Commission for Protection of Child Rights (NCPCR) on Feb 6, 2013. The 
main objective of the meeting was to formulate a plan of action to set up hospital based multi-disciplinary Collaborative 
Child Response Units (CCRU) in Delhi with the help of Government of Delhi. The following members attended the 
meeting: Nina Nayak (Member NCPCR), Arun Mathur (Chair DCPCR), Mamta Sahai (Member DCPCR), Shekhar 
Shashank (Member DCPCR), Dr Rajeev Seth     (President IAP Delhi & ICANCL group), Dr Peeyush Jain ( Secretary IAP 
Delhi) & Dr Uma Agrawal (Secretary ICANCL) . 

The Enfold trust, Bangalore had recently successfully established 3 CCRU (2 private & 1 government hospital, the 
Kempegowda Institute of Medical Sciences) with help of Karnataka State Commission for Protection of Child Rights 
(KSCPCR) and the Integrated Child Protection Scheme (ICPS). Based on the Bangalore, Karnataka model, a hospital 
based CCRU can be developed in Delhi based hospitals, under the provisions of “Protection of children from sexual 
offences acts 2012” and Juvenile Justice Act (2000). 

Dr Rajeev Seth, Dr Uma and Dr Peeyush Jain shared the recommendation of a symposium “at National Conference of 
Indian Academy of Pediatrics (IAP- PEDICON), January 2013, Kolkata.

Submitted proposal to the Special Secretary, Government of Delhi and Shri Vivek Joshi, IAS, Jt Secretary, 
Ministry of Women & Child Development, Government of Delhi. 

As a follow up, Dr Rajeev Seth and core ICANCL & IAP Delhi members prepared a power point presentation/Action 
plan for setting CCRU for DCPCR chair & members. After internal discussion and its approval, the 
presentation/document was submitted to Special Secretary, Government of Delhi and Shri Vivek Joshi, IAS, Jt Secretary, 
Ministry of Women& Child Development, Government of Delhi for necessary action.  

Medical council of India (MCI). As an important stakeholder, the ICANCL group  wrote to Medical Council of India 
(MCI) to advocate necessary changes in curriculum, teaching, training and practice of medical professionals in our 
country. The main aim was to impart Child Rights and Protection training to  medical professionals in India. 

CHILD SEXUAL ABUSE, FROM PREVENTION TO OBTAINING JUSTICE India International Center (IIC), 
New Delhi  Friday August 23, 2013 9-5 pm

The Indian Child Abuse Neglect & Child Labour (ICANCL) group, in partnership with India Alliance for Child Rights 
(IACR) & Indian Academy of Pediatrics Delhi, organized a consultation on “Child Sexual Abuse, from Prevention to 
obtaining Justice” at India International Center (IIC), New Delhi, Friday August 23, 2013 9-5 pm. The main aim of the 
consultation was to deliberate on prevention of CSA, examine the adequacy of the judicial measures and 
implementation of POCSO Act. 

The Government of India has recently, enacted the “The Protection of Children from Sexual Offences (POCSO) Act, 

The Indian Child Abuse Neglect Child Labour (ICANCL)
Group  Annual Report (2013).
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2012”, under which multidisciplinary child professionals are specially mandated to report cases of child sexual abuse 
(CSA) to Special Juvenile police Units (SJPU) or the local police station. However, given the large child population, 
particularly among the underprivileged rural and urban communities, socioeconomic constraints and lack of well 
developed child protection systems in our country, it is of utmost importance to take all possible measures towards 
primary prevention of CSA. 

More than 60 multidisciplinary participants from ICANCL group, IAPDelhi, Government, policy makers, NGO, Mental 
Health professionals, teachers, Academic University professors, Police, Law, Judiciary and International agencies such as 
UNICEF participated in the deliberation.. The consolidated recommendations, in including, an outcome 
document/Child Sexual Abuse resolution was prepared submitted to the concerned ministries, Government of India 
(resolution published in this edition of CANCLNews.

RELEASE OF BOOK ‘CHILD ABSUE & NEGLECT: CHALLENGES & OPPORTUNITIES, authors edited by 
Prof RN Srivastava, Dr Rajeev Seth & Joan van Niekerk, Jay Pee Publications www.jaypeebrothers.com

Mr. Lov Verma, IAS Secretary & DG, NACO, Ministry of Health & Family Welfare, Government of India released the 
book Child Abuse & Neglect: Challenges and Opportunities, edited by Prof RN Srivastava, Dr Rajeev Seth & Joan van 
Niekerk India at International Center, New Delhi August 23, 2013, published by   Jay Pee Publications 
www.jaypeebrothers.comBesides, ICANCL group & ISPCAN, several experts have contributed host of topics that 
would be of interest to those working in the field of child protection and child welfare.

The book shall be a valuable resource for multidisciplinary professionals working in the in the region. The ICANCL 
group requests your cooperation in purchase of this book (cost less than INR 500)( www.jaypeebrothers.com) and in 
taking the child protection movement ahead.  

COMMUNITY OUTREACH PROGRAMS

Orphan & Vulnerable children program: Dr Rajeev Seth continues to provide weekly medical camps and 
immunization services to orphan and vulnerable street children at three drop in centers managed by PCI, an NGO at 
New Delhi for past 13years.

Short Stay Home, village Bhango, Haryana: Our Delhi based ICANCL group members continue to provide and 
rehabilitation services to street children here. A recent success storey of Rinku has been highlighted separately in this 
newsletter. Rinku is the first child to graduate from class 12 from this shelter. His further college education in Computer 
application is supported by Mr RC Mody, ICANCL patron.

“Children Day Celebration DMA Hall, November 14, 2013”

It gives us great pleasure to inform you that ICANCL group along with  IAP Delhi organized a very successful Children’s 
day celebrations on  Thursday, November 14, 2013, at Delhi Medical Association Hall, Daryaganj, New Delhi from 12 to 
4pm, along with Indian Child Abuse Neglect & Child Labor (ICANCL) group, Delhi Medical Association(DMA) and our 
NGO partners BUDS/ PCI, India.  The following IAP Delhi members took part in the Children’s day function: Dr Rajeev 
Seth, Dr Peeyush Jain, Dr DN Virmani, Dr Uma Agrawal, Dr JP Kapoor, Dr RN Srivastava. Several members called to 
express support to the event, including Dr DK Dewan, Dr Chandrakant and others. Dr KK Kohli, Hony Secretary, DMA 
and many of our members addressed, motivated and blessed the children

Children’s Day was an opportunity, to show our pediatric fraternity hearts, to support child welfare and children’s rights 
to participation, as stated in the UN Child Rights Convention (1989) and endorsed by Government of India (1992).

The event raised the self esteem of more than 300 under-served children, who participated in the event. The orphan 
and vulnerable children got an opportunity to express themselves through a painting competition and a grand cultural 
program, full of fun, songs, dances and a play (photographs enclosed). All children were given warm winter cloths and 
awards. The children were served hot cooked lunch on arrival and refreshments at the end of the event.

The ICANCL office bearer’s have no words to thank our members for their support to the children day celebration:  a 
day of joy, freedom and to engage in fun!

CANCL REPORT FROM EAST ZONE
Dr Sumita Basu,Convener,East Zone ICANCLgroup Emailsumitabs@yahoo.com

Year long activities were carried out as usual. While conducting regular health check up of Suchona kids a 14 year old boy 
named Debashish was found to be almost blind due to posterior capsular cataract. His operation was done free of cost 
and now he can see normally. Another girl was detected to have severe anemia for which detailed investigation was 
done which revealed that she had iron deficiency. She is now recovering with oral iron therapy.  Similarly several other 
children were followed up and treated free of cost.
What needs to be emphasized is that once we detect a child to have a problem during check up in a health camp very 
often they are not followed for adequate care which nullifies the objective of a camp. So at Suchona we have established 
a system where each child is followed up regularly and their disease treated as required. About 80 children from a 
neighbouring Santhal village were brought to Kolkata during Durga Pujas and treated to a sumptuous lunch following 
which they went around the city visiting various pandals. 
Padmashri Dr. Pukhraj Bafna   MD, DCH, FIAP, FICP, PhD
Central zone Convener I CANCL Group.



1) Services to Naxalite affected children :
We have adopted 150 children of different age groups whose parents died in Salwajudoom (Anti-naxalite 
movements of Chhattisgarh) since last 9 years providing them shelter, food, education and medical facilities. We 
have an organization “Vatsalya” to help them. It is worth mentioning that their lives have changed completely. Many 
of them are getting higher education in good educational institutes through us and they have been assured by 
different organizations to get jobs. Regular medical checkup and necessary vaccinations are being given to them by 
our group.

2) “Adolescent Quest” a programme for adolescents has been organized in 20 different educational institutes 
where workshops, seminars and interactions with adolescent girls and boys regarding their all physical, mental, 
sexual and educational problems, were organized. It was too much fruitful and grand success. Along with this 
documentary film on “child sexual abuse” by Sanjay has been shown in schools of Dongargarh, Khairagarh & 
Rajnandgaon in Chhattisgarh. It has tremendous impact on children. They liked the film. We are trying to push the 
movement through Govt. of Chhattisgarh for every school in the state. The agenda has been given to the chief 
minister of C.G Dr. Raman Singh.

3) Mission Kishore Uday – the IAP Presidential programme of Golden Jubilee Year has been very successfully 
organized at Yugantar school Rajnandgaon and D.P.S School Bilaspur where more than 500 students (both girls & 
boys), 150 Teachers, 50 Principals of different schools and about 300 Parents participated. The topics of Family Life 
Education, Life Skills and Immunization along with Parenting Techniques were discussed at length with Question 
Answer Session. A good number of pediatricians also participated. Dr. P. Bafna was the Co-ordinator for both the 
places. He also was invited as Guest Speaker at Gwalior & Nagpur.

4) Lecture on “Aaj Ke Hamare Yuva” was presented by Padmashri Dr. Pukhraj Bafna at Gwalior & Bilaspur in 
presence of hall full audience.

5) Lectures on “Sex Education in Schools – Itna Bawaal Kyon ? “ by Dr. Bafna at Chikitsa Sansar, Ujjain 
Programme has been organized  on 21st Dec 2013 where he will be awarded National DHANWANTRI AWARD .

6) “Save the Girl Child” movement has been a brain child of Dr. Bafna at Rajnandgaon district. This movement has 
been successfully adopted by different Mahila mandals, Mitanins, girls colleges, girls schools & rural tribal population 
of Chhattisgarh. Such 25 seminars have been arranged with lectures through power projection.

WEST ZONE ICANCL ACTIVITIES.
Dr Prof Sandhya Khadse, Convener West Zone, Professor & Head, Department of Pediatrics

 B.J.Medical College, Pune.  Email: sandhyakhadse@yahoo.com
Maximum number of new ICANCLgroup member’s enrolled for the year 2013, were from west zone! A special 
thanks to Dr Prof Sandhya Khadse for her commitment for CANCL issues. All the new 17 members are young enthusiastic 
doctors and practioners with a vision to help ICANCL group for a social cause. 
Child Sexual Abuse Workshop a workshop was conducted for school bus drivers and conductors of three prominent 
schools of thane on child sexual abuse. The principals of the school helped us to conduct in 66 bus drivers and conductors. 
They were sensitized on consequences, recent laws, punishment and overall trauma and after impact on child’s health and 
education after an abuse. 
Seminar on management approach to child rape victims, a seminar was organized by departments at BJMC Pune, on the 
management approach for a child rape victim for post graduates from various disciplines.
TREAT Asia network group Dr Sandhya khadse was invited to attend the TREAT Asia network group meeting at Phuket 
Thailand, October 10-11, 2013

NORTH ZONE ICANCL ACTIVITIES
Convener Dr (Prof) Devinder Sareen ( drsareen@yahoo.com)

Health awareness Camp & free drug distribution to the needy children of Kachi Basti of Slum area of Udaipur(January 2013) 
A drawing competition was organized for the under privileged children & prizes distributed  to the winners( Feb 2013)
Destitute Children Program  :  Holi festival with destitute children of Mewar (March2013 )
Street Children program With practical demonstration taught the street children regarding benefits of safe drinking water 
& personal hygiene(April2013)
Healthy baby competition” for “Children in need Organised “Healthy baby competition” for “Children in need” and 
honoured the winners(May 2013)
“Healthy environment is the key to good health:” Dr Sareen conveyed this message efficiently to the rural slum children 
by simple demonstration(June2013)
“Blood donation camp organized to raise awareness of under privileged children regarding (July 2013)
Highlight importance of “Nutritive food Along with Rotary Club, Udaipur organized meetings in different areas to 
highlight importance of “Nutritive food”.(August 2013)
Program for Visually handicapped children” of Blind School, Udaipur were benefitted by their complete check-up & free 
drug distribution(September 2013)
Health  check-up camp Successfully organized a health   check-up camp for the children of “Tulsi Niketan” along with the 
Rotary Club, Udaipur (October 2013)
“Health awareness Camp” Organised “Health awareness Camp” for destitute children of “Mother Teresa Ashram” of 
Udaipur ( November 2013)
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Recently, the National Crime Records Bureau (NCRB) released its annual Crime in India 
report for 2012. It reported 24,923 police-registered rape cases across India, a slight increase 
of three per cent compared to last year. In Delhi city, the increase was much sharper: there 
were 585 reported rapes, an increase of 29.1 per cent from last year. No doubt in the coming 
days, headlines will exclaim a rise in rape across India, especially in Delhi. Perhaps they will 
report that Delhi remains the rape capital of India. While this may or may not be true, these 
types of headlines do not tell the full story.

Yes, rapes reported to police have increased. But it is wrong to assume that more reported 
rapes mean actual rapes have increased too. In India, as is the case across the world, sexual 
assaults reported to police reflect “the tip of the iceberg” of the reality of sexual assault 
beneath society’s cold, murky waters.

Children as victims

Frankly speaking, in a country with 1.2 billion people, the NCRB’s statistic on reported rape 
cases is a very low number. In contrast, a 2007 Ministry of Women and Child Development 
study surveyed 12,447 children across 13 States in India. The study revealed that 20.9 per 
cent of the children surveyed had suffered severe forms of sexual abuse, which includes sexual assault, making 
a child fondle private parts, making a child exhibit private body parts and being photographed in the nude. Given that children 
comprise more than one-third of India’s population, you begin to understand the tremendous gap between reported and 
actual incidents of sexual assault across all sectors of society. This gap points to a culture of silence that resists reporting, or 
even acknowledging, that sexual assault has occurred.

Keeping this in mind, there is a more hopeful way to look at the higher reported rapes in 2012: more victims and their families 
overcame the pressure to keep quiet about sexual abuse. They preferred justice to silence.

The media plays a powerful role in changing this culture of silence towards sexual abuse. For example, the media’s focused 
coverage on the rape and eventual murder of the 23 year-old physiotherapy student on December 16, 2012 keyed massive 
public outcries, which pressured the government to strengthen sexual assault laws. As a result, the government enacted the 
Criminal Law (Amendment) Act, 2013, which broadens the definition of rape, increases protection for rape victims and makes 
punishments harsher. In the same way, if the media responsibly highlights the wrongs of sexual assault and the importance of 
acknowledging that it occurred, more victims will be encouraged to demand justice. But this leads to another problem.

Overburdened

One fact safely drawn from the NCRB’s statistic on reported rapes is that more rape cases are entering India’s criminal justice 
system. It is a system overburdened and ill-equipped to effectively investigate and adjudicate its cases, which results in weak 
police investigation, long delays for courts to complete trials, low conviction rates and insensitive treatment of victims. In fact, 
according to the NCRB, in 2012 there was only a 23.3 per cent conviction rate for rape cases in India.

Making matters worse, a large number of “elopement cases” clogs the criminal justice system: cases where a young girl and 
boy fall in love and run away together. The girl’s unhappy parents’ file kidnapping charges, police track down the wayward 
couple, and the parents compel their daughter to claim she was raped. Generally speaking, elopement cases become apparent 
soon after they are reported to police.

An organisation called Counsel to Secure Justice conducted an informal study on rape cases in Delhi that analysed over 350 
rape trial judgments from 2011. Interestingly, nearly one-third of the cases it analysed were elopement cases. The average case 
took approximately 32 months to wind its way through the criminal justice system and reach judgment. Not surprisingly, these 
cases had a less than an eight per cent conviction rate. The victim girl, who is the key witness in the case, would often recant her 
story when she testified, destroying the case.

Ultimately, extensive media coverage and strong laws do not mean much if victims who report sexual assault have no faith in 
the system that delivers justice. The media should look more deeply into the NCRB statistics and report on stories that 
prevent justice; the stories to which the statistics point. That way, the media can pressure the government to ensure that the 
criminal justice system works for victims who have the courage to report sexual assault crimes. They can play an invaluable role 
in breaking down the culture of silence that shrouds sexual abuse.

(Jonathan Derby is a U.S. licensed attorney who has extensive experience in human rights at grass-roots level in India.)

While it is wrong to assume that more reported rapes mean an increase in assault, the media must examine national 
crime data in greater detail and expose events that prevent justice

On rape, from silence to justice
JONATHAN DERBY

The Hindu. June 15, 2013

Carrying On The Battle:
Protesters at Jantar Mantar in January 2013.

Photo: Sushil Kumar Verma
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It seems that a lot of attackers use some tactic to get away with violence. Not many people know how to take care of 
themselves when faced with such a situation. Everyone should read this especially each and every girl in this world.

THOUGHT THIS WAS GOOD INFO TO PASS ALONG...

Through a rapist’s eyes! A group of rapists and date rapists in prison were interviewed on what they look for in a 
potential victim and here are some interesting facts: 

1] The first thing men look for in a potential victim is hairstyle. They are most likely to go after a woman with a 
ponytail, bun, braid or other hairstyle that can easily be grabbed. They are also likely to go after a woman with 
long hair. Women with short hair are not common targets.

2] The second thing men look for is clothing. They will look for women whose clothing is easy to remove quickly. 
Many of them carry scissors around to cut clothing.

3] They also look for women using their cell phone, searching through their purse or doing other activities while 
walking because they are off guard and can be easily overpowered.

4] The number one place women are abducted from / attacked at is grocery store parking lots.

5] Number two is office parking lots/garages.

6] Number three is public restrooms.

7] The thing about these men is that they are looking to grab a woman and quickly move her to a second location 
where they don’t have to worry about getting caught.

8] If you put up any kind of a fight at all, they get discouraged because it only takes a minute or two for them to realize 
that going after you isn’t worth it because it will be time-consuming.

9] These men said they would not pick on women who have umbrellas, or other similar objects that can be used 
from a distance, in their hands.

10] Keys are not a deterrent because you have to get really close to the attacker to use them as a weapon. So, the idea 
is to convince these guys you’re not worth it.

POINTS THAT WE SHOULD REMEMBER: 

1] If someone is following behind you on a street or in a garage or with you in an elevator or stairwell, look them in 
the face and ask them a question, like what time is it, or make general small talk: can’t believe it is so cold out here, 
we’re in for a bad winter. Now that you’ve seen their faces and could identify them in a line- up, you lose appeal as 
a target.

2] If someone is coming toward you, hold out your hands in front of you and yell Stop or Stay back! Most of the 
rapists this man talked to said they’d leave a woman alone if she yelled or showed that she would not be afraid to 
fight back. Again, they are looking for an EASY target.

3] If you carry pepper spray (this instructor was a huge advocate of it and carries it with him wherever he goes,) 
yelling I HAVE PEPPER SPRAY and holding it out will be a deterrent.

4] If someone grabs you, you can’t beat them with strength but you can do it by outsmarting them. If you are grabbed 
around the waist from behind, pinch the attacker either under the arm between the elbow and armpit or in the 
upper inner thigh - HARD. One woman in a class this guy taught told him she used the underarm pinch on a guy 
who was trying to date rape her and was so upset she broke through the skin and tore out muscle strands the guy 
needed stitches. Try pinching yourself in those places as hard as you can stand it; it really hurts.

5] After the initial hit, always go for the groin. I know from a particularly unfortunate experience that if you slap a 
guy’s parts it is extremely painful. You might think that you’ll anger the guy and make him want to hurt you more, 
but the thing these rapists told our instructor is that they want a woman who will not cause him a lot of trouble. 
Start causing trouble, and he’s out of there.

6] When the guy puts his hands up to you, grab his first two fingers and bend them back as far as possible with as 
much pressure pushing down on them as possible. The instructor did it to me without using much pressure, and I 
ended up on my knees and both knuckles cracked audibly.

7] Of course the things we always hear still apply. Always be aware of your surroundings, take someone with you if 
you can and if you see any odd behavior, don’t dismiss it, and go with your instincts. You may feel little silly at the 
time, but you’d feel much worse if the guy really was trouble.

“Through A Rapist’s Eyes”
(sent on email chain, please take time to read this. it may save a life.)



FINALLY, PLEASE REMEMBER THESE AS WELL....

I know you are smart enough to know these pointers but there will be some, where you will go “hmm I must remember 
that” After reading, forward it to someone you care about, never hurts to be careful in this crazy world we live in.

1. Tip from Tae Kwon Do: The elbow is the strongest point on your body. If you are close enough to use it, do it.

2. Learned this from a tourist guide to New Orleans: if a robber asks for your wallet and/or purse, DO NOT HAND IT 
TO HIM. Toss it away from you.... chances are that he is more interested in your wallet and/or purse than you and 
he will go for the wallet/purse. RUN LIKE MAD IN THE OTHER DIRECTION!

3. If you are ever thrown into the trunk of a car: Kick out the back tail lights and stick your arm out the hole and start 
waving like crazy. The driver won’t see you but everybody else will. This has saved lives.

4. Women have a tendency to get into their cars after shopping, eating, working, etc., and just sit (doing their 
checkbook, or making a list, etc. DON’T DO THIS! The predator will be watching you, and this is the perfect 
opportunity for him to get in on the passenger side, put a gun to your head, and tell you where to go. AS SOON AS 
YOU CLOSE the DOORS, LEAVE.

5. A few notes about getting into your car in a parking lot, or parking garage: 

a. Be aware: look around your car as someone may be hiding at the passenger side, peek into your car, inside the 
passenger side floor, and in the back seat. (DO THIS TOO BEFORE RIDING A TAXI CAB).

b. If you! U are parked next to a big van, enter your car from the passenger door. Most serial killers attack their victims 
by pulling them into their vans while the women are attempting to get into their cars.

c. Look at the car parked on the driver’s side of your vehicle, and the passenger side. If a male is sitting alone in the seat 
nearest your car, you may want to walk back into the mall, or work, and get a guard /policeman to walk you back 
out. IT IS ALWAYS BETTER TO BE SAFE THAN SORRY. (And better paranoid than dead.)

6. ALWAYS take the elevator instead of the stairs. (Stairwells are horrible places to be alone and the perfect crime 
spot).

7. If the predator has a gun and you are not under his control, ALWAYS RUN! The predator will only hit you (a running 
target) 4 in 100 times; and even then, it most likely WILL NOT be a vital organ. RUN!

8. As women, we are always trying to be sympathetic: STOP IT! It may get you raped, or killed. Ted Bundy, the serial 
killer, was a good-looking, well educated man, who ALWAYS played on the sympathies of unsuspecting women. He 
walked with a cane, or a limp, and often asked “for help” into his vehicle or with his vehicle, which is when he 
abducted his next victim.

I’d like you to forward this to all the women you know. It may save a life. A candle is not dimmed by lighting another 
candle. I was going to send this to the ladies only, but guys, if you love your mothers, wives, sisters, daughters, etc., you 
may want to pass it onto them, as well.

Send this to any woman you know that may need to be reminded that the world we live in has a lot of crazies in it and it’s 
better safe than sorry.

Prevention of CHILD SEXUAL ABUSE
Responsibility of Adult Caregivers

Presented by: Louise A. Williams Founder, Managing Trustee

Love Humanity International

Outline:

1. Child Abuse – What is it?

2. Ten Skills for Safeguarding Children from Sexual Abuse

a. Perception – Learn, Know, Understand all the facts

b. Reduce – Eliminate the Risks

c. Educate – Provide instruction to your children – Talk about it!

d. Vigilance – Keep careful watch, Stay alert!

e. Engage – Make a plan! Know how to react

f. Notice – Don’t let the child’s silence escape your notice…Trust your intuition

g. Training – Learn, acquire skills to educate children and others

h. Involvement – Participate in activities for prevention of CSA

i. Observation – be observant of all activities of children and the people around them.

j. No – It is all right to say, NO – Teach your child how and when to say NO…Firmly!

3. Closing

16
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Making India Fit for Children: 

Sustained monitoring of Constitutional commitments towards children, investment in information exchange, and a concerted 
effort to propose and pursue rights-based attention and action for the next National Plan of Action for Children (NPAC-2).  The 
UN’s consensus-building around the post-2015 agenda and the UN Human Rights Council 2012 periodic review of India which the 
Government has accepted must reflect in the new plan for children.  Further, these documents need to be thoroughly examined 
from a child rights perspective

Child Survival as a Right for All: 

Attention must be given to the power of lobbies and government portfolios that do real damage to children’s health and nutrition 
rights. There is an urgent need to focus on child survival as a basic right to address concerns of neglect of the fallout of chemicals, 
failure to address palliative health needs and non-communicable diseases, disregard of contributory social factors, inattention and 
indifference to quality standards, and the totally inadequate funding for health.

Addressing Invisibility of Children in Policy Making through Robust Monitoring:

The need to ‘see’ the child impact potential of so many decisions and actions that do not even think of the word ‘child’ is called for. 
Child rights monitoring and advocacy call for better knowledge of inequity and exploitation on the ground, such as: neglect of 
development equity issues in rural areas, marginalisation of the weak, inattention to basic services, capture of natural resources, 
massive changes of socio-economic stability caused by ‘development’ projects like highways, dams, with no thought to the 
destruction of small but stable economies and viability of many more local livelihood patterns. Such policy decisions negatively 
impact basic human rights (and children’s rights) and lead to their exploitation as seen in incidence of child labour in illegal coal 
mining in Jaintia Hills in Meghalaya.

First Foundations: 

The failure to ensure life-saving and life-guarding attention and services to children and families keeps the earliest mortality rates 
stagnating at high levels. There is no excuse for this, but it is a persisting default. After first survival is somehow achieved, the quality 
of survival is poor, and prone to recurrent risks. A concerted effort by NGOs has pushed for a strong and need-specific early 
childhood policy and the Government has accepted the idea and formulated a policy which shows some gains. The new National 
Policy for Children (2013) assures all necessary measures for early childhood care and education. It also affirms commitment to 
comprehensive health care for all children from the start. The challenge will be to see it implemented.

Ensuring “All Children” with the basics of childhood: 

‘All children’ must not only mean ‘all,’ but must also translate into first call for the least served.  ‘All children’ must mean children all 
the way from the new National Policy’s “before, during and after birth” to the attainment of 18 years of age. The Government 
focuses on 2 age blocks — the below-6 group for ICDS coverage, a part of it for immunisation, and the 6-14 group for compulsory 
schooling.  Older children are left out, except for reproductive health targeting of teenage girls. The full spectrum of rights 
applicability and entitlement is not being applied across the whole of childhood. This is a seriously narrow understanding of reality.

The Violence Issue: 

The South Asia regional commitment to work towards an end to violence against children (VaC) as agreed by all 8 SAARC country 
governments must be honoured. To be effective, initiatives against VaC must address underlying causes, look at the contexts of 
symptoms and then only identify possible solutions, including preventives. Concerns reflected in the South Asia commitment 
related to child marriage, child trafficking, corporal punishment, child labour and sexual abuse and exploitation needs to be seen in 
the wider context of many forms of violence targeting or affecting children, and to be examined for inter-connections as well.

Right to know, sites of learning, & portrayal : Education & Information & Culture

The Right to Education (RTE) Act stresses enrolment and tries for retention in 6-14 age range. It misses out on looking at quality 
and substance of what is taught in the name of education. Only 8% of schools are RTE-compliant and with teachers still untrained, 
the provisions of UN CRC Article 29 (on the aims of education) remain unmet. 

International & National Agendas: 

Despite having the world’s largest child population, India is not calling the shots on setting international priorities for child rights 
attention. The child numbers are at times used as an excuse for poor national action and output. The MDGs set some child-related 
targets, but fell short of a rights mandate. The emerging new post-2015 ideas need careful examination against equity standards. 
India has reported twice to the UN Human Rights Council on its action to implement UDHR and other rights obligations. NGOs 
committed to child rights should track what India does with 67 recommendations it has accepted, and make this information 
public. 

Over and above citing international instruments, India must return to mindfulness of its own promises, expressed and enshrined it 
its Constitutional commitments to safeguard children against exploitation, and moral and material abandonment. It is for citizens 
and their forums and coalitions to join together to remind, and remind, the policy planners and decision makers.  Children in India 
deserve no less. 

India Alliance for Child Rights
An Alliance of NGOs, Academics, Youth, Children, Professionals, Artists, Individuals & Institutions Working for the

Realisation of the Rights of Children Everywhere At work since 2001
Charter of commitments to Children Razia Ismail, Email : iacrindia@gmail.com New Delhi, 16th May 2013
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1. Absence of accountability

There is no accountability at all in the entire Right to Education Act, of any authority in case the same does not 
perform its mandated functions and duties. It is submitted that the RTI Act is successful to some extent only because 
of some accountability provided in the Act. Provisions fixing accountability of various authorities are needed 
because of the fact that despite provisions relating to right to education in the Constitution, the state has always 
failed to provide the same during the last 65 years. As a matter of illustration, if central government does not provide 
funds to the state, there is no penal provision punishing the concerned erring central government officials. Similarly, 
if a state does not provide funds to a school, there is no penal provision punishing the concerned state officials.

2. Non coverage of 0 to 6 years of children

Delinking right to education of 0 to 6 years age children from the Fundamental and statutory right to education 
amounts to partially withholding the right of education even of the children above 6 years of age. Despite the fact 
that during parliamentary debates, it was very clearly admitted by the government that the right to education of 0 to 
6 is very essential and imminent in order to ensure education to the children above 6 years of age, 0 to 6 years of age 
group was kept out of the fundamental right to education. In such a situation, the right to education is incomplete, 
imperfect or like a body without soul.

3. Sanctioning of discriminatory system of education within the public education system

There are nearly 30 to 35 different types of state-funded schools addressing children of different socio-economic 
groups. In some categories of such schools, the government is spending more whereas in others, it is spending less; 
thus resulting in discriminatory and unequal opportunity of education to different children. The Right of Children to 
Free and Compulsory Education Act, 2009, instead of prohibiting such typologies of state-funded discriminatory 
schools, grants sanction to such type of discrimination based on no rational basis. For instance, the specified 
categories of schools having been created by the Act perpetuate discriminatory education system. Every child 
under the Constitution has a right to equal opportunity in the matter of education.

4. Absence of complete ban on child labour

On one hand, Article 21 A of the Constitution mandates for compulsory education to all the children in the age 
group 6 to 14 years but on the other hand, the Child Labour (Prohibition and Regulation) Act 1986 permits children 
to work in various processes and occupations. Compulsory education and child labour cannot go hand in hand. In 
the absence of complete ban on child labour in all forms, the right to Education to all the children would remain 
elusive.

5. Absence of quality teachers

Lakhs of teachers are admittedly untrained and unqualified. Even out of those qualified, most are not up to the mark. 
In the recently conducted teacher eligibility test (CTET) conducted by the central board of secondary education 
(CBSE), hardly 6% candidates could succeed.

6. The Act itself permits shortage of teachers by 10% of the required strength

It is generally noted that on an average, 10% of the teachers at any given point of time remain on various kinds of 
leaves, resulting in non-availability of at least 10% of the actual teachers’ strength, which directly affects the 
education of the children. Instead of making arrangement by way of leave-substitute teachers, which is the need of 
the hour, Section 26 of the Right to Education Act permits the school authorities to have 10% shortage in 
appointments of the total required strength. In such a situation, there is always a possibility of having nearly 20% of 
total requisite strength of teachers short. This is nothing less than a frustration of the Right to Education.

7. School education needs to be completely free in terms of the letter and spirit of Article 21A of the 
constitution of India, whether imparted by a private or government-run school

Article 21A of the Constitution of India guarantees every child in the age group 6 to 14 years free education. Such a 
guarantee is not linked with the socio-economic status of the parents of the child. What flows from this Article is 
that the child in this age group will get free education whether he or she goes to a private or a government school. 
The government must take financial responsibility of all the children in this regard. The Karnataka High Court in one 
of the recent decisions has rightly taken such a view and has called upon the government to ensure free education to 
all the children even in an unaided private school. 

8.  Tardy implementation of the Act

10 Major Gaps in Right to Education
Ashok Agarwal, lawyer & social activist
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• A child enrolled in a state-run school is in reality a “nobody’s child”. The authorities which man these schools 
are not sending their own children to these schools for the obvious reason that they are convinced that these 
schools are not performing well. Since their own children are not studying in these schools, they are not 
interested in the education of children of masses studying in these schools.

• There is no functional system in place to assess and monitor the learning levels of the children studying in these 
schools.

• Even after 65 years of independence and three years of the Right of Children to Free and Compulsory 
Education Act, 2009, the governments have utterly failed to ensure the minimum norms as prescribed in the 
RTE Act. Most of the government-run schools even today do not have functional toilets for the students and 
the teachers and what to talk of other things. The Supreme Court in its landmark judgement of 12.4.2012 in 
Society for Unaided Private Schools of Rajasthan has held that Right to Education means “quality education”. In 
the absence of basic physical and academic infrastructure, the Right to Education shall only remain a far-fetched 
dream.

• Though as per estimates, there are over 2 crores children with disabilities in the country, yet, there is no 
recruitment of special educators in the schools till date. Absence of special educators in the schools not only 
results in pushing out those children who are already in school but also discourages those children who are out 
of school from joining the school. Further, despite the Amendment in the RTE Act giving equal right to 
education to the disabled children at par with general students and legal prohibition upon denial of admission, 
the government school authorities continue to turn away disabled children who approach these schools for 
admission in the absence of affordable alternatives, despite their poor standards and unavailability of special 
educators therein.

9. Sub-standard teacher-training institutions/colleges

Deterioration of government-run teacher-training institutions and mushrooming of private teacher-training 
institutions is taking a toll on the quality of teachers. The authorities have utterly failed, probably by a design and 
conspiracy, to ensure that quality teachers are recruited.

10. Absence of political will

Since independence, despite expressing serious concerns about the RTE of the children and all assurances by the 
government in the Parliament and the State assemblies, these things are never actualised on the ground. The 
situation qua right to education of children remains more or less the same if not going from bad to worse. The 
government took nearly 58 years to make the right to education a fundamental right by way of 86th Constitutional 
Amendment Act of 2002.Though constitution was amended in 2002 by insertion of Article 21A therein, but the 
same was implemented only from 01.04.2010. The government took another 8 years to enact the RTE Act 2009. 
The government’s determination to implement the promises having been made by it to the people of this country in 
regard to the right to education of children is most important, in the absence of which, nothing has moved and 
nothing shall move.

juristashok@gmail.com
12.08.2013

AWARDS
Dr (Prof) Sandhya Khadse,  deserves a special applause for registering 17

new ICANCL members, including her  junior faculty and  residents in November 2013.

Dr Taro Takemi Memorial Oration for Dr Rajeev Seth

thThe 28  Congress of Confederation of Medical Associations in Asia and Oceania (CMAAO) bestowed the prestigious “Taro 
Takemi Memorial Oration” to Dr Rajeev Seth for the year 2013 in view of his contribution in the field of Child Abuse and 
Neglect. Dr Taro Takemi was a famous Japanese physician and President of Japanese medical association and the International 
Medical Association.

 The CMAAO Meet was held New Delhi India from September 12-14, 2013. The event brought together  distinguished 
national and international delegates from all over Asia and Oceania region including countries like Australia, 
Japan, Korea, Macau, Malaysia, Myanmar, Bangladesh, Cambodia, Taiwan, Hong Kong, Indonesia, Nepal, New 
Zealand, Philippines, Sri Lanka and Thailand. The theme of the conference was “Be human Stop Child Abuse”. 

Dr (Prof) Sandhya Khadse was invited to attend the TREAT Asia network group meeting at Phuket, Thailand, on during  
October 11-12, 2013.
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Rashtriya Bal Swasthya Karyakram (RBSK)( Excerpts)
Child Health Screening and Early Intervention Services under NRHM

Dr Rajeev Seth  Email: sethrajeev@gmail.com

Rashtriya Bal Swasthya Karyakram (RBSK) is a new initiative aimed at screening over 27 crore children from 0 to 18 years 
for 4 Ds - Defects at birth, Diseases, Deficiencies and Development Delays including Disabilities. Children diagnosed 
with illnesses shall receive follow up including surgeries at tertiary level, free of cost under NRHM.The task is gigantic 
but quite possible, through the systematic approach that RBSK envisages. Implemented in right earnest, it would yield 
rich dividends in protecting and promoting the health of our children. NRHM exemplifies a strong partnership between 
Central and State Governments and together we must ensure that flexibility to funding under the Mission is well utilized 
for prioritizing high impact health interventions. RBSK also signals a leap forward in the direction of universal health care 
with precedence accorded to those segments of population who need it first of all.

Hon’ble Shri Ghulam Nabi Azad, Union Minister of Health & Family Welfare, Government of India writes that he is 
confident that RBSK, together with several other reproductive and child health initiatives under NRHM; would bring 
long term health benefits to women and children. He sincerely hopes that the States would accord utmost priority to it 
and thereby improve both survival and development of children.

The key feature of the Services is the continuum of care extending over different phases of the life of a child over the first 
18 years. The framework highlights in detail the roles and responsibilities of all functionaries involved in the programme 
across different levels. It is imperative that these roles and responsibilities are diligently followed in order to achieve the 
desired outcome not only in terms of improved collective human potential of the nation but also

in reducing individual risk factors, morbidity and mortality. These ‘Operational Guidelines’ have been evolved to serve as 
a handbook and a resource for Program Managers for effective planning and implementation. Keshav Desiraju Secretary, 
Health & Family Welfare,Government of India

New Delhi said he is certain that these guidelines will prove to be useful at the Block level which is deemed to be the hub 
of the programme.

We owe it to the children of our country to protect and promote their health. Rashtriya Bal Swasthya Karyakram (RBSK) 
is a new initiative in this direction which seeks to put together a systematic approach to child health screening and early 
intervention. It is well-known that the early years of a child’s life are most critical for both survival and development and 
yet currently, there is no approach to screen structured children, identify health conditions warranting medical attention 
and ensure early intervention. There is an unacceptably high incidence of birth defects, deficiencies, diseases specific to 
childhood and developmental disorders including disabilities in India and it is high time we started to pay attention to 
their early detection and intervention. As per available estimates, 6% of children are born with birth defects, 10% 
children are detected with development delays leading to disabilities. This translates into more than 15 lakh newborns 
with birth defects annually.

Further, 4% of under-five mortality and 10% of neonatal mortality is attributed to birth defects.

Needless to say, that dividends of early intervention would be huge including improvement of survival outcome, 
reduction of malnutrition prevalence, enhancement of cognitive development and educational attainment and overall 
improvement of quality of life of our citizens. Bringing down both out of pocket expenses on belated treatment of 
diseases / disabilities (many of which become highly debilitating and incurable) and avoidable pressure on health system 
on account of their management are among obvious benefits. Rashtriya Bal Swasthya Karyakram aims to roll out to over 
27 crore children from 0-18 years of age. Screening of the new-born, both at public health facilities and at home, is an 
important component of the strategy. Regular health screening of pre-school children upto 6 years of age using 
Aganwadis as a platform is another essential component. Moreover, children from 6 to 18 years of age studying in 
Government and Government aided schools would also receive regular health check-ups. All those children who may 
be diagnosed for any of the 30 illnesses would receive follow-up referral support and treatment including surgical 
interventions at tertiary level free of cost under this programme.

There is no doubt that early identification of select health conditions and their linkage to care, support and treatment 
through child health screening and early intervention services will help us achieve equitable child health care. In the long 
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run, the programme would bring social and economic gains, particularly for the poor and marginalized, by reducing out 
of pocket expenditure, burden of diseases, improving health awareness among community, improving professionalism 
in service delivery and finally strengthening the public sector hospitals. This would thus lead to promotion of health 
among children which is of fundamental value and an end in itself.

These ‘Operational Guidelines’ seek to provide guidance for effective planning and systematic implementation of a 
programme of gigantic magnitude. The guidelines dwell on the process of identification and management of select 
prevalent conditions of huge public health significance in India.

I am confident that RBSK would turn out to be a milestone in quest for child health and that States/UTs would do all that is 
necessary to ensure its implementation in right earnest.

Anuradha Gupta
Additional Secretary & Mission Director
National Rural Health Mission
Ministry of Health & Family Welfare
Government of India
New Delhi

The National Rural Health Mission is launching a new initiative of Rashtriya Bal Swasthya Karyakram, a Child Health 
Screening and Early Intervention Services Programme to provide comprehensive care to all the children in the 
community.

The objective of this initiative is to improve the overall quality of life of children through early detection of birth Defects, 
Diseases, Deficiencies, Development Delays and Disability. The high burden of these childhood ill health contributes 
significantly to child mortality, morbidity and out of pocket expenditure of the poor families.

Child Health Screening and Early Intervention Services envisage to cover 30 identified health conditions for early 
detection, free treatment and management through dedicated mobile health teams placed in every block in the country.

The teams will carry out screening of all children in the pre-school age enrolled at Anganwadi centres at least twice a 
year besides screening of all children studying in Government and Government aided schools, whereas the newborns 
will be screened for birth defects in health facilities by service providers and during the home visits by ASHAs. District 
Early Intervention Centres are planned to be set up as first referral point for further investigation, treatment and 
management. Tertiary care centre would be roped in for management of complicated cases requiring high-end medical 
care and treatment. This herculean effort is ultimately targeted to benefit more than 27 crore children annually in a 
phased manner in the country.

I am confident that the well-conceived operational guidelines on Child Health Screening and early Intervention Services 
will prove to be a step towards achieving Universal Health Coverage in the country.

I wish success and pledge my unstinting support towards implementation of this initiative.

Dr. Rakesh Kumar
Joint Secretary, RCH
Ministry of Health & Family Welfare
Government of India
New Delhi
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• Child sexual abuse (CSA) is one of the most serious public health problems among children and adolescents, owing 
to its widespread prevalence and serious health consequences. The following study aimed to assess the prevalence 
of, and characteristics and circumstances associated with, CSA was carried out at   Switzerland on a nationally 
representative sample of 6,787 ninth-grade students (J Adolesc Health. 2013 Oct 11. pii: S1054-
139X(13)00481-3)  Overall, 40.2% and 17.2% of girls and boys, respectively, reported having experienced at 
least one type of CSA event. Lifetime prevalence rates were 35.1% and 14.9%, respectively, for CSA without 
physical contact, 14.9% and 4.8% for CSA with physical contact without penetration, and 2.5% and .6% for CSA 
with penetration among girls and boys. The most frequently experienced event was sexual harassment via the 
Internet. More than half of female victims and more than 70% of male victims reported having been abused by 
juvenile perpetrators. Depending on the specific event, only 44.4%-58.4% of female victims and 5.8%-38% of 
male victims disclosed CSA, mostly to peer. This confirmed the widespread prevalence of CSA. The high 
prevalence of CSA via the Internet and the frequent reports of juvenile perpetrators suggest emerging trends in 
CSA. Low disclosure rates, especially among male victims, and reluctance to disclose events to family members and 
officials may impede timely intervention.

• As compared to the above study, another study done at Croatia (Croat Med J. 2013 Oct 28;54(5):469-79) found 
that 10.8% of children experienced some form of sexual abuse during childhood and 7.7% of children experienced 
it during the previous year . Gender comparison showed no difference in the prevalence of contact sexual abuse, 
whereas more girls than boys experienced non-contact sexual abuse. Correlations between sexual abuse and 
physical and psychological abuse in the family were small, but significant. Comparisons with international studies 
show that Croatia is a country with a low prevalence of CSA. The fact that the majority of perpetrators of sexual 
abuse are male and female peers indicates the urgent need to address risks of sexual victimization in the health 
education of children and males along with females should be educated.

• In stark contrast is a prevalence study of spectrum of sexual abuse among adolescents in Kerala (Indian J Pediatr. 
2013 Oct 25). A self- report survey was conducted among adolescents in the 15-19 y age group, studying in the 
plus one and plus two classes in selected schools. Of the 1614 respondents (688 boys), an equal number of boys and 
girls (more than one-third) had experienced sexual abuse at some point during their lifetime. Most instances were 
sexual advances while using public transport. Feelings of insecurity and isolation at home, of being disliked by 
parents and of being depressed were significantly more in adolescents who had experienced sexual abuse, 
compared to those who had not. To conclude sexual abuse is widely prevalent and both boys and girls are equally 
susceptible. There is a need to evolve strategies to protect children from sexual abuse and the programs should 
address both boys and girls.

• While examining a child of physical abuse, complete physical examination is required In a study by several child 
abuse research teams who retrospectively analyzed children with suspected child abuse at emergency department 
at a hospital at Bostonv [Pediatr Emerg Care. 2013 Jan;29(1):26-9],  it was found that of the 2049 initial skeletal 
surveys (SS), 471 (23.0%) showed at least 1 previously unknown fracture including 49 (10.4%) that showed a 
fracture to the hands, feet, spine, or pelvis. In 10 cases, the SS identified at least 1 fracture of the hands, feet, spine, 
or pelvis when no other fractures were identified .This shows that a significant number of occult, abusive fractures 
would have been missed if SSs had omitted or deferred views of the hands, feet, spine, and pelvis. Given the risks 
associated with missed abuse, these views should be routinely included in the radiographic SS.

• Another Indian study to evaluate the outcome of definitive repair of anogenital injuries (AGI) in child victims of acute 
sexual assault a prospective study of emergency care provided to child victims of acute sexual assault at a tertiary 
care Pediatric Surgical Unit in Maharashtra, India was undertaken (J Indian Assoc Pediatr Surg. 2013;18:105-
11). Out of 25 children, with suspected sexual assault, five children (one male and four female, between 4-9 years of 
age), had incurred major AGI. These children underwent definitive repair and a diverting colostomy. The 
postoperative period and follow-up was uneventful in all patients. Four out of five patients have excellent cosmetic 
and functional outcome with a follow-up of 2-4 years To conclude children with acute sexual assault need 

Ruchi Mishra and *Devendra Mishra, Departments of Pediatrics,
ESI Institute of Medical Education and Research,

and *Maulana Azad Medical College, Delhi.

CANCL SCAN



emergency care. To optimally restore the distorted anatomy, all major AGI in such children should be primarily 
repaired by an expert, conversant with a child’s local genital and perineal anatomy. Along with provision of 
comprehensive and compassionate medical care, prevention of secondary injuries should be the ultimate goal.

• Child maltreatment is a global problem but is more difficult to assess and manage in developing countries such as 

India where one-fifth of the world’s total child population resides (Paediatr Int Child Health. 2013;33(4):292-

300). Certain forms of maltreatment such as feticide, infanticide, abandonment, child labor, street-begging, 

corporal punishment and battered babies are particularly prevalent in India. Most physicians still need to be 

sensitized in order to suspect child abuse on the basis of unexplained trauma, multiple fractures, parental conflict 

and other corroborative evidence. This article summarizes the various aspects of this major problem in resource-

poor settings in the hope that it will assist in the planning of services addressing child physical and sexual abuse and 

neglect in India and in other developing countries. A culture of non-violence towards children needs to be built into 

communities in order to provide an environment conducive to the overall development of the child. Rehabilitation 

of abused children and their families requires a multi-disciplinary service including pediatricians, child psychologists 

and social workers, and the training.

• Female population is often considered to be at a greater risk of abuse as compared to male population. According to 

a prevalence study in Denmark maltreatment is experienced by a significant proportion of Danish children (4718 

young adults examined) (Clin Pract Epidemiol Ment Health. 2013 Oct 4;9:149-56). The reported prevalence 

rates were; physical neglect (3.0%), emotional abuse (5.2%), physical abuse (5.4%) and sexual abuse (3.4%). All 

trauma types were experienced by a greater percentage of females compared to males with the exception of 

physical abuse and all trauma types were experienced by a greater percentage of children given child-protection 

status. It is therefore empirical that Female children be given special status and protection.

• Depression, anxiety. phobias are common in abused children both soon after and also in later course of life. 

According to a population-based, nationally representative sample of 3,493 community-dwelling adults aged 50 

years and above who were interviewed in England in 2006 and 2007 as part of the 2007 Adult Psychiatric Morbidity 

Survey (J Clin Psychiatry. 2012 Nov;73:e1365-71) the prevalence of childhood sexual abuse was 8.0%, and the 

prevalence of revictimization was 1.9% Childhood sexual abuse was significantly associated with mixed anxiety and 

depression, generalized anxiety disorder , eating disorders , posttraumatic stress disorder , and suicidal ideation . 

Re-victimization was significantly related to mixed anxiety and depression, generalized anxiety disorder, phobia, 

posttraumatic stress disorder and suicidal ideation. Gender did not moderate the association of childhood sexual 

abuse or re-victimization with psychiatric disorders. Since the rate of psychiatric symptoms are very in high in 

abused children ,early psychiatric help and rehabilitation can go along way in preventing these disorders later in life.

• One of the important aspects in child abuse prevention is training the children in the art of self protection. Forty-six 

Taiwanese children age 6 to 13 were divided into one of two groups based on their school grade and then randomly 

assigned to a skills-based child sexual abuse prevention program who received training immediately or after a delay 

(J Child Sex Abus. 2012;21(6):621-45). Children’s self-protection skills improved regardless of age after 

participation in the program. The program, however, did not successfully improve children’s knowledge of sexuality 

and safety.  It would be beneficial if a programme was designed to better the knowledge of sexuality and safety. 

ADOPTION
Please visit this site & all legal ways & rules are given.

http://cara.nic.in/adoptionfromindia.htm

With warm regards
Alok Gupta
Dr Alok Gupta MD FIAP
Jaipur, Rajasthan, India
+91 94140 62700
+91 94610 03070
(Sent from my iPad)
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Dear

We welcome you as Life member of Indian CANCL (Child Abuse & Neglect & Child Labour) Group 
(http://www.icancl.com/).Your membership no. is Your support to the cause of children is greatly appreciated. 

About the CANCL Group:The CANCL brochure and our website (http://www.icancl.com/),  briefly mentions our 
objectives and activities.  In more recent years we have interacted with several NGOs and Government officials to 
strengthen mutual efforts and pursue advocacy in a concerted manner. The Delhi members have worked hard to 
promote all round development of a village in Mewat district of Haryana. Some have also been working for the welfare 
and rehabilitation of abandoned children and street children. Their observations and experience would be relevant in 
most rural communities and major cities.

Role of CANCL members:  Whereas presently our Group has 400 members, they are mostly located far from each 
other.  The problems of children in our country are gigantic and efforts put in by one or a few persons may not seem to 
appear to make a difference. There can be no doubt that health care, education and protection to all children must be 
provided by the Government. The Govt. is committed to provide free, primary education (Sarva Shiksha Abhiyan), but 
the benefits are not reaching all. Poor school facilities in villages as well as urban underprivileged children (street 
children, children of migrant workers, construction workers) are major hurdles. Illiteracy and lack of information 
precludes demands for essential needs.  Health facilities remain inadequate.  Underprivileged communities and their 
elected representatives need to be informed of their responsibility towards children in their areas. The CANCL Group 
must fight for children’s rights. Individual members can join hands with NGOs and other interested persons or groups 
and media representatives in their proximity to champion the cause of children.

Individual actions: There are several ways one can help underprivileged children in the community, which largely 
depends upon the time an individual member can devote.  One cannot be expected to take such work as a “full time 
activity”.

Helping a Primary school: Visit a Primary school in your vicinity and offer to help will to be prove quite rewarding.  
Discussions with teachers may lead to identification of areas where assistance is appreciated. The teachers need to be 
reassured that such help is being offered without expecting any personal benefit since their co-operation is essential. 
Pediatricians can offer to help with medical examinations of pupils, test vision and hearing, arrange to facilitate 
immunizations at a nearby health center and provide basic medicines (iron, vitamins, de-worming tablets etc) with 
consent of school authorities, parents and following basic norms. If needed, referral to a hospital could be arranged. A 
few members can get together and “adopt” a school and offer comprehensive help (physical facilities, sanitation, safe 
water etc). Health talks could be given to pupils and parent groups.

Children in “slum clusters” and construction areas: Such children are particularly neglected. Whereas some older 
children might attend a primary school, infants and young children are totally uncared for. One could assist in basic health 
care and treatment of common ailments. 

Shelter homes and remand homes:  In many large cities groups of children are located in such places that are managed by 
Govt. or NGOs. Health and nutrition conditions of these children are often unsatisfactory. They appreciate help from 
doctors.

Child abuse and exploitation:  Instances of child abuse and exploitation are common and extremely difficult to tackle. 
However, Helplines are available in many large cities where information can be given.

Fund raising: We are very often hesitant to ask for funds!  However, there are persons in the community who cannot 
devote their time but willing to offer financial help for a specific activity once they are assured that money is being used in 
transparent and purposeful manner.  A proper receipt would be provided by CANCL office.

Report your experience: The CANCL Group brings out a quarterly newsletter, which is sent to all members as well as 
several NGOs and Govt officials.  Many of our members are doing excellent work in different parts of the country. 
Please tell us about your work, accomplishments and difficulties. Keep us updated about your postal address, telephone 
numbers and E mail Ids.

Drop in ocean. When the problems are multiple and the numbers huge, small contributions might seem like “a drop in 
ocean”.  But as Mother Teresa said, “ the ocean will be less without that drop!”  One must keep on trying.

Thanking you,

December 1, 2013
Dr Rajeev Seth (Chairperson) Email: sethrajeev@gmail.com;

Dr Uma Agrawal (Secretary) Email: umaarp@yahoo.com,
Dr JP Kapoor (Treasurer) Email:  jpkapoor1@gmail.com

Indian CANCL group website: www.icancl.com

Welcome Indian Child
Abuse Neglect And Child
Labour (ICANCL) Group Members



Membership Form

Indian Child Abuse Neglect and Child Labour Group
Nationally Registered under Society Registration Act XXI of 1860

Society Registration No. S/68745/2010

1. Name
(In BLOCK letters)

2. Age Sex Nationality

3. Present Designation

4. Office/lnstitutional Address

5. Residential Address

Telephone: Office Residence Fax

E-mail

6. lAP Membership No.

7. Qualifications

8. Details of work (if any) in field of child abuse, neglect, and child labour

9. Areas of interest in field of child abuse, neglect and child labour

10. List of publications (including original work, brief reports, chapters in books)

(If needed oppend separate sheets

Place:

Date: [Signature of Applicant]

Completed application form along with Cheque/Bank Draft in favour of Indian Child Abuse, Neglect & Child Labour 
(ICANCL) group, payable at Delhi, should be sent to the Chairperson: Dr. Rajeev Seth, E 10, Green Park Main, New 
Delhi-110016, India. Life membership `1000 for Indian National, for non resident Indians it is 5000/$100; larger 
contributions are greatly appreciated. All donations are exempt for income tax under section 80G(5)(VI) of the income 
tax act, 1961.

Draft No Dated drawan on

For Office use only: Receipt No. Dated Membership No.

`
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