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Introduction
Child sexual exploitation is a form of child abuse that has only been fully recognised in recent years. It is an 

abhorrent crime that this Government is determined to stamp out. In the past, all too often, these crimes were 

largely hidden but now child sexual exploitation is rightly centre stage as an issue we must tackle. Health 

professionals, and those concerned with improving the health and welfare of their local population have a 

responsibility to tackle child abuse. Agencies and organisations from different sectors need to work together to 

engage children, young people and local communities to do this effectively. 

Local leaders can commission services which take account of local need, are accessible, high quality and 

evidence-based. Furthermore, they are able to provide a range of interventions including signposting to specialist 

services and providing longer term support and rehabilitation.

A good response to child sexual exploitation requires a multi-agency approach because each agency has specific 

responsibilities and expertise.

This report is relevant to organisations that are delivering a health function – NHS and non NHS, and both 

statutory and voluntary. It is relevant for people who work at a national, regional and local level, and are involved 

in the planning, commissioning and provision of health and social care and support. This may be through clinical 

commissioning groups, Health and Well being Boards, local authorities, the voluntary sector, NHS trusts, NHS 

foundation trusts, healthcare providers, care and support providers. 

This report is also of note for people in national government and its arm’s length bodies, national professional 

bodies and the Royal Colleges; and key non-health stakeholders, including police and crime commissioners, the 

police, local authorities and education, who can improve safeguarding and community safety through effective 

partnerships.

Tackling Child Sexual Exploitation Action Plan 2011

This report responds to the commitment in the Tackling Child Sexual Exploitation Action Plan 2011, that the 

‘Department of Health, as part of its work programme on violence against women and children, will work with its 

partners to see whether more can be done to highlight the particular needs of children who have been sexually 

exploited.’

Although the report applies to sexually exploited children there are many adults who are also victims of sexual 

exploitation. The warning signs and indicators can be similar.

Context 
The current focus of concern and activity on child sexual exploitation provides momentum for health services and 

staff to aim for a step change in their response to child victims, both in a single and multi-agency capacity. Health 

staff should be aware of children’s rights and current activity to tackle child sexual exploitation.

Children’s rights and legislation 

The United Nations Convention on the Rights of the Child is reflected in section 11 of the Children Act 2004 which 

places a duty on a range of organisations and individuals to ensure that their functions, and any services that 

they contract out to others, are discharged having regard to the need to safeguard and promote the welfare of 
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children. Section 10 of the Act places a duty on these 

organisations to co-operate to improve the well being 

of children.

Sexual offences legislation in the UK assumes that 

children under 13 do not have the capacity to consent 

to sexual activity. The legal age for children to 

consent to sex is 16. Children under the age of 16 are 

unlikely to be prosecuted for mutually agreed sexual 

activity where there is no evidence of exploitation. 

Children over the age of 16 now have some additional 

protection under the new definition of domestic 

violence.1

Current activity 

In recent years, the issue of child sexual exploitation 

has gone from being largely hidden and rarely 

acknowledged to the subject of significant media and 

political attention and concern. 

This report and its recommendations are designed 

to complement a range of positive work that is 

already underway. This includes the actions from the 

Tackling Child Sexual Exploitation Action Plan (2011); 

the Office of the Children’s Commissioner Inquiry 

into Child Sexual Exploitation by Gangs and Groups 

(CSEGG) (final report 2013); the Home Office led 

National Group on Sexual Violence against Children 

and Vulnerable People, and the Home Affairs Select 

Committee report on Child sexual exploitation and 

the response to localised grooming (June 2013). 

Furthermore, publication of this report responds 

directly to one of the Home Affairs Select Committee 

report’s recommendation that Government should 

ensure that the report is published.2 The Academy 

of Medical Royal Colleges (AMRCs) has established 

a working group which will build on the work of this 

report.

1 Home Office (2013), Circular 003/2013 New government 
domestic violence and abuse definition; from Violent Crime 
Unit
2 Government response to the second report from the 
Home Affairs Committee session 2013-2014 HC68, Child 
sexual exploitation and the response to localised grooming 
(2013)

Responding well –
Understanding and 
evidence 
Child sexual exploitation is a safeguarding 

matter. There is a strong need to improve health 

professionals’ understanding of child sexual 

exploitation so that they can better protect victims 

and support them to recover well. 

Recognising child sexual 
exploitation

Child sexual exploitation is the term used for contact 

or non-contact child sexual abuse when there is any 

actual or attempted abuse of a child’s vulnerability or 

trust and an opportunity for the abuser to enhance 

their social standing or receive payment from third 

parties. Non-contact abuse includes online grooming 

and sexual exploitation.

Models of child sexual exploitation include: 

●● ‘in appropriate relationships’ involving a sole 

perpetrator who has inappropriate power or 

control over a child and uses this to sexually 

exploit them

●● the ‘boyfriend’ model in which the victim believes 

themselves to be in a loving relationship, but the 

exploiter forces them to have sex with associates

●● ‘peer exploitation’, where a child is forced by 

peers into sexual activity with a number of other 

children

●● ‘organised sexual exploitation’ in which networks 

of men pass children around for forced sexual 

activity with multiple rapists. 

Most sexual exploitation occurs within inappropriate 

intimate partner relationships however there is a 

growing awareness of peer exploitation.
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Prevalence and profile

Sexual violence or abuse against children represents 

a major public health and social welfare problem 

within UK society. National Society for Prevention of 

Cruelty against Children (NSPCC) research has put 

it in the range of 5 to 16 per cent of children under 

16, that is, between 650,000 and 2 million children.3 

Reliable estimates of the prevalence of child sexual 

exploitation are also difficult to find. It is rarely 

identified and victims do not disclose for various 

reasons including fear of the perpetrator, shame and 

fear that they will not be believed. The CSEGG Inquiry 

estimated that from April 2010 to March 2011, at least 

16,500 children were at risk and from August 2010 

to October 2011 2,409 children were confirmed as 

victims.4

The majority of child victims of sexual exploitation 

(72 per cent in the CSEGG Inquiry) are girls and 9 

per cent were boys. The average age for children 

experiencing sexual exploitation is 15. However, there 

is a growing cohort of 10-14 year old victims.

Impact on health and wellbeing

Sexually exploited young people have a range of 

vulnerabilities which may be associated with physical 

and mental health problems. Some vulnerabilities 

contribute to the exploitation, others arise from it. 

These include injuries from physical violence, sexual 

health problems, pregnancy, terminations and drug 

and alcohol misuse.

Furthermore, there is reliable evidence that being a 

victim of sexual violence or abuse may lead to the 

development of mental health problems/disorders.

Findings from three studies on child sexual abuse 

indicated that about half the children experienced 

depression, post traumatic stress disorder (PTSD) 

3 Cawson, P et al, Child Maltreatment in the United Kingdom: 
a Study of the Prevalence of Child Abuse and Neglect 
NSPCC (2000); Radford L et al, Child abuse and neglect in 
the UK today, NSPCC (2011)
4 “I thought I was the only one. The only one in the world” 
OCC CSEGG Inquiry Report (2012)

or disturbed behaviour or a combination of these,5 

and 40 to 70 per cent of those diagnosed with a 

borderline personality disorder reported having been 

sexually abused when younger.6

The CSEGG Inquiry reported that 85 per cent of the 

sexually exploited children who were interviewed had 

either self harmed or attempted suicide as a result 

of sexual exploitation. During site visits, evidence 

hearings and interviews with children and young 

people, the following issues were identified: emerging 

personality disorder, borderline personality disorder, 

emerging psychosis, depression, self harming, 

thoughts of suicide, drug and alcohol abuse, severe 

low self esteem and self neglect.

Improving the evidence base

Better evidence on the health consequences of 

child sexual exploitation is needed. In addition to the 

sexual abuse, it can include violence, addiction to 

drugs or alcohol, isolation, disrupted relationships and 

routines, living with threats, humiliation and pervasive 

control. The age/developmental stage of the victims 

is relevant. In the meantime, wherever possible, 

organisations involved in tackling child sexual 

exploitation should collect data to support the case 

for a better response from health services.

Responding well – 
Identification and 
assessment 
Children at risk of or experiencing sexual exploitation 

access a broad range of healthcare services in many 

settings. This suggests that there is a need for good 

child sexual exploitation training for staff in both 

5 Monck E and New M, Sexually abused Children and 
Adolescents and Young Perpetrators of Sexual Abuse who 
were Treated in Voluntary Community Facilities (1996); 
and Sharland E, Seal H, Croucher M, Aldgate J and Jones 
D Professional Intervention in Child Sexual Abuse (1996). In 
Jones DPH and Ramchandani P (1999) Child Sexual Abuse – 
Informing Practice from Research
6 Zanarini MC, Childhood experiences associated with the 
development of borderline personality disorder. Psychiatric 
Clinics of North America, 2000; 23(1): 89-101
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commissioner and provider organisations, at local and 

national level. 

Raising awareness of the 
indicators of abuse 

Raising awareness of the indicators of abuse is a 

critical first step so that staff know what to look out 

for and adopt a more holistic and curious approach 

to children presenting with a range of problems.

The CSEGG Inquiry published a list of warning signs 

that a child may be at risk of sexual exploitation and 

also a list of indicators that a child is being abused 

(see Annex C of the full report). The CSEGG Inquiry 

found most victims exhibited three or more of these 

indicators. Also see diagram 1 in the full report.

Exploring consent

There is emerging evidence that professionals are not 

taking appropriate action because children are seen 

as consenting to sexual activity. The age of consent is 

16 years old. 

Staff need a better understanding that any sexual 

activity involving children under 16 is unlawful and the 

power imbalances in the relationship, even for those 

over 16, (due to fear of violence, age difference, the 

provision of gifts, alcohol or drugs etc) which lead 

to a child not being able to freely give their consent. 

Practitioners also need to know the local child sexual 

exploitation care pathway in order to have the 

confidence to act. 

Structured identification and 
assessment of risk

Information sharing is a key element in determining 

risk because the significance of warning signs and 

indicators often only becomes clear when agencies 

pool information which then highlights a pattern of 

behaviours and circumstances.

Health services staff need to maintain awareness 

of the needs of children with other protected 

characteristics and apply professional curiosity to 

safeguard all children.7

7 Equality and Human Rights Commission (2012). The 
essential guide to the public sector equality duty England 
(and non-devolved public authorities in Scotland and 
Wales). Revised (third) edition

Responding well – A 
child-centred focus 
A ‘child-centred’ focus

Healthcare practitioners can contribute substantially 

to protecting more children from sexual exploitation 

if they are committed to taking a child and family 

centred focus. The CSEGG Inquiry found children at 

risk or already victims of sexual exploitation are often 

simply ignored or discounted as ‘putting themselves 

at risk’. 

Taking professional responsibility 
for building trust, engagement 
and case coordination

Healthcare staff are in a good position to build trust 

and work with children and families. They may also be 

well placed to take on the role of, or support,the child 

in finding, a lead professional, advocate or key worker.

Health professionals need to engage with children to 

find out what works for them, both collectively and 

for each child who is at risk, or already experiencing 

child sexual exploitation. A lead professional, 

advocate or key worker can co-ordinate care plans 

for individual children and will need the time and 

commitment to be proactive and persistent because 

the lives of these children are often very chaotic. 

Advocacy or emotional and psychological support 

should be offered, at a venue which is comfortable 

for the child.

Responding well 
– Intervention and 
interruption 
Health professionals’ 
responsibilities

Healthcare staff can play an important part in multi-

agency response to child sexual exploitation. Our 

expectation is that health staff understand their role, 

which may include:
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●● identifying warning signs of risk or indicators of 

child sexual exploitation

●● being open to the possibility of disclosure but 

acting to safeguard the child whether or not there 

is a disclosure 

●● carrying out a holistic risk assessment

●● taking advice from internal safeguarding advisors 

●● sharing information with and making a referral as 

appropriate to other agencies including the police 

and children’s social care

●● referring a child for immediate treatment for 

physical and/or psychological health, or provision 

of longer term recovery treatment when the child 

is ready

●● where victims may have learning disabilities or 

language/communication difficulties, assessing 

the level of disability/difficulty and then agreeing 

and implementing the best method of supporting 

the child

To fulfil these responsibilities, all health staff 

should have access to appropriate single agency 

safeguarding training, learning opportunities as 

well as the multi-agency training offered by Local 

Safeguarding Children Boards. The Intercollegiate 

Safeguarding Training Competencies provides a 

framework for this.8

Agency roles and responsibilities

Our expectation is that healthcare professionals 

understand/know the role they can play and the 

roles of all relevant agencies in tackling child sexual 

exploitation. 

Child sexual exploitation care 
pathway 

It is important that health staff can use a local child 

abuse and sexual exploitation care pathway which 

provides clear decision making points, easy and 

timely access to the services needed for acute and 

8 Safeguarding Children and Young people: Roles and 
Competences for Health Care Staff Intercollegiate 
document, Royal College of Paediatrics and Child Health 
(2010)

recovery support. A good care pathway will link to 

the local Sexual Assault Referral Centre (SARC).9 

Department of Health Public Health Nursing has 

established a small task group to develop a multi-

agency child sexual exploitation care pathway which 

will be published in spring 2014.

Co-location and joint-working 
arrangements

Co-located operational teams and/or Multi-Agency 

Safeguarding Hubs (MASHs) can facilitate early 

information sharing, and as healthcare professionals 

are often in possession of key information, it is vital 

that representatives are involved to develop the 

most effective response. Alternative partnership 

arrangements can also be effective such as virtual 

teams. 

Most importantly, agencies and staff must work 

together to promote effective early intervention. 

There are a number of Local Safeguarding Children 

Board areas which have established a monthly Multi-

Agency Sexual Exploitation Meeting (MASE) meeting 

to review new cases and activity against previously 

reported cases of child sexual exploitation. 

Looked After Children

Health professionals caring for looked after children 

have a crucial role in identifying children at risk, or 

experiencing sexual exploitation and responding 

appropriately to safeguard them. In a University of 

Bedfordshire study, 22 per cent of all young people 

using child sexual exploitation services on one day in 

2011 were in care.10

Specialist child sexual exploitation 
services

There is a case for more investment in local specialist 

services, including a local or regional witness service. 

This is due to the complex nature of child sexual 

exploitation and the need for persistent outreach 

9 Public health functions to be exercised by the NHS 
Commissioning Board Service specification No.30, Sexual 
assault services, Department of Health (2012)
10 What’s going on to safeguard children and young people 
from sexual exploitation? How local partnerships respond to 
child sexual exploitation, University of Bedfordshire (2011)
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and advocacy to engage victims and change the 

trajectory of their lives.

Interrupting perpetrators

Healthcare staff are in a position to support local 

police in the interruption and apprehension of adult 

and child perpetrators of sexual exploitation. Children 

who are perpetrators should receive a safeguarding 

response as both a victim and as a perpetrator.

Responding well – 
Strategic cooperation 
Child sexual exploitation can only be tackled 

successfully when senior managers and safeguarding 

professionals cooperate to provide direction through 

the Joint Health and Wellbeing Strategy, the Local 

Safeguarding Children Board and good strategic 

partnership working.

Joint Health and Wellbeing 
Strategy

Joint Strategic Needs Assessments (JSNAs) are the 

means by which local leaders working in partnership 

can understand and agree local needs through Joint 

Health and Wellbeing Strategies (JHWBS).

Local Safeguarding Children 
Boards

Local Safeguarding Children Boards (LSCBs) play 

a key part in promoting a good response to child 

sexual exploitation through their co-ordination and 

monitoring of single and multi-agency safeguarding 

activity, convening a subgroup as appropriate and 

having a child sexual exploitation strategy, which also 

links to safeguarding of children missing from care or 

home and trafficked children.11

Good strategic partnership 
working

In practical terms, partnership working means 

that health professionals contribute pro actively to 

11 Department for Education. Safeguarding Children and 
Young People from Sexual Exploitation. Supplementary 
Guidance (2009)

the multi-agency response at every stage of the 

commissioning cycle and delivery of services along 

the care pathway for children who are sexually 

exploited.

Sexually exploited children should have easy access 

to health services, not just for sexual health, but also 

for their physical and mental health, reflecting the 

broad range of health problems they may have.

Leadership in the 
New Health and Care 
System 
It is important for healthcare staff at every level to 

understand how their role relates to others across the 

health and care system.

The CSEGG Inquiry confirmed that ‘child sexual 

exploitation is tackled effectively – from prevention 

to protection, enforcement, securing justice and long 

term recovery – when there is clear and committed 

leadership that imports unambiguous messages 

stressing the importance of doing this work.’

NHS England12

NHS England’s Accountability and Assurance 

Framework promotes partnership working:

‘We expect to see the NHS, working together with 

schools and children’s social services, supporting and 

safeguarding vulnerable, looked-after and adopted 

children, through a more joined up approach to 

addressing their needs.’13

Public Health

Public Health England (PHE) has outlined its 

priorities for 2013-14.14 One of these is based on early 

intervention: ‘Supporting families to give children and 

12 NHS Bodies and Local Authorities Partnership 
Arrangements Regulations 2000
13 The Mandate from the Government to the NHS 
Commissioning Board (NHS CB) for April 2013 to March 
2015 (2012)
14 Public Health England (2013), Our Priorities for 2013/14
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young people the best start in life, through working 

with health visiting and school nursing, family nurse 

partnerships and the Troubled Families programme.’

Clinical Commissioning Groups 
and Directors of Public Health

Clinical Commissioning Groups (CCGs) are 

responsible for commissioning children’s healthcare 

treatment services for physical and mental health 

– child and adolescent mental health services 

(CAMHS) and other therapeutic recovery services. 

CCGs are also responsible for identifying and sharing 

information about child sexual abuse and exploitation 

as part of their contribution to a strategic assessment 

of crime and disorder, anti social behaviour, and 

drug and alcohol misuse, for the community safety 

partnership area/s in which they are members.15

Inspectorates

The Care Quality Commission’s (CQC) dedicated 

child protection inspection regime focuses on 

the child’s journey through local health services, 

including how well services work together and to 

what level they are ‘safe, effective, caring, well led and 

responsive to children’s needs’. 

The CQC will look for whether hospitals and other 

acute care settings have alert systems in place to 

identify and track children who are at risk of harm. 

Ofsted has identified child sexual exploitation, missing 

and trafficked children specifically as a focus for their 

single inspection framework. Ofsted, CQC and the 

other inspectorates are committed to introducing 

multi-agency inspections of local arrangements for 

child protection and looked after children in 2015.

Commissioning 

We want the right services to be commissioned 

so that all children who are sexually exploited have 

access to services where they can disclose or be 

identified as victims and receive appropriate care and 

support. 

15 Health and Social Care Act 2012. Schedule 5, Paragraph 
84: 1 April 2013, clinical commissioning groups (CCGs) 
became ‘responsible authorities’ on community safety 
partnerships (CSPs)

NHS and Local Authority Public 
Health

Building on the good partnership theme outlined 

earlier, the local authority ‘health scrutiny’ function 

can hold all commissioners and providers of publicly 

funded health and care services to account for their 

activities arising from the JSNA, JHWS and their 

section 17 responsibilities in reducing crime, disorder 

and the fear of crime, including anti social behaviour 

and substance misuse.16

Health and Wellbeing Boards 

Health and Wellbeing Boards (HWBs) are responsible 

for linking the NHS, public health and social care with 

a wide range of partners. HWBs provide the platform 

for ensuring commissioned services meet the needs 

of their local populations. The HWB’s decision on 

whether to prioritise child sexual exploitation should 

be an informed one, based on local understanding of 

the issue. 

The hidden nature of child sexual exploitation means 

that engaging with voluntary or specialist groups at a 

local level may be the key to developing intelligence 

and understanding of the problem. 

Sexual Assault Referral Centres 

Sexual Assault Referral Centres (SARCs) can also play 

a central part in an effective local response to child 

sexual exploitation and should, in any case, be part of 

local arrangements for safeguarding children. Where 

possible, they should have dedicated staff for children 

and young people and be an integral part of a local 

child sexual exploitation care pathway.17

Commissioning specialist support

Within a good commissioning structure a voluntary 

sector specialist child sexual exploitation service 

can be a very effective and cost effective way of 

16 Section 17 of the Crime and Disorder Act 1998, as 
amended by the Police and Justice Act 2006
17 Crilly T, Combes G, Davidson, D Joyner, O and Doidge 
S. Feasibility of Transferring Budget and Commissioning 
Responsibility for Forensic Sexual Offences Examination 
Work from the Police to the NHS, University of Birmingham 
(2011)
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safeguarding and supporting sexually abused and 

exploited children. Recent research found that 

there is a potential saving of £12 for every £1 spent 

on providing a voluntary specialist child sexual 

exploitation intervention.18

Information sharing 
We want all health professionals to be confident 

in carrying out their duty to safeguard sexually 

exploited children (or vulnerable adults) by knowing 

when and how to share confidential information, even 

without consent.

What children say about sharing 
information

Children are realistic about the need to share 

information. They asked that information be shared 

between professionals working directly with them to 

avoid having to repeat the same story too often. They 

want to know what information is shared, when, with 

whom, and for what purpose.

Using professional discretion

The sharing of health data is a challenging balancing 

act for health professionals between maintaining 

confidentiality and safeguarding a child as a priority. 

Whether or not information should be shared comes 

down to the professional discretion of the healthcare 

team. It should not be an individual decision. 

Multi-agency risk assessment

All providers of relevant health services should 

seek to improve the sharing of information across 

agencies, including to undertake assessment of risk, 

in order to tackle child sexual exploitation. 

Safeguarding and sexual health 
services

Working Together to Safeguard Children is clear that: 

‘fears about sharing information cannot be allowed 

to stand in the way of the need to promote the 

18 Reducing the risk, cutting the cost: An assessment of 
the potential savings from Barnardo’s interventions for 
young people who have been sexually exploited, Pro Bono 
Economics and Barnardo’s (2011)

welfare and protect the safety of children’; also that 

local multi-agency information sharing arrangements 

should be in place and no professional should assume 

that someone else will pass on information which 

they think may be critical to keeping a child safe.19

Caldicott2 Review

The Caldicott Report on health information sharing 

and Government response note that there needs to 

be a cultural shift around information sharing. The 

duty to safeguard children or vulnerable adults may 

mean that confidential information should be shared, 

even without consent, because it is in the public 

interest to do so where there is a risk of significant 

harm.20

Recommendations 
Responding well – Understanding 
and evidence

1. The Department of Health should commission 

work on where the gaps are in the existing 

evidence base on child sexual exploitation, what 

the priorities to address them should be and how 

best to address them (potentially through system 

wide actions and focused work, such as research 

with a clear understanding of who leads on each 

strand.

2. The Department of Health should request NICE 

guidance on how to identify and treat children 

who have been sexually abused which should also 

cover children who have been sexually exploited.

Responding well – Identification 
and assessment

3. NHS England and their area team safeguarding 

leads should work with clinical commissioning 

groups (CCGs), health provider trusts, and general 

19 Working together to Safeguard Children, Department for 
Education (2013)
20 Information: To Share or Not to Share? The Information 
Governance Review, Caldicott F, (2013) and Information: To 
Share or Not to Share? Government response to Caldicott 
Review, Department of Health (2013)
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practitioners and local authority public health 

commissioning and their partners to ensure that:

●● designated doctors and nurses for safeguarding 

support their area teams and CCGs’ work on child 

sexual exploitation; 

●● local multi-agency teams combating child sexual 

exploitation are fully represented from all the 

relevant NHS agencies including professionals 

from primary and secondary, physical and mental 

health care.

Responding well – Intervention 
and interruption

4. All child safeguarding education and training 

should contain a comprehensive section on sexual 

exploitation, recognising that it has profound 

health consequences, so that health professionals 

are supported to respond appropriately to victims. 

Bodies responsible for this include:

●● the individual medical colleges in their training 

roles

●● the General Medical Council (GMC), Nursing and 

Midwifery Council (NMC) and the Health and 

Care Professions Council in their roles for setting 

education standard;

●● Health Education England (HEE); 

●● NHS England and their area team safeguarding 

leads; Clinical Commissioning Groups (CCGs) 

with their designated health professionals; NHS 

Trusts and providers with their named health 

professionals, in their capability development 

work on local safeguarding children boards.

5. The Department of Health should ensure that 

relevant e-learning material is available for all staff 

to have basic child sexual exploitation training to 

enable them to take preventative action, identify, 

understand and make safe exploited children; 

engage with multi-agency partners appropriately 

and provide recovery services as needed.

6. Local health commissioners would wish to 

promote a joined-up response with partner 

agencies through care and referral pathways 

for health treatment and recovery services for 

children who have been sexually exploited, 

and where appropriate, engage non-statutory 

agencies in delivering or co-delivering these 

services.

Responding well – strategic 
cooperation

7. To support appropriate local prioritisation, 

commissioning and local ‘health scrutiny’, health 

and wellbeing boards should ensure that the local 

joint strategic needs assessment (JSNA) and the 

joint health and wellbeing strategy, reflect the 

impact of different forms of violence and abuse, 

including child sexual exploitation; the JSNA 

being informed by evidence from a range of local 

sources, including the local safeguarding children 

board and the community safety partnership.

Leadership and the New Health 
and Care System

8. The Department of Health, the Royal College of 

Nursing and other nursing professional bodies 

should promote the role of school nurses in 

recognising, addressing and coordinating the 

response to child sexual exploitation.

9. Public Health England should seek to tackle child 

sexual exploitation through Directors of Public 

Health and their central role in the local health and 

care system.

10. The NHS Safeguarding Leads at national, regional 

and local level should work to promote a better 

health response for victims of child sexual 

exploitation. This could include use of the annual 

assurance process.

11. The Care Quality Commission (CQC) and 

Ofsted inspections should scrutinise the health 

contribution to the local response to child sexual 

abuse and exploitation.
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Information Sharing

12. NHS organisations and staff should manage 

information in a way that is open and transparent 

to safeguard children who may be sexually 

exploited or at risk of exploitation. Staff should be 

clear that safeguarding considerations override 

the usual requirements for confidentiality and be 

confident to act accordingly, following the advice 

of the safeguarding professional. The child should 

be informed as appropriate and their consent to 

share information sought wherever possible.

13. The Department of Health and the Department 

for Education should work together to ensure that 

the implementation of the response to Caldicott2 

and the document produced under the umbrella 

of the Code of Practice are relevant for victims of 

child sexual exploitation.

Conclusion
The profile of child sexual exploitation has been 

raised through a series of tragic and shocking cases. 

It has provided the impetus for a cross Government 

Action Plan for Tackling Child Sexual Exploitation 

and the multi-sectoral work that the National Group 

on Sexual Violence against Women and Children is 

taking forward, overseen by Home Office Ministers. 

We have also seen enormous changes in the NHS. 

The role that health services play in the lives of 

children means that they are in a position to make a 

significant contribution to identifying, making children 

safe and supporting the recovery of those harmed 

through sexual exploitation. 

The Health Working Group on Child Sexual 

Exploitation recognises the wealth of good practice, 

expertise and training which is already in place 

around the country. 

We will only have achieved what we set out to do 

when health services can help prevent child sexual 

exploitation and improve the health and wellbeing of 

victims so that they can go on to lead full lives and 

realise their potential.
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