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b- s- h.org.uk/media/ 16732/ bsh- guida nce- devel opmen t- proce ss- 
dec- 5- 18.pdf.

The BSH produces Good Practice Papers to recommend 
good practice in areas where there is a limited evidence 
base but for which a degree of consensus or uniformity is 
likely to be beneficial to patient care. Due to the paucity of 
high- quality evidence, the Grading of Recommendations 
Assessment, Development and Evaluation (GRADE) no-
menclature (http://www.grade worki nggro up.org) was not 
used to assess the strength of the recommendations.
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I N TRODUC TION

The aim of this Good Practice Paper is to advise on haema-
tological evaluation of bruising and bleeding in children un-
dergoing child protection investigation for possible physical 
maltreatment; to consider which children should undergo 
investigations, which tests are indicated, the interpretation 
and reporting of abnormal results, multi- disciplinary work-
ing, and the contribution of healthcare professionals to statu-
tory child protection proceedings and to court proceedings.

The guidance has been written to assist haematologists, 
paediatric haematologists, paediatricians, and laboratory 
scientists to achieve an informed and consistent approach 
that supports accurate diagnosis and exclusion of bleed-
ing disorders, reduces unnecessary testing and supports 
safety planning for this group of children and young people. 
Inadequate evaluation has the potential to miss a significant 
bleeding disorder diagnosis or overlook a diagnosis of phys-
ical abuse, whilst extensive testing, sometimes on the advice 
of court appointed medical experts and not always clinically 
indicated, can result in unnecessary venepuncture, false 
positive results, and potentially erroneous diagnoses. Pre- 
analytical problems and physiological variation is frequent, 
particularly in younger children, and can lead to difficulties 
in the accurate interpretation of test results. Inaccurate diag-
nosis and inconsistent clinical management can pose diffi-
culties for safe decision- making in court proceedings.

DETER M I N I NG TH E N E ED FOR 
L A BOR ATORY I N V E STIGATIONS

Many children presenting with soft tissue injury do not re-
quire blood investigations. The decision to investigate is a 
matter of clinical judgement and is a decision for the treating 
clinician.1 Table  1 describes examples of clinical presenta-
tions where haematological investigations are not likely to 
be required although this is not exhaustive. The purpose of 
haematological investigation when physical maltreatment 
is suspected in a child presenting with bruising or bleed-
ing, is to identify or exclude the presence of an inherited or 
acquired bleeding disorder that may have influenced the 
propensity to bruising/bleeding. Competent assessment of 
a child aims to differentiate injuries suggestive of physical 
maltreatment from findings that may be normal for the de-
velopmental stage of the child and from bruising/bleeding 
associated with an underlying bleeding disorder.

In the context of children presenting with bleeding at a 
critical site, particularly intracranial haemorrhage (ICH), 
haematology expertise is relied on to distinguish a con-
tributory/causal underlying bleeding disorder from a sec-
ondary coagulopathy occurring as a consequence of the 
haemorrhage.

An important caveat is that physical maltreatment and 
bleeding disorders can co- exist in the same child. In addi-
tion, no single panel of tests definitively rules out a bleeding 
disorder diagnosis.

Important features of the clinical history and 
examination

Evaluation of the need for haematological investigation 
involves assessment of the personal and family history of 
bleeding, the age and developmental stage of the child, any 
accounts provided of accidental trauma, and the examina-
tion findings.

A bleeding history is important to identify those who 
may have an inherited bleeding disorder (IBD). A structured 
bleeding history should explore mucocutaneous bleeding 
symptoms (e.g., epistaxis, gum bleeding, prolonged bleed-
ing from minor wounds, menorrhagia, gastrointestinal 
tract bleeding), bleeding in relation to previous haemo-
static challenges (e.g., surgery, dental extractions, trauma) 
and, in the case of younger children, bleeding during the 
neonatal period (e.g., cephalohaematoma, prolonged um-
bilical stump bleeding, bleeding from Guthrie heel prick or 
immunisation sites) and bruising with minor trauma from 
an early age. A standardised bleeding assessment tool, e.g., 
the International Society for Haemostasis and Thrombosis 
Bleeding Assessment Tool (ISTH- BAT), can be used to 
quantitate bleeding symptoms in order to generate a bleed-
ing score. The presence of multiple bleeding symptoms and/
or severe bleeding symptom(s) contribute to a higher score 
and therefore a greater chance of a bleeding disorder diag-
nosis. The ISTH- BAT has been shown to improve pre- test 
probability in the investigation type 1 of von Willebrand 
disease in adults but has not been validated in the setting of 
child protection investigations.2

Family history of significant bleeding symptoms and/or 
an IBD diagnosis may be relevant, along with a history of 
parental consanguinity as rare IBDs are often recessively in-
herited. The limitations of a positive family history should 
however be noted and even in boys with severe haemophilia 
A only 50% of new diagnoses have a positive family history.

T A B L E  1  Examples of clinical presentations that are NOT LIKELY 
to require haematological investigations

A child in whom a diagnosis of probable accidental injury is made 
and there is no clinical suspicion of an underlying haemostatic 
disorder

A child who has bruising that carries the imprint of a hand, ligature 
or implement

An independently mobile child with no previous history of bruising 
with minor trauma from an early age and no clinical suspicion of 
an underlying haemostatic disorder

A single bruise on the ears, neck, cheeks, eyes, or genitalia in a fully 
mobile child with no clinical suspicion of acquired haemostatic 
disorder

A history of major haemostatic challenge with no excessive bleeding 
(e.g., tonsillectomy) and no clinical suspicion of acquired 
haemostatic disorder, e.g., widespread petechiae, bruising and/or 
mucosal bleeding

Physical findings on examination consistent with a clear medical 
diagnosis: lesion not the result of inflicted injury, e.g., congenital 
dermal melanocytosis, congenital melanocytic naevi, striae
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An acquired bleeding disorder usually presents with 
a recent onset of unexplained haemorrhagic symptoms. 
Thrombocytopenia, due to immune thrombocytopenia 
(ITP) or a bone marrow disorder may present with wide-
spread petechiae, bruising and mucosal bleeding. The pos-
sibility of medication- related coagulopathy is elicited from 
the medication history, which should also identify the neo-
natal administration of vitamin K; deficiency of the lat-
ter can present as vitamin K deficiency bleeding (VKDB), 
which occurs in babies aged from birth to 3 months and can 
cause bruising and significant gastrointestinal or ICH.3

Clinical examination should include a detailed assess-
ment and documentation of bruising along with examina-
tion for any current or recent mucosal or concealed bleeding. 
As the frequency and nature of normal bruising, along with 
the likelihood of sustaining injury, varies with the degree of 
mobility, the developmental stage of the child should be as-
sessed. In relation to non- haematological causes of increased 
propensity to bruising such as Ehlers Danlos syndrome and 
osteogenesis imperfecta, clinical examination findings of 
collagen disorders should be sought, including blue sclerae, 
abnormal dentition, short stature, dysmorphic facies, in-
creased skin and joint laxity and atrophic scars.4 Further 
consideration of these conditions lies out with the scope of 
this document.

Children presenting with bruising

Several studies have sought to identify features that can help to 
differentiate abusive bruising from accidental bruising in nor-
mal children and children with IBDs.5– 9 Specific anatomical 
sites that are more likely to be associated with abuse include 
bruising to the buttocks, cheeks, ears, neck, and the front of the 
trunk or thighs. This contrasts with bruising over bony promi-
nences, particularly the lower legs and a T- shaped facial distri-
bution, which is commonly seen in accidental injury in mobile 
children, including those with IBDs.8,10 Petechiae and linear 
bruising patterns and bruising in pre- mobile children are also 
more likely to be features of physical maltreatment.6,11 While 
children with IBDs have more and larger bruises than usual 
at all developmental stages, bruises affecting the ears, neck, 
cheeks, eyes and genitalia remain uncommon.7,12

Children presenting with bleeding at a 
critical site

The possibility of a bleeding disorder should be considered 
in all children presenting with unexplained bleeding at a 
critical site in the setting of suspected physical maltreat-
ment, particularly ICH but also gastrointestinal bleeding, 
retinal bleeding,13 intraspinal bleeding and haemarthrosis.

Intracranial haemorrhage, particularly subdural bleed-
ing, presenting in infancy beyond the neonatal period is 
most often due to abusive head trauma.14 However, this time 
period overlaps with the age group most likely to present 

with ICH secondary to an IBD and is also the age at which 
VKDB may present. While IBDs are rare in the general pop-
ulation failure to make a prompt diagnosis may result in a 
significant treatment delay and poorer outcome.

Spontaneous ICH in IBDs is uncommon and usually, but 
not exclusively, occurs in children with a severe bleeding 
disorder, the most common being severe haemophilia A.15,16 
Factor XIII deficiency is a rare IBD but is associated with 
a high risk of ICH, which is estimated to occur in around 
one- third of cases in the absence of preventative treatment. 
Bleeding that is out of proportion to a reported account of 
head trauma, or bleeding at a critical site can be the first pre-
sentation of an IBD.

Recommendations

• No laboratory investigations are required in the ma-
jority of cases who present with bruising, particularly 
older children.

• Consider laboratory investigations when:
◦ There is bruising in a pre- mobile child.
◦ There is unusual bruising pattern and/or bleeding that is 

out of proportion to the purported mechanism.
◦ There is bleeding at a critical site (e.g., ICH, retinal 

haemorrhage, gastrointestinal haemorrhage, intra-
spinal haemorrhage, haemarthrosis) with no cor-
relating history of trauma or other explanation that 
adequately accounts for the bleeding.

◦ There is suspicion of coagulopathy from the personal 
history, family history and/or examination.

H A E M ATOLOGICA L EVA LUATION TO 
RU L E OU T A BL E EDI NG DISOR DER

Figure 1 shows a proposed pathway to guide the haematolog-
ical investigations in cases of suspected physical maltreat-
ment. When indicated, it is important that testing is timely 
to avoid delay in appropriate action if a bleeding disorder is 
or is not identified.

First- line haematological testing

When haematological evaluation is required, first- line tests 
should be requested. These tests are a full blood count, blood 
film, and a coagulation screen that includes prothrombin 
time (PT), activated partial thromboplastin time (APTT) 
and fibrinogen level. These tests are primarily to identify or 
exclude an acquired condition. It is important to note that 
many IBDs will not be ruled out by normal first- line inves-
tigations, although some inherited disorders will be identi-
fied following coagulation screening, e.g., isolated prolonged 
APTT in severe haemophilia.

It has been standard practice in many centres, includ-
ing some district general hospitals (DGHs), to include von 
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Willebrand disease (VWD) screen in first- line investigations. 
This is not advised. VWD screen results are frequently erro-
neous due to problems with sample preparation, sample trans-
port, and analysis by laboratories with limited experience: this 
can result in repeated testing and may distort or delay medical 
opinion provided to the child protection investigation. In addi-
tion, if an IBD is suspected, second- line tests should be under-
taken to investigate for all IBDs and not only VWD.

Second- line coagulation testing

If the presentation might indicate an IBD then the child 
should undergo second- line tests (at the same visit as first- 
line tests where practical). In the case of unexplained bleed-
ing at a critical site, second- line tests should always be 
performed. If the first- line tests are normal and the clinician 
is confident that the child has no personal or family history 
to suggest an IBD, then no further tests are required. The 
decision- making process in relation to the need for second- 
line testing, which tests to perform, and where to do the test-
ing should involve discussion between the paediatrician and 
haematologist according to the locally agreed referral path-
way (refer to ‘Developing a regional approach’ below).

Second- line testing includes factor (II, V, VII, 1- stage and 
chromogenic VIII, IX, X, XI and XIII) assays, VWD testing 
and tests to assess platelet function (platelet aggregometry, 
flow cytometry and platelet nucleotide studies). Additional 
tests for rarer IBDs may be appropriate in selected cases with 
an extensive bleeding history.

Historically, platelet aggregometry has been the preferred 
option for the assessment of platelet function. A minimum 
volume of 12– 20 ml whole blood is required to provide suf-
ficient platelet- rich plasma by centrifugation for a full panel 
of agonists.17 Where flow cytometry is available the typically 
more severe platelet function disorders, Bernard Soulier 
syndrome (BSS) and Glanzmann thrombasthenia (GT), can 
be detected by reduction in glycoprotein Ib and IIb/IIIa ex-
pression, respectively, using a much smaller volume of blood 
(5– 6 ml). However, flow cytometry does not exclude other 
platelet function disorders. Screening using the Platelet 
Function Analyser (PFA) has significant limitations and is 
not recommended for routine use in this setting. It has low 
sensitivity for mild disorders18 and there are other factors 
that can affect the result, e.g., some drugs, mode of sample 
collection and sample transport. Use of the PFA should be 
limited to situations where there is no access to standard lab-
oratory tests of platelet function and the diagnosis of a severe 

F I G U R E  1  Pathway to guide haematological investigations in cases of suspected physical maltreatment where testing is indicated. APTT, activated 
partial thromboplastin time; PT, prothrombin time. 

First-line tests  (if indicated)a

Children with no 
personal or family 

history to suggest an 
inherited bleeding 

disorder

Children with unexplained bleeding at a 
cri�cal site (e.g. intracranial haemorrhage) 

or history sugges�ve of an inherited 
bleeding disorder

NormalAbnormal

No 
further 

tests

Appropriate 
further tests

Second-line 
tests b, c

a Second-line tests may be performed at the same �me as first-line tests in some circumstances (refer to text)
b Platelet func�on tests may need to be deferred un�l a�er 12 months of age. If so, consider flow cytometry for platelet glycoproteins
to exclude a severe platelet func�on disorder (Glanzmann thrombasthenia, Bernard Souliersyndrome)
c If imminent risk of death and neither flow cytometry nor platelet aggregometry are possible, then using a Platelet Func�on Analyser can be considered (if available) and 
storing a sample of DNA

First-line tests Second-line tests
Full blood count
Blood film
Coagula�on screen
(PT, APTT, fibrinogen)

Von Willebrand Factor an�gen and ac�vity
Factor Assays (II, V, VII, 1-stage and 
chromogenic VIII, IX, X, XI, XIII)
Platelet aggregometry, flow cytometry
and platelet nucleo�de studiesa
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platelet function disorder would alter management and po-
tentially outcome.

Undertaking genetic or genomic testing in addition to 
phenotypic haematological investigations does not increase 
the diagnostic yield in this patient group and is not indi-
cated. Abnormalities that are not sufficient to result in phe-
notypic laboratory abnormalities are unlikely to account for 
the clinical presentation. However, it may be appropriate to 
consider storing a blood sample for directed genetic testing 
from a moribund child when other testing is unavailable.

For some cases there may be a benefit to a stepwise con-
sidered approach to second- line testing, based upon presen-
tation, index of clinical suspicion of IBD, age and practical 
considerations,19 e.g., it may be reasonable to perform factor 
assays and VWD testing first, only performing tests to assess 
platelet function later if those assays are normal. However, this 
approach should be weighed up against the importance of lim-
iting the number of times a child undergoes venepuncture and 
the needs of families who have to travel a long distance to have 
blood sampling in a tertiary centre.

Adapting haematological testing to specific 
circumstances

Platelet aggregometry is not recommended in children under 
the age of 12 months and may be difficult in children under 
the age of 3 years, due to the large volume of blood required 
for testing.17 In these cases, flow cytometry can be used for 
assessment of platelet glycoproteins, to identify/exclude the 
more severe platelet function disorders, BSS and GT. If flow 
cytometry is not available then a limited aggregometry panel 
(on a smaller volume of 5– 9 ml whole blood) may be appro-
priate, e.g., a single concentration of the agonists’ adenine di-
phosphate, arachidonic acid, collagen and epinephrine, and 
high and low concentrations of ristocetin.17

Recommendations

• Suggested first- line investigations are a full blood 
count, blood film and basic coagulation screen (PT/
APTT/fibrinogen).

• First-  and second- line testing is advised if there is bruis-
ing and an IBD is suspected from the history, and/
or there is unexplained bleeding at a critical site, and 
would include assays of factors II, V, VII, 1- stage and 
chromogenic VIII, IX, X, XI and XIII, von Willebrand 
disease testing and tests to assess platelet function.

• Platelet aggregometry to assess platelet function in chil-
dren who are aged <12 months should be avoided.

• It is suggested that second- line testing involves dis-
cussion between the responsible paediatrician and a 
haematologist.

• Timely testing is desirable in order to avoid delay in ap-
propriate action when a bleeding disorder is or is not 
identified.

PR AC TICA LITIE S OF 
BLOOD SA M PLI NG A N D 
L A BOR ATORY TE STI NG

Developing a regional approach

Many children requiring haematological investigations will be 
cared for initially, or solely, in a DGH setting. Therefore, close 
liaison between haematologists and paediatricians within the 
region to establish locally agreed testing and referral guide-
lines is crucial to ensure effective and consistent practice.

Initial first- line haematological testing and some second- line 
coagulation testing may be possible in the DGH, with help in 
interpretation of results from the local adult haematology team. 
‘Adult’ haematologists may have limited experience of paediatric 
haematology, interpretation of results in relation to paediatric ref-
erence ranges and of child safeguarding procedures. Therefore, 
further options are to test locally and ask for help with the in-
terpretation of results from the tertiary paediatric haematology 
team, or alternatively to transfer the care of the child to a tertiary 
paediatric centre for second- line testing. In this latter case, it is im-
portant that the lead consultant for the child protection investiga-
tions is clearly identified. If the lead is not to remain the referring 
consultant, there should be consultant to consultant discussion 
to identify an appropriate lead paediatric consultant to provide 
ongoing safeguarding advice and opinion in the tertiary centre. 
There may be some circumstances in which a child is too unwell 
to be transferred or is in a moribund condition. Whilst acknowl-
edging that the results may be altered by transport and storage 
artefacts, in these cases, blood samples may need to be taken at 
the DGH and transported to the tertiary centre for analysis.

Issues related to blood sampling

Correct sampling technique is important to reduce pre- 
analytical variables.20 A free- flowing venous blood sample 
should be collected into suitable paediatric citrated tubes and 
filled to the appropriate level (often indicated by a minimum 
fill line). Overfilled, underfilled and haemolysed samples may 
give erroneous results and should not be processed. The blood 
tube should be inverted five to six times gently. The sample 
should be transported to the laboratory at room temperature, 
ideally within 2 h, which may be most practical if taken early in 
the morning. Samples that are taken out of hours may be spun 
down (with accepted loss of the ability to test platelet function), 
and plasma frozen at – 20°C or below for later testing.

Samples should not be taken from indwelling lines that 
have been flushed with heparin as contamination frequently 
occurs despite initial removal of dead- space blood. Sampling 
for platelet function testing may need to be deferred in chil-
dren who have been exposed to medications anticipated to 
alter platelet function.21 Patients with a high haematocrit, 
such as children with underlying congenital heart disease, 
may require the volume of anticoagulant to be adjusted.22 
The presence of icterus, haemolysis and lipaemia may also 
interfere with analytical procedures.
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Some children may require repeated testing, which can 
be difficult for both the child and parents/carers. It is good 
practice to avoid more than two to three attempts at blood 
sampling on a given day due to anticipated rise in acute 
phase coagulation proteins due to pain. The clinical indica-
tion for blood testing must be balanced against the distress 
caused to child and parent/carer and the responsible clini-
cian may decide that further sampling should be deferred.

Processing, transportation, and storage of 
blood samples

Samples should be accompanied by an electronic or paper 
request that identifies the clinical context, e.g., ‘child pro-
tection investigation’, to ensure that they are processed in 
a timely manner. Spare plasma samples should be suitably 
stored in case further tests are needed. Alerting the labora-
tory and haematologist in advance of the samples arriving 
may help to expedite the testing and reporting.

Laboratory requirements

The limitations of the routine screening tests (PT/APTT) need 
to be understood as laboratory reagent/analyser combinations 
have different sensitivities to reduced factor levels found in het-
erozygous deficiencies. Centres performing first- line investiga-
tions should be accredited to the International Organization 
for Standardization (ISO) 15189 laboratory testing standards 
for all tests that are offered. Comprehensive second- line testing 
requires the use of a tertiary specialist haemostasis laboratory, 
which is ideally accredited for the whole repertoire. Ideally, re-
sults would be reported with locally- derived paediatric normal 
ranges. However, due to the difficulties in collecting normal 
samples across all age groups in statistically significant num-
bers, published paediatric ranges are usually used.23,24 Further 
differences may arise dependent on the coagulation analyser 
and reagent combination, so reference ranges ideally need 
adapting not only for age but also for the local laboratory.25

Recommendations

• The development of locally agreed, regional guidelines 
for laboratory testing in the context of child protec-
tion investigations is encouraged, along with referral 
pathways and contact details of the haematologist(s) 
who can assist with the interpretation of results.

I N TER PR ETI NG TH E R E SU LTS OF 
H A E M ATOLOGICA L TE STI NG

Accurate interpretation of laboratory results is essen-
tial as a bleeding disorder diagnosis will be of clinical 
relevance for the child and because court proceedings 

require accurate medical information to make safe 
decisions.

There are challenges in the interpretation of coagula-
tion test results in children, particularly those who are very 
young. Difficulties may arise as a result of developmental 
haemostasis, pre- analytical problems, poor reproducibility 
of some tests and the need to interpret the findings in the 
context of the clinical presentation.

This level of complexity may necessitate interpreta-
tion by a haematologist who may in turn require advice 
from a haematologist with specific expertise in paediat-
ric haemostasis. The frequency of identifying any, clin-
ically significant or insignificant, abnormal result in a 
laboratory test undertaken as part of an investigation of 
suspected physical maltreatment has been reported as 
16%– 20% and an acquired bleeding disorder or IBD in 
0.5%– 4%, although there is considerable variation be-
tween studies in terms of the indications for testing, the 
nature of the testing performed and the interpretation 
of abnormal laboratory tests in terms of their clinical 
relevance.26,27

Pre- analytical variables

The results of coagulation tests in smaller children, par-
ticularly infants, can be affected by pre- analytical variables. 
Difficult venepuncture may result in sample activation or 
inadequate sample volume. This is particularly relevant to 
the testing of platelet function using aggregometry due to 
the large volume of blood required. Although not specific 
to paediatrics, deterioration of coagulation factors due to 
prolonged transport of samples to a laboratory may pro-
vide falsely reduced levels. It is generally recommended that 
samples are analysed within 4 h of blood sampling.28

Developmental haemostasis

Several coagulation factor levels change with age and vary in 
the age by which they have the same normal range as adults. 
There is also a difference in coagulation factor levels between 
term and pre- term infants.29 Coagulation factor assays must 
be interpreted with reference to age- related normal ranges. 
In practice, this most commonly relates to low levels of fac-
tors IX and XI in young infants.

Transient abnormalities of blood 
coagulation tests

Fibrinogen, factor VIII and von Willebrand factor (VWF) 
are acute phase proteins and elevated levels are seen in re-
sponse to infection, inflammation, trauma, surgery, or ve-
nepuncture. This stress response may be sufficient to ‘mask’ 
mild haemophilia A or type 1 VWD if blood is sampled 
during the acute phase. Normal levels in this setting may 
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not exclude the diagnosis of a mild bleeding disorder.30 In 
one study, a cut- off of 100 iu/dl for VWF antigen or activ-
ity has been reported to exclude VWD on a single test with 
a predictive value of 95% but at lower levels repeat testing 
may be required.31

Prolongation of the PT has been documented as a conse-
quence of traumatic brain injury, attributable to parenchy-
mal brain damage.32,33 A retrospective study in victims of 
suspected non- accidental injury showed high incidence of 
prolonged PT and APTT of 22.5% and 17.4% respectively, at 
presentation.26

In VKDB, the PT is prolonged and levels of the vitamin 
K- dependent factors (II, VII, IX and X) are reduced, some-
times accompanied by a prolonged APTT. Correction by ad-
ministration of oral or parenteral vitamin K, with or without 
plasma, results in normalisation of the coagulopathy.34,35

Lupus anticoagulant is a frequent consequence of viral 
infection during childhood. It can result in an isolated 
prolonged APTT, which corrects to normal using a lupus- 
insensitive APTT reagent but does not correct on a 50:50 
mix with normal plasma. It does not result in a bleeding 
tendency unless it is associated with acquired prothrombin 
deficiency. Laboratory evidence of a lupus anticoagulant 
persists beyond 3 months in 50% of cases.36

Indications for repeat testing

Repeat testing should be avoided where possible although is 
advised in the following circumstances:

• An abnormality has been identified which is likely to rep-
resent a clinically significant IBD.

• Levels of acute phase coagulation proteins, e.g. factor VIII, 
VWF and fibrinogen, are lower than would have been an-
ticipated in the context of stress, trauma or surgery.

• There is a reduction in the level of coagulation factor(s) in 
a young child, even when the level is consistent with the 
age of the child and is suspected to be physiological, e.g., 
factor IX, factor XI.

• Results are in keeping with a probable transient acquired 
abnormality, e.g., vitamin K deficiency.

The timing of repeat testing should be according to 
clinical need, e.g., in the absence of haemorrhagic symp-
toms or the need for an invasive procedure, repeat test-
ing of suspected physiological reduction in coagulation 
factor(s) should be delayed until mature levels are antic-
ipated, usually at 6– 12 months of age.29 This may require 
the physician to provide the court with specialist explana-
tion of the available results in the interim. For a suspected 
transient acquired abnormality the timeframe for repeat 
testing will depend on the usual timeframe for resolution 
of the abnormality. In the case of an abnormality that is 
likely to be clinically significant, referral to a paediatric 
haematologist is recommended for confirmatory testing 
and management plan.

Reporting of haematological tests

It is appropriate for normal results to be reported by a paedi-
atrician or haematologist with limited experience in paedi-
atric haemostasis. However, reporting of abnormalities that 
are identified on haemostatic testing should be performed 
by a haematologist with sufficient expertise in laboratory 
haemostasis. Care should be taken in the interpretation of an 
abnormality that would be anticipated to cause only minor 
haemorrhagic symptoms as the diagnosis of a mild bleeding 
disorder may not be sufficient to explain the presenting fea-
tures.15 It may not be the role of the reporting haematologist 
to decide whether the clinical presentation was explained 
by the bleeding disorder diagnosis but it is important to de-
scribe clearly the expected clinical implications of the dis-
order of haemostasis that has been identified. Equally, the 
interpretation of minor abnormalities that are likely to be 
due to artefact, such as minor reductions in platelet aggre-
gation responses in small children, requires expertise in the 
limitations of laboratory methods.

Appendix  S2 contains some example cases that illus-
trate many of the issues highlighted in this Good Practice 
Paper.

Recommendations

• Results of coagulation factor assays should be inter-
preted with respect to locally- derived or published age- 
related reference ranges.

• It is advised that repeat testing is limited to situations 
in which it is of clinical relevance to the child, unless 
otherwise directed by a court.

• Abnormal coagulation test results should be interpreted 
and reported by an individual who has the relevant ex-
perience in laboratory haemostasis.

• The laboratory report should make clear that a mild 
bleeding disorder diagnosis may not account for the 
clinical presentation of the child and correlation with 
the history and physical findings is essential.

R E SPONSIBILITIE S OF 
TH E CLI N ICI A N

Healthcare professionals have a duty to co- operate fully in 
child protection procedures.37 Treating clinicians investi-
gating possible child physical maltreatment may be called 
as a professional witness to give written and oral evidence 
in family law proceedings and in criminal proceedings. 
This is usually the consultant paediatrician, but a haema-
tologist may be asked to report on the results of laboratory 
testing. This responsibility is distinct from being instructed 
as an expert, which lies outside the scope of this document, 
although it is expected that an expert paediatrician or hae-
matologist would follow the same good practice guidance. 
Comprehensive guidance on the legal duty of clinicians is 
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provided by the General Medical Council (GMC)37,38 and 
by the RCPCH.39 Clinicians can access support from their 
Trust Named Doctor for safeguarding children.40

Treating clinicians are witnesses of fact and are expected 
to provide professional interpretation of the facts (e.g., in-
vestigation results) and an explanation of their diagnosis 
and treatment.39 In family law proceedings, this usually 
involves providing a written report, followed by response 
to written questions from legal representatives on points 
of clarification about the facts of the case. Confidential in-
formation can be shared without consent if it is required 
by law or directed by a court.38 Reports should use lan-
guage and terminology that people who are not medically 
qualified will understand. Abbreviations and medical or 
other technical terminology should be explained.37 If the 
doctor is concerned that they are being drawn into a de-
bate outside of their role they should not hesitate to raise 
this in their response.39

Investigations which are clinically indicated should be 
undertaken within the NHS and, where possible, in a times-
cale that supports the court timetable for the child.41 If the 
court directs that an investigation, which is not warranted 
solely on clinical grounds, needs to be undertaken to assist 
in its decisions, this will be directed and funded by the court. 
The assistance of the NHS clinician may be sought to facili-
tate the investigation.

Recommendations

• A clinician providing clinical opinion to a court should 
familiarise him/herself with the available GMC and 
RCPCH guidance.

• Employing organisations and their nominated named 
professionals for safeguarding children are expected to 
provide support for healthcare professionals required to 
provide evidence to family or criminal law proceedings.

• A clinician who acts as an independent expert for the 
legal representatives should ensure that any testing they 
recommend as part of their independent expert opin-
ion, is in the best interests of the child.
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