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PREFACE

Sexual assaults are violent crimes directed against women, men, and
children. Research on sexual assaults is a recent effort. Available studies

yield important information for debunking myths about these crimes of violence.

*

60% of adult rapes occur between people who know each other.

;i.

85% of children sexually molested know the perpetrator: family members,

neighbors, or other persons of authority.

ot

10% of adult sex crime victims are men.

>+

A male child has a 1-in-6 chance of being sexually molested.

*

A female child has a 1-in-4 chance of being sexually molested.

* 80-90% of sexually assaulted people do not seek help.

>

50% of sexual assault victims who do report the crime delay reporting for

24 hours or more.

We need to educate ourselves about sexual assault and its consequences for
the victim and society. Unless we all take responsibility for eliminating this
horrendous crime, sexual assault will continue to be the fastest rising violent
crime in our country. Sexual assualt and abuse is a significant part of the

growing interpersonal violent victimization syndrome in America today. Violence



is a major public health problem requiring a multi-discipline intervention
approach. Physicians, the public, and public health agencies need to view sexual

assault/abuse management as a partnership between health and justice.

This document was prepared by consensus to assist the Iowa Department of
Public Health, Iowa Department of Public Safety, physicians, and hospitals in
complying with the Iowa Criminal Code. The Protocol contains a clear explanation
of the legal aspects of sexual abuse as well as guidance for the appropriate

examination and treatment of the individual.

The collection and preservation of physical evidence is necessary for successful
prosecution: Included are the procedures for collection of specimens and the

preservation of the chain of custody.

Also, there is a complete description of the statutes which deal with this
problem. Additionally, there is a section dealing with the development of a com-

munity team-management approach to intervention.

We express our appreciation to the members of the committee who spent many

hours in the development of this material.

oL B

Mary L. E11)is //Géne W. Shepard, Comm1§s1oner |
Director ofl Public Health Department of Public Safety
July 1, 1987 July 1, 1987
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PROTOCOL FOR THE EXAMIMATION AND TREATMENT OF SEXUAL ASSAULT VICTIMS

The purpose of this protocol is to assist hospitals and other medical facilities
in complying with the special needs of sexual assault victims, their families and
friends, and to comply properly with the requirements of law enforcement authori-
ties who consider the immediate medical care provider a necessary witness in the

prosecution of the crime.

Victims of sexual abuse are generally regarded by medical staff and hospital
administration as emergency patients, and have consequently been treated in

emergency services.

Although the situation of this type of patient is rarely a

matter of 1ife and death, she/he does have special and serious needs which must
be met by the attending medical and nursing staff. This protocol will offer sug-
gested medicolegal procedures to address these needs.

The Protocol identifies the special needs of sexual abuse patients, and makes
suggestions for comprehensive emergency and followup care of these patients.

As the recommendations are implemented, health care professionals who testify in
court will have more complete recall of the patient, the event, and the examina-
tion findings, leaving less opportunity for her/his testimony to be discredited.

The protocol was prepared by the Towa Department of Public Health with the assis-
tance of the following committee members who gave of their time and expertise:

Theodore D. Scurletis, MD, Chairperson
Michael Abrams, MND

Charles A. de Prosse, MD

Timothy Barber-Lindstrom

Carole Meade

Michael Rehberg

Earl F. Rose, MD

Randell Alexander, MD

Harold A. Young

Judy Jesina, RN

Thomas L. Bennett, MD

Towa Department of Public Health
Broadlawns Medical Center

University of Iowa Hospitals & Clinics
Department of Human Services

Iowa Coalition Against Sexual Abuse
Towa Department of Public Safety
University of Iowa Hospitals & Clinics
University of Iowa Hospitals & Clinics
Attorney General's Office

Iowa Department of Public Health

Iowa State Medical Examiner's QOffice
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CONSULTATION

Each member will provide consultation upon request as follows:

1.

For assistance in matters relating to the examination of the patient:

Dr. Michael Abrams (515) 282-2200
Dr. Charles de Prosse (319) 356-3464

For assistance in matters relating to mandatory reporting of child sexual
assault:

Timothy Barber-Lindstrom (515) 281-5583
’ 1-800-362-2168

For assistance in matters relating to counseling of victims and development
of community management teams:

Carole Meadel (515) 271-2918

For assistance in using the Iowa Department of Public Safety, Division of
Criminal Investigation Sexual Abuse Evidence Collection Kits:

Michael Rehberg (515) 281-3666
For assistance in the examination of children:
Dr. Randell Alexander (319) 353-6136

For assistance relating to interpretation of Taw of trial procedures:

Harold Young (515) 281-3648
Dr. Earl Rose (319) 356-2139
Dr. Thomas Bennett (515) 281-6726

For assistance relating to the over-all program and reimbursement:

Dr. Theodore Scurletis (515) 281-4914
1-800-532-1579

For assistance relating to the Iowa Crime Victim Reparation Program:

Marda Howard (515)281-5044

1 For information/assistance concerning sexual assault crisis counseling, please

refer to the agency list located in Addendum A.
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PURPOSE

PROTOCOL FOR THE EXAMINATION
AND TREATMENT OF SEXUAL ASSAULT VICTIMS
PART I

The purpose of this protocol is to provide proper procedures for protection
of patient and doctor as well as to comply with the Iowa Criminal Code, Sec-
tion 709.10:

"Cost of Medical Examination in Crimes of Sexual Abuse. The
cost of medical examination for the purpose of gathering
evidence and the cost of treatment for the purpose of pre-
venting venereal disease shall be borne by the Iowa State
Department of Health (Ch 1245, 66 GA, ch 1, s 910)."

DEFINITIONS - See Also Part III

1.

“"Sexual Abuse" is defined as any "sex act" between persons when the act
is performed in one of the following circumstances:

a.

Such act is done by force or against the will of the other. In any
case, where the consent or acquiescence of the other is procured by
threats of violence toward any person, the act is done against the
will of the other participant. Section 709.1(1).

Such other participant is suffering from a mental defect or incapac-
ity which precludes giving consent. Section 709.1(1).

Such other participant is a child. Section 709.1(3). Section 702.5
defines "child" as follows: For purposes of this act, unless another
age is specified, a "child" is any person under the age of fourteen

years,

The other participant is fourteen or fifteen years of age and the
person is a member of the same household as the other participant,
the person is related to the other participant by blood or affinity
to the fourth degree, or the person is in a position of authority

over the other participant and used this authority to coerce the
other participant to submit. Section 709.4(4).

The person is six or more years older than the other participant, and
that other participant is fourteen or fifteen years of age. Section
709.4(5).

Any sex act between persons who are not at the time cohabitating as
husband and wife is sexual abuse in the third degree by either of the
participants when the act is performed by force or against the will
of the other participant. Section 709.4(1).



2. The term "sex act" or "sexual activity" means any sexual contact between
two or more persons by penetration of the penis into the vagina or anus,
by contact between the mouth and genitalia, or by contact between the
genitalia of one person and the genitalia or anus of another person or by
use of artificial sexual organs or substitutes therefore in contact with
genitalia or anus. Section 702.17.

3. Incest. A person except a child as defined in section 702.5, who per-
forms a sex act with any person whom he or she knows to be related to him
or her, either legitimately or illegitimately, as an ancestor, descen-
dant, brother or sister of the whole or half blood, aunt, uncle, niece,
or nephew, commits incest. Incest is a class "D" felony.

4, Other Sex Offenses (see pages 19-20 of this document)
1. Assault with intent to commit sexual abuse
2. lLascivious acts with a child

3. Indecent contact with a child

5. Mandatory Reporters of Child Abuse. Every health practitioner, practic-
ing social worker, psychologist, school employee, licensed child care
center employee, registered group day-care home employee, mental health
center employee, and police officer is required by law to report sus-
pected physical abuse, sexual abuse, other sex offenses, and neglect of
children who come under their care.

COMMUNITY TEAM MANAGEMENT OF THE SEXUAL ASSAULT VICTIM

During the first few hours or days after a sexual assault, the victim may
have contact with many professionals - hospital staff, law enforcement
officers, prosecuting attorneys, and counselor/advocates. Each of these

professionals is requesting something from the victim.

The needs of all these professionals can best be served by adopting a
community team-management approach to sex crime intervention. One of the key
elements to this approach is education: Each of these groups should receive
training from others in the system. Another key element is communication:
The team should schedule regular meetings to discuss case management and

problems that have occurred. The community team can_function in_an inte-
grated manner to care for the victims' legal, medical, and social needs from

the sexual assault incident to the closure of all legal encumbrances and
individual/family counseling.

This community management team should consist of a minimum of (but not be
Timited to) four cooperating agencies: Law enforcement, sexual asssault
counselor, medical personnel, and prosecuting attorney.



Responsibility and roles of the community management team:
Law Enforcement

Provides protection of victim, gathers evidence for possible prosecution,
brings victim to medical facility, and notifies sexual assault counselor as
per local protocol.

Sexual Assault Counselor/Psychologist (especially for children)

Provides "on-site" acute crises intervention and ongoing recovery counseling;
is a victim advocate, interpreter, and direct liaison to the medical staff;
and plays an essential coordinating role between the victim, law enforcement,
medical facility/staff, judicial system, and family.

Receiving Medical Facility/Emergency Department

Provides acute and chronic medical care, collects laboratory and biological
specimens for evidence and identifies with the victim's emergency medical
needs, and eventually does followup exam and treatment.

Nursing staff role - is a patient advocate, coordinator, and
educator about the medical examination; helps prepare the
patient for optimum exam; helps collect evidence; and helps
with medical treatment and followup.

Medical staff role - the physician has four main responsi-
bilities: 1) to provide acute medical assessment and treat-
ment; 2) to collect biological specimens for legal evidence;
3) to arrange for further follow-up and treatment; and 4) to
serve as a patient advocate.

Prosecuting Attorney
Assembles evidence and organizes witnesses to prosecute the offender, and is
a victim advocate.

D. CONSENTZ

To protect the physician, health facility, Iowa Department of Public Health,

and patient's confidentiality, written and witnessed consent for the follow-
ing procedures shall be obtained (not required if the victim is a child):

1. History and physical examination

2. Collection of specimens

2 Consent Form, Examination and Treatment (See Addendum B)



3. Photographs

4., Release of information to proper authorities

MEDICAL/LEGAL PROCEDURES

The physician examining the victim of sexual abuse may be called at a later
time to provide expert testimony at a trial. This testimony will describe
for the jury the physician's assessment of the patient's condition at the
time of the examination (testimony of the patient or child's direct words and
description of the events) including documentation with diagrams and photo-
graphs to show the extent of physical injury. Testimony may also be required
to establish the "chain of custody" of the physical evidence obtained at the
examination. This might include smears and swabs, stained clothing, and
other potential evidence retained by the physician and personally turned over
to the proper law enforcement authorities in return for a detailed receipt.
The physician, as an expert, should also be prepared to explain all examina-
tions and test results; e.g., the meaning of the presence of sperm and pros-
tatic acid phosphatase.

If physical evidence such as stained clothing, swabs, or smears are to be
used in a court proceeding, it must be established that this evidence is,
indeed, that collected from the patient. Therefore, it is important to know
and to document all people who have had possession of this evidence. This is
known as maintaining the "chain of custody", for it allows verification of
who had possession of the object at all times, and is proof that the evidence
submitted to the court is that collected from the patient. The physician's
testimony may be required to establish this fact.

To maintain the chain of custody, the specimens of physical evidence must
first be identified. Identification of the specimens is impossible without
accurate labeling and careful packing. The specimen should be labeled with
the patient's name, the source of the specimen, the time and date, the nature
of the specimen, and, if possible, an identification number such as the hos-
pital number. The person labeling an object should always sign his/her name
for a personal signature is distinctive and will permit the person to testify
with certainty that the identifying label and transmittal form was signed by
that person. This creates the first 1ink in the "chain" of custody.

Limiting the number of people handling a specimen is important for this
decreases the chances of breaking the chain of custody. Ideally, the examin-
ing physician should personally transfer the specimen to an investigating
officer or to the laboratory personnel preparing the specimen for examination
or testing. If this is not possible, the specimen should be locked in a
container or area with limited access. If handled by intermediaries or
delivered to police officers, that person should sign a receipt or evidence-
release form. This documents that the specimen was handled correctly, and
there was no break in the chain of custody.



OBJECTIVE STATEMENTS

1. The record should contain the patient's statements. It should give
descriptions of the physician's findings and what was done. It should
state to WHOM specimens, clothing, or photographs were delivered.

2. NEVER say or write in the record an opinion concerning whether or not the
patient was sexually assaulted. You should document the results of your
assessment such as:

a. Evidence of sexual intercourse
b. Sexual assault or abuse examination results
c. Evidence of genital and/or physical trauma

3. Physicians should remember that both they and the record may be sub-
poenaed and that they may be required to testify. A1l information should
be exact and detailed to avoid any misinterpretation. Negative findings
are as important as positive ones, and may assist in the protection of an
alleged assailant who has been falsely accused.

F. HISTORY

1. Chief complaint (record all histories offered, interview the patient and
others separately), physical injury

2. Time and date of assault
Time of admission to examining facility
Time of exam
Time of patient's departure

3. Record if patient has bathed, gargled, douched, or had a bowel movement
since sexual assault

4. Last menstrual period and current contraceptive usage
5. Date of last vaginal, anal, and/for oral intercourse
6. Medical history, allergies

7. Present illness, medication

8. If patient is a child, inquire as to history of any previous abuse

G. EXAMINATIONS

1. Examination of patient in clothing. Describe disorder, dissarray.

3 Sample Checklist, Medical Protocal for Examining and Managing Patients of
Sexual Assault, Sample Record, Child-Adult Sexual Assault Exam (See Addendum C)
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2. Assessment of emotional condition

3. Adult: Vitals (temperature, blood pressure, pulse)
Child: Vitals plus height, weight, head circumference

4. Entire skin surfaces
a. Note bruises, contusions, lacerations, and abrasions

b. Ultraviolet 1ight fluorescence of semen on genitalia, thighs, and
other appropriate areas

5. Head, neck, mouth, hair
6. Thorax, back, abdomen
7. Pelvis

8. Genitalia--note Tanner stage of sexual development

a. Female
b. Male
9. Rectum

H. LABORATORY SPECIMENS#
Recommended collection of evidence by use of a lab sexual abuse kitd; e.q.,
D.C.I. Sexual Assault Kit. Patient's last name should he etched on glass
slide with diamond-tipped etcher or written with lead pencil. Specimens
(blood, clothing) should be placed under lock and key for safe keeping.
1  Exam for sperm - presence and motility (hanging drop or wet mount)
2. Exam for dried sperm (air dried and/or Papanicolaou fixative)

3. Acid phosphatase - Use either:

a. Air dried swab (preferrable)

b. Saline suspension (satisfactory only for immediate testing)

4 E.R. Staff Information Form, D.C.I. Crime Laboratory, Sexual Assault Kit. (See
Addendum D)

> The Iowa D.C.I. Sexual Assault Kit can be obtained by contacting the Towa
Department of Public Safety, Division of Criminal Investigation Laboratory,
Wallace State Office Building, Des Moines, Iowa 50319, (515)281-3666
(8:00 a.m. - 4:30 p.m.).



4. Culture for Neisseria gonorrhea (i.e. Thayer-Martin)
5. Baseline serology, VDRL, or other

6. ABH antigen specimens

I. CLOTHING AND PHOTOGRAPHS

Patient's clothing, photographs, and any other potential evidence should be
retained by the physician and personally turned over to the proper law
enforcement authorities in return for a detajled receipt.

J. CHILD AND ADOLESCENT SEXUAL ABUSE MANAGEMENT

1. The following suggestions are offered to physicians who are asked to
assist child sexual abuse victims or potential victims and their fami-
Ties.6 They are meant to complement other sections of this protocol.

The physician should, prior to beginning his/her involvement in the case,
remember to remain calm in the presence of the child and fanily while
recognizing the potential for energetic reactions from other partici-
pants.

A medical examination should be performed in all cases,’/ regardiess of
the date or type of sexual abuse complaint. Optimally, the examining
physician already has or can rapidly establish a warm, trusting relation-
ship with the child and can encourage a nonabusing caregiver to provide
suppart to the child. Factors specific to each case will influence the
child's reaction to the abuse as well as to the medical examination, the
remainder of the investigation, and subsequent events; no one reaction
pattern is universal. However, nearly all children will benefit from the
presence of someone who can offer emotional support during the examina-
tion, the systematic, and efficient performance of an examination which
includes an explanation of unfamiliar procedures, and at the conclusion
of the examination the presentation of findings and recommendations for
further medical services.

A thorough history and physical performed initially may reveal signs of
physical abuse or neglect or stress. 1In addition, this aspect of the
examination may serve to reduce the psychologic stress at times associ-
ated with genital examinations. However, prior to perfqrmin% this gen-
eral evaluation, the physician should consider the possibility of a
life-threatening process such as penetration into peritoneal cavity,
internal bleeding, or other significant injury.

6 Training film by Ross Laboratories, "Suffer the Children...Silence No More", is
available from the Iowa Chapter of the American Academy of Pediatrics.

7 Child Sexual Abuse Introitus Exam Technique (See Addendum E)



The examination should document (in the written record and through dia-
grams or photographs) evidence of trauma, especially oral, anal, and
vaginal. Even in the absence of trauma, the physician should check for
genital or rectal foreign bodies and describe the anatomy including the
size of the vaginal opening, condition of the hymenal ring, and tone of
the anal sphincter.

The extent of the genital examination may be decided based on the history
and the visual evaluation of the perineum. A speculum exam may be omitt-
ed in a gir! with an intact hymen who is without evidence of genital
trauma; however, a cotton-tipped swab may be passed through the hymenal
ring to obtain specimens (to test for sperm, gonorrhea). Similarly, if
there is no evidence of trauma, the digital exam is normal, and the stool
is guaiac negative, anoscopy evaluation is not required and specimens may
be obtained with a cotton swab. If the child may have performed fellatio
on the assailant, obtain specimens from behind the upper- and lower-
second molars and under the tongue as well as from the pharynx.

The evaluation should include an appropriate blood test for syphilis. If
preventive treatment for gonorrhea and syphilis is not given, the child
should be recultured for gonorrhea in one week and a blood sample obtain-
ed for syphilis in three weeks.

Interviewing usually occurs before or after the medical examination.
Obtaining information from the child can be done by the physician or by
other professional. 1In circumstances of evident emotional distress, the
interview should be deferred. Most children, even the very young, should
be seen alone to obtain their information independently. (The adults
involved in the case should be interviewed separately without the child
present.) The interviewer can establish a relationship with the child by
discussing other topics before focusing on sexual abuse issues.

Diagrams, pictures, or anatomically-correct dolls can help establish the
child's terminology as well as help him/her demonstrate what happened.
The interviewer should project a calm, unhurried, supportive attitude,
keeping in mind that incest and other forms of child sexual abuse may
occur without physical trauma and without manifestations of guilt or
anger in the child.

Other children who have .contact with the suspected perpetrator should be
evaluated. Physicians and other professionals involved in child sexual
abuse investigations should also recognize that children and families

involved in cases of child sexual abuse, even cases which are unresolved
or unproven, are often in great need of community services and support.

The protection of a child is an important duty of the physician. Psycho-
sexual trauma must be recognized and minimized. Emotional support and
gentle sympathetic understanding of both child and family are very impor-
tant. The physician must be tactful and kind. The parents should be
given reassurance and guidance. They should be encouraged to recognize
that their own responses to the exam will, in Targe measure, influence
their child's reactions to the situation and events to follow.

The possibility of other forms of abuse should be entertained, and young
children should be considered for a bone survey.



MANAGEMENT OF SEXUALLY TRANSMITTED DISEASES

1.

Prevention (prophylaxis)

a. At initial examination, take samples for gonococcal culture and
chlamydia culture or smear. (VDRL is optional).

b. If patient requests prophylactic treatment for venereal disease,
refer to recommended treatment schedule of the Iowa Department of
Public Health.

Treatment

a. If initial tests are positive, assess and treat as recommended by the
Iowa Department of Public Health.

b. Assess all patients one week after treatment, performing the same
tests as at the initial visit. Treat as recommended per the current
treatment schedule of the Iowa Department of Public Health.

MANAGEMENT OF POSSIBLE PREGNANCY

Pregnancy considerations:

1.

Pregnancy is rare with sexual assault. There is a calculated four per-
cent chance of pregnancy with one intravaginal penetration with viable
sperm if it happens during the time a woman ovulates.

The patient has several alternatives. It need not be an issue at time of
initial examination. The patient is under extreme pressure and questions
of pregnancy, abortion, and potential cancer may only increase anxiety.

Alternative of management:

a. Diethylstilbestrol (DES), 50 mg. per day times five days
and starting within 72 hours of intercourse. This is FDA
approved. If a patient taking DES becomes pregnant, abor-

tion is recommended because offspring may develop vaginal
cancer if a female, or bladder cancer if a male.

b. Ovral, 2 tablets within 72 hours of exposure to coitus;
and then 2 more tablets 12 hours later for a total of 4

tablets. Not FDA approved.

c. Ethinyl Estradiol, 5 mg. per day times five days. Not FDA
approved.

d. Premarin, 12 mg. p.o. per day times five days. Not FDA
approved.

e. Premarin intravenous push up to 24-48 hours after inter-
course. Not FDA approved.



f. Endometrial aspiration, menstrual extraction (suction)
g. Elective termination of pregnancy

h. Progesterone, 200 mg. intranuscular injection within 48
hours of intercourse. Not FDA approved.

i. Patient should be counseled and advised, and be given time
to determine which altarnative she desires.

COUNSELING
Rape Trauma Syndrome:

Ann Wolbert Burgess, RN, Professor of Nursing at Boston College, identified a
cluster of symptoms experienced by victims of a sexual assault as the "rape
trauma syndrome". This syndrome has two phases of stress reaction: The
immediate or acute phase, in which the victim's lifestyle is disrupted by the
crisis; and the long-term process, in which the victim must reorganize this
disrupted lifestyle. This syndrome includes physical, emotional, and behav-
joral stress reactions which result from a person being faced with a life-
threatening event. Similarly, children experience such symptoms especially
where there is a long denial period with incest.

1. Acute phase: Disorganization

A prevailing myth about sexual assault victims is that they are hysteri-
cal and tearful following a sexual assault. To the contrary, victims
show two main styles of emotion: Expressed and controlled.

Expressed style: The victim demonstrates feelings such as anger, fear,
and anxiely. The victim expresses these feelings by being restless dur-
ing the interview, becoming tense when certain questions are asked, cry-
ing or sobbing, or smiling in an anxious manner.

Controlled style: The feelings of the victim are masked or hidden and a
calm, composed, or subdued affect are noted.

Physical symptoms are common during this phase and may include:
Sleep pattern disturbances
Eating pattern disturbances

Beneral soreness

- 10 -



Physical symptoms specific to the assault, such as irritation of the
mouth by a person who was forced to have oral sex.

Flashbacks are common reactions, also. They may be triggered by
sounds, sights, or smells.

The most common emotional reaction to sexual assault is fear -- fear of
chysical injury, mutilation or death, even after the danger apparently
has ended. Other feelings commonly experienced include humiliation,
degradation, quilt, shame, embarrassment, mistrust of people, anger and a
desire for revenge. Because of the wide range of emotions, survivors
often are prone to mood swings. Many suffer mild to severe depression
which may Tast from a few weeks to several months, and may be recurring.

Long-term process: Reorganization

Various factors seem to influence how the victim copes with the crisis,
such as the victim's personality type, the people available to her/him
who respond to her/his distress in a serious and concerned manner, and
the way in which they are treated hy the people with whom they come in
contact after the assault. The healing process is not an easy one. No
amount of cognitive understanding will make the feelings dissipate. The
journey of recovery and healing may take months or years.

Four lifestyle areas are effected during this phase: Physical, psycho-
logical, social, and sexual.

Physical lifestyle: Immediately following sexual assau't, the victim may
report many physical symptoms related to musculoskeletal pain, genitouri-
nary difficulties, gastrointestinal upset, general malaise, as well as
eating and sleeping pattern disruption. The health area that the victim
has most difficulty with over extended time period is gynecological and
menstrual.

Psychological lifestyle: Dreams and nightmares are a major problem for
the sexual assault victim and occur during both the acute phase and
long-term process. Two types of nightmares are common. One type is a
situation in which the victim dreams of being in a similar situation and
is attempting to try and get out of the situation but fails. The second
type of dream occurs as time progresses. The dream material changes and
often the victim will report mastery in the dream. However, the dream
content still is of violence, and this is disturbing to the victim,
Often she will see herself committing acts of violence such as killing
and stabbing people.

Phobjas: A common psychological defense that is seen in the sexual
assault victim is the development of fears and phobias specific to the
circumstances of the sexual assault. Victims will develop phobic reac-
tions to a wide variety of circumstances such as being in crowds, being
alone, or specific fears related to characteristics noted in the assail-
ant such as the odoar of gasoline or alcohol which the women could smell
on the man.
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Social Lifestyle: The sexual assault very often upsets the victim's
normal social routine. Many victims are able to resume only a minimal
level of functioning even after the acute phase ends. A common response
is to turn for support to family members not normally seen on a daily
basis. Many victims change residence specifically because of the sexual
assault.

Sexual Lifestyle: Many women report a fear of sex after the sexual
assault. The normal sexual style of the victim becomes disrupted follow-
ing a sexual assault. The sexual assault is especially upsetting if the
victim has never had any sexual experience before the sexual assault in
that they have no other experience with which to compare. For the victim
who has been sexually active, the fear often increases when their partner
confronts them with resuming their sexual pattern.

A good first-person account of a survivor's healing process is the book,
No Fairy Godmothers, No Magic Wands, by Judy H. Katz (see bibliography).

Counseling Implications

Counseling based on the following assumptions has been effective in work-
ing with the sexual assault victim manifesting the rape trauma syndrome.

Short-term Issue-oriented Model: Victim counseling is an issue-oriented
crisis treatment model. The focus of the initial interview and followup
is on the sexual assault incident, and the goal is to help the victim
return to her previous lifestyle as quickly as possible.

Crisis Requests of the Victim: The victim is considered normal, that is,
an individual who was managing adequately in their lifestyle prior to the
crisis situation. In this context, the victim is viewed as a customer of
emergency services who has specific requests; one who seeks particular
services from the professional.

Crisis Intervention: The sexual assault is viewed as a crisis situation

and previous problems that are not associated with the sexual assault are
not considered priority issues for discussion in the counseling. Victim
counseling is not considered psychotherapy. When other issues of concern
are identified by the victim that indicate another treatment model,
referrals are generally offered to the victim if so requested.

Counselor-initiated Model: The counselor takes the active role in
initiating the followup contact. This approach is different from the
traditional methods where the patient is expected to be the initiator.
The counselor goes to see the victim and also makes the first telephone
contact as opposed to having the victim make an office appointment for
followup.
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Sexual Assault Against Men:

In 1980, a study of male rapes published in the American Journal of Psychia-
try estimated that 10 percent of identified sex crime victims are men.

Cultural expectations and masculine stereotyping make sexual assault of males
difficult to identify and still more difficult to report. The report rate
for male victims is almost certainly lower than the already low report rate
for female victims. Professionals may have contact with nonreporting victims
and overlook signs which would help them recognize the symptcms of same-sex
assautts:

"Symptom recognition involves sensitivity to subtle, ambiguous behavioral
cues and sometime misleading information. If a victim reports outright that
he has been assaulted, believe him. This may sound obvious, but in your
anxiety you may give verbal or nonverbal messages that say to the victim, 'I
don't believe this happened.' Male victims are very sensitive to such mess-
ages and are likely to respond by creating a cover story or terminating the
contact.

Most often, a victim will respond to his situation by denying what really
happened -- to you and perhaps to himself. A male victim that asks for help
but seems hesitant to tell you what happened or seems to be having difficulty
telling you what happened may be a sexual assault victim. Ask him directly.
As you talk with him, you may sense that 'something is missing' from his
story. Ask concrete questions to locate that missing piece.

After a sexual assault, a victim may report physical injuries or miid dis-
tress with 1ittle indication from his tone or voice or facial expression that
he is in crisis. He may show Tittle or no emotion in speech or expression.
This apparent inconsistency between the message and its delivery should clue
you that he may be in a state of shock or extreme denial, and needs immediate
attention.

A male victim typically sounds passive, self-denigrating and ashamed. He may
feel that, in some way, the assault was his fault, that he got what he de-
served, and that he should keep quiet about it. His tone of voice, inflec-
tion, faltering expressions and lack of eye contact are indicators of this
response. He may try to protect you (and himself) by withholding information
that he feels you may disapprove of or may find uncomfortabie. It is essen-

tial to understand that homophobia and 'masculine' stereotype expectations
are powerful reasons for any male victim's shame reaction.

The general rule of thumb is this: When responding to a male who reports or
exhibits indications that he has been physically assaulted, but who seems
nassive and distracted, rather than angry and agitated, ask directly, clearly
and concretely whether he has been sexually assaulted."”
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STATE PROGRAMS WHICH PROVIDE ASSISTANCE
FOR SEXUAL ASSAULT VICTIMS
PART II

A. SEXUAL ASSAULT EXAMINATION REIMBURSEMENT

470-8.1(135) Reimbursable services. The following services will be reim-
bursed as items essential to a sexual assault claim examination:

8.1(1) Physician's fee

8.1(2)

8.1(3)

a. History,

b. Physician,

c. Collection of specimens,

d. One return-visit for completion of service
when necessary,

e. Treatment for the purpose of preventing
venereal disease.

Emergency Department

a. Emergency room fee,

b. Supplies (State of Iowa Sexual Abuse Evidence Kit),

c. Pelvic exam tray.

Laboratory

a. Wet mount for sperm,

b. Fixed smear for sperm (Papanicolaou fixative)

c. Swabs for:
1. Acid phosphatase,
2. ABH antigen

d. Blood typing,

e. Serology,

f. Gonorrhea cultures,

g. Pregnancy testing,

h. Urinalysis.
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470-8.2(135) Claim for reimbursement. A claim for reimbursement, which
identifies the individual either by name or hospital number, must be sub-
mitted indicating that the claim is for the collection of evidence in a sus-
pected sexual abuse, and must itemize all services rendered and the fee for
each service. Claims must be submitted within forty-five days from date of
service to:

Iowa Department of Public Health, Family & Community Health Divi-
sion, Lucas State Office Building, Des Moines, Iowa 50319-0075.
The telephone is: (515) 281-3732, or 1-800-532-1579 (ask for
Annette Vanderburgh).

B. IOWA CRIME VICTIM REPARATION PROGRAMS
The Iowa Crime Victim Reparation Program had its beginning January 1, 1983.
In the past, an innocent victim could only hope that her/his offender be
found guilty and serve the punishment which they deserved. But at Teast an
innocent victim can now receive some type of financial support, if eligible,
under this relatively new program. Compensation may be awarded as follows:

1. For reasonable expenses for medical care needed as a direct result of
injuries suffered in a criminal attack. (Up to $10,000)

2. For reasonable charges for counseling by a Ticensed psychologist of child
abuse and domestic abuse victims. (Up to $500)

3. For reasonable charges for victim counseling by a victim counselor of a
child abuse and domestic abuse victims. (Up to $500)

4. For loss of income from your job because of bodily injuries suffered as
the result of a crime. (Up to $2,000)

5. Loss of support for dependents of the victim. (Up to $2,000 per depen-
dent or a total of $6,000)

6. For reasonable replacement value of your clothing that is held by the
police in evidence. (Up to $100)

7. For reasonable funeral and burial expenses. (Up to $2,500)
In short, a person may be eligible if:

1. She/he is an innocent victim who suffers bodily injury from a violent
crime.

2. She/he is an innocent victim of a crime committed by an individual found
guilty of driving while under the influence of alcohol or drugs.

3. She/he is a victim of child abuse.

4. She/he is a victim of domestic abuse.

8 Application for Reparation By a Victim of a Crime (See Addendum F)
Iowa Crime Victim Reparation Program Eligibility Guidelines
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She/he is the dependent(s) of an innocent victim of a violent crime.

She/he is the parent or legal guardian of a victim who is under 18 years
and has assumed the responsibility for expenses incurred by the victim's
injury.

She/he is a person responsible for the maintenance of the victim who has
suffered a loss or incurred expenses as a result of personal injury to
the victim.

It is felt innocent victims should be helped to overcome the effects of
their victimization. This program is designed to provide that help.

Innocent victims should contact:
Iowa Crime Victim Reparation Program, Iowa Department of Public Safety,

Wallace State Office Building, Des Moines, IA 50319-0075. The telephone
number is: (515)281-5044.
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THE ICHA LAW OF ®SEXUAL ABUSE®
PART III

INTRODUCTION

A11 of the laws passed by the Iowa Legistature and currently in effect are found
in the Code of Iowa, a three-volume set updated and published once every two years
and available in most hospitals.

The Taw of "Sexual Abuse" in this state is actually a complex and interwoven
series of both criminal and civil laws, or "statutes" as they are identified in
legal terms, found in widely separated parts of this Code. The operation of these
statutes, how they are applied, and how they work is often misunderstood. Much of
the confusion is due to the use of terms which have commonly understood meanings
in general usage, but take different meanings in legal application.

The best example of this confusion is the term "sexual abuse" itself. In common
usage, this term has varied interpretations. Many believe it is generic and
refers to all crimes of a sexual nature. Others believe it refers only to sex
acts committed with children. Neither of these beliefs is technically accurate.
The confusion is compounded by the Legislature's use of similar terms to define

dissimilar subjects. An example is the legal distinction between "sexual abuse"
and a "sexual offense."”

The Legislature completely revised the criminal law of Iowa in 1978. At that
time, the crimes of rape and sodomy were merged into a new crime category, "sexual
abuse," and the terms "rape" and "sodomy" were legally discarded. As a result,
the term "sexual abuse" now refers specifically to the rape or sodomization of an
adult 'or a child, See Section A for a definitive outline of the present law of
"Sexual Abuse” and for further definitions of terms in that specific crime
category.

Alternatively, the term "sexual offense" as it is now used in the law is generic
in nature and refers not only to the specific crimes defined as "sexual abuse",
but also to all other sex crimes. See Section B, "Other Sex Offenses," for legal
definition of these addijtional crimes.

To fully understand the legal area under review, it is necessary to understand
that, in addition to the criminal justice system built around the criminal
statutes there is an entirely separate system which responds to a sexual offense
in certain circumstances where children or dependent adults are involved. A
social service response system has been developed as a result of lTaws enacted for
the protection of victims of sexual offenses unable to care for themselves. The
Department of Human Services (formerly Social Services) is empowered to initiate
action on behalf of the victim.

Where the justice system is concerned with punishing the perpetrator, the social
service system is directed toward aiding and caring for the victim. It should be
noted that when any adult or child is raped, the laws of sexual abuse operate to
punish the perpetrator. When the victim is a child, a "child sexual abuse" report
is made which activates the protective system, but this has no bearing or effect
on the criminal prosecution function. Although these two systems may operate in
parallel in a given case, they are totally separate in purpose and result.
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0f the social service systems, the best known is that which responds to child
abuse. Contained within this Taw are provisions for identifying the abused child
through required reports to the Department of Human Services by health practi-
tioners and other specified professionals who have significant contact with chil-
dren. There are also provisions for the Courts to determine the child’'s needs
and the appropriate services to ensure proper care. The child abuse laws are
described in Section C, "Child Abuse Statutes Based Upon Sexual Offenses."

The final sections outline areas of the Tlaw which often prompt questions. Sec-
tion E describes guidelines for documenting and preserving evidence in a sexual

abuse case and defines the "chain of evidence."” The role of the health practi-
tioner in testifying about evidence is also described.

Section F contains a general consideration of informed consent of minors. The
history and present state of the laws are presented along with procedures for
obtaining consent or court-ordered approval, for treatment.
A. CRIMINAL SEXUAL ABUSE STATUTES (rape and sodomy)
As noted in the Introduction, the revision of Iowa criminal law in 1978
caused the commonly understood terms of "rape" and "sodomy" be merged into a
crime category which is now known as "criminal sexual abuse.” For a crime of
sexual abuse to have occurred, a "sex act" must have been performed.
1. Definition of "sex act" (Chap. 702.17, Code of Iowa)9

a. Contact between the genitalia of one person and the genitalia or anus
of another, or

b. Penetration of the penis into the vagina or anus, or
¢. Contact between the mouth and genitalia, or

d. Use of artificial sexual organs or substitutes therefore in contact
with the genitalia or anus.

Using the above definition as a foundation, Iowa presently defines ciminal
sexual abuse as follows:

2. Definition of "sexual abuse" (Chap. 709.1)
a. Any sex act committed by force or against the will of the victim, or

b. Any sex act performed where the victim is suffering from a mental
defect or incapacity which precludes given consent, or

c. Any sex act where the victim is a "child" the word "child" must also
be separately defined, as shown in the following section.

9 A1l references are to the 1987 Code of Iowa unless otherwise noted.
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3. Definition of "child" (Chap. 709.1-709.4)

a. "Child"™ means a person up to (but not including) sixteen (16) years
of age if the perpetrator of the sex act is a relative, member of the
same household, or in a position of authority over the child and such
authority was used to coerce submission.

b. "Child means a person up to (but not including) fourteen (14) years
of age if the perpetrator is someone other than as described in the
previous section.

Criminal sexual abuse is divided into first-, second-, and third-degree
crimes. The fine points of law which distinguish the variocus degrees of the
crime are beyond the scope of this manual as the degree of guilt is ultimate-
ly determined in the courts. However, the medical practitioner can supply
valuable information by charting the following observations during the exam-
ination and treatment of the victim.

4. Factors related to the degree of crime (Chap. 709.2-709.4)

a. Nature and extent of injuries
b. The victim's statements concerning:
1. Identity of the perpetrator
2. Whether a weapon was used
3. What threats were made
4, Whether the perpetrator acted alone

€. Any indication of preexisting mental defect or incapacity noted
during examination of the victim

5. Distinction between "sexual -abuse" and other sex offenses

As detailed above, the term "sexual abuse," as it is presently defined in
the Towa law, pertains only to those acts which are commonly known as
rape and sodomy. There are several other sex crimes which do not fall
within the definition of "sexual abuse" but which are particularly
relevant to Section C, Child Sexual Abuse Statutes; and Section D,
Dependent Adult Sexual Abuse Statutes, below. These "other sex offenses"
are discussed in the following section.

OTHER SEX OFFENSES

The ITowa lLegislature has adopted a consistent pattern of defining sexual
abuse of children and of dependent adults for reporting and for protective
services purposes by referencing the reporting laws to the commission of a
"sexual offense as defined in chapter 709 or in section 726.2 of the Iowa
Code." In addition to the crime of sexual abuse described in the preceding
section, there are three other sex offenses in chapter 709 and the crime of
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Incest in section 726.2 which bear upon the reporting requirement. A working
knowledge of the dafinition of these offenses serves as a basis for under-
standing the reporting Taws in the next two sections.

1. Assault with intent to commit sexual abuse (Chap.709.11)

Iowa law defines this crime in the terms used for its title; that is, any
unwarranted touching of another person with the intent to commit a sex
act in a manner which would constitute sexual abuse, if accomplished, is
sufficient to create the offense.

This statute was enacted in 1981 and designed to fill a gap in the law by
providing an increased penalty for an attempted rape in circumstances
where the sex act was not actually performed. For example, this law
would apply when the victim escaped from the attack. Prior to 1981, an
attempted sexual abuse was only considered to be a lesser assault crime.

2. Lascivious acts with a child (Chap. 709.8)

Lascivious Acts with a Child is defined as a crime when any person
eighteen (18) years of age or older performs any one of the following
acts with a child under the age of fourteen (14):

a. Fondle or touch the pubes or genitals of a child
b. Permit or cause a child to fondle or touch his/her genitals or pubes
c. Solicit a child to engage in a sex act

d. Inflict pain or discomfort upon a child or permit a child to inflict
pain or discomfort upon him/her. To constitute the offense, the act
must have been done for the purpose of arousing or satisfying sexual
desire; i.e., an accidental touching is not considered an offense.
Further, this law does not apply if the parties to the act are

married to each other.

3. Indecent contact with a child (Chap. 709.12)

This statute was also enacted in 1981, and was designed to protect chil-
dren from additional forms of sexual contact not defined in the Lasciv-
jous Act law which was originally adopted in 1913.

Indecent Contact With A Child is defined as a crime when a person eigh-
teen (18) years of age or older performs anyone of the following acts
with a child under the age of fourteen (14):

a. Fondle or touch the inner thigh, groin, buttock, anus, or breast of
the child

b. Touch the clothing covering the immediate area of the inner thigh,
groin, buttock, anus, or breast of the child
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c. Solicit or permit a child to fondle or touch the inner thigh, groin,
buttock, anus, or breast of the person.

d. Solicit a child to engage in any act prohibited under section 2,
lascjvious acts with a child, subsections a, b, or d above.

As in the Lascivious Acts statute, the acts prohibited above must
have been done for the purpose of arousing or satisfying sexual
desire, and this law is also not applicable if the parties to the act
are married to each other.

Incest (Chap. 726.2)

"Incest" is defined as any sex act between two persons except when both
are legally defined as a child who are related as follows, legitimately
or illegitimately:

ancestor half-sister
descendent aunt
brother uncle
sister nephew
half-brother niece

The foregoing offenses, along with the crime of sexual abuse described 1in
Section A, represent the "sexual offenses" which are the foundation of
the child abuse and dependent adult abuse reporting laws outlined in the
next two sections of this protocol.

C. CHILD ABUSE STATUTES BASED UPON SEXUAL OFFENSES

1.

Dual reporting requirements for child abuse cases

When a child is presented for examination and there is reason on the part
of the health practitioner to believe the child has been subjected to a
sexual offense and that a parent, guardian or other person responsible
for the child is accountable for the abuse, both a report to the appro-
priate law enforcement agency and to the local department of human serv-
jices office is to be made. The latter report is mandated by Iowa's child
abuse law and liability can result for a doctor and staff if a report is
not made under circumstances where child abuse is suggested.

There are several categories of child abuse defined in Chapter 232 of the
Code. Only the definition of child abuse by the commission of a sexual
offense is relevant to this manual. If in doubt as to whether a category
applies, report the incident.

Definition of child abuse by sexual offense [Chap. 232.68(2)(b)]
“Child abuse" means the commission of any sexual offense with or to a

child pursuant to Chapter 709 or Section 726.2, as a result of the acts
or omissions of the person responsible for the child.
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For purposes of this law, "child" means a person under the age of sixteen
(16) years.

Mandatory reporting of child abuse

Section 232.69 of the Code provides that every health practitioner who
examines, attends, or treats a child and who reasonably believes the
child has been abused must make a child abuse report to the county
department of human services.

Immunity for Reporting

The child abuse law is designed to encourage the reporting of suspected
abuse. The law recognizes the person making such a report may have a
concern about angered parents attempting to retaliate by filing a suit
for slander or by other means. Therefore, the Legislature adopted an all
encompassing immunity for the protection of persons making child abuse
reports.

Section 232.73 of the Code provides that anyone participating in good
faith in making a child abuse renort or taking photographs or x-rays for
a child abuse report shall have immunity from any civil or criminal
liability. Such persons have the same immunity with respect to partici-
pation in good faith 1in any judicial proceeding resulting from a report
or relating to the subject matter of a report.

Emergency Treatment of Children

Infrequently a child will require emergency treatment and the parent or
parents will be unavailable or unwilling to consent. In emergency situa-
tions there are three methods for providing treatment. The first is
under an order of the juvenile court and is the proper procedure when
timewill permit. Section 232.78(3) of the Code provides that the juve-
nile court may enter an order authorizing a physician or hospital to per-
form emergency medical or surgical procedures, provided such procedures
are necessary, te safeguard the 1ife and health of the child, and there
is not enough time to file a petition and hold a hearing as is ordinarily
required.

The second is an emergency provision for treatment without a court order.
A physician %reating a child may keep the child in custody without a
court order as required under section 232.78 and without the consent of a
parent, guardian, or custodian. This method should be followed only when
the child is in such circumstances or condition that his/her continued
presence in the residence or in the care or custody of the parent, gquard-
jan, or custodian presents an imminent danger to the child's Tife or
health, and there is not enough time to apply for a court order.

The third method is authorized under Section 910.A16(2). This provision
allows licensed professionals to provide short-term medical and mental
health services to victims without the prior consent or knowledge of the
victim's parent(s) or guardian(s).

Whenever an emergency of this nature exists, the attending physician
should immediately contact the county department of human services and
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the probation office of the county juvenile court. Medical personnel
need only to provide their opinion concerning the necessity of immediate
treatment as these staffs are trained to facilitate the procedures for
treatment on behalf of the child.

Doctor-Patient Privilege Revoked

Under ordinary circumstances, a health practitioner is bound by the
doctrine of confidential communications. This doctrine is known as the
doctor-patient privilege and requires a patients consent for the release
of any medical information or communications from the patient to third
parties.

The child abuse law revokes this privileged communication doctrine with
the obvious understanding that parents might often be reluctant to
consent to the release of information damaging to their interests in a
child abuse case.

Section 232.74 of the Code provides that any other statute or rule of
evidence which excludes or makes privileged the testimony of a health
practitioner concerning confidential communications, shall not apply to

evidence regarding a child's injuries or the causes in any civil or
criminal case resulting from a child abuse report.

DEPENDENT ADULT ABUSE STATUTES BASED UPON SEXUAL OFFENSES

The 1983 Iowa Legislature enacted a law for the protection of adults unable
to care for themselves. This legisiation, generally referred to as “"Adult
Abuse," became effective July 1, 1983. The provisions of this new law close-
iy parallel the protective features of the Iowa child abuse law.

1.

Definition of "Dependent Adult" Iowa Administrative Code [Chap. 176.1(4)]

"Dependent Adult" means a person eighteen (18) years of age or older who
is unable to protect his/her own interests or unable to adequately per-
form or obtain services necessary to meet essential human needs, as a

result of a physical or mental condition which requires assistance from
another.

Defintion of Dependent Adult Abuse by Sexual Offense [Chap.2358.1(a)(2)]

Dependent Adult Abuse means the commission of a sexual offense under
chapter 709 (Sexual Abuse or other sex crimes) or section 726.2 (Incest)
with or against a dependent adult. This legislation creates dual report-
ing considerations which are similar to those presented with a child
sexual abuse case. There is, however, one distinction. When a suspected
case of dependent adult sexual abuse is confronted, it should be reported
to the appropriate law enforcement agency in the same manner as a child
sexual abuse case. The distinction is found in the provisions for
reporting to the lowa Department of Human Services. Note the use of the
term "may" in the following definition.
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Permissive Reporting of Dependent Adult Abuse [Chap. 235B.4(a)]

A person who believes that a dependent adult has suffered abuse may
report the suspected abuse to the department of human services.

In the foregoing definition, the use of the term "may" makes such a
report optional. In child abuse cases, the health practitioner is a
mandatory reporter of suspected child abuse activity. In a dependent
adult sexual abuse case, a report to the department of human services is
made by any person on an optional basis who believes a dependent adult
has been sexually abused. The same protections are afforded to the
person making the report as are found in the child abuse statute. Such
reporting is encouraged in this protocol for the protection of the
dependent adult.

Immunity From Liability for Reporting (Chap. 235B.7)

A person participating in good faith in reporting, cooperating or assist-
ing in a case of dependent adult abuse has immunity from 1iability, civil
or criminal. The person has the same immunity with respect to participa-
tion in good faith in a judicial proceeding resulting from the repcit.

The effect of the immunity provision is identical to that founa in the
child abuse law. Any person who makes a report to the human services
department concerning the abuse of a dependent adult will be held harm-
less from any liability so long as the report or later testimony in
court, if required, was given in good faith.

The immunity from liability granted in this law, just as in the child
abuse law, is upheld regardless of any subsequent findings regarding the
circumstances of the alleged abuse. In other words, even if an investi-
gation reveals that the dependent adult was not sexually abused, a person
making a report will not be held Tiable if there was a good faith belief
that abuse may have occurred at the time the report was made.

E. DOCUMENTATION AND PRESERVATION OF EVIDENCE - THE "CHAIN OF EVIDENCE"

1.

Definition of Physical Evidence - An Exhibit

“Chain of evidence" is a term used by the courts to identify the require-
ments for establishing the authenticity of an exhibit (a specific item of
physical evidence) so that it can be "admitted" into the trial record in
a court case., To be "admitted" means that the judge has determined the
exhibit is in fact what it is claimed to be, that it was derived from the
source claimed, and that it has been properly cared for so as to not
alter its value as evidence. As examples, an exhibit can be a piece of
clothing, a sample specimen from.a patient, or any other tangible or
physical material. An exhibit cannot be considered by the jury as
evidence until it has been "admitted" into the trial record by the judge.

Requirements for Identification of an Exhibit

The requirements for identifying physical evidence are stringent. When
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testifying in support of an exhibit, the person who obtained it must be
able to identify the exhibit at the time of trial. To identify means to
be able to distinguish the object as being unique from all other objects
which might appear similar. In the instance of clothing or specimens,
for example, identification would be impossible without accurate labeling
and careful packaging. A person labeling an object should always sign
his/her name. A personal signature is distinctive and will permit the
person to testify with certainty that the identifying label, transmittal
form, chain of evidence tag, or other record format was signed by that
person. A signed label also identifies with equal certainty the evidence
which it describes and to which it is attached.

In addition, the person who originally obtained the exhibit must be able
to identifty its source. Sourcing information should be included both on
the jdentifying record of the evidence and in the regular patient chart-
ing. The witness must be able to state in court, for example: "I
obtained this particular undergarment fran (patient) during the initial
examination at (place) (date) (time)," or "In examining (patient) at
(place) (date) (time), 1 swabbed the vaginal vault and created these two
smear slides which I then labelled as shown."

Requirements for establishing the chain of possession

Finally this same witness must create the first link in the "chain of
evidence." This term refers to a further requirement that a continuous
chain of possession must be shown for an exhibit from the point of its
initial taking until its presentation in court. The party attempting to
have the exhibit admitted into the record, usually the state prosecutor,
must show through whose hands the exhibit has passed. The first witness
must be able to identify the person to whom the exhibit was given and
that it was in the same condition when given as when obtained, unless a
legally valid purpose can be demonstrated for a change in condition such
as laboratory testing. The next person to whom the exhibit was given
must be called as a witness and be able to identify the exhibit, the
person to whom he/she delivered it, and that it was not altered in any
manner except as noted above while in this person's possession. The
"chain of possession" continues until completed.

It is obvious that every person who handles the evidence becomes a link
in the chain and is, therefore, required to be called to court as a wit-
ness. It is just as obvious that every effort should be made to elim-
inate unnecessary middle persons in the chain and to create the shortest
chain of possession possible. This is best achieved when the person
obtaining the evidence transfers it directly to a law enforcement offi-
cer, if one is present. Police and sheriff's departments are generally
well trained in the handling, documentation, and preservation of evi-
dence.

Procedures and forms for the packaging and labeling of evidence are more
fully detailed in the examination protocol in Part I. It must be remem-
bered that every examination under circumstances where sexual abuse may

have occurred is a potential court case. Physical evidence in the form

of exhibits can be critical to such a case and the inability to use
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an exhibit in court due to a failure in the "chain of evidence" can
result in the case being lost.

F. INFORMED CONSENT OF MINORS

1.

Definition of Informed Consent

The requirement of a valid consent for treatment has been defined in
Sard v. Hary, a 1977 Maryland case:

It is the duty of a physician, before treating a patient, to explain the
procedure and to warn the patient of any material risks in the therapy,
so as to enable the patient to make an intelligent and informed choice as
to whether to undergo such treatment,

The foundatijon for consent issues in the law can be traced to a decision
by Justice Cardozo in a 1914 New York case, Schloendorff v. Society of
New York Hospital where it was determined:

Every human being of adult years and sound mind has a right to determine
what shall be done with his own body and a surgeon who performs an opera-
tion without his patient's consent commits an assualt for which he is
liable in damages.

Conflict in the Law of Consent of Minors

The obvious ommission of minors in Cardozo's statement has not been sub-
stantially clarified in the more than seventy years since it was issued.
The matter of a minor's consent is a changing and evolving field where
the continuing conflict is between the basic rights and responsibilities
of parents to determine what is best for their children and the emergence
of a concept that youths have the right to make decisions about their
bodies and their care. The latter concept is refleted by almost every
state, including Iowa, in the lowering of the age of majority from
twenty~one (21) to eighteen (18) years of age and the further provision
that a minor is emancipated by marriage.

Minors' Consent in Venereal Disease Cases

Many states have attempted to enact statutes concerning minors' consent.
There is little uniformity except in one area. A majority of states has
passed legislation allowing minors to obtain treatment for venereal
disease without parental knowledge or consent. Iowa's law, found in
section 140.9 of the Code, is a follows:

A minor who seeks diagnosis or treatment for venereal disease shall have
the Tegal capacity to act and give consent to medical care and service
for venereal disease by public and private hospitals or public and
private clinics or physicians. Such medical diagnosis and treatment is
to be provided by a physician lTicensed to practice medicine and surgery,
osteopathy, or osteopathic medicine and surgery. Such consent shall not
be subject to Tater disaffirmance by reason of such minority. The
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consent of no other person or persons, including but not limited to
spouse, parent, custodian, or guardian, shall be necessary.

The Concept of a Mature Minor

The concept of a "mature minor"; that is, a youth with the ability to
make valid decisions about his/her own care and to give informed consent,
has been finding its way into "case law," as opposed to statutory law, in
many malpractice lawsuits. A survey of recent litigation reveals no
court has found against a physician for treatment of a minor over the age
of fifteen years (15) years on the minor's consent; and only rarely for
those under the age of sixteen (16), except in procedures involving
surgery, experimentation, or radical drug reactions.

There is no question that all states, including Iowa, should review this
issue with regard to new legislation; yet no law nor court decision will
answer all of the questions which can arise. Physicians must take some
calculated risks, just as is done in any diagnosis or treatment decision,
when a consent issue is raised and must be determined to the best benefit
of the patient.

Recommended - and Other -~ Procedures for Consent

Under the present Iowa law, the physician can minimize the risk. When
presented with a minor, who has allegedly been the subject of a sexual
offense and who is in need of treatment, the physician in charge of the
patient and of the treatment should first attempt to obtain parental
consent in the normal manner. If such consent is refused or unavailable
and the minor is "mature" - sixteen (16) or older - a balancing of the
immediacy of need for treatment, the nature of the treatment and the
maturity of the minor can ordinarily produce a valid and informed consent
when treatment is needed, but not radical. This practice is not recom-
mended, but is noted as available in the appropriate circumstance with a
probable minimum risk. However, if the judgment is made that a minor is
sufficiently mature to consent, the physician is unwise if he/she fails
to note in the patient's chart the indications of maturity, the reasons
for the judgment, and the discussion with the minor Teading to the con-
sent.

In all other circumstances where the child is less than sixteen (16)
years of age, the physician is well advised to employ the emergency
treatment procedures contained in the child abuse law and outlined in
Section C, Part 5, above, if parental consent is not obtainable and
treatment is deemed to be required. In following these procedures, with
the assistance of social service workers and juvenile court officers, the
treatment of the child can progress under a court order which makes the
physician and medical facility virtually immune from a malpractice claim.
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ADDENDA

Towa Sexual Assault Intervention, Domestic Violence
Intervention and Victim-Assistance Centers

Samp1e Consent Form for Examination and Treatment of
Sexual Assault Victims

Sample Checklist for Medical Protocol for Examining and
Managing Patients of Sexual Assault -- Child/Adult

Division of Criminal Investigation Crime Laboratory --
State of Iowa Sexual Assault Evidence Collection Kit
Instructions

Child Sexual Abuse Introitus Exam Technique

Towa Crime Victim Reparation Program
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10.

11

12.

13

14.

IOWA SEXUAL ASSAULT

ADDENDUM A

AND DOMESTIC VIOLENCE CENTERS

Story County Sexual Assault Care Center

PO. Box 1150 — ISU Station
Ames, lowa 50010

YWCA Shelter and Sexual Assault Center

2410 Mt. Pleasant Street
Burlington, lowa 52644

YWCA Sexual Assault
Crisis Intervention Program
318 5th Street, S.E.

Cedar Rapids, lowa 52401

Family Violence Services
Waubonsie Mental Health Center
Clarinda, lowa 51632

Women's Resource Center —
Gateway YWCA — 317 7th Avenue, S.
Clinton, lowa 52732

Domestic Violence Program
315 W, Pierce
Council Bluffs, lowa 51501

Quad City Rape/Sexual Assault
Counseling Program

PO. Box 190

Davenport, lowa 52805

Helping Services for NE lowa:
Services for Abused Women

Box 372

Decorah, lowa 52101

Family Violence Center
1101 Walnut
Des Moines, lowa 50309

Polk County Victim Services
1915 Hickman Road
Des Moines, lowa 50314

Dubuque/Jackson County Mental
Health Center

Mercy Drive

Dubugque, iowa 52001

YWCA Battered Women Program
35 N. Booth
Dubuque, lowa 52001

Council for the Prevention of
Domestic Violence

Box 151

Estherville, lowa 51334

Family Violence Center of
North Central lowa

PO. Box 173

Fort Dodge, lowa 50501

15. Rape/Sexual Assault Victim Advocates

c/o Trinity Regional Hospital
Kenyon Road
Fort Dodge, lowa 50501

6 . Domestic Violence Project

17.

18.

20.

21.

22.

23.

24,

25.

26.

27.

PO. Box 733
lowa City, lowa 52244

Rape Victim Advocacy Program
130 North Madison
lowa City, lowa 52242

Tri-State Coalition Against
Family Violence

Box 494

Keokuk, lowa 52636

- Dubuque/Jackson County

Mental Health Center
700 West Quarry
Jackson Co. Public Hospital
Magquoketa, lowa 52060

Domestic Violence Alternatives
1500 E. Linn Street
Marshalltown, lowa 50158

Crisis Intervention Services
22 North Georgia

Room 207 — 3rd Floor
Mason City, lowa 50401

Sexual Assault Center
PO. Box 872
Mason City, lowa 50401

Muscatine Co. Rape/Assauit
Care Services

c/o Family & Children Services

Medical Arts Building

Muscatine, lowa 52761

Crisis Center
Box 446
Ottumwa, lowa 52501

Domestic Violence Aid Center, Inc.
128 3rd Street, NW.
Sioux Center, lowa 51250

Council on Sexual Assault and
Domestic Violence

PO. Box 1565

Sioux City, lowa 51102

Rape/Sexual Assault &
Abuse’ Intervention
for Blackhawk County

2530 University Avenue

Waterloo, lowa 50701

Carole Meade: Iowa Coalition Against Sexual Abuse

Iilincis Hall

Twenty-fifth & Carpenter

Des Moines, IA
(515)271-2918

- 29 -

50311



ADDENDUM B

SAMPLE CONSENT FORM
FOR
EXAMINATION & TREATMENT
OF
SEXUAL ASSAULT VICTIMS

I consent and authorize
(print full name of patient)

Dr. and/or the Medical Staff of
{print full name of physician)

Hospital to obtain history, perform on me a
physical examination, and colTect and analyze laboratory material. This permis-
sion includes the taking of photographs if such is indicated in the judgment of
the examining physician.

I consent and authorize Hospital to
disclose the information in my record to the staff of the Iowa Department of
Public Health in Des Moines, Iowa, in order for them to verify services provided
and to assure quality patient care. The confidentiality of such information will
be maintained and guarded to prevent its release to unauthorized individuals.

,MD,DO

(Date) (Examiner's Signature)

I DO DO NOT authorize Hospital to
supply laboratory specimens, photographs, and copies of all medical reports per-
tinent to this visit to the appropriate law enforcement agency.

Patient's Signature Date

Witness' Signature Title

Parent's/Guardian's Signature (if applicable)

Parent's/Guardian's Address (if applicable)

1/85 - 30 -



ADDENDUM C
SAMPLE CHECKLIST FOR
MEDICAL PROTOCOL FOR EXAMINING AND MANAGING PATIENTS
OF SEXUAL ASSAULT
Child - Aduit

To assist in documenting sexual assault records: (Please dictate the exam)

1.

10.
11.
12.

13.

Sexual-assault counselor notified (If child abuse, Child Protective Services/
Social Worker notified)

Sexual-assault counselor present (CPS or Social Worker present)
Signed consent for examination of patient

Signed consent for release of medical information to appropriate law enforcement
agency

Time of assault

Date of assault

Time of examination

Examination of patient in clothes. (Please use anatomically-correct dolls)
Clothing saved

Date of last menstrual period

Current contraceptive useage

Any bathing, douching, and gargling if done since time of sexual assault?

Last time the patient had vaginal sexual intercourse

History, brief narrative of the assault including the following:

14.
15.
16.
17.
18.
19.
|20.

21.

Did assaulter ejaculate or have orgasm?

Indicate what orifices entered by assaulter

Current symptoms (pain, bleeding, cuts, bruises, etc.)
Pertinent past medical history

Current illnesses

Emotional status of patient

Adult: Vitals (temperature, blood pressure, pulse)
Child: Vitals plus height, weight, head circumference

Current medications
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22. Physical examination
23. Pelvic, genitalia examination

24. Rectal examination

ADDENDUM C

Prepuberty Child
Findings in Acute Sexual Abuse:

Perineal contusions

Perihymenal erythema, swelling, petechiae
Abrasions, avulsions, lacerations

Spasm of pubococcygeus muscle

Seminal products

Tense rectal sphincter

Anal fissures

Rectal-perianal contusions or ecchymoses
Penile swelling, angio-edema reaction

Findings in Chronic Sexual Abuse:

Multiple hymenal transections, healed
Rounded hymen remnants

Spacious introitus >4 mm.

Healed 1° taceration @ 6 o'clock
Capacity to relax pubococcygeus muscle
Leukorrhea

Cervicitis

Reflex relaxation of the anal sphincter
Penile ecchymosis and scars

25. Ultra-violet Tamp exam

26. Laboratory studies

Aging of Bruises

Red, red/blue, crisp

margins

36-48 hours - Margins fading, viola-
ceous to blue/black

48-72 hours - Yellow margination

with indistinct margins

24 hours -

3-5 days - Central ecchymosis
50% of total ecchymosis
5-7 days Fading yellow to green
10-14 days - Brown to clear
LABORATORY
SPECIMENS CERVIX jVAGINA | MOUTH j*RECTUMj SKIN Chain of Evidence Process
Acid
Phosphatase Physician to Nurse,
Permanent
i, . slides Nurse to Lab Tech,
for sperm
Gonorrhea Lab Tech to Lab in
Culture secure area,
ABH
Antigen Lab Personnel,
“Wet
Mount Pathologist,
P30
Antigen** Results referred to Medical
Record and examining physi-
VDRL DONE? YES NO cian.

*5-10cc. Saline may be instilled in vagina/rectum and aspirated after several

minutes.

Two to four swabs can be inserted through hymen opening for all specimens.

** provided for in the D.C.I. Sexual Abuse Evidence Collection Kits
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31.
32.
33.
34.
35.

36.
37.

38.
39.
40.

41.

42.
43.

ADDENDUM C

Exam wet slide immediately: Sperm present or absent on wet slide?

Sperm mobile or immobile?

Wet mount for Fungus, Trichomonas, other

ABH Antigen collected....(4 cotton-tipped swabs, air dried, and placed on labeled
test tube) (Specimens retained in locked box or sent
with law enforcement officer/s)

Combed pubic hair collected and placed in‘container

Debris from beneath fingernails collected and placed in container

Do pregnancy test, blood work, and drug screens as indicated

Designate source on all specimens sent to Laboratory

Impression/Assessment:

If adult: If child/adolescent:

A. Physically assaulted a. Sexual abuse exam

B. Sexually assaulted b. Suspected child abuse - sexual abuse
C. Suspected physical or c. Evidence of sexual intercourse

sexual assault

D. Evidence of sexual inter-
course

Plan of treatment and aftercare

Return-appointment instructions given (to the ED, family physician, other) for
follow-up counseling and continuity of care

Referral to other agency(ies)
Treatment for sexually transmitted diseases

Treatment to prevent pregnancy offered (please see alternatives in sexual assault
treatment guide)

Repeat GC culture in 7 days and Herpes exam or culture. Also, consider
Chlamydia culture if available.

VDRL in 6 weeks

It is recommended to give a statement about the physical and mental prognosis for
the patient. Give patient and/or parents educational handouts.



ADDENDUM C

SAMPLE RECORD FORM FCR

CHILD-ADULT SEXUAL ASSAULT EXAM

MEDICAL NOTES

NURSING NOTES

Child Abuée-Neg]ect Exam

Child Sexual Abuse Exam

Protective Custody Ekam

I. Interview Assessment
Consent for exam completed
Custody: Parent

Court

Time of arrival Age

a.m.
p.m.
Method of arrival

Time sexual-assault counselor notified:

Time of Exam

Release~of-Information
form signed

[ IR © v . =

Patient brought to Dr./ER
by

D. History of abuse given by

E. Sexual-assault counselor

notified: VYES NO
Present: YES NO
Law Enforcement noti-
fied: YES NO
Juvenile Court authority noti-
fied: YES NO
1. History:

2. Date of assault:

3. Time of assault:

gl
3 3

4., Circumstances of assault
(including postassault act-
jvity/changes of clothing/
bathing/douching. Record
evidence of torn clothing
bruises/blood or semen
stains):

5. Menarche

6. Last menstrual period:

7. Using birth control:
YES NO

a.m. p.m.
Time sexual-assault counselor present:
a.m. p.m.
Chief Complaint:
Time of assault: a.m. Date:
p.m.

Place of assault:

Human Services Referral done:

YES NO
Child Protective Service notified:
YES NO NA Time: a.m.
__ p.m.
Juvenile Court authority notified:
YES NO NA Time: __a.m,
p.m.
Allergies:
Last tetanus shot: Weight:
BP: Temp: __ Pulse: Resp:

Number of assaulters:

Orifices entered:

Ejaculation and where:

Any bathing/douching/gargling since the
assault? If so, when:

Last vaginal intercourse:

LNMP: Current contraceptive:

Evidence given to police:
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MEDICAL NOTES

ADDENDUM C

IT.

ITI.

8. Current medications:

YES NO

Under influence of drugs:

YES NO

Specify:

Past history of abuse or physi-
cal assault: YES NO

NURSING NOTES

Physical exam (use anatomically-
correct dolls)

A. General appearance, emo-
tional state, and behavior
of patient:

B. Description of clothing worn
during assault:
Torn
Blood-stained
Semen-stained
Normal

C. Pubertal stage (Tanner):

D. HEENT CHEST  ABDOMEN
BACK NEURO  EXTREMITIES
TRAUMA (Diagrams)
Pictures completed:

YES NO
Photographer:
YES NO

E. Description of perineum:

Normal

Laceration

Ecchymosis

Bleeding

Describe hymen:

Present: YES NO

Dolls used for child exam:

YES NO NA
Pictures taken: YES NO
Photographer: YES NO

Number of pictures taken:

Signed consent for exam:

Release-of-Medical-Information form
signed: YES NO

PHYSICAL OBSERVATIONS:

EMOTIONAL OBSERVATIONS:

Diagnostic studies done:

GC culture

Acid Phosphatase

Hanging Drop

ABH (4)

Sperm STides (2)

Pap Smear

Pubic Combing

VORL ORTHO

Treatment and medications:

Instructions to patient/return appoint-

ment:
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ADDENDUM C

MEDICAL NOTES

NURSING ROTES

F. Pelvic examination:

Vagina
Cervix
Uterus
Adnex

Rectum

Vaginal introitus measure-
ment:

Penis
Testicles
Scrotum

G. Combing of pubic hair:

YES

NO

H. Fingernail cleaning samples:

YES

NO

I. Blood samples:

YES

NO

J. Hair samples collected:

YES

K. Laboratory studies:

NO

Legal

Chain of Evidence

Protocol - Physician

Nurse

Lab Personnel
Locked container
Lab Personnel

Signature Key:

May return to work/school:

YES NO NA

Date of expected return:

List any restrictions:

Time patient left Emergency

Dept: _ a.m.

m
m

a
p.m.

Pathologist
OR:  Sexual Assault Evi-
dence Kit submitted
to Law Enforcement
Personnel
LABORATORY
SPECIMENS CERVIX]JVAGINA|IMOUTH]RECTUM|SKIN
Acid
Phosphatase
Permanent
Fixed Slides
for Sperm
Gonorrhea
Culture
ABH Antigen
Wet Mount
P30 Antigen
VDRL Done:  YES NO N

SMTWTFS
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ADDENDUM C

MEDICAL NOTES

NURSING NOTES

IV.

Impression/Assessment :

Sexual Abuse Examination
Normal Examination

Evidence of Sexual Intercourse
Evidence of Trauma

Treatment :

DT Vaccination

Sexually Transmitted Disease
Prevention

Pregnancy Prevention

Follow-up Examinations for:

GC/VDRL; Counseling:
Prevention-Education;
Continuity of Care:
Long-Term Follow-up

Signature

Date

Signature
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ADDENDUM D

STATE OF IOWA SEXUAL ASSAULT EVIDENCE COLLECTION KIT INSTRUCTIONS

THIS KIT IS DESIGNED TO ASSIST THE EXAMINING PHYSICIAN AND NURSE IN THE COLLECTION OF
EVIDENTIARY SPECIMENS FOR ANALYSIS BY THE CRIME LABORATORY SERVING YOUR LOCAL POLICE
AGENCY. THE HOSPITAL IS NOT REQUESTED OR ENCOURAGED TO ANALYZE ANY OF THE SPECIMENS/
EVIDENCE COLLECTED IN THIS KIT. ANY SPECIMENS REQUIRED BY THE HOSPITAL ARE TO BE COLLECTED
WITH HOSPITAL SUPPLIES.

[] STEP 1 VICTIM INFORMATION AND SEXUAL ASSAULT HISTORY FORM
Fill out all information requested on the form.

00 sTEP 2 CLOTHING AND UNDERWEAR

Collect victim's outer clothing and place each item in a separate hospital-provided paper bag

(grocery-typej. Staple shut and label as to contents. Collect victim's underwear and place in

underwear bag which has been provided in this kit. Staple shut and fill out all information

requested on underwear bag label.

1. Wet or damp clothing should be air dried before packaging.

2. Hvictim is not wearing the clothing worn at the time of the alleged assault, collect only the
items that are in direct contact with victim’s genital area.

3. If victim has changed clothing after assauit, inform officer in charge so that the clothing
worn at the time of the assault may be coliected by the police.

4. Do not cut through any existing holes, rips or stains.in victim’s clothing.

5. Do not shake out victim’s clothing or microscopic evidence will be lost.

O STEP 3 DEBRIS COLLECTION
Remove paper bindle from debris collection envelope. Unfold and place on flat surface.
Collect any foreign material found on victim’s body (leaves, fibers, hair, dried semen, etc.)
and place in center of bindle. Refold in manner to retain debris, and return bindle to debris
collection envelope. Note location sample was taken from on anatomical drawings on
envelope Seal and fill out all information requested on envelope.

[0 sTEP 4 PUBIC HAIR COMBINGS
Remove paper towel and comb provided in pubic hair combings envelope. Place towel!
under victim's buttocks. Using comb provided, comb pubic hair in downward strokes so that
any ioose hairs and/or debris will fall on paper towel. Fold towel in manner to retain both
comb and any evidence present. Return to pubic hair combings envelope. Seal and fill out all
information on envelope.

] STEP 5 PULLED PUBIC HAIRS
Remove paper bindle from pulled pubic hairs envelope, unfold and place on flat surface.
Pull, do not cut, 10 to 15 full-length pubic hairs from various locations and place in center of
bindle. Relold in manner 1o retain hairs and return bindte to pulied pubic hairs envelope. Seal
and fill out all information requested on envelope.

[] STEP 6 VAGIMNAL SWABS AND SMEARS (If within 5 days of assaulit)
Using both swabs simultaneously, carefully swab the vaginal walls and cervix. Using both
swabs, prepare two smears. Allow both swabs(2) and smears(2) to air dry. Return smears to
vaginal smears slide holder and place both swabs in swab box. Fill out information
requested on containers, and return to envelope. Seal and fill out all information requested
on envelope. Do not stain or chemically fix smears. Do not moisten swabs prior o sample
collection.
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[ sTeEP 7

[J STEP 8

3 STEP 10

ADDENDUM D

ORAL/RECTAL SWABS (only if oral/rectal assault has occurred)

Using two swabs carefully swab the rectal canal. Allow the swabs to air dry and return to the
swab box. L.abel box in place provided and return to envelope.

Using two swabs, carefully swab the buccal area and gum line. Allow the swabs to air dry
and return to the swab box. Label box in place provided and return to envelope.

PULLED HEAD HAIRS

Remove paper bindle from pulled head hairs envelope, unfold and place on flat surface. Pull,
do not cut, a minimum of three full-length hairs from each of the following scalp locations:
center, front, back, left side and right side. Place in center of the bindle and refold in manner
to retain the hairs. Return to envelope, seal and fill out all information requested on envelope.

KNOWN SALIVA SAMPLE

Place both swabs in victim's mouth and have victim thoroughly saturate with saliva. Allow
both swabs to air dry. Place swabs in swab box. Fill out all information requested on box.
Return swab box to envelope, seal and fill out all information requested on envelope. The
victim should not have anything to drink, eat or smoke for a minimum of 15 minutes prior to
saliva sample collection.

KNOWN BLOGD SAMPLE
Using bload collection tube provided, draw to maximum volume from victim and write
victim's name on blood tube label.

1) Make sure all information requested on all sample envelopes has been filled out completely.

2) With the exception of sealed and labeled clothing and underwear bags, return all other evidence
envelopes, used or unused, to kit box along with the sexual assault history form.

3} Initial and affix orange police evidence seals where indicated on box top.

4) Fill outall information requested on kit box top under “For Hospital Personnel”.

5) Hand sealed kit and sealed sacks to investigating officer.

*NOTE: If officer is not present at this time, place sealed kit and sealed sacks in secure

FINAL INSTRUCTIONS

and refrigerated area, and hold for pick up by investigating officer.
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ADDENDUM D

STEP 1 PATIENT INFORMATION FOR DCI LABORATORY
1. PATIENT'S NAME:
2. AGE:
3. RACE:
4, DATEAND TIMEOF ALLEGED ASSAULT: __/_ /19 ____Aweum
5. DATE AND TIME OF HOSPITAL EXAMINATION: _/_/18__ __awpm
6. WAS THERE PENETRATION OF:
YES NO NOT SURE
VAGINA ATTEMPTFD O SUCCESSFUL OO EJACULATION 0 O O
ANUS ATTEMPTED O SUCCESSFUL O EJACULATION O (] O
MOUTH ATTEMPTED O SUCCESSFUL O EJACULATION O O O
YES NO NOTSURE
7. . DID ASSAILANT WEAR A CONDOM? o o O
8. WAS DOUCHE, SHOWER OR BATH TAKEN BETWEEN ASSAULT AND DOCTOR'S EXAMINATION? O O ]
9. WERE CLOTHES CHANGED AFTER ASSAULT? | a
IF YES, ARE THEY AVAILABLE? o O O
10.  ANY INJURIES RESULTING IN BLEEDING? 0o g O
WAS VICTIM MENSTRUATING AT TIME OF ASSAULT? O 0 O
11.  RACE OF SUSPECT(S) IF KNOWN:
12. ANY CONSENTIAL COITUS IN THE PREVIOUS 72 HOURS? O D ]

VICTIM'S DESCRIPTION OF ASSAULT:
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ADDENDUM E
CHILD SEXUAL ABUSE INTROITUS EXAM TECHNIQUE

Al1 children with suspected or obvious sexual abuse require uro-genital
examination.

The vaginal introitus and vulva should be described in appearance, size
(gaping, relaxed - admits 1 or 2 fingers), and describe swelling, erythema,
etc.

Pre-pubescent vaginal introitus varies 2-4 mm., and 4 mm. or more is
indicative of vaginal penetration and, therefore, potential sexual abuse.

Al1 pediatric patients with symptoms of vaginitis, dysuria, perineal

itching/pain/swelling, and uro-genital discomfort need a uro-genital
examination, and sexual abuse needs to be part of Differential Diagnosis.
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ADDENDUM E

FEMALE ANO-GENITAL FORENSIC
FINDINGS

Abrasions

Contusions

Deformity

Ecchymosis

Edema - swelling

Erythema

Fissures

Funneling

Fusion

/ 10, Gaping orifice

11. Hymenal dilatation
enlargement

12. Hypertrophy

" Numbers: 12°©-3°-9°-8° Forensic Clock

Wo~NauUuFwn =
e v s e o ® 3 & o

. 13, Llaceration
CLITORIS 14, Leukorrhea - discharge
* 15. Microscarring
16. Neovascularization
17. Petechiae
18. Pigmentation change
19. Reflex Relaxation
20. Starring
URETHRA 21. Synechiae
VULVA Venous pooling

22. Transection
)30 23

LABIA MAJORA
LABIA MINOR

HYMENAL OPENING
INTROITUS

HYMEN MEMBRANE

FOSSA NAVICULARIS
POSTERIOR FOURCHETTE

PERINEUM
MEDIAN RAPHE

ANUS
ANAL OPENING

CLITORIS FOSSA NAVICULARIS
VULVA POSTERIOR FQURCHETTE
URETHRA PERINEUM

HYMENAL OPENING ANUS

HYMENAL MEMBRANE WET MOUNT (MICRO)

PICTURES TAKEN

(NUMBER)
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ADDENDUM E

CHILD SEXUAL ABUSE INTROITUS EXAM TECHNIQUE

A1l children with suspected or obvious sexual abuse require uro-genital
examination.

The vaginal introitus and vulva should be described in appearance, size
(gaping, relaxed - admits 1 or 2 fingers), and describe swelling, erythema,
etc.

Pre-pubescent vaginal introitus varies 2-4 mm., and 4 mm. or more is
indicative of vaginal penetration and, therefore, potential sexual abuse.

Al11 pediatric patients with symptoms of vaginitis, dysuria, perineal
itching/pain/swelling, and uro-genital discomfort need a uro-genital
examination, and sexual abuse needs to be part of Differential Diagnosis.
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IOHA CRIME VICTIM REPARATION PROGRAM ADDENDUM F

WHO IS ELIGIBLE?

*

*

An innocent victim who suffers bodily injury from a violent crime.

An innocent victim of a crime committed by an individual found guilty of driving
while under the influence of alcohol or drugs.

Victims of child abuse.
Victims of domestic abuse.
The dependent(s) of an innocent victim of a violent crime.

The parent or legal guardian of a victim who is under 18 years of age and has
assumed responsibility for expenses incurred by the victim's injury.

A person responsible for the maintenance of the victim who has suffered a loss
or incurred expenses as a result of personal injury to the victim.

WHAT MUST I DO TO BE ELIGIBLE?

*

*

*

You must report the crime to the local law enforcement agency within 24 hours of
the occurence of the crime. (If the crime cannot reasonably be reported within
that time period, the crime shall be reported within 24 hours of the time a
report can reasonably be made,)

You must file the claim application with the Department of Public Safety within
180 days after the date of the crime: or within 120 days after the date of death
of the victim.

You must cooperate with the appropriate law enforcement agency in the investiga-
tion and prosecution of the crime relating to the claim.

You must cooperate with the Department of Public Safety in the claims process.

WHO IS NOT ELIGIBLE?

*

*

A victim in the same household with the criminal offender. unless a criminal
conviction for the crime is obtained. However, a criminal conviction in a child
abuse or domestic abuse case is not required.

A relative of the criminal offender, uniess a criminal conviction for the crime
is obtained.

Anyone injured or killed in a motor vehicle, on train, or aircraft crash, unless
the injury or death was intentionally inflicted or resulted from a crime commit-
ted by an individual found guilty of driving while under the influence of alco-
hol or drugs.

Anyone contributing to the infliction of his/her own bodily injury or death.

A victim who was assisting, attempting, or committing a criminal act.
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ADDENDUM F

WHAT BENEFITS ARE AVAILABLE?

The

State of Iowa has a program to help reimburse you if you are an innocent victim

of a violent crime. Payments will be reduced by the amounts received or avaijlable
from collateral sources such as insurance. Compensation may be awarded as follows:

*

*

For reasonable expenses for medical care needed as a direct result of injuries
suffered in a criminal attack. (Up to $10,000)

For reasonable charges for counseling by a iicensed psychotlogist of child abuse
and domestic abuse victims. (Up to $500)

For reasonable charges for victim counseling by a victim counselor of child
abuse and domestic abuse victims. (Up to $500)

For loss of income from your job because of bodily injuries suffered as the
result of a crime. (Up to $2,000)

Loss of support for dependents of the victim. (Up to $2,000 per dependent or a
total of $6,000)

For reasonable replacement value of your clothing that is held by the police for
evidence. (Up to $100)

For reasonable funeral and burial expenses. (Up to $2,500)

COMPENSATIONS WILL WOT BE PAID

*

*

*

For stolen, damaged, or Tlost praperty.
For pain and suffering.

For Tosses paid or payable by other or coliateral sources (health insurance,
sick-leave pay, disability insurance, social security, workmen's compensation,
unemployment compensation, funds from other governmental agencies) or the
offender.

Iowa Crime Victim Reparation
Iowa Department of Public Safety
Wallace State Office Building
Des Moines, lowa 50319-0075

(515)281-5044
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