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FOrewOrd

As is true for every professional who interacts with children, nurses are mandated re-
porters and, therefore, must notify appropriate authorities when they encounter cases of 
child maltreatment. They are responsible for understanding what constitutes abuse or 
neglect, what signs and symptoms are indicative of child maltreatment, what identifies 
families at risk for developing a pattern of child maltreatment, and how to intervene 
effectively. The nurse’s focus must be on the safety and well-being of the child.

Nurses interact with other health care providers in rendering care for families and chil-
dren, playing a major role in the health care team. Nurses may be considered the eyes 
and ears as they are often the first health care professionals who notice signs and symp-
toms suspicious for maltreatment. Therefore, it is essential that they be well-prepared 
to identify problems and make accurate assessments. Their ability to obtain a complete 
history and perform a thorough physical examination may be crucial in exposing abuse 
or neglect. This is particularly true when they are functioning as clinical nurse specialists 
or nurse practitioners and in independent nursing centers. They also need to be sensi-
tive to the various verbal, physical, and behavioral cues that alert one to the possibility 
of maltreatment. Suspicions that are raised must be thoroughly evaluated and the pos-
sibility that abuse or neglect is present must be considered along with other diagnoses.

This book offers nurses the tools required to fulfill these roles. We begin with the basics: 
a definition of the problem of child abuse and neglect, the presenting signs and symp-
toms of child maltreatment, obtaining a complete history, and conducting an appropri-
ate interview and physical examination. Then, we move through the various aspects that 
must be considered in greater depth, such as laboratory findings and obtaining proper 
forensic specimens, dealing with sexually transmitted infections, considering suitable 
differential diagnoses, documentation, and mental health problems. The rare but fasci-
nating medical child abuse, formerly known as Munchausen syndrome by proxy, is out-
lined along with information pertinent to sexual abuse of adolescents. How the nurse 
can effectively interact with other professionals is addressed, with full chapters on child 
protective services and legal issues that occur in child maltreatment cases. The special 
risks that children face on the Internet are also explored. These chapters should equip 
the nurse to be a well-informed and effective guardian of children’s health.

The practical information that nurses require is often outlined in special sections fo-
cused on nursing interventions. These discussions detail the hands-on actions that nurs-
es can take in specific situations.

Health care professionals can only function well when they are given adequate, ac-
curate information. This textbook offers in-depth, well-documented information that 
should help guide nurses to be exceptional providers of health care to the families they 
encounter each day. The editors are to be thanked for assembling a dedicated team of 
authors who offer their expertise in the important area of child maltreatment education 
for nurses.

Diana K. Faugno, BSN, RN, CPN, FAAFS, SANE-A/A
Escondido, CA
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Child maltreatment (CM) is a significant health problem in the United States and 
across the globe. According to child protective services, more than 676 000 children in 
the US are victims of maltreatment each year with substantial emotional and economic 
consequences. A recent study by the Centers for Disease Control indicates that the total 
lifetime estimated financial cost associated with just one year of confirmed cases of child 
maltreatment is approximately $124 billion.

Given its wide-spread prevalence, nurses practicing in a variety of clinical settings, 
including emergency departments, schools, inpatient, and outpatient settings, are 
highly likely to encounter children who have experienced one or more forms of child 
maltreatment. It is critical, therefore, that nurses be well versed in the latest science on 
the prevention, identification, and treatment of various forms of child maltreatment. 
Nursing Approach to Child Maltreatment, 2nd edition is an excellent resource for all nurses 
who work with children and families as well as adult survivors of child maltreatment. It 
is highly relevant for nurses in advanced practice roles, such as NPs and CNSs, as well 
other registered nurses and health professionals. 

A number of nursing experts in the area of child maltreatment edited and contributed 
to this second edition of Nursing Approach to Child Maltreatment; they include Paul 
Clements, Ann Burgess, Elizabeth Dowdell, Sandra Elvik, and Eileen Giardino, as 
well as many others. Angelo Giardino, a leading pediatrics expert in the field of child 
abuse and neglect, is also an editor and major contributor to Nursing Approach to Child 
Maltreatment, 2nd edition.

This book begins with a comprehensive overview of the evaluation of suspected cases 
of child maltreatment, followed by detailed chapters on the role of history taking, 
physical examination, and diagnostic testing. Other chapters cover a range of critical 
topics, including sexually transmitted infections; conditions that mimic CM; medical 
child abuse (also known as Munchausen’s syndrome by proxy); as well as neglect, the 
most prevalent form of CM. Given the risks associated with child and adolescent 
internet use, the chapter “Risks to Children in the Digital Age of the Internet and 
Social Networking” is particularly timely. The chapters on child abuse prevention and 
forensic nursing emphasize the important role of nurses in the protection and safety of 
children. Throughout the book, an interdisciplinary approach to child maltreatment is 
emphasized, with particular attention to the contribution of nurses.

The second edition builds upon the strong foundations of the original edition, 
providing up-to-date, detailed information that nurses and other health care 
professionals will find beneficial in clinical practice and in research. Chapters are 
comprehensive and well organized and provide systematic approaches to treatment 
associated with the particular form of child maltreatment being addressed. A detailed 
reference list is included with each chapter that directs readers to additional up-to-
date, evidence-based knowledge.

In summary, our knowledge related to the various aspects of child maltreatment has 
grown exponentially over the past several decades; thus, it is critical that nurses possess 
the most advanced level of knowledge available in order to provide optimal nursing 
care to children and families. Nursing Approach to Child Maltreatment, 2nd ed. is an 
outstanding resource for nurses and other health care professionals. The editors and 
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contributors are to be commended for providing readers with such an inclusive, state-
of-the art approach to the nursing care of maltreated children. 

Susan J. Kelley, RN, PhD, FAAN
Professor
Byrdine F. Lewis School of Nursing and Health Professions
Director, Project Healthy Grandparents
Georgia State University
Atlanta, GA

Foreword
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Care is the core of the nursing profession. For nurses, caring for children is a responsibility 
greater than other acts because they are a uniquely vulnerable population.

As nurses, we belong to one of several professions that are required by law to be 
knowledgeable of child abuse and neglect and legally mandated to report suspected 
maltreatment. This is true in every state. Nurses bear witness to such acts in a variety of 
settings, making the responsibility of knowledge even greater.

This text provides an overview of the multiple settings in which child maltreatment 
can be identified. Of note is the wonderful and enlightening section on prevention. 
The review of successful evidence-based programs, such the as the Period of Purple 
Crying and the Adults and Children Together Against Violence Parents Raising Safe 
Kids Program (ACT Program), gives nurses and other health care professionals the tools 
they need to educate parents and caregivers.

The nurse’s role in prevention is pivotal. This text helps frontline health care professionals 
identify high-risk populations for child maltreatment and equips nurses with the tools 
they need to do something about it before it happens.

Lori Armstrong MSN, RN, NEA-BC
Senior Vice President
Chief Nursing Officer
Texas Children’s Hospital
Houston, TX
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Preface
Abused and neglected children need a voice. These often invisible victims frequently 
suffer in silence, confusion, and in fear of repercussion for revealing the secret. The 
abused child frequently wonders, “Why would someone who is supposed to love me do 
things to hurt me?” 

The history of childhood is replete with suffering. Prior to the sixteenth century, 
children were frequently maltreated, murdered, and sold into slavery. It was not until 
the end of the nineteenth century that attitudes toward the treatment of children began 
to change with the landmark Mary Ellen Wilson case of 1874. Mary Ellen, age 8, lived 
with her adoptive parents in New York City; she was kept in chains, starved, and beaten. 
Although her screams brought complaints, the police responded that it was a family 
matter and the adults had rights, not the child. Finally a social worker contacted Henry 
Berg for help. Berg was able to extricate Mary Ellen from her family torture chamber 
through skill and guile. Who was Henry Berg and why was he called? Henry Berg 
had founded a protective group the preceding year, The Society for the Prevention of 
Cruelty to Animals. It is thought-provoking to realize that during that era, animals had 
more protection from abuse than children.

The Honorable Charles D. Gill, judge in Superior Court Litchfield, Connecticut, presents 
a provocative exercise in role-playing. He asks that you pretend you are the chairperson of 
a commission for the city of New York. Presume also that the stork delivers babies. Today, 
the stork delivers three babies and it is your task to distribute them to families. Being a 
professional, you will interview applicants for the positions as parents.

Couple number one is married. Husband and wife are in their mid-thirties. Dad is an 
alcoholic who physically abuses Mom and the children. Mom is an alcoholic abuser 
herself and unable to defend the children from Dad’s physical and verbal abuse. Dad has 
been arrested several times and hospitalized twice with alcohol-related illnesses. He has 
an erratic work history and relates poorly to work associates. There are three children 
in the family already. The oldest is in sixth grade and in special education. He has 
brain damage of unknown etiology. The middle child is in second grade and receives 
medication for hyperactivity and lack of concentration. The youngest is in preschool, 
and little is known about her at this time.

The second pair of applicants is an unmarried couple who are both in their twenties. 
They have been living together off and on for 2 years. They are cocaine abusers. The 
female has had 3 medical interventions and is she willing to enter another program so 
she can “get this kid.” The man works sporadically as a house painter. They have had 3 
different addresses in the past year and done some traveling with friends.

The third applicant is a single, 15-year-old female who lives at home with her mother, 
who is 32, and her mother’s current boyfriend. The applicant is “madly in love” with 
19-year-old Lenny. She and Lenny do not do heavy drugs. They only partake of alcohol 
and marijuana recreationally on weekends. At present, Lenny is in jail for some minor 
larcenies, but when he gets out, he is going to get two good jobs, a super apartment, a 
new car, and toys for the child.

Now, let us start distributing the three babies. What is this? You hesitate? Stop looking 
through the eyes of these babies. This is only pretend. In the real world, distribution is 
automatic. Whoever begets them, gets them.
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One baby, perhaps with fetal alcohol syndrome, goes to couple number one. The 
second baby, perhaps with the relentless wailing characteristic of cocaine withdrawal, 
goes to couple number 2. The third baby, perhaps with low birth weight and problems 
associated herewith, goes to the 15-year-old female and Lenny.

These 3 examples are just a sample of the situations that threaten children at birth and 
thereafter. They are by no means the most graphic. We see these children as they develop 
in hospitals, the courts, the schools, the prisons, and television programming, and we 
wonder why.

The contributing authors of this book have years of clinical practice with maltreated 
children. They provide clinical skill and wisdom regarding various problems associated 
with child maltreatment. The text is designed as a handbook for professionals working 
with children as well as for students studying the problems of maltreated children.

Chapters cover the problems of child abuse and neglect, evaluation of child maltreatment, 
the health care interview and physical examination, laboratory findings, sexually 
transmitted infections, differential diagnosis, photodocumentation, mental health 
aspects of child survivors, sexual abuse of adolescents, medical child abuse (Munchausen 
Syndrome by proxy), Child Protective Services, legal issues, intimate partner violence 
and child maltreatment, media risks, prevention, human trafficking, substance abuse, 
and forensic nursing. Chapters include key points and case studies. Tables, figures, and 
photographs emphasize key aspects of each chapter.

Ann W. Burgess and Paul T. Clements, Jr.

Preface
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reviews 
Nursing Approach to Child 
Maltreatment, 2e is a well-articulated, 
comprehensive overview of violence 
perpetrated against children. It 
underscores the indispensable role of 
nurses in the assessment, evaluation, 
and treatment of vulnerable children 
seen on the “frontline” of health care 
and emphasizes adverse consequences 
of child abuse, including those 
affecting the physical, emotional, 
cognitive, and social well-being of 
the family. The risk of early trauma 
reaching beyond childhood into 
adolescence and adulthood is also 
explored. Nurses practicing in diverse 
specialties will benefit from the clinical 
and theoretical applications proposed 
in the text. This insightful composition 
of scholarly work is a welcome 
addition to the science of nursing.

Marie E. Mugavin, PhD, FNP-BC, 
SAFE-A
Adjunct Assistant Professor
University of New Mexico
School of Medicine
Department of Emergency Medicine
Family Nurse Practitioner
Sexual Assault Forensic Examiner
First Choice Community Healthcare
Albuquerque, NM

This new edition of  Nursing 
Approach to Child Maltreatment, 
2e offers essential, updated 
information about the evaluation 
procedures and techniques necessary 
for a comprehensive assessment of 
a child with potential physical and 
sexual abuse and other forms of 
maltreatment. There have been major 
advances in our understanding and 
approach over the ten years since the 
first edition, and this revised text 
provides a broad knowledge base to 
understand key aspects of medical 
history, examination, and laboratory 
evaluation while recognizing 
additional critical steps needed within 
the multidisciplinary team to promote 
emotional healing and prevent further 

injury. Frontline nurses and advanced 
practice nurses play a vital role in the 
safety net for children, and the nursing 
approach in this text builds upon 
our evolving science to extend these 
contributions to children in a variety 
of settings in the hospital, office, and 
community. 

Vincent J. Palusci, MD, MS, FAAP
New York University School of 
Medicine
New York, NY

This text, written by experts in the 
field of child maltreatment, is set to 
become the most widely used reference 
for those in practice today. It is 
comprehensive in its approach to the 
care of child maltreatment victims. 
Experts in various fields share their 
knowledge, from understanding the 
scope of the problem to assessment 
and treatment, while including a 
thorough review of legal implications. 
Our knowledge in all areas affecting 
maltreated children has grown 
exponentially over the past several 
years, and research supports changes in 
assessment techniques and treatment. 
These authors came together to 
produce a text that, while written 
for the nurse clinician, has the 
potential to serve various collaborating 
professionals as well. It is set to become 
a standard reference in the library of 
the many clinicians who work to make 
life better for children and to prevent 
maltreatment in the future.

L. Kathleen Sekula, PhD, APRN, 
FAAN
Professor
Director, Forensic Graduate Programs
School of Nursing
Duquesne University
Pittsburgh, PA

Geared to the specialized needs of 
the nursing community, Nursing 
Approach to Child Maltreatment, 2e 
succeeds in covering the field of child 

maltreatment admirably. It moves 
from the global view of child abuse 
and neglect in all of its manifestations 
to the specifics of evaluation, diagnosis, 
and management of the child who has 
suffered maltreatment. The importance 
of ruling out conditions that could be 
mistaken for abuse and neglect are 
considered fully in one chapter, and 
in another chapter, the necessity for 
precise documentation is stressed. In 
a particularly important chapter, the 
intersection of domestic violence and 
child abuse is explored. Outcomes 
are addressed, particularly those that 
involve life-long mental health harms, 
and the need for working with child 
protective services is highlighted in 
another chapter. The inevitable Legal 
issues are discussed fully and rounding 
out the book are chapters devoted to 
the pitfalls of social networking for 
children and adolescents, human 
trafficking, and the close relationship 
of substance abuse and maltreatment. 
Taken together, this book should find 
high usage among nurses confronted 
with this blend of medical, nursing, 
social, and legal problems.

Robert M. Reece, MD
Editor, The Quarterly Update



xix

COntents in brieF

Chapter 1: the Problem of child AbuSe And neglect  .   .   .   .   .   .   . 1

Chapter 2: PreSentAtion And overview of the evAluAtion  
of child mAltreAtment   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .  19

Chapter 3: hiStory And the heAlth cAre interview  .   .   .   .   .   .   .  45

Chapter 4: the PhySicAl exAminAtion in the evAluAtion of SuSPected 
child mAltreAtment: PhySicAl AbuSe And SexuAl AbuSe exAminAtionS . 65

Chapter 5: lAborAtory findingS, diAgnoStic teSting,  
And forenSic SPecimenS in cASeS of child SexuAl AbuSe   .  .  .  .  . 121

Chapter 6: SexuAlly trAnSmitted infection in the Setting  
of mAltreAtment  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 139

Chapter 7: differentiAl diAgnoSiS: conditionS thAt mimic  
child mAltreAtment  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 203

Chapter 8: clinicAl ASPectS of child neglect  .  .  .  .  .  .  .  .  .  . 239

Chapter 9: documenting the evAluAtion of SuSPected  
child mAltreAtment cASeS   .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 283

Chapter 10: mentAl heAlth ASPectS of child SurvivorS  
of AbuSe And neglect   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   . 301

Chapter 11: SexuAl AbuSe of AdoleScentS   .  .  .  .  .  .  .  .  .  .  .  . 323

Chapter 12: when the medicAl SyStem iS miSuSed: the condition 
formerly Known AS munchAuSen Syndrome by Proxy   .  .  .  .  .  . 353

Chapter 13: child Protective ServiceS And child AbuSe    .  .  .  . 369

Chapter 14: legAl iSSueS  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 395

Chapter 15: children in the violent home: the relAtionShiP  
between intimAte PArtner violence And child mAltreAtment   . 407

Chapter 16: riSKS to children in the digitAl Age And  
SociAl networKing .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 425

Chapter 17: Prevention of child mAltreAtment .  .  .  .  .  .  .  .  . 441

Chapter 18: humAn trAfficKing: A heAlth cAre PerSPective   .   . 459

Chapter 19: SubStAnce dePendence And child mAltreAtment .  . 483

Chapter 20: forenSic nurSing   .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 511

Index   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   . 525



1

Chapter 1

The Problem of Child Abuse 
And negleCT
Mary Muscari, PhD, MSCr, CPNP, PMHCNS-CS 
Eileen R. Giardino, PhD, MSN, FNP, ANP

Key PoinTs
1.  Nurses should have an understanding of the comprehensive meaning of child mal-

treatment.

a.  Nurses should be able to identify risk factors associated with child maltreatment 
and provide competent and comprehensive interventions to children who 
have experienced child abuse and neglect.

2.  Physical, sexual, emotional and psychological abuse, and neglect are the broad 
categories of child maltreatment.

3.  Both the National Association of Pediatric Nurse Practitioners (NAPNAP) and the 
American Association of Colleges of Nursing (AACN) have position statements 
that address child maltreatment.

a.  To limit trauma to the child, NAPA believes that it is essential for all nurses 
to practice the quick prevention and identification of child maltreatment. 
Pediatric nurse practitioners (PNPs) are in an ideal situation to assess for the 
presence of risk factors of child maltreatment and provide primary prevention 
interventions. PNPs can also screen for maltreatment, provide anticipatory 
guidance related to potential maltreatment, and assist children and families 
who are engaged in maltreatment by making a referral to the local child 
protection agency.1

b.  AACN believes that nurses should be “aware of assessment methods and nursing 
interventions that will interrupt and prevent the cycle of violence,” particularly 
intimate partner violence (IPV). They also believe that all baccalaureate and 
higher degree programs should contain curricula with opportunities for all 
students to gain knowledge and clinical experience regarding IPV that should 
at least include: assessment, interventions, cultural competence in dealing 
with violence, legal and ethical issues, and activities to prevent IPV.2

4.  Multidisciplinary child fatality review (CFR) teams are a coordinated approach to 
understanding child deaths. A 1992 amendment to the Child Abuse Prevention and 
Treatment Act (CAPTA) requires states to include information obtained through 
CDR teams in their program plans. The purpose of CFR teams is to conduct a 
comprehensive, multidisciplinary review of child death, better understand how and 
why children die, and use the findings to take action to prevent other deaths and 
improve the health and safety of children.
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5.  It is helpful for health care providers to be able to place abuse into a framework 
in order to develop a greater sociological perspective. The 4 different frameworks 
used to further understand the dynamics associated with child maltreatment are: 
1) the epidemiological framework, 2) the ecological framework, 3) longitudinal 
progression model for child sexual abuse, and 4) the traumagenic dynamics model 
for child sexual abuse.

inTroduCTion
Violence touches the lives of children with alarming frequency, and the problem of child 
abuse and neglect, collectively known as child maltreatment, impacts the nation and the 
world through its profound and far reaching effects. Victims of child abuse and neglect 
may suffer physical, psychological, social, and even financial trauma (eg, parents using 
the child’s social security number to get around their own bad credit). The social and 
occupational implications of child maltreatment have the potential to ultimately slow a 
country’s economic and social development.3 

Health care professionals have made great progress in the recognition and treatment 
of child maltreatment since Kempe4 and associates first published their description of 
battered child syndrome in 1962. Child maltreatment is now recognized as part of the 
continuum of family violence that also includes IPV, elder abuse, and animal cruelty.5 
However, this progress still appears minimal, considering that the statics of child mal-
treatment remain staggering. 

Nurses interact with children and their families and caregivers at all levels of health care. 
They educate people, intervene in primary care and institutional settings, and provide 
services to help children and families heal. It is important for nurses to have a clear 
understanding of child maltreatment, how to identify risk factors, how to intervene to 
provide competent and comprehensive health care for children who have experienced 
child abuse and neglect, and when prevention strategies may be employed. This chapter 
discusses the problem of child maltreatment, offers a conceptual framework to help 
explain how and why specific types of child abuse and neglect occur, and identifies the 
role of nurses in evaluating and treating child sexual abuse.

defining The Problem
Child maltreatment encompasses various situations in which a parent or caregiver fails 
to provide for the health and well-being of a child. Abusive caregiver acts are those of 
commission or omission that have an injurious effect on the physical, psychosocial, or 
developmental well-being of the child. CAPTA, as amended by the Keeping Children 
and Families Safe Act of 2003, defines child abuse and neglect at a minimum as “any 
recent act or failure to act on the part of a parent or caretaker which results in death, 
serious physical or emotional harm, sexual abuse or exploitation; or an act or failure to 
act, which presents an imminent risk of serious harm.”6 

Categories of MaltreatMent 
Federal legislation provides broad categories of maltreatment, including physical, sexu-
al, emotional and psychological abuse, and neglect. Each category contains definitions 
for further clarification. Federal legislation also provides a basis for state definitions 
of maltreatment by identifying a minimum set of acts or behaviors that characterizes 
maltreatment and defines specific acts that are considered physical abuse, neglect, and 
sexual abuse.6 While not specifically listed in federal legislation, the following section 
also touches on parental financial abuse of children by way of identity theft.
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Physical Abuse
Physical abuse is defined as the infliction of physical injury resulting from acts that 
may or may not have intended to hurt the child. Physical abuse is usually defined as 
nonaccidental or intentional physical injury to the child. Injuries range from minor 
bruises to severe fractures to death as a result of punching, beating, kicking, biting, 
shaking, throwing, stabbing, choking, hitting with a hand or object, burning, or 
otherwise harming a child. The injury is considered to be abuse regardless of whether the 
caregiver intended to hurt the child.7 Medical child abuse (MCA)—formerly known as 
Munchausen syndrome by proxy (MSBP)—and abusive head trauma (AHT)—formerly 
known as shaken baby syndrome—are also characterized as physical child maltreatment. 
However, physical discipline, such as spanking or paddling, is not considered abuse 
provided that it is reasonable and causes no bodily injury to the child. Additionally, the 
following folk healing practices, which can mimic abuse, are not characterized as such: 

 — Cao gio: also referred to as coin rolling or coining; rubbing a coin on the skin until 
a red mark is produced

 — Cupping: applying a cup to the skin until pressure is created, also causing a mark

 — Moxibustion: applying heat from burning herbs, causing burn marks

Sexual Abuse
Sexual abuse is defined by CAPTA as:

(T)he employment, use, persuasion, inducement, enticement, or coercion of any child to engage in, 

or assist any other person to engage in, any sexually explicit conduct or simulation of such conduct for 

the purpose of producing a visual depiction of such conduct; or the rape, and in cases of caretaker or 

inter-familial relationships, statutory rape, molestation, prostitution, or other form of sexual exploita-

tion of children, or incest with children.7 

A central component of sexual abuse is the misuse of an adult’s power relationship with 
a child and betrayal of the child’s trust by the older adult.8 Specific activities noted as 
sexual abuse include any sexual activities by an older person that involve a dependent, 
developmentally immature child or adolescent and that are for the sexual stimulation 
or gratification of that person or of other persons, such as in child pornography or 
prostitution. Specific activities include sexualized kissing; fondling; exhibitionism; 
masturbation; digital or object penetration of the vagina or anus; and oral-genital, 
genital-genital, and anal-genital contact.8 

Emotional and Psychological Abuse
Emotional abuse, or  psychological abuse, is a pattern of abusive behavior that impairs a 
child’s emotional development or sense of self-worth. It is almost always present when 
there is another form of child abuse. Emotional abuse may include constant criticism, 
name-calling, or threats as well as withholding love, support, or guidance. One example 
is the use of extreme forms of punishment such as confining a child in a dark closet. 
Emotional abuse can be difficult to prove; therefore, child protective services (CPS) may 
not be able to intervene without evidence of harm to the child.7 

Child Neglect
Neglect is the failure of a caregiver to provide for a child’s basic needs. Neglect can be: 

 — Physical: failure to provide adequate food, clothing, or shelter 

 — Medical: failure to provide necessary medical treatment

 — Educational: failure to educate a child

 — Emotional: permitting the child to use alcohol or other drugs
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These circumstances are not always related to neglect, as evidenced by certain cultural 
practices or impoverished conditions; however, when a family fails to use information 
and resources and the child’s health or safety is at risk, intervention is required. 

Many states now define abandonment as a form of neglect. A child is usually considered 
to be abandoned when his or her parent’s identity or whereabouts are unknown, the 
child has been left alone in circumstances where the child suffers serious harm, or the 
parent has failed to maintain contact with the child or provide reasonable support. Many 
states also consider substance abuse as a form of child abuse or neglect. Circumstances 
in which substance abuse is considered abuse or neglect include prenatal exposure to 
harm due to the parents’ use of substances; manufacturing of drugs in the presence of 
a child; selling, distributing, or giving alcohol or illegal drugs to a child; and the use of 
a controlled substance by a caregiver that impairs the caregiver’s ability to adequately 
care for the child.7 Individual statutes define issues of child neglect and abandonment 
for each state. Health care providers can access information specific to the state within 
which they practice through the federal Child Welfare Web site at www.childwelfare.
gov/systemwide/laws_policies/state/. 

Financial Abuse
Financial abuse or exploitation, a long-time problem in elder maltreatment, is now 
becoming an issue for children. Criminals steal children’s identities by fraudulently us-
ing their social security number (SSN) and birth date to open credit accounts, take out 
loans, apply for jobs, receive government benefits, access medical care, and even commit 
crimes. Perpetrators may be strangers; however, they may also be the child’s parents.9 
Research regarding this problem is practically nonexistent at this point. Many anecdotal 
cases involve a close family member as the perpetrator, often a parent or relative, who 
has damaged his or her own credit or other personal records. These individuals often 
have the easiest access to the child’s information.10 Child victims of financial abuse face 
very serious consequences, including inheriting significant debt, carrying a tarnished 
credit history, or suffering emotional impacts, especially when the offender is a parent.9

Children’s exposure to ViolenCe

Children are more likely to be exposed to violence than are adults. Millions of children 
and adolescents in the United States are exposed to violence in their homes, schools, 
and communities as both victims and witnesses. A recent comprehensive national sur-
vey on children’s exposure to violence confirms that most of the children in the United 
States are exposed to violence on a daily basis. More than 60% of the children surveyed 
were exposed to violence within the past year, either directly or indirectly, 46.3% were 
assaulted at least once in the past year, while a little more than 25% witnessed a violent 
act, and 9.8% saw one family member assault another.11

Exposure to violence can have a significant impact on a child’s developmental processes 
and the formation of intimate relationships throughout childhood adulthood. Some 
children experience chronic community violence and are exposed to guns, knives, drugs, 
and random violence in their neighborhoods; some witness IPV on a regular basis; 
and some are exposed to a plethora of violent acts through television programming, 
computer and video games, and other media. Still, many children are exposed to all of 
these instances of violence. Risk factors are cumulative; therefore, the risk of negative 
outcomes multiplies for children who are in double jeopardy, such as those who are 
exposed to IPV and community violence. Children who are direct victims of assault 
and who witness repeated violence are more likely to have significant negative outcomes 
than children who are exposed to a single instance.11
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the Child abuse preVention and treatMent aCt

Child maltreatment is defined by federal and state laws. As previously mentioned, CAP-
TA provides the minimum standards that must be incorporated into state statutory 
definitions of child abuse and neglect. CAPTA, which was reauthorized and amended 
by the Keeping Children and Families Safe Act of 2003, supports individual state efforts 
to develop, run, expand, and increase community-based, prevention-focused efforts and 
family resource and support programs. CAPTA was enacted by Congress to ensure that 
child victims of abuse and neglect receive a comprehensive approach to care through the 
integration of multiple state agencies, such as social services and legal, mental health, 
education, and substance abuse agencies.6 Health care providers can access information 
specific to the state within which they practice through the federal Child Welfare Web 
site at www.childwelfare.gov/systemwide/laws_policies/state/. 

nursing organization position stateMents related to Child abuse

Nursing is the largest group of health care providers in the United States, and as such, 
nurses care for both victims and perpetrators of violence, including child abuse, on a 
regular basis. Not all nursing organizations have position statements; however, of those 
organizations that do, NAPNAP and AACN have position statements relevant to child 
maltreatment.

National Association of Pediatric Nurse Practitioners Position Statement on 
Child Maltreatment
One of the goals of the NAPNAP1 is to enhance the quality of health care for infants, 
children, and adolescents; therefore, NAPNAP believes that a strenuous effort should be 
made to prevent child maltreatment and to identify and manage maltreatment as soon 
as possible to cause the least amount of trauma to the child. 

Pediatric nurse practitioners (PNPs) are in a strategic position to assess for the presence of risk 
and protective factors [and to] provide primary prevention interventions…PNPs can screen for 
maltreatment, provide anticipatory guidance regarding potential maltreatment, and assist children 
[and] families already engaged in maltreatment by referring them to a local child protection team.1 

While these actions are aimed at PNPs, all nurses play a role in the prevention, identifi-
cation, management, and referral of child maltreatment.

American Association of Colleges of Nursing Position Statement on Violence 
as a Public Health Problem
AACN states that nurses should be aware of assessment methods and nursing 
interventions that will interrupt and prevent the cycle of violence, particularly domestic 
violence.2 AACN defines IPV as physical, sexual, or emotional-psychological violence 
directed toward men, women, children, or elders that occurs in current or past 
familial or intimate relationships, whether the individuals are cohabiting or not. The 
AACN recommends that educational programs that prepare nurses in baccalaureate 
and higher degree programs contain curricula with opportunities for all students to 
gain knowledge and clinical experience regarding domestic violence to include, at a 
minimum, acknowledgment of the scope of the problem; assessment skills related to the 
identification and documentation of abuse and its health effects; interventions to reduce 
vulnerability and increase safety especially of women, children, and elders; cultural 
competence in dealing with violence as a health care problem; legal and ethical issues in 
treating and reporting; and activities to prevent domestic violence.

inCidenCe
The United States Department of Health and Human Services (USDHHS) collects and 
analyzes data annually from reports filed by state CPS agencies in an effort to track the 
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data on child abuse and neglect. The 2009 report shows that an estimated 3.3 million 
referrals involving the alleged maltreatment of approximately 6.0 million children were 
received by CPS agencies, and 61.0% of these referrals were escalated for a response by 
CPS.12 The incidence of child maltreatment declined from a rate of 10.9 in 2005 to a 
rate of 9.3 in 2009 (Table 1-1). 

As with previous years, most children included in the CPS report suffered from neglect; 
however, report findings indicated that some children may have suffered from multiple 
forms of maltreatment and, as a result, were counted once for each applicable maltreat-
ment type (Figure 1-1). According to the 2009 report,12 children aged 1 year and young-
er had the highest rate of victimization at 20.6 per 1000 children in the population of 
the same age, while children aged 1, 2, and 3 years had victimization rates of 11.9, 11.3, 
and 10.6 victims per 1000 children, respectively. Children aged 8 through 11 years had 
victimization rates of 18.8 per 1000 children; children aged 12 to 15 had victimization 
rates of 17.8 per 1000 children; children aged 16 through 17 had victimization rates 

0.00% 10.00% 20.00% 30.00% 40.00% 50.00% 60.00% 70.00% 80.00% 90.00%

Maltreatment Types

Psychological Abuse 7.8%

Medical Neglect 2.4%

Sexual Abuse 9.5%

Other 9.6%

Physical Abuse 17.8%

Neglect 78.3%

Figure 1-1. 
Maltreatment 
Types. Adapted 
from United States 
Department of 
Health and Human 
Services, Adminis-
tration for Children 
and Families, 
Administration on 
Children, Youth and 
Families, Children’s 
Bureau. Child 
maltreatment 2009. 
Administration 
of Children and 
Families Web site. 
http://www.acf.
hhs.gov/programs/
cb/stats_research/
index.htm#can. 
Accessed May 25, 
2013.

Table 1-1. Rate of Child Maltreatment from 2005 through 2009

reporting 
Year 
 

nuMber  
of states 
reporting 

Child popula-
tion of  

reporting 
states

nuMber of  
reported 

(unique Count) 
ViCtiMs 

Child  
ViCtiMization  

rate 

2005

2006

2007

2008

2009

49

49

49

50

50

72 751 837

72 647 455

71 886 504

74 398 024

74 495 280

793 558

793 558

690 482

704 429

693 174

10.9

11.0

9.6

9.5

9.3

Adapted from United States Department of Health and Human Services, Administration for Children and 
Families, Administration on Children, Youth and Families, Children’s Bureau. Child maltreatment 2009. 
Administration of Children and Families Web site. http://www.acf.hhs.gov/programs/cb/stats_research/index.
htm#can. Accessed May 25, 2013.
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of 6.3 per 1000 children. Victimization was fairly equal between the sexes with boys at 
48.2% and girls at 51.1%. The majority of victims (87%) was composed of 3 races or 
ethnicities: African American (22.3%), Hispanic (20.7%), and white (44.0%). 

fatalities

Filicide is the killing of a child by his or her parents; subcategories include neonaticide 
in which the victim does not survive the first 24 hours of life and infanticide in which 
the child is less than 1 years old at the time of death. Filicide may also occur within the 
context of filicide-suicide, the offending parent also kills himself or herself, or in the 
context of familicide, the entire family is killed. The United States has the highest rate 
of child homicide among developed countries, and many child abuse specialists believe 
child fatalities due to abuse and neglect are still underreported. 

Even with underreporting, the number of child fatalities has been increasing since 
2006. An estimated 1770 children died from abuse and neglect in 2009, compared 
with 1720 children in 2008. Of the children who died in 2009, 66.7% suffered neglect 
either exclusively or in combination with another type of maltreatment type and 44.8% 
suffered physical abuse either exclusively or in combination. The youngest children are 
more vulnerable to fatal child maltreatment as four-fifths (80.8%) of all child fatalities 
were under the age of 4 years. Boys (2.36 boys per 100 000) had a slightly higher child 
fatality rate than girls (2.12 per 100 000), and more than 80% of child fatalities were 
comprised of African American, Hispanic, and white victims. Three-quarters (75.8%) 
of child fatalities were caused by one or both parents, with more than one-quarter 
(27.3%) of fatalities perpetrated by the child’s mother acting alone.12

The response to child abuse and neglect fatalities is often hampered by inconsistencies, 
including underreporting of the number of children who die each year as a result of abuse 
and neglect; lack of consistent standards for child death investigations or autopsies; varying 
roles of CPS agencies in investigations; uncoordinated, single discipline investigations; and 
medical examiners or coroners who do not have specific child abuse and neglect training.

To address some of these inconsistencies, multidisciplinary CFR teams have emerged to 
provide a coordinated approach to understanding child deaths. An amendment to the 
1992 reauthorization of CAPTA supports the development of CFR teams by requiring 
states to include information regarding their CFR teams in their annual program plans. 
Such program plans are frequently attached to a state’s receipt of government funding.12 
According to the National Maternal Child Health (MCH) Center for Child Death 
Review, the purpose of CFR teams is to conduct a comprehensive, multidisciplinary 
review of child deaths, better understand how and why children die, and use the 
findings to take action to prevent other deaths and improve the health and safety of 
children. The objectives of the review process are complex and meet the needs of many 
different agencies, ranging from the investigation of child deaths to prevention. Nurses 
can provide expertise on both child death investigation and prevention and, as a result, 
should become involved in their local CFR. Table 1-2 provides contact information for 
national CFR resources.

Children with disabilities

The numbers of children who survive disabling medical conditions as a result of 
technologic advances and children who have disabilities are increasing. The rates of 
child maltreatment have been found to be high in children with blindness, deafness, 
chronic illness, developmental delays, behavioral or emotional disorders, and multiple 
disorders.13 The 2009 report12 detailed 11.1% of maltreatment victims as having a 
disability. Of those victims with a disability, 2.9% were recorded as having behavior 
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problems, 2.1% emotional disturbances, and 3.8% other medical conditions Figure 
1-2. Victims could have been reported as having more than one type of disability, and 
children with risk factors may have been undercounted since not every child receives a 
clinical diagnostic assessment from CPS agency staff.

The causes of abuse and neglect of children with disabilities are the same as those for 
all children; however, additional factors may increase their risk for maltreatment. Chil-
dren with chronic illnesses or disabilities frequently place higher emotional, physical, 
economic, and social demands on their families. Parents with limited support may be 
at an especially high-risk for maltreating their children with disabilities if they feel over-
whelmed and unable to cope with the required responsibilities with regard to care and 
supervision. A lack of breaks in child care responsibilities can contribute to an increased 
risk of maltreatment as well. Finally, the added requirements of special health care and 
educational needs can result in neglect when the parent fails to provide the child with 
needed medications, adequate medical care, or appropriate educational placements.15

Figure 1-2. Rates of 
Child Maltreat-
ment in Children 
with Disabilities. 
Adapted from 
United States 
Department of 
Health and Human 
Services, Adminis-
tration for Children 
and Families, 
Administration on 
Children, Youth and 
Families, Children’s 
Bureau. Child 
maltreatment 2009. 
Administration 
of Children and 
Families Web site. 
http://www.acf.
hhs.gov/programs/
cb/stats_research/
index.htm#can. 
Accessed May 25, 
2013.

0.00%  2.00% 4.00% 6.00% 8.00% 10.00% 12.00%

Rates of Child Maltreatment in Children with Disabilities

Visually/Hearing Impaired 0.4%

Total 11.1%

Physically Disabled 0.7%

Other Medical Conditions 3.8%

Mental Retardation 0.4%

Learning Disablity 1%

Emotionally Disturbed 2.1%

Behavior Problems 2.9%

Table 1-2. Child Death and Fatality Review Resources

orgAnizATion ConTACT informATion mission sTATemenT

National MCH  
Center for Child 
Death Review 
 
 
 

Phone: 800-656-2434 
Web site:  
www.childdeathreview.org  
 
 
 

“The National Center for Child Death Review 
is a resource center for state and local CDR 
programs, funded by the Maternal and Child 
Health Bureau. The center promotes, supports, 
and enhances child death review methodol-
ogy and activities at the state, community, and 
national levels.”14

National Center 
on Child Fatality 
Review (NCFR) 
 

Phone: 626-455-4585
Web site: www.ican-ncfr.
org

“The Mission of NCFR is to develop and 
promote a nationwide system of Child Fatality 
Review Teams to improve the health, safety 
and well-being of children and reduce pre-
ventable child fatalities and severe injuries.”15
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Key points
1. It is imperative that the health care provider checks with the laboratory slated 

to analyze forensic specimens to be sure that he or she follows the appropriate 
protocols. While the types of specimens are relatively uniform, the techniques for 
testing may vary. Each crime laboratory functions differently and may request 
evidence be packaged in a certain manner.

2. In addition to assessing clothing for traces of bloodstains and seminal fluids, the 
health care provider should pay close attention to the condition of the clothing. 
Tears or missing buttons may be evidence of force or indicate a struggle and may 
help to corroborate the child’s history of the event.

3. A nondestructive screening technique, such as an alternate light source (ALS), may 
be used to identify areas that should be swabbed for evidence.1 Various types of 
commercial light sources are available through evidence supply companies. Before 
purchasing such a light, the health care provider should ensure that the ALS allows 
for the possible fluorescence of a multitude of substances.

4. Swabs should be specific to the body area assaulted (eg, oral, anal, vaginal), and 2 
swabbed specimens should be collected from each area. However, the health care 
provider should use his or her own discretion when deciding if all or additional 
locations should be swabbed.

5. Photography is considered 1 of the 3 necessary forms of documentation alongside 
written or narrative descriptions and diagrams that pinpoint location, size, shape, 
and quantity of injuries. 

6. The chain of custody, or chain of evidence, is the record that details the individuals 
who gain custody and control of a particular piece of evidence.2 The chain begins 
with the health care provider(s) who collects a given piece of physical evidence from 
the child.2 It is the health care provider’s responsibility to document the proper 
collection and packaging of each item and ensure that the integrity of the contents 
is maintained.

Chapter 5
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introduction
When evaluating a child for sexual abuse, several findings help the health care provider 
to make a diagnosis. For example, the presence of certain sexually transmitted infections 
(STIs) in the prepubertal child beyond the neonatal period substantiates that sexual 
contact has occurred.3 The history provided by the child and the caregivers often 
points to a specific perpetrator. Thorough evidence collection, according to established 
guidelines, for forensic specimen collection and laboratory testing plays an important 
role in identifying the perpetrator as well as confirming sexual contact and ensuring 
appropriate medical treatment of the child. Even though it is uncommon to find 
visible physical evidence in cases of suspected sexual abuse, such evidence is extremely 
important when identified.4 Physical evidence of sexual abuse may include injuries, 
bodily fluids, hairs, and other specimens, such as torn clothing. It is the Emergency 
Nurses Association’s (ENA) position that it is within the nurse’s role to not only provide 
emotional and physical care to victims of violence, but to also evaluate the child, collect 
evidence, preserve the chain of custody, and document findings in the medical record.5 
The specialty of forensic nursing focuses on the forensic aspects of health care as related to 
victims, perpetrators, and families of both who experience violence, crime, and traumatic 
accidents.6 The American College of Emergency Physicians (ACEP) supports clinical 
forensic programs as an excellent option for acute and chronic sexual assault evaluations, 
in part because of the standardized examination and evidence collection process.7

According to other studies, it is unlikely to reveal positive laboratory results for acute sexual 
assault after 24 hours; however, Thackerary et al8 recommend that collecting evidence in the 
prepubertal child should be completed anyway as DNA technology continues to advance. 
It is important to recognize that failing to conduct evidence collection will result in missed 
opportunities.8,9 This chapter focuses on the process used to collect evidence in cases where 
sexual abuse of a child is suspected and as indicated by the history and physical assessment. 
This chapter will also review the laboratory testing involved in the evidence collection 
process and the standard procedures for retrieving samples to be tested for STIs.

evidence coLLection
The evidence collection process is as important as the other components of the medical-
forensic examination, including consent, history, physical assessment, treatment, and 
discharge process. The health care provider must be competent in the procedures used 
to recover and preserve biological evidence. It is imperative that the health care provider 
checks with the laboratory slated to analyze the forensic specimens to be sure that he 
or she follows the appropriate protocols. While the types of specimens are relatively 
uniform, the techniques for testing may vary. Each crime laboratory functions differ-
ently and may request evidence be packaged in a certain manner. Samples gathered may 
include objects such as clothing and bed linens as well as oral, vaginal, or anal swabs. 
In some cases, fluids, such as seminal fluid and saliva, may be recovered from the skin. 
Epithelial cells may also be found on the child. The examiner should consider swabbing 
areas such as bruises and the external genitalia as well. Many jurisdictions now have 
specialized kits for drug screens when drug-facilitated assault is suspected. 

The medical-forensic examination should be conducted systematically. By beginning at 
the head and progressing toward the feet, each body part can be assessed and evidence 
collected. Several tools are available to the clinician to facilitate identification and 
thorough collection of specimens, including a sexual assault evidence collection kit, an 
alternate light source, toluidine blue dye, and equipment specific for magnification and 
image capturing (Table 5-1) (see Chapter 4, The Physical Examination in the Evaluation 
of Suspected Child Maltreatment: Physical Abuse and Sexual Abuse Examinations).
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EvidEncE collEction Kits

Many jurisdictions use a standardized kit to collect forensic evidence in cases of sex-
ual assault. Examples of kits that may be used include the sexual assault collection 
kit or the sexual assault forensic kit (SAFE), sometime referred to as the Vitullo kit. 
These kits are designed to bring continuity to the examination process so that evi-
dence is collected and preserved in a similar manner, regardless of who collected it.10 
Although kits vary from state-to-state and manufacturer-to-manufacturer, they basi-
cally contain the same types of containers for evidence recovery (Table 5-2). All sexual 
assault evidence collection kits contain detailed instructions outlining the collection 
and packaging of each item and envelopes specifi-
cally marked as to what should be put in them. 
Common protocol requires the examiner to seal 
and initial each item of evidence so that the writ-
ing is half on the seal and half on the box, enve-
lope, or bag. Once filled, the health care provider 
should return the containers to the kit and then 
seal it. When the evidence is received in the forensic 
laboratory, each sealed container is assessed for de-
viations in the lettering. If none is discovered, then 
evidence tampering has not occurred (Figures 5-1  
to 5-8).

A sexual assault evidence collection kit should 
be used for the medical-forensic examination 
that occurs acutely; that is, if the assault oc-
curred less than 96 hours before the child’s pre-
sentation to the facility or if the examiner feels 
that biological evidence may still be present af-
ter 96 hours. The standard timeframes for evi-
dence collection involving pediatric patients has 
been called into question. As technology evolves, 
the timing of evidence collection continues  
to change.8,11,12

Table 5-2. Common Contents of Sexual  
Assault Evidence Collection Kits

 — Reference sample swabs or blood card

 — Envelopes to place known hair samples

 — Envelopes to place pubic hair combings

 — Envelope to place pubic hair pullings

 — Vaginal swabs

 — Rectal swabs

 — Oral swab

 — Paper bags to collect clothing

 — Paper bag to collect underwear

 — Swabs to collect suspected biological 
fluids on the skin

 — Additional envelopes for evidence 
collection or a debris collection sheet 
(included in some, but not all, kits)

Table 5-1. Tools Used for Evidence Collection

 — Sexual assault evidence collection kit

 — Paper bags

 — ALS or other multi-wave light source

 — Magnification and image capturing 

 — Digital camera 

 — Colposcope

 — STI Testing

 — Culture

 — Nucleic amplification testing (urine or swab)
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Figure 5-6

Figure 5-1 Figure 5-2

Figure 5-3Figure 5-4

Figure 5-5

Figure 5-1. Improperly sealed envelope (no name, date, or time).

Figure 5-2. Properly sealed envelope (includes name, date, and 
times). Evidence tape should go around the corners of the bag 
for correct sealing.

Figure 5-3. Envelopes for fingernail scrapings. Many programs are 
using swabs instead of scraping.

Figure 5-4. Slide holder.

Figure 5-5. Improperly sealed urine container (no initials on the 
seal or bottle).

Figure 5-6. Sexual assault kit envelopes.
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The clinician must make his or her decision to collect or not collect evidence based on the 
history given by the child or caregivers, physical findings, and any other pertinent circum-
stances that may arise. It is imperative that the examiner employs critical thinking skills 
during this phase of the medical-forensic evaluation to ensure the best possible outcomes.

clothing

All clothing worn by a child during a sexual assault, particularly the underwear, may 
contain evidence and must be collected. In addition to assessing clothing for traces of 
bloodstains and bodily fluids, the health care provider should pay close attention to the 
condition of the child’s clothing. Tears or missing buttons may be evidence of force or 
indicate a struggle and may help to corroborate the child’s history of the event.

Clothing that has bloodstains or seminal fluid is tested for deoxyribonucleic acid 
(DNA) to identify a suspect. Whenever possible, linens should also be collected from 
the crime scene because they may have evidence of semen, blood, hair, or fibers on 
them. The health care provider should make every effort to secure the child’s clothing, 
even if the child has already changed before the commencement of the medical-forensic 
examination because important physical evidence may be present on the clothing and 
the opportunity for preservation of evidence must not be missed. Clothing and bed 
linens are the most likely sources of forensic evidence of blood or semen.13

Clothing should be carefully removed in order to protect foreign materials adhered to 
them. The child should stand on a clean sheet or the debris-collection sheet provided in 
the evidence collection kit and should remove each piece of clothing so as to not shake 
or discard anything onto the floor.2 Any clothing that is wet or damp should be air-dried 
before packaging; it may be hung on a clothes hanger or placed on butcher paper to dry 
while the examination continues. After drying, each piece of clothing should be placed 
an individual paper bag. The top of the bag should then be folded over, sealed with tape, 
and labeled with the examiner’s initials.2 

Figure 5-8

Figure 5-7. Contents of left envelope in 
Figure 5-6.

Figure 5-8. Contents of right envelope in 
Figure 5-6.

Figure 5-7
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EvidEncE PrEsEnt on thE sKin

Biological evidence deposited on the skin should be collected so that DNA testing may 
be performed. A nondestructive screening technique, such as an alternate light source 
(ALS), may be used to identify areas to be swabbed for evidence.1 Various types of 
commercial light sources are available through evidence supply companies. Before pur-
chasing such a light, the health care provider should ensure that the ALS allows for the 
possible fluorescence of a multitude of substances. 

By shining the ALS over the body, areas of dried substances that remain on the skin 
may absorb the ultraviolet light, become excited, and then fluoresce or glow, thereby 
indicating areas of possible evidence.14 Such areas of reaction should be swabbed and 
placed dried in the evidence collection kit.10 It is important to note that the ALS is 
a preliminary screening tool and a reaction does not confirm the presence of semen. 
Other substances such as sweat, saliva, and urine fluoresce under this light as well; 
therefore, one cannot determine the exact substance by light alone.14-16 Other fluids 
such as cosmetics and fabric cleansers with whiteners also fluoresce.14 Therefore, the 
health care provider can only document that a fluorescent reaction occurred during the 
examination with an ALS and that samples were collected.

The double swab technique should be used to collect samples from areas of reaction 
(Table 5-3). When using this method, the health care provider should immerse a cotton 
swab in sterile or distilled water and roll the tip over the surface of the skin, using a 
circular motion and moderate pressure17 to rehydrate the dried material. A second dry 
swab should then be rolled over the surface in the same manner as the first to allow the 

Table 5-3. Double Swab Technique

1. Identify the area to be swabbed.

2. Immerse one sterile cotton swab in either sterile or distilled water.

3. Roll the moistened swab over the skin surface, using a circular motion and moderate pressure.

4. Take a second dry swab, which should remain dry, and roll the swab over the same surface area.

5. Roll the swabs with the collected samples over a slide if required by a specific protocol. If slide 
is not required by protocol, allow swabs to dry and then package the swabs in an envelope.

6. Seal, label, and place the envelope in the evidence collection kit.

Adapted from Sweet D, Lorente M, Lorente J, et al. An improved method to recover saliva from human skin: the double swab 
technique. J Forensic Sci. 1997;42(2):320-322.

retrieval of any additional material. The double swab technique may be used to collect 
any type of biological evidence left on the skin (eg, saliva, blood, seminal fluid). The 
cotton applicators should be allowed to dry and then packaged together in the same 
envelope. The health care provider should label the envelope with the location of the 
area swabbed, seal the envelope, and then place it in the evidence collection kit. The 
process should be repeated for each area of reaction.

BitE MarKs

Bite marks may be found in cases of sexual abuse as well as physical abuse. Bite mark 
evidence has been accepted in courts of law based upon 2 premises: (1) each person’s 
dentition is presumed to be unique and (2) the uniqueness of dentition is accurately 
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preserved in the injured skin or in objects.18 The child should be examined closely 
because findings may be subtle and overlooked, especially if the wound is almost healed. 
Bite marks should be suspected when injuries such as ecchymosis (bruising), abrasions, 
or lacerations form an oval or elliptical pattern.19 Traditionally, bite-mark evidence 
has been used to develop comparative evidence between the identified pattern and a 
potential suspect. A forensic odontologist should be consulted in the event possible bite 
marks are identified.

The American Board of Forensic Odontology (ABFO) has developed guidelines for 
bite-mark evidence.18 The health care provider should photograph the bite mark at a 
90-degree angle to avoid distorting the proportion of the bite,19 and should place a No. 
2 ABFO ruler, an L-shaped ruler specially designed for bite-mark photography, next 
to the bite mark.19 The examiner should photograph the injury with and without the 
ABFO ruler.

In addition to providing a means through which a perpetrator’s identity may be 
confirmed, a bite mark may provide biological evidence.17,20 After obtaining images of 
the wound, the nurse should swab the area for saliva using the double swab technique. 
Chain of custody must be maintained throughout this portion of the medical-forensic 
examination (see “Chain of Custody” later in this chapter for further discussion).

oraL, vaginaL, and anaL specimens
If the child victim of suspected sexual abuse presents for an acute evaluation, samples 
should be collected from each body area indicated in the assault. Swabs should be specific 
to the body area assaulted (eg, oral, anal, vaginal), and 2 to 3 swabbed specimens should 
be collected from each area. However, the health care provider should use his or her 
own discretion when deciding if all or additional orifices should be swabbed. The swabs 
should be tested for sperm, acid phosphatase, prostate specific protein, and prostate 
specific antigen (P30).15,21 The health care provider may prepare a saline wet mount of 
specimens from the designated orifices and immediately examine the specimens for the 
presence of nonmotile and motile sperm.10

oral sPEciMEns 
Oral swabs should be collected in cases of fellatio. The health care provider should use 
several cotton applicators to swab the buccal pouch and along the bottom edges of the 
teeth and gums.10 Some protocols may require that an oral rinse be collected for which 
the child should be asked to rinse his or her mouth with a small amount of sterile 
or distilled water and then to spit the contents into a sterile cup. Some kits provide 
the sterile cup needed for the oral rinse. The provider should consider collecting oral 
samples in cases where there is limited history.8 (Figures 5-9-a and b)

Figure 5-9-a Figure 5-9-b

Figures 5-9-a and b. 
Observing for any 
injury or medical 
findings in the oral 
cavity of a child.
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   252t, 397, 442



531

Index

Fractures, 29–30
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Hsi Duan Yu (The Washing Away of Wrongs), 512
HSP. See Henoch-Shonlein Purpura
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 caregiver’s account of, 22–23
 chart for documenting, 292t
 genital, 131, 132f
 knowledge of, for forensic nursing, 519
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 nonreporting by victims, 411t
 statistics, 410–411
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Oral warts, 177t
Organ system disorders, 225–226
Osteogenesis imperfecta (OI), 30, 210, 211f,  
   215t, 216, 216f
OVC. See Office for Victims of Crime
Oxford House, 503

P
Parent Child Interaction Therapy (PCIT), 450
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536

Nursing Approach to the Evaluation of Child Maltreatment 

Physical abuse
 abusive head trauma as, 3
 as child maltreatment, 443
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   injuries, 23–31
 documenting, 291, 292t
 in human trafficking, 464–465
 interviewing children in suspected, 50–53
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PTSD. See Post-traumatic stress disorder
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Secrecy phase of child sexual abuse, 13
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 for pregnancy prophylaxis, 334t, 340–341
 in sexual abuse and assault, 94, 333
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Sex offenders and Internet, 425–437
Sexting, 425, 430–431
Sexual abuse and assault, 193t
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 definition of, 3, 305t
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 72-hour window frame, 333
 sexually transmitted infections, 147t
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Sexual interaction phase of child sex abuse, 11
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Shaken impact syndrome (SIS). See Abusive head  
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Standing Against Global Exploitation (SAGE), 473
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Trafficking Victims Protection Reauthorization  
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Traumagenic dynamics model for child sexual  
   abuse, 2, 12–14
Traumatic alopecia, 74
Traumatic sexualization, 13
Treatment of thoracic and abdominal injuries, 84
Trichomoniasis, 132t–133t, 142t-143t, 181–183,  
   182t
Triple P - Positive Parenting Program, 445-446t
TVPRA. See Trafficking Victims Protection  
   Reauthorization Act

U
Ulcers, chancroid, 148, 148f
Ultraviolet light (UV), for evidence collection, 95
Underwear
 blood in 37
 collection and assessment of, 125
United Nations, 470
United States Advisory Board on Child Abuse and  
   Neglect, 370
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United States Department of Health and Human  
   Services (USDHHS), 5–7, 271t, 390
 assessment for neglect, 271t
 Assistant Secretary for Planning and  
   Evaluation, 505a
 Campaign to Rescue and Restore Human  
   Trafficking Victims, 467
 hotline, 459
 statistics on chemical dependence, 484–485,  
   484f–485f
 Substance Abuse and Mental Health Services  
   Administration (SAMHSA), 497, 505a
United States Department of Justice, 433, 472
United States Federal Bureau of Investigation  
   (FBI), 473
Universal prevention programs, 445–447, 446t
Urethral cultures, 139, 152
Urethral meatus warts, 176t
Urgent vs. nonurgent cases, 47–49
Urine drug testing, 499
USDHHS. See United States Department of  
   Health and Human Services
UV. See Ultraviolet light

V
Vaginal discharge
 bloody, 230-231, 231f
 causes of, 36-38, 37t
 nonbloody, 232
 specimens, 128–129, 128f
Vaginal warts, 176t
Vasculitis, 210, 210f
Vermont, definition of neglect in, 250
Vestibule, 101
Victimization, online, 428, 436
Victims
 of child maltreatment, by age, 442f
 of human trafficking
  needs of, 461t
  screening and identification of potential,  
   465–467
 of medical child abuse, 353-366
Violence
 child’s exposure to, 4
 dating, 330–332, 408
 in the home, 407–420, 413f
 role of forensic nurse in prevention, 516
 statistics, 515–516
Vitamin K deficiencies, 210, 220
Vulva, 101

W
Warts, genital, 173–174, 174f, 175t–177t
Washing Away of Wrongs, The (Hsi Duan Yu), 512
Washington, definition of neglect in, 251
Websites. See also specific websites
 for abuse victims, 320a
 for chemical dependency, 504t–505t
 child death and fatality review resources, 8t
 Child Welfare, 4, 5 
 CyberTipline, 437
 substance abuse, 504a-505a
 United States Federal Bureau of Investigation, 437
Webster-Stratton, Carolyn, 453
Weight charts, 272f–274f
West Virginia, definition of neglect in, 248
Whip, bruising inflicted with, 24f
The White House, President Barack Obama  
   Office of National Drug Control  
   Policy, 505t
World Health Organization (WHO), 515

Y
Youth Risk Behavior Surveillance System, 330, 504a
Y-STR testing, 134
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