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PROTOCOL FOR THE EVALUATION AND TREATMENT OF REPORTED SEXUAL ABUSE

L INTRODUCTION

Since development of the first protocol in 2000 developed by the Ohio American Academy of Pediatrics
Committee on Child Abuse and Neglect in collaboration with the Ohio Department of Health and the Ohio
Attorney General’s office, the field of child abuse pediatrics and the development of coordinated efforts to
provide comprehensive, standardized, non-judgmental, equitable treatment of pediatric sexual abuse/assault
has changed and improved. This protocol is a modification of the Ohio Department of Health Protocol For
The Treatment Of Sexual Assault Survivors, and addresses many of the complex services necessary to
facilitate consistent, comprehensive health care treatment to include emotional, social, and crisis
intervention as well as provide information about available follow up services in the community.

In this second edition of the protocol, additional information is provided to address the growing knowledge
and use of DNA technology in acute sexual assault evidence collection procedures, specific issues pertaining
to the legal system and disclosure information, the inclusion of pediatric sexual assault nursc examiners
(SANE-P) in Ohio, guidelines on the use of HIV post-exposure prophylaxis, assessments of domestic
violence, use of telemedicine technology, as well as a section devoted to the expanding medical evidence for
the practice and care described in this protocol. The focus of this protocol is on the evaluation and treatment
of child and adolescent victims of sexual abuse. As such, it is recommended that, when possible, children be
taken to facilities best equipped and with the greatest expertise to address the needs of children and
adolescents. These facilities will often be a children’s hospital, a child abuse clinic or a Child Advocacy
Center for sexual abuse/assault evaluations. In addition, this protocol is intended to establish a standard of
care that should be met in these pediatric facilities, but which could be developed in other health care
communities.

Child sexual abuse is defined as sexual activities that the child cannot comprehend, for which the child is
developmentally unprepared and cannot give informed consent, and/or that violate societal taboos. This may
include but is not limited to: a. penetration, however slight, of the vagina or anal opening of one person by
the penis of another; b. sexual contact between the genitals or anal opening of one person and the mouth or
tongue of another; c. intrusion by one person into the genital or anal opening of another person, including
the use of objects (other than for a valid medical purpose); d. intentional touching of the genitals, breasts,
genital area, groin, inner thighs, or buttocks, or the clothing covering them, except when such touching
occurs as part of appropriate child care activity, including medical care; e. intentional exposure of genitals in
the presence of a child if such exposure is for the purpose of sexual arousal or gratification, humiliation,
degradation or other similar purpose; f. sexual exploitation of a child, including requiring, directing,
coercing, encouraging or permitting a child to solicit or engage in prostitution, or negligently failing to
prevent such sexual exploitation; g. making recorded images of a child for sexual gratification or
commercial sexual exploitation; h. requiring, directing, coercing, encouraging or permitting a child to view
one or more sexually explicit acts or materials or negligently failing to prevent a child from viewing such
acts or materials; i. flagellation, torture, defecation or urination, or other sado-masochistic acts involving a
child when for the purposes of the adult’s or the child’s sexual stimulation; or j. requiring, directing,
coercing, encouraging, permitting or negligently failing to prevent the statutory rape of a child.

Child sexual abuse includes incidents which occur within the family and/or outside of the home. Regardless
of the type of sexual abuse, the child or adolescent victim often develops a variety of distressing feelings and
thoughts which challenge the long-term emotional and psychological health of these individuals, and can
have devastating effects over the lifespan.

While the 1980°s and 90°s showed an increase in sexual abuse awareness, current statistics suggest that
sexual abuse continues to be vnder-reported and remains an important public health issue. Due to the nature
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of this type of child maltreatment, there are often no physical abnormalities that would indicate sexual
abuse. Therefore, it is extremely important that parents, social workers, and others encourage children to
disclose abuse when it occurs. An optimal physical setting for child disclosures should be used whenever
possible. Children will emotionally and psychologically benefit from the repeated assurance of family,
health care providers, and investigators that they are believed and will be kept safe.

Indicators of Sexual Abuse May Include:
* Spontaneous disclosure
s New fears of persons or places
Sexual play beyond what is considered normal
Unusual interest in or avoidance of all things of sexual nature
Sleep problems or nightmares
Depression or withdrawal from friends/family
Fear that there is something wrong with their genital area
School refusal/Runaway
Unusual aggressiveness
Suicidal behavior
Other severe behavior changes
Vaginal or urethral discharge
Genital or rectal pain, bleeding or trauma
Sexually transmitted infections

Two aspects of child sexual abuse create difficulties in recognition and management:

1. The perpetrator of sexual abuse is usunally a relative or close acquaintance. Consequently, family ties
may be strained to the point where the reported assailant is protected by the family. It is not unusual for
the child to be blamed for the incident. His or her caretakers may even deny the child’s report.
Frequently, parents may find the occurrence of sexual abuse unbelievable or may be unable or unwilling
to believe that someone they know and trust could sexually abuse their child. As such, there is a risk for
the child to accommodate his/her response to the trauma, based upon the adult/family response to the
disclosure. This has been described as child sexual abuse accommodation syndrome and this dynamic
{and variations of this) are evident in many children and families.

2. Frequently, little or no physical evidence may be found to corroborate the child’s story since a) physical
force is usually not used when children are sexually abused and b) children are often brought for
evaluation of sexual abuse days to months after the event, whereby injuries sustained from the abusive
event will have completely or partially healed. This rcinforces denial by the family.

Disclosure of abuse may be a process that occurs over time. It is important to be aware of and respond to any
attitude, action, verbal or non verbal communication when a child begins to disclose abuse. Only open-ended
questions such as, “Tell me more about that.” should be asked. Let the child know that it is not his/her fault
that this has happened. Report all alleged child sexual abuse to the appropriate Children’s Protective
Services agency and/or Law Enforcement.

Sexually abused children and their families need professional evaluation and treatment. An expert medical
forensic evaluation will determine the type and extent of the abuse, diagnose and treat infections that resuit
from the abuse, and determine the appropriate mental health treatment needed to reduce the risk of
developing low self-esteem, feelings of guilt, shame, and further emotional trauma. The identification of
sexual offenders may prevent future episodes of sexual abuse to that child as well as others.

Providing services to individuals who have been victims of sexual abuse requires special sensitivity. Social,
cultural, ethnic and religious backgrounds must be considered and may be a cause of additional stress for
sexual abuse victims. Hospital and clinic staff are encouraged to seek out reliable information and training
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on practices and beliefs specific to people from culturally diverse backgrounds who may utilize the services

of the hospital or clinic. Resources may be obtained by contacting the Sexual Assault and Domestic
Violence Program at the Ohio Department of Health at 614/728-2707.

Economic status may be a factor with some individuals who already feel victimized and underserved in the
community. This may affect their attitude as well as degree of cooperation with hospital staff, police
officials, or others who they view as authority figures or as representing the system. Emotional and/or
psychological trauma may not always be apparent when the patient arrives at the hospital or clinic.
Psychological trauma may be evidenced in many different forms, from unusual calm to heightened anxiety;
extreme tearfulness to laughter; anger to withdrawal. As such, it is important to provide sensitive care when
the child/adolescent and family first presents using a tailored approach that offers continued support through
the evaluation.

It is imperative that evidence be properly collected, preserved, and analyzed so that, should the assailant be
prosecuted, effective evidence will be available to law enforcement officials. Proper collection and handling
of evidence is vital. Legal protocol dictates a "chain of custody" wherein each individual handling the
evidence documents receipt and delivery of the specimens. This procedure helps rule out possible improper
handling of evidence. Should prosecution occur, proper collection of evidence increases the probability of
conviction.

This protocol is intended to facilitate the cooperation and communication among organizations providing
services to child and adolescent sexual abuse victims. All communities are encouraged to utilize or establish
a specialized service/team where children and adolescents who allege sexual abuse can receive an expert
evaluation. A sexual abuse team may include representatives from the hospital child abuse program,
emergency department, a Pediatric Sexual Assault Nurse Examiner, trained Pediatric Nurse Practitioner,
mental health providers, law enforcement officers, prosecutors and social workers from the county social
service agencies. Communities with access to a Child Advocacy Center should utilize that Center’s
expertise and support services. Communities that lack medical child abuse expertise are encouraged to
establish a Pediatric Sexual Assault Nurse Examiner (SANE-P) program that has linkages to a Child
Advocacy Center or a child and adolescent sexual abuse medical expert. Coordination and collaboration
with muitidisciplinary team members helps provide adherence to established evidence collection procedures
and establishes a means for an effective referral network. By utilizing these available supportive services,
the child and family will less likely be required to repeat the event to service providers.

I DEFINITION

Sexual assault and sexual abuse are medical and legal terms. Legally, child sexual abuse includes any
sexual activity with a child, including exposure; touching and penetration, defined by the Ohio revised Code
2907.01 Sexual assault includes rape and sexual battery defined by the Ohio revised Code 2907.01 as any
sexual penetration, however slight, using force or coercion against the person's will.

III. THE SEXUAL ABUSE EVALUATION

To assure adequate physical and emotional care of the sexual abuse patient this protocol can be used by
hospital emergency department personnel, child advocacy centers, child abuse clinics, or other child abuse
providers when a child or adolescent presents with the complaint of sexual abuse or assault. This protocol
must be followed when submitting invoices for payment to the Office of the Ohio Attorney General. In
addition, to protect the integrity of the evidence, the procedures outlined in this protocol should be followed.

Only a physician or nurse practitioner trained and experienced in the evaluation and treatment of the child or
adolescent sexual abuse patient, or a health professional, such as a Pediatric Sexual Assault Nurse Examiner,
resident, or fellow who is under the supervision of, or working in collaboration with an experienced
physician or nurse practitioner, should perform the examination. Given the growing development of
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Pediatric SANE programs in the state of Ohio, this committee developed a position statement to guide
providers on best practice standards with regard to SANE services for pediatric and adolescent sexual abuse
patients. (See Appendix (V.A) for this position statement.) While direct examinations by an experienced
provider is the most optimal approach to offering an examination, telemedicine may offer a timely and cost
effective method for a child sexual abuse expert to provide supervision or collaboration to a SANE-P or a
physician in training . A process of continuous quality assurance should be employed to ensure acceptable
supervision and competency for those professionals conducting pediatric sexual abuse evaluations. Refer to
V. Section 10: Use of Telemedicine for further description.

Hospital personnel are responsible for identifying the patient and reporting the incident to the county
Department of Human Services, county Children Services Board, law enforcement, or the hospital social
worker per local protocol. Whenever possible, child sexually abused patients should be referred to the local
Child Advocacy Center or Child Abuse Clinic.

A, INDICATIONS FOR THE EMERGENCY USE OF THIS PROTOCOL

Children must be seen on an emergency basis if trace forensic evidence needs to be collected or if there are
other indications requiring an emergency evaluation. The best evidence collection strategy uses a thorough
basic collection that is expanded, rather than limited, by the patient’s history. Assault histories may not
correspond to forensic laboratory findings. For example, the patient may not recall important details due to
the effects of drugs and/or alcohol or trauma. Certain acts may not be discussed due to embarrassment. Very
young children may not understand the relationship between the sexual abuse act and the need for the
medical evaluation. Thus, evidence collection protocols that advise to collect only at the site of the assault
may cause key evidence to be missed.

A modern forensic laboratory has the ability to detect trace quantities of blood, semen, and saliva and
develop DNA profiles from the remnants of as little as 300 nucleated cells or a % inch hair fragment.
Spermatozoa can be separated from other types of cells so that sperm DNA can be detected and
characterized against an overwhelming background of female DNA. Furthermore, widespread development
of all-felon DNA database legislation has made it possible to compare unknown DNA profiles against
millions of other forensic case profiles as well as felon and arrestee profiles. While most of this type of
evidence may never be examined in the crime lab, it is impossible to determine at the time of examination
whether DNA evidence, a confession, or other evidence will be most vital to a case. It is better to conduct a
comprehensive evidence collection at the time of evaluation, later collection may not be possible

Trace forensic evidence must be collected, using the State of Ohio approved evidence collection kit, when
either of the conditions listed below are true.
#1. The last episode of sexual abuse / assault occurred within the past 72 hours AND
a. The history indicated contact with the alleged perpetrator’s genitalia OR
b. The history indicates contact with the alleged perpetrator’s semen, blood or saliva OR
c. The history indicates a struggle that may have left skin or blood of the alleged perpetrator’s to be
lodged under the victim’s fingernails, on the victim’s body or clothing OR
d. The victim’s clothing or body may be covered by trace evidence (debris, fibers, etc) from the alleged
crime scene.

Evidence can be collected up to 72 hours after an assault (in rare cases beyond 72 hours).

#2. The history of contact with the alleged perpetrator is unclear (i.. child too young to provide a history or
a history is unavailable) & there is reason to believe that conditions described in #1 above are true.

B. INDICATIONS FOR THE DEFFERED USE OF THIS PROTOCOL

If there is no indication for an emergency evaluation, the hospital or clinic may elect not to complete this
protocol, use an internal sexual abuse protocol instead, and if indicated, refer the patient to a child abuse
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clinic or child advocacy center for 2 medical forensic evaluation. When sexual abuse is suspected, the
hospital / clinic is responsible under Ohio law to make a report of suspected sexual abuse to a mandated
agency (i.e.: the police, the Department of Human Services or Children’s Protective Services). When
patients present to a hospital or clinic, it is the responsibility of the hospital or clinic to determine if trace
evidence collection is indicated. When doubt exists, it is better to collect trace evidence than not.

All children who allege sexual abuse should be examined by a trained provider in a timely manner. Many
sexual abuse victims first present days to months after the sexual abuse incident. Under this circumstance,
trace forensic evidence collection is not indicated, and the Ohio Sexual Assault/Abuse Evidence Collection
Kit is not needed. However, medical forensic interviews, medical forensic examination, testing, treatment,
referral and reporting will need to be done. After attending to care required under EMTALA, these children
should be provided an appointment for an outpatient forensic evaluation with a Child Advocacy Center or
Child Abuse Clinic. EMTALA may not require that the genital examination take place at the time of the
emergency evaluation.

C. OPTIMAL HEALTH CARE SETTING TO USE THIS PROTOCOL

Children and adolescents have some unigue needs which warrant a thoughtful approach to determining the
optimal health care setting for the evaluation of suspected sexual assault/ abuse. Given the various health
care options and expertise.and availability of child abuse pediatrics providers, these criteria were established
to guide decision-making in this process. A summary of this approach can be found in the diagram below.

Definitions

**Acute is defined as a sexual abuse incident occurring <72 hrs for patients <16 years old; <96 hours for
patients >16 years old.

**Non-Acute is defined as a sexual abuse incident occurring >72-96 hrs, based upon age as above.

Special needs arc defined as an individual with cognitive and/or psychological limitations that suggest a
developmental age less than chronological age (i.c. an 18 year old with MRDD and cognitive functioning
level is at 12 years).

Pediatric facility‘t is a pediatric emergency department, child advocacy center or pediatric child abuse
specialty clinic.

Adult facility is a general emergency department or free-standing SANE program.

Age <16; Acute; Special needs no: pediatric facility
Age <16; Acute; Special needs yes: pediatric facility
Age <16; Non-acute; Special needs no: pediatric facility
Age <16; Non-acute; Special needs yes: pediatric facility

Age >16 and <18; Acute; Special needs no: adult or pediatric facility
Age >16 and <18; Acute; Special needs yes: pediatric facility

Age >16 and <18; Non-acute; Special needs no: pediatric facility
Age >16 and <18; Non-acute; Special needs yes: pediatric facility

Age >18; Acute; Special needs no: adult facility

Age >18; Acute; Special needs yes: adult facility (*consider pediatric facility)
Age >18; Non-acute; Special needs no: adult facility

Age >18; Non-acute; Special needs yes: adult facility (*consider pediatric facility)

*+There is limited evidence to support extension of evidence collection beyond 72 hrs in the pre-pubertal patient. Appropriate
discretion is advised in the transition ages (16-17 years) and there is evidence to support evidence collection to 96 hrs in the adult
patient. .

*Pediatric facilities that care for patients > 18 years of age and have expertise with the medical/forensic evaluation of suspected
sexual assault/abuse may also be considered an optimal health care setting for this patient population.

*Decision regarding optimal health care setting depends upon severity of developmental disability.
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Iv.

Optimal Health Care Setting
for Children and Adolescent

Sexual Abuse/Assault
Patients
Age<l6y Age>16<18y Age> 18y
Acute and/ or Acute and/ or Acute and/ or
Non-Acute Non-Acute Non-Acute
Special Needs? Special Needs?
Yes No Yes No
Pediatric Pediatric  Pediatric or Adult Adult
Facility Facility Adult Facility  Facility
Facility (consider
Pediatric
Facility)
PROTOCOL SECTIONS

SECTION1 Emergency Department/ Child Advocacy Center Patient triage

A.

A rape/sexual abuse patient should be viewed as a priority patient and should be given immediate
privacy if possible. A physician, the charge nurse, a health care examiner, or professional staff person
should see this patient in a timely fashion.

The intake worker elicits sufficient information to complete the registration process as quickly as
possible and in private, if possible.

The intake worker informs the designated sexual abuse specialist and/or the primary nurse that a sexual
abuse patient has presented for evaluation. A sexual abuse specialist is a staff person who may be
designated to be responsible for the coordination and assurance of care for the patient.

If law enforcement or social service personnel do not accompany the patient, they are to be notified by
hospital/clinic staff. The hospital/clinic is obligated under Ohio law to report alleged or suspected
sexual abuse whether the patient wants to speak with law enforcement or not. It is the responsibility of
hospital/clinic personnel to inform the patient that law enforcement and/or social services will be
notified that a sexual assault/abuse has been reported to the hospital/clinic. Unlike adult sexual assauit,
the name of the sexunal abuse victim must be reported to the legally mandated authorities even when the
patient or family wishes not to report the sexual abuse.

Reporting to the legally mandated agencies (i.e. law enforcement and the county social service agency)
is mandatory. Otherwise, any personal health information concerning the sexual abuse and/or identity
of the child victim shall not be given by anyone to the media or any other person(s) seeking information
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without the written consent of the patient or legal guardian.

Ohio law states that the patient is not to be billed for the collection of forensic evidence and the cost of
any antibiotics administered as part of the examination in sexual assault cases. Forensic evidence
collection refers to the collection of specimens in a sexual assault evidence kit and/or obtaining
diagnostic quality photo-documentation of examination findings. If medical care is provided, the
patient may be billed as per usual procedure for these non-forensic services. See Ohio Revised Code
#2907.28. Bills are to be sent to the Ohio Attorney General. This protocol must be followed when
evaluating a patient for alleged sexual abuse if a bill is to be submitted to the Ohio Attorney General.
(Additional information regarding the Ohio Attorney General’s office Sexual Assault Forensic
Examination (SAFE) grant is described in Appendix C.)

Whenever possible the patient should be given priority for a room assignment in a private area.

Under Ohio law, Ohio Revised Code #2907.29, each patient reporting a sexual assault must be
informed of available testing for sexually transmitted infections, pregnancy, and other medical and
psychiatric services.

The parent or guardian must give consent for the medical evaluation. In cases of sexual abuse, specific
consent is NOT required before obtaining forensic photo-documentation and tests which may document
injuries from abuse. A signed release of information regarding the collected forensic evidence is not
required in cases of child sexual abuse. The standard consent to treat is sufficient in sexual abuse
cases.

A minor who is a victim of sexual abuse or assault does not need to have the written consent of a parent
or legal guardian before proceeding with the forensic examination. However, according to Chio
Revised Code #2907.29, parents or guardian must be notified in writing after the exam. In cases of
child sexual abuse, safety issues for the child victim need to be considered before notifying a parent or
guardian and the issue of safety for the child may override the requirement to notify a parent/guardian
if in the opinion of the medical personnel such notification is likely to endanger or cause harm to the
child. Although the Ohio Revised Code and the Ohio Department of Health adult sexual assault
protocol state a minor's parent or guardian must be notified after a sexual assault/abuse examination,
staff should follow the protocol determined by local law enforcement and children’s protective services
in cases where the suspected abuser is a parent or guardian.

Hospital personnel must advise the minor patient about the requirement to notify a parent or guardian
concerning the treatment. It is recommended that a custodial person (parent or guardian), be notified at
the time of the hospital visit, by the minor, if this is possible. If the alleged perpetrator is also the
parent or guardian who will receive the notification, the county Department of Human Services, the law
enforcement agency involved, and the minor child shall all be advised of the nature of the notification
letter and the approximate date when it will be mailed. Coordination with the Department of Human
Services must be done to insure the safety of the child. The issue of safety for the child may override
the requirement to notify a parent/guardian, if in the opinion of medical personnel such notification is
likely to endanger or cause harm to the child. When a child is examined at the request of the
Department of Human Services, it shall be the responsibility and discretion of the Department, taking
into account safety issues, to notify parents/guardians who are the alleged perpetrators.

If an unwilling minor is brought in for a sexual abuse exam by a parent or guardian, the minor must
agree to submit to the exam after discussion with the physician, the nurse, social worker or other health
care provider, without the necessity of restraints or sedation. If the patient does not consent to the
examination, force should not be used. In this case, the examination should be postponed and
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scheduled for another time. If there is concern for a serious injury which requires immediate care/
intervention such as surgical repair, consideration for sedation and/or general anesthesia is warranted to
provide this treatment.

SECTION2 Support

A. When appropriate, the hospital/clinic should inform the patient of the option and benefits of having
additional support throughout this process. If a parent or guardian does not accompany the child,
hospital/clinic staff should offer to call in social work personnel, local sexual abuse advocates, or
suggest to the patient that she/he summon a family member or friend to be present during the process.

B. Upcoming steps in the examination, and their rationale must be explained to the patient throughout the
medical examination and interviewing processes.

C. If disagreement arises between service providers and/or with support persons, discussion should be
carried on at a later time or away from the patient.

D. Hospital/clinic personnel should assure that the patient’s questions are answered and information and
support is provided to the patient, family and friends. Give the “Child Sexual Abuse & Assault: What
will happen during the evaluation handout”, or equivalent, to the patient / family. This handout is
printed in the Appendix B1.

SECTION 3 Abuse History (including Domestic Violence Assessment), Medical History,
Examination & Evidence Collection

A. Assault/Abuse History.

If collection of trace forensic evidence is indicated, use the “Assault/Abuse History and Examination Form”

found in the Ohio Sexual Assault/Abuse Evidence Collection Kit. A copy of this form is also available in

the Appendix. In cases of sexual abuse beyond 72 hours or when other indications for using the evidence kit
are absent, the evidence kit should not be used in the medical forensic evaluation. The information to be
obtained includes:

1. Time, date and place of the abuse

Date, time of the exam

Sex, number and relationship of assailant(s), if known

Type of weapon used, if any

Type of penetration, if any

Did the patient douche, change clothes, bathe, urinate, defecate, brush teeth, rinse mouth etc. since

the last assault?

7. Was patient menstruating at time of assault? At time of exam?

8. Was the assailant injured or bleeding?

9. Was a tampon present at time of assault? At time of exam?

10. Was a condom used?

11. Description and condition of clothing (e.g. torn, dirty, bloody, etc.)

12. Has there been consensual intercourse within 72 hours?

13. Narrative history (as described by the patient). Record the patient’s description of the abuse. When
obtaining the history from a child, it is imperative that the interviewer asks only non-leading
questions and that the vocabulary used is chosen by and understood by the victim. A provider
experienced in interviewing children using guidelines to foremsic interviewing is highly
recommended to minimize difficulties with the gathering of this narrative history.

14. The Sexual Abuse History must be documented in duplicate on the Assault/Abuse History and
Examination Form. The original should be included with the Sexual Assault/Abuse Evidence

ANl el
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