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FOREWORD

Substantiation of reports of sexual abuse of children has been declining since 1990,
reduced by 51%, according to Jones (Childhood Victimization: Violence, Crime, and
Abuse in the Lives of Young People). Researchers in this field expressed doubt that this
steep decline could be real, and this prompted further investigation (Child Abuse Negl.
2001;25:1139-1158). The findings of this research suggested the decline was real and
did not reflect changed standards by agencies or other artifactual explanations
(Explanations for the Decline in Child Sexual Abuse Cases). They found that this decline
paralleled other social improvements: the fall in teen suicides, teenage births, numbers of
children living in poverty, youth runaways, juvenile drug use, and improvements in child
behavior problems and competence scores on the Child Behavior Checklist.! While
considering numerous factors to explain these trends, Finkelhor and Jones suggest that
agents of social intervention “could well have curbed child victimization through a
number of mechanisms” (Childhood Victimization: Violence, Crime, and Abuse in the
Lives of Young People). These agents include police, victim advocates, legal advocates,
teachers who educate about maltreatment and domestic violence as well as the media,
who have raised awareness of victimization by reporting on maltreatment and portraying
it in film and on television.

I believe another factor involved: more highly developed professional skills at all levels of
the diagnostic process. Over the last 25 years, the evidence base in child sexual abuse has
grown exponentially. Since 1994, over 300 peer-reviewed articles have been published in
medical journals alone, and this figure doesn include research published in the social
sciences, mental health, legal and law enforcement publications. In addition, the
education and training of professionals for this field of practice has improved
substantially. This ensures more accurate diagnosis in these cases and avoids confusing
normal variants or other mimics of sexual abuse for true cases.

This is where this up-to-date, well-written book is so helpful. The authors of the various
chapters in Medical Response to Child Sexual Abuse are truly experts in the field, with
clinical experience and research to bolster their writing. There are chapters in this volume
that are not available in other books on sexual abuse: the background and history of the
field, special problems of adolescent patients, qualifications of medical examiners, child
sexual abuse as a global issue, child sexual abuse as a symptom, an approach to the
disabled child who may have been abused, and sexual abuse prevention strategies, to
name just a few. These, in addition to the basics about anatomy and the medical
approach to diagnosis, will equip the child abuse professional to be more proficient and
precise in the performance and interpretation of a child sexual abuse evaluation.

Robert M. Reece, MD

Clinical Professor of Pediatrics
Tufts University School of Medicine
Director

Child Protection Program

The Floating Hospital for Children
Tufts New England Medical Center
Boston, Massachusetts

Editor

The Quarterly Update

North Falmouth, Massachusetts
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FOREWORD

We may never truly know exactly how many children are sexually abused during their
childhood years, but we do know that the numbers are enormous. Child sexual abuse is
more common than childhood cancer, juvenile diabetes, and congenital heart disease
combined. Despite this, public discussion or even acknowledgement of this issue was
not commonplace throughout most of history. This is no longer the case today. In fact,
public awareness of the problem has never been higher. Internet predators, clergy abuse
scandals, and cases involving child pornography regularly make local and national
headlines alongside countless other stories of children being sexually abused by family
members or other close contacts. Many of the television crime dramas watched by
children and parents alike now routinely include stories about the sexual abuse of
children. As our collective awareness of the problem of child sexual abuse has grown, so
has the recognition that the response of the professional community must involve a
collaborative, multidisciplinary approach in order to be successful. Law enforcement,
social services, mental health, and medical providers now routinely work closely together
to respond to cases of child sexual abuse, each providing their own specific services and
expertise to respond to this problem. Of particular importance in this multidisciplinary
approach to the care of sexually abused children is the medical component. There have
been many changes over the past several decades with regard to what “having a medical
evaluation” means for sexually abused children. Much has been learned about anatomy,
interpretation of findings, evidence collection, medical management, therapy, and
prevention. Consequently, the current standards of care for the medical management of
sexually abused children are quite different today than in decades past. It is critical that
all professionals who work with sexually abused children are familiar with what the
medical response should involve.

It is in this context that Dr. Rich Kaplan has brought together many of the world’s
leading authorities regarding child sexual abuse to create Medical Response to Child Sexual
Abuse. Dr. Kaplan brings his vast experience and his unique perspective to this text,
having worked with abused children for over 30 years—first as a social worker and then as
a pediatrician. His thoughtful, thorough, objective, meticulous, and hopeful approach to
providing care to children is reflected throughout the book. Dr. Kaplan and his co-
authors cover a vast amount of material in a clear and easily accessible manner. Although
written from a medical perspective, Medical Response to Child Sexual Abuse is intended as a
comprehensive resource for both medical as well as non-medical professionals. To know
what the current, state-of-the-art standard of care approach to the medical evaluation of
sexually abused children is, this text will serve as a primary resource.

The chapters that address basic anatomy of the genitalia and anus as well as the medical
evaluation when sexual abuse is suspected should be mandatory reading not only for
every clinician who provides medical care to children, but also to any other professional
who works with sexually abused children. This book clarifies and demystifies the
examination process, and most importantly, addresses what exams can and cannot “tell”
us. We recognize that when children disclose sexual abuse, they do so in various
timeframes, having experienced a wide variety of abuse. How does the care of a child
who discloses an event that occurred yesterday differ from that of one who discloses an
event from last summer? How does the care of an adolescent differ from that of a young
child? What kind of medical management is required? We have learned that there is no
“one exam fits all” response to child sexual abuse. This text addresses all these issues at
length and allows the clinician to provide the best possible care to their patients. One of
the most important issues in the medical evaluation of child sexual abuse is to ensure
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Foreword

that physical findings are identified correctly for what they are. Dr. Kaplans text
addresses these issues at great length as well. Medical Response to Child Sexual Abuse also
assists providers in working with children and families with the long term consequences
of sexual abuse.

Quite simply, this text provides everything that professionals who work with sexually
abused children and adolescents need to understand the medical response to child sexual
abuse. Medical providers who are familiar with this information will provide even better
care to the children they serve and will be more effective members of their community’s
multidisciplinary team. The non-medical professionals who use this book will better
understand exactly what it is that medical providers can do for children and for them. We
owe Dr. Kaplan and his co-authors a debt of gratitude for creating such a singularly
useful text for all professionals who work with these children and their families.

James E. Crawford-Jakubiak, MD, FAAP
Medical Director

Center for Child Protection

Children’s Hospital & Research Center Oakland
Oakland, California



FOREWORD

Medical Response to Child Sexual Abuse is a carefully crafted compendium of chapters
taking the reader from an initial review of history to a glimpse of hope for the future.
Along the way, we learn a great deal about what is known about child sexual abuse from
basic anatomy to 5 chapters focused on medical evaluation issues, and other chapters
presenting information on evidence-based literature review, the description and value of
multidisciplinary teams, collaborative practice models, the importance of prevention and
expanding perspectives for the way we think about and react to the sexual maltreatment

of children.

As the field of child abuse pediatrics has recently evolved into a pediatric subspecialty, we
plan to increase the education of all health professionals in the many facets of violence
and abuse involving children. The goal is to have informed health care providers at many
levels, from those delivering primary care and those with increased knowledge and
clinical competencies in child abuse to the pediatricians who are board certified in the

subspecialty.

We have learned a great deal over the last several years about the lifelong consequences of
maltreatment. If we can properly discover, treat, and remedy the effects of sexual abuse,
we cannot only foster healthy lives, but we can also dramatically affect the huge
economic costs of morbidity and mortality created by unrecognized abuse followed by
health behaviors and physiologic responses to the stress created by the abuse.

An important outcome of having a uniformly informed cadre of clinicians evaluating
children who may have been sexually abused will be consistency with the process of
initial evaluation and treatment, follow-up care, documentation of important findings,
and collaboration between physicians and other professionals. This text, complete with
up-to-date information on interpretations of physical findings including conditions that
may mimic sexual abuse, sexually transmitted infections, and forensic interpretation, is a
template for the consistency we desire. The reader will find well-referenced chapters,
allowing easy access to the literature supporting authors’ opinions and advice. Case
scenarios and clear examples of clinical situations as well as reports of successful
approaches to child abuse prevention and intervention will assist readers in evaluating
their own programs and/or developing new programs.

The contributors chosen by the authors are well known in the field and collectively have
a great amount of experience, paving the way for the next generations of dedicated
professionals that have a desire to work with children to both prevent their abuse and to
intervene with an appropriate evaluation and diagnosis of sexual abuse when necessary.

We know now that most physical examinations of children alleging sexual abuse will be
normal. Descriptions of these examinations are not only important medically, but legally
as well. This is also true for descriptions of injuries when they are found. Appropriate
treatment, whether for the emotional stability of the child, or for injuries or infections is
an important facet of our work. Medical Response to Child Sexual Abuse clearly defines
practical, evidence-informed advice for documenting and managing a variety of cases.
When we are confronted with substantiating our findings and opinions in court, it is
helpful to know that this text will be an accepted authority to support our work. For
those future pediatricians who will bravely enter into fellowships in child abuse
pediatrics, this book will pave the way to successful passage of certification examinations.
For other health care providers, incorporating the information provided in the text will
enable them to practice in an equivalent, evidence-based style consistent with the best
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practices all our children deserve. After all, it is our children for whom we seek the
knowledge and skills necessary for their care.

Robert W. Block, MD, FAAP

Professor of Pediatrics

School of Community Medicine

The University of Oklahoma College of Medicine
Tulsa, Oklahoma
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PREFACE

The concept of medical care for children who are possible victims of child sexual abuse is
relatively new. In the last decade, we have seen the medical care for these children
undergo a significant evolution in which we now see these children as patients who
require medical attention and care. The focus of this book is to address the medical care
for these children from a variety of perspectives.

Our central goal has been to demystify the medical care of these children, and it is
emphasized that while there are special competencies involved, this is much more similar
to medical care for other conditions than it is different. When caring for a child who is a
possible victim of child sexual abuse, the same principles and standards of medical care
exist, such as obtaining a complete and well-documented history and physical
examination, performing an appropriate and scientifically driven laboratory evaluation,
and forming a medical diagnosis to guide the ongoing care needs of the child. This is the
definition of good pediatric medical care. It should be clear that the medical component
is simply one part of the response to possible maltreatment, but we hope that this text
will help crystallize the elements that make this component such an important part of
the community response.

While the legal issues certainly are important for the safety and well-being of children,
the focus of this text primarily will be on the medical and therapeutic care these children
need to heal and, hopefully, to have a happy and productive life.

In Medical Response to Child Sexual Abuse, we have brought together national experts and
scholars with a variety of expertise in the scientific fields that relate to the care of young
victims. This group of contributors has created an impressive and helpful text that covers
the entire range of the medical response to child sexual abuse. While the focus of this
book is medical care, it is our hope that other members of the mulddisciplinary team
will find this a useful reference.

We would like to thank all the wonderful contributors for their hard work and their
patience in the development of this text. Collaboration with them has been both
gratifying and educational, and hopefully it will be the same for those who use this text
as a reference.

Rich Kaplan, MSW, MD, FAAP

Joyce A. Adams, MD

Suzanne P. Starling, MD, FAAP

Angelo P. Giardino, MD, PhD, MPH, FAAP
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REVIEWS

This text is destined to be an excel-
lent resource for novices as well as
experienced providers of medical
care to victims of sexual abuse. In
addition, investigators and social
workers without medical back-
grounds will benefit from increased
understanding of the nature, impor-
tance, and value of these medical
assessments. Clinicians faced with
the seemingly never-ending stream
of victims will find the last chapter
on prevention particularly helpful,
providing hope that we can effect
change.

Deborah Lowen, MD
Associate Professor of Pediatrics
Director

Child Abuse Pediatrics
Vanderbilt University School
of Medicine

Nashville, Tennessee

This textbook offers a comprehensive
and detailed accounting of the
medical assessment of the alleged
childhood sexual abuse victim. It
serves as an excellent resource for the
multidisciplinary team responsible for
the evaluation of these complex cases.
Both Martin Finkel and Allan De
Jong have provided the clinician with
a well-referenced guide for how to
accurately and effectively medically
assess, interpret, and document sexu-
al abuse or assault in children and
adolescents. Anyone working in the
field of child maltreatment should
add this publication to their annals.

Barbara L. Knox, MD, FAAP
Medical Director

Child Protection Program
University of Wisconsin American
Family Children’s Hospital
Assistant Professor

Department of Pediatrics
University of Wisconsin School of
Medicine and Public Health
Madison, Wisconsin

This is a valuable, exhaustive
resource combining anatomic,
epidemiologic, therapeutic, and pre-
ventative strategies for children

and young adults. Beginning with
historical context and moving
through basic anatomy, physiology,
and pathology, the reader quickly
learns best practices in health services
for sexual abuse, assault, and
exploitation. Team approaches,
collaboration, telemedicine, training,
treatment, and mental health services
are reviewed in great detail, and
there is a superlative discussion of
research methods and the state

of knowledge in the field topped off
with legal and international issues
and prevention. This book should be
read by any professional who wants
to responsibly provide services for
children and families facing these
difficult problems.

Vincent J. Palusci, MD, MS, FAAP
Professor of Pediatrics

New York University School

of Medicine

New York, New York

This comprehensive text will be an
invaluable resource to any medical
provider who has contact with
children. With topics ranging from
basic genital anaromy to court
testimony and future directions for
prevention, it is an excellent resource
not only for those whose careers are
primarily focused on child sexual
abuse but also to those who simply
desire a basic understanding. In
recent decades, there have been
tremendous advances in medicine
related to child sexual abuse,

and this book synthesizes all of this

information.

Mark Hudson, MD

Midwest Children’s Resource
Center

Children’s Hospitals and Clinics
of Minnesota

St. Paul, Minnesota

This comprehensive text ought to be
available to each multidisciplinary
team member tasked with treating
and/or investigating child and adoles-
cent sexual abuse and assault.

Diverse topics are carefully addressed
including interviewing children with
impairments, commercial sexual
exploitation, and efficacious mental
health therapies. Dr. Allan De Jongs
chapter on acute sexual abuse should
be required reading for physicians and
sexual assault nurse examiners tasked
with forensic evidence collection and
acute medical treatment. Dr. Martin
Finkel details the highest standards to
which clinicians should adhere as they
elicit histories, conduct physical exams,
and complete medicolegal documenta-
tion. This text is an excellent resource
Jor both novice and established
clinicians who serve child sexual
abuse survivors and their families.

Tanya Hinds, MD, FAAP
Child Abuse Pediatrician
Children’s National Medical
Center

Washington DC

Dr. Kaplan’s new text is much more
than a “how to do a sexual abuse
exam” or a “how to interpret the
exam” handbook. The book includes
chapters on how to talk with families
after the examination, the history
and future of child sexual abuse
prevention, and child and yourh
prostitution and pornography.

This is both a reference book and a
thoughtful stimulus to broaden our
thinking about the causes and effects
of ‘child sexual abuse and the role of
the medical professional in caring for
our patients and for the community.

Naomi E Sugar MD

Clinical Professor of Pediatrics
University of Washington
Medical Director

Center for Sexual Assault and
Traumatic Stress

Harborview Medical Center
Seattle, Washington
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Chapter 1

THE MEDICAL RESPONSE TO
CHILD SEXUAL ABUSE:
AN HISTORICAL OVERVIEW

Rich Kaplan, MSW, MD, FAAP

It is fitting for a textbook on medical care for victims of child sexual abuse to begin with
a view toward the past. The social, scientific, and clinical factors that have evolved are
briefly reviewed in this chapter in order to provide an historical context in which to
view current practice and perhaps a vantage point from which to view the future.

FROM THE DAWN OF CIVILIZATION

The sexual maltreatment of children appears to be as old as civilization. Claude Levi-
Strauss' described the incest taboo as being present from the “dawn of culture.” There
are many descriptions of child sexual abuse from a variety of ancient cultures. The
description of Lot being seduced by his daughters in Genesis suggests that both sexual
contact with children and incest were social issues in ancient times. In a fascinating
depiction of the sexual mistreatment of young children in the Byzantine Empire from
324-1453 CE, the abuse of children from both peasant and royal classes is described.? The
authors conclude that “child sexual abuse is an ancient social phenomenon” and despite
political and religious prohibitions, “the problem seems to have remained endemic in all
social classes.” Likewise, references to child sexual abuse among ancient Greeks,
Romans, Egyptians, Hebrews, and others have been reported.?

Through the Renaissance, Enlightenment, and Modern Era, maltreatment—including
sexual abuse—showed no evidence of abating. Accounts of sexual abuse from early
20th-century Scotland* and Canada’ give disturbing insights into the response to child
sexual abuse in the relatively recent past. Even as society articulates its abomination of
child sexual abuse, there is no doubt that it persists and, with the advent of modern
technology, has added new forms.

THE EARLY MEDICAL RESPONSE

As pervasive as the sexual maltreatment of children has been throughout recorded time
and as widespread the religious, political, and cultural sanctions against such abuse have
been, people may conclude that the medical community has, with equivalent
consistency and vigor, responded to this abuse as it has to other major health concerns.
However, the medical response to child sexual abuse has been, for the better part of
modern history, absent or—at best—sputtering and sporadic.

There was an attempt at a response early in the second half of the 19th century when a
visionary French pathologist named Ambroise Tardieu wrote the remarkably accurate
and essentially first modern medical descriptions of both child physical and sexual
abuse.®” Tardieu described and analyzed over 900 cases of sexual abuse of both boys and
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Figure 1-1.
Tardieu’s drawings
of genital findings.
Reproduced from
Tardieu A. E'tude
me’dico-le’gale
sur les attentats
aux moeurs. 7th
ed. Paris: Librairie
JB Baille*re et
Fils;1878.

girls. His drawings of genital findings (Figures 1-1 through 1-5) are extremely accurate
and hold up well even in the colposcopic age. Like so many scientific visionaries,
Tardieu’s work was remarkably underappreciated by his contemporaries. Rather than
becoming the observational cornerstone for a burgeoning line of scientific inquiry and
clinical practice, it faded into obscurity for well over a century.

It is not entirely fair to say that Tardieu was completely alone. Several other French
physicians addressed the issue of child sexual abuse during this brief enlightenment.
Masson® describes works by Lacassagne, Garraud, and Bernard that support Tardieu’s
work and elaborate on the incidence and nature of the sexual abuse of children.’ In fact,
in Des Attentatts a la puduer sur les petites filles (The Sexual Assault on Young Girls),
Bernard noted 36 176 reported cases of “rape and assault on the morality of young
children” between 1827 and 1870. These works notwithstanding, considering the
prevalent social and medical response to child sexual abuse, Tardieu was essentially a
voice in the wilderness that was quickly forgotten.

What stands as perhaps the best example of the 19th century’s social and medical
ambivalence toward the sexual abuse of children comes from a man who was certainly
no stranger to ambivalence—Sigmund Freud. Long a source of great speculation and
debate, it is clear that in less than 3 years, Freud—at least publicly—abandoned his
revolutionary seduction theory, which essentially identified sexual abuse as a cause of
hysteria, in favor of the now-famous Oedipal complex. Whether Freud’s reversal was the
result of social and professional pressure®!? or because of a natural evolution of psycho-
analytic theory'' is well beyond the scope of this

chapter. Suffice it to say that at least on one level,
the child victim became a seductress.!? Postulating
that children have sexual feelings toward a parent
essentially made them coconspirators in any
incestuous abuse.

If Tardieu’s unappreciated pioneering and Freud’s
about-face serve as metaphors for 19th century
medicine’s inability to respond scientifically to child
sexual abuse, then we need to look no further than
the issue of childhood gonorrhea for a metaphor
for the same inability for the early part of the 20th
century. By the early 20th century, the science of
medicine had clearly established a causal link
between sexual contact and venereal diseases,
including gonorrhea. However, it was not until the
1970s that there was general acceptance of the role
of sexual abuse in the etiology of childhood
gonococcal infections. Evans pointed out that, with
respect to children, for the better part of the
century, “physicians consistently downplayed and
often denied the possibility of sexual transmission,
providing other, less plausible explanations.”* Argu-
ments about differences in prepubertal anatomy and
physiology that supported nonsexual transmission
were proposed from multiple credible sources. Even

Figure 1-1 when sexual transmission was acknowledged, it was

not thought to occur in good families. As late as



Chapter 2

BASIC ANATOMY OF THE
(GENITALIA AND ANUS

Joyce A. Adams, MD

In order to recognize signs of child sexual abuse, it is necessary to first be familiar with
normal genital anatomy, its variations, and its development. While this may seem
obvious, the lack of understanding of the many variations in normal appearance of the
genital and anal tissues in children has led to misunderstandings among medical and
non-medical professionals alike. Even after the publication of the first detailed
descriptions of anal and genital anatomy in non-abused prepubertal children,! some
physicians and nurses who perform child sexual abuse medical evaluations are not
familiar with the findings from those and subsequent studies.*”

When a child’s examination is thought to show signs of injury or abuse but actually
represents normal findings or evidence of another medical condition, the medical
provider may contact child protection and/or law enforcement officials to report the
suspicions. The child and family would then be unnecessarily traumatized by a referral
and investigation of those suspicions.

It is also important for medical and nursing professionals, as well as non-medical
professionals, to be able to speak the same language when describing features of genital and
anal anatomy in children and adolescents. Anatomy courses in medical and nursing school
rarely provide the necessary detail about the features of genital anatomy in children, usually
focusing on adults and on pathology common to adult patients rather than children.

In the early 1990s, a group of physicians met at conferences to agree on proper
terminology for describing features of genital and anal anatomy, and the results of a 4-year
consensus development process was published by the American Professional Society on
the Abuse of Children in 1995. Some of the definitions were taken from standard
medical dictionaries and anatomy textbooks, but, out of necessity, other definitions were
created by specialists working in the field of sexual abuse medical evaluation.

Table 2-1 is a list of terms and definitions from that publication.!

Table 2-1. Basic Genital Anatomy, Related Terminology, and Definition of Terms.!

ANATOMICAL STRUCTURES IN THE FEMALE:

— Mons pubis: The rounded, fleshy prominence, created by the underlying fat pad that lies over
the symphysis pubis (pubic bone).

— Vulva: The external genitalia or pudendum of the female. Includes the anterior commisure,
clitoris, labia majora, labia minora, vaginal vestibule, urethral orifice, vaginal orifice, hymen, and

posterior commisure. (continued)

9
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Figure 2-5.
Labeled ana-
tomical structures
in the female.
Photograph of a
5-year-old girl,
examined in the
Labium Minus———— supine position
(plural is labia minora) using labial
separation. See
Table 2-1 for
definitions.

Labeled Anatomical Structures in the Female

Clitoral Hood

Opening to the Vagina

Hymen

Fossa Navicularis

Posterior Commisure

Table 2-2. Descriptive Terms and Definitions Related to the Hymen.!

ANATOMICAL STRUCTURES IN THE FEMALE:

— Annular: Variation in morphology where the hymenal membrane tissue extends completely
around the circumference of the vaginal orifice.

— Crescentic: Hymen with attachments at approximately the 11 and 1 o’clock positions with no
tissue present between the two attachments.

— Cribiform: Hymen with multiple small openings.
— Imperforate: Hymenal membrane with no opening.
— Septate: Hymen with two or more openings, caused by bands of tissue that bisect the opening,.

— Fimbriated: Hymen with multiple projections and indentations along the edge, creating a
ruffled appearance.

— Redundant: Abundant hymenal tissue that tends to fold back upon itself or protrude.

— Hymenal mound or bump: A solid elevation of hymenal tissue that is wider or as wide as it is
long, located on the edge of the hymenal membrane. This structure may be seen at the site
where an intravaginal column attaches to the hymen.

— Hymenal tag: An elongated projection of tissue arising from any location on the hymenal rim.
— Hymenal cyst: A fluid-filled elevation of tissue, confined within the hymenal tissue.
— Hymenal clefi: An angular or v-shaped indentation on the edge of the hymenal membrane.

— External hymenal ridge: A midline longitudinal ridge of tissue on the external surface of the
hymen. May be either anterior or posterior and usually extends to the edge of the hymen.

Definitions taken from “Practice Guidelines: Descriptive Terminology in Child Sexual Abuse Medical Evaluations” published by the
American Proféssional Society on the Abuse of Children, 1995. Adapted and reprinted with permission from the American
Professional Society on the Abuse of Children.
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Chapter 3

THE MEDICAL EVALUATION
OF AN ALLEGED CHILDHOOD
SEXUAL ABUSE VICTIM

Martin A. Finkel, DO, FACOD, FAAP

Sexual abuse is a common childhood experience with the potential for serious long-term
consequences. Those who participate in the assessment of a child suspected of
experiencing sexual abuse must do so with knowledge, skill, and sensitivity that comes
from understanding the “disease of sexual victimization.”** The medical evaluation of a
child suspected to have experienced inappropriate sexual contact is not all that
dissimilar from the evaluation of a child with an illness. The process of coming to a
diagnostic assessment incorporates all of the traditional components of the evaluation of
any complex medical condition. The subject matter, however, requires an under-
standing of the clinical expression of sexual victimization, just as the diagnosis of any
disease is not possible without understanding its clinical presentation. Many of the
dynamics of sexual abuse are not intuitive, and they may be counterintuitive to those
who are misinformed.>® The tools to create a medical evaluation begin with building on
the knowledge of the dynamics of sexual victimization and developing the necessary
skills to obtain a history in a manner that is nonjudgmental, facilitating, and
empathizing. The medical record must precisely reflect the details of the questions asked
and the child’s verbatim response.’1?

The medical record articulates the clinical encounter of the health care providers, child
or adolescent patient, and caregiver. The medical record of children who may have
experienced abusive sexual contact shares most of the core elements of the standard
medical record/consultation format found in either an office-based or a hospital-based
practice. Acceptable medical practice dictates that clinicians assessing a child in this
circumstance follow a standard set of assessment parameters, similar to what would be
anticipated in the evaluation of any medical condition. When a patient sees a doctor, a
current medical history is obtained, including a detailed review of systems (ROS) and
appropriate developmental and social history. Verifying the medical history affords an
opportunity to understand the chronology of events from the possibly abusive contact
to the circumstances that resulted in disclosure.

In suspected sexual abuse examinations, the examiner should presume that there is a
significant probability that state child protective services (CPS), law enforcement,
prosecutors, and defense counsel will review the record. In contrast, most office records
are reviewed only in a peer review situation or a malpractice action. In anticipation of
external scrutiny, one must construct the medical record with exacting attention to
detail. The medical record must be legible, well constructed, and educational, with
defensible conclusions.!® The medical record should carefully chronicle the medical
history, anatomic findings (even when normal), and laboratory test results. The medical

41
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record is the instrument the clinician will use to make the diagnosis and treatment
recommendations.!! The credibility of the diagnostic assessment will be questioned if

the record is incomplete or poorly formulated.!>!?

This chapter will describe core elements of conducting a comprehensive evaluation as
well as the types of information that need to be obtained, the how-to’s of obtaining
information, and the documentation of the medical history and physical examination.
Intertwined throughout the chapter will be a few inescapable legal concepts that have
general applicability to a patient’s medical record and that take on special significance in
children suspected of having been sexually abused. The end of this chapter will provide
some suggestions on how to tie all of the pieces together to formulate a clear and

balanced diagnosis.
DOCUMENTING THE CLINICAL EVALUATION

Clinicians document their interactions with their patients in a variety of ways.
Documentation can take the form of precise language reflecting details of the medical
history or of a synthesis of the information gathered. For example, in most busy
practices, the clinician may ask a series of questions, listen to the patient’s responses,
and, either after the history or the examination, summarize the interaction and record
salient points. Although a style that synthesizes and organizes information and deletes
irrelevant information may be acceptable for general medical practice, this method is
not the standard procedure for documentation of the medical history in cases of
suspected child sexual abuse.

When a medical history is obtained, a clinician must take care to record verbatim the
questions asked and the responses provided by the child or caregiver (or both). It is
precisely the idiosyncratic statements of children that provide the greatest insight into
what they may have experienced. Their responses to questions highlight an age-
inappropriate understanding of sexual activities or knowledge of symptom-specific
complaints temporally related to events; therefore, it is critically important that the
medical record reflect the exact details of the history obtained. This can be accomp-
lished by contemporaneously recording in writing the questions asked and the responses
provided. It is helpful for children to understand that everything they have to say is
important and therefore everything will be written down. Clinicians should indicate
that the child may be asked to wait until everything said is written down before telling
more of what happened.

Children respond best to and are most likely to provide the richest contextual details
when asked questions that are developmentally appropriate and that follow a style that
is not leading or suggestive. Clinicians should attempt to avoid questions that allow the
child to respond with a short answer in preference to questions that encourage the child
to provide a narrative response. A simple self-test is to review the history obtained by
reading only the responses to the questions. If the narrative that emerges is
understandable and cohesive, then a limited number of leading and suggestive questions
were used. There is a clear continuum regarding leading, suggestive, and coercive
questioning.!® Open-ended questions that lack suggestibility tend to provide the clearest
understanding of what a child may have experienced.

CHILDREN’S ADVOCACY CENTERS AND THE MULTIDISCIPLINARY
APPROACH

Child advocacy centers throughout the United States were developed to coalesce limited
resources into the co-location of investigative, child protection, medical, and mental
health services, as well as to reduce the number of times a child may have to repeat the
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BV. See Bacterial Vaginosis

BXO. See Balanitis Xerotica Obliterans

C

CAC:s. See Children’s Advocacy Centers
CAGE Adapted to Include Drugs screening
questions, 68
Candida albicans, 124, 158, 204
CAPTA. See Child Abuse Prevention and Treatment
Act
Caregiver. See Family; Parents
CATS. See Child and Adolescent Trauma Treatments
and Services Consortium
Center for Multicultural Human Services, 327
Centers for Disease Control and Prevention (CDC)
on child abuse prevention, 377
and costs of STT testing, 169
on PEP, 200-201, 240
recommended testing for children, 223
on reporting sexual transmission of HIV, 198
on STI testing, 48, 97, 167-168, 222
on testing sexually active adults, 172
Central Nervous System (CNS), 198
Cerebrospinal Fluid (CSF), 196
Cervix, effects of puberty on, 19, 34f
Chancre, appearance of, 196, 197f
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Chief Nursing Officer (CNO), 272
Child Abuse and Prevention, Adoption, and Family
Services Act, 342
Child abuse pediatrics practitioner. See Medical
examiners; Multidisciplinary team (MDT)
Child Abuse Prevention and Treatment Act (CAPTA),
362
Child Abuse Prevention Month, 389
Child and Adolescent Trauma Treatments and
Services (CATS) Consortium, 327
Child prostitution, 288, 297-298
Child Protective Services (CPS), 41, 185, 275-276,
297, 357-358, 360-362
Children
emotional issues
behavioral screening tools, 66t
caregiver conflict with relatives over abuse
of, 63
negative outcomes of abuse, 66t
post-abuse behavior of, 64
post-abuse body image of, 48, 62
preparation for medical examination,
49-50
psychological needs of, 61, 66-67, 66t
reassurance of normality, importance of, 62,
64, 84, 241
legal issues
confidentiality and consent issues, 215, 217
crisis intervention, 62—63
disclosure of abuse, 46, 61-63, 65,
292-293
interviewing, 4245, 62, 213-215
physical issues
acute physical injury reporting in, 227-228
medical assessment indications, 75—-76
prepubertal, physical injury of, 227-228
safety of, 63-64, 75
treatment issues
anogenital examination techniques, 215
case scenarios, 52—54
HSV presentation in children, 160,
191-192, 192f~193f
physical examination, 215-216, 351-352
postexposure prophylaxis for, 240
See also Adolescents; Disabled children;
Pregnancy
Children’s Advocacy Centers (CACs), 42-43, 100,
267, 357
Children’s Trust Fund, 386, 389
Child Sexual Abuse Accommodation Syndrome
(Summit), 4
Child Sexual Behavior Inventory (CSBI), 64, 68,
277-278
Child Victim Identification Program (CVIP), 290

Chlamydia cervicitis, 203
Chlamydia pneumonia, 172
Chlamydia trachomatis, 170-180, 179t-180t
differential diagnosis, 176
possible modes of transmission, 175, 179t180t
reported rates of, 170, 173
risks of false-positive and false-negative results,
174
studies of, 173-174, 179t—180t
testing used as investigative tool, 174-175, 204,
222-223,229-230
tests and testing criteria, 97, 167-168, 172-175,
189
treatment for, 175-176, 180t, 240
Clinical presentation of abuse, 344347
CNO. See Chief Nursing Officer
CNS. See Central Nervous System
Coalition to Stop the Use of Child Soldiers (CSC),
313
Code of Conduct for the Protection of Children
from Sexual Exploitation in Travel and
Tourism, 314-315
Cognitive behavioral therapy. See Trauma-focused
cognitive behavioral therapy
Collaborative practice in child sexual abuse care.
See Multidisciplinary team (MDT) care
Colposcopy
development of, 253-254
early use of, 4
hymeneal measurement using, 123
increase in positive findings through use of, 227
photocolposcopy, 215, 255
use in evidence preservation, 216
video colposcopy use in reassuring the patient,
49-50
Commercial, type-specific serologic tests, 230
Commercial Sexual Exploitation of Children (CSEC).
See Exploitation of children
Condyloma acuminata, 123, 180, 181f~182f,
186-187, 196
Condyloma lata. See Syphilis
Consensual sex evidence, 226
Consent issues, 85-86, 215, 217-218, 226
Contact dermatitis, 153
Continuing medical education, 251-253, 265,
271-272
Convention on the Rights of the Child (CRC), 303,
306
Coxsackievirus, 161
CPS. See Child Protective Services
Crawford v. Washingron, 285
Crime laboratory, role in sexual abuse investigation,
234

Crisis intervention goals, 62-63

399



Medical Response to Child Sexual Abuse

Crohn’s disease, 123

CSBI. See Child Sexual Behavior Inventory

CSC. See Coalition to Stop the Use of Child Soldiers
CSE See Cerebrospinal Fluid

Culture media testing, 188

CVIP. See Child Victim Identification Program
Cyber-enticement and cybersex, 287-288, 293-297

D

Date rape drugs, 223-224
Diaper dermatitis, 133f
Digital imaging, 253-257
Digital-vaginal penetration, 226, 228
Direct Fluorescent Antibody (DFA) testing, 172, 188
Disabled children, 341-356
behavioral indicators of abuse in, 345
clinical presentation of, 344347
cultural myths about, 344, 344t
disclosure issues in, 343, 345-347
epidemiology of disability, 341-342
examination of, 351-352
hearing impairment issues, 347
history taking from, 350-351
interview techniques for, 349-350
medical evaluation of, 350-354
motor delay issues, 348-349
multidisciplinary team evaluation of, 352-354
parental views of, 343
physical signs of abuse in, 345
prevention of abuse in, 379-380
rates of abuse, 342
risk factors, 342344
signs and symptoms of abuse in, 347
treatment and prevention of abuse of, 354-355
visual impairment issues, 348
Disclosure of abuse issues
delayed, 292-293
in disabled children, 343, 345347
disclosure reliability, 62-63
parent/caregiver reaction to, 46, 61-63, 91
parent’s reaction to, 61
to third party, 65, 87
DNA analysis
bite marks, 227
blot testing, 186
child and adolescent, 238, 242
contamination and degradation, 236
evidence collection for, 216221
forensic application of, 234-236
in high-risk HPV detection, 180, 182-184,
184f, 186
hybridization testing, 172, 188
known reference sources, 220
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mitochondrial and Y chromosome DNA,
235-236
mtDNA genomes, 235
and NAAT testing, 173-176
PCR amplification use in, 123, 173-174, 188,
190, 193, 201, 230
RFLP DNA loci, 235
SNPs segments use in, 235
STR DNA loci, 235
transfer material, 232-234
VNTR DNA loci, 235
“Double silencing” phenomenon in child
pornography, 293, 299
Drug- and alcohol-facilitated assaults, 87, 98, 221,
223-224
Dysuria, 46-47, 97

E

EBM. See Evidence-Based Medicine
ECPAT. See End Child Prostitution, Child
Pornography, and Trafficking of Children
for Sexual Purposes
Education and qualification of the medical examiner.
See Medical examiners
ELISA. See Enzyme-Linked Immunosorbent Assay
tests
E-mail encryption, 256
Embryology. See Genital anatomy
Emergency contraception, 240-241
Emergency room patient referrals, 48
Emergent medical examination. See Medical
examination and evaluation
End Child Prostitution, Child Pornography, and
Trafficking of Children for Sexual Purposes
(ECPAT), 298, 304, 313
Enzyme-Linked Immunosorbent Assay (ELISA) tests,
198, 200
Epstein-Barr virus (EBV), 161
“The Evaluation of Sexual Abuse in Children”
American Academy of Pediatrics’
Committee on Child Abuse and Neglect
(COCAN), 6
Evidence-Based Medicine (EBM), 103116
applying study results to patient care, 111
bias introduction, 104—106
case-control and cross-sectional studies,
104-105, 111-114
case reports and case series, 105, 114-115
cause-and-effect relationship, 104-105
classification of injury system, 94, 95f
disease prevalence, 107
evidence collection, 93, 96-97, 216-221
Likelihood Ratio Nomogram, 109f
likelihood ratios, 107—-109, 109f, 109t
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methodology soundness and result validity,
103-106

predictive values, 107-111, 110t

results methods discussion, 112

review articles and summary reports, 105

sensitivity and specificity, 107

study validity assessment, 105-106

useful patient differentiation, 106-111, 106t

Evidence collection kits, 217-218
Exploitation of children, 287-302

child labor, 303-304, 308-309, 311-312

child marriage, 308, 309

child pornography, 287-293, 311

child sex tourism, 288, 298, 311-312, 376

child soldiers, 305, 313, 315

consequences of, 312-313

cultural practices as a factor in, 310

cyber-enticement, 287-288, 293-297, 376

and the definition of a child, 303

delayed disclosure, 292-293

economic impact of, 311-312

exposure to pornography, 289-290, 289t

female genital mutilation, 310, 315-317, 316t

health care provider role, 291-292

HIV/AIDS orphans, 310, 312

impact to child of, 290-291

international perspective on, 303-321

Internet pornography, 289t

intervention and rehabilitation, 315

interventions, 313-315

lack of birth registration as a factor in, 306-308,
306f-307f

logistics of, 310-311

online live sexual abuse, 299

physical and mental health consequences of,
312-313

poverty as a factor in, 308-311

prevention of, 300-301, 306-308, 306f-307f,
313-315

prosecution of offenders, 314-315

prostitution, 288, 297-298

scale of the problem, 305-306

sex tourism, 304

sexualization of girls, 299-300

trafficking, 197, 288, 297-298, 304-305, 308,
311

violence risk factors, 306-310, 306f=307f, 314

virtual child pornography myth, 291

war as a factor in, 309-310, 313

youth as offenders, 293, 380, 382

F

Family
behavior, 63, 67-68, 90-91

concerns, 67, 75-76, 84, 241
conflicts, 63
cultural beliefs about virginity, 61, 65, 75, 99,
225-226
dysfunction, 68-69
engagement in cognitive behavioral therapy,
326-327
intimate partner violence in, 67-68, 90-91,
359-360
substance abuse, 68
support for parents and extended family, 241,
387-388
support structure of, 67-68
See also Parents; Postexamination family
conference
FDA. See Food and Drug Administration
Federal Rules of Evidence code, 282
Female Genital Mutilation (FGM), 310, 315-317,
316t
Female genital structures, 9t-10¢t, 11-12, 12f-14f
Financial Coalition Against Child Pornography, 311
Fluorescent Treponemal Antibody Absorbed
(FTA-ABS) tests, 197-198
Fomite transmission of disease, 185, 189, 194
Food and Drug Administration (FDA), 188, 201,
222, 240-241
Forensic evidence
abdominal/pelvic compression injuries, 228-229
anal/rectal sampling, 220
anal trauma, 226-227
bite mark identification, 219, 227
blunt-force penetrating trauma injuries,
228-229
buccal swab use in, 97, 220
chain of evidence, 217-218
clothing evidence, 219, 231, 234, 237
consensual sex evidence, 226
consent for collection of, 85-86, 215, 217-218
drug and alcohol facilitated assault evidence, 87,
98, 221, 223-224
evidence collection steps, 218-221
external genital and perianal evidence collection,
220
findings indicative of abuse, 228-229
foreign material collection, 219
genital trauma, 225-226
hair collection, 219-220, 224, 233234, 238
healing injuries from prior abuse, 229
injury rate among virgins, 225-226
internal genital samples, 220
light source illumination in evidence collection,
221-222
medical evaluation importance, 44-51, 213-214
nongenital trauma, 225, 226
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nonspecific findings, 228
oral sample collection, 220
prepubertal children, physical injury in,
227-228
role in successful prosecution, 234-236,
238-239
specimen collection practice and protocol,
217-221
sperm, semen, and seminal fluid identification,
220-221, 230-231, 237-238
STTIs as evidence, 222-223, 229-230
time frame for collection, 47, 76, 88, 216-217,
226, 230-232, 237-238, 271, 352
transfer evidence collection, 215-216, 232-233,
238
urine sample collection and use, 224
vaginal washes, use of, 220
wet mount examination, 220
See also DNA analysis; Medical examination
and evaluation; Physical abuse and
injury; Sexually transmitted infections
Forensic odontologist, 227
Forensic pathologist, 234
Fossa navicularis, injury to, 226, 229
Freud, Sigmund, 2
FTA-ABS. See Fluorescent Treponemal Antibody
Absorbed tests

G

Gamma Hydroxybutyric acid (GHB), 223-224
Gardnerella vaginalis, 181f, 202-204
G-based screening for herpes simplex, 190
Genital anatomy, 9-20, 21f-38f
development of the external genitalia, 11-14,
12f-14f
female structures, 9t—10t, 11-12, 12f—14f
hymen, changes in features by age, 15, 17-18,
17t, 29f
male structures, 10t—11¢t, 11-13, 12f~13f
normal variations in, 15-18, 15f-16f, 16t
Genital and anal findings in sexually abused children,
117-144
external genital and perianal evidence, 220, 241
genital and anal trauma evidence, 142f,
225-226, 228
genital infections and HIV risk, 198
healing injuries, 124125, 136f~142f
history, 117-125, 118t-121¢, 350-351
hymeneal data, 122-123
medical mimics of sexual abuse, 125f-142f
physical and laboratory findings interpretation,
118121t
research, 117-125, 118t—121t
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See also Anus; Medical mimics of sexual abuse;
Sexually transmitted infections
Genital discharge, 97
Genital tubercle, 11
Genital ulcers, 97, 123
Genital warts, 123
GHB. See Gamma Hydroxybutyric acid
Gonorrhea. See Neisseria gonorrhoeae
Group A beta hemolytic streptococci, 128f, 204
Group B streptococcus, 181f
“Guidelines for Medical Care of Children Who May
Have been Sexually Abused” (Journal of
Pediatric and Adolescent Gynecology), 6

H
HAART. See Highly Active Anti-Retroviral Therapy
Health conditions unrelated to abuse, 261
Health Insurance Portability and Accountability Act
(HIPAA), 255-256
Hearing impaired children, 347
Hearsay rule, exceptions to, 282283, 349
Hematochezia, 156
Hepatitis A, B, and C, 201-202, 222-223
Herpes simplex virus (HSV), 190-195
autoinoculation transmission, 191
complications of, 191
differential diagnosis of, 123, 192-194
g-based screening for herpes simplex, 190
herpes gladiatorum, 191
herpes labialis, 191
herpetic whitlow, 191
HIV infection and, 194
and HPV risk, 185
nosocomial transmission, 191
orolabial HSV-2, 190-191
presentation in children, 160, 191-192,
192f-193f
risk of contracting, 160
tests and testing, 123, 192-194, 230
treatment of, 194t—195¢
type 1, 190-191, 192f-193f, 193-194
type 2, 190f, 193-194, 193f
ulcers, 192—-193
Highly Active Anti-Retroviral Therapy (HAART),
200-201
HIPAA. See Health Insurance Portability and
Accountability Act
Historical overview of child sexual abuse, 1-8,
117-125
HPV. See Human Papilloma Virus
HSV. See Herpes Simplex Virus
Human Immunodeficiency Virus (HIV), 198-201
exposure types, 199-200, 199t
herpes simplex and, 194
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HIV/AIDS orphans, 310
Joint United Nations Programme on, 310
perinatal transmission, 198-199
post exposure prophylaxis use, 200-201, 240
risk with concurrent genital infections, 198
symptoms of, 200
testing, 199-201, 222-223, 229-230
Human Papilloma Virus (HPV), 180-187,
181f-183f
acetic acid testing, 186
autoinoculation infection, 185
biopsy use in diagnosis of, 186
blood transfusion transmission of, 185
Condyloma acuminata, 123, 180, 181f~182f,
186-187, 196
cutaneous subtypes, 180
detection of, 183—184, 184f
DNA testing, 180, 183-184, 184f, 186
fomite transmission of, 185
herpes simplex and, 185
high-risk types, 180, 182-184, 184f, 186
host factor influence on, 185
low-risk types, 180, 182
modes of transmission, 123, 180, 181f—182f,
182-185, 184f
mucosal subtypes, 180
postnatal transmission, 183-184
rates of infection, 180
recommended evaluation and investigation, 185
respiratory papillomatosis, 184-185
serological analysis of, 186
subtyping of HPV, 186
treatment options, 186187, 187t
type-specific PCR testing, 184
vaccine use, 186
Hymen
adolescents, appearance of in, 122
age, changes in features by, 15, 17-18, 17t, 29f
anatomic structures of, 16f
annular, 17, 20
clefts, 81, 95f-96f, 122, 127f, 229
crescentic, 17t, 126f
cribriform, 13
effects of puberty on, 18-20, 30£~38f
external hymeneal ridges, 17t
follicles, 128f
formation of, 11-12, 12f, 13f
illustrations, 81f
imperforate, 13, 15f
injury, 81f-82f, 94, 94t, 95f-96f, 136f—141f,
226, 228
microperforate, 15f
mounds, 122, 125f-127f
notches, 81, 122-123, 127f

perihymenal area injury, 228

periurethral bands, 125f~126f

posterior fourchette, 136f-141f, 226, 228-229

posterior rim width, 122-123

prepubertal, 4

septate and stenotic, 13, 15f

structural analogy of, 61, 65

techniques to enhance visualization of, 82, 83f,
123f-126f

terms and definitions related to, 16t

variations in appearance of, 13, 15f, 16t, 17-18,
21£-29f, 32£-33f

virginity and the, 61, 65, 75, 99, 225-226

I

TAFN. See International Association of Forensic
Nursing

ICAC. See Internet Crimes Against Children

ICWA. See Indian Child Welfare Act (1978)

ILO. See International Labor Organization

ImageQUEST HIPAA compliant software, 254

ImageQUEST HIPPA compliant software, 256

Immunochromatographic capillary flow dipstick
testing, 188

Immunofluorescence assay (IFA) tests, 200

Indian Child Welfare Act (ICWA) (1978), 283

International Association of Forensic Nursing
(IAFN), 263, 269, 272-273

International Labor Organization (ILO), 303-304,
314

International Programme on the Elimination of
Child Labour (IPEC), 311, 313-314

Internet, media and abuse, 86-87, 287289, 289¢,
293-297, 299, 385-386

Internet Crimes Against Children (ICAC), 288

Intimate partner violence (IPV), 67-68, 90-91,
359-360

IPEC. See International Programme on the
Elimination of Child Labour

Joint United Nations Programme on HIV/AIDS, 310
Journal of Pediatric and Adolescent Gynecology, 6, 125
Justice for All Act (2004), 299

L

Labia
adhesion of, 123-124, 129f-130f
developmental effects on, 18, 30-31f
labia minora, injury to, 226, 228
labioscrotal fold, 11

Laryngeal papillomatosis, 182

Latex agglutination testing, 188
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Lewis blood group system based testing, 234

Lichen sclerosus, 123—124, 130f—=131f, 146-148,
147-148f, 261

Ligase chain reaction (LCR) testing, 173-174

Light source illumination in evidence collection,
221-222

Likelihood Ratio Nomogram, 109f

Linear epidermal nevus, 187t

LoOvral postcoital contraception, 98

Lymphangiomas, 155, 157f

M

Male genital structures, 10t-11t, 11-13, 12£~13f
MDT care. See Multidisciplinary team care
Medical examination and evaluation, 213-250
abnormal findings, 61
absence of diagnostic findings, 50-51, 61,
221-222,228-230, 236-239
baseline documentation importance, 50
caregiver interview, 42, 4547, 49-50, 67, 69
caregiver’s response to initial disclosure, 46,
61-63, 65,77, 91
children’s advocacy centers, 42-43, 267
components of the, 4547
confidentiality and consent issues, 85-86, 215,
217-218, 226
diagnosing physician and treating physician
relationship, 43-44
diagnosis formulation, 51-54
of disabled children, 350-354
documenting the clinical evaluation, 42-51,
100-101
effect of STT testing on criminal investigation,
204
evidence admissibility, 43, 55, 216, 283, 285,
349
examiner selection, 271
health conditions unrelated to abuse, 261
interviewing techniques, 42-46, 214-215
laboratory test results element, 44
mandated reporting of child abuse, 48
medical history, 44-51, 213-215, 242,
260-261, 278, 350-351
medical record importance, 41-42, 44-45,
50-51, 55,75, 278
nursing assessments, 269, 271
parameter setting for, 269
patient’s anxiety, 49-50, 90-91
physical examination, 44, 47-48, 215-216,
351-352
post-assault activities information, 214
purpose and process of the evaluation, 41-44,
47-51, 90, 215
purpose and timing of, 48-49, 261-262, 269
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review of symptoms, 41, 45-47
therapeutic value of the, 45, 48-49, 261
use of Toluidine blue dye, 216, 226
victim interview, 90—-92
See also Forensic evidence; Non-emergent
medical examination; Post
examination family conference
Medical examination techniques
draping, 80, 96
enhanced visualization of genital structures, 83f
errors in, 82
head-to-toe medical examination, 92-93,
215-216
injury assessment, 93-96, 93f, 94t, 95(-96f
labial separation, 79f-80f
labial traction, 79—-80, 80f—81f
speculum use in, 215-216
visualization of genital structures, 82
Medical examiners
best practice models of, 271-272
board certification requirements, 263, 268
child abuse pediatrics as a subspecialty, 6, 68,
273, 357
continuing medical education, 251-253, 265,
271272
as courtroom expert medical consultant,
264-265
diversity of, 259-261
educational standards of, 263-264
experience and expertise correlation in,
260-261, 264
national standards, lack of for, 262—-263
nurse practitioners, physicians, and SANE: as,
88, 262-265, 268-269, 270f,
272-273
training influence on diagnostic accuracy of,
261-262
Medical management considerations, 43—44,
239-242
Medical mimics of sexual abuse
accidental genital injuries, 149-150, 150f, 261
accidental injuries, 124-125
allergic reactions, 161-162, 162t
anal fissures, 132f, 156, 157f
anogenital bruising, 146
bacterial infection, 128f-129f
balanitis xerotica obliterans, 147
Behget’s disease, 161
benign skin discolorants, 150
bleeding
gastrointestinal, 156, 158t
newborn withdrawal, 153
perianal, 156, 157f
perivaginal, 152-153
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skin, 151, 151f
urinary tract, 151-152
vaginal, 153-156, 157f
Candida albicans, 124, 158, 204
contact dermatitis, 153
coxsackievirus, 161
discharge, 156, 158
Epstein-Barr virus, 161
group A, beta-hemolytic streptococci, 128f, 152,
152f, 204
hemangiomas/vascular malformations, 148,
148f, 156, 261
hematochezia, 156
irritation/erythema, 123-124, 133f, 145-146
labial adhesions, 123124, 129f-130f
lichen sclerosus, 123—-124, 130f-131f,
146-148, 147-148f, 261
localized vulvar pemphigoid, 161
lymphangiomas, 155, 157f
molluscum contagiosum, 159-160, 160f, 187,
187t
neoplasms, 155-156, 157f
nonspecific vaginitis, 158-159, 160f
nonvenereal pathogens, 158-159, 159t
normal variations in anatomy, 123-124,
125f-127f, 132f-134f
precocious and pseudoprecocious puberty, 154,
1541155t
prepubertal menarche, 153154
pseudoverrucous papules and nodules, 159-160,
160f, 161t
psoriasis, 146
purpuric disorders, 149f, 149t
rhabdomyosarcoma, 156
seborrheic dermatitis, 146, 147f
shigella vaginitis, 152-153, 152f
Stevens-Johnson syndrome, 161
urethral prolapse, 135f, 151-152, 151f, 261
vaginal foreign body, 155, 155f
varicella-zoster virus, 161
venous congestion, 123-124, 128f
vesicles and ulcers, 123, 160-161
Mesonephric ducts, 12, 12f
MHA-TP (Zreponema pallidum microhemaggluti-
nation) tests, 123, 196-198, 222, 229-230
MHS-5 tests, 232
Molluscum contagiosum, 159-160, 160f, 187, 187t
Mullerian tubercle, 12-13, 13f
Multidisciplinary team (MDT) care, 269-273,
275-280
the best practice model, 271-273
child protection court, 277, 281
child protective service, 275-276
criminal court, 277, 281-282

evaluation of disabled children, 352—354

function of, 278-279

health care provider, 278

law enforcement, 276-277

mental health professionals, 277-278

purpose of the medical examination, 267

setting parameters for examination, 269, 271

See also Medical examiners; Nursing; Prosecution
of sexual abuse

Mycoplasma hominis, 202

N
NAATs. See Nucleic Acid Amplification Tests
National Association of Children’s Hospitals and
Related Institutions (NACHRI), 6
National Center for Missing and Exploited Children
(NCMEC), 280, 290-291
National Center on Child Abuse and Neglect
(NCCAN), 342, 380
National Child Abuse and Neglect Data System, 375
National Children’s Advocacy Center, 256
The National Children’s Alliance, 362
National Child Traumatic Stress Network, 366
National Health and Nutrition Examination Survey
(NHANEY), 180, 190
National Incidence Studies of Missing, Abducted,
Runaway and Thrownaway Children, 375
National League for Nursing, 268
Native American children, 281, 283
NCCAN. See National Center on Child Abuse and
Neglect
Neglect, 50, 358-359
Neisseria gonorr/ﬂome, 170-180
acceptance of role of sexual abuse in spread of,
2-3
differential diagnosis for, 176
incubation period, 171
possible modes of transmission, 175, 177178t
reported rates of, 170
risks of false-positive and false-negative results,
174
studies of, 173-174, 177t=178t
symptoms, 171f
testing used as investigative tool, 174, 204,
222-223,229-230
tests and testing criteria, 97, 167, 172-175, 189
treatment for, 175-176, 180t, 240
NEMEC. See National Center for Missing and
Exploited Children
Neurosyphilis, 196, 198
New England Journal of Medicine, 200
New York Society for the Protection of Cruelty to
Animals, 276
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NHANES. See National Health and Nutrition
Examination Survey
Nondirective Support Therapy (NST), 327
Non-emergent medical examination, 75-84
best practice model, 271
discussion of findings with child and parent(s),
84
draping, 80, 96
examination positioning, 77-82
head-to-toe examination, 77
key components of medical/legal record, 47, 271
medical assessment indications, 7576
photodocumentation, 50, 76, 83-84
setting the scene, 76-77
techniques, 79-82
See also Medical examination and evaluation;
Medical examination techniques
Non-treponemal tests, 197
NST. See Nondirective Support Therapy
Nucleic Acid Amplification Tests (NAATs), 172-176,
222-223,229-330
Nucleic acid hybridization tests, 172, 188
Nucleoside Reverse Transcriptase Inhibitors (NRTTs),
240
Nursing
assessments of patients, 269, 270f, 271
best practice model of, 270f, 271-273
nurse practitioners, 262-265, 268
sexual assault nurse examiners, 88, 262265,
268-269, 270f, 272-273
training and qualifications, 268-269, 270f

O

US Office to Monitor and Combat Trafficking in
Persons, 298

Oklahoma Board of Nursing, 268-269, 270f

Online learning tools, 252

Oral-penile penetration, 93-94, 94t

Ovral postcoital contraception, 98

P

Paramesonephric ducts, 11-13, 12f-14f
Parents
CAGE Adapted to Include Drugs screening
questions, 68
and child’s post-abuse behavior, 64
conflict with relatives, 63
crisis intervention, 62—63
of disabled children, 343
discussion of concerns, 60
expectations, 61, 326
explanation of abnormal findings for, 61
interview, 42, 45-47, 49-50, 67, 69
intimate partner violence and, 67-68, 90-91
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involvement in prevention of abuse, 379,
383-384, 387-388
medical examination positioning and, 7879
preparation for physical examination, 49-50,
76-77
questions, 65-66, 76
reaction to initial disclosure, 61
and safety of the child, 63-64
self-report questionnaire, 67-69
sharing trauma narrative with, 331
support for parents and extended family, 241,
387-388
See also Disclosure of abuse; Family;
Postexamination family conference;
Trauma-focused cognitive behavioral
therapy
PCR amplification analysis. See Polymerase Chain
Reaction amplification analysis
Pectinate line, 19, 36f-37f
Penile development, 11-13, 12f~13f
Penile pearly papules, 187t
Pentatrichomonas hominis (Trichomonas hominis), 189
PEP. See Post exposure prophylaxis
Perianal tissue, 19, 35f-36f, 229
Perineal groove, 20, 38f, 131f
Perineum, development of the, 11-12, 12f
Perpetrator. See Abuser
PHI (protected health information) safeguards,
254-256
Phosphoglucomutase enzyme subtypes based testing,
234
Photographic documentation
bite mark identification, 227
as deterrent to repeat examination of victim, 50
methods of, 83-84
non-emergent medical examination, 50, 76,
83-84
as part of videoconferencing, 253-254
of penetrative trauma, 76
photocolposcopy use, 215, 255
preserving evidence of injury, 148, 150, 216,
262
Physical abuse and injury
abdominal/pelvic compression injuries, 228-229
anal trauma, 226-227
bite mark identification, 219, 227
blunt-force penetrating trauma injuries,
228-229
findings indicative of abuse, 228-229, 345
genital trauma, 225-226
healing injuries from prior abuse, 229
identification of, 50
injuries assessment, 93-96, 93f, 94t, 95f-96f
injury rate among virgins, 225-226
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physical injury evidence role in successful
prosecution, 238-239
physical injury interpretation, 225-230,
351-352
prepubertal children, physical injury in,
227-228
See also Forensic evidence
Physician assistants, 262-263
Picasso Still Image Phone, 254
Pin worms, 204
Plan B emergency contraception, 98, 241
Polymerase Chain Reaction amplification analysis,
123, 173-174, 188, 190, 193, 201, 230
Pornography
child pornography, 287-293, 311
child’s exposure to, 289-290, 289t
child sex tourism, 288, 298, 311-312, 376
cyber bullying, 296-297
“double silencing” phenomenon in child
pornography, 293, 299
online live sexual abuse, 299
virtual child pornography myth, 291
youth as offenders, 293
Positioning
to alleviate anxiety, 76-78, 84
errors, 82
lateral decubitus, 79, 80, 215
prone knee-chest, 19-20, 78-80, 78f, 80f, 96,
125£-126f, 134f, 215
supine frog-leg, 78-79, 78f, 215
supine knee-chest, 78f, 79, 90f, 215, 229
supine lithotomy, 79f
Posterior fourchette, injury to, 136f-141f, 226,
228-229
Postexamination family conference, 59-74
adverse childhood experiences, 67-68, 359
behavior of the child, 66t
conference problem prevention, 68—-69
crisis intervention goals, 62-63
disclosure reliability, 62-63
ending the conference, 68
extended family conflicts, 63
family dysfunction and, 68-69
family support structure, 67
follow-up, 69, 84
goals, 59-60
intimate partner violence experiences, 67-68,
90-91, 359
medical aspects, 6062, 6061t
mental health services referrals, 65, 67
parental questions, 65-66, 84
participants, 59-60
procedures, 60-68, 60t—61t
psychosocial aspects, 60t—61t, 62—68, 66t

safety of the child, 63-64
setting for, 6061t
See also Family; Medical examination and
evaluation; Parents; Trauma-focused
cognitive behavioral therapy
Post exposure prophylaxis, 98, 200-201, 240-241
Posttraumatic Stress Disorder (PTSD), 324, 327, 358
Pregnancy and neonatal period issues
congenital syphilis rates, 195
disease transmission rates, 189
herpes simplex transmission, 230
HIV transmission, 198—199
HPV transmission, 123, 180, 181f~182f,
182-185, 184f
mtDNA transmission, 235
newborn withdrawal bleeding, 153
prophylaxis, 240-241
testing prior to post-coital contraception, 98
trichomonas infection, 189
Preven emergency contraception, 241
Prevent Child Abuse America, 362
Promoting Safe and Stable Families (PSSF) grant, 362
Prophylaxis
broad-spectrum antibiotics, 241
emergency contraception as, 240-241
Plan B emergency contraception, 98, 241
post exposure prophylaxis, 98, 200-201,
240-241
Preven (emergency contraception), 241
STI, 98, 98¢, 100t, 170, 222
therapeutic antibiotics, 241
Yuzpe method of emergency contraception, 241
Prosecution of sexual abuse, 281-286, 360-363
abuse of adolescents, 238-239
acceptance for prosecution, 238-239
admissibility of evidence, 43-44, 55, 216, 283,
285, 349
adult victims, 238
community value of, 277
courtroom expert medical consultant role in,
264-265
forensic evidence role in, 216-221, 234-2306,
238-239
formal rules of evidence, 282283
hearsay rule, exceptions to, 282-283, 349
impact on the child of, 277
jurisdictional interpretations of sexual abuse, 86
maintaining a chain of evidence, 217-218
of offenders, 314-315
physical injury evidence and successful
prosecution, 238-239
proving the identity of the abuser, 234-236
reframing the view of, 360-363

role of law enforcement, 5
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standard of proof in, 281
statutorily mandated reporting of child abuse, 48
STT testing effect on, 170, 204
testimony, informal, and unwritten rules of,
283-286, 284t—285t
Protease inhibitors, 240
Psoriasis, 146
PSSE See Promoting Safe and Stable Families grant
PTSD. See Posttraumatic stress disorder
Puberty, 18-19, 30f-31f, 33f-34f, 153-154,
154t-155¢
Public health issues, 167, 199-200, 222
Purpuric disorders, 149f, 149¢

R

Randomized controlled trials (RCT), 327
Rape kit use, 47
Rapid Plasma Reagin (RPR) tests, 167, 197-198, 230
Reframing our perspective of child abuse, 357-366
brain maturation, 364
brain physiology and adverse experiences,
365-366
detection and prosecution reframe, 360-363
dominant frames, 362-363
emotional abuse, view of, 358-359
experience and brain architecture, 364
importance of the community, 363
intimate partner and familial violence, 359-360
neglect, view of, 50, 358-359
prevention reframe, 358-360
psychoanalysis, 364
social deprivation effects, 365
societal awareness efforts, 357-358
therapy reframe, 363-366
time-dependent brain development, 365
See also Abuse prevention
Respiratory papillomatosis (RP), 184-185
Restriction Fragment Length Polymorphisms (RFLP)
DNA loci, 235
Review of Symptoms (ROS) use, 41, 45-47
Rhabdomyosarcoma, 156
Rohypnol, 223-224
Rules of evidence and testimony, 282-286,
2841285t

S

SANE:s. See Sexual Assault Nurse Examiners

The Scope and Standards of Forensic Nursing Practice
(ANA), 269

Scrotum, development of the, 11-12, 12f

Seborrheic dermatitis, 146, 147f

Second Opinion HIPPA compliant software, 254,
256

Sex offender registries, 382

408

Sexual Assault Nurse Examiners (SANEs), 88,
262-265, 267-269, 270f, 272-273
The Sexual Assault on Young Girls (Des Attentatts a la
puduer sure les petites filles) (Bernard), 2
Sexual harassment, 86-87
Sexualization of girls, 299-300
Sexually transmitted infections (ST1s), 167-212
cost of testing and treatment, 169, 170
detection of, 75, 80, 96-97, 167-168, 168t
effect of testing on criminal investigation, 204
as evidence of abuse, 170, 222-223, 229-230
forensic evidence significance in prepubertal
children, 229-230
legally acceptable testing standards, 167
optimal testing time, 97
prevalence of in prepubertal children, 168, 229
prophylaxis, 98, 99t-100¢, 170, 222
public health issues, 167
risk of, 8788, 91
testing criteria, considerations, and techniques,
123, 168-170, 169t, 204, 221-223,
229-230
See also Specific infections
Shigella, 152-153, 152f, 204
Short Tandem Repeats (STR) DNA loci, 235
Single nucleotide polymorphisms (SNPs) DNA
segments, 235
Sinuvaginal bulb, 13
Skin discoloration, 150
Skin tags, 187
Social networking and cyber-enticement, 296
Society for the Protection of Cruelty to Animals
(SPCA), 276
Speculum examination, 77, 97
Sperm, semen, and seminal fluid identification,
220-221, 230-232, 236-238
Standard of proof, 281-282
Stevens-Johnson syndrome, 161
STIs. See Sexually transmitted infections
STR DNA loci. See Short Tandem Repeats DNA loci
Streptococcal cellulitis, 129f
Suicide risk, 324
Syphilis (7reponema pallidum), 123, 187, 194-198,
197f, 222-223, 229-230

T

Tardieu, Ambrose, 1-2, 2f-3f

The TEAMHEALTH approach, 88, 89¢t, 98-101

TeleCAM (Child Abuse Medicine teleconsulting),
256

TeleHealth Institute for Child Maltreatment
(THICM), 256

Tests and testing

ABO group antigens based, 234
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commercial, type-specific serologic, 230
immunofluorescence assay, 200
latex agglutination, 188
Lewis blood group system based, 234
ligase chain reaction, 173-174
limitations of, in sexual abuse investigation, 232
MHS-5, 232
microscopic analysis (hair), 233-234
NAATs, 173-176, 222-223, 229-330
neutron activation analysis, 233-234
nucleic acid amplification, 172
nucleic acid hybridization, 172, 188
p30, 232
PCR amplification analysis, 123, 188, 190,
192-193, 201, 230
phosphoglucomutase enzyme subtypes based,
234
prostatic acid phosphatase/seminal fluid marker,
231-232, 237-238
rapid plasma reagin, 167, 230
serologic genetic marker, 234
specific antibody absorption, 230
time frame for collection, 47, 88, 97, 216217,
226, 230-232, 237-238, 271, 352
TP-PA, 123, 196-198, 222, 229-230
type-specific PCR, 184
vaginal smear (wet prep), 188
VDRL, 197, 198, 230
See also DNA analysis; specific STIs
TF-CBT. See Trauma-focused cognitive behavioral
therapy
Therapeutic antibiotics, 241
THICM. See TeleHealth Institute for Child
Maltreatment
Toluidine blue dye use, 124, 226
TP-PA. See Treponema Pallidum Particle
Agglutination tests
Trafficking Victims Protection Act, 298
Transfer evidence, 215-216, 218-220, 224, 231,
233-234, 237-238
Trauma-focused cognitive behavioral therapy
(TF-CBT), 323-340
behavioral symptoms, 324-325
clinical observations and recommendations,
326-333
cognitive processing, 324, 330-332, 331f
conjoint parent-child sessions, 332
core values and difficulties addressed by, 328t
efficacy trials of, 326-327
family engagement in therapy, 326-327
future development of, 332
mental health and referring practitioners
responsibilities, 326, 327
mental health symptoms of trauma, 323-324

primary components of, 328t
PSTD and, 324
psychoeducation and parenting skills, 328-329
psychological needs of children, 61, 66-67, 66t,
323-325
randomized control trials of, 327
relaxation or stress management, 329-330
therapeutic value of medical examination, 48
trauma narrative or exposure, 331
treatment of asymptomatic children, 323
in vivo desensitization, 332
Treponema Pallidum Particle Agglutination (TP-PA)
tests, 123, 196-198, 222, 229-230
Trichomonas tenax, 189
Trichomonas vaginalis
appearance of, 188f
as cofactor in HIV transmission, 188—189
as evidence of abuse, 229
symptoms, 204
testing for, 97, 167, 222-223
treatment for, 240

U

Ulcers and vesicles, 123, 160-161, 197f, 223
Urethral fold, 11

Urethral prolapse, 135f, 151-152, 151f, 261
Urinary tract, 46-47, 151-152

Urogenital sinus, 11-13, 13f

Urorectal septum, 20

Uterine development, 11-12

\Y%

Vagina
bacterial vaginosis, 202-204, 203f-204f, 223,
229
bleeding, 152-156, 157f
development of, 11-12, 14f
digital penetration of, 226, 228
discharge, 152, 152f, 155-156, 155f, 158, 170
foreign body, 155f
Gardnerella vaginalis, 181f, 202-204
intravaginal column, 126f
nonspecific vaginitis, 158-159, 160f
posterior fourchette injury, 136f~141f, 226,
228-229
puberty, effects on, 18-19, 30f-31f, 33f-34f
sinuvaginal bulb, 13
vaginal washes, 220
wet prep testing, 188
See also Hymen
Variable Number of Tandem Repeats (VNTR) DNA
loci, 235
Varicella-zoster virus, 123, 161
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Venereal Disease Research Laboratory (VDRL) tests,
197-198, 230

Venous pooling, 20, 37f

Verrucous and pseudoverrucous lesions, 97, 160,
160f-161f

Vesicles and ulcers, 123, 160-161, 1971, 223

Video colposcopy, 49-50

Videoconferencing, 253-254

Video documentation, 50

Viral cultures, 123

Virginity, 61, 65, 75, 99, 225-226

Visual impairment, 348

VNTR. See Variable Number of Tandem Repeats
DNA loci

\\%4

Web-based HIPPA compliant software, 256-257

Web conferencing and webinars, 252

Western blot assay tests, 200

Wet mount examination, 220

Wilson, Mary Ellen, 276

Wood’s light and alternate light source illumination,
221-222

World Health Organization (WHO), 304, 313, 315

Y

Youth as sexual abuse offenders, 293, 380, 382, 389
Yuzpe method of emergency contraception, 241
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