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Sexual Assault Forensic Examiner Program
Guidelines for the
Care of the Sexual Assault Patient

Introduction

The care of the patient who has suffered the trauma of sexual assault or sexuedlbice
specializecknowledge and training to appropriately meet the emotional and medical needs of the
patient, while also addressing the forensic requirements of the criminal justice system. The State
of Maine recognizes the importanof a timely, victimmcenterednedicatforensic exam. This
approacltt an mini mi ze the patientoés t stheago@macy may p
and sensitivity oevidence collected.

For many reasons discussed below, we believe Sexual Assault Nurse/Forensic Examiners are the
best preiders to deliver that car@dhese guidelines, however, are intended not only for Sexual
Assault Nurse/Forensic Examiners but also for any health care provider who may need to

provide care for the sexual assault patient.

What is aNurse/fForensic Examiner(SANE/SAFE)?

A Sexual Assault Forensic Examinerisiealth care providevho has been specially trained to
provide comprehensive care for the sexual assault patient, demonstrates competency in
conducting a forensic exam, and has the ability to flaeteend/orexpert withness court The

majority of these providers are registered nurses with specialized training (Sexual Assault Nurse
Examiners or SANES), though physicians, nurse practitioners, and physician assistants can and
do train and function as SeaduAssault Forensic Examiners (SAFE#y provider who cares

for sexual assault patients is encouraged to obtain training.

For the simplification of discussion and to include all practicing examiners, the guidelines will
use the ter m énSeferiigdo,infoanatorespecificwoRegistered Nurses serving
in this role.

What is the need for theGuideline®?

The Sexual Assault Forensic Examiner Progra®@uidelines for the Care of the Sexual

Assault Patienthave been developed to assist heal#lnie providers throughout the state in the
challenging process of caring for the sexual assault patient. The goal is to optimize care and
reduce unnecessary variations in the practice of the sexual assault medical forensic examination.

These guidelineare intended as recommendations, not mandates. They do not invalidate the
protocols, policies, or practices already used within hospitals and communities throughout the
state. You are encouraged, however, to adopt recommendations that improve cuacticegr
and/or correct potentialags in treatment.



This document is divided into two sections. The first is a brief section er@iil@dal

Reference Guidelingg/hich offer recommendations in an outline form for easy reference. The
subsequentAnnotated Guidelingsprovide more in depth information and discussaswell as
additional information on Maingexual assault laws and othepitts important to thenedical
forensic examination.

Each of the two sections covers carehaf adult and aalescent patientPlease note that the
evaluation of the adult/adolescent patient is substantially different from that of the pediatric
patient. The approach to the pediatric patient is discussed briefly to assist those caring for the
pediatric patientbut appropriate referral is important in the care of the pediatric patient.

It is also important to recognize that both women and men are victims of sexual assault. In many
ways, the care of the male patient presenting with a history of sexual assamilasto that of

the female, but issues specific to the care of the male patient need to be kept in mind. This is
true also of other special populations including the elderly, the physically challenged, mentally
disabled, gay, lesbian, and transgendgrersons. These special considerations are addressed on
pages 6& 0 o fAnnbtatexl Giidelines 0

Why is there a need for theSexual Assault~orensic Examiner Program?

The SAFE Program began in response to the neeskithed andtimely care of the seial
assaultraumapatient andthe consistent anaccurate collection of forensic evidencehe

program provides training and technical assistance for healthcare providers in the care of patients
who have suffered sexualsasllt, in the use of the Maisex crimes k for collection of

evidence, anth how to be areffectivewitness in court. This national model utilizes an
interdisciplinary, communityased approach for the dignified and compassionate care and
treatment of sexual assault survivors.
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CLINICAL REFERENCE GUIDELINES

SECTION I: ADULT AND ADOLESCENT PATIENTS

A. GOALS OF THE SEXUAL ASSAULT FORENSIC EXAMINATION

1.
2.

w

N o g A

To recognizéhe sexual assault patient as a trauma patient with urgent needs.
To identify and treat injuries to the patient.

To follow standardized procedures thiycumentation of pertinent history, acallection
of forensic evidence from victims of sexual agsa

To assess riskndoffer prophylactic treatment for STDs.
To assess risk araffer treatment for pregnancy prevention.
To providesupportcrisis intervention, and access to patient advocacy services.

To develop discharge and aftercarenpléor the patientcluding assessment and
provision for patient safety.

B. CRITERIA FOR THE SEXU AL ASSAULT FORENSIC EXAMINATION: CONSENT
AND REPORTING REQUIREMENTS

1.

2.

3.

TIMING
a. Anappropriate forensic history and physical examination should beinlafiecases
of sexualassault regardlesd the time elapsed between the time of the assault and the
examination

b. Aforensic evidence collectidat (Maine state sexroneskit) should be used if there
is a history of sexual assault upsalays prioto arrival at the emergencgpartment.
[Consider a modified examination (vaginal and cervical swabs and known blood
sample) up to 14 days post assault depending upon the patient history of assault.]

CONSENT

a. Thepatient must consentto have dorensic examination and evidence collection
addition tothe usual consent for medical evaluation and treatniétite patient is
unconscious and unable to give consent and evidence will be lost due to treatment
procedures and time, it is recommended thig@nsic evidence be collected using an
Aanonymous kit o Geepdade28¢ ni BHrmcgbedi Guidelidesfor e .
collection of forensic evidence from the unconscious pati€ee page 11, Section |,
or page 28 of the mMAMmMamdamAymau Guk idted | an@lslic

b. The patient may choose to report the assault to law enforcement, or to have an
Afanonymous kito collected.

SEXUAL ASSAULT NURSE EXAMINER AND SCOPE OF PRACTICE IN MAINE

If a Sexual Assault Nurse Examiner (SANE) is perfimg the examinatiorthe patient

mustbe 15 years of age or older. Nurses trained subsequent to January 2007 have been
trained to care for patients 13 year of aged and older, as have nurses who attended

3



specialized training on care of the young adoéent sexual assault patient. However, the
SANE may assist and advise in care of younger patients, with direct sigpenfishe
attending physician. This practice is encouraged.

. MANDATED REPORTING

Guidelines for mandated reporting must aledddlowedin cases involving minor&ny
patient under the age of 1&g elderly autistic, and mentally retarded adul&ee
detailed discussion of these populationthe iAnnotated Guidelings pages 69, 70 and
AppendixD, Maine laws applicable tine medical forensic exam.

C. INTAKE
1. TRIAGE

3.

4.

Thetriage nurse should obtain basic information from the patient and avoid further
in-depth questioninglnformation should include:

e date andime of the assault

¢ |ocation ofthe assault (i.e. city down)

e whether law enforcement has been notified, and, if not, if patienmeddaiv
enforcement be notified

. ASSESS FOR INJURIES OR ACUTEEDICAL PROBLEMS

Complete triage for physical injuries or any urgent medical needs anderaedical
interventon by an emergencyegartment practitioner as needed or if requested by the
patient Strangulation is commonly used by sex offenders as a way to immobilize the
victim. It is therefore, important @ways assess the patient for signs and symptoms of
strengulation and to document any findingsor more information on strangulation injury
see page 62.

AVOID LOSS OF EVIDENCE

a. Remain sensitive to the need for preservation ofemad while attending to initial
urgent medical needs

b. Instruct thepatient to not eat, drink, smoke, urinate or defecate if at all possible.
Information should be provided to the patient that by not complying with these
instructions, evidence can be lo$itpatient must urinategollect a specimen for
pregnancy testopand/or drug testing if there is suspicion of drug facilitated sexual
assault. Maintain chain of custody of the specimastruict thepatientnot to wipe or
washbefore or after urinating

CALL IN RESOURCES

a. Call in the SAFE Examiner should ba SAFE if at all possible. Otherwise the
provider in the emergency department most experienced with treatment of sexual
assault should provide the care.

b. Contact the Sexual Assault Support Advocate
c. Contact the appropriate law enforcement ageidgsired by the patient.
d. Contact any family members or friends as the patient desires
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PROTECT PRIVACY, COMFORT, AND CONFIDENTIALITY
Place the patient in a private locationre@amroom as soon as possible.
Allow the patient to remaifully clothed.

o T p o

Keep the patient informed regarding the expected arrival ahtaminer, sexual
assault advocate, and law enforcenudficer.

D. EXAMI NERG6S | NI TI AL CONTACT WITH PATI ENT

ESTABLISH RAPPORT. INTRODUCE THE ROLE OF THE SEXUAL
ASSAULT FORENSIC EXAMINER.

1. Examiner should introduce self and di ¢

2. Explain carefully:
a. The purpose and components of the examination.

b. That other medical concerns, including STD treatment and pregnancy
prophylaxis will also be addressed during the assessment.

C. The patientodos ability to consent t
the potential impact that declining a given procedure could have on the
completeness of the evidence collection

d. The availability of an anonymous forensic evidence collection if the patient has
not yet decided to report the assault to law enforcement, and that the evidence
will be stored for at least 90 days by law enforcement.

3. Inform the patient that cesof the medical/forensic examination done utilizing the
Maine sex dmeskitwi | | be covered by the Victimsé
includes STI treatment and pregnancy prophylaxis.

4. Fully discuss issues of informed consent with the patientandeampl Al nf or me d
Consent o for ms.

E. HISTORY AND DOCUMENTATION

1. RELEVANT LEGAL CONCERNS

a. Information given to health care providers for the purposes of medical diagnosis and
treatment is not subject to the medical exemption to the hearsa§Appemlix D).
Record the history in the patientds own
possible.

b. Itis important to identify andodument relevant items of the history and examination
that speak tany useof compulsiorwhichisiit h e u s elforcd, a thréayts use a
physical force, or a combination thereof that makes a person unable to physically repel
the actor, or produces in that person a reasonable fear that death, serious bodily injury,
or kidnapping might be imminentlgflicted upon thapersonoa not her human
(17-A M.R.S.A. 8 251(1)(E)). This documentation is importantf@dical forensic
diagnosis and treatment. See discussigi\iimotated Guidelines pages 3435.
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2. GENERAL PRINCIPLES

Obtain history in a privat quiet settingldeally, limit people in the examination room
to the patient, the forensic examiner, sexual assapftort centeadvocateand other

a.

e

essential medical personnel as needed.

Avoid repetitive questioning when possible. For examplet, hirstory taken at triage

desk to essential informationash o v e

Guidelineso).
guestionsavoid leading questions.

(on .
Al patientuederstands nAsk opamdedw o r d s

page 4, C. 1

With the adolescent or devetopntally delayed adult, use special caution to avoid

leading questions or vague language. ldentify how the patient refers to body parts

and use that language.

It is advised that each institution have a standard sexual assault forensic medical
documatationform for the forensic history and examination (see example attached
in AppendixB). The triplicate Patient History and Inventory forms in the Maine

state sex crimes kitmust also be completed One copy goes into the medical
record, one to law eafcement if the patient is reporting the assault, and the other

into the kit for the crime lab.

Essential components of the history of assault include all of the below.

Note: Much of this history can be collected with the assise of the forms ithe Sexual
Assault Forensic Examitian Record and the Maine state sexneskit, but do be sure to
include a narrative history with the use of dirgabtations, adiscussed above.

e Date and time of assault
e Place of assaul
e Physical surroundings (inside,

outside, woods, beach, car, room,

rug, dirt, mud, grass, etc.)
e Number of assailants

e Description of the assailant(s)
e Description of the sexual acts
demanded and/or performed

including presence or absence of
vaginal contact, anal contact, oral
contact with genitals or anus, non

genital contact (licking, kissing,
biting, suction injury)
¢ Contat, penetration or attempted

penetration by penis, finger, mouth
tongue, or object and at what site

(oral, vaginal, anal)
o Whether ejaculation occurred, if
known, and at what location

Whether lubricants were used
Whether condom was used

Whether injuries were sustained duril
assault, and where

Whether patient was strangled
Whether there wasse of threats,
restraints and/or other physical coerc

Whether there was use of weapons
and, if so, what type

Whether patient has experienced pai
other medical symptoms since assau

Whether the assailant was injured
during the assault

Whether there was known or suspec
involuntary ingestion of alcohol/drugs
Whether there was known or suspec
involuntary ingstion of alcohol/drugs
Whether patient experienced loss of
consciousness or memory loss
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f. History of postassault activities of patient should include whether patient has:

and
t
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¢ Urinated e Eaten or had anything to drink
e Defecated e Washed/bathed/showered

e Vomited e Changed clothing

e Douched e Smoked

e Used sanitary pad/tampon e Combed or brushed hair

¢ Brushed teeth, gargled, rinsed, or flossed

g. Medical history should include:

e Menstrualhistory, including last Tetanus and Hepatitis B immunization
menstrual period status

e Pregnancy(ies); vaginal delivery(i Current medications (include over the

counter medications)

History of constipation, diarrhea, rectal

e Recent injuries (anal/genital/othe

from other sources/events bleeding at any time; other chronic

e Known or possible current rectal/anal problems; rectal pain
pregnancy preceding the assault

e Current use of birth control e History of constipation, diarrhea, rectal

¢ Recent consensual sexual activit' bleeding at anyime; other chronic
(within 72 hours) rectal/anal problems; rectal pain

e Medication allergies preceding the assault

e Other relevant past medical history
and/or surgeries

F. EXAMINATION
GENERAL PRINCIPLES

1. As duing the history, limit the number of people in the examination room to the patient,
the forensic examiner, sexual assault support center adyandtether essential medical
personnel, as neededhere is no medical or legal reason for a law enforcement
officer or detective to be present during the forensic history taking or to observe the
examination, and theyshould notbe present. If the patient requests the presence of
a friend and/or family member, these requests should be honored if possible oribe
potential drawbacks to this are discussegrivately with the patient. These drawbacks
include: the potential risk of cross contamination of the evidence in a crowded room, the
patient feeling unable to speak freely regarding assault details, arelf@ktithat the
friend/family member could be called as a witness should the case go to trial. Suggest
that the friend/family member leave the exam room during higéding.

2. Use only the state approvithine state sexrineskit. Other materials nyabe
hel pful/required. Armetated Guidelieasospager3®@ | i st ed

3. Maintain chain of custodyThe examiner should have physical possession of
the kit/evidence at all times. Never leave the kit unattended.

4. Use powdeifree gloves throughout the examination, changing gloves frequently and
whenever the potential for cross contamination exists.
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5. Allow all samples to fully air dry in an appropriate rack (expect a minimwnehour
for full drying).

6. Never use heat to dry specimens.
7. Nevetlick an envelope to seall envelopes in the sex crimes kit are sstfling.

8. Smears are being eliminated from the sex crimes kit. While smears remain in the kits in
use at the time of the writing of the gelohes, there is no need to do smears. New Kkits
will not have smears.

9. In generalgcomplete all segments of the examination unless not indicated or declined
by the patient Always document the reason the specimen was not collecied

10. Return all compnents of the kit to the kit box, whether used or not. (If no collection
made, indicate that on the appropriate envelope). Place unused items in the plastic bag
provided mar ked i Blace gastd bafjp thenkit;af therenis rot.sgace
in the kit, put it in the transport bag with the clothing and indicate that you have done so
on the kit paperwork. Clothing and additional items should be placed in transport bag.

11. For tracking purposes, each kit is assigned a unique tracking numbentaidsca group
of labels printed with that number. One label should go on each component of the kit that
is collected for chain of custody purposes;
medical record.

12. Use the bags/containers provided in thelkidditional evidence bags are required, use
only clean unused paper bags or clean white envelopes, not pl@sige evidence bags

with tape. Do not staple

13. Wet evidence should be air dried before packing. If clothing evidence is wet and cannot
be fully dried, report this to law enforcement when evidence is picked up.

14. Use nospreserved, sterile water/distilled wateot salineo moisten swabs.

15. Be sure that the suspecgaairceof all collected specimens is noted on the collection
envdope when relevant (e.g.: in the collection of dried secretions it is important for the
lab to know if the specimen is suspected saliva or suspected semen).

G. MEDICAL EXAMINATION AND EVIDENCE COLLECTION
INTEGRATE THE MEDICAL AND FORENSIC EXAM

a. Takethe comfort of the patient into consideration when determining the order of the
exam.

b. Conduct parallel physical and forensic exams.

A fihead to toeo physical assessment shoul d
evidence collection. The phkical assessment should include:

Head to toe palpation of all body surfaces and observation for potential injuries.
Skin survey.

Genital and anal exams.

Vaginal exam using a speculum (unless injuries or patient age or condition
prohibit). A bi-manual exm should not be done unless clinically indicated

must be done only by a physician or advanced practice provider
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c. Be cautious to avoid disturbing forensic evidence during the examination prior to
collection (e.qg. collect forensic evidence by siialy prior to palpation).

d. Ongoing consentThe patient should receive an explanation of each component of the
examination and hawie option to decline any portion of the examination once the
potential consequences of failing to collect that evidanealiscussed fully with

her/him.
e. The general components of forensic evidence collection are listed Heétaled
instructions for each step are found ithei Annot at ed.0oGui del i nes

Components of the forensic examination and collection of evedierctude:

1. Oral swabs 8. Fingernail Clippings/Swabbings

2. Nasal swabs 9. Known Blood Collection

3. Debris Collection 10. Pubic Combing

4. Clothing and Foreign Material 11. Known Pubic Hair Sample
Collection 12. Genital/Penile Swabbgs

5. Skin Surface Assessment 13. Genital Examination

6. Dried Secretions Collection 14. Vaginal Swabs
(See below (f) for double swab 15. Cervical Swabs
method of collection of dried 16. Anal External Exam
secretions) 17. Anal Swabs

7. Known Head Hair Sample 18. Miscellaneous Evidence Collection

f. Double Swab Technique:With the collection of dried secretions it is helpful to use a
double swab method Open a swab packet and moisten two swabs using sterile,
distilled water. Use appkimately two drops on each swab. Thoroughly swab the area
with both swabs using moderate pressure and a circular mgtvabping from the
periphery to the centerReswab the area with two additional dry swabs, using similar
pressure and movements ks first swabs. The dry tip is rotated over the skin to
recover the remaining moisture. Roll over the entire area to ensure all moisture is
recovered.

Air dry the two pair of swabs and package each pair separately in the swab boxes
provided in the kit

H. URINE, BLOOD AND EMESIS SPECIMEN COLLECTIONS

1. WHEN TO COLLECT

If the patient presents with drowsiness, memory loss, impaired motor skills, etc., or there
is other reason to suspect fArape drugo us
bl ood and/or urine samples collected for
adults, do not collect blood or urine samples if there is no clinical indication for alcohol

or drug testing.

2. MINORS

In the case of a minor, if there is any historglomical suspicion of alcohadr drugs

being provided, alcoha@nd drugevels should be obtained. (If assault cannot be proven,
the provision of alcohddirugsitself is a crime that may be prosecuted and thus requires
forensic testing).



3. TIMING

Cadllect a urine specimen if suspected ingestion is within the preceding 96 hours. If within
the preceding 24 hours, collect both blood and urine specinifeth& patientvomitsand

it has been less than four (4) hours since ingestion, the emesis shoalktied in a

sterile collection cup. ltheemess isa driedstain(i.e., vomiuson clothing) the stained

item shouldoe sent to the lab for testing.

4. METHOD OF COLLECTION

Urine: Using the urine container provided or a sterile hospital urine ioent&ollect at

l east 100ml of wurine. Label the jar with th
place in the zip |l ock bag and cl ose. Pl ace
Seal the bag, attach a tracking label and fill out theimédion requested. Be sure to

notethe date and time the specimen was collecteshd estimated time of drug

ingestion.

Blood: Using two 10 mbr five 4ml gray toppedpotassium oxalate and sodium fluoride)

blood collection tubes, withdraw a sample frma patient allowing blood tube to fill to

maxi mum vol ume. Label the blood tubes with
encl osed bubble pack; seal. Pl ace the bubbl
Seal the bag, attach a tracking lalaed fill outall information requestedBe sure to

note the date and time the specimen was collectadd estimated time of drug

ingestion.

Emesis: If the patientvomits and it has been less than four (4) hours since ingestion of
drugs, the emesis shid be collected in a sterile collection cup. Collect in a urine
container, label, attach tracking label and fill out all information reque&ediure to

note the date and time the specimen was collected and estimated time of drug
ingestion If theemess isa driedstain(i.e., vomituson clothing) then the stained item
should be sent to the lab for testing.

5. TRANSPORT

Chain of custody must be maintained.

Urine: The urine should be packaged separately from the sex crimes kit and turned over
to law enforcement with maintenance of the appropriate chain of custody. Be sure that
law enforcement is aware that if the evidence will not be immediately transported to the
Health and Environmental Testing Lab, the urine shoulddzen. Otherwise, the

specimen should be refrigerated.

Blood: The blood specimen should be packageparatelyrom the sex crimes kit and
turned over to law enforcement with maintenance of the appropriate chain of custody.
Tell law enforcement that if the blood will not memediately transported to the Health
and Environmental Testing Lab in Augusta, the blood should be kept refrigerated (not
frozen) until later transportDo not freeze blood tubes, they could explode.

Emesis: Emesis should be packaged separately flwarsex crimes kit, and turned over

to law enforcement. Tell law enforcement to freeze the specimen, if possible. Otherwise,
refrigerate the specimen if the emesis will not be immediately transported to Health and
Environmental Testing Lab in Augusta.

All specimens should be sealed with evidence tape or hospital tape. Write your name
and the date across the tape and onto the container.
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|. PACKAGING OF EVIDENCE, CHAIN OF CUSTODY, AND DISPOSITION OF KIT

1. Follow the instructions in the Maine staex ecimeskit for packaging of materials.

2. Attach a tracking label to each envelope/bag obtained and fill out all information
requested.

3. Tape bags closedp not staplePlace initials across tape.

4. Return all envelopes to the kit, marking unusasgelopes and bags in a way to denote
that no sample was collected.

5. Seal the kit with the enclosed AEvidenceo
seal. (If evidence tape tears, any tape may be used to secure the Kkit.)

6. Complete the Exdience Collection Inventory Sheet from the semeskit.

7. Fill out all information requested on the kit box 1dpILESSthe kit isanonymous
(patient not reporting to law enforcement at this tinf&)r fianonymous kits place only
the tracking number otthe outside of the kit.

8. If the patient has chosen to not report and have the kit collected anonymously, be sure to

attach a tracking |l abel to the APatient C
enforcement agency taking possession of theahi, give it to the patient prior to

di scharge. This card reviews the patient
enforcementBe sure there is also a record of t

Sexual Assault Foreit Medical Examination Repioiorm in the hospital

9. To preserve chain of custody, the examiner cannot let the kit out of his/her control until
the materials are turned over to law enforcement.

a. If the case ireported to law enforcement the materials go to the investigating
officer from thelocation of the assault

b . | f &nbmymocusa sehé sméterials go to the | a
town, city, or countwhere the hospital is located.

J. MEDICAL TREATMENT

The following areorief summaries of recommended edical treatments. Please refer to the
AAnnotated Guidelingsfor fuller discussior{pages 562).

1. Pregnancy Prophylaxis

e The availability of pregnancy prophylaxis should be discussed with each patient of
child bearing capacity and, unless the patigcurrently using a reliable method of
birth control, treatment should be offered.

e Current evidence favors use of Plan B (Levonorgestrel 0.75 mg.) in a combined dose of
two tablets (total of 1.5 mg.), taken together at the time of the medical/foreasic ex
(Some hospital pharmacies stock Levonorgestrel 1.5 mg.)

e Treatment should be initiated as soon as possible following the assault, but may be
effective up tdive dayspost assault.

e Pregnancy testing is not medically required for the purpose of pregpesghylaxis,
but is advised to assess for possible pregnancy predating the assault.
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2. Sexually Transmitted Disease (STD) Prophylaxis houl d be of fered. Tes
is controversial, but there are strong arguments for proceeding with Spbyfaxis
without testing at the time of the initial assessment, and doing STD testinavhen
clinically indicated for other reasons. Further discussion of this topic and current
recommendations for STD prophylaxis can be found in the expanded gusdptges
54-62).

The following is a brief summary of treatment guidelines. Please refer to the full discussion in
thefAAnnotated Guidelines 0

Gonorrhea
Ceftriaxone250 mg. IM
OR

Oral Alternatives
Cefixime 400 mg.(SupraX)
OR
Ciprofloxacin 500 mg. paia single dose
(If a serious cephalosporin allergy exists, Cipro might be considered, but the need for
follow up testing would need to be emphadizBecause of the emergence of
Fluoroquinolone resistance, this is no longer a recommended alternBovenore
information about Fluoroquinolone resistance, see page 54.

Chlamydia
Azithromycin 1 gram po in a single dose
OR

Alternative for macrolide antibiotic allergy:
Doxycycline 100 mg. po bid for 7 days.

Bacterial Vaginosis and Trichomoniasis

Metronidazoé 2 grams po in a single dose
(Consider delayed treatment. Do not use with recent alcohol ingestion.)

3. Hepatitis B vaccination status should be assessed and vaccination series initiated if the
patient is unvaccinated.

4. Genital Herpessymptoms shodl be discussed and the patient should be instructszkto
their PCP oreturn for antiviral treatment if symptoms arise.

5. Syphilis: Ceftriaxone in the 250 mg. dose may be effective for incubating syphilis.
Follow up medical care, including syphilissimgy, should be recommended to the
patient.

6. The need foHIV prophylaxis should be evaluated and recommendations for HIV testing
should be discussed with the patieBee the discussion in th&nnotated Guidelings 6
page 56.

7. Follow up carepostassault should be encouraged with a primary care physician or
Family PlanningPlanned Parenthoddo to four weeks following the medical forensic
examination. Encourage the patient to bring her/his discharge instructions to the follow
up appointment.
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K. DISCHARGE PLANNING

1. Atthe time of discharge the patient should be provided with oral and written discharge
instructions. This information should be
and language.

2. If the sex imeskit is being collected anonymously, remind the patient that law
enforcement must hold the kit for at least 90 days. After the 90 days the kit may be
discarded. Be sure the patient has the contact information on the card provided in the kit.
Let the patient knowhat some law enforcement agencies keep kits for longer periods of
time. A patient can report the crime at any time in their life. If the patient is reluctant to
report, remind her/him that the sexual assault support center can assist with the process o
reporting.

3. Working with the patient to create a safety plan is a priority. Discuss transportation
options to a safe place. The sexual assault advocate can assist in safety planning.

4. Other discharge planning information might include refercatetlth care providers for
follow-up medical care or mental health needs related to the assault; referral to local
sexual assault support center; instruction regarding medications prescribed.

5. In addition to medical follow up, there may be a neatbtument developing or healing
injuries as well as resolution of healing. This documentation is best done by the health
care provider who did the initial examination. If this is not possible then this
documentation shoul d b earapoowvider obogherthdaleh cggeat i e
provider such as Family Planning or Planned Parenthood.

6. Coordinating patient discharge needs with the sexual assault advocate and law
enforcement (if appropriate) can be helpful. Be&nnot at ed pagad3del i nes

L. PHOTODOCUMENTATION

Photographs are legally part of the hospital medical record; photographs or copies should not
be given to | aw enforcement or the Distric
consent, or a subpoena. It is recommended thagital, single lens reflex camera with a

good macro lens, ring flash and ring light (for internal photos) be used. Photos can be burned
onto a CD or saved on a memory card and st
record.

1. Taking photographs gfatient injuries should be routine, with patient consent.
2. ldeally, photos should be taken by the forensic examiner.

3. Explain the purpose of the photos, the extent and approximate number that will be
taken, procedures to be used, uses of photograpimg) diavestigation and prosecution,
who may see the photos, and the need for possible foifpphotos.

4. Photos can be taken at any time during the medticahsic exam and as injuries are
observed.

5. Always create a link between the patient and the photbgragaving a full frontal
photo of the c¢clothed patient and one of
to be clear and framed appropriately using anatomical landmarks whenever possible.
Use an inch/centimeter scale or ruler for size; daigetscale in all photos of the
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injury. Take at least two to three photos of each injuspe from a distance with body
landmarks, one closer, and one quite close. More photos are better than tBmfew.
not delete photos.

6. Follow-up photos are aimportant part of the medical record, as they document
emerging/evolving injuries as well as healing/resolving injuries. If possible, falfpw
photos should be taken by the examiner who cared for the patient. If this is not
possible, local law enforcemecan take followup photos of all but angenital
injuries

M. DOCUMENTATION

1. Documentation should be performed using the forms isttite sexmmeskit (Patient
Assault Information and Evidence Collection Inventory) and the hospital Sexual
Assalt Medical Forensic Examination documentatforms (see suggested forms in
Appendix B).

2. The two sex crimes kit documentation forms are in triplicate. Copies of thealyes
of the Maine state seximeskit clinical forms(patient assault informaticemd
inventory forms)xhould be included with the hospital documentation recdle: other
two copies of these fornshould be distributed as directed on the bottom of the
triplicate formsto law enforcement and the St&emeLab.

3. Itis recommendethat the hospital Sexual Assault Medical Forensic Examination
medical record, including photographs, be kept in a separate, locked location in the
medical records department. The remainder of the medical record from that visit (for
example, the emergendgpartment medical record and labs) should be stored in
medical records per usual protocol. If all medical records are computerized it is
recommended that access to the sexual assault medical record be limited.

N. BILLING
State law requires that hosgdg and other providers of services for sexual assault
medi cal / forensic examinations bill the Victim

related to the forensic examination and medical treatment relevant to the assault (such as

pregnancy and STDrgphylaxs). DO NOT placeVi ct i ms & Compensation Prc
paperwork in the sex crimes kit; rather, follow hospital policy regarding billing. See

details inAnnotated Guidelinepage 67.

O. QUALITY IMPROVEMENT

Health care providers involved in t8AFE Program should have mechanisms to ensure that
the quality of their response to patients is optimal. This can inclugeiog training and

education, supervision, peer chart review, and case review. In addition, it is important that
SAFEs obtain fedback and solicit dialogue from other disciplines that work with sexual

assault victims including law enforcement, sexual assault support center advocates,
prosecutors, victim advocates and others involved in the local Sexual Assault Response Team
(SART).
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SECTION II: PEDIATRIC PATIENTS

Evaluation of sexual abuse/assault in pediatric patients requires a significantly revised
approach. Some general principles, however, will bereed below to give initial assistance
when a pediatric patient presents with a complaint of setueade/assault

In general, unless the health facility at which the child presents has trained pediatric forensic
interviewers and specially traineaperiencedpediatric forensic examiners, the medical

interview and necessary initial examination should be followedfbyeasicinterview and

pediatric forensic evaluation at a qualified facility or by Child Protective Services (CPS) or Law
Enforcement.

Pedatric forensic interviews areomprehensiventerviews that follow established protocols.

They are time consuming, require a specially trained interviewer, and are outside the scope of the
pediatric sexuahbuse/assaudtvaluation in the emergency depagtmor other health care

facility. Repeated interviews of a child may not only be stressful for a child victim, but may
contaminate the forensic interviews.

Any questioning of the child should be limited to that necessary for the immediate medical
assessent and treatment and should follow the guidelines below

A. ALL HEALTH CARE PROVIDERS ARE MANDATED REPORTERS.

Details of the Mandat ed Rmgabed Guidaligesd e@Pug & e m
andin Appendix D This includes discussion of thkatlenges regarding consent and
mandated reporting that can arise in treating the adolescent pa&tibanh reporting:

1. Notify Child Protective Services (CPS) for any suspected abuysePS will
determine if an investigation is needetthe Central Intake pime number for all
reports isl-800-452-1999.

2. Notify the District Attorneyods office
occurred(see DA telephone numbéarsAppendixC).

B. USE AVAILABLE RESOURCES

Suspected child abuse cases are fraught wWifibudties. Strongly consider contacting a
specialist to discuss the best management of the case and to arrange referral for a specialized
pediatric forensic examination.

e Spurwink Child Abuse Clinic phone consultation is available 24 hours a day at
1-800-260-6160.

e Sexual assault support center advocates are available 24 hours a day for both the
patient and the parent or caregiver.
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C. HISTORY

1.

In addition to the presenting history, it is important to obtain a medical, developmental,
and saial history.

Always get the history from the accompanying adultvithout the child present
Neither the triage nurse nor any subsequent providers should obtain a history from the
parent (or other accompanying adult) with the child present.

The dild should be interviewednly if there are medical findings of blunt penetrating
trauma on the examination and the clinician feetfsedical interviews necessary to
establish mechanism of traum@he pediatric medical interview would thereféo#ow
the examination, and is coverigdl., page 19.

4. If a child makes a statement in your presence, record it verbatim.

PEDIATRIC EXAM - GENERAL PRINCIPLES

1. ABOVE ALL, DO NO HARM .

2. Take time to establish rapport.
3. Avaginal exam is neverditated in the prepubertal female unless unidentified bleeding

and trauma are present, and then it should be performed under anesthesia by a specialist.
Use your own judgmentconsult with the Spurwink Child Abuse Clinic or with the ED
physician when caidering a vaginal examination on a young adolescent female who has
started menstruating.

4. Have a supportive adult available in the rodaning the examUnder no circumstances

should a possible perpetrator be allowed in the room during evaluatio

5. A speculumdoes notaid in visualization of the hymen astiould not be usedn

prepubescent girls.

6. The sexual abuse examination of a child consists of visualization of the external anogenital

structures and n girls the hymen, and does notme@uspeculum or insertion of any other
instrument into the vagina.

7. Do not restrain an older childf an older child is uncooperative, or refuses to be

examined, and the examination is critical, consider consultation with a pediatric forensic
speciaist for emergent referral and examinatiddO NOT anesthetize an uncooperative

child.

8. Digital-anal and anoscopiexaminations araever indicated.
9. The hymen of prepubescent child is sensitimadnon elastic and shoultbt be touched

E.

or penetragd withanything includinga swab speculum, or finger

PEDIATRIC EXAM -WHO TO EXAMINE

1. Non-acute sexual abuse evaluations do not belong in the emergency department.

2. If the examiner is uncertain whether forensic evidence collection tabedi, please call
the Spurwink Child Abuse Program for advice &80D-260-6160.
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3. Not all children who present with a concern of sexual abuse need to have forensic
evidence collectionMost children require only a brief screening examinatioaiskess
for evidence of acute, blunt, penetrating trauma. The mechanism of abuse with children
may not involve penetration, contact or ejaculation.

4. If there is not a question of sexual contact within the preceding 72 hours there is time to
consider aeferral to gpediatric forensic specialist A screening exam for trauma
including a complete skin survey and external genital and anal inspections is appropriate.

5. The American Academy of Pediatrics recommends forensic evidence collection if there
has been a suspected sexual asgatitte previou¥2 hours.However, studies suggest
that forensic evidence is not likely to be fowrdthe child if the assault is greater than 24
hours old. Over 90% of children with positive forensic evidence wereveiten 24
hours. The majority (95%) of evidence was found on clothing and linens. After 24 hours,
except for one pubic hair, all evidence was recovered from clothing/linens. No swabs
were positive for blood after 13 hours, or for semen/sperm afteui$(Christian, et al.,
Pediatrics July 2000).

6. Forensic evidence collection is not indicated when inappropriate sexual behavior/contact
occurs between prepubescent children.
F. PEDIATRIC FORENSIC EXAMINATION -- MODIFIED FROM THE ADULT
EXAM
In general, avoid invasive procedures in children.
Collect oral swabs only if there is a historyvety recenbral contact.
Do not do nasal swab collection or nasal mucous sample.
Do not collect fingernail clippings or scrapings on very yountfoém.

a bk~ w0 DdhPRE

Unless blood is otherwise being drawn for medical purposes, do not obtain the known
blood collection. This can be collected at a later date, if needed. If appropriate, collect a
buccal swab.

o

Do not collect the known head hair sample.

7. DO collect clothing and tell law enforcement to get appropriate clothing/linens from
home (see E.5. above).

8. In place of collecting pubic hair combings, carefully examine the thighs and external
genitala for any loose hair or fiberdf found, collect angpackage irthemiscellaneous
collection envelope Label appropriately.

G. PEDIATRIC EXAMINATION

Prior to initiating a genital examination, the child should have a head to toe screening
examination for signs of physical abuse and neglect.

H. PEDIATRIC GENITAL EXAMINATION

1. The Prepubescent Female and/or Young Adolescent Female

a. After external genital inspection, the labia minaravisualized using gentle labial
separation.The hymen is then visualized using labial tractidinis is dondoy genty
graspng the labia majorand puling gentlyoutward andlownward
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b. The vaginal mucosa in a prepubescent chigkisemely sensitive

c. Use damp swabs to wipe the external genitalia, inner folds of the labia majora and

inner labia minca, and perineal areBXTERNAL to the hymen.Do not insert
swabs into the vaginaf aprepubscentgirl. This is painful for the child and can

cause iatrogenic trauma. Dry the swabs

envelope of the Kit.

d. A speculum (of any sort) shoutgtver be used on a prepubescent girl.

e. If a source of bleeding or the extent of intravaginal trauma in an acute assault cannot
be determined, or if a foreign body may be present, immediate referral to a specialist,
suchas a gynecologist or pediatric surgeon, for examination and evidence collection

under anesthesia and if possible surgical repair is indicated.

f. Positioning:

iv.

Younger children may be examine:
on the exam tdb or on a chair.

Labial traction, applied by grasping the labia majora and gently pulling ¢
and down, will allow the examiner to visualize the hymen and surroundi
structures.

Any suspected hymenal defect should be visualizéd thve chitl in both a
supinefrog leg and prone knee chest position to confirm its presence.

Anal examination can be done in a supine knee chest position while ap
gentle buttocks traction.

2. Prepubescent Male/Young Adolescent Male

a. Position théoy in either a senriecumbent or supine position.

b. Inspect the genital area.

c. Use damp swabs to gently wipe around the penis, including the base of the penis.

In the circumcised child, inspect the glans, urethra, penile shaft, teste
scrotum.

In the uncircumcised child, inspect the foreskin, penile shaft, testes and
scraum. If the foreskin easily retracts, inspect the glans and urdtleaer
forcibly retract the foreskin. This could potentially cause trauma with
resulting medical complications.

With the child supine, bring the knees up so that he is in a krest c
position, and inspect the underside of the scrotum and the perineum.

Dry and place in the appropriate envelop&ver insert a swab into theurethra.

d. Swab theerineum and perianal areas. Dry and put in the appropriate envelope.

Neverdo a digital-anal, or anoscopicexam on a child during a sexual abuse
examnation!
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. MEDICAL INTERVIEW OF THE CHILD

It is preferable that children not be interviewedha emergency department. However,

should a medical interview be necessary it should be guided by the recommendations below.
Any interview should be a focused medical
interview will only cover such matters misues necessary to explain the physical findings

and not include peripheral details such as location of the incident(s), clothing, or threats, etc.
Document any statements from the child inc
medical interview.

1. Criteria for the Focused Medical Interview

o The medical interview of the child is conducted to help establish mechanism of
trauma, and need for medical treatment only if there are positive physical findings of
blunt penetrating trauma (gross bleedamgl submucosal hemorrhage) on physical
examination.

¢ A medical interview is not indicated in suspected sexually transmitted diseases or
suspectedonacutesexual abuse.

e Use particular caution interviewing young, rodevelopmentally delayed children.
If in doubt, call the Spurwink Child Abuse Program Forensic Examinegat-
260-6160.

2. General Principles of the Medical Interview

e Only the examiner should question the child. This avoids confusing the child and
maintains the integrity of the medichistory.

The parent/accompanying adult shontit be present during the interview.

Use the childés own | anguage, including
description of events.

Limit questions to those required to establish possible mechanisnuif. inj
Verbatim questions and answers should be documented, with the use of quotation
marks.

e If the child makes a spontaneous statement, record it verbatim in the medical record.

3. Questions
Questions should be general, ogmrded, and neteading. Some examples include:

e Ask the child to tell you his/her name for body parts, for example:

AWhat do you call these?0 and point t
AWhat do you call the place where pee
AWhat do you call the place where poo
AwWhat do you call the place where a b
to a girl).
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eiDo you know why you are here?o

For a negative response, you can progress to:
AHas anything happened to you that vyou
AHas s omeonreytehviemg dtomeyau t hat you didn
For a positive response, ask the child to tell you about it.

For a nonspecific response |ike, Al was
say something |ike: AThese wordk can mea
When you were _ , what happened?o
el f you need to move toward a more directiywv
your body parts involved?o
For an affirmative response, ask the child to tell you which body parts.
e You can ask who did this to her/hm . Ask, dAWhen (rest a
said), what body parts of were it
o Askif touched any other body parts.

4, WhenNOT to Question a Child

If the child is too scared, too traumatized physycall emotionally, or is developmentally
unable to answer these question, do not question the child. Do not do repeated interviews.
This can confuse a young child.

PEDIATRIC EXAM: SEXUALLY TRANSMITTED DISEASES

1. Studies for sexually transmittedsdases should be done if there are findings suggestive of
infection, such as discharge, or if there is evidence of another sexually transmitted
disease.

. There is no need to do vaginal cultures for Gonorrhea and Chlanmydiee NAAT
(nucleic acid amigfication test)testing isnow usedfor screening for Gonorrhea and
Chlamydia. The specimemust be a full voided specimemot a clean catch If screen
is positive, the child needs to be referred for full pediatric forensic evaluation and
cultures.

3. If vesicles are present, herpes culture and typing should be 8peeify on laboratory
request form that this is a pediatric cafehe culture is herpes positive, type specific
identification testing MUST be done.

4. If there is evidence of pemal infection in either girls or boys, anal cultures for
Gonorrhea, Chlamydia and a bacterial culture should be obtained.

5. Urethral cultures in boys are not indicated in the absence of discharge. (Smegma is not a
discharge.)

6. If there is evidene of acute blunt penetration by unknown or multiple perpetrators, HIV
testing and prophylaxis is indicated after consultation with a Pediatric Infectious Disease
specialist (contact hospital ID specialist). HIV prophylaxis must be initiated as soon as
possiblewithin 72 hours of assault, and after baseline HIV testing and other appropriate
bloodwork is done.

N

20



7. Prophylactic antibiotics are usually not indicated in prepubescent children unless there is
significant trauma requiring surgical repair.

8. If questions, call for consult with Spurwink Child Abuse Program&d3260-6160.

K. DOCUMENTATION

1. Be cautious with use of terminology.

2. The absence of specific findings does not indicate that abuse did nat Gerrent
research supportiagnostic findings i minority of children who present with concerns
of sexual assault/abuse. Most children have normal examinaBanenson et al. found
findings consistent with priorduma in < 5% of abused subjefsn.J. Obstet.

Gynecol, April, 2000.

3. When injuries are seen, carefully document by describing the size, location and type of
injury.

Note i f the childbds statements were spont
Document the identity of the interviewer and recordghestions asked verbatim.

Document what the child says, using the specific language of the child.

Document who is in the room at the time of the history and examination.

Document whether Child Protective Services and law enforcement have bi&ed.no

© © N o g s

Cardully document any observed ngenital injuries consistent with physical abuse.
L. DISCHARGE PLANNING

1. Never senchchild home to an unsafe environmeitdmit the child to the hospital for
safety if necessaryThere are diagnostiodes for child maltreatment.

2. Establish follow up plans prior to discharge, including referral to a pediatric forensic
specialist. If there is concern that the assault is acute (perpetrated within 72 hours), this
referral should be considered emergedb not tell the parent to contact the specialist
withoutfirst contacting the Spurwink Program personaltygl providing a contact number
for the parent.

3. If HIV testing is done and HIV prophylaxis needs toibitiated, it is essential to
personallc ont act the chil dds primary care pr o\
childés status can be carefully monitored

4. Advocacy and support services are available at no charge through local Sexual Assault
Support Centers. EhCrisis Hot Line numbesi 1-800-871-7741.
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Sexual Assault Forensic Examiner Program Guidelines
for the
Care of the Adult/Adolescent Sexual Assault Patient

ANNOTATED GUIDELINES

Introd uction: The Problem

I. Incidence and Impact of Sexual Assault

According to the U.S. Department of Just@a&oman is raped every two minutes in the United
StatesSexual violence i s paritdanadestbedivesatahient r y 6 s
adults, families and communities. Abundant research supports this assertion.

TheNat i onal Wd¢lse)moonsd thed apprakiynately one out of six U.S. women and
one out of thirtythree U.S. men have experienced an attempted or completedviagikeras a

child and/oranadult. Women are 10 times more likely than men to be victims of sexual assault
(National Crime Victimization Survey, 1997). A study amaollege women has shown that

one out of every fiveollege age women report beingded to have sexual intercourse.

(National College Hedit Risk Behavior Survey, 1997Rape hashe highest annual victim
costs,estmated at $127 billion per yeampmpared to all other crimes except child sexual assault
(American College of Emergency¥sicians, 1999Miller, 1996). These numbers are

staggering in terms of the impact on physical health, productivity, utilization of legal aatl soc
servicesand on the quality of life for victims and their families.

Equally shocking statistics documehe impact of sexual assault on the mental well being of
Americans.TheNat i o n a | StMeoneesuned the mental health impact of sexual assault

by comparing rates of several mental health problems. Almoshondg31%) of all rape

victims developd Posttraumatic Stress Disorder (PTSD) at some point during their lives. This
study also found that rape victims were significantly more likely to have experienced at least one
major depressive episode than women who had never been victimizesdnt gime.

Additionally, 33%of rape victims (compared to 8% of reittims) had seriously considered

suicide Twenty-six percent of women with bulimia nervosa were raped at some point in their
lives.

According to the Maine @alition Against Sexual Assault Mai neds ten sexual
received calls from survivors: 7,921 in 2007 and 9,527 in 20@RKile these numbenseflect

repeat calls, they algeflect a much highamateof sexual assault than is reported to law
enforcement. According to the W& Department of Puldi S a fCente ynMsaine Report

there were 33 rapes reported to law enforcement in Maine in800

In 1992, the Joint Commission on the Accreditation of Health Care Organizations (JCAHO) first
required emergency departments toehpxotocols on rape, sexual molestation and domestic
abusgBobak, 1992). In 1997, hospitals were required to develop and train their staff to use
criteria to identify possible victims of rape and other violence (JCAHO, 199Rjle JACHO

does notequite hospitals to hav®AFEs,therg ui r e me nt s me auostidehtiyt h o s |
and provide appropriate and complete services to victims of rape and abuse. These requirements
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have effectively set the stage for the further development @AINE role as an important
componenbf the emergency medical response s ur vi vors of sexual assaud

lI. Sexual Assault Forensic Examiner Program

Health care providers are often the first responders for survivors of sexual assault. Because of
the time needed to assess and treat injuries and doltensic evidence, it is cosffective to

have a cadre @AFEs on call to provide this care. By ensuring that trained nurses are available

to perform the medicdbrensicexam the waiting periodo receive care is minimized, trauma

from the assault is reduced, the needs of the victim are attended to, and evidence is collected in a
manner thais uniform andmeets state standards

There are many complex and varied reasons whgtin/survivor mg choose not to seek

medical attention or report an assault to law enforcement. There may be concerns about being
blamed by others, or people finding out about the rape, or their names being made public in the
news medigRape in Americal992). Lack oftimely, compassionate care is another.

Historically, obstacles to ca(®@VC Bulletin, 2001 have included:

¢ Emergencydepatmentstaff who often regard the needs sdéxual assault patierdas less
urgent because they dot typically sustain severe physicajuries.

e Patientoften wait many hours for treatment.

e Patientsare often not allowed to eat, drink, or urinateasgo avoid destroying evidence
while they wait for a health care provider tinduct the forensic examination.

e Health care providers @ have not been trained in evidence collection procedures or do
not perform them frequentlgnough to maintain proficiency.

e Providers often have not been trained in the care of the sexual assault trauma patient; they
may blame the victim or not belieee fr e a l rapedo occurred and ov
victims with respect and sensitivity.

e Some physicians are reluctant to perform forensic exams because they know that they
might be called to testify in court and that their qualifications to cortde exam might
be questioned.

e Providers may fail to gather and/or document all available forensic evidence, particularly
in nonstranger rape cases.

Havinga SAFE Program in place minimizes disruption of care to other patients in the emergency
departmenand allows sexual assault patientsdoeive prompt, compassionate trauma care

from providers who understand sexual assault isJunesquality of the forensic exam is often
improved because a SAFE can identify physical injuries, knows how to takery laist collect
evidence, and knows how to document injuries and other evid&S&IEEspromote patient

safety, are able to refer for folleup care and counseling if needed, and can provide courtroom
testimony. SAFE Programs have become the standaatefrcthe country and in Maine.

lll.  Sexual Assault Response Teams

As health care and criminal justice systems learn more about the prevalence of sexual assault and
abuse and the low reporting rate,rthis increasedesponsibility to improveegonseto these

crimes Toward that endSexual Assault Response Teams (SARTS) organized by local sexual
assault support centers in countie®ughout Mainghavebeen coming together to create a
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coordinated community response to sexual as#aatlis uniform, integrated, and informed.

This includes both the immediate and long term community response ti@inmscentered,
appropiate, streamlined, and comprehensive. The key systemlvéd in SARTsare health

care providers, lawnforcemenofficers prosecutorsand advocates from sexual assault support
centers. EacBAFEis an integral component of the SART respogdo this need. SARTs

seek to

develop and strengthen existing sexual assault victim services in Maine;
familiarize team membrs with the roles of participating agencies;

develop and implement guidelines for SARTS; and

provide ongoing training and education for member agencies and the community.

SECTION I: ADULT AND ADOLESCENT PATIENTS
A. GOALS OF THE SEXUAL ASSAULT FORENSIC EXAMINATION

A patient who has suffered sexual assault must be considered a trauma patient, and must be
treated the same way as any other patient who enters an emergency department. This includes:
appropriate triage; attention to physical injuries; obtey an appropriate history; performing a

head to toe assessment; and, if the patient chooses, forensic evidence collection and detailed
documentation.

It is important to recognize that the care of the sexually assaulted patient extends beyond
identificai on of physi cal injuries and the coll ect
treatment for pregnancy and sexually transmitted disease prophylaxis, crisis intervention, and
appropriate referrals for medical follow up and support services.also critical that these

services be delivered in a timely and compassionate fashion.

B. CRITERIA FOR THE SEXUAL ASSAULT EXAMINATION; CONSENT AND
REPORTING REQUIREMENTS

Timing and Collection of Forensic Evidence

It is recommended that amedical/forensic examination be done using th&laine state sex
crimes kit if the patient presents for examination within 5 days of the reported assault.
There should also be consideration of a modified collection (with use wdiginal and/or
cervical swabs and known blood samplébuccal swabonly) in appropriate cases up to 5 to
14 days postassault.

Forensic gidence may beetrievablebeyondthe traditional72 hourdollowing the assault.

A 72 hed fiadBeenwsed as a traditional guideline for the timifithe sexual assault

forensic evidence collection with an evidence collection kitis hadbeen based on the facts

that forensic evidence becomes progressively less retrievable with passage of time and that the
effectiveness of prophylaxis forpregnareyn d S TDdés decreases with ti|
DNA technologies, howevehave improved the recovery of DNA evidende.addition, there

have been reports of recovery of DNA evidence on exams dipdgsor longer postissault

with the use of a cervicalwab.

Recommendations from tidational Protocol for Sexual Assault Medical Forensic
Examinationg2004)n ot e Aisome examples of situations w
considerable periods of time include when patients complain of pain dliride&ave visible
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injuries, or have not washed themselves since the assault, or where there is a history of

significant tr a@atanalfrotocolp.6Me assault. o

They further recommend that decisions about whether to collect evidedceloei ded -on a fAc a
by-case basis, guided by the knowledge that outside time limits for obtaining evidence vary due

to factors such as the location of the evidence or type of sample collétiay case where the

utility of evidence collection is in quisn, encourage dialogue between law enforcement

representatives (if involved), examiners, and forensic scientists regarding potential benefits or
limitations.0 (National Protoco] pp. 6768).

Timing for the History and Physical Examination

Always collectrelevant history and do a relevant examination regardless of the timing of

the assault. An appropriate medical and forensic history, a well documented examination, and

relevant medical treatment should always be offered, whether or not a patient ctansents
forensic evidence collection and regardless of
presentation for examination.

Recommendations from the National Protocol stre
for the medical forensic historgxamining patients and documenting exam findings, separate
from coll ecting evi denc e[eh@aminei bheuldrobtainghe mediced ndat i o

forensic history as appropriate, examine patients, and document findings when patients are

willing, whether or not evidence is gathered for the sexual assault evidence collection kit. The

history and documentation of exam findings can help in determining if and where there may be
evidence to collect and i n adod,theycanibeimvalyaldet i ent s 6
in and of themselves to an investigation and prosecution if a report is ndddepnal Protocol,

pp. 67%68). Itis also important to documeapatients demeanor during the exam process (e.g.,

crying, trembing, or showing igins of upset) andatements made related to the assalfiithe

case is reportetb law enforcemernthis information could be admitted as evidence at trial.

Timing for Medical Treatment

In addition to appropriate histgrgxaminationand evidence cacttion the patient presenting

with a complaint of sexual assastiould be given dicated medical treatment regardless of

when the assault occurred. Traditionally, this has included prophylaxis for STDs and pregnancy
within 72 hours of the assault. #now recommended thamergency contraception be offered
successfully up téive (5) daysfollowing unprotected intercoursan extension of the old 72

hour cutoff (Westoff, C.). In the case of delayed examinatibismightincludeappropriate
testingand treatment for STDs, counseliagd follow up. For further information on medical
management, sgege 51of these guidelines.

Consent

Generally, the patient will complete a signed consent for general medical evaluation and
treatment at the time ofregistration. However, further consent for the forensic
examination and evidentiary collection is required
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Written, informed consent should include consent for the different components of the sexual
assault medical forensic evaluation, including:

e medical evaluation and treatment

o forensic evidentiary collection

e documentation with photographs

e transfer of records to primary care physician

¢ transfer of evidence to law enforcement personnel if patient is reporting OR consent to
Afanonymous 0 thevidénteddertifiedhy trasking number only and stored
with law enforcement for 90 days pending patient decision to report (See Appendix D,
Maine Law, Title 25, §3821.)

A consent form is included in thdaine state sex @meskit for those institutiosthathave not
yet developedheir ownform. (This form is for use in thieealth care facilitynly and should
not be returned to the stdab or law enforcement A sampleof a more fully developed
consent fornthat institutions may wish to adoigtattached in the sample Sexual Assault
Medical Forensic Examination documentatpacket in Appendix B.

Although written consent is required prior to conducting an evidentiary examination, informed
consent should be a continuing process throughout theiet@on. The procedures in a forensic
examination are unfamiliar, and sometimes embarrassing or intimidating to the patient, who may
find them difficult to understand. All procedures should be explained as much as possible to

make the examination more ctortable and understandable for the patient. The examiner
Sshould refrain from any judgment or coerci ve

Thewr i tten consent does not provide a fAbl ank
A sense otontrol is a critical part of the healing process for victimsatlfiny timea patient

expresses reluctance to proceed with a portion of the history or examination, the examiner should
discontinue that activity, discuss any concerns or questionatiemfpmay have, and consider
returning to that procedure later if the patient agrees.

The patient has the right to decline to answer questions or participate in any portion of the
examination with whiclshe/hes not comfortable. If the patient chooteslecline a portion of

the xamination this should be documented accurately iara nonjudgmental manner (e.g.,

fipatient declines due to discomfort/anxietg.fi p a triefruts ed o6 or fAnoncompl

It is important to makéhe patient who declines ageedureaware of the impact of that decision.

This should include discussion of the possible negative impact on the quléy @f hiscare

and the usefulness of the evidence collection. In additi@npatient should be informed that
thisdecisiomimay have a negative impact on a cri mi:H
because evidence not collected may have been useful and because defense attorneys may use th
fact that the victim declined a procedure to claim that the victim is hiding omgehat would

have been revealed by that procedure. They should understand that declining a procedure might
al so be used by opposi ng c @Nationsléidotocojp.39.i scr edi
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Anonymous Reporting and Payment for Exam

The victim of sexual assault may choose to have collectienvoi dence fianonymousl vy,
is no identifying information on the front of t
the patient does not file a report with law enforcement.fishonymouss e x c r iwithbes ki t 0O
heldby law enforcemenrfor a minimum of90 days Some departments hold kits for much

longer. The patient can report the crime to police at any time in her/hi®ateents should also

know that as long as the forensixamination kit is collected, the medical costs for their sexual

assault examination anceitment are coverdyy funds from the V ¢ t Campeahsation

Program

Consent and the Adolescent Patient

A minor (under 18 years of ages) permitted to consent tosexual assault medical/forensic

examination without parental guardian consentdsAppendixD, Title 22, Ch. 26081501)

Heal t hcare providers may maint ai norguardiah,i dent i al i
unles failing to inform the pareror guardiarwould jeopardize health or limit treatment. The

patient should be toJdhowever thatsince shée is under the age of 18, mandatory repottiing

DHHS Chil d Protective Ser vi cierequiradhydawandcoddhe di st r
result in parental notification

Theminor (under age 18) adolescgattient brought into the hospital against henfishes
shouldnotbe exami ned without the patientds consent.

Consent and the Unconscious/Comatose Patient

An unconsciou®r comatgepatient may present in the emergency department with signs that

indicate the possibility that a sexual assault has occuB#tte the patient is unable to give

consent and evidence will be lost due to treatment procedures and time, it is recomimanded t
forensic evidence be coll ected uSheprgvidEan fAHanonyn
should document in the medical record the findings that form the basis for believing that the

patient was possibly sexually assadltéSince drugs are oftenetitause of unconsciousness,

collecting urine and blood for analysis is recommended.

Hospitals and health care practitioners who perform sexual assault forensic examinations with
due care and in accordance with the Maine Health Security Act are freesfyahtidhlity in

performing those exam&4 M.R.S.A. § 2986). If a patient does not regain consciousness within

60 days, there are certain procedures that law enforcement must follow to preserve the collected
evidence

Patient privacy is paramount. Caution should be used in communicating with the family
and/or caregiver regarding collection of forensic evidence, especially if there is a chance that any
of these persons may have perpetrated the assault.

Document the circumstanct®tled you to belige that a sexual assault may have occurred.
This can include:physical injuries such as bruising, bleeding, abrasions, etc; victim appearance;
the condition of clothingor thelack of clothing; where and how the patient was fouanly
history given byfriends/family/acquaintancgsolicethat may support the possibly of sexual
assault.
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Should the patient regain consciousnessisethe patienbf the forensic evidence collection,
and allow her/him to decide whethéreghe wants to proceed with raping the assault to law
enforcement.It is very important that the patient appreciates that she/he has control over the
disposition of the sex crimes kitt is alsoVERY IMPORTANT that a sexual assault advocate
be present when the patient is advisethefevidence collection.

Should the patierdie, the police department holding the kit should be notifidte Kit should
be sent directly to the medical examiiseoffice.

Sexual Assault Nurse Examiners & Scope of Practice in Maine

Sexual Assault NseExamines may perform sexual assault forensic examinations on patients

13 years of age or old€rif trained since January 20@r completion of young adolescent

training offered by the SAFE ProgranSAFEscan assist and k@evaluable resource in treare

of younger patients, but the attending physician/nurse practitioner must assume primary care of
the pediatricpatient. If the SAFE has attended the Pediatric Sexual Assault Forensic
Examination training, the nurse can take the lead in medical/foreas according to hospital

policy. The bimanual pelvic exam is not taught to nurse examiners in Maine, and is thus outside
the scope of practice for the Registered Nurse.

Mandated Reporting
Children

Medical professionals are mandated reporters wehthr esponsi bi I ity to Air
cause a report to be made to the departmento
suspect that a chil d has be €ltle2d,/Subtitle 3, PartB,el vy t
Chapter 1071, Saichapter I). Reporting requirements vary depending on the circumstances of

the assault. Sefppendix Dfor information about mandated reporting.

Adults

There is no legal mandate to repaxgal assault injurie® adultsto the police It is up to tlke
patientto decide whether to report the crimié, however, there is a gunshot wound, ahié
sexual assault waserpetrated upon an incapacitated adult, reporting to adult protective is
mandated by law.

C. INTAKE

Triage

Consider sexual assault jgaits a priority, regardless of whether physical injuries are evident.
Althoughmanyvictims of sexual assault do not have visible signs of physical injury, they will at
the least be suffering emotional trauma. They need to be cared for in a compassionate,
confidential, and timely fashionin addition, delays in treatment may cause loss of evidence.

When speaking with the patient, choose words carefully, avoidingnenl or critical
commentsRepeated questioning should be avoided. The triage nurskel simain the most
basic information from the patieahd avoid indepth questionindyoth for reasons of patient
comfort and to avoid the documentation of multiple, potentially conflicting histories.
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Assesdhe Patient for Injuries or Medical Problems

Take vital signs and triage for problems or injuries that might require immediate medical
intervention. Such conditions might include injuries with uncontrolled bleeding, loss of
consciousness, abdominal pain, head injstrgngulationand cervicabpine injury.

In the absence of urgericute medical problems as above, the triage note should generally be
brief. For example:

Subjective: i Reported Sexual Assaultooor AChief Co
Objective: A Di shevel ed, t eaonipudniyeodu nbgy woonoanmmaatceco
Assessment:i Abl e to wait for sexual assault nurse
Plan: A Skeal assault protocol initiate& AFE cal | edo

Note: Avoi d use of judgmental terms such as falleg

Strangulation is commonly used by sex offend@s a way to immobilize the victim. It is
therefore, important to always assess the patient for signs and symptoms of strangulation and
document any findingsThese changes can become severe over3sthours. If strangulation

has occurred consider adtimig the patient so that continual assessment for breathing changes
can take place.

Strangulation is a form of asphyxia characterized by closure of blood vesselsaanpassages

of the neck as a result of external pressure on the neck. témsraforrectly referred to as

fi ¢ h o kwhich s @ blockage of the airwand is internal. Strangulation is external. It can

lead to unconsciousness, irreversible neurological damage, and death by causing hypoxia in the
brain.

There are three general rhenisms of strangulation: hanging, ligature strangulation, and manual
strangulation. These can cause:

e compression of the carotid arteries and/or jugular veins causingrakischemia;
e compression of the laryngopharynx (larynxti@chea) causing asphigx and

¢ dtimulation of the carotid sinus reflex causing brachycardia and/or hypotension.

Vascular obstruction is usually the main mechanism. After 50 seconds of continuous oxygen
deprivatia, the victim rarely recovers without medical intervention.

Internal symptoms of strangulation include

e Voice changes from hoasess to complete loss of voice;

e Difficulty or pain when swallowing due to hyoid bone injury/laggal
fracture/internal bleeding;

¢ Difficulty breathing which may be due to hyperventilatibattaccompanies a
terrifying event, but more importantly, may be secondary to underlying neck injury.
The breathing changes maypear mild, but over time (236 hous), the injuries
could be fatal;
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¢ Involuntary urinatiorand defecation;

e Behavioral chages including (early) restlessness, violence or hos{ildgg term)
personality changeamnesiaand/or psychosis;

e Ringing in the ears

External, visible injuries to the neck may include:
¢ Redness, scratches, abrasicand scrapes;
e Pattern redness bruising
e Patterned impression marks
¢ Rope burns
e Linear fingernail scrapesgither fom the assailant or the victim;

e Petechiae of the sclera, around the eyes, under the eyelids, anywhere on the face,
and on the neclibovethe area of constriction ¢pediiae can result if pressure is
maintained for more than 20 seconds);

e Blood red eyes which suggest significant struggle between the victim and assailant.

Avoid loss of Evidence

If possible, do not wipe blood, fluids, or stains off of the patient. Deambve any foreign
material from the patientodés clothing or body
until the examiner arrivedf a female patient must urinate, provide a specimen container and

ask her not to wipelf clothing must beemoved, take care not to cut through tears or stains and

to package each piece of clothingtas removed in a separate pafeot plasticlbag(from the

sex crimes kit if one has been opened; if not, then any clean paper bag will do)

If there is coléction of clothing or urine samples, care should be taken to maintain chain of
custody. The evidence should be packaged bprtaitionerwho does the collection,

appropriately sealed, and remain in thictitionedb s cont r ol until transf
enforcement.

Call in Resources

Sexual Assault Forensic Examiner

There are many reasons that a specially trained Sexual Assault Forensic Examiner is preferable
for themedical/forensiexam. Please see the discussion of SAFE in the introduction. In the
absence of an available SAFE, the examination should be done by the provider most experienced
in the sexual assauttedicalforensic examination, following best practice guidelines.

Sexual Assault SupportAdvocate
The sexual assaulbrensicexaminer neas to tend to a detailed, objective examination.
Although the examiner must be thoughtful and compassiaha&t@atient may benefit from
additional support during the examination. Advocates from Emalalassaultsupportcenters
are available tprovide victims with free, confidential, ngmdgmental, emotional support,
information, social service referrals, and guidafsee list of Centens Appendix C). Patients
who feel supported, believed and safe usually more cofortableand better able teespond to
procedures.The advocate can also counsel family members or friends of the victim who may be
at the hospitalMore than one advocate can be called in if needed.
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Experience shows that the victims of sexual assault are much more likisky the services of
an advocate when tteglvocate is already physically prestran they are to request that an
advocate be called int is therefore preferable thah advocatée contacted when the patient
first presents to the emergenagpartment.

Uponthe arrival of the advocatthe patient should be informed that the advocate is available if
she/hewishes to talk t@dvocate When the advocate arrives, the patient should be provided
with an opportunity to speak with the advocate alone, ahdue the advocate present during
the examination Each institution should have discussions wiitéir local Sexual Assault
SupportCenterand work out a protocol.

Law Enforcement
Call law enforcementnly if the patient wishes to report the assaujtexcept in the case of
mandated reporting as discussed above.

Family and Friends

Family and friends should be called as requested by the patient. It is best, however, not to have
family or friends in the room during the history and examination for the reasscussed in

Section F (Examination) below.

Protect Privacy, Comfort, and Confidentiality

For the pat idprivacydobtaincan apprapriate, pavadgamination room as soon

as possible. Unless there is an urgent medical reason requiriregritreal of clothing, allow the

patient to remain fully clothedT hi s i s not only for the patientos
maintenance of the integrity of the forensic evideso®e clothing collection is part of the

forensic examination. Do try teeep the patient informed regarding plansludingthe

expected arrival alhe examineranadvocate, and law enforcement as indicated.

DExaminero6s I niti al Cont act with Patient

Establish Rapport with the Patient; Introduce the Roleof the Sexual Asault Examiner

The examiner shoulexplain her/higole, whatshe/he can offer tthe patientand what caie

expecedduring the examination and treatmeithis discussion should include information

regarding the documentation and treatment of injutids,e avai |l abil ity of proph
and pregnancy where indicated, the provision of crisis intervericangements for followp

support and counseling, and the nature of the forensic evidence collection.

Consider cultural, psychsocial and méical factors (e.gethnicity, primary language, age,
sexual orientation, physical or mental disabilities, living arrangementsyten providing care
and treatmenfor the patien{see pages 689).

Gay, Lesbian, Bisexual, Transgender, Queer Patients

Do not assume the sexual orientatmrgender identitpf the patient or the assailaand do not

assume that sexual orientation and gender identity are reléedeeds of lesbiagay,

transgendered, {sexual, intersex, and qugeatients who haabeen sexually assaulted #re
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same as alexual assault patieritsa medical/forensic exam, safety planning, referral to
appropriate community resources, and police intervention if requeBtezlto homophobia and
bias in our culturgt may bemore difficult for the patient to come forward and report the assault
by a samesex or sam@endered assailanThe patient may be frightened, uncomfortable or
unwilling to discloseheir sexual orientatiorandthusmay withhold important facts abouteth
assault that are essential for medical diagnosis and treatment, identity of the ,aitacker
somethinghe attackemay have saithat couldreveal sexual orientation. Pay attention to the
pat i e roftobtlse ahssnee genderspecific pronounsvhentalking about the assailant

If you have doubts about your ability to provide care for g lgspian bisexual, intersex, or
transgendepatient,find another caregiver.

Lesbian, Gay, Bisexual, and Queer Patients

Persons who are lesbian, gay, bisshor queer can be assaulted by a saexeor samgender
assailant oby an assailant of a different selt.is important for providers be sensitive to the
possibility that the patient may never have had sexual contact with a person of another sex,
which may compound the trauma and the patient's discomfort with describing the details of the
assault.

Sometimes persons who are gay, lesbian, biseauqlieer are assaulted because of their actual
or perceived sexuality by a person of the opposite sergefiag of this population can
exacerbate fears of future attackeferring to appropriate local resources for gaghikn,
bisexual, and queer persacen be helpful.

Respect that patients may not be "out" to their families, friends or workplace&dd>asvmuch
confidentiality as allowed by law.

Transgender and Intersex Patients

ATransgender 0 i s aimdividuaidwhosd geraer idemtityrrexpresseon, orf o r
behavior is different from those typically associated with their assigned bathatJse the

gender pronoun that is preferred by the patient, which may or may not coincide with the assigned
biological sex of the individual. Do nbe afraid to gently ask what pronotine patienprefes.

Al ntersexo 1 s a gietnotadrastahcesrinnvhichsa pedsonfiscborn veth ar a r
reproductive or sexual anatomy that doesnodt
A ma | Reopl@ with intersex conditions have distinct needs from people who identify as
transgenderBe awareof and sensitive to the differences.

Trans people who have Anoncongruento bodies
match the publicbés i mage of what a fAmano or
being closeted when disrobhelnt er sex peopl e are often Ainvi
centered model ofcard. ack of di scl osure about transgend
taken as a sign of nesompliance, deceit, or denfabeingfouto as a transgender or intersex
personcan feel or be unsafe in some circumstances. Be aware and sensitive of differing bodies.

Dysphoria of body or gender may be a barrier to seeking &meual violence may involve
parts of the body a trans person would rather not think about, letrd@reexamined, making
postassault care even more traumatic than it might be for draos client.
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DiscussDecision to Report to Law Enforcement

Explore the patientds wishes regardingnreportin
done. Remind the patient forensic evidence collection utiiedviaine state sex @meskit can

be completed anonymouslirhe kit will be identified by numbeandwill be held by the police

for at leas©0 days The patient may eleett any time to initiate aeportto law enforcement At

the time of dischargéné patient will be given a card withe kit number and thielephone

number of théaw enforcemenagencyto contact should the patient decide to report the assault.

In this way, evidence that mightherwise be lost can be collected and presenreahd the

patientmakes a decision.

Obtain Written Consent

Explain to the patient her/his rights, including the ability to have all questions answered and to
consent to or decline any portion of the examamat Obtain written, informed consent (see
discussion in Sections Bonsentpages 26 27).

Discuss Payment for the Kaminationt hr ough Vi cti msdé Compensation |

Inform the patient that the costs of mledical forensi@xaminations that include evidkéary
collections (ith use of the Mainstate sexmmeskit) are paid forby he Vi ct i ms 6
Compensation iind Payment also covers medical care, including STD and pregnancy
prophylaxis. All billing goesdirectlytoVi ct i ms 6 C oeiterehe paant norban/his
insurance company should receive a bill.

E. History and Documentation

A complete, weldocumented history is critical to establish the history of assault, to direct
medical diagnosis and treatment, and to guide the appropriate colletfarensic evidence.

Relevant Legal Considerations

A more complete discussion of Maine law relevant to the sexual assault examination is included
in Appendix D In taking a history of sexual assault, however, it is important to briefly review
two mainconcepts:the hearsay exception and the legal definition of gross sexual assault in
Maine.

Hearsay Law

Maine law provides anedicalhearsay exception f@tatements made to health care providers for

the purpose of medical diagnosis and treatm@nmedcal practitionemay beallowed to testify

in court regarding history obtained in the process of a meassalssmenincluding the sexual

assault evaluationrWhen documenting the history, it is cri
using direct quas.

Legal Definition of Gross Sexual Assault

Certain elementsf Maine laware important for the health care provider to know in caring for
the patient presenting with a history of sexual assldiny other factors are also important
from a legal perspmtive, such as the ability to consent, and the relationship between the
defendant and the victim. It is the role of the prosecutor to make these determinations, but
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helpful for health care providers to have a basic understanding of three of th@omosin
criteria of gross sexual assault.

In Maine, a person is guilty of gross sexual assault if that person engages in a sexual act with
another person and:

1. the other person submis a result of compulsion
2.the ot her per son,, hanmtreathbdehe age of@d; 6 s S p o u
3. the actor compels the other to engage in the sexual act by any threat.

ACompulsiom means the use of physical force, a threat to use physical force, or a combination
thereof, that makes a person unable to physically repeldtor, or produces in that person a
reasonable fear that death, serious bodily injury, or kidnapping might be imminently inflicted
upon that person or another human béing.

Forpur poses of Mai ne cr i mianyattbetwaen?2 peinsievalMing | ac
direct physical contact between the genitals of one and the mouth or anus of the other, or direct
physical contact between the genitals of one and the genitals of the otlaay, §2} between a

person and an animal being used by anoteesgn which act involves direct physical contact
between the genitals of one and the mouth or anus of the other, or direct physical contact
between the genitals of one and the genitals of the other; amy(3ict involving direct physical

contact betweethe genitals or anus of one and an instrument or device manipulated by another
person when that act is done for the purpose of arousing or gratifying sexual desire or for the
purpose of causing bodily injury or offensive physmantact {7-A M.R.S.A. § 51(1)(C)).

Thus, in the evaluation of a patient presenting with a complaint of sexual assault it is critical to
observe and document any elements of the history or examination that iadigatse of
physical force or threat.

General Principles

Ensurethatyou have a quiet and private location for thedical/forensi@xamination.Limit the
number of people in the exam roomilways speak with the patient privately regarding their
wishes. For the maintenance of the integrity of the evidence it is hieipfliimit those in the
examination room to the sexual assault examiner, the sexual asgmdtt centeadvocate, and
an attending nurse if needetihis is especially so for the history taking portion of the
examination. n instances where the patigaquests the presence of a close friend or family
membeythese requests should be honoatte he potential drawbacks to this are discussed
with the patient. Thesdgrawbacksvould include the potential risk of cross contamination of the
evidence in @rowded roomthe risk that the friend or family member could be called as a
witness should the case go to tr@l the patient feeling unable to speak freely regarding the
details of the assault with a loved one present

A law enforcement officer oredective shoulghot be present during any part of the
medical/forensic exam, including the forensic history taking obgerve the examination

Thereis no medical or legal reason fitveir presenceThe role of the forensic examiner when
taking a medial history is for the purposes of medical diagnosis and treatment and to direct the
forensic examination. The investigative interview is different and should be conducted
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separately. The exception to this is if the patient is a prisoner frotoa paison. The prisoner
should have at least one, if not two guards present.

Allow the patient to give the history as much as possible in her/his own wdsésoperended

guestionsas muchaspossible ch as: #fATel | me wh ahappénedpaftee ned t o
t hat ?20 Av oi d Usedamglage that ig§ unéesstandable ® the patidentify and

use the patient 6s Olanfy whatdhe daientfmeans bly vagug termsasudh s .

as Nha@ad FBRrea«se poi nimportaatineealmawith thecadolescentwith a

mentally retarded, autistic, or incapacitated athde page 69).

It is recommended that the examiner use the starsgaaghl assault forensic medical report form
for the documentation of the forensistury and examination. Such a form can help to guide the
history and help assure that all relevant areas of information are covered. This form should
incorporate the patient information and inventory forms fronMhae state sex@imeskit. A
sample érm is included irAppendix B

Essential Components of the History of Assault

¢ Date and time of assaultlt is imperative to know the period of time that has passed
between the assault and the collection of eviderites will help direct evidence
collection and assist in the interpretation of physical examination findings and the
forensic evidence collected.

e Place of assault:This will establish which law enforcement agency needs to be
contacted if the patientecides to report the assault alsois important in dealing with
safety issuem discharge planning (for examptege patient may not feel safe returning
home if this was the site of assault)

¢ Physical surroundingqinside, outside, car, room, rug, dirt, mud, grass,)efthis
information helps directhe search for debr@ foreign materials that may have been
cross transferred during the assault.

¢ Number of assailants Information regarding the number of suspects assists the crime
lab in anticipatinghe possible number of DNA sourcdsace hair/fiber sources, etc.

e Description of the assailant(s)Suspect information should be gathered that could guide
the examination and forensic evidence collection. These questions should include
genderheight and weight of the offender(@wdry or clothing worn at the time of
assault, hair color, presence of facial hair, right/left handedness if noted might also be
helpful in interpreting possible injury patterns and directing foreign material collection.
There are medical grounds for quess regarding piercing and tattoos because they are
implicated in the transmission of blood born pathogens. You should nqueskons
regarding distinguishing characteristies theyare components of an investigatory
history rather than a forensicskory. If such details are spontaneously given by the
patient, howeveryou shoulddocument them.

e Description of the sexual acts demanded and/or performghis includes thepresence
or absence of vaginal contact, anal contact/amalcontactandnon-genitaloral contact
(e.g.,licking, kissing, biting, suction injury)This information helps guidiheforensic
examnation byidentifying the appropriate areas for collection of dried secretions
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specimens It also directs observations for potahinjuries, with theunderstanding that
a thorough head to toe examination is domell patients.Important details in this
history include:

0 Location of contact, gnetration or attempted penetratiand whetheby penis,
finger, tongue, oother objet.

o If known, whether ejaculationccurred and in what locatiqis).

o Use of lubricantsif known. Lubricants of any kind are trace evidence and can be
compared with potential sources left at the crime seanecovered from the
body of the assailant

0 Use of condom or other contraceptivéknown. U ofacondom may explain
absence of semerCertain contraceptive preparations can interfere with the
chemical test used by crime labs in the analysis of potential seminal stains.
Spermicidals can destrepermatozoa.

Injuries inflicted during assault: Thisand the following items in the history are
important not only in assessifg trauma and guiding treatmebut also in establishing
elements of compulsion, if present.

e Compulsion:Use of threats,astraints and/or other physical coercion.
e Weapon Use of weapons and, if so, what type.

e Pain or other physical symptoms since assautiformation needed to assist medical
examination and treatment.

e Injury to assailant: Whethertheassailantvasinjuredduring theassault, especially
injuries possibly resulting ibleeding The crime lab will want to know about the
potenti al presence of the assailantds bl o

e SubstancesKnown or suspectedoluntary orinvoluntary ingestion of alcohol/drugs.

3t
p—

e Loss of onsciousness/memory las§hisshould ai se suspicion of
significant accompanying injury (head injury, significant strangulation injury) in the
assault. Collecting toxicology samples should be considered if there was either loss of
memory or lapse of consciousness.

Essential Components of Historyof Post Assault Activities

The quality of the evidence collected is affected not only by the passage dfuinaéso by
actions which may have been taken by the patient following thalas#tas important to
document these activities including:

¢ Urination e Eating/drinking

e Defecation ¢ Washing/bathing/showering

e Vomiting e Changing of clothing

e Douching e Combing or brushing of hair

e Use of sanitary e Brushing of teethgargling, rinsing, or
pad/tampon flossing
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Essential Components of Medical History

The medical history is important both for the directodrmedical care, as well as the
interpretation of physical findingdedical history should include the following:

e Menstuoal history, including last menstrual period
e Known or possible current pregnancy
e Current use of contraceptives

e Recent consensual sexual acti\iitythin 5 days). This information is essential for
thecrimelab to identify the possibility of the presenof DNA material not related to
either the patient or the perpetrator(s)

e Tetanus and Hepatitis B immunization status
¢ Current medications and medication allergies (inelker the counter medications)
e Latex allergies.

e Recenf(preexisting injuries or dscomfort (genital opther)not related to the assault.
It is critical to distinguishpreexistingnjury patterns from new traumarhis history
should also include anysdtory of constipation, diarrhea, rectal bleediogrectal
pain preceding the asda

o Past medicahistory, such as surgeries, hospitalizations, allergies, and obstetric
history (including vaginal deliveries).

F. Examinationd General Principles

See theprevious discussiofpage 35yegarding limiting the number of people in the mxa@om.
There is no medical or legal reason for a law enforcement officer or detective to be present
during the medical/forensic history taking or for the examination, and they shouldhot be
present. The only exception is if the patient is a prisonentfra jail or a prison.

Materials

By State law, only the Maingtate sex @meskit is allowed for collection oévidence in the
State of Maine @eAppendix D.

There are matals not included in thetate sex mmeskit that will be needed to completeet
forensic examinatian Theyshould be available in any faciliperformingsexual assault
examinations.Materials inaddition to those in thetate sextmeskit needed to complete the
forensic exam:

e Bed sheet to place under foreign materials sheet
e An al ternative | ight source, such as a Wooc«

e Test tube rack and tubes or alternative appasatcis as cup®r holding drying
swabg(newer kits contain a drying rack though there may be a need for more drying
apparatusd6 than is provided in the kit).

e Non-preserved sterile/distilled water (avoid sterile saline which can leave crystalline
residue)
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Non-powdered, non-latex examination gloves (open a new box at the start of each
examination)

e Tape for sealing evidence bags
e Marking pens foswab envalpes andgwab holders

¢ Alcohol swabs for obtaining finger stick known blood sample (kits to be ordered in
the future will ask for buccal swabs, doing away with the finger)stick

e Fingerstick lancet (not needed with newer kits requiring buccal swab).
e Camea for photo documentation

e Sterile scissors and forceps

e Small ruler or tape measure

e #16 or #18 Foley catheter with a 30cc balloon.

¢ Clothing for the patient following the examination

¢ Veni puncture equipmentwo 10 ml, or five 4ml gray topped (potassiamxalate and
sodium fluoride) blood collection tubesd urine specimen cup for cases of drug
facilitated sexual assayliee pages 489 for collection criteria).

Maintain chain of custody

The examiner shouldot leave the kit unattendedat any timefrom the time it is opened until it
is signed off to law enforcemenlf appropriate chain of custody is not maintained, the evidence
may not be admissibleincou®A sampl e Achain of cuApperddB O f or

Further General Principles

e Tomaintain the integrity of each sample, use gloves throughout the examination. Change
gloves whenever the potential for cross contamination ekisesnonlatex non
powderedyloves.

¢ Allow all samples to fully air dry in an appropriate rack. Expectr@mmim ofl hour
for full drying. Incomplete drying can lead to degradation of biologic evidehoe
further prevent the degradation of evideneger use heat to dry specimens

e Envelopes in the kit are sedaling. Never lick an envelope to seabs t is not in the
best interest of the examinandit can lead to cross contamination of the evidence with
examiner DNA.

e In general, complete all segments of the examination unless not clinically indicated or
declined by the patient. A fudixamination ad collection of evidenceay preserve a
component of the assault the patient was unable to.réfatespecimen is not collected,
always document the reason the specimen was not collected

e Return all components of the kit to the kit box, whether asetbt. If a particular
collection is not made, indicate that on the appropriate envelbpecomponent of the
Maine state sex crimes kit isnissing without documentation, it could raise guestions
regarding the integrity of the kitAll unused envelopshould be placed in the large
plastic bag in the kidot marked Aunused con
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e For tracking purposes, each kit is assigned a unique tracking number and contains a
group of labels printed with that number. For chain of custody purposes, one label
should go on each component of the kit that is collected.

e Use the bags/containers provided in the kit. If additional evidence specimens are
required, use only clean, unused paper haafsplastic. Evidence will degrade in plastic
containers.

e Close anyags/envelopes that are not ssdhling with tape (e.g. clothing collection
bags). Do notusestaples. Crime lab personnel specifically request tape for the purpose
of preserving the integrity of the evidenead also to avoid ripped gloves and/or igju
to crime lab staffpprocessing the evidence.

e Wet evidence should be air dried before packing. If clothing evidence is wet and cannot
be fully dried, report this to law enforcement when evidence is picked up. If saturated,
place in aropenplastic bagnsidethe paper bag. Notify law enforcement of the wet
articles.

e Use nonpreserved, sterile water/distilled wateot salineto moisten swabs. When
saline dries it leaves crystals behind that can interfere with crime lab processing.

¢ Be sure that theuspectedourceof all collected specimens is noted on the collection
envelope when relevant. If the source of the specimen is not noted correctly, appropriate
testing may not be done and evidence may be missed. For example, the crime lab will
check aldried secretions for semen, but could miss evidence in saliva or other
substances if not specifically identified.

G. Medical Examination and Evidence Collection
Integrate the Medical and Forensic Ekaminations

For the comfort of the patient, you shoblegin with the least invasive components of the

evaluation, moving to the more invasive components as the examination progresses. However, it
is important to be flexible and adjust the order of the examination to the patient and patient
needs. For exang consider collection of oral swabs before completion of the history to allow

the patient the opportunity to eat, drink, or take pain medication.

The patient should receive an explanation of each component of the examinationesthé ha
option to declne any portion of the examination once the potential consequences of failing to
collect that evidence are discussed fully with her/h@ensent should be an ongoing process
during the examination. This empowers the patient to maintain as much contrpbssible
during the examination. A copy of a comprehensive consent form is fodmppandix B

The sexual assault examination should include a
documentation of any physical injuries. As forensic ewvtgdn collected, it is important to

continue to assessdlpatient for signs of injurylhus, the physical examination should be

conducted in parallel with the forensic evidence collecfldve physical assessment should

include:

head to toe observationdpalpation of entire bodfpr potential injuries

skin survey

genital and anal exams

vaginal exam using a speculum (unless injuries or patient age or condition

prohibits)
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A bi-manual exam should not be done unless clinically indicated. Amahualexam should
be performed by a physician, or advanced practice clinician with specialized training, not by a
Registered Nurse Sexual Assault Nurse Examiner.

During physical assessment it is important not to disturb forensic evidence before it is collected
(For example, do not palpate an area suspected to contain dried secretions before you obtain
appropriate swabs.)

Double Swab Technique

When collecting samples of dried secretions us®théle Swab Techniquedpen a swab

packet and moisten two swalnsing sterile, distilled water. Use approximately two drops on

each swab. Thoroughly swab the area with both swabs using moderate pressure and a circular
motion, swabbing from the periphery to the center-siRab the area with two additional dry

swabs, 8ing similar pressure and movements as the first swabs. The dry swab is rotated over
the skin to recover the remaining moisture. Roll over the entire area to ensure all moisture is
recovered. Audry the two pairs of swabs and package each pair selyaratkbe swab boxes
provided in the Kit.

SPECIFIC INSTRUCTIONS
FOR THE
SEXUAL ASSAULT FORENSIC EXAMINATION
WITH THE USE OF THE MAINE SEX CRIMES KIT

Note: Oral, anal, vaginal and cervical smears are no longer processed by the crime lab. There is
noneed to do them.

1. ORAL EXAMINATION, SWABS ( State Kit Step 1)

Be sure to carefully inspect inner aspects of the patient's lips, cheeks and throat for signs of

injury, with particular attention to the frenulum and the junction of the hard and satiépal

where injury patterns may be more prominent. The frenulum attaches both the upper and lower
lips to the gum, and the tongue to the bottom of the mouth.

Open the swab packets from envelope mar ked
includingthe area between the cheek and gum, with specific attention to the area behind the back
molars on both the upper and lower tegting the four swabs provided.

Dry, package, and label swabs as instructed.

If the patient is chewing gum, save, packagelahdl in the Miscellaneous envelope (see 17,
below).

If the patient has dentures or a partial plate, remove and swab the denture and underlying
mucosa.

NOTE: The victim may be allowed to rinse his/her mouth and eat/drink at this time.
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2. NASAL SWAB (State Kit Step 2

In the event of oral assault, biologic secretions may be forced into the nasopharynx. This
evidence may be successfully retrieved with the use of nasal swabs.

Lightly dampen each swab with distilled water. Carefulgeim one swab in each nostril and
swabonly the nasal area Air dry the swabs and package and label as instructed.

3. DEBRIS COLLECTION (State Kit Step 8)

Carefully inspect subject's head and other skin surfaces, as well as outercfucfaiteng, for
any loose debris, such as grass, leaves, fibers, or threads

Remove the folded sheet of paper from the fADebr
place on a flat surface. Collect any debris present on the patient and pleceenter of the

paper . Fold the paper so as to retain the debr
Coll ectiono envelope. Package and | abel as i ns
samples were removed on the anatomical drgsvon the envelope.

The examination for debris should continue throughout the examination since further debris may
be | ocated on the patientodés skin and not be vis
should be collected and packaged in theesananner.

NOTE: Debris from different areas of the body should be collected and packesgmhnate
envelopes. Us8tep T for additional packaging material or use clean paper (such as copy
paper) andh druggist fold or bindléo hold the sample andgee in a clean envelope labeled with
identifying information.

4. CLOTHING AND FOREIGN MATERIAL COLLECTION (State Kit Step 7)

If these are not the clothes worn at the time of the assault, and the patient is reporting the
assault to law enforcement, noty the investigating officer andmake them aware of
evidence that may need to be secured at the scene of the crime or elsewhere.

Do notcut through any existing holes, rips or stains in the patient's clothing. Do not shake out
patient's clothing or tr&cevidence will be lost. Do not handle clothing more than necessary.

Unfold and place a clean hospital bed sheet on
Mat eri al Coll ectiono bag, unfold andepf ace over
paper sheet and carefully remove each item of clothing. Collect each item as removed and place

each in aseparateclothing bag, as labeled. Clothing items should always be packaged

separately from one another to avoid transfer of evidence. S4mabag with tape. Attach a

tracking label as directed.

Underpants should be collected in the bag mafKeMER LOWER CLOTHING eéven if they
are the second pair worn since the assault. Vaginal secretions may accumulate, even if the
subject has bathed showered.

If the article is wet, place a piece of paper (such as clean copier paper) against the stain prior to
folding. Wet or damp clothing should be air dried before packaging, or notify the law
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enforcement officer of the need to hang andtdeyclothing in the evidence room. If the item is
dry, the paper bag should be sealed and labeled as indicated.

Place each item in a separpperbag. If additional clothing bags are required, use only new,
clean paper (grocettype) bags.

If the victim's clothing has been brought to the exam area already in a papéo loaj sort it
Seal i1t with tape and | abel it dffhedothipgis at el vy
brought in a plastic bag, transfer to a papenitlg as little disrugion as possible

Each bag should dapedshut and labeled as instructed. Refold the paper sheet on which the
patient stood in such a manner as to retain
Mat eri al Col | ect i atracking labgl.and laBetas indichtedg, at t ach

Shoes and coats should only be collected if the possibility exists to link the victim to the crime
scene.

Please describe any unusual aspects of clothing such as rips, stains, missing buttons,
stretched elastcs and also notethis on the receipt form.

5. SKIN SURFACE ASSESSMENT (No State Kit Step)

Carefully perform a visual inspection of thea t i exterbabskin surfaces. Locate, describe,
and photograph any evidence of injury or adherent foreign matss anatomic diagrams to
document a description of injurigacluding location, size and appearance.

To avoid disruption of evidence, the order of the assessment should be
a. look
b. photograph
c. collect Specimen(s) (see step 6 below)
d. palpateto determine point tenderness

Utilize appropriate body diagrams (s&ppendix A to document all injuries and findings,

including cuts, lacerationbyuises, abrasions, redness, swelling, bites, burns, scars and
stains/foreign material on patiéatody. Distinguish prexisting injuries from those resulting

from assault. Recofdocumensize, color and appearac e o f al | i slampis e s .
used to assist in visualizing secretions, denote are of posi ti velamp uor esce
findings

6. DRIED SECRETIONS AND SKIN SURFACE ASSESSMENT (State Kit Step 9)
NOTE: This step is provided for the collection of dry or damp secretions which may be present

A

on the patientds body. This coul d stanced ude b
found because of kissing, sucking, biting, ejaculation, etc.

Secretions

A Woodds (UV) |l amp or another appropriate al

visualizing dried secretions. Dried semen fluoresces\white or orange and usuallpgears as

smears, streaks, or splash marks. Note, however, that saliva does not fluoresce and semen may

not always fluoresce. Also, substances other than semen, such as detergents, dandruff, lint, and
43



deodorants, will fluoresce. Be sure to useltiséory to help direct the collection of dried
secretions. For example, use the direction of the patient to obtain swabs from areas with a
history of exposure to secretions, but no grossly visible evidence.

With the collection of dried secretions ithelpful to use @ouble swab method Open a swab
packet and moisten two swabs using sterile, distilled water. Use approximately two drops on
each swab. Thoroughly swab the area with both swabs using moderate pressure and a circular
motion,swabbing fronthe periphery to the centeReswab the area with two additional dry

swabs, using similar pressure and movements as the first swabs. The dry swab is rotated over
the skin to recover the remaining moisture. Roll over the entire area to ensure allenisistu
recovered.

Air dry the two pairs of swabs and package each paeparatswab boxes provided in the Kkit.
Mark on each swab box whether the swabs are the first or second swabs

Indicate on the swab box, whether the secretion is suspected todadiva, blood, semen, or
another substance (other)and mark whether the swabs are from the first or second swabbing.

If another substance, please descriloentification of the source of the sample is critical
since the lab may not test correctly fothe suspected secretion if they are not aware of the
suspected sourceUnidentified specimens will only be tested for semeand other evidence
could be lost.

Pl ace swab boxes in ADried Secretionsandenvel ope
| abel as indicated. |l denti fy the part of the p
the anatomical drawings on the envelope. Be certain that you have identified areas of

fluorescence.

If multiple secretions are present, repeat the ghaeeusing the additional swabs foundstep 17.

Do not package swabs from two different areas in the same swab box or envelope. If more

collections are needed they may be done using sterile hospital swabs packaged in clean paper

folded to contain thevadence, then placed in a clean, white envelope that is appropriately labeled

(see 3, Debris Collection, above).

Bite Marks

If bite marks are noted, describe and document their location on the anatomic diagram.

Photograph the bite mark(s) with and withsoale. It is best to take the photo directly over the

bite.

Contact the State Crime Lab regarding possibigntreferral of the patient to a forensic

odontologist.

Coll ect a saliva specimen as specifwabed under AL

technique (above), making the collection inside the parameters of the bite mark. Be sure to make
this collection before handling or touching the skin involved.
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7. KNOWN HEAD HAIR SAMPLE (StateKit Step 6)

If hair appearsnatted, cumattedhair and place in separate envelojpfepatient declines cutting,
comb or swab the matted hair. Dry the swabs and place the swabs in a miscellaneous envelope.
Labelthe envelope, including the suggested source of the substance (e.g., semen).

Collect 10-12 full-length head hairs, including the roffbm different areas of the scalgront,
crown, back, and both sidel patient declines hair pulling, run your gloved fingers through the
patientds hair to collect any | oose hairs.

Remove folded paperdm envelope and place, unfolded, on a flat surface. Place the hairs in the
center of the paper and refold paper so as t
Head Hairo envelope. Package and | abel as i

If the victim is wearing a hepiece such as a wig, extension or weave, pull hair from the
hairpiece and place into a clean, white, hos

8. FINGERNAIL CLIPPINGS/SWABBINGS (one for each hand) (State Kit Steps 3 &4)
Carefully inspect daal and palmar surface of hands for any signs of traldoaumentand

photographany findings.

Prior to clippingnails photograph any broken or chipped fingernails. Collect fingernail
clippings with the clippers from the kit. If the patient declinggpmgs, collect swabbings using
the swabs from the miscellaneous envelope or sterile packaged swabs from hospital supply.

Clippings: Remove folded paper from envelope, unfold, and place on a flat surface. Hold
patient s hand oyxlgthe éntrenailp algvimg thezlipmingsgcefadl bl the
paper. Protect the clipped fragments from flying out of control by using a cupped, gloved hand
or clean folded paper over the nail as you clip. If a fingernail is broken, try to avoid cutting
through or damaging the area where the break occurred.

Swabbings: Dampen the sterile swab with sterile water and swab under thesingila separate
swab for each handAir dry the swabs and place in the paper.

Pl ace the refolaredaiplap@lri pmi nde/ Siwamlgi ngs [ r
and mark the appropriate contents. Package and label as instructed. Repeat for the other hand.

9. KNOWN BLOOD COLLECTION (State Kit Step 5)

Remove components from envelope. Usingadanc f r om hospi tal supply,
finger. Whil e holding the patientds finger
Coll ection Card, o0 milk the patientés finger,

circle. Repeat thprocedure using the three remaining circ(@se blood does not need to fill

the circles completely, but a specimen should be placedineachcikdlel) ow t he ABIl oo
Collection Cardo to air dry for approxi matel
Coll ectiondo envelope. Package and | abel as

Do not place used lancet back in the envelope or kit. Dispose of the lancet in a sharps container.

This step is being replaced by buccal swab. If the kit that you are using calls for a buccal swab
follow the detailed directions on the envelope/in the itllect oral swabs prior to buccal
swabs.
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10. PUBICCOMBING (State Kit Step 10)

Remove the folded paper and comb from the APubi
paperandplce under patientods buttocks. I'f hair app
separate envelope as in step 7 above. Using the comb provided, comb pubic hair in downward

strokes so that any loose hair and/or debris will fall onto paper. Carefullyeeim paper to

retain debris. Place comb in center and refold so as to retain the comb and any evidence

coll ected. Return the paper to APubic Combingo

11. KNOWN PUBIC HAIR SAMPLE (State Kit Step 11)

Renove a representative sample 6 8ull-length pubic hairs from different regions of the pubic

area. A portion of the known pubic hairs may be cut close to the skin. Remove folded paper

from envelope and place, unfolded, on a flat surface. Place m#s center of the paper and

refold so as to retain the hairs. Return the p
and label as instructeddo not use tweezers to pull hairs.

NOTE: Patient may pull own hairs if they are more comfortablé s procedure.
NOTE: If patient has shaved, disregard this step.

12. EXTERNAL GENITAL AND PENILE / VAGINAL EXAM (No State Kit Step)

With patient in lithotomy positiorfijrst carefully inspect entire genital area for signs of injury.
Look closelyat the posterior fourchette, and margins between the labia minora and majora.
Describe findings and document on body diagrams of genitalia.

Visualization will be assisted by using gentle, but firm downward, and outward traction on the
labiamajora. Ths wi |l |l create a Atunnel o through which

Photograph any observed injuries.

If colposcopy equipment is available, use colposcope to examine for injuries and document any
tears, abrasions, bruises, redness or swelling.

13. GENITAL/PENILE SWABBINGS (State Kit Step 12)

Assess genital area with Woodos | amp. Il nclude
fluorescing areas and collect specific dried secretion samples from those areas as discussed in
section Gabove.

Moisten swabs provided with distilled water. Holding the swabs together, briskly swab the
external genitalia making sure to rotate the swabs during the collection procedure.

Female patient: Swab the external genital area (vulva) includingltiaentejora, labia minora,

clitoral hood, fossa navicularis, posterior fourchette and the adjacent inner portions of the thighs.
Pay particular attention to swabbing the creases between the labia majora and minora where
secretions can be trapped.

Male patent: Swab the entire penis and scrotum. Be sure to swab under the foreskin in
uncircumcised males. Dwtinsert swabs into the urethra.

Al l ow the swabs to air dry. Pl ace the swabs 1in
theswabboxinth fiGeni tal/ Penil e Swabbingso envelope.
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14. ANAL EXAMINATION, SWABS (State Kit Step 13)
To avoid cross contamination, obtain anal swabs before vaginal .swabs

With the patient in the lithotomy, prone, supine&rchest, or side lying position, carefully
evaluate the anus and buttocks for signs of injury. Document any positive findings on the
appropriate genital body diagram.

Swabs may be moistened with distilled water for the comfort of the patient. Cassvallythe
perianal area using four swabs. Use individual swabs to gently swab the anal canal. Itis
recommended that time be spent allowing natural relaxation and dilatation of the anus prior to
obtaining swabs.

Allow swabs to air dry. Package anddahbs instructed.

Note: If there is bleeding from the anus and rectal injury is suspected the physician should be
consulted for possible anoscopy.

15. VAGINAL EXAMINATION, SWABS (State Kit Step 14)

Open swab packet and remove four swabs. Usi@dourunmoistenedwabs, swab the vaginal
cavity thoroughly. Be sure to sample the posterior vaginal psldw swabs to air dry.
Package and label as directed.

Speculumexamination is helpful in visualizing intravaginal and cervical injuriescirgtting
evidence collection. Size and type of speculum should be chosen taking into consideration the
age and anatomy of the patient. Be sure to document any bleedingeaigbirey injury prior to
inserting the speculum.

NOTE: Only usewater for speculum lubrication as other lubricants can interfere with crime lab
testing. Use lubricant for older patients if needed.

NOTE: Please use your judgent regarding use of a speculomyoung adolescent patients. It
is recommended only if the adolescerde@gually active and/or has had a speculum used
in the past. Discuss this with the patient. Without using a speculum you will not be
able to visualize the vagina or cervix for injury. If a speculum is not used, gather
specimens by gently inserting swabto the vagina. Blind swabs can cause injury; take
great care.

NOTE: The bimanual examination is not a standard component of the sexual assault
medical/forensic exam. It should be performed only when there is clinical indication,
such as pelvic pailhe exam is within the scope of practice of a physician and
advanced practice health care provider, but not of the Registered Nurse.

16. CERVICAL EXAMINATION, SWABS (State Kit Step 15)

This step should only be performed with the use of a spedal@msure visualization of the
cervix.

Carefully swab the cervix using the faidny swabs Collect secretions frorthe cervical os using
the swabs one at a tim&llow swabs to air dry. Package and label as instructed.
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17. MISCELLANEOUS EVIDENC E COLLECTION ( State Kit Step 16)

Miscellaneous evidence includes those items that may have clinical and evidentiary relevance,
but have not been collected during other portions of the examination. These items may include
gum, tampons, sanitary n@ps, chux, or other incontinence items.

Collect item and allow to air dry if necessary and possible. Place in glassine envelope. Place
envel ope in paper bag | abeled AMiscell aneous. 0
If you are unablea dry an itempackage it separately from the &itd notify law enforcement

about the item and the need to dry it, or place in their evidence freezer for preservation.

18. ADDITIONAL SWABS (State Kit Step 17)

The materials in this envelopeegorovided for collection of additional swabs for any of the steps
above (e.g., additional dried secretions).

Be sure to label the envelope with the source of the specimens collected

Urine, Blood and Emesis Specimen Collections
Note: Sex crimes ki provide separate boxes for blood and urine transport.

Urine and blood samplder drug screening amot routinelyindicatedin sexual assault forensic
examinations, but should be collected when indicated.

When to Collect
1) When here is suspicionftheuseofafidat e & @apé ndli ce@t ed by:

¢ History of periods ofunconsciousness or lack of motor control

¢ Amnesiaor aconfusd statevith factorssuspicousof sexual assault(Particularly
consider if patient has amnesia or confused stateraftlenowndrug ingestionor a
minimal consumption of alcoholAlso consideif the patient has a suspicion or
belief they were drugged prior to or during sexual as3ault

2) When he patient is a minor and drugs/alcohol wiekmlved. Even if sexual aaslt cannot
be proven in these cases, the provision of alcohol and/or drugs to a minor is a crime.

Timing of Collections
Collect blood and urine if suspected ingestion was within 24 hours; collect only urine if more
than 24 hours but fewer than 96 hourséhpassed.

Be sure to indicate suspected drugs, if known, as well as the approximate time of
ingestion and the time blood/urine/emesis samples were collected.
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Method of Collection

Urine Collection

Using normal hospital procedure and a urine coatamom hospital stock, collect at least 100ml

of wurine. Label the jar with the patientds
bag and cl ose. Pl ace the zip |l ock bag in th
tracking labelnd fill out all information requested. Be sure to note the date and time the

specimen was collected and estimate time of ingestion.

If the quantity of urine is sufficient and there are medical indications for testing of the urine, such
as pregnancy téag, a portion of the urine sample should be sent to the hospital laboratory. If
not, use the first voided sample for drug testing and wait until the patient can provide another
specimen for pregnancy testing.

The urine should be packagseparately from the sex crimes kitand turned over to law
enforcement with maintenance of the appropriate chain of cusigelgure that law

enforcement is aware that if the evidence will not be immediately transported to the Health and
Environmental Testing Lab, theine should bérozen. Otherwise, refrigerate the specimen

Blood Collection

Using normal medical procedure and two 10 ml or five 4ml gray topped (potassium oxalate and
sodium fluoride) blood collection tubes, withdraw a sample from the patient alltwaad tube

to fill to maxi mum vol ume. Label the bl ood
in the enclosed bubble pack and seal. Pl ace
the box, attach a tracking label, and fill alitinformationrequestedBe sure to note the date

and time the specimen was collecteghd estimated time of ingestion

The blood specimen should be packaged separately from the Sex Crimes Kit and turned over to
law enforcement with maintenance of the appiaie chain of custodyif the blood will not be
immediately transported to the Health and Environmental Testing Lab in Augusta, the blood
should be kept refrigerateddt frozen) until later transport.

Do not freeze blood tubes.

EmesisCollection

If the patientvomits whileunder the influence & suspected drug used to facilitate sexual

assault, and it has been less than four (4) hours since ingestion, the emesis should be collected.
Collect the emesis in a sterile collection cupthdemessis a driedstain(e.g.,vomituson

clothing), collect the item on which the stain is present

The emesis (or the stained item) should be packaged separately from the sex crimes kit and
turned over to law enforcement with maintenance of the appropriaite @hcustody. Be sure
that law enforcement is aware that if the evidence will not be immediately transported to the
Health and Environmental Testing Ldabe emesis should b®zen. Otherwise, refrigerate the
specimen.Be sure to note the date anchéi the specimen was collected and estimated time of
ingestion.
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|. Packaging of Evidence, Chain of Custody& Appropriate Disposition of Kit

Packaging of Evidence

Instructions for packaging of the materiadlected during the forensic examination are
provided in the state seximeskit. Particular attention needs to be paid to the following areas
in order to maintain appropriate chain of custody and provide proper identification of the
materials within the kit. Failure to do so can compromise tHityatii the lab to process the
evidence and/or compromise the integrity of the evidence when presented in court.

e Thetracking labelgrovided in the kit should be attached to each item of collected
evidence and all requested information on the evidenoelagres/boxes should be
completed.

e Clothing bagshould be taped shuiot stapled Staples can lead to injury of crime lab
staff which could contaminate evidence, and are less effective seals.

e All collection envelopeshould be returned to the kit, whet used or not. Unused

envelopes should be marked to indicate that no sample was collected and placed in the
| arge plastic bag marked 6édunused itemséo.

missing.

e Evidence envelopdn the new Kkits are self sealin@lder envelopes should be sealed
using a moistened swab or moistened gloved finj@verlick an evidence envelope to
seal.

e Theevidence seal® the kits should be used to seal the kit. If the seals are lost or torn,
any sturdy tape may be used taldde box. Place your initials across the tape, partially
on/partially off the seal.

e Complete thé€evidence Collection Inventory Shdedm the sex smeskit.

e The requested information on the box top of the sex crimes kit should be completed only

ifthepati ent is reporti ngANONYMO&KIEON fONrLcYe ment .

THE TRACKING NUMBER should be on the outside of the kit; DO NOT put the
patientds name on the top of the kit.

Patient Notification

If the patientthoosesot to report to law enforcemg it is very important to complete the
APatient Cardodé in the sex crimes kit by fi

agency where the kit is to be stored and attaching the tracking number to the card. Inform the

patient that if the carid lost, the tracking number can also be retrieved from their medical

record. Also discuss the availability of support through the Sexual Assault Support Center if the

patient decides to report but is finding it difficult to contact law enforcementrdmshewn.

Chain of Custody

Maintenance of chain of custody requires that the kit and all materials in the kit remain in the
control of the examiner until the kit has been signed over to law enforcemgistmeans the
examiner must bphysically presenwith the kit at all timesor that the kit and all materials in

the kit be placed in a locked space for which only the examiner holds the key. Some emergency
departments have a special space, such as a designated locked cabinet, for this purmoise. If thi
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the case, only the examiner can have the key and access to that cabinet until the evidence is
turned over to | aw enforcement. AApperadimB.l e 6 c
It is recommended that the form be completed and magdamthe medical record. Be sure to

sign the kit, and all clothing, blood and urine evidence bags.

Disposition of the Sex Crimes Kit

¢ |If the patient is choosing to REPORT to law enforcement, the kit and any other collected
evidence materials (such astbimg, urine/blood samples) go to the law enforcement
agency in the town/city/county where the assault took place.

o |If the case is ANONYMOUS, the materials go to the law enforcement agency in the
town, city, or county WHERE THE HOSPITAL IS LOCATED.

¢ Sign thetop of the Kkit.

J. Medical Treatment

Theappropriate triage and treatment of acute injuries is a priority at the time of initial
presentation of the patient. Other critical areas of medical management include pregnancy
testing offering pregnancy prophytis, and evaluatn for risk of Sexually Transmitted Disease
(STD), including HIV,and offering appropriate education, testing and prophylaxis.

It is also important to attend to patient safety issues, mental health issues and planning for follow
up careas discussed in the section below on dischpl@ening (page 63).

Pregnancy Prophylaxis

The fear of pregnancy secondary to assault is often a major motivator for the patient to seek care.
It is critical to address these concerns and offer appropriatesebing and prophylaxis when
indicated.

The risk of pregnancy from rape is the same as the risk of pregnancy from a one time sexual
encounter, approximately-8%. The latter figure comes from a large prospective study of
couples actively attemptingggnancy having a single act of unprotected intercourse
approximately one to two days before ovulation (Wilcox, A., Weinberg, C., et al.). In women
age 19 to 26, whose fertility is higher, the risk of pregnancy may be up to 50% with unprotected
intercoursen this period of the menstrual cycle (Dunson, D. B., et al.).

The immediate use of emergency postcoital contraception reduces the risk of pregnancy to 1 to
2%. The effectiveness of the contraception is dependent on the method used and the interval
between intercourse and treatment (Westoff, C.).

The availability of pregnancy prophylaxis should be discussed with each patient of child
bearing capacityand treatment should be offered.

Because of the variability in the length of menstrual cycles anidalbdity to predict accurately
the timing of ovulation, #Arhythmo met hods sh
offered regardless of the timing of the assault relative to the menstrual cycle.

A survey of the availability of emergency contraiten published in th&nnals of Emergency
Medicinefoundthatstaff at 42%o 55% ofsurveyedhospitals said that they do not dispense
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emergency contraception, even in cases of sexual asdmdng staff who said that their
hospital does not pvide emergency contraception under any circumstances, only about half
gave callers a valid referral, and most referrals were ineffegtiaeison, T.).

The American College of Emergency Physicians recommends in their guidelines for
management of the seally assaulted patient that victims of sexual assault be offered pregnancy
prophylaxis. They further recommend that practitioners who find this morally objectionable or
practice at hospitals that do not provide prophylaxis or contraceptive therapies cifiexul

referral to another provider who can provide these services and do so in a timely manner
(American College of Emergency Physicians, 1999).

Medications for Pregnancy Prophylaxis

There are now two alternatives for post coital contraception. TWensabes of Plan B far
outweigh the second, older Yuzpe regimen.

1. Levonorgestrel Plan B)

This isa newer progestionly alternative to the historically first pestpital contraceptive
method (Yuzpe, combined estrogemgestin regimen) discussed beloGiven its efficacy and
reduced side effect profil&is is the postcoital contraceptive of choice in sexual assaultit
can be given up to 5 days post assault.

Traditionally, Levonorgestrel 0.75 mg is taken as soon as possible after the assauiegiind

0.75 mg tablet taken 12 hours latérhas been shown, however, that the Levonorgestrel can be
taken in a single dose (two 0.75 mg pills, for a total of 1.5 mg of Levonorgestrel in a single dose)
with the same efficacy as the original dividede¢Von Hertzen, H., et al.).

Clinical trials have shown the progestinly regimen to be more effective than the combined
estrogerprogestin regimen, resulting in a reduction of pregnancy risk to 1%. The same studies
also show that this newer regimeastsignificantly less associated nauseavamaiting (Lancet
1998:353:42832).

The incidence of nausea and vomiting is so low, aneandtic is given only on an-&xeeded
basis rather than prophylactically. It also is not associated with the poterdimboembolic
complications of the Yuzpe regimen. The only contraindication to use is allergy to the
medication.

2. Yuzpe Regimen(Levonorgestrel 0.5mg, plus ethinyl estradiol 0.1mg)

This regi men was devel oped i n estohacombifalion 6ral and en
contraceptive (Ovral, Preven). It had been the prior standard regimen for pregnancy prophylaxis.

Two tablets are taken immediately, followed by 2 tablets twelve hours later.

Side effects include nausea, as well as breast tersdeand possible menstrual irregularity.
Extrapolating from the risks of the regular use of oral contraceptives, there is a theoretical
potential for rare side effects such as thromboembolic disease, stroke, or Ml, though studies have
not clearly demonstted this (Glasier, A.). Theoretical relative contraindications to treatment
would be a history of thromboembolic disease, breast cancer, stroke, coronary disease, liver
disease, history of abnormal vaginal bleeding, or sickle cell disease. Given thi®brienal
exposure involved in the emergency contraceptive regimen, however, the relative risk of this
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exposure appears small and is outweighed by the benefit of prevention of a potentially high risk
pregnancy. This dilemma can be avoided altogdi¢ne use of Plan B.

Because of the absence of any clinical advantages to the Yuzpe Regimen, the lower side effect
profile of the Plan B regimen and the ability to complete treatment in one dose with Plan B, the
only reason for using the combined eg@oprogestin regimen is if the Plan B alternative is not
available.

Timing of Pregnancy Prophylaxis

Current recommendations indicate emergency contraceptive medications can be eifeictise
days following unprotected intercourse.

In her 2003 reviewwVe st hof f r e c g mengennycentracepten shaulfl thus be

offered for any act of unprotected intercourse that has occurred in the preceding five days,
even if the patient has had other unprfiotect e
C.) Previous recommendations had been that medication be started within 72 hours of the assault
(as soon after the assault as possible). This was related to the fact that the initial studies involved
use of emergency contraceptive medications upreettiays after unprotected intercourse.
Observational studies, however, have shown reduction in pregnancy rates similar to those of
earlier treatment in patients treated with emergency contraceptive medications up to 72 to 120
hours after intercourse (Elitson, C., et al.; Rodrigues, I., et al.).

Testing Prior to Treatment

Studies have shown that Plan B doesaffect an already established pregnancy. Westhoff

reviews the literature regarding outcomes of pregnancy after emergency contraception and

cond udes that Apatients who had a recent mens
flow do not need a pregnancy test before usi
At he menstrual hi story i s ei tinyeorfacitategarlier or un
diagnosis and management of a pregnancy that is already established (Westoff, C.).

While pregnancy testing in cases of sexual assault is not medically necessary prior to use of
emergency contraception, the other dynamics activie the case of sexual assault would

argue for pregnancy testing at the time of the examination to document presence or
absence of pregnancy predating the assault.

Follow-up

Treatment is not 100% effective, and the patient should be warned that pregnstilty i
possible. If the patient does not have a menses within 2 to 4 weeks, she should have a pregnancy
test.

Sexually Transmitted Diseases (STD)

A primary concern regarding the possible contraction of an STD is common in patients
presenting to the enggncy department following sexual assault. The Centers for Disease
Control and Infection report that trichomoniasis, bacterial vaginosis, chlamydia, and gonorrhea
are the most frequently diagnosed infections among women who have been sexually assaulted
(CDC, STD Treatment Guideling2010). Of these, chlamydia and gonorrhea are of particular
concern because of the risk of ascending infection, more serious iliness, and impaired fertility.
Hepatitis B, genital herpes, and human immunodeficiency virus (iAfggtion are also
discussed below.
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The Issue of Testing for STD Prior to Treatment

Though testing for STD at the time of sexual assault evaluation has been a norm in the past, there
are some good arguments for reconsidering this practice. Unégssatie signs or symptoms
suggesting ongoing infection, it is hard to identify clinical or legal indications for testing.

Most positive cultures obtained within 72 hours of the assault will reflect infection antedating the
assault. Assuming prophylactireatment and follow up are going to be persued, cultures will
add nothing to the plan for clinical treatment.

Testing should be done if clinically indicated for other reasons such-asigtimg symptoms,
findings on physical examination, or if thatgent declines prophylactic treatment.

Prophylactic Treatment for STDs

Prophylactic treatment for the most common STDs is indicated at the time of the initial
examination. The following recommendations are based on the most recent Centers for Disease
Control Guidelines, published in 2010.

Treatment Regimens for STD Prophylaxis

Gonorrhea
Ceftriaxone (Rocephin) 250 mg. IM in a single dose

OR
Cefixime 400 mg. orally in a single dose

Fluoroquinolone Resistance

Since 1993, Fluoroquinolones (i.e., cipmfécin, ofloxacin, or levofloxacin) have been used
frequently in the treatment of gonorrhea because of their high efficacy, ready availability, and
convenience as a singlose, oral therapy. However, prevalence of fluoroquinolone resistance

in Neisseriagonorrhoeaéhas been increasing and is becoming widespread in the United States,
necessitating changes in treatment regimens. On the basis of the most recent evidence, CDC no
longer recommends the use of fluoroquinolones for the treatment of gonocéectabins and
associated conditions such as pelvic inflammatory disease (PID). Consequently, only one class
of drugs, the cephalosporins, is still recommended and available for the treatment of gonorrhea
(MMWR April 13, 2007/56(14):332 26 Up d at Sexually TranBntti@dDiseases
Treatment Guidelines, 2006: Fluoroquinolones No Longer Recommended for Treatment of
Gonococcal Infections).

Chlamydia

Azithromycin (Zithromax) 1 gram po in a single dose is the drug of choice.

It is particularly advantageous be able to give the medication in a single dose at the time of
evaluation, thus improving compliance.
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Alternative for the patient allergic to macrolide antibiotics

Doxycycline 100 mg po bid for 7 days.

Note: May interfere with efficacy of oralantraceptives; advise patients to use a back up method
of birth control during the period of treatment.

Syphilis
No specific prophylaxisis recommended by the CDC for syphilis. Ceftriaxone 250mg. IM can
provide protection against incubating syphilis. dkagy at the follow up examination should be
done.

Bacterial Vaginosis and Trichomoniasis
Metronidazole (Flagyl) 2 grams in a single dose

Metronidazole might aggravate the potential nausea and vomiting already associated with the
other prophylactic medations. Also, the recent ingestion of alcohol is a common factor at the
time of initial evaluation and this is a contraindication to the use of Metronidazole.

The providemay want to defer treatment as needed to the time of the falosxam or
disperse the Metronidazole to be taken a day later at home once other STD and pregnancy
prophylaxis treatments have been successfully completed and alcohol has been metabolized.

Hepatitis B

Recommendations of the CDC indicate that {gogiosure Hepatitis B eaination, without

HBIG, is adequate protection against Hepatitis B virus exposure in the setting of sexual assault
(CDC, STD Treatment Guidelines, 2010). If a patient is already immunized, no further

intervention is needed. In the absence of prior cetagl full series of three Hepatitis B

vaccines, the Hepatitis B immunization should be initaledAs of t he early 19¢
vaccine became a component of routine childhood immunizations.)

When indicated, the first dose should be administetréteaime of the initial examination, with
follow up doses at-2 and 46 months after the first. It is very important to make clear to the
patient that the full series of immunization will be required.

If there is a known high risk of exposure (e.gultiple perpetrators, a known Hepatitis B

positive assailant, or assailant at high risk for Hepatitis B), Hepatitis B Immune Globulin may be
considered in addition to the vaccine (at the time of the first dose of vaccine), but is not routinely
recommended.

Herpes Simplex/Genital Herpes
Although there is no regimen for prophylaxis against herpetic infection, patients should be
educated regarding the symptoms of primary genital herpes so they know to see their primary
care provider should symptoms arise.
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Summary of STD Prophylaxis Guidelines

STD Treatment Alternative
Gonorrhea Ceftriaxone 250 mg. IM Cefixime 400 mg. po
Chlamydia Azithromycin 1 gram po Doxycycline 100 mg. po bid

for 7 days
Syphilis No separate treatment. Serology should be done
(Ceftriaxone 250 mgM for at the follow up visit

GC probably protective)

Bacterial Vaginosis and Metronidazole 2 grams po
Trichomoniasis in a single dose
(Consider need for delayed
treatment)
Hepatitis B Begin series of Hepatitis B| Consider also adding HBIG
vaccine if no already only if high risk situation
completed
Genital Herpes No preventive medication, b

educate patient re coming ir
for antiviral therapy if
symptoms arise

Human Immunodeficiency Virus (HIV)
Given the profound consequaes of HIV infection, it is not surprising that potential exposure to
HIV is a source of concern in patients presenting with a history of sexual assault. Unfortunately,
Post Exposure Prophylaxis (HIV PEP) following sexual assault is not as simplagitstra
forward as prophylaxis of GC or Chlamydia. (See further discussion in the section below: HIV
Post Exposure Prophylaxis.) Itis clear, however, that HIV testing should be performed.

HIV Testing
Even if HIV PEP is not used, the patient should stilhave HIV testing at baseline, with

follow up testing at 6 weeks, 3months, and 6 months from the time of assa@DC, 2010)

HIV testing should not be done without appropriate counseling and folipwesting should be

done in the emergency departm@NLY if the patient has an identified physician to whom the
results will be sent and with whom that patient will have a scheduled appointment to discuss the
results and arrange further follewp testing.

An anonymous testing center offers both appropdateseling as well as better protection of
patient confidentiality. A listing of counseling and testing centers can be found in Appendix C.

With questions involving adolescent patients, a pediatric ID specialist should be contacted.
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HIV Post Exposue Prophylaxis (HIV PEP)

There are no randomized, controlled trials studying the efficacy of HIV Post Exposure
Prophylaxis in cases of sexual assault. Recommendations need to be extrapolated from other
studies, such as those performed in the settingafpationally exposed patients.

In January 2005, the CDC published recommendationArfbretroviral Postexposure

Prophylaxis After Sexual, Injectiedrug Use, or Other Nowccupational Exposure to HIvi

the United States (MMWR January 21, 2005). pretical application of these guidelines in
cases of sexual assault is difficult since critical information, most notably the HIV status of the
assailant, is most frequently absent. In these circumstances it is necessary to weigh risks and
benefits on @ase by case basis. The following review will hopefully assist medical providers in
this process.

Risk of HIV Transmission in Sexual Assault

The probability of acquiring HIV infection through sexual assault is believed to be low, but
clearly possible HIV -antibody seroconversion has been reported in patients whose only known
risk factor was sexual assault or sexual abuse.

CDC Guidelines for HIV Antiretroviral Postexposure Prophylaxis After Sexual, InjeEtrag
Use, or Other Noccupational Exposa to HIV in the United States were published in
MMWR January 21, 2005/54(RR02):2D.

The following table, taken from these guidelines shows the relative risk per act, for acquisition of
HIV by exposure, assuming an HIV positive source or partner atite icase of sexual acts, no
condom use.

Table 1
Exposure Route Risk per 10,000 exposures to an infected
source
Blood Transfusion 9,000
Needlesharing IV drug use 67
Receptive anal intercourse 50
Percutaneous needle stick 30
Receptive penileaginalintercourse 10
Insertive anal intercourse 6.5
Insertive penilevaginal intercourse 5
Receptive oral intercourse 1
Insertive oral intercourse 0.5

These rates may be higher in sexual assault due to the violent nature of the act and increased risk
of transmission through traumatized, open tissues.

Of course, in the case of the unknown assailant, the risk would also vary depending on the
likelihood that the assailant is actually infected with HIV.
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Evidence of the Potential Bnefit of HIV Post Exposure Prophylaxis (PEP)

Evidence indicating that HIV PEP might reduce the risk of HIV infection after sexual assault
and other notoccupational exposures comes from a variety of studies, including animal studies,
perinatal clinical trials of postnatalgphylaxis, studies of occupational PEP, and observational
studies (see discussion in CDC recommendations, US DHHS, 2005). An example of one such
study involved the caseontrol study of needle stick injuries in health care workers in which it
was found tht there was an 81% decrease in the risk of acquiring HIV with the timely use of
Zidovudine (Cardo, D.M., et al.). Extrapolation from these studies would support the potential
benefit of HIV PEP in the case of the sexual assault patient exposed to aoditive

perpetrator.

HIV PEP: Risks, Costs, and Compliance

Unfortunately, the use of HIV PEP is not without risk and expense. Side effects of antiretroviral
therapy include Gl intolerance, fatigue, malaise, skin reactions, myalgia, headaches, insomnia,
nephrolithiasis, hepatotoxicity, and bone marrow suppression.

The cost of a typical-veek course of antiretroviral therapy is $800 to $1,200, not including the
costs of laboratory testing and medical follow up.

One study of 492 health care workers indloseupational PEP registry showed 76% had
complaints of side effects such as nausea (57%), fatigue or malaise (38%). Six in this group
reported severe adverse events, four of whom stopped taking PEP due to these events. Sixty
eight workers stopped PEP gds exposure to a known HIV positive source; 43% of these
stopped due to side effecfgvang, S.A., et al.).

Another study, this one of the U.S. noccupational PEP surveillance registry, noted 22%
modification or cessation of PEP, half of these rficalions or stops being secondary to side
effects (Grohskopf, L.A., et al.).

A Vancouver study looked at the completion of HIV PEP treatment in a group of sexual assault
survivors. Seventy one of 258 accepted a 5 day starter pack of nonoccupationaiveBi:

nine returned for additional doses, with only 8 of those actually completing four weeks of
therapy (Wiebe, E.R., et al.).

An Approach to the Question of HIV PEP

The Nonroccupational HIV PEP Task Force from Brown University AIDS Program and the
Rode | sl and Department of Health present a
analysis for the use of HIV PEP (Nonoccupational HIV PEP Task Force). The model is as
follows:

1. Determine if exposure meets criteria for HIV PEP evaluatlarthe ase of the sexual
assault patient this would include exposure consisting of:

e Unprotected vaginal or anal penetration by persons at risk or known to be infected with
HIV;

e Oral sex involving exposure to seminal or vaginal secretions from sources that are HIV
infected or at risk of HIV infection;
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¢ Blood/body fluids exposures to injured/damaged {mbact) skin or mucosa from
sources that are HIV infected or at risk of HIV infection;

e Treatment could be initiated within 72 hours from time of assault;
e The mtient is not already HIV infected,
e Patient is able to give consent and willing to continue 28 days of uninterrupted therapy.

HIV PEP would generally not be necessary for sexual acts that did not involve vaginal or
anal intercourse, or oral receipt of serimal or vaginal fluids or human blood.

2. Determine source HIV status or risk factors of the source(s), when knttvaugh this is
often not possible in the case of sexual assault, certain factors may provide clues to a HIGHER
risk situation. These HIBER RISK FACTORS would include:

e assault by multiple perpetrators;

e perpetrator with known multiple sexual partners;

e perpetrator with history of sexually transmitted disease;

e perpetrator with known engagement in malale sex;

e perpetrator with history d drug use or trading of sex for money or drugs;

¢ anal penetration by an unknown assailant;

e anal penetration or vaginal penetration with associated traumatic tearing injury;
¢ the presence of other STD's that would threaten the integrity of the vagicasanu

All of these factors could increase risk of transmission if HIV were present.

The local epidemiology of HIV would also influence the relative risk. For example, an assault in
prison is more apt to be high risk than one in the community at lémgeddition, the rate of

HIV varies from one area of the country to another.

3. Recommendations for Treatment Based on Risk Stratification.

Risk Stratification, with recommended drug treatments (see table below) as follows:
RECOMMENDED : Known exposurectHIV source. Treatment strongly advised

OFFERED: Unknown source but with higher risk factors. Discuss potential risk with the
patient and offer treatment if they so desire after informed discussion of risks and
benefits.

CONSIDERED: Unknown source ith lower risk factors.Treatment not recommended
or routinely offeredbut mi ght be considered in the
such as a strong patient desire for treatment after informed consent.

In general, given the current incidence of HIVin the Maine population, most patients
woul d falll i nto the Aconsideredod category
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Guidelines For HIV PEP After Sexual Assault

Action Indication/Exposure Medication
Recommend Unprotected vaginal or anal Assail ant 6s me
PEP intercourse with &NOWN UNKNOWN ; assailant is not u
HIV infected &sailant. HIV medications:
Three drug regimen (See page
Unprotected oral sex with a
KNOWN HIV-infected assailant | As s ai | aaatiodregimere
when transfer of seminal or vaging is KNOWN or known resistance
secretions occurred. present:
Discuss options with HIV speci;
soon as possible.
(If advice is unavailable, a regir
is different from the medication
assailant currently uses can be
the initial dose. Chase two nucly
reverse transcriptase inhibitors
protease inhibitor).
Offer Unprotected vaginal or anal Two drug regimen
PEP intercourse with an assailant whoseg (See page 61)
HIV status iSUNKNOWN AND
could be at #{lIGHER (see above) | Consider moving to three drug
risk of HIV infection. (adding protease inhitor) when:
a. the assailant has multiple ris
Unprotected oradex when for HIV infection, AND/OR,
DEFINITE transfer of seminal or | b. the patient has a sexually trg
vaginal secretions occurred, with ar  disease or is pregnant, AND/
assailant whose HIV status is c. other compelling circumstan
UNKNOWN AND could be at a exist.
HIGHER risk of HIV infection.
Consider Unprotected vaginal or anal Two drug regimen
PEP intercourg with an assailant whose (See page 61)

HIV status iSUNKNOWN AND
could be at # OWER risk of HIV
infection.

Unprotected oral sex when transfer
seminal or vaginal secretions
occurred with an assailant whose
HIV status iSUNKNOWN AND
could be at a LOWER risk of HIV

infection.
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Drug Regimens for HIV PEP

There are a variety of drugs available for HIV PEP. The following are possible regitivens.
recommend each institution review options with their infectious disease specialistsca
maintain a protocol that includes availability of 3 to 5 day starter packs of medications and
relevant written medication information for the patient.

e PossibleTwo Drug Regimen
Truvada (Emtricitabine 200 mg. and Tenofovir 300 mg.) OR, Combivir (Zidoeu@d0 mg. +
Lamivudine 150 mg.), one tablet, twice daily.

e PossibleThree Drug Regimen(one of above combinations PLUS protease inhibitor)
Kaletra (Lopinavir 200 mg. and Ritonavir 50 mg.), two tablets, twice daily, OR Indinavir 400
mg., two capsulesvery 8 hours on an empty stomach.

Other Factors in Treatment

Treatment timing The first dose of HIV PEP should be administered as soon as possible
for the best chance of success, preferably within the first hour. Treatment should begin within 72
hours of exposure.

Duration of treatmentA full 28 days of uninterrupted treatment is recommended.

Patient consentAs a component of consent, patients should be informed that HIV PEP
is still of unknown efficacy, is not a cure for HIV infection, andshbe taken under the care of a
specialist with regular follow up visits and laboratory testing.

Starter medicatian The patient should receive an initial prescription for three to five
days to cover the time to the first appointment with the Higteist. It is advised that starter
packs should be packaged ailable through the hospital pharmaagd should contain the
starting days of medication as well as instructions and drug information for the patient.

Testing Patients should haveseline laboratory testing within 72 hours of receiving
HIV PEP. This testing should include HIV, Hepatitis B and C, chemistry panel including liver
function tests and CBC. Women of childbearing age should have pregnancy testing.

Prior to Discharge Fallow up medical care, preferably with an HIV specialist, must be
arranged prior to dischargd&his can be coordinated with the infectious disease specialist at your
hospital or the patientés primary care physi

Resources
Nati onal HI V/ Sdnfdigatiof Centeld kboura daytélephone consultations are
available through:

1. PEPI i ne ( Nat i oidbgbsur€RPrapmylaxisiHetlimeyd384R8911,
24 hours/day, 7 days/week. Offers healthcare providers around the clock advice on
managingoccupational exposures to HIV, and Hepatitis B and C. They do take calls re
PEP in cases of sexual assault.

2. Warmline (National HIV Telephone Consultation Servicé0D-933-3413,
Mondayi Friday, 8ani 8pm EST. Voicemail 24 hours/day, 7 days/week.ef3ff
healthcare providers expert clinical consultation on antiretroviral treatment options, drug
interations and toxicity, resistance testing, prophylaxis and management of opportunistic
infections, and primary care of persons with HIV/AIDS.
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HIV Testing and Medical Follow-Up

Even if HIV PEP is not used, the patient should still have HIV testing at baseline, with
follow up testing at 6 weeks, 3 months and 6 months from the time of assa@{tDC 2010)

HIV testing should not be done without appropriaenseling and followp care. Testing

should be done in the emergency department ONLY if the patient has an identified physician to
whom the results will be sent and with whom the patient will have a scheduled appointment to
discuss the results and argarfurther followup testing.

An anonymous testing center offers both appropriate counseling as well as better protection of
patient confidentiality. A listing of counseling and testing centers can be found in Appendix F.

With questions involving adolesnt patients, a pediatric ID specialist should be contacted.

K. Strangulation

Strangulation is commonly used by sex offenders (and domestic violence perpetrators) as a way
to immobilize the victim. It is therefore important to always assess the patiengris and

symptoms of strangulation and document any findings. Because serious, perhaps life threatening
breathing changes can occur hours after the assault, consider admitting the patient who has
suffered strangulation so that breathing/airway can txeitored.

Strangulation is a form of asphyxia characterized by closure of blood vessels and/or air passages

of the neck as a result of external pressure on the neck. Itis often incorrectly referred to as
Achokingo which i s aisteroat ISteaggelationfis extemnal. lacanr way , an
lead to unconsciousness, irreversible neurological damage, and death by causing hypoxia in the

brain. It differs from suffocation which is the covering of the mouth and nose with hands, pillow,
plastcbagpr by the perpetrator sitting on the victi

There are three general mechanisms of strangulation: hanging, ligature strangulation, and manual
strangulation. These can cause:
e Compression of the carotid arteries and/or jugular veins causing deseheania;
e Compression of the laryngopharynx (larynx or trachea) causing asphyxia; and,
e Stimulation of the carotid sinus reflex causing brachycardia and/or hypotension.
Vascular obstruction is usually the main mechanism. After 50 seconds of contixyges
deprivation, the victim rarely recovers.
Internal symptoms of strangulation include:
e Voice changes from hoarseness, to complete loss of voice.

¢ Difficulty or pain when swallowing due to hyoid bone injury/laryngeal fracture/internal
bleeding. (Thenjury may appear mild but can kill within 36 hours).
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Difficulty breathing which may be due to hyperventilation that accompanies a terrifying event,
but more importantly, may be secondary to underlying neck injury. The breathing changes may
appear md, but over time (24 36 hours), the injuries could be fatal.

¢ Involuntary urination and defecati@anoccur.

e Behavioral changes including (early) restlessness, violence or hostility; (long term)
personality changes; amnesia; psychosis.

¢ Ringing in the ess.
¢ Unconsciousnesss

e Miscarriage hours or days later

External, visible injuries to the neck may include:
e Redness, scratches, abrasions, and scrapes (claw marks).
e Pattern redness or bruising, may be evident.
e Patterned impression marks (thumb print bngk
e Rope burns
e Linear fingernail scrapes either from the assailant or the victim.

e Petechiae of the sclera, around the eyes, under the eyelids, anywhere on the face, and on
the neck above the area of constriction. Petechiae can result if pressurgasneadifor
more than 20 seconds.

¢ Blood red eyes which suggest significant struggle between the victim and assailant.

L. Discharge Planning

Patients must leave the hospital with information related to follow up care including:

medical and mental health ke

e injury management
¢ physical comfort

e community resources and referral

Il nf ormati on must be clear and concise and sh
skill level and language. Contact information for the local sexual assault support bentdr s
be provided.

Documentation of developing or healing injuries or resolution of healing should also be
considered when indicated. Occasionally there may be injuries seen on the exam that eall for re
examination at a later date to document progressioesolution of acute injury. Examples

would include areas of tenderness that might be expected to develop into visible bruises in 1 to 2
days, or genital findings suspicious for injury that could be expected to resolve over 1 to 2
weeks, whereas normariants will be unchanged.

Protocols for follow up examinations need to be developed at a local level, but best practice calls
for reexamination and documentation, including photographs, of evolving/heglings by the
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provider who did the origal exam. If this is not feasible, the patient should be referred to their
PCP or local clinicsuch as Family Planning or Planned Parenthddoh-genital bruises or
other evolving injuries could be documented and photographed by law enforcement.

Thefollowing issues should also be addressed at time of discharge:

e Maedical Discharge Instruction€Oral and written instructions should be provided,
including treatment received, a list of medications prescribed or provided, and referrals
forfollowup. Bec er t ain that the patientdés physical

o Safety Planning Determine if the patient feels safe returning to her/his residehoet,
assist the patient in exploring alternativesch asstaying withrelatives, friends,or in an
emergency shelterlf the patient has physical disabilities, the shelter muatbessible
and staff able to meet the patientds needs.
(group home, nursing home, etc.) and may have been assaultedhsr aesident, staff
person, or someone with access to residents, alternative living arrangements must be
made to avoid having the patient come in contact with the suspected perpetrator. This
arrangement should provide the patient with the services shedds and that are
designed to promote recovery from the assault. A state agency such as Adult Protective,
may be of help.

e Transportation If necessary, assist with transportation to allow the patient to safely reach
home or an alternative safe locatio

e EmotionalSupport Ideally, the patient should have support from a Sexual Assault
Support Center advocate during the medical/forensic exam. If the patient is suicidal or
otherwise seriously distraught, consider immediate consultation with crisises¢social
services.

¢ Mental Health:A list of names of therapists or community mental health agencies
appropriate for sexual assault survivors may be available to patients from the local sexual
assault support center.

o Resources and ReferraDn distarge, the patient should be provided with information
regarding ongoing support services and any medical treatment necessary. Provide
contact information for who will be taking follow up photos if indicated. Provide referral
information for STD follow p testing as well as HIV testing and counseling sites. If the
patient wants an Order for Protection from Abuse, the local sexual assault support center
can help. Be sure to give the patient information about the Victim Compensation
Program.

e Coordinationof Follow Up Follow up care may have to be coordinated among various
providers/agencies, depending on the case. These may include schools, law enforcement,
prisons or jails, agencies that provide services to teen, immigrant, refugee, or homeless
populdions, or state agencies such as child or adult protective services.

e Sexual Assault Support Center&dvocacy programs offer a host of services for
survivors of sexual assault. Knowledge of services and relationships with advocates who
respond to hostal calls can be helpful. Advocates can help with safety planning prior to
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discharge and can follow up with the patient. They can accompany the survivor to court
for a Protection from Abuse Order. Most programs offer support groups and counseling
referrals in the community. There is a free and confidential statewide sexual assault
crisis and support line available 24 hours a day at88107741, TTY 806458-5599.

e Investigative Processdlf the patient is reporting the assault to law enforcensmiain
that investigators will want to interview her/him (if that has not already occurred),
explain the criminal justice process, and assess safety. The advocate can help with this.
Remember that it is the pat iementdRemmndtee c e
patient that the sex crimes kit will be held by police for up to 90 days (often longer)
giving the patient time to decide whether to report. The patient can report her/his case to
law enforcement at any time in her/his life, thoughdhielence may be destroyed after
90 days.

M. Photo Documentation

Much of the information below was adapted from the National Protocol for Sexual Assault
Medical Forensic Examinations, Adult/Adolescents, US DOJ, Office on Violence Against
Women, Septemb&004.

Legally, photographs are part of the medical record and should not be pustatéhgex tmes
kit, nor should they be given to law enforcement without patient written, informed consent or a
subpoena.

Taking photographs of patient injuridsosild be routine, but requires patient consent.
Photographs can be a powerful adjunct to the forensic histocymentationand physical
findings for the medical record. It is important for each hospital to devslogwn protocol
regarding forensichmtographytaking into account equipment used, who will be taking the
photographs, and storage of photographs in the medical record.

Hospitals vary in the photographic equipment available to the forensic examiner. Ideally, a
digital camera is used. h€ camera should be a single lens reflex, have macro capability, a ring
flash attachment, a ring light attachment, and have a minimum of 5pnegs.

Digital Photos Digital photos should be downloaded onto two CDs or a memory card,
and stored with thenedical record. If on CD, one copy should remain with the medical record;
the other will be available should the prosecutor subpoena the photos.

35 mm Photas Most 35 mm film is sent to the crime lab with the sex crimes kit since
hospitals do not hava mechanism to have the film developed confidenti@lycument in the
medical record that the film was placed in the sex crimeslkyjtour hospital develops 35 mm
film it is important to create a mechanism to ensure that the photos and negatstescdrevith
the patientdés medical record and that the <ch
biggest disadvantage of 35mm is that there is no way to tell if good images were achieved.

Poloroid Photos This is rarely used. Poloriod printeasften of such poor quality that
they are of questionable use for forensic purposes, and they may degrade over time. If Poloroid
photos are taken, take two of each image so that one will be available to the prosecutor should
the photos be subpoenaed.
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Your hospitalprotocol should include how to label photographs, how film is to be developed,
duplication of prints, storage of photographs, and follgmphoto proceduresAgain, do not
include digital or Poloroid photographs in the sex crimesHtgwever, 35mm film can be
included unless the hospital protocol specifies otherwi$e crime lab will develop 35mm

film. Always maintain chain of custody. Involve prosecutors, law enforcement, forensic
examiners, and advocates in protocol developnagrat work with local police departments
regarding followup photographs.

Photographs ideally should be taken by the forensic examiner because the patient is more
comfortable and less traumatized by the caregiver who has developed a rapport witletihe pati
Patient privacy and comfort must be considered. Drape the patient appropriately. Explain the
purpose of the photos, the extent and approximate number of photos that will be taken,
procedures to be used, potential uses of photographs during thegem@stand prosecution
(especially if anegenital photos are taken), who may see the photos, and the possible need to get
follow-up photographs.

Photos can be taken at any time during the medical forensic exam as injuries are observed.
Mechanisms shdd be in place to protect patient privacy and confidentiality related to the

photographs

Patient Identification There must be a link between the patient and the photographs. Some

jurisdictions ask that a phwdytocredtealinkisthgpat i ent 6s

write t he padical ®mumdes, kitnrackireg humbelate of examandthe
photographer 6s name/ i nandtakelaphoto of thigat thd baginnings h e e t
and end of the roll a5 mmfilm or CD, o place this information on tHeackof Poloroid

photos

Photo Clarity. Photos need to be clear, with sharp focus, taken at eye level, and framed
accurately. Use the shutter speed and lens aperture to control exposure. Use adequate lighting.
All forensic examiners must have training on the proper use of photographic equipment. The
protocol should include an information guide for refererf8eme photos should be taken in both
color and black and white if possible; this can be done with some digitedres.

Scale Use an inch scale or ruler for size reference in photos.sitggested that sevegiotos
be taken of each injury, one with the scale and one witsbatving that the scale did not cover
up any part of the injury.

Orientation of Fhotos Always document the position of the patient when photos are taken.

When taking photos of cuts, bruises, bite marks, swelling, laoesator abrasions take several

photos of each injury sides, top, and bottoinand take a shot showing the injun relation to

a region of the body. Include anatomical landmarks. For example, a bruise on the arm should be
photographed claty from different angles, with and withoaitscale, and then photographed to
include an anatomical landmark like the shouleééow or wrist.

Take closaup photos of hands and fingernails if there is blood, hair or skin under the nails, or if a
fingernail is broken or missing. Photograph debris evidence on the body such as dirt, gravel,
leaves, etc. Photograph restraint ksarom the wrists, ankles or neck. If taken close up they
may be compared to items used to restrain the patient.
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Follow-up Photographs Follow-up photos should be taken as bruises or other injuries change
over time. These photos can document emgrguolving injuries, as well as healing/resolving
injuries.

Accountability: Clearly label all photos and maintain chain of custody. Follow hospital
policy/jurisdictional policy for development of film, transfer, duplication and storage of prints or
CDs.

N. Documentation

The provider is responsible for completing all of the records in the sex crimes kit as well as
documentation in the hospital medical record. The documentation should include history, details
of the examination findings, treatment, ahsicharge and follow up plans. It should be thorough
and accurate. l nclude a description of the
related to the assault. The record has the potential to be used in the case investigation as well as
the ciminal proceedings should the case go to court. In addition, the examiner will need the
record to refresh her/his memory should she/he be called upon to testify at trial.

Do not white out any portion of the record; cross out errors and initial. &gitdy. Sign your

name so that it is easily identifiable. Nurses who are nationally certified through IAFN may

wr i t e -A6S AaNfFEt e r Tthhee iarc rmanmpem 6 SANEOG i s copyrigh
Association of Forensic Nurses. Nurses who are Mstate certified, but not nationally
certified, may write out ASexual Assault For
Advanced practice nurses, physicians, and PA
ME state certified.

A F or e n srecordssho@die maintained separately from other records (preferably in locked
files) to avoid inadvertent disclosure of unrelated information and to preserve confidentiality.

The medical record is stored at the exam site. The exam site shoulddsavaoticies about

who is all owed access to these records. o (A
Forensic Examinations, p.79). The records should preferably be stored in a locked file cabinet.
This is of particular importance in smaller, Hurammunities where health care providers and

medical records staff may be acquaintances, friends or relatives of the patient or suspect.

O. Billing

State law requires that hospitals and other providers of services for sexual assault examinations
biltheVi ct i msé Compensation Program directly fo
and medical treatment relevant to the assault (such as pregnancy and STD prophylaxis). The
Gross Sexual Assault Forensic Examination CI
Compensation Board is in the sexteskit. I't must be completed an
Compensation for paymenDO NOT placeVi ct i ms 6 Co mp e rpapartvarkann P r o
the state sex crimes kitrather, follow hospital policy regarding billing.

The use of the sex crimesikmust be noted on themedical record and in the billing or
there will be no compensatiorto the hospital

If there are associated injuries or problems that require evaluation or treatment beyond the scope
of the usual forens examination and treatment (i.e. laceration requiring suturing, fracture, etc.),
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these services need to be billed separately to
protocols. If the patient is reporting the assault to law enforcestette is eligible to submit
further expenses for rei mbursement to the Victi

Neither the patient nor their insurance carrier can be billed for charges for the sexual assault
forensic examination and treatment that exceed the amtlattied byt he Vi ct i ms 0
Compensation Program.

P. Quality Improvement

The quality of the care of the sexual assault patient must be evaluated periodically in each health
care setting. Tools that promote consistent, Hgjgality response include contingireducation,
appropriate supervision, performance evaluations, and peer review of the medical forensic
record. Case presentations at SAFE Program quarterly meetings provide all nurses with
opportunity for critical peer review and quality improvement. eJagsentations at Sexual

Assault Response Team meetings involve all responders, and can provide feedback on the
adequacy of the response as well as an opportunity to examine ways to improve coordinated
response to victim/survivors of sexual assault. dssmce at SART meetings and SAFE

guarterly meetings is an expectation of the role of the SAFE.

Q. Special Considerations

This section was adapted from thational Protocol for Sexual Assault Medical Forensic
Examinationspp. 2934.

Patients react diffrently in the immediate aftermath of a sexual assault. There are many things

that influence the reactidngender, age, culture, disability, language skills and abildies,

personal beliefs about sexual assault. SAFEs must identify specific popsiiatiheir area so

that information is available to better serve patients from these populations. This will enhance
care,interventions and servicespasts saul t . AHowever, do not assum
certain beliefs or have certain needs eodcerns merely because thmlong to a specific

popul t29).on o

This document does not seek to explore all populations of victims. You are encouraged to
explore the needs of potential patients in your own community, and network with providers and
agencies that serve specific populations. Keep in tmanders to quality care that may exist for
patients; consider any equipment or supplies needed to assisti¢éme, gaich as aydraulic lift,

TTY, or an interpreter.

1. Patients from cultural gups and those with limited English proficiency

¢ Culture can influence beliefs fAabout sexual
affect health care beliefs and practices, treatment outcomes, and emotional healing. It
can al so i mpresgohse to And inwolvemént imtidescriminal justice system.
It is important to help patients find culturally specific assisgaand/or referral if
possibleo (p. 30).

e Some victims may be apprehensive about interacting with providers from cultures other
than their own. They may fear or distrust providers or assume they widldied
i nsensi ti v ebengfitfromprovasrs ofrtlaeysam@ backgroonavho
understand their cultuodp. 30).
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ABe aware that some c uloppositessx frommbeinglplese a n
when victims disrobe, or to speak about the assault with members of the oppasite (sgp .
30).

Victims may not report or discuss the assault because of cultural stigma, intense
embarrassment and shame.

i Be awa r dasabobtavodmerh mdn,isexuality, sexual orientation, race, ethnicity,
and religion may vary greatly .aWhatmgy vi ct i
help one patient deal with the trauma of sexual assault may not be the same for another.

ABe patain@n under standing towar ds, whiahtmayent s 6
worsen withcrisis (p. 30)

Provide interpreter services and translated material foilemglish speaking patients.

For many reasong, is important to use certified interprets , not t he pati e
friends especially if the patient plans to report the assault to law enforcemhestng

the language line be certain that the interpreter you are connected with is not from the
patientds circlertowdd. friends/ family/ neighb

Interpreters need to be trained about issues related to sexual assault and abuse,
confidentiality and cultural concerns.

. Patients with Disabilities

Some patients may have several disabiliimduding physical, mental or sensory
disabilities or a combination of disabilities. Make every effort to accommodate patient
needs.

NfBe aware that the risk of criminal victi
disabilities appears to be much higher than for people without disabili@esple with
disabilities are often victimized repeatedly by the same offender. Caretakers, family
members, or friends may be pessible for the sexual assault 1} .

This may be the first time that the patient has had an internal exam. Be ceegitain
each step in language that is understddkde/hemay not be aware that a crime has been
committed againdter/him

A patient may want a caretaker, friend or family member wtthimin the exam room
to assist with communication. This assis@may influence patient responsss care
must be taken to prevent this from occurring. Ideally, assistance should come from
someone not associated with the patient.

ARecognize that patients may mentale some de
retardaion, mental illness, developmental disabilities, traumatic brain injury,
neurodegenerative conditions such as Al zh
developmental disabilities affect cognitive ability (e.g., cerebral palsy may result in

physica rather than mental impairment). Be aware that patients with cognitive

disabilities may be easily distracted and have difficulty focusing. To reduce distractions,
conduct the exam in an area that is void of bright lights and loud noises. Speak to

patients in a clear and calm voice, and ask very specific and concrete questions. Be exact
when explaining what will happendd ng t he exam(pp3i)ocess and
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. Male Patients

Reinforce for male patients that the assault was not their faulhahchale sexual
assault is not uncommon. If possible, provide a sexual assault support center advocate of
the gender with which the patient feels most comfortable.

ABecause some male victims may fear public d
associted with male sexual victimization, emphasis may need to be placed on the scope
of confidentiality of patient informtion during the exam procéss B2 .

Do not assume the sexual orientation of the patient regardless of the gender of the
attacker.

A Ma\vicems may be less likely than females to seek and receive support from family
members and friends, as well as from advocacy and counseling services. Their ability to
seek support may vary according to the level of stigmatization they feel, the
circumstaces of the assault, the sensitivity of care they initially receive, and the
appropiateness of referrals provided 82) .

Work with your local SART team to enhance the capacity of all members, local mental
health services and sexual assault supporecetdff to serve male victims.

. Older Patients

Caretakers, including family members, may sexually assault older dependents. The
offender may bring the victim to the hospital for treatment. Policies need to be in place
that provide for the safety adlder patients, including involving adult protective services.

Physical conditions common in the elderly coupled with the emotional impact of the
assault may make the patient appear confused. Meeting the emotional needs of the
patient may enhance yourilitly to provide mae effective care and treatmdhtnda
Ledray, SANE Development and Operation Guide, 1998, p. 87)

AOl der victims may be reluctant to report th
the loss of independence. Although some relativiek to place older victims in an

assisted living situation after an assault occurs, such an action is not always necessary or
useful to a victimds recovery. When a chang
assist victims and their relatives in makiplans that maximizemdependence yet

enhance safely B2 .

Encourage follow up medical care. Refer to appropriate legal antbkgahservices as
needed.

AOl der women are at an increased risk for va
vaginallyassaulted. Decreased hormonal levels following menopause result in a

reduction in vaginal lubrication and cause the vaginal wall to become thinner and more

friable. Because of these physiologichhnges, a Pedersen speculum, which is longer

and thinnethan the Graves speculum, should be used during the pelvic exam for

evidence collection. Special care should also be taken to assess for intravaginal injury.

In some older women, examiners will need to simply insert the swabs and avoid the

trauma of insrting a speculum. If there are external tears in the introitus, internal

injuries must also be considered. The recovery process for older victims also tends to be

longer than for younger victims ( SANE Devel opment p.8808d Oper at.
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! Label '
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\
Kit No. Initials of Examiner
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Legend:
A - Mons Pubis

B - Perpuce . _ o , G
C - Urinary Meatus '

D - Vestibule , "'u
E - Vagina ; .
F - Fossa Navicularis I \

G - Posterior Fourchette N
H - Perineum '
I - Anus

J - Labia Majora
K - Labia Minora
L - Clitoris

Kit No. ' | Initials of Examiner _
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Sample
MGMC Medical/Forensic Exam Paperwork

CHAIN OF CUSTODY

Each person taking possession of this evidence MUST affix his/her signature upon accepting and relinquishing
custody of this evidence).

| have collected the following item(s) within these containers and sealed with my signature.
Check all that apply and fill in relevant information as needed:

A Sex Crimes Kit: contents on inventory sheet, unused portions inside if space allows. Otherwise, place in white bag with
handles.
A Clothing not inside Kkit:

b1

Urine Specimen (specimen should be frozen if possible, refrigerated if no freezer available)

b1

Blood Specimen (specimen should be refrigerated)

b1

Emesis Specimen (specimen should be frozen if possible, refrigerated if no freezer available)
Other:

b1

Signature, original packager date/time of sealing and packing kit

I, relinquish possession to
(Signature, giver) (Signature, receiver  date/time)

I, relinquish possession to
(Signature, giver) (Signature, receiver  date/time)

l, relinquish possession to
(Signature, giver) (Signature, receiver  date/time)

I, relinquish possession to
(Signature, giver) (Signature, receiver  date/time)

Kit Number Initials of Examiner
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MaineGeneral Medical Center
Informed Consent for Sexual Assault Forensic Examination and Evidence Collection

By signing below, | hereby consent to allow a MaineGeneral Medical Center Sexual Assault Forensic Examination Nurse
or other qualified forensic examiner to conduct a sexual assault forensic examination of my body and my clothing for the
purpose of collecting and preserving forensic evidence that may be used to apprehend and prosecute the person
responsible for the sexual assault against me, and for the purpose of identifying, documenting, diagnosing and treating my
injuries and conditions resulting from the sexual assault.

| acknowledge that the sexual assault forensic examination has been fully explained to me, and that it may include (i) tests
for the presence of sperm and sexually transmitted diseases, (ii) clinical observation for physical evidence of penetration,
sexual contact and injury to my body, and (iii) the collection of other specimens such as urine and blood samples for
laboratory analysis. | understand that the potential risks associated with a sexual assault forensic examination include:

| understand that the potential benefits associated with a sexual assault forensic examination include:

(i) pregnancy prevention, (ii) the prevention, early detection and treatment of sexually transmitted diseases, and (iii) the
collection and preservation of evidence that may be used to apprehend and prosecute the person responsible for the
sexual assault if | choose to report the sexual assault to law enforcement officials.

| understand that | have the right to refuse any part of the examination, but that any such refusal may limit the ability of my
examining healthcare providers to effectively diagnose and treat my injuries and conditions, as well as limit the ability of
law enforcement officials to apprehend and prosecute the person(s) responsible for the sexual assault.

I understand that if | choose not to authorize the release of the information and evidence gathered from the sexual assault
forensic examination (the fAsex cri mes ki ttlie)sextrimeslkiawil be sefitor c e
to law enforcement anonymously and will be secured by law enforcement in a confidential manner (using a tracking
number for identification purposes) for ninety (90) days in case | wish to notify law enforcement about the sexual assault

during that time period.

| also understand that my examining healthcare provider may, under certain circumstances, be required to report to State
agencies information gathered from the sexual assault forensic examination in order to comply with certain mandatory
reporting laws.

lalso: | CONSENT to have photographs taken of my injuries.
| DO NOT CONSENT to have photographs taken of my injuries.

Date Time Signature of Pat i dzedRemwesentBtiaet i ent 6 s

Printed Name of Patient or Authorized Representative Aut hori zed Representativebs Rel af
(Parent, guardian, healthcare power of attorney, healthcare surrogate)

Date Signature of Witness

Business Address of Witness

Date Time Signature of Examining Healthcare Provider

Printed Name of Examining Healthcare Provider

Kit Number Initials of Examiner
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Authorization to Notify Law Enforcement of Sexual Assault and to Disclose Sexual Assault Forensic Examination
Information
MaineGeneral Medical Center

Patient 6s Name: Date of Birth:

| authorize MaineGeneral Medical Center and my examining healthcare provider(s) to (check all that apply):

| Report the sexual assault committed against me to law enforcement officials for the purpose of initiating an
investigation of the sexual assault.

—_

Disclose to law enforcement officials the evidence and information collected from my sexual assault forensic
examination and documented in the Maine State Sex Crimes Evidence Collection Kit, including any specimens,
photographs, and medical records relating to the sexual assault examination and treatment | received, so that law
enforcement officials may use such information to investigate, identify, apprehend and prosecute the person
responsible for the sexual assault.

If you elect not to notify law enforcement of the sexual assault, the evidence collected from your sexual assault
forensic examination and documented in the Maine State Sex Crimes Evidence Collection Kit will be sent to law
enforcement anonymously for the limited purpose of preserving and storing evidence of the sexual assault for 90
days. During the 90 days law enforcement officials will not access the information and contents of the Sex
Crimes Evidence Collection Kit without your consent, and you may elect at any time during the 90 days to report
the sexual assault to law enforcement. If you elect not to notify law enforcement of the sexual assault during the
90 days, the evidence stored by law enforcement will be discarded and will not be available for use in prosecuting
the person responsible for the sexual assault.

-

Disclose to law enforcement officials the results of any tests for pregnancy and sexually transmitted diseases
such as HIV conducted as part of my sexual assault forensic examination,

so that law enforcement officials may use such information to prosecute the person responsible for the sexual
assault. | understand that persons who have authorized the disclosure of HIV test results and records have
experienced adverse consequences, including the loss or denial of employment, the loss or denial of health
insurance benefits, the loss or denial of life insurance benefits, alienation from friends and family members, and
other forms of discriminatory treatment, whether lawful or unlawful.

-_

Notify a Rape Crisis Center volunteer advocate to talk with me about crisis intervention and medical and legal
advocacy resources and services available to victims of sexual assault, and to assist me through the sexual
assault forensic examination process.

—_

Disclose to my primary healthcare provider, , the medical records relating to my
sexual assault forensic examination and relating to any treatment | received in connection with the sexual assault,
including any pregnancy and HIV test results contained in such records, so that my primary healthcare provider
can provide me with appropriate follow-up care.

This authorization shall expire on , or 1 year from the date of this authorization, whichever occurs
earlier.

| authorize that subsequent disclosures may be made pursuant to this same authorization unless | strike out this
sentence.

Kit Number Initials of Examiner
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By signing below, | acknowledge that | have read this authorization and that:

e | understand that MaineGeneral Medical Center and its clinical staff will not condition medical treatment or a
sexual assault forensic examination, or payment for such examination and treatment, upon whether | authorize a
report of the sexual assault to law enforcement or upon whether | authorize any of the above disclosures.

e | may refuse to authorize to disclose all or some of the above healthcare information but that my refusal may
result in the loss and unavailability of evidence that could be used to prosecute the person responsible for the
sexual assault.
e | have the right to revoke this authorization at any time, either orally or in writing, in the manner described in
Mai neGener al Medi cal Centerod6s Notice of Privacy ®Blyact.
acted in reliance on it.

e There is the potential that information disclosed pursuant to this authorization may be redisclosed by persons
receiving the information and that as a result the information may no longer be protected.

e | have the right to a copy of this signed authorization.

Date:

Patientds or Authorized Representativeds

Aut hori zed Re pratfutaanity @.9. pareatphealthcaregpower of
attorney agent, guardian, healthcare surrogate)
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FORENSIC EXAM RECORD

MaineGeneral Medical Center
NOTE: The likelihood of evidence retrieval decreases with time. If the sexual assault occurred within 120 hours
evidence may be present on the victimés body, and may be r

Locale/Jurisdiction of assault: Town: County:

Law enforcement notified: A Yes A No

Investigating Agency: Investigating Officer:

Others present for exam:

1. State of Maine sex crimes kit Ais A is not being completed.
2. Is the victim under 18 years of age? A no A yes. If yes, then all health care providers are mandated reporters.
Notify Department of Health and Human Services (1-800-452-1999). If notified,

document with whom you spoke Notify |l aw enforcement /
of Kennebec County (207-623-1156) or Somerset County (207-474-2423). Document with whom you
spoke
3. Spurwink Child Abuse Program is available for consult, if needed. (1-800-260-6160).
Patient Information: Race: Age: Sex:

PAST MEDICAL HISTORY

History of medical problems? A Yes A No

Describe

History of hospitalizations/surgeries (including C sections, Hysterectomy) A Yes A No
Describe

p2
p2

Medications currently in use? Yes No

List (nhame and dosage):

b3

Does patient use contraception? A Yes No

If yes, list type

b3

Medication allergies? A Yes No

List name and type of reaction:

Most recent tetanus shot is update indicated? A Yes A No
No
Is update indicated? A Yes A No

b
b

History of complete Hepatitis B vaccination series? Yes

Any history of preexisting injuries or symptoms (prior trauma, anal bleeding, fissures, hemorrhoids, etc.)?

Kit Number Initials of Examiner
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HISTORY OF ASSAULT

SUMMARY OF PATIENT6S DESCRIPTI ON OF ASSAUL

(in patient's own words - use quotation marks where applicable)

Kit Number Initials of Examiner
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History of Assault, continued

Offender Description:

If more than one offender, document additional descripton ( s) under AAdditional I nf ormat i
Sex: AF AM Age Race Hair Color Height Weight

Build: A Slim A Average A Muscular A Stocky A Obese

Describe Offender's Clothing

Describes any other characteristics such as facial hair, tattoos, piercing, etc.

Additional Information:

Kit Number Initials of Examiner
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REVIEW OF SYSTEMS

Last Menstrual Period G P

Current Pregnancy? A Possibly A No A Yes weeks / months

Name of physician and/or gynecologist

Any physical discomfort since the assault? A Yes A No

Describe

A Genitourinary

urinary symptoms

pain

A Abdominal
pain nausea / vomiting
other

A Skin injury

A Neurologic: headache LOC AMS

focal neurological complaints

PHOTOGRAPHS TAKEN A Yes A No

Type of camera used:

Photographer s name:

Photographs (memory card/disk) attached to chart: A Yes A No
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INSERT TOP COPIES OF MAINE SEX CRIMES KIT FORMS:

1. Patientds History of Assaul't

2. Evidence Collection Inventory

Kit Number Initials of Examiner
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FORENSIC MEDICAL PHYSICAL EXAM (with evidence collection, if appropriate)

Describe general appearance of patient, patientédés emotiona

clothing worn at time of assault?):

Describe positive findings and document on body diagrams, or check appropriate box if no acute injury seen.

Head: A no acute injury seen / A see diagram
ENT: A no acute injury seen / A see diagram
Chest: A no acute injury seen / A see diagram
Back: A no acute injury seen / A see diagram
Breasts: A no acute injury seen / A see diagram
Abdomen: A no acute injury seen / A see diagram
Extremities: A no acute injury seen / A see diagram
Anus: A no acute injury seen / A see diagram
Female Genitalia

Labia majora: A no acute injury seen/ A see diagram
Labia minora: A no acute injury seen / A see diagram
Hymen: A no acute injury seen / A see diagram
Vagina: A no acute injury seen / A see diagram
Cervix: A no acute injury seen / A see diagram
Perineum: A no acute injury seen / A see diagram
Urinary meatus: A no acute injury seen / A see diagram
Clitorus and clitoral hood: A no acute injury seen / A see diagram
Fossa navicularis: A no acute injury seen / A see diagram
Posterior fourchette: A no acute injury seen/ A see diagram
Male Genitalia

Penis: A no acute injury seen / A see diagram
Foreskin: A circumcised A no acute injury seen/ A see diagram
Glans: A no acute injury seen / A see diagram
Urethra: A no acute injury seen / A see diagram
Scrotum: A no acute injury seen / A see diagram
Testicles: A no acute injury seen/ A see diagram
Perineum: A no acute injury seen / A see diagram
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SKIN SURFACE ASSESSMENT

Utilize diagrams to document all injuries and findings. Distinguish pre-existing injuries from those resulting from the assault.
Record the size, color and appearance of all injuries.

KEY:
A = abrasion DS = dried secretion R =redness
B = bleeding E = ecchymosis S = swelling
BM = bite marks FB = foreign body T = tenderness
BR = burn L = laceration WS = wet secretion
C =cuts P = petechiae + = alternate light source used

Kit Number Initials of Examiner
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SKI'N SURFACE ASSESSMENT <cont 6d

Utilize diagrams to document all injuries and findings. Distinguish pre-existing injuries from those resulting from the assault.
Record the size, color and appearance of all injuries.

KEY:
A = abrasion DS = dried secretion R =redness
B = bleeding E = ecchymosis S = swelling
BM = bite marks FB = foreign body T = tenderness
BR =burn L = laceration WS = wet secretion
C =cuts P = petechiae + = alternate light source used
SKI'N SURFACE ASSESSMENT contodd A ASSESSMENT N/A

Utilize diagrams to document all injuries and findings. Distinguish pre-existing injuries from those resulting from the assault.
Record the size, color and appearance of all injuries.

Kit Number Initials of Examiner
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