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PREFACE

Child sexual exploitation (CSE) is a disturbing problem reported from every part of Sri Lanka across all social
categories. Both male and female children become victims of sexual abuse resulting in serious physical, mental
consequences which most of the time leave unrecoverable damage for their life time. Many cases go unnoticed or
unreported because of social and cultural reasons.

Prevention of child sexual exploitations is feasible through careful planning of interventions to identify vulnerable
factors and important early warning signs. In most instances CSE has taken place before an abuse where the
advantage of the power imbalance or force has been used to push a child to engage in sexual activity in exchange of
certain benefits to the child, parents or gnardians.

Child sexual abuse is often not a sudden provocation and children have been living with perpetrators in a risky
environment for long time before they become victims. All possible measures must be taken to identify the children
at risk of sexual exploitation or abuse and this should be the duty and responsibility of all. Awareness of the problem,
providing child safeguarding services and empowerment and creating a supportive environment for reporting are
utmost important strategies for prevention of child sexual abuse. A coordinated and concerted efforts of all parties
are therefore, necessary for the prevention of child sexual abuse in any setting,

This document is developed, including the proceedings of the symposium on “child sexual exploitation” held on 21st
July 2023 at the Sri Lanka Medical Association (SLMA)organized by the Sri Lanka College of Sexual Health and HIV
Medicine jointly with UNICEF. In the symposium different aspects of the problem, current trends and prevention
strategies were discussed by some of the main stakeholders and professionals involved in child safety in the country.
Representatives of the National Child Protection Authority, Child and Women Bureau of Sri Lanka Police, Sri Lanka
College of Sexual Health and HIV Medicine, Sri Lanka College of Pediatrics, College of Child and Adolescent
Psychiatry, College of Forensic Pathologists and the College of Community Physicians were resource persons. At
this forum recommendations and suggestions including new innovations to strengthen the system in Sri Lanka were

discussed.

I acknowledge and sincerely thank all who contributed and funded to fulfill this task. [ hope that this document will
add to the efforts to continue the dialogue, to lobby and advocate for the prevention of child sexual abuse in Sri
Lanka.

Dr Thilani Ratnayake
President
Sri Lanka College of Sexual Health and HIV Medicine



CHAPTER 1

Child sexual exploitation, important historical &
policy milestones; sharing experiences.

Vidyajyothi Harendra De Silva,
Emeritus Professor of Pacdiatrics, University of Colombo
Founder Chairman NCPA,

Justification of sexual abuse and exploitation.

Historically, child sexual abuse, including that of boys was documented in many countries. It was (is) wrongly
justified! E.g., in Greece it was justified as an: “educational institution for the inculcation of moral and cultural values,
as well as a form of sexual expression”. Boy abuse in Sri Lanka at one time was justified as : "8ee& @8 &0 00
8056 ez..." (Ships don't leave tracks on water). In Pakistan and Afghanistan, Pashtun boys and youth, are
specially trained to take the place of dancing-girls, and are sexually exploited. In South India, the Devadasi system
“Servant of God” has existed from the 3rd century AD.

The Vicious cycle of abuse

In studies by Harendra de Silva et al 1996 about 11% of girls and 21% of boys admitted sexual abuse during childhood.
About 12 % of the adolescent boys in the study population had abused a child, and 649% of these boys had been abused
during childhood.(1) This illustrates how “today’s abused become tomorrow’s abusers. A study in the STD clinic in
Galle approximately 30% promiscuous males admitted childhood sexual abuse and 42% of female sex workers also
admitted childhood sexual abuse. Victimisation too shows a vicious cycle of those abused being more vulnerable to

abuse and exploitation in older life.

United Nations convention on the rights of the child( UNCRC) was ratified in 1989. Sri Lanka signed it in 1991. It
was an obligation for countries to enact laws against offences of child rights. The 1995 amendment no. 22 to the penal
code was part of this obligation by focusing on violence against children and women. It introduced of new definitions
of abuse, enhanced punishments and introduced mandatory sentences.

While obligations to the UN were going on, physical abuse was identified in Sri Lanka(2) and the problem of sexual
abuse domestic child labour, and conscription as a form of child abuse were described. Meanwhile
non-governmental organizations (NGOs) agitated against sex tourism. These factors culminated into the
appointment of the Presidential Task Force on Child Protection and the Act no.50 of 1998 established the statutory
body called the National Child Protection Authority (NCPA). In 1999, Professor Harendra de Silva was appointed as

the founder Chairman. (34,3,)
Sexual exploitation

Although commercial sexual exploitation of boys was known to the sexually transmitted diseases control
programme in 1965, it catered only to a few locals (6). With the explosion in tourism, foreigners came in large
numbers for child sex in the 1970's and 1980's. Tim Bond in 1980 published a report that identified Sri Lanka as
second only to the Philippines as a source for “cheap child sex (7). Many NGOs cited Inflated numbers of
com-mercially exploited children for obvious reasons of funding. “Spartacus” the gay travel guidebook was notorious
for promot-ing countries such as Sri Lanka, for supposed "homosexual’ tourism. But it also mentioned the availability

of children. Following the prosecution of one of their editors in Europe, they stopped using the word “children’, but
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substituted it as “young” and still continues to do so. They purposely confuse ‘gay’ and possible paedophilia to
cover legal responsibility.

Factors that contribute to abuse and exploitation include, poverty, domestic violence, drug and alcohol abuse by
parents, single parents, dysfunctional families with domestic violence, mother working in Middle East etc become

‘PUSH’ factors, while promises of presents, money, house repairs, foreign education become ‘PULL’ factors.

We need to develop A Surveillance Unit with officers aided by the NCPA police Unit & a Cyber Surveillance
Unit. The objective should be to have a proactive SURVEILLANCE system designed to STOP and DETER
CRIMES before they happen AND to augment THE relatively ineffective Reactive surveillance systems
THAT rely solely on recording events AFTER THE OFFENCE.
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CHAPTER 2

Legal background for child safety in Sri Lanka

Renuka Jayasundara,
Deputy Inspector General, Child and Women'’s Bureau, Sri Lanka Police

Translated by Dr. Chani Ratnayaka,

Senior Registrar in Venereology, National STD AIDS Control Programme

According to the International Convention on the Rights of the Child and the Penal Code of Sri Lanka, a person aged
less than 18 years of age is defined as a child. All children should be given education until 16 years of age. Furthermore,
71 hazardous occupations have been identified, in which children aged between 16 to 18 should not be engaged

in.(1.2

All children should be under the care of an adult guardian. Active guardians are the parents whereas the temporary
guardians are the teachers, caretakers etc. The legal guardian is the government, courts or the Department of
Probation and Childcare Services. Law plays an important role in protecting children; hence Children and Women

Bureau of Sri Lanka Police was established with the objective of safeguarding the children and women.

A crime committed by a child less than 12 years old is not considered a crime (penal code 75), however, when a child
is between 12 - 14 years of age, an assessment by a medical board is needed before considering it as a crime (penal
code 76).

There are 41 child rights as per the International Convention for Children, and
some of them are as below : (1)

Right to live

Right to be raised by or have a relationship with their parents
Right to life, survival and development

Right to an education that enables them to fulfil their potential
Right to express their opinions and be listened to

Right to rest and play

Right to protection from sexual abuse

Right to protection of privacy

Right to protection from violence

The 3 main categories of abuse that can occur against children are

o

Physical abuse

(]

Emotional abuse

3. Sexual abuse
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Physical abuse includes assaults, burns, intoxication, poisoning, homicide, denying medical treatment, food and
slavery among others. Emotional abuse includes negligence, verbal abuse, causing fear, threats, discrimination,
humiliation, and not listening toto name a few. Sexual abuse against children includes involving in pornography,

rape, sexual exploitation, engaging in child prostitution, cyber sexual violences etc.
Some causes for child sexual abuse are

Intimate partner relationships
Family disputes

Lack of guardians
Irresponsibility of guardians
Insecurity

Drug addiction

Extramarital affairs of parents

Inappropriate web-surfing habits

Prevention of domestic violence act, no. 34 of 2005, clause 23 safeguards
children in a setting of domestic violence.

(1) A person, in respect of whom an act of domestic violence has been, is, or is likely to be, committed (hereinafter
referred to as "an aggrieved person') may make an application to the Magistrate's Court for a Protection Order,
for the prevention of such act of domestic violence.

(2) Anapplication under subsection (1) may be made:

(a) by an aggrieved person;
(b) where the aggrieved person is a child, on behalf of such child by
(i) a parent or guardian of the child.
(ii) a person with whom the child resides.
(iii) a person authorized in writing by the National Child Protection Authority established under the
National Child Protection Authority Act, No. 50 of 1998; or

(c) by a police officer on behalf of an aggrieved person.
Types of crimes against children
1. Rape (penal code 364) Imprisonment up to 20 years
Woman under 16 years of age with or without consent
Obtaining consent by intimidation

Obtaining consent by use of drugs or causing intoxication

Obtaining consent by implying to be her hushand

Sex without consent after a legal divorce

2.Grave sexual offenses (penal code 365) Imprisonment up to 20 years

For sexual gratification, does any act, using his genitals or any other part of the human body or any instrument on any

orifice or part of the body of any other person, being an act, which does not amount to rape.
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3.Sexual harassment (penal code 345) Imprisonment up to 5 years

By assault or criminal force, sexually harasses another person, or using words or actions, causes sexual annoyance or

harassment.
4.Cruelty to children (penal code 308) Imprisonment up to 10 years

Whoever has custody of any under 18 persons, willfully assaults, ill-treats, neglects, abandons such person in a

manner likely to cause suffering or injury to health.

5.0bscene publication, exhibition relating to children (penal code 286 A) Imprisonment up to 5 years.

Any person who hires, employs, assists, persuades uses, induces or coerces. any child to appear or perform. In any
obscene or indecent exhibition or show or to pose or model for, or to appear in, any obscene or indecent photograph
or film of who sells or distributes, or otherwise publishes, or has to his possession, any such photograph or film.
6.Punishment for kidnapping (penal code 354) Imprisonment up to 10 years

Kidnapping boys <14 years or girls <16 years from the lawful guardianship

7. Kidnapping or abducting (Penal code 360 A) Imprisonment up to 10 years

Procures, or attempts to procure, any person, whether male or female of whatever age (whether with or without the

consent of such person) to become, within or outside Sri Lanka, a prostitute.
8.Sexual exploitation of children (penal code 360 B) Imprisonment up to 20 years

Knowingly permits any child to remain on any premises, for the purpose of causing such child to be sexually abused
or to participate in any form or sexual activity or in any obscene or indecent exhibition or show.

9. Trafficking (penal code 360 B) Imprisonment up to 20 years

Engages in the act of buying or selling or bartering with any person for money or for any other consideration.

10. Procuration (penal code 360 C) Imprisonment up to 20 years

Obtains an affidavit of consent from a pregnant woman, for money or for any other consideration, for the adoption of
the unborn child of such woman or recruit women or couples to bear children or impersonates the mother or assists
in such impersonation.

11. Persuasion for sex (penal code 360) Imprisonment up to 20 years

Threatens, or uses violence towards, a child to procure such child for sexual intercourse or any form of sexual abuse;

or gives monetary consideration, goods or other benefits to a child or his parents with intent to procure such child

for sexual intercourse or any form of sexual abuse,
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12. Child slavery (penal code 358 A) Imprisonment up to 30 years Any person who

(a) subjects or causes any person to be subjected to debt, bondage or serfdom.
(b) subjects or causes any person to be subjected to forced or compulsory labour.
(c) subjects or causes any person to be subjected to slavery; or

(d) engages or recruits a child for use in armed conflict, shall be guilty of an offence.

Rights of a victimized child are

® Freedom from being victimized.

@ Prevent from revictimization.

® Justice

® Protection from future influences
® Access to psychosocial counselling
® Access to safe guardianship

® Attain normalcy.

Officials responsible for child protection are

® Police officers

® Child rights officers

@ Social service officers

® Probation officers

® Child protection authority officers

® Job promotion officers

@ Labour officers

® Counsellors / Psychologists

® Human resource development officers
® Early childhood development officers

® Vidatha officers from Ministry of Industries

Government organizations responsible for child protection are

® Sri Lanka Police

® Children and Women’s Affairs Ministry

@ Department of Probation and Childcare Services
® Social Services Department

@ National Child Protection Authority

® [ cgal Aid Commission

® L abour Department

® Education Department

® Ministry of Health

® Divisional Secretariat Office
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How should government officials act for the protection of child victims?

Build an enabling environment for victimized children to reveal their difficulties and harassments.
Prevent revictimization

Take prompt legal actions

When continuous influences are present, take necessary actions according to the Victim and Witness
Protection Act of 1982.4

Offer psychosocial counselling

Arrange safe custody.

Provide school education.

Continuous supervision.

Important phone numbers

Child and Women's Bureau of Sri Lanka Police 0112 444444
National Child Protection Authority 1929

Police Headquarters 118 /119

Legal Aid Commission 0112 433618

Department of Probation and Childcare Services 0112 187283
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CHAPTER 3

Situation Analysis of Children Under 18 Years of Age
Attending Sexual Health Clinics in Sri Lanka

Dr. Thilani Ratnayake,
Consultant Venereologist
STD Clinic - Anuradhapura & National STD/AIDS Control Programme, Sri Lanka

Background

The provision of sexual health services to young people is of utmost importance for ensuring the safety of future
generations. Children under 18 years attend STD clinics either as referrals or voluntarily. Young victims of sexual
assaults are referred to STI clinics for screening and treatment of sexually transmitted infections (STls). This is a
routine practice and is a place where the darkest aspects of child sexual abuse in Sri Lanka can be seen.

In Sri Lanka, it is also a common assumption that children of school age are not sexually active and do not need sex

education to be a part of their school curriculum.

A situation analysis was planned to understand the intensity of child sexual abuse and the services received by young
people attending sexual health clinics. The goal was to provide evidence for policymakers to take necessary actions
in safegnarding children against sexual exploitation and keeping them safe from STls and unwanted pregnancies in
Sri Lanka.

Methods

All 41 STD clinics under the Ministry of Health, covering all 25 districts, were invited to participate in the situation
analysis and 31 clinics took part. All children under 18 years of age who were registered from Ist January to 3lst
December 2022 were included, and relevant data were extracted by reviewing case notes. Mean values, proportions,
and chi-square values were computed (p < 0.05). A total 0f 1968 (979%) case notes were included for data analysis after
darta clearance.

Results (Socio-demography)

Out of the 1968 children aged 18 years or below who attended during the year 2022, the majority (66%) were between

the ages of 11-15 years, with a mean age of 14. Females accounted for 80.7%.

The clinics in Hambantota, Kandy, and Kalutara provided services to more than 100 children under the age of 18 years

during the year 2022.
The majority (75.2%) of these children were referred by a judicial medical officer to sexual health clinics following

suspected sexual assault.. Additionally, 15% were referred by other medical professionals, while 4.3% of children

under the age of 18 years attended voluntarily.
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Figure 01 : Age distribution of the study population.
Reported STIs

A total of 203 (10.3%) children received treatment for confirmed STIs or non-STI conditions and out of this 101 were

confirmed STIs including syphilis, gonorrhoea, genital herpes, genital warts, trichomoniasis. Genital herpes

infection, was the most common STI1.
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Figure 02: Frequencies of the STIs diagnosed among the study sample.(n-219)
(Note: more than one pathology was diagnosed in some)
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Reported sexual assaults.

A total of 1473 children attended the sexual health clinic following a sexual assault. The majority (879%) of them were

females, and 62.4% of the child victims were between 14-16 years of age, with a mean age for sexual assault reported

as 14 years. This result may be biased due to the legal age for consent for sexual intercourse in Sri Lanka being 16 years

for females, Most of these incidents involved consensual sex. However, the result truly indicates that there is a

significant number of children under the age of 18 who are sexually active and in need of age-appropriate sex

education before they complete their school education.

70

O24%
60

50

40

Percentage %

30

20

10.3%
12.8%
8.6%
10 %

.

<10Years 11-13 14 -16 17-18
Years Years Years

Figure 03: Age distribution among alleged sexual assaults (n = 1473).

The majority {90.6%) of sexual assailants were known to the victim, with 51% stating that the assailant was their
boyfriend. A considerable proportion (13.7%) were reported to be close relatives or involved in cases of incest.

Furthermaore, teachers, neighbors, monks, school van drivers, mother’s boyfriends, and others were reported to have

abused children in their own environments.
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Figure 04: Age distribution among alleged sexual assaults (n = 1473).
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Other known assailants (33.1) Frequency

Brother in Law 7

Own brother 4

Monk / Priest 12

Step Father 23
Neighbour 12

Older male reported by a male child 7
Known male 35
Mother’s Boy Friend 1
School van driver 1
Teacher 2

Shop owner 1
Non regular partner 15
Relative 3

Table 1: Categories of assailants reported

Teenage Pregnancies

It was found that 127 females under the age of 18 were pregnant at the time of their attendance, and the lowest age for
pregnancy was 12 years. This accounts for an 8% teenage pregnancy rate for this population group, which is much
higher than the national figure of 3.9% from all reported pregnancies in Sri Lanka in 2022 (Source FHB) About half

(539%) of the pregnant teenagers were under 16 years of age, with a mean age of 15.6 years.

8%(127)

8% of females reported to be pregnant
National figure for teenage pregnancy :
3.9% from all pregnancies

Source: FHB - 2022

92%(1462)

m Pregnant = Not pregnant

Figure 05: Pregnancy rates among the females in the study population
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Colombo, Kaluthra, Batticaloa, Matara, and Kandy clinics reported more than 10 teenage pregnancies during the

period, with the highest reported in Matara, where 15 teenage pregnancies were reported for the year 2022.

16

Percentage %

[ Western Province B Central Province BNorth Central Province
B North Western Province lll Northern Province Eastern Province
Southern Province M Sabaragamuwa Province

Figure 06: Pregnancies in relation to districts (n=127).

Education level

Alleged Sexual Assault Significance
Yes No
Education
No % No %
Up to Grade 1 -5 135 75.0 45 25.0
X2=92.934
Grade 6 - 11 1158 79.0 308 21.0 df=5
p= 0.000
GCE O/L 104 559 82 441
GCE A/L 11 34.4 21 65.6
Not Schooling 32 82.1 7 17.9
Data Not available 17 472 19 52.8

Table 02: Association between alleged sexual assault and level of education.

Education level was analysed according to the school grades in Sri Lanka, and three-quarters of the children were
between grades 6 to 11.

A significant number of sexually assaulted children had an education level below GCE O/L (X2 = 65.916, df =1, p -
0.000), and the majority (82%) of sexually assaulted children were not attending school, even though they were

eligible for school education.

12



The highest proportion of teenage pregnancies were reported for an education level of GCE O/L or less (X2 = 24.337,
df =5, p=0.000).

These findings raise the question of whether the current school education system in Sri Lanka is able to provide an
adequate level of knowledge and skills to young children to safeguard themselves from sexual infections, teenage

pregnancies, and sexual assault.

Pregnant Significance
Yes No
Education
No % No %
Up to Grade 1 -5 3 2.6 113 974
X2 =24.337
Grade 6 - 11 98 7.7 1175 92.3 df=5
GCE O/L 19 16.5 96 83.5 p=0.000
GCE A/L 0 0.0 14 100.0
Not Schooling 1 43 22 95.7
Data Not available 6 214 22 95.7
Table 03: Association between pregnancy and level of education.
Conclusions

The reported number of child sexual abuse cases is only the tip of the iceberg, and there could be many unreported

cases due to various social and cultural reasons.

The tindings clearly indicate that a significant number of school-age children are sexually active, and STls and
teenage pregnancies have been reported as adverse outcomes of child sexual abuse. The question arises as to whether
children under the age of 18 years receive adequate knowledge and skills through their school education to safeguard

themselves from sexual violence, teenage pregnancies, and STls.

Most children are sexually abused by individuals they know within their own living environment. Therefore, having

a safeguarding system at all possible contact point.to screen children, for risk of sexual abuse is important.

Continuous awareness on the prevention of child sexual abuse is essential for parents, guardians, and the general
public. It is also crucial for young people to be knowledgeable about the risks and develop assertive skills to
safegunard themselves. Age-appropriate sex education during school years can play a vital role in preventing child
sexual exploitation and child sexual abuse.

Government sexual health clinics provide services for a significant number of children under the age of 18 years, and

the system should have an established safeguarding system to protect young people and provide sexual health

services.
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CHAPTER 4

Challenges when providing services to a
young victim of sexual assault

Prof Ajith Rathnaweera,
Department of Forensic Medicine,
Faculty of Medicine, University of Ruhuna

The term "child" is used to refer to anyone under the age of 18 years. Although child sexual abuse {(CSA) is recognized
as a serious violation of well-being and rights of children, no community has yet developed mechanisms that ensure
that none of their youth will be sexually abused. CSA is, sadly, an international problem of great magnitude that can

affect children of all ages, sexes, races, ethnicities, and socioeconomic classes.

Obtaining consent for medico-legal examinations sometimes can be a problem as these children are below the age of
18 and are unable to provide valid consent. Sometimes the parents or the guardians are not present at the time of
examination and sometimes the guardian is the assailant so that consent cannot be obtained.

The genito-anal area has a remarkable healing capacity resulting in injuries to disappear quickly. One of the most
important factors in the forensic examination is therefore the time lapse between the sexual assault and the
examination. An examination after 72 hours will not show minor lacerations that might have been present earlier.
Any delays in producing these victims for medico-legal examinations can easily lead to the loss of valuable evidence.

Unfortunately, most of these victims are produced for examination after a significant delay.

Examination of a child victim of sexual abuse has its own challenges. Sometimes interpreting the given history is
very difficult and the services of a child psychiatrist or a psychologist are needed. In a peripheral facility, getting all
the necessary referrals arranged is a challenge. Sometimes congenital variations of the genitals can be misinterpreted
as injuries. Wrong opinions could be formulated by an inexperienced examiner. Some of the peripheral facilities may

not have the services of an experienced Judicial Medical Officers.

Facilities to carry out a proper medico-legal examination are very much important for better outcomes. Adequate
space, a lithotomy bed, proper lighting and other necessary equipment for sample collection and storage are some of
the essential requirements. Lack of these facilities specially in remote places can lead to inadequate medico-legal

examinations.

Keeping a victim in a safe place until safe custody is arranged is again a major problem. Keeping these children in a
busy hospital ward is not always possible. Lack of temporary accommodation facilities for these children is an issue
that needs to be addressed throughout the country.

The delays in court proceedings in child sexual abuse cases is also a major problem. This is due to multiple reasons
ranging from delays in submitting summons, delays in providing reports, delays at the government analyst

department and delays at the courts. A proper mechanism needs to be implemented to counter these issues.

The problems faced during examination of a young victim of sexual abuse poses multiple challenges. A thorough

understanding of these issues is mandatory to achieve better outcomes in the future.
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CHAPTER 5

Psychological impact of child maltreatment

Dr. Darshani Hettiarachchi
Consultant Child and Adolescent Psychiatrist
Lacly Ridgeway Hospital for Children

Sexual abuse is defined as the involvement of dependent, developmentally immature children and adolescents in
sexual activities that they do not truly understand to which they cannot give informed consent, which violate

accepted social norms and family roles, and which are against the law.!
Child sexual abuse can be divided into two categories based on

1. Physical activity (touch) e.g.: asking or pressurizing a child to engage in sexual activities such as physical contact

with the child’s genitals, breasts or mouth.

2. No actual physical activity (non-touch) e.g.: viewing of the child’s genitalia without physical contact, indecent
exposure of the adult’s genitals, using a child to produce child pornography, selling sexual services of children,

displaying pornography/pornographic videos.

According to the CDC-Kaiser Permanente adverse childhood experiences (ACE) study(1). without intervention,
adverse childhood events (ACEs) may result in long-term disease, disability, chronic social problems, and early
death. Importantly, intergenerational transmission that perpetuates ACEs will continue without implementation of

interventions to interrupt the cycle.

Victims of child sexual abuse are at higher risk of developing emotional and behavioral problems such as anger,
irritability, psychiatric conditions such as acute stress reaction, post- traumatic stress disorder, depression, and
anxiety. They are also at higher risk of developing substance related issues and self-harming behaviors. Victimization
can also have a negative impact on their personality development where they can have low self-esteem, low selt
confidence and trust issues. Research into victims of child abuse show increased baseline cortisol level, increase
ACTH response to cortisol and Hypothalamic Pituitary Adrenal (HPA) axis hyper responds in victims of child abuse.
Increase catecholamine and cortisol response leads to adverse brain development through accelerated loss of neurons
(premature aging), delay in myelination, abnormalities in normal pruning and neurogenesis inhibition(2).

Gender, age, disabilities, low socioeconomic status, family factors and poor knowledge on sexuality education are
the main research identified risk factors(3). Furthermore, myths and misconceptions in the society, misleading social
norms, deficits in the interpretation of sexually abusive behaviors due to lack of knowledge and poor assertiveness
skills are some of the clinically observed risk factors. Nondisclosure due to various reasons can lead to repeated

victimization which results in an increase in physical and mental health issues in victims.
Preventive measures such as increasing awareness, discarding myths, ensuring the safety, providing age-appropriate

sexuality education, that include their rights to be safe, empowering, and improving assertiveness skills of children

can be used to minimize victimizations.
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CHAPTER 6

Sexual and Reproductive Health Services for
Young Persons in Sri Lanka

Dr. Chiranthika Vithana ,
Consultant Community Physician

Family Health Burcau

Abstract

This research paper explores the landscape of sexual health services for young people in Sri Lanka, focusing on the
challenges they face and the interventions designed to meet their sexual and reproductive health needs. Adolescence,
a critical developmental phase, brings about significant physiological, psychological, and social changes. With
adolescents constituting a substantial demographic group in Sri Lanka, this study investigates the unique challenges
they encounter and the strategies devised to address these concerns.

The paper delves into the sexual and reproductive health issues that confront young individuals in Sri Lanka. The
prevalence of teenage pregnancy, sexually transmitted infections, sexual abuse, and gender-based violence present
substantial threats to adolescent well-being. In addition, the paper examines the impact of brain development during
adolescence, influencing decision-making and behavior, and highlights the role of hormonal changes in shaping

emotional responses and impulse control.

To address these challenges, the ‘Yowun Piyasa’ Youth Friendly Health Services have been established, focusing on
accessibility, appropriateness, and acceptability for adolescents and youth. These centers provide essential
information, services, and support while ensuring confidentiality. Various interventions and programs have been
introduced to address the range of adolescent sexual and reproductive health issues. Initiatives include behavior
change communication, life skills development, youth leader training, and collaborations among different sectors.
However, challenges persist, such as legal barriers and coordination issues, exacerbated by the COVID-19 pandemic.

The paper concludes that a comprehensive approach, informed by an understanding of adolescent development, is
vital. The establishment of Youth Friendly Health Services and the implementation of targeted programs underscore
the commitment to addressing young people's sexual health needs. Overcoming challenges through policy advocacy

and intersectoral cooperation is key to ensuring the well-being and empowerment of Sri Lanka's youth.

Introduction

Adolescence is a critical phase of human development marked by significant physiological, psychological, and social
changes. It is a transitional period between childhood and adulthood, characterized by the onset of puberty,
exploration of identity, and the development of cognitive and emotional skills. In Sri Lanka, a country with a
population of approximately 22 million, young people constitute a substantial demographic group. Adolescents,
defined as individuals aged 10 to 19 years, make up around 16% of the total population, while youth, aged 15 to 24
years, represent 15.6% (1,2). This paper delves into the provision of sexual health services for young people in Sri
Lanka, highlighting the unique challenges they do face and the interventions designed to address their sexual and

reproductive health needs.
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Adolescent Sexual and Reproductive Health Issues

The sexual and reproductive health challenges faced by young people in Sri Lanka are multi-faceted. The pubertal
transition brings about changes in the physical, emotional, and psychological realms of adolescents' lives. The
prevalence of teenage pregnancy is a concerning issue, with rates fluctuating over the years. Adolescent fertility rate
remained around 30 per 1000 girls of 15-19 age group since 1975 onwards though several evidenced-based
interventions(l). Alongside adolescent pregnancy, sexually transmitted infections (STls), sexual abuse, and

gender-based violence are significant concerns affecting the well-being of adolescents and youth.
Adolescence and Brain Development

During adolescence, the brain undergoes remarkable changes that have a profound impact on decision-making and
behavior(3) . Several synapses were formed in childhood. In adolescence, the ‘pruning’ process, guided by the ‘use it
or lose it" principle, leads to the strengthening of neural connections that are actively utilized while pruning those
that are not. Hormonal changes, including fluctuations in sex hormones such as estrogen and testosterone, influence
emotional responses and impulse control. Notably, the prefrontal cortex, responsible for rational decision-making, is
still under development during adolescence, leading to a reliance on the limbic system for emotional responses and
reward-seeking behaviors.

Adolescent Youth Friendly Health Services

Youth Friendly Health Services, branded as "Yowun Piyasa,' have been established in Sri Lanka to address adolescent
health concerns including the sexual and reproductive health needs of young people (4). These services are designed
to be accessible, acceptable, and appropriate for adolescents and youth. Key components of Yowun Piyasa centers
include maintaining privacy and confidentiality, offering information and skills related to adolescent health, and
providing essential services. The approach focuses on ensuring that young people feel comfortable secking care,
discussing their concerns, and accessing the necessary support. Service providers and support staff play a pivotal role
in delivering sensitive and effective care to this demographic.

Interventions and Programs

To tackle the array of challenges associated with adolescent sexual and reproductive health, various interventions
and programs have been implemented. A comprehensive package on Adolescent Sexual and Reproductive Health
(ASRH)(5) has been developed to address behavior change communication and life skill development in decision
making related to ASRH. Youth leader training initiatives empower young individuals to become advocates and
educators within their communities. The technical advisory committee on young persons’ health of the ministry of
health consisting of all relevant stakeholders and professional colleges provide guidance for the development of
policies, guidelines, protocols and interventions on adolescent and youth health. These interventions aim to
overcome barriers in the healtheare sector and work collaboratively with other sectors such as legal, education, and
law enforcement.

Ensuring smooth functioning of adolescent sexual reproductive
health services

The Ministry of Health in Sri Lanka is tasked with delivering accessible, efficient, and equitable healthcare services,
free of charge, while respecting the dignity of adolescents and aligning with national health policies. Aligned with
the Child Health Convention, adolescents hold rights to health, education, and fair treatment)(6) . The National
Policy and Strategy on Adolescent and Youth Health reinforces the government's commitment to providing
adolescent-friendly sexual and reproductive health services, guided by the Family Health Bureau(7) .
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Critical elements of sexual and reproductive health involve delaying parenthood, prioritizing education, facilitating
contraception, creating economic opportunities, promoting protective cultural norms, and enacting laws to uphold
sexual and reproductive rights, all while safeguarding child welfare. Teenage pregnancy jeopardizes these rights,
imperiling both adolescents and infants. Family Health Bureau data highlights nearly 12,000 annual teenage

pregnancies, with around 1300 teenage mothers facing severe complications (8).

The Adolescent Sexual Reproductive Health Program focuses on addressing adolescent needs, encompassing
primary, secondary, and tertiary prevention, primarily aimed at reducing teenage pregnancy. This comprehensive
approach involves life skills development, pregnancy prevention, maternal care, family planning, STI/HIV/AIDS

prevention, and gender-based violence strategies, with a commitment to equity.

Medical professionals are ethically bound to offer competent medical services while upholding privacy and
confidentiality, guided by the Hippocratic Oath and the ethical standards set forth by the Sri Lanka Medical Council.
A range of interventions are deployed for the prevention of teenage pregnancy. Primary health teams orchestrate
diverse programs to educate teenagers and their parents about averting teenage pregnancies, both in educational
settings and through community engagement, including schools, vocational training institutions, and youth

organizations. Various life skill development initiatives are pursued across the health, education, and youth sectors.

Despite multifaceted teenage pregnancy prevention endeavors, a small cohort of adolescents initiates early
cohabitation due to sociocultural and economic circumstances. Among the responsihilities of primary health statt
working with this group of underage cohabiting teenagers is preventing pregnancies and the associated maternal
mortality. The risk of maternal mortality is significantly higher for teenage girls compared to those aged 20 to 25. The
2012 census reported a marked escalation in both total fertility rates and adolescent fertility rates, highlighting an
alarming trend toward increased teenage pregnancies and the concomitant health risks for mothers and infants(1).
The urgency of preventing teenage pregnancy has now reached the status of a public health emergency, demanding
immediate action. For that it is essential to have legal sateguards for sexual and reproductive health service delivery

by health care providers

As per our policy and child rights conventions, all adolescent girls below 16 years of age have the right to
comprehensive access to sexual reproductive health services to prevent pregnancies and sexually transmitted
infections. Despite proactive primary preventive interventions, such as education and life skill development, aimed
at discouraging underage cohabitation, certain minors continue to engage in such relationships. Law enforcement
authorities have questioned healthcare officials for providing sexual reproductive health services to underaged
pregnant females (<16 years), labeling such instances as 'statutory rape/sexual abuse." Disclosing such information to
the police, breaching confidentiality, could disrupt seamless service provision and expose healthcare workers to
societal pressures, court summons, and police actions. Instead of being seen as a commendable commitment, such
actions are considered harassment by healthcare providers, leading to potential cessation of outreach eftorts to serve

needy adolescents.

To address these concerns, the Ministry of Health has issued relevant circulars and guidelines, seeking to align
necessary service provision with legal insights from the Attorney General's Department. Tt is imperative to uphold
the confidentiality and privacy of clients, irrespective of their age. Medical officers are entrusted with case-by-case
decision-making authority. They may offer reproductive services if it appears likely that such minors will engage in

sexual activities detrimental to their physical or mental health without intervention.
A common misconception exists that adolescent sexual reproductive services solely involve providing long-term

contraceptives. These services encompass a much broader scope, with contraception representing the final step in a

comprehensive process beginning with primary prevention.
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As a result of this legal clearance from The Attorney General in 2011 & 2015 , adolescent sexual and reproductive
health service provision and demand increased and teenage pregnancy percentage decreased from 6.1% in 2012 to
3.9% in 2022 (8).

Challenges and the way forward

Despite the progress made, challenges persist in the provision of sexual health services to young people in Sri Lanka.
Legal barriers, inadequate coordination among various sectors, and the impact of the COVID-19 pandemic are factors
that hinder the effective implementation of interventions. Adolescents and youth continue to face sexual health
concerns, emphasizing the importance of sustained efforts to address these issues. Advocacy for policy changes,
enhanced intersectoral collaboration, and the utilization of digital platforms are essential strategies to overcome

these challenges.
Conclusions

The provision of sexual health services to young people in Sri Lanka is a complex endeavor that requires a
multi-dimensional approach. Understanding the unique characteristics of adolescence, brain development, and the
hormonal changes that occur during this phase is crucial for tailoring effective interventions. The establishment of
Youth Friendly Health Services, along with the implementation of various programs and initiatives, signifies a
commitment to addressing the sexual and reproductive health needs of adolescents and youth. By overcoming
challenges, advocating for policy changes, and maintaining a comprehensive approach, Sri Lanka can ensure the

well-being and empowerment of its young population.
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CHAPTER 7

Early identification of child sexual exploitation

Dr. Thilani Ratnayake,
Consultant Venereologist
STD Clinic - Anuradhapura & National STD/AIDS Control Programme, Sri Lanka

Background

Prevention of child sexual abuse is more important than managing child victims of sexual assault. According to the
National Child Protection Authority (NCPA), each year about 1,000 children under the age of 18 years become
victims of different types of sexual assaults in Sri Lanka. In 2022, the NCPA reported 25 cases of child sexual
exploitation, 167 cases of rape, 1 case of incest, 185 cases of grave sexual abuse, and 729 cases of sexual harassment [1].
Worldwide, every 1 in 10 amounting to 120 million girls under the age of 20 has faced sexual violence [2].

Most reported cases of child sexual assaults were not sudden provoked incidents but were well planned by the
perpetrator who previously knew the victim well. Child victims have been living in risky environments, sometimes
with the perpetrator for a long time. During such periods, many different responsible adults including neighbors,
relatives, and government officials such as teachers, healthcare providers, and local administrative officers like
gramaniladaries, have come into contact with these children at risk while providing routine services. Unfortunately,
most such children at risk of abuse were not identified early before the abuse, and therefore the opportunity to

prevent child sexual abuse was often missed.

One of the main reasons for missing these opportunities is unawareness of the early warning signs of child sexual
exploitation(CSE) . Ignorance is also a contributing factor, as there is a lack of attention to the child at risk unless
the victim is his or her own child or younger sibling. Furthermore, despite being aware and identifying the risk,
reporting and getting help is a difficult task when the existing child safety system is malfunctioning. This is due to
various failures including defects in laws, policies, influences, and poverty. Long waiting times at reporting desks,
poor support for reporting, and not being able to see a positive outcome and reward for such attempts with goodwill
are common reasons for the general public not being keen on reporting even when children are obviously at risk of
sexual assault. In some extremes, people who volunteer to help the children themselves may be at risk of harassment
by some officials. Further, stigma related to child sexual abuse and fear for the child's future also contribute to poor

reporting,.

Being aware of the early warning signs of CSE and incorporating screening questions for CSE at every contact point
or front desk especially at hospitals schools, pre schools and any government or private institute where under 18
years will come for services. is of utmost importance to detect children at risk of sexual exploitation. In order to
ecucate parents and the general public to prevent child sexual abuse, there should be more awareness included in

school curricula and education programmes.
Early warning signs of child sexual exploitation
The risk for a child can exist within the child, the family, or the immediate environment; therefore, early warning

signs of CSE can also be detected within the child, the family, or the immediate environment.
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1.Parents and Family

A child's primary protection comes from their parents and the lack of parental protection is an early warning sign for
CSE.

Parental protection can be lost due to natural causes, such as the death of one or both parents or the long-term illness
of a parent. Social reasons, such as divorce or separation, leaving children with a single parent, could also be a risk
factor. In Sri Lanka, mothers going for foreign employment for extended durations is a well-known reason for child
sexual exploitation. The recent economic crisis in the country has exacerbated the situation due to changes made to
migration policies for foreign employment. Initially, government permission was not granted to women for foreign
employment if they had children under the age of 5 years, but the policy has recently changed so that the restriction

now applies only to women with children under the age of 2 years, thus making more children vulnerable.

Furthermore, inappropriate behaviors of parents also put their children at risk. Parents addicted to alcohol and drugs
and those who are involved in drug dealing within the domestic environment get their children involved in the
business are not uncommon, placing children at risk of exploitation by their own parents. Moreover, parents
engaging in commercial sex within their own homes and escorting different clients while exposing children to
strangers are also high-risk situations for child exploitation. The risk is particularly reported when women become

single parents and are left without economic support to raise their families.

Parents’ extramarital partners can also become perpetrators of child abuse. Often, abused children have lived with

these abusers, who may call themselves “supportive uncles” to the family, for extended periods of time.

2.Signs that could be detected at school
1. Not attending school without parents’ / guardians’ consent:

The first place a child goes outside of the family is to school for education. If a child is not attending school without
informing parents or guardians, it could be the first sign that the child is entering a dangerous situation and it is a
very early warning sign. Unfortunately, in the current education system, the reasons for not attending school are not
inquired into the same day, and this sign is often ignored by teachers. Implementing an alarming system within
schools to notify parents if their child is absent from school on the same day presents an opportunity to prevent

children from getting into dangerous situations.
2. Poor school performance:

When a child is being abused or living in a threatened environment they will not perform well in their studies and
sports, and changes in their behavior can often be noticed by teachers and friends. In some cases, previously
high-achieving students may start to struggle in school. This should also be considered an early warning sign of child

sexual abuse.
3.Signs within the child:

Children with behavioral problems and mental illnesses are vulnerable factors for child sexual abuse because such
children are often neglected by their families due to their mental condition. Lack of knowledge and assertive life
skills can also make a child vulnerable to child sexual abuse. Children should be educated on how to protect

themselves.
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4. Relationships:

A child having a relationship with an adult is a risk factor for CSE and is often reported in cases of child sexual abuse.
There is a possibility of a power imbalance when there is more than a 5-year age gap within a relationship, especially
when a child is involved. It is important to determine whether there is force and control within relationships, even it
it is between two young people of the same age.

5. Peer pressure

Children always like to stay with friends and groups, and it is important for the social development of a child to be
with friends. However, sometimes peers can be a negative influence that pushes a child into drugs and unnecessary
sexual relationships which may lead to sexual exploitation and abuse. Children can be forced into such risks,
especially stepping into use of illicit drugs and sex without genuine interest out of the fear of being rejected from peer
groups. Good parental support and guidance along with assertive skills are very important to counteract this peer

pressure.
6. Online child sexual exploitation

Sending or receiving messages or images of a sexual nature to a child is considered child sexual abuse, even between
two children. This could also include creating or sharing sexual images or videos of a child under 18 years of age.
Online child sexual exploitation can manifest in different forms, which include:

Sending sexual messages to a child
A child taking an explicit photo or video of themselves or a friend
Sharing a nude image or video of a child, even if it is between children of the same age

Downloading or storing an explicit image or video of a child, even if the child gave their permission for it to be

taken

Children can get involved in online sexual exploitation due to various factors, including:

Peer pressure.
Being blackmailed, harassed, or threatened.

Being groomed or coerced.

e

&

®

® Toincrease their self-esteem.

® To explore or prove their sexuality.

® Fecling like they 'owe' to their boyfriend or girlfriend and being made to feel guilty if they do not.
°

As adare or joke.

One of the serious consequences of social media use is online child sexual abuse. Many perpetrators, including
paedophiles, approach children via online platforms, and this is happening globally. The COVID pandemic
exacerbated the situation and routine school education has become impossible without the use of internet and social
media. The International Watch Foundation (IWF), a UK-based organization, reported that since 2019, there has
been a 1058% increase in the number of sexual abuse images and videos of children aged 7-10 years that have been
recorded through an internet-connected device by a predator. This increase is related to the COVID restrictions and

increased internet use among children [3].

The psychological consequences of online sexual exploitation can sometimes lead children commit suicide.
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In a one-to-one survey on online violence conducted among 1911 children covering all 25 districts of Sri Lanka (965
boys; 946 girls) in 2019, the Ministry of Women and Child Affairs of Sri Lanka, together with Save the Children
International, World Vision Lanka, and Social Policy Analysis and reseach Center (SPARC) of university of Colombo
found that 28% of the study population experienced online violence, with the majority (29%) of them being females
at [4].

Most of the online violence against children was reported to be sexual in nature, such as receiving messages of a
sexual nature (289%), receiving links and advertisements to indecent pictures, clip arts, videos, texts, scripts, and
audio clips (269%), while 22.9% received links in messages that showed indecent images of other people [4].

7. Child grooming

Grooming is a common phenomenon that precedes most cases of child sexual abuse.
Child grooming is defined as establishing an emotional connection with a child under the age of consent, and

sometimes the child's family, to lower the child's inhibitions so that they can manipulate, exploit, and abuse them.

Identifying and targeting the victim
Gaining trust and access

Playing a role in the child's life

Isolating the child

Creating secrecy around the relationship

Initiating sexual contact

Controlling the relationship

Signs of grooming can become visible through the groomed children if adults are vigilant and aware. If a child is
receiving expensive gifts such as phones, clothes, or money from an adult and keeping secrets with that person, these
could be signs of child grooming, These are early warning signs that should be identified to prevent CSE.

8. Drugs and alcohol at an early age

It is not uncommon for children to be exposed to drugs and alcohol by their own parents and guardians. They are
sometimes used as intermediaries by drug dealers to evade law enforcement authorities. Peer pressure, curiosity to
have new experiences, and lack of awareness are some of the easons for children to become addicted to drugs and

alcohol...

Under the influence of drugs and alcohol, not only children but also adults take risks, including sexual risks.
A school-based survey conducted in 2016 among 3650 school children between the ages of 10 and 19 found that 3.4%
reported alcohol use, 3.6% reported smoking, 2.3% reported using other tobacco products, and 2.7 reported using

other illegal drugs [5].

Date rape is another adverse outcome of illegal drugs, which is linked to sexual abuse and has been reported in many
Western countries. Typically, this is described as a situation where a drink is spiked with a strong sedative, often in
pubs and nightclubs where teenagers and young adults gather. Common drugs used include Gamma
Butyrolactone(GBL), Rohypnol (flunitrazepam), ketamine, and alcohol. When used in combination, the attacker
can make the target victim confused, rendering them unable to defend themselves and easily susceptible to sexual
assault once they enter a sudden state of sedation. Often, when mixed with a drink or alcohol, these drugs do not
alter the taste or color of the beverage. Most victims of date rape can recall waking up alone on a hotel bed, unable to

remember anything, making it very difficult to gather evidence to prove the crime.
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9. Poverty

Poor socioeconomic status always makes children and women vulnerable to sexual exploitation. Single mothers
turning to commercial sex or engaging in casual relationships for economic benetits are consequences of poverty.
Furthermore, parents neglecting their children and pushing them into begging, drug dealing, child prostitution, and
child trafficking are also associated with poor socioeconomic status, which serves as an early warning sign for CSE.

It is of utmost importance to identify the early warning signs of CSE in order to prevent child sexual abuse. Parents,
guardians, and other responsible individuals working with children, especially teachers and the general public,
should be aware of these early warning signs.

A child sateguarding system with screening questions for early warning signs of CSE should be established at every

contact point, particularly in the education and health sectors for children under 18 who may be potentially at risk.

Every initial contact with a child under the age of 18 should serve as a screening point for early warning signs of CSE
within a child safeguarding system.

Warning signs of child sexual exploitation

School dropouts Peer pressure

Child grooming Single parent or mother

employed overseas

& B)E

Having a girlfriend or Cyber bullying
boyfriend more than
S years of age
Alcohol and drug Sexting
e o abuse
(S}
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CHAPTER 8.1

“Rekawarana” Child Safeguarding Program (CSP)
Anuradhapura

Dr. Thilani Ratnayake
Consultant Venereologist
STD Clinic - Anuradhapura & National STD/AIDS Control Programme

It is estimated that 328 288 children between the age of 0 to 19 years were living in the Anuradhapura district in 2020
(Department of census and statistics, Sri Lanka).According to the National Child Protection Authority,
Anuradhapura is among the first five districts reporting the highest number of child sexual abuse cases in Sri Lanka.
In 2022, a total of 551 complaints related to different types of child abuse were reported from Anuradhapura, with 41

of them being reported as child sexual abuse cases.

The Children and Women's Bureau of Anuradhapura Police handled more than 207 complaints related to child
sexual abuse in 2021, and more than 10 child rape cases were reported from Anuradhapura, Madawachchiya,
Nochchiyagama, and Thambuththegama police divisions in 2021. In the same year, 51 children under 18 years were
referred to the sexual health clinic in the Teaching Hospital Anuradhapura, with 34 of them following sexual
assaults. Eight children were treated for sexually transmitted infections (ST1s), and three were pregnant at the time
of presentation. The Judicial Medical Officer at Teaching Hospital Anuradhapura attended to 107 cases of alleged

rape among children under 18 years.

Based on this evidence, the need for a child safeguarding system was identified, and the Rakawarana Child
Safeguarding Program was initiated. The program was developed and implemented by Sexual Health Clinic
Anuradhapura, through the Provincial Director of Health Services, with the participation of other health and
non-health stakeholders in the district. The main goal of this program was to prevent child sexual exploitation in the

district.

Objectives

L. To establish a child safeguarding system for early identification of children at risk of sexual exploitation through a
method called the INFORMANT NETWORK METHOD and provide services to identified children to help them

escape danger and prevent child sexual abuse and child sexual exploitation in Anuradhapura district.

2. To strengthen the existing system by improving communication and coordination between different service

providers and stakeholders working on childrens’ safety within the district.

3. To create public awareness and educate children and parents on child sexual exploitation and preventive

measures.

4. To increase public responsiveness in reporting child sexual abuse and children at risk.
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Implementation

The program is implemented in four stages:

1. Case Identification and Reporting

Children at risk of sexual exploitation are identified using the INFORMANT NETWORK METHOD, which was

developed and introduced by referring to standard CSE systems and expert opinions. The method serves as a

screening tool that allows trained government officers to identify children at risk when they come into contact

during their normal duties. These trained government officers, also known as informants or notifiers, work in

different sectors, mainly from the health or education sectors, where most children under 18 years come into contact.

To ensure uniform case identification, a screening tool or questionnaire guides these informants in consistently

identifying children at risk. The questionnaire was developed to cover most standard risk factors or early warning

signs of child sexual exploitation (annexure 01). These signs may be visible within the child, family, or close

environment.

Early warning signs of CSE include:

ii.
1.

iv,

vi.

vii.

viii.

ix.

Xi.

xii.

School dropouts

Children with no parental protection at all

Single-parent children

Mothers employed abroad especially in the Middle East for an extended period

Parents involved in drug dealing or prostitution

Parents addicted to drugs and alcohol

Parents’ extramarital partners affecting the child's safety

Children having a love affair or a relationship with an adult or someone who is more than 5 years older
Use of drugs and alcohol at a young age

Child grooming, wherein a child is prepared and groomed step by step, gaining trust by giving expensive
presents such as mobile phones, money, etc., to manipulate the child

Online child sexual exploitation or the exchange of sexualized material through a digital platform
Negative peer pressure If one or few of those early warning signs are identified then the child and referred to a
working group that take the responsibility of the child at risk

All selected government officials for case notification are given a special training and ecducation on the above signs

and the procedure of notification. Also they are requested to maintain the confidentiality at all levels.

Informants/Notifying officers include

At Field level:

Public health midwife

Public health inspectors

Divisional officer of child protection authority

Community psychiatric nurse

Gramaniladarie

Other relevant officers attached to the divisional secretariat office

At the Institutional level:

Hospital (doctors of out-patient department)
Doctors and nurses of paediatric wards and clinics

School teachers representing each school in the district
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4.Monitoring and Follow-up :

The working group is supposed to meet every month and discuss each case in a meeting chaired by the Medical
Officer of Health (MOH). Representatives from the police and education sectors also attend the monthly meeting to
provide additional support to the working group. During these meetings, challenges are discussed, and the risk is

reassessed. Each child will be followed up until they are out of danger.

Children will be linked to the following services:

Counselling

Life skill development

Referral to mental health and other health services

Parent education counselling

Sexual and reproductive health services

Education and awareness on sexual health (individual and groups)
Regular family visits

Alcohol and drug rehabilitation

Economic support

Extra support for education

Finding support within the family circle

Conducting and organising awareness programmes on child sexual exploitation

Informant Network Method of Early Detection for
Children at risk of sexual exploitation

Informants “

e PHM

® PHI

® Doctors and nurses
® Tcachers

@ Grama niladarie

@ Ficld officers

@ Other
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Main stakeholders of the Program include
® District Health authorities

- Provincial Director of health Services (PDHS) and Regional Director Health Services(RDHS)
- Maternal and Child Health (MCH)

- Medical Officer of Health (MOH)

- Health education unit

- Paediatric unit

- Sexual health unit

- Psychiatry unit

- Frontline - OPD

Education sector

District Child Protection Officers
Police — Children and Women's Bureau
Rajarata University

Probation? Probation services

Social services
Output or Results - up to August 2022

The program was initiated in 2021, and the pilot project was successfully completed in the Thambutthegama DS/GA

division.

Based on the results of the pilot project, the district committee decided to expand the Rekawarana program to the
other 22 AGA divisions in the district, and it is now in the second phase of implementation.

Program implementation has commenced in 7 other AGA divisions.

® Nuwara Gum Palatha - East

e Nuwaragum Palatha - Central

® Madawachchiya

® [palogama

® Galnewa

® Thalawa

e Mihinthale

Number Completed
Completed Activities (By:the end of Avgast Remarks
2023)
All high-level administration, including the Chief
Secretary, District Secretary, and DSs of the 22
Advocacy Programs 13 DSDs, Hospital Directors of the Teaching Hospital

and other Base Hospitals, Education officials, and
the Police, are actively involved in the program.
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For MOH staff, Divisional Child Protection
Officers, and other AGA staff included in working
o groups, all Gramaniladaries, Police officers of each
Training workshops o :
13 Police division (Children and Womens Bureau),
Probation Officers, OPD staff, Paediatric unit staff,
and MOIC of Central dispensaries actively

participated in the program.

] Teachers providing counselling representing each
Number of teachers trained 80 . o
school in that division.

Number of review meetings 17 With working groups

In addition, school programs and community awareness programs were conducted in Anuradhapura to educate
children and the public under this program. Posters and video clips were developed and distributed to schools, MOH
officers, and Gramaniladarie. Radio spot messages on early warning signs of CSE were developed and broadcasted
through Rajarata Sewaya.

At the end of august 2023, a total of 141 children were notified to the working groups by midwives, teachers, doctors,
nurses, and other officers. Out of the total, 69 were verified by the working group as in need of help and were linked
to different services.

These services included re-schooling, counselling, referrals to psychiatry and paediatrics, family visits, arranging
foster parenting, arranging for economic support drug and alcohol rehabilitation and parent education. Referrals to
the police were also made in 2 cases where the children were notified as already sexually assaulted.

Furthermore, a telephone hotline is maintained through the District Director of Health Services, allowing anyone to
obtain information and report children at risk of sexual exploitation to the CSE team. The hotline operates from
Monday to Friday, from 9 am to 5 pm, and is currently handled by a designated nurse from the Sexual Health clinic.
Additionally, it is planned and as funds have been approved, to develop a weh-based app so that anybody can notify
a child at risk through an app.

The concept of Rekawarana Child Safeguarding will be expanded to all 22 AGA divisions in the district.

Funding

The program is funded by the Asian Development Bank and the Ministry of Health under the Primary Health System
Enhancing Project in the North Central Province of Sri Lanka.



CHAPTER 8.2

Sharing Experiences: Child Sexual Exploitation
Prevention Programme in Hambanthota District

Dr. D Tharanga De Silva
Acting Consultant Judicial Medical Officer,

Institute of Forensic Medicine and Toxicology, Colombo 10.

During the 10 years (2012 - 2023) that | worked as a Judicial Medical Officer (JMQ), registrar and senior registrar in
Forensic Medicine in District General Hospirtal Hambantota and Teaching Hospital Karapitiya, | have cxamined
about 350 vicrims of Child Sexual abuse (CSA),

As a Senior registrar in Forensic Medicine at the MO ollice Hambantota, 1 have examined 69 cases ol CSA during o
G-month period. Although all these cuses huve been legally categorized into CSA, depending on the history, they cun
be further divided fnco 3 carcgories.

1. Sexuel abnse cases in which (hreat and force were nsed ;1g:1in,~.'L the children. Tn thim:m(‘gnry there were 18 female

children and 3 male children. The female children were in 10 =13 yeArs ol 4R and mzle children were 11 -13 yedrs old.

2. 46 cases belonged to this category in which female children had eloped with their bavhriends. Many of these cases
were reported among gitls of 14 15 vears ot age. 'Lheir history revealed thar their sexual debut was at the age ot 13
years (Grade 8 ar the school level)

3.02 cases belonged o the suspicious category where there was no clear history and physical evidence o
penetration. One case reported from Kataragama related to so called “dishtiva™ where both child and her mother
were unaware of the incidents that happened over few hours, while in another case, a boy who tricd to commit
suicide at the psychiatry ward of District General ITospital 1Tam

hantota gave a history of sexual abuse by his relative.
When we consider the distribution of these 69 cases regarding the police areas of Tlambantora diserict, 1he highesi
numher of cases (16) were reported (rom Thissamaharama police area. Other  cases were reported lrom Kataragama
(10), lunugamwehera (09), Ambalantota (03), Soorivawewa (03) Thanamalwila (07), Weerawila (0) and
Hambantota (04) areas.

Graph i: Police arcas in which CSA cases were reported during 6 month study period

20
15
10

>

Percentage %
o w
°
> .
%
> 1
> e

2 2 ® A& o
3 & §i§ \'0" £ & ('\\0 Q? Q?\’ ot
L ¢ & & 3 & P & <3 »®
& & 5 & @'? £ 6‘9’3 & i
i 2 Q@ 5 ® W &)Oo \‘)‘:{b
&

Police areas of Hamhanthota Disirict in which (CSA cases were reported in Tt ol July = 31si December 2027

32



Reporting of vast numbers of CSA cases within a short period urged me to design an innovative way of prevention

and enhance awareness among children and carers.

As a Senior Registrar in Hambantota, I presented the data and revealed the grave situation at the Hambantota
District Child and Women Development Committee. There I introduced a CSA prevention programme. All
stakeholders who were present at the committee agreed to contribute to their maximum to the programme to
protect the children from CSA in the Hambantota district.

Team members of the CSA prevention program were, Dr. Buddhika Perera, Consultant Venereologist, STD clinic
Hambantota, Dr. Gayan Mahakumbura, Acting Consultant Venereologist, STD clinic Hambantota and Dr. Manjula
Jayaruwan, Medical Officer in Charge, STD clinic, Hambantota.

Proposed prevention programme composed of 2 main components. The first was an awareness programme for school
children and their parents. Due to the different levels of understanding, maturity, and the biological age, children

were grouped into 3 categories as below:

0L Preschoolers & Primary (grade 1-3)
02. Grade 06, 07 & 08
03. Grade 09,10,11,12 & 13

The Second component was to streamline the tollow up process of the victims as there was no proper way of follow
up. CSA may lead to serious complications that can emerge any time in life. Therefore, it is important to identify

problems such as health-related and socioeconomic issues that are encountered by victims and their guardians.

Assessing the expectations and degree of satisfaction of the victims and their guardians with the current legal and
healthcare systems are other important aspects of follow-up. Furthermore, it is important to identify the gaps and
weaknesses in our health and legal system and aid us in modifying current practices accordingly.

The poster given below served as our program's primary source of information. Tt was designed by me and was
approved by Family Health Bureau. Five thousand posters were printed with funds provided by the Regional
Director of Health Services, Hambantota. The poster was officially launched on 21st June 2023 at the District Child

and Women Development Committee, Hambantota. (Please refer Annexure 3)

The posters were distributed among all Medical Officers of Health (MOH) areas in the Hambantota district. The
Public Health Inspector (PHI) of each MOH area distributed them to all preschools and schools under their
supervision. The poster is to be displayed in pre-schools and classrooms from grade 1 to 8 in a location where children
can read. The teachers in charge of health science and class teachers were given the responsibility of spreading these
messages in an age-appropriate manner. The staff of schools and preschools were advised to dedicate 15 minutes to
discuss the 7 rules of child safety, (utilizing the poster and an audio clip) on weekly basis. An audio clip was
developed and recorded with the help of Ruhunu Sewaya of the Sri Lanka Broadcasting Corporation at the request
of the Hambantota District Secretariat. Depending on the infrastructure, an audio clip could be played in the

morning, during the interval, or during an appropriate time. Please refer to Annexure 4 for the audio clip wording,

The school principal was assigned to monitor this program. PHI will visit the school to evaluate the progress of the
program. In the meantime, the Zonal Director of Education will arrange awareness campaigns to educate the
teachers. Medical professionals were willing to conduct school-based awareness campaigns upon request.

Furthermore, awareness campaigns were conducted for the religious community in Hambantota District as well.
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Unfortunately, due to stigma and discrimination, the victims and their guardians did not consent for follow-up home
visits. As a result, the staff of the STD clinic is to follow-up the victims when they return for 3-month follow-up

serology.

In addition to this, I conducted a study on the risk factor analysis of the perpetrators of child sexual abuse in Sri
Lanka. A case control study comparing 117 cases to two control groups on a 1:1 basis was conducted. Female CSA
perpetrators have received less attention globally, and their numbers are underestimated. According to statistics
from the Sri Lankan Department of Prisons, between 2014 and 2021, 257 men and 4 women were found guilty of the
CSA offenses. According to the research, many female offenders were between the age of 18 - 40. The majority of the
victims were teenagers, aged 13 to 16. All the victims in this study were male children. It cannot, however, remark on
temale victims. Almost all (95%) incidents had occurred at the residence of the female offender. Close relatives and
neighbours were the most common female perpetrators. Sometimes the perpetrator was a female teacher, a
classmate's mother or sister, or a female acquaintance of the victim's parents. The most frequent sexual conduct
committed by the female offenders was vaginal intercourse. With the victim child and the female offender,

parasexual acts such as intercrural / interlabial, oral, and anal intercourse were also practised.



CHAPTER 9
RECOMMENDATIONS

Dr. Chani Ratnayaka,
Senior Registrar in Venereology,
National STD AIDS Control Programme

Prevention of child sexual abuse and child sexual exploitation should be a priority and all possible steps should be

taken to eliminate this problem. Considering the facts and figures presented by health professionals and other

responsible authorities, the following recommendations are made to address the issue:

® Establish a child safeguarding system to identify children at risk of sexual exploitation and sexual abuse where
ever possible while providing services for children especially in the health and education sectors in the

government as well as in the private sector.

® Health care providers, teachers and other relevant ofticers should be trained to identify children at risk and there

should be routine screening systems using early warning signs including timely reporting to authorities.

® [Encourage the reporting of incidents and accountability of acting against child sexual exploitation and child

abuse.

e Strengthen the existing child safeguarding systems and encourage multidisciplinary approach at all levels to

prevent child sexual abuse.
® Take action to prevent unnecessary delays in reporting and law enforcement for child safeguarding.

® Use all possible communication means including mass media and social media to enhance awareness on the

current situation and modes of prevention of CSE among parents, guardians and children themselves.
e Continue a social dialogue and catalyze the existing dawdling systems.

o Strengthen mechanisms to empower children with age and culturally appropriate knowledge on sexual and

reproductive health and assertive life skills.
® [obby for advocacy and commitment from politicians, policy makers, religious and community leaders.

¢ Strengthen and support the rehabilitation of victims of sexual abuse to prevent re-abuse and halt the vicious

cycle of victims becoming abusers and pedophiles in future.
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ANNEXURE -1

A.Case identification details

1 Name

2 Gender (M/F/other)

3 Address

4 Date of Birth

5 Accompanied by parent/ guardian with name and the
relationship to the child

6 DS division

7 GN division

8 Village

Case identification form( Screening questionnaire for CSE)

B. Risk Assessment

1.Child dropped out of school or frequently absent child YES NO
2 Child whose father or mother employed overseas YES NO
.3.5ingle parent child(One parent died/separated /divorced) YES NO
4. Father or mother abuser or addicted to drugs or alcohol YES NO
5. Child affected by parents’ s other partners(sexual or intimate) YES NO
6. Mother or guardian involved in commercial sex YES NO
7. Poor interactions/communication with parents YES NO
8. Parent/guardian with a mental illness YES NO
9.Having a GF/BF more than 5 years of age (consider maturity difference) YES NO
10.Sexting with someone YES NO
11.Sex experienced child YES NO
12.Evidence for child grooming YES NO
13. Child was sexually abused or attempted YES NO
( if found out that child is already abused or history of failed attempt during the interview)

14.Peer pressure for risky sexual relationships YES NO
15.Peer pressure for drug and alcohol misuse YES NO
16.Evidence for use cyber space leading to a sexual abuse(cyber bullying) YES NO
17.Homeless/street child YES NO
18.Mentally subnormal child YES NO
19. Economical deprivation leading to sexual abuse Yes No

20.Any other contextual evidences for risk of sexual abuse( specify)

TOTAL SCORE
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