


$ Explain your role and purpose as a caregiver; 
$ Restore feelings of control by explaining what you wish to do and why before you 

do it; 
$ Give survivors information about their rights and options; 
$ Allow survivors to make decisions about their care; 
$ Provide anticipatory guidance to help prepare the survivor for the aftermath by 

offering information about common psychosocial reactions to sexual assault;  
$ Discuss "blame-the-victim" reactions because the survivor, family, friends, and 

others often seek to attribute the assault to perceptions of causal or precipitative 
behavior on the part of the survivor instead of to the assailant; 

$ Identify resources and coping strategies that will enable the survivor to deal with 
the medical, legal, and psychological impacts of the assault; 

$ Provide referrals to appropriate agencies such as rape crisis centers; and  
$ Provide important information in brochures or handouts because a traumatized 

person may have difficulty with concentration and recall. 
$ See Appendix E for a directory of rape crisis centers. 
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CHAPTER XIX 
 

INTERVIEWING ADULTS, ADOLESCENTS, AND CHILDREN 
 
 
A. GENERAL APPROACH 

The goals of the health practitioner are to obtain a good history in order to perform a 
thorough examination and to begin the healing process through warm, 
nonjudgmental communication.  To help achieve these outcomes, keep in mind that 
complete interpersonal communication has a beginning, a middle, and a closing. 
Beginning 
1. Introduce yourself to the patient 

Explain how you are associated with the patient's care.  For example, explain 
that you are a nurse and that you work in the hospital's special program for 
sexual assault. 

2. Explain your role and purpose 
Describe your role and responsibilities, how you are going to proceed, and what 
you are going to do at all times. 

3. Acknowledge the experience  
Communicate your knowledge and understanding that a significant incident has 
occurred, that the patient is experiencing feelings about it, and the prospect of 
being medically examined.  For example, you might say, "I know you have been 
through a lot and you are probably having a lot of feelings about what happened." 

4. Show awareness of possible feelings  
Always remember that your patient does not know what to expect.  The patient 
may be apprehensive, defensive, or anxious about being at the hospital.  Your 
role will be to convey an awareness of these possible feelings and an openness 
to whatever your patient may present.  Your professional ease and patience will 
provide the patient with the security necessary for the establishment of rapport, 
e.g. "we will do the best we can to make you feel comfortable and to take care of 
you." 

5. Express empathy 
Empathy is the ability of the health practitioner to intuitively understand and 
respond to the patient's feelings and experience.  The accuracy of your 
perceptions will be based on your awareness of the patient's affect, your 
understanding of what has happened to the patient, and the possible range of 
reactions.  

6. Maintain a professional attitude 
Avoid making "gut level" judgments about a patient's truthfulness or credibility.  
All the facts are never apparent at the time of the exam, and may never be.   
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Personal questions, innuendo, and body language can have an adverse impact 
upon an already fragile patient. 

7. Focus on the patient's verbal and non-verbal message 
Maintain your focus on identifying the patient's message and making a 
confirming, empathetic statement recognizing both the verbal and non-verbal 
content of the account.  Respond to the content of the message, whether it is 
verbal or non-verbal (body language).  In the case of a sexual assault, the main 
issues are fear and anxiety about safety, about the medical examination, and  
concerns about the reactions of others to them. 
Always keep in mind that no two patients are the same.  Health care practitioners 
must be open, flexible, and resourceful to respond to the needs of each 
individual, with an honest respect for their uniqueness.  Some patients may be 
inexpressive, numb, or feel unable to identify the feelings attached to the 
experience at the moment.  Others may be flooded with many emotions, unable 
to sort out their feelings.  Shutting down is a way of maintaining self-control.  
Creating a warm, calm atmosphere helps reduce anxiety, and begins the self-
restoration process. 

Middle  
8. Explain why you need a detailed history 

Simple explanations reduce anxiety and begin to help the patient regain a sense 
of control.  Complex, lengthy explanations require concentration and are likely to 
be misunderstood or forgotten.  Begin by asking the patient to tell you what 
happened and explain that you may need to ask some follow-up questions to 
clarify information.  Provide reassurance that some questions may feel 
embarrassing but that the answers will help you to perform a good examination.  
Support is also conveyed through nonverbal behavior.  Be patient and give the 
patient time to respond to your questions.  Listen attentively and maintain eye 
contact. 

9. Validate feelings expressed during the history taking and examination 
Most patients are relieved to know that the feelings they are experiencing are 
normal, common reactions to sexual assault or abuse.  The common reactions of 
shame, fear, guilt, and anxiety are often very distressing to the patient because 
of their nature and intensity.  The patient can better manage these reactions if 
the health practitioner recognizes and understands them.  You might say, "I can 
see why you feel frightened."  Some patients are unable or unwilling to articulate 
their emotional reactions.  The health practitioner can help them by suggesting 
that they may have these feelings, for example, "I realize you may feel afraid 
right now...or...embarrassed right now."  Acknowledge how difficult it can be to 
talk about it. 

10. Respond to patient's statements of self-blame and fear 
In response to a self-blame statement, such as, "Maybe I should have fought 
harder"; you might respond by reflecting back, "It sounds like you are feeling 
responsible for what happened."  Clarify that the patient was not at fault - that 
she was, in fact, a victim.  As the patient begins to express concerns, it is 
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important that you not give false or unrealistic reassurances.  Although you may 
want to relieve the patient's stress and make her feel better, false reassurances 
cut off the expression of feelings, contribute to a sense of distrust, and interfere 
with problem solving.  For example, if the patient says she is afraid because the 
perpetrator has not been caught, it is false reassurance to tell her that everything 
will be all right and she will feel better soon.  Assist her instead by helping her 
talk about steps she can take to feel safer. 

11. Explain procedures before you begin each step. 
Use simple easy to understand terminology.  Explanations provide reassurance 
and restore a sense of control to the patient. 

12. Provide reassurance about their physical health after the exam is 
completed. 
Patients have fears about the presence and significance of injuries.  Discuss your 
findings to the degree it is appropriate at the time and make reassuring 
statements. 

13. Explain the issues pertaining to the possibility of pregnancy and sexually 
transmitted disease and facilitate decision-making. 
The possibility of pregnancy and sexually transmitted disease are major 
concerns.  Discuss the possibilities and treatment options. 

Closing 
14. Prepare the patient for future reactions. 

The closing steps for the initial interview are directed toward preparing the patient 
for the period following hospital care.  Discharge planning includes anticipatory 
guidance.    It gives the patient some feelings of control over the situation and 
provides her with a framework for understanding the experience.   
$ Repeat or summarize previous steps and information.   
$ Acknowledge again the traumatic or frightening nature of sexual assault.  
$ Prepare the patient for the common reactions and feelings most patients 

experience.   
$ Explain that these reactions are normal and most patients experience them to 

some degree.   
$ Acknowledge that it probably will take a while for the patient to feel like herself 

again.  

15. Prepare the patient to leave the hospital 
Before the patient leaves the hospital emergency department, make sure that the 
patient has written discharge instructions, a plan for follow-up assessment and 
treatment, a safe destination, companionship, and transportation. 

16. If a rape crisis center advocate was not able to be present at the time of the 
exam, make a referral to the local rape crisis center. 
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B. SPECIAL CONSIDERATIONS FOR INTERVIEWING CHILDREN 

Feelings of children 
Several factors influence the experience of talking to children about what 
happened to them: 
• It may feel traumatic or embarrassing for children to describe what           
      happened to them; 
• Children may feel responsible for the abuse; and, 
• Abuse is stressful and this may influence how children remember and      
     describe what happened to them. 

 
Linguistic capabilities of children 
• Children may not understand the vocabulary used by the interviewer.       
     Use developmentally appropriate questions. 
• Children may not understand questions if they are worded in a complex   
      manner such as compound sentences or double negatives.   
• Use simply worded questions, e.g. "What happened to you" or "Tell me    
     what happened." 

1.  Avoid multiple, lengthy interviews 
$ Establish agreements with local law enforcement personnel, prosecutors, and 

child protective service workers to coordinate the number of interviews 
needed. 

$ If the child is reluctant to volunteer information, consult with child protective 
services and law enforcement personnel to develop an interview plan. 

2.  Interview children alone 
Children are often reluctant to talk about sexual matters in the presence of 
parents, especially if a parent is non-protective, in denial, colludes with the 
perpetrator, or is the perpetrator. 

3.  Avoid having the child present during the adult's description of what 
occurred 
The child may experience shame which further deepens the experience, react to 
the shame by minimizing their own account; or, be influenced by the adult's 
description of events. 

4.  Avoid encounters, interactions, or confrontations between the child and 
 alleged perpetrator 

Encountering the alleged perpetrator may frighten the child and cause her to 
deny or minimize the description of events. 

5.  Interview setting 
$ Interview children in a warm, friendly setting oriented to their needs to enable 

them to feel comfortable and to experience some degree of control returned 
to them; and 

$ Provide privacy with no or minimal interruptions. 
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6.  Qualifications of the interviewer 
Medical personnel should be knowledgeable about the differences between 
supportive, sensitive questioning and asking inappropriate, leading or suggestive 
questions.  Consultation on this issue with local law enforcement agencies or the 
county prosecutor's office is recommended.  Multi-disciplinary interview teams 
exist in many counties with specially trained interviewers who can provide 
training. 

7.  Express a warm, friendly, supportive style 
$ Convey a relaxed, unhurried attitude and express concern about the child's 

well being.  Children easily recognize adults who are anxious, uncomfortable, 
hurried, or ill at ease and are affected accordingly. 

$ Avoid being judgmental or biased about information supplied by the child or 
projecting your own feelings or perceptions about the situation onto the child. 
Do not presuppose guilt or anger as neither may be present.  Do not 
presuppose the child found the sexual contact unpleasant. 

8.  Conducting the interview 
$ Take time to establish rapport.  Begin with a discussion of common, non-

sexual topics to enable the child to become comfortable with the situation and 
to determine the child's general level of functioning. 

$ Avoid focusing on the topic of abuse prior to establishing rapport. 
$ Use language appropriate to the developmental level and background of the 

child. 
$ Determine the child's understanding of, and terminology for, body parts and 

functions.  Be prepared to use the child's own terminology. 
$ Use toys, stuffed animals, anatomical dolls, pictures, or anatomical diagrams 

to provide a nonverbal vehicle for children to describe what happened to 
them.  Avoid a "play" atmosphere when gathering information about sensitive 
events. 

$ Begin by asking open-ended "free recall" questions such as: WHAT 
HAPPENED TO YOU?  TELL ME WHAT HAPPENED.  WHO DID THIS? 
WHAT DID HE DO or WHAT DID SHE DO?  These types of questions are 
easiest for children to answer. 

$ Avoid WHY questions or questions that require understanding abstract 
concepts. 

$ Avoid inappropriate prompting, leading, or suggestive questions. 
$ Do not dwell too heavily on the identity of the alleged perpetrator and ask 

questions about all parties involved. 
$ Ask WHEN questions in terms children can understand.  Children to the age 

of about nine years often have a poorly developed concept of time and may 
be inconsistent or unrealistic answering questions.  Time is related to events 
such as birthdays, holidays, the name of their teacher at the time, or their 
grade in school. 
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9.  Documentation of the medical interview 
$ Record direct quotes of the child's statements.  Do not paraphrase, minimize, 

or characterize a child's response. 
$ Consider the use of videotaped or audio taped interviews.  If videotaping the 

interview, be sure to clarify the purpose of the videotaping and who will see 
the tape.  Consult with the local district attorney's office on this matter. 

10.  Reassurance of the child 
Children need to be told they are not to blame for what happened to them.  Be 
prepared to reassure them during or at the conclusion of the interview and 
examination about:    
$ The presence or absence of physical injury; 
$ Fear of consequences or punishment because of disclosure or the child's 

role in the incident; and 
$ Concerns about teasing at school, further assault, or potential family 

separation. 
11.  Reassurance of the parents 

Be prepared to reassure the parent during or at the conclusion of the interview 
and examination about the: 
$ Presence or absence of physical injury; and 
$ Possible psychological consequences of the abuse for the child. 

12.  Follow-up psychological care 
Arrangements and/or referrals should be made for crisis intervention or short-
term or long-term therapy. 
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CHAPTER XX 
 

SEXUAL ASSAULT SUSPECT EVIDENTIAL EXAMINATION 
 
 

A. PRIOR AGREEMENTS 
1.  Prior agreements should be established between local law enforcement 

agencies and hospitals to conduct these examinations. 
 2.  Develop local protocols to ensure coordination for performance of suspect 

evidential examinations. 
• The law enforcement officers requesting the examination must provide 

authorization for the examination. 
• Patient consent is not required if the suspect is in custody. 
• For the patient not in custody, documentation of voluntary consent for the 

evidential examination is the responsibility of the officer accompanying the 
patient.  This information should be documented in the police report. 

• Consult the local district attorney's office and law enforcement agencies to 
develop local policy on how to handle suspects who physically resist an 
evidential examination. 

 
B. GENERAL GUIDELINES 

1.  Demonstrate a nonjudgmental attitude 
$ Suspects should be given the respect and medical treatment that any 

patient deserves.  Medical professionals must remain objective and avoid 
the assumption that the suspect is guilty. 

$ Information and evidence obtained from the suspect examination may help 
prove innocence or confirm guilt. 

2.  Conduct timely examinations 
Examinations of suspects will yield more useful information if conducted within 
hours of the alleged assault.  In most circumstances, a general guideline for 
conducting suspect exams is within 72 hours of the alleged incident. Injuries 
such as lacerations, bruises, and bites, however, can be observed after a longer 
period of time.  The longevity of most evidence is dependent on activities of the 
suspect after the assault such as bathing, changing clothes, etc.  For these 
reasons, 72 hours should not be viewed as a rigid cut-off.  Professional 
judgment should be used. 

3.   Prevent contact between the victim and the suspect  
Once the emergency room is notified by law enforcement personnel that a 
suspect is being brought into the emergency department, ascertain whether the 
victim will also be brought to the hospital.  If so, arrange for appropriate rooms 
or times for the examinations to prevent contact between them. 
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4.  Take security precautions 
When a suspect is brought to the emergency department by law enforcement 
officers, the person should be escorted to a private room as soon as possible.  A 
law enforcement officer should be present with the person at all times. 

5.  Obtain information prior to the examination 
Obtain information about the alleged assault from the law enforcement officer 
prior to beginning the examination and record it on a separate worksheet.  This 
information is necessary to direct the examiner to look for injury and evidence 
not readily visible. Do not record this information on the OCJP 950 Forensic 
Medical Report: Sexual Assault Suspect Examination. 

      6.   Ask the law enforcement officer questions regarding:  
• Date and time of alleged assault; 
• Alleged acts; 
• Any potential injuries that may have been inflicted by the victim upon the 

assailant; 
• Location and physical surroundings of the assault; and 
• Any physical identifying information provided by the victim such as scars, 

tattoos, etc. 
 7.  Accept and record the suspect's statement, if it is volunteered. 

8.  Use the recommended forensic medical report form to document findings 
The OCJP 950 Forensic Medical Report: Sexual Assault Suspect Examination is 
recommended for purposes of consistency and completeness.  It is not, 
however, required by state law.  Instructions for performing these examinations 
are on the form. 

      9.   Male and female suspect evidential examinations 
The OCJP 950 Forensic Medical Report: Sexual Assault Suspect Examination 
was designed for male suspects because males are the primary perpetrators of 
these crimes.  There are instances of adult female suspects having sexual 
intercourse with young male victims who are minors.  Young male victims tend 
to delay disclosure past 72 hours and longer - typically months and years.  The 
probability of immediate apprehension in a case of recent sexual intercourse 
between an adult female and a male minor is low.  For this reason, it was 
agreed to make the OCJP 950 a form for male suspects.  In the event of a 
female suspect apprehension within 72 hours of the incident, it is recommended 
that the OCJP 923 Forensic Medical Report for Acute Adult/Adolescent 
Examinations be used and modified as needed.
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CHAPTER XXI 
 

POSSIBILITY OF PREGNANCY 
 

 
A. ASSESS THE RISK OF PREGNANCY 

1. Probabilities 
Discuss the probability of pregnancy with the patient given the different variables 
described below.  Females of various ages, social, and religious backgrounds will 
have differing feelings regarding the treatment options most acceptable to them.  
Major concerns include the patient's attitude toward conception, emergency 
contraception, abortion, and the desire to minimize the risk of pregnancy as a 
result of a sexual assault. 
$ The probability of conception from a single, random, unprotected intercourse 

is estimated to be between two and four percent. 
$ The probability of conception from a single, unprotected, midcycle intercourse 

(days 11 to 18 of a 28-day cycle) is at least 10 percent, and may be as high 
as 30 percent if the exposure was on the estimated day of ovulation. 

$ These numbers are based upon statistical probabilities.  Any female with 
reproductive capacity can potentially become pregnant from any single 
exposure. 

2. Pregnancy risk for adolescents 
Pregnancy risk should be considered for all females, Tanner Stage 3 and above, 
irrespective of menarche. 

3. Other variables 
Determination of the probability of conception is also dependent on other 
variables, e.g., the use of contraceptives, regularity of menstrual cycle, fertility of 
the patient and the alleged perpetrator, time in the cycle of the exposure, and 
whether the perpetrator ejaculated intravaginally. 

 
B. BASELINE PREGNANCY TEST 

If there is any possibility that the patient has reproductive capability, a baseline 
pregnancy test should be performed at the time of the sexual assault examination to 
determine pregnancy status.  
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Baseline Pregnancy Testing: 
 
$ Use a sensitive beta-HCG pregnancy test.  Most commercially available urine 

pregnancy tests are very specific and sensitive to about 50 milli-international 
units/ml and will detect a pregnancy 8-9 days after conception (before a 
menstrual period is missed). 

 
$ If this test is positive, emergency contraception is contraindicated and decisions 

about other medication (e.g. STD prophylaxis) must be made in consideration of 
the pregnancy. 

 
$ If the test is negative -- and the patient has had unprotected intercourse within 

the last 10 days and would continue that pregnancy if conception has occurred -- 
then she must be considered to be pregnant and emergency contraception is 
contraindicated. 

 
C. ALTERNATIVE TREATMENTS 

1.  Discuss Treatment Options 
$ Two Immediate Treatment Options: 

$ Postcoital hormonal therapy; or 
$ Postcoital insertion of a copper-containing intrauterine device (IUD). 

$ No Immediate Treatment Decision   
If the patient decides to forego immediate treatment, she must wait a 
minimum of ten days to determine if conception did occur.  Discuss possible 
outcomes and options: 
$ No pregnancy; 
$ Menstrual extraction performed within two weeks of conception; 
$ Therapeutic abortion; or 
$ Continue pregnancy and refer patient to a family planning agency, 

adoption agency, or county department of social services. 

2.  Postcoital Combination Therapy 
$ Emergency Contraceptive Pills (ECPs) are ordinary birth control pills 

containing the hormones estrogen and progestin.  The FDA has recently 
approved seven brands of combined oral contraceptives for use as 
emergency contraception. 

$ The efficacy of these methods has been well established in clinical trials.   
The risk of unwanted pregnancy can be significantly reduced using ECPs. 

$ ECPs are extremely safe.  The only absolute contraindication is pre-existing 
pregnancy because ECPs will not work if the patient is already pregnant.  
ECPs will not cause an abortion.  Because these hormone doses are so small 
and the treatment duration so brief, the standard absolute contraindications to 
oral contraceptives do not apply. 
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Relative contraindications to ECPs include: 
$ Active migraine with neurologic symptoms; 
 
$ History of stroke (CVA); 
 
$ History of pulmonary embolus (PE); or 
 
$ History of deep vein thrombophlebitis (DVT). 
 
$ Note:  If any of these conditions are present, it is safer to use a "Progestin 

Only" hormone method or insert a Copper-T IUD. 

 
Dosage Schedule - all hormonal methods require two doses: 
 
$ The first dose is given at the time of the examination and must be given within 

72 hours of the exposure.  Effectiveness decreases if the exposure-treatment 
initiation interval is over 72 hours. 

 
$ The second (and final) dose is given 12 hours later. 

 
Regimens for emergency contraception using combination 
(estrogen/progesterone) oral contraceptives: 
 

 
Brand 

 
 

Pills per dose 

 
Ethynyl estradiol 

per dose (mg) 

 
Levonorgestrel 
per dose (mg) 

 
Ovral® 

 
2 white pills 

 
100 

 
0.50 

 
Alesse® 

 
5 pink pills 

 
100 

 
0.50 

 
Nordette® 

 
4 light-orange pills 

 
120 

 
0.60 

 
Levlen® 

 
4 light-orange pills 

 
120 

 
0.60 

 
Lo/Ovral® 

 
4 white pills 

 
120 

 
0.60 

 
Triphasil® 

 
4 yellow pills 

 
120 

 
0.50 

 
Tri-levlen® 

 
4 yellow pills 

 
120 

 
0.50 

  
$  Side Effects 

$ ECPs are generally well tolerated.  Some patients, particularly adolescents, 
will experience mild nausea and may vomit.  To reduce the risk of vomiting, 
the pills may be taken with food.  
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Options to prevent vomiting: 
 
Source 

 
Medicine 

 
Brand 

 
Dosage 

 
Notes 

 
Over the 
counter 
antiemetics 

 
Meclizine 
 
Dimenhydrinate 

 
Antivert® 
 
Dramamine® 

 
25mg 
 
25mg 

 
30-60 
minutes prior 
to the dose 

 
Rectal 
suppository 
(by prescription) 
 

 
Trimethobenzamide 
 
Promethazine 

 
Tigan® 
 
Phenergan® 

 
200mg 
 
25mg 

 
 

 
Note:  If vomiting occurs within two hours of taking a dose of the ECPs, the ECP 

dose should be repeated. 
 

$  Follow-up 
$ The menses following ECP treatment may be heavier or lighter than usual 

and may not occur at the expected time. 
$ If no bleeding has occurred within three weeks, the patient must be 

evaluated and a repeat pregnancy test performed. 
$ The patient must be advised not to have unprotected intercourse until after 

the menses has occurred, or the repeat pregnancy test is negative. 

3. Progestin only emergency contraception 
$ This method is similar to combination ECP therapy but uses only the progestin 

Levonorgestrel.  Levonorgestrel alone is now FDA approved for emergency 
contraception. 

$ It may be a good alternative for patients needing emergency contraception but 
who have relative contraindications to combined oral contraceptives. 

$ As with the combination hormone method, the progestin only pills are started 
within 72 hours of exposure and given in two doses 12 hours apart. 

$ The recommended regimen uses: 
Ovrette® (Levonorgestrel) 
Each dose: 20 yellow pills (total 0.75mg/dose)  

OR 
Plan B® (Levonorgestrel) 
Each dose: one pill (0.75mg/dose) 

$ There is less nausea and vomiting with this method. 
$ Follow-up is the same for the combination hormone method. 
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4. Copper-T intrauterine device 
$ This method is not officially approved by the FDA for emergency contraception 

but has been well studied in clinical trials. 
$ The method is highly effective (less than 1 % pregnancy rate). 
$ The Copper-T will be effective if inserted within 5 days after exposure. 
$ The contraindications, precautions, technique of insertion, complications and 

follow-up are the same as for an IUD used for routine contraception. 
$ A special caution involves the insertion-related risk of pelvic inflammatory 

disease.  Since the sexual assault victim is at greater risk for contracting a 
sexually transmitted disease from the assault, STD prophylaxis should be 
given one hour prior to insertion. 

5. Sample Discharge Instructions 
Refer to Appendix P for Sample Discharge Instructions for Pregnancy and 
Sexually Transmitted Disease. 
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CHAPTER XXII 
 

PROPHYLAXIS AGAINST SEXUALLY 
 TRANSMITTED DISEASE 

 
 
The following information has been adapted from the 1998 Guidelines for Treatment of 
Sexually Transmitted Diseases by the U.S. Department of Health and Human Services, 
Centers for Disease Control and Prevention (CDC), Atlanta, Georgia. 
 
This protocol describes the procedures necessary to comprehensively interview and 
examine the sexual assault patient, document findings and collect evidence to aid in the 
investigation and prosecution of the crime.  The protocol promotes and encourages the 
highest quality medical and emotional care for all patients but does not purport to 
mandate or restrict medical decision making.  Recommendations in the protocol 
regarding medical evaluation and treatment issues are included only as guidelines or 
suggestions to assist the examiner.  The ultimate responsibility for medical 
management of the sexual assault patient rests with the clinician and is beyond the 
scope of the protocol. 
 
A. SEXUALLY TRANSMITTED DISEASE MANAGEMENT IN ADOLESCENT AND 

ADULT VICTIMS OF SEXUAL ASSAULT 
$ In sexually active adults and adolescents, the issues of sexually transmitted 

disease (STD) risk and identification after sexual assault is more important for 
the medical and psychological management of the patient than for forensic 
purposes since the infection could have been present before the assault.   

$ No firm data or consensus has been developed to determine the risk of a victim 
contracting an STD following a sexual assault.   

$ The most frequently diagnosed infections at the time of the sexual assault 
evaluation are trichomoniasis, bacterial vaginosis, chlamydia, and gonorrhea. 
Chlamydia and gonorrhea pose the added potential risk of ascending infection 
(PID or Pelvic Inflammatory Disease).  Other significant STDs that are a potential 
complication of sexual assault include hepatitis B and C, syphilis, HIV (Human 
Immunodeficiency Virus), HSV (Herpes Simplex Virus), and HPV (Human 
Papilloma Virus). 

1. Standard STD testing 
$ The CDC recommends pre-treatment cultures for N. gonorrhoeae, C. 

Trachomatis, and a wet mount to evaluate for evidence of bacterial vaginosis 
and yeast.  Wet mount and culture (if available) for T. vaginalis should be 
done. 

$ This protocol does not require these tests, and leaves their use to the 
discretion of the clinician.  For adults and sexually active adolescents, these 
tests do not have forensic evidential value because they only show pre-
existing health conditions.
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$ If the patient chooses prophylaxis, pre-treatment cultures are unnecessary. 
2. Serologic STD testing 

$ The CDC recommends collection of a serum sample from the patient at the 
time of the examination for evaluation of hepatitis B, syphilis, and HIV. 

$ Post-exposure hepatitis B vaccinations (without HBIG) should adequately 
protect against infection from the hepatitis B virus.  The protocol does not 
require hepatitis B testing but recommends prophylaxis.  If the victim has a 
reliable history of complete hepatitis B vaccination, then hepatitis B 
prophylaxis is unnecessary. 

$ Incubating syphilis transmitted at the assault should be eradicated by the 
medication given to pretreat against gonorrhea and chlamydia.  Syphilis 
testing at the time of the examination may uncover an unrecognized pre-
existing infection which is a personal and public health problem, but not a 
forensic issue.  The protocol does not require syphilis serology and leaves the 
decision to the clinician. 

$ The issues related to HIV testing, counseling, prophylaxis, and follow-up are 
complex and controversial.  This protocol recommends HIV risk assessment 
for all sexual assault patients but does not require testing as part of the 
forensic examination process.  Patients should be expeditiously referred to 
local resources capable of comprehensive HIV services. 

$ Current California law allows alleged perpetrator testing, if requested by the 
victim; however, the suspect must be charged with the crime.  The local 
county district attorney's office is responsible for handling these requests. 

3. Prophylaxis 
If the patient's clinical presentation suggests a pre-existing ascending STD 
infection, such as fever, abdominal or pelvic pain, and/or vaginal discharge, the 
patient should be evaluated and treated for the ascending infection.  This may 
differ from recommended STD prophylaxis. 
 
All patients should be strongly encouraged to accept routine preventive therapy 
after sexual assault.  Adequate follow-up of sexual assault patients is very 
difficult.  Prophylaxis at the time of the forensic examination is prudent and cost 
effective.  The enabling statute for the protocol does not require the law 
enforcement agency to pay for STD prophylaxis.  Most medical facilities, 
however, have opted to dispense medication for STD (and pregnancy) 
prophylaxis directly to the patient at the time of the exam for the patient's well-
being and for public health reasons. 
 
See chart on next page for recommended STD treatment regimen. 
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Recommended regimen: 
 
• Gonorrhea Suprax® 

(Cefixime) - 
400mg orally 
single dose 

 
OR 

 
• Rocephin® (Ceftriaxone) -

125mg IM in single dose 

 
   

PLUS
 
 

 
• Trichomoniasis Flagyl® 

(Metronidazole) - 
2g orally single 
dose 

 
 

 
 

 
   

PLUS 
 
 

$ Chlamydia  
Zithromax® 
(Azithromycin) -
1g orally single 
dose 

 
OR 

 
• Doxycycline - 100mg orally 

2x/day for 7 days 

$ Hepatitis  
Hepatitis B 
vaccination 
(without HBIG) 

 
 • First dose should be given 

at the time of the forensic 
medical examination. 

• The patient should be 
referred for follow-up to 
complete the immunization 
schedule 

 
Many alternatives are available to address such factors as patient's age, 
pregnancy, or drug allergies.  Consult the CDC guidelines for details. 

 
4. CDC recommendations for approaching the risk of acquiring HIV infection 

from sexual assault 
Although HIV-antibody seroconversion has been reported among persons whose 
only known risk factor was sexual assault or sexual abuse, the risk for acquiring 
HIV infection through sexual assault is low.  The overall probability of HIV 
transmission from an HIV-infected person during a single act of intercourse 
depends on many factors.  These factors may include the type of sexual 
intercourse (i.e., oral, vaginal, or anal); presence of oral, vaginal or anal trauma; 
site of exposure to ejaculate; viral load in ejaculate; and presence of STD in the 
patient. 

 
In certain circumstances, the likelihood of HIV transmission also may be affected 
by postexposure therapy for HIV with antiretroviral agents.  Postexposure 
therapy with zidovudine has been associated with a reduced risk for HIV infection 
in a study of health-care workers who had percutaneous exposures to HIV-
infected blood.  On the basis of these results and the biologic plausibility of the 
effectiveness of antiretroviral agents in preventing infection, postexposure 
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therapy has been recommended for health-care workers who have percutaneous 
exposures to HIV.  However, whether these findings can be extrapolated to other 
HIV-exposure situations, including sexual assault, is unknown.  A 
recommendation cannot be made, on the basis of available information, 
regarding the appropriateness of postexposure antiretroviral therapy after sexual 
exposure to HIV.  In children, even less information is available on post HIV-
exposure prophylaxis. 

 
Health-care providers who consider offering postexposure therapy should take 
into account the likelihood of exposure to HIV, the potential benefits and risks of 
such therapy, and the interval between the exposure and initiation of therapy.  
Because timely determination of the HIV-infection status of the assailant is not 
possible in many sexual assaults, the health-care provider should assess the 
nature of the assault, any available information about HIV-risk behaviors 
exhibited by persons who are sexual assailants (e.g., high-risk sexual practices 
and injecting-drug or crack cocaine use), and the local prevalence of HIV/AIDS.   
If antiretroviral postexposure prophylaxis is offered, the following information 
should be discussed with the patient:  
$ the unknown efficacy and known toxicities of antiretroviral medications; 
$ the critical need for frequent dosing of medications; 
$ the close follow-up that is necessary; 
$ the importance of strict compliance with the recommended therapy; and 
$ the necessity of immediate initiation of treatment for maximal likelihood of 

effectiveness.  
Centers choosing to offer this prophylaxis should develop protocols for consent, 
treatment, and follow up. 

5. Follow-up instructions and care 
$ Patients should be counseled about STD symptoms and the need for 

immediate evaluation if symptoms occur. 
$ Abstinence from sexual activity is recommended until STD prophylaxis is 

completed. 
$ The CDC recommends a follow-up visit two weeks after the forensic 

examination.  At that time pregnancy and STD issues can be re-evaluated 
depending on the details of the case and in context with the initial 
management. 

$ Hepatitis B vaccinations should be given at current recommended intervals 
after the initial dose at the time of the exam. 

$ If the clinician has initiated syphilis and/or HIV serologic testing, follow-up 
sampling should be repeated at 6, 12, and 24 weeks for HIV and at 6 weeks 
for syphilis. 
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B. EVALUATION OF CHILDREN FOR SEXUALLY TRANSMITTED DISEASE        
STD testing has forensic evidential value for children and non-sexually active 
adolescents. 
$ Perform procedures so as to minimize pain and trauma to the child.   
$ Make the decision to evaluate the child for STDs on an individual patient basis. 
$ Situations involving a high risk for STDs and a strong indication for testing 

include the following: 
$ A suspected offender is known to have an STD or to be at high risk for STDs 

(e.g., has multiple sex partners or a history of STD); 
$ The child has symptoms or signs of an STD or of an infection that can be 

sexually transmitted; and/or  
$ The prevalence of STDs in the community is high. 

1. Standard STD Testing 
$ Cultures for N. gonorrhea specimens collected from the pharynx and anus in 

both boys and girls, in the vagina in girls, and the urethra in boys.  Cervical 
specimens are not recommended for prepubertal girls.  For boys, a meatal 
specimen of urethral discharge is an adequate substitute for an intraurethral 
swab specimen when discharge is present.  Only standard culture systems for 
the isolation of N. gonorrhea should be used.  All presumptive isolates should 
be confirmed by at least two tests that involve different principles.  Isolates 
should be preserved in case additional or repeated testing is needed. 

$ Cultures for C. trachomatis from specimens collected from the anus in both 
boys and girls and from the vagina of girls.  A urethral specimen should only 
be obtained if urethral discharge is present.  Pharyngeal specimens for C. 
trachomatis are not recommended for either sex because the yield is low. Only 
standard culture systems for the isolation of C. trachomatis should be used.  At 
present, non-culture tests do not have proven sensitivity and specificity in the 
prepubertal child to be used reliably as forensic evidence. 

$ Wet mount of vaginal swab specimen for T. vaginalis infection.  Obtain culture 
for T. vaginalis where available. 

$ The presence of clue cells in the wet mount or other signs, such as positive 
whiff test, suggests Bacterial Vaginosis (BV) in girls who have vaginal 
discharge.  The significance of clue cells or other indicators of BV as an 
indicator of sexual exposure is unclear. 

$ Visual inspection of the genital and perianal areas for genital warts and 
ulcerative lesions. Conduct testing for herpes simplex if symptoms are present. 
 Appropriate testing should include both HSV Culture of a lesion and IgM and 
IgG serology for both HSVI and HSVII.  For HSV serology, specify IgM and 
IgG for both HSVI and HSVII. 

2. Serologic STD Testing 
$ Collect a serum sample to be evaluated immediately, preserved for 

subsequent analysis, and used as a baseline for comparison with follow-up 
serologic tests.   

 95



$ Sera should be tested immediately for antibodies to sexually transmitted 
agents such as T. pallidum (syphilis), HIV, and Hepatitis B.  Hepatitis B is 
unnecessary in children with a reliable history of complete Hepatitis B 
vaccination. 

3. Presumptive Treatment 
The risk for a child's acquiring an STD as a result of sexual abuse has not been 
determined.  The risk is believed to be low in most circumstances, although 
documentation to support this position is inadequate. 
Presumptive treatment for children who have been sexually assaulted or abused 
is not widely recommended.  However, some children, or their parents or          
guardians, may be concerned about the possibility of infection with an STD,        
even if the risk is perceived by the health care provider to be low. 
If needed, the following are appropriate doses for treatment of uncomplicated 
STD's or STD prophylaxis.  Adolescents 12 years and older may use the adult 
regimen. 

            
$ Gonorrhea 

 
Under 12 
years old 
or weighs 
< 45 kg. 

Ceftriaxone  
 
$ 125mg IM single dose 

 
$ Chlamydia 

 
Under 8 
years old 
or weighs 
< 45 kg.  

Erythromycin 
 
$ 50mg/kg/day 4x/day for 10-14 

days.  Maximum dose is 
2g/day. 

 
 

 
Over 8 
years old  

Azithromycin 
Doxycycline  

 
$ 1 Gm orally in a single dose 
$ 100mg orally 2x/day for 7 

days 
 
$ Trichomonas 

 
Under 12 
years old 
or weighs 
< 45 kg. 

Metronidazole
 
$ 40mg/kg single dose or 

15mg/kg/day 3x/day for 7 
days.  Maximum dose is 
2g/day. 

 
4.  Follow-up care 

Repeat tests should be conducted at the same intervals as adults. 

5.  Sample Discharge Instructions 
Refer to Appendix P for Sample Discharge Instructions for Pregnancy and 
Sexually Transmitted Disease. 
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CHAPTER XXIII 
 

FOLLOW-UP PATIENT CARE 
 

Following the examination, time should be spent discussing with the patient any issues, 
which may have arisen during the course of the examination.  Examiners should refer to 
previous sections of the protocol for information pertaining to females, males, and 
children to help the patient anticipate feelings, fears, or concerns. 
 
A. SAMPLE WRITTEN INSTRUCTIONS 

Follow-up instructions and referrals should be given in writing.  Refer to Appendix P 
for Sample Discharge Instructions for Pregnancy and Sexually Transmitted Disease. 

 
B. PSYCHOLOGICAL REACTIONS 

$ Discuss the possibility of psychological reactions with patients of appropriate 
age and their family members.   

$ Remember that adolescents (between the ages of 12-17) and adults must be 
given strict confidentiality protection regarding their medical and psychological 
care.   

$ Reassure patients and parents of child victims about the presence or absence of 
physical injury.   

$ All patients need to be told that they are not to blame for what happened to 
them. 

$ Children especially need reassurance due to fear of consequences or 
punishment for disclosure or the child's role in the incident.   

$ Provide referrals to a local rape crisis center, child sexual abuse treatment 
program, county victim/witness assistance center, mental health center, or local 
psychotherapist. See the appendix for directories. 

 
C. CRIME VICTIM COMPENSATION 

Discuss the availability of crime victim compensation.  Refer the patient to the local 
victim/witness assistance center.  Refer to Appendix F for a directory of these 
centers.  These programs provide assistance in preparing claims for submission to 
the State Victim's of Crime Program.  For further information, call the State Victim's 
of Crime Program at 1-800-777-9229. 

 
D. MEDICAL AND FORENSIC FOLLOW-UP APPOINTMENTS 

$ Arrange follow-up appointments for injuries and medical issues as indicated.   
$ Schedule STD and pregnancy follow-up two weeks after the exam. 
$ If serologic STD testing has been initiated, arrange follow-up. 
$ Follow the recommended schedule on the next page. 
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Recommended Follow-up Schedule 
 
Patients with evidence of acute trauma 
 
$ Schedule a short-term (1-4 days 

later) follow-up appointment: 

 
$ To re-examine and document the 

development of visible findings, e.g., 
bruises; and 

$ To photograph areas of potential 
injury, e.g., tenderness on the initial 
exam. 

 
$ Schedule a wellness exam and 

photographs (2-4 weeks later): 

 
$ To document resolution of findings or 

healing of injuries. 
 

 
All patients 
 
$ Schedule a follow-up 

appointment 10 days to 2 weeks 
after the acute examination: 

 
$ To review lab test results with the 

patient, or child and family; and 
$ For follow-up examination for 

sexually transmitted disease, i.e., 
cultures and wet mounts. 

 
 
Long term follow up care can be performed by the patient's primary medical 
provider: 
 
$ Schedule a follow-up 

appointment 6 weeks after the 
acute examination: 

 
$ For serologic tests, i.e., syphilis, HIV, 

second dose of Hepatitis B vaccine. 

 
$ Schedule a follow-up 

appointment 12 weeks after the 
acute examination: 

 
$ For an HIV test. 

 
$ Schedule a follow-up 

appointment 24 weeks after the 
acute examination: 

 
$ For a third dose of Hepatitis B 

vaccine; and  
$ For a final HIV test. 
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Appendix A 
 

Penal Code 13823.5-13823.11: 
Minimum Standards 



 



 



 



 



 



 

 



 

 
 

Appendix B  
 

Penal Code 13823.93: California 
Medical Training Center 



APPENDIX B 
 

 
 
 
 
 
 
Improving the Healthcare Response to Violence
 
California Clinical Forensic Medical Training Center (CCFMTC) 
921 11th Street 
Suite 300
Sacramento, CA  95814 
Telephone: (916) 930-3080 
 
Website: www.ccfmtc.org 
 
 
CCFMTC offers skill based training for performing quality 
forensic medical examinations for victims of sexual assault, 
child sexual abuse, child physical abuse and neglect, 
domestic violence and elder and dependent adult abuse.  
Training modalities include multi-day, skill based training and 
1-8 hour lectures.  Telecourses, case consultation, and 
Internet and CD-ROM self-instruction courses are under 
development.  

 

anna
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Appendix C 
 

Form to Order Supplies  
• OCJP 923 
• OCJP 925 
• OCJP 930 
• OCJP 950 

 



 



 



   

  
Appendix D 

  
DOJ SS 8572 

Suspected Child Abuse Report 

 



 



 
 

Appendix E 
 

List of California Rape Crisis 
Centers 

 



APPENDIX E  
CALIFORNIA RAPE CRISIS CENTERS 

  

ALAMEDA  

  
Bay Area Women Against Rape 
7700 Edgewater Drive, Suite 630 
Oakland, CA  94621 

Hotline: 510-845-7273 
Office: 510-430-1298 
Fax: 510-430-2579 

  
Highland Sexual Assault Center 
Highland General Hospital 
1411 East 31st Street 
Oakland, CA  94602 

Hotline: 510-548-0412 
Office: 510-437-4688 
Fax: 510-437-8313 

  
Tri-Valley Haven for Women 
P.O. Box 2190 
Livermore, CA  94551 

Hotline: 925-449-5842 
Toll Free: 800-884-8119 
Office: 925-449-5845 
Fax: 925-449-2684 

  

ALPINE (Services provided by agency in El Dorado County) 
  
Womenspace Unlimited 
14810 Highway 89 
Markleeville, CA 96120 

Hotline: 530-544-4444 
Office: 530-694-1853 
Fax: 530-694-2148 

  

AMADOR  

  
Operation Care 
125 Schober Avenue 
Jackson, CA  95642 

Hotline 209-257-0339 
Office: 209-223-2897 
Fax: 209-223-2987 

  

BUTTE (Also serves Glenn County)  

  
Rape Crisis Intervention 
P.O. Box 423 
Chico, CA  95927 

Hotline: 530-342-7273 
Office: 530-891-1331 
Fax: 530-891-3680 

  

CALAVERAS  

  
Human Resources Council 
Calaveras Women’s Crisis Center 
P.O. Box 623 
San Andreas, CA  95249 

Hotline: 209-736-4011 
Office: 209-754-1300 
Fax: 209-754-1473 

 

 



 
COLUSA (Services provided by agency in Sutter County) 
  
Casa de Esperanza, Inc. 
P.O. Box 56 
Yuba City, CA  95992 

Hotline: 530-674-2040 
Office: 530-674-5400 
Fax: 530-674-3035 

  

CONTRA COSTA  

  
Rape Crisis Center 
2101 Van Ness Street 
San Pablo, CA  94806 

Hotline: 510-236-7273 
Office: 510-237-0113 
Fax: 510-237-0177 

  
Rape Crisis Center 
301 West 10th Street #3 
Antioch, CA  94509 

Hotline: 925-798-7273 
Office: 925-706-4290 
Fax: 925-778-3091 

  

DEL NORTE  

  
North Coast Rape Crisis Team 
P.O. Box 1082 
Crescent City, CA  95531-1082 

Hotline: 707-465-2851 
Office: 707-465-6961 
Fax: 707-465-5371 

(send all mail to Eureka address listed under Humboldt County) 
 

EL DORADO  

  
El Dorado Women’s Center 
1248 Broadway, Suite C 
Placerville, CA  95667 

Hotline: 530-626-1131 
Office: 530-626-1450 
Fax: 530-626-6895 

  
Womenspace Unlimited (also serves Alpine County) 
2941 Lake Tahoe Boulevard, Suite A 
South Lake Tahoe, CA  96150 

Hotline: 530-544-4444 
Office: 530-544-2118 
Fax: 530-542-7624 

  

FRESNO  

  
Rape Counseling Service of Fresno 
1060 Fulton Mall, Suite 901 
Fresno, CA  93721 

Hotline: 559-222-RAPE 
Office: 559-497-2900 
Fax: 559-497-2911 

  
West Fresno Crisis Center 
943 O Street 
Firebaugh, CA  93622 

Hotline: 800-891-2141 
Office: 559-659-0232 
Fax: 559-659-0233 

 
 

 

 



 
West Fresno Crisis Center 
194 East Elm Street, Suite 102 
Coalinga, CA 93210 

Hotline 800-891-2141 
Office 559-934-0915 
Fax 559-934-0916 

  

GLENN (Services provided by agency in Butte County) 
  
Rape Crisis Intervention 
P.O. Box 423 
Chico, CA  95927 

Hotline: 530-342-7273 
Office: 530-891-1331 
Fax: 530-891-3680 

  

HUMBOLDT  

  
North Coast Rape Crisis Team 
P.O. Box 543 
Eureka, CA  95502-0543 

Hotline: 707-445-2881 
Office: 707-443-2737 
Fax: 707-443-2755 

  

IMPERIAL  

  
SURE Helpline Center 
395 Broadway, Suite 2 
El Centro, CA  92243 

Hotline:  760-352-7273 
Office: 760-352-7873 
Fax: 760-352-7875 

  

INYO  

  
Wild Iris Women’s Services of Bishop  
P.O. Box 697 
187 May Street 
Bishop, CA  93515 

Hotline: 877-873-7384 
Office: 760-872-1703 
Fax: 760-872-3462 

  

KERN  

  
Alliance Against Family Violence and Sexual Assault 
P.O. Box 2054 
Bakersfield, CA  93303 

Hotline: 800-273-7713 
Office: 661-322-0931 
Fax: 661-322-2916 

  
Women’s Center High Desert 
P.O. Box 309 
Ridgecrest, CA  93556 

Toll Free: 800-606-6319 
Hotline: 760-375-0745 
Office: 760-371-1969 
Fax: 760-371-3449 

 
 
 
 

 

 



 
KINGS  

  
Kings Community Action Organization 
Sexual Assault Services Program 
1222 West Lacey Boulevard, Suite 201 
Hanford, CA  93230 

Hotline: 877-727-3225 
Office: 559-582-4386 
Fax: 559-582-1536 

  

LAKE  

  
Sutter Lakeside Community Services 
896 Lakeport Boulevard 
Lakeport, CA  95453 

Hotline: 888-485-7733 
Office: 707-262-1611 
Fax: 707-262-0344 

  

 LASSEN  

  
Lassen Family Services, Inc. 
P.O. Box 701 
Susanville, CA  96130 

Hotline: 530-257-5004 
Office: 530-257-4599 
Fax: 530-257-4205 

  

LOS ANGELES  

  
Sexual Assault Response Service 
Antelope Valley Hospital  
1206 West Avenue J, Suite 104 
Lancaster, CA  93534 

Hotline: 661-723-7273 
Office: 661-949-5566 
Fax: 661-949-5686 

  
East Los Angeles Women's Center 
1255 South Atlantic Boulevard 
Los Angeles, CA  90023 

Hotline: 800-585-6231 
Office: 323-526-5819 
Fax: 323-526-5822 

  
Center for the Pacific Asian Family, Inc. 
543 North Fairfax Avenue, Room 108 
Los Angeles, CA  90036 

Hotline: 800-339-3940 
Office: 323-653-4045 
Fax: 323-653-7913 

  
LACAAW  
(Los Angeles Commission on Assaults Against Women) 
605 West Olympic Boulevard #400 
Los Angeles, CA  90015 

Hotline: 213-626-3393 
Office: 213-955-9090 
Fax: 213-955-9093 

  
LACAAW -West San Gabriel Valley 
464 East Walnut Street, Suite 201 
Pasadena, CA  91101 

Hotline: 626-793-3385 
Office:    626-585-9166 
Fax: 626-585-0447 

  
Project SISTER Sexual Assault Crisis Services 
P.O. Box 1390 
Claremont, CA  91711 

Hotline: 909-626-HELP 
Office:    909-623-1619 
Fax: 909-622-8389 

 



 
Rosa Parks Sexual Assault Crisis Center 
Martin Luther King Legacy Association 
4182 South Western Avenue 
Los Angeles, CA  90062 

Hotline: 323-751-9245 
Office: 323-751-9383 
Fax: 323-751-9384 

  
Santa Monica Rape Treatment Center 
1250 Sixteenth Street 
Santa Monica, CA  90404 

Hotline: 310-319-4000 
Office: 310-319-4503 
Fax: 310-319-4809 

  
Sexual Assault Crisis Agency 
1703 Termino, Suite 103 
Long Beach, CA  90804 

Hotline: 562-597-2002 
Office: 562-494-5046 
Fax: 562-494-1741 

  
Valley Trauma Center 
California State University 
Northridge Foundation 
7116 Sophia Avenue 
Van Nuys, CA  91406 

Hotline: 818-886-0453 
Office: 818-756-5330 
Fax: 818-756-5443 

  
Valley Trauma Center - Northwest Los Angeles 
24359 San Fernando Road 
Santa Clarita, CA  91321 

Hotline: 661-253-0258 
Office: 661-253-1772 
Fax: 661-253-2316 

  
YWCA of Los Angeles - Compton Center 
1600 East Compton Boulevard 
Compton, CA  90221 

Hotline: 310-764-1403 
Office: 310-763-9995 
Fax: 310-763-9590 

  

MADERA  

  
Madera County Action Committee 
Rape/Sexual Assault Victims Program 
1200 West Maple Street, Suite C 
Madera, CA 93637 

Hotline: 800-355-8989 
Office: 559-661-1000 
Fax: 559-661-8389 

  

MARIN  

  
Rape Crisis Center of Contra Costa/Marin 
70 Skyview Terrace 
San Rafael, CA  94903 

Hotline: 415-924-2100 
Office: 415-492-5970 
Fax: 415-492-5974 

  

MARIPOSA (Services provided by agency in Merced County) 
  
A Woman’s Place 
P.O. Box 822 
Merced, CA  95341 

Hotline: 209-722-4357 
Office: 209-725-7900 
Fax: 209-725-7908 

 



 
MENDOCINO  

  
Project Sanctuary, Inc. 
P.O. Box 450 
Ukiah, CA  95482 

Hotline: 707-463-HELP 
Office: 707-462-9196 
Fax: 707-462-5869 

 

  
Project Sanctuary, Inc. 
P.O. Box 1224 
Fort Bragg, CA  95437 

Toll Free: 800-575-7191 
Hotline: 707-964-HELP 
Office: 707-961-1507 
Fax: 707-961-1539 

MERCED (Also serves Mariposa County)  

  
A Woman’s Place 
P.O. Box 822 
Merced, CA  95341 

Hotline: 209-722-4357 
Office: 209-725-7900 
Fax: 209-725-7908 

  

MODOC  

  
T.E.A.C.H., Inc. 
112 East 2nd Street 
Alturas, CA  96101 

Hotline: 530-233-4575 
Office: 530-233-4575 
Fax: 530-233-4744 

  

MONO  

  
Wild Iris Women’s Services 
P.O. Box 697 
Bishop, CA  93515 

Hotline: 877-873-7384  
Office: 760-872-1703 
Fax: 760-872-3462 

  

MONTEREY  

  
Monterey Rape Crisis Center 
P.O. Box 2630 
Monterey, CA  93942 

Hotline: 831-375-4357 
Office: 831-373-3955 
Fax: 831-373-3389 

  
Women’s Crisis Center 
427 Pajaro Street Suite 1 
P.O. Box 1805 
Salinas, CA  93901 

Hotline: 831-757-1001 
Office: 831-757-1002 
Fax: 831-757-1381 

  

NAPA  

  
Volunteer Center of Napa County, Inc. 
1820 Jefferson Street 
Napa, CA  94559 

Hotline: 707-258-8000 
Office: 707-252-6222 
Fax: 707-226-1217 

 



 
NEVADA   

  
Domestic Violence and Sexual Assault Coalition 
P.O. Box 484 
Grass Valley, CA  95945 

Hotline: 530-272-3467 
Office: 530-272-2046 
Fax: 530-273-3780 

  

ORANGE  

  
Community Service Programs, Inc. 
Sexual Assault Victim Services-North 
700 Civic Center Drive West 
P.O. Box 1994 
Santa Ana, CA  92702 

Hotline: 714-836-7400 
Hotline: 714-957-7273 
Office: 714-834-4317 
Fax: 714-834-2922 

  
Community Service Programs, Inc. 
Sexual Assault Victim Services-South 
1821 East Dyer Road, Suite 200 
Santa Ana, CA 92705-5700 

Hotline: 949-831-9110 
Office: 949-752-1971 
Fax: 949-975-0250 

  

PLACER  

  
Placer County Women’s Center 
11990 Heritage Oak Place, Suite 7 
P.O. Box 5462 
Auburn, CA  95603 

Hotline: 530-652-6558 
Office: 530-885-0443 
Fax: 530-885-2347 

  
Crisis Intervention Services dba Tahoe Women's 
Services 
P.O. Box 1232 
Kings Beach, CA  96143 

Hotline: 530-546-3241 
Office: 530-546-7804 
Fax: 530-546-8474 

  

PLUMAS   

  
Plumas Crisis Intervention & Resource Center 
P.O. Box 3668 
Quincy, CA  95971 

Hotline: 530-283-4333 
Office: 530-283-5515 
Fax: 530-283-3539 

  

RIVERSIDE  

  
Hemet/San Jacinto Center Against Sexual Assault 
P.O. Box 2564 
Hemet, CA  92546 

Hotline: 909-652-8300 
Office: 909-652-8300 
Fax: 909-652-0944 

 
 
 

 

 



 
Harvest of Wellness Foundation 
Sexual Assault Services 
45-691 Monroe Street, Suite 10 
Indio, CA  92201 

Hotline: 760-568-9071 
Hotline: 760-568-2252 
Office: 760-347-8440 
Fax: 760-347-0595 

  
Riverside Area Rape Crisis Center 
1465 Spruce Street, Suite G 
Riverside, CA  92507 

Hotline: 909-686-7273 
Office: 909-686-7273 
Fax: 909-686-0839 

  

SACRAMENTO  

  
W.E.A.V.E. (Women Escaping A Violent Environment) 
P.O. Box 161389 
Sacramento, CA  95816 

Hotline: 916-920-2952 
Office: 916-448-2321 
Fax: 916-443-7183 

  

SAN BENITO  

  
Community Solutions for Children, Families & Individuals 
Community Sexual Assault Crisis Center 
494 Tres Pines Road 
Hollister, CA  95023 

Hotline: 831-637-SAFE 
Office: 831-637-1094 
Fax: 831-636-3497 

  

SAN BERNARDINO  

  
San Bernardino Sexual Assault Services 
505 North Arrowhead Avenue, Suite 100 
San Bernardino, CA  92401-1221 

Hotline: 909-885-8884 
Office: 909-885-8884 
Fax: 909-383-8478 

  
Harvest of Wellness Foundation-Morongo Basin 
61-607 Twenty Nine Palms Hwy., Suite I 
Joshua Tree, 92252 

Hotline: 800-954-8044 
Office: 760-366-1393 
Fax: 760-366-0181 

  

SAN DIEGO  

  
Escondido Youth Encounter Counseling and Crisis 
Services 
200 North Ash Street 
Escondido, CA  92027 

Hotline: 760-747-6281 
Office: 760-747-6281 
Fax: 760-747-1635 

  
Women’s Resource Center 
1963 Apple Street 
Oceanside, CA  92054 

Hotline:  760-757-3500 
Office: 760-757-3500 
Fax: 760-757-0680 

 
 

 

 



 
Center of Community Solutions-Pacific Beach 
4508 Mission Bay Drive 
San Diego, CA  92109 

Hotline: 858-272-1767 
Office: 858-272-5777 
Fax: 858-272-5361 
 

Center of Community Solutions-East County 
7339 El Cajon Boulevard, Suite J 
La Mesa, CA  91941 

Hotline: 858-272-1767 
Office: 619-697-7477 
Fax: 619-697-5678 

  

SAN FRANCISCO  

  
San Francisco Women Against Rape 
3543 - 18th Street #7 
San Francisco, CA  94110 

Hotline: 415-647-7273 
Office: 415-861-2024 
Fax: 415-861-2092 

  

SAN JOAQUIN  

  
Women’s Center of San Joaquin County 
620 North San Joaquin Street 
Stockton, CA  95202 

Hotline: 209-465-4997 
Office: 209-941-2611 
Fax: 209-941-4963 

  

SAN LUIS OBISPO  

  
Sexual Assault Recovery and Prevention Center of San 
Luis Obispo County 
P.O. Box 52 
San Luis Obispo, CA  93406 

Hotline: 805-545-8888 
Office: 805-545-8888 
Fax: 805-545-5841 

  

SAN MATEO  

  
Rape Trauma Services 
1860 El Camino, Suite 301 
Burlingame, CA  94010 

Hotline: 650-692-RAPE 
Office: 650-652-0598 
Fax: 650-652-0596 

  

SANTA BARBARA  

North County Rape Crisis Services 
112 East Walnut 
P.O. Box 148 
Lompoc, CA  93438 

Hotline: 805-736-7273 
Office: 805-736-8535 
Fax: 805-736-8913 

and  
12 East Mill Street, Suite #203 
P.O. Box 6202 
Santa Maria, CA  93456 

Hotline: 805-928-3554 
Office: 805-922-2994 
Fax: 805-928-2840 

 
 
 

 

 



 
Santa Barbara Rape Crisis Center 
111 North Milpas Street 
Santa Barbara, CA  93103 

Hotline: 805-564-3696 
Office: 805-963-6832 
Fax: 805-965-3271 

  

SANTA CLARA  

  
Community Solutions  
P.O. Box 546 
Morgan Hill, CA  95038-0546 

Hotline: 408-779-2115 
Office: 408-779-2113 
Fax: 408-778-9672 

  
YWCA of the Mid Peninsula 
Rape Crisis Center 
4161 Alma Street 
Palo Alto, CA  94306 

Hotline: 650-493-7273 
Hotline: 408-245-3414 
Office: 650-494-0993 
Fax: 650-494-8307 

  
Santa Clara Valley YWCA 
Center for Rape Prevention 
375 South Third Street 
San Jose, CA  95112 

Hotline: 408-287-3000 
Office: 408-295-4011 
Fax: 408-295-0608 

  

SANTA CRUZ  

  
Women’s Crisis Support 
1658 Soquel Drive, Suite A 
Santa Cruz, CA  95065 

Hotline: 831-429-1478 
Office: 831-477-4244 
Fax: 831-477-4231 

  

SHASTA  

  
Shasta County Women’s Refuge 
2280 Benton Drive, Bldg. A 
P.O. Box 994211 
Redding, CA  96099-4211 

Hotline: 530-244-0117 
Office: 530-244-0117 
Fax: 530-244-2653 

  

SIERRA   

  
Plumas Crisis Intervention  
Sierra SAFE- Eastern County 
P.O. Box 207 
513 Main Street 
Loyalton, CA 96118-0207 

Hotline: 877-215-2773 

Office: 530-993-1237 
Fax: 530-993-1239 

 
 
 
 
 

 

 



 
Plumas Crisis Intervention  
Sierra SAFE- Western County 
204 Durgan Flat Road, Suite C 
Courthouse Square 
Downieville, CA 95936 

Hotline: 877-332-2754 
Office: 530-289-1728 
Fax: 530-289-1727 

  

SISKIYOU  

  
Siskiyou Domestic Violence & Crisis Center 
P.O. Box 688 
Yreka, CA  96097 

Hotline: 877-842-4068 
Office: 530-842-6629 
Fax: 530-842-9724 

  

SOLANO  

  
Solano Women’s Crisis Center 
1545 North Texas Street, Suite 201 
Fairfield, CA  94533 

Hotline:       Fairfield 
 707-422-7273 
                      Vallejo-Benecia 
 707-644-7273  
Office: 707-422-7345 
Fax: 707-422-7276 

  

SONOMA  

  
United Against Sexual Assault of Sonoma County 
1420 Guerneville Road #1 
Santa Rosa, CA  95402 

Hotline: 707-545-7273 
Office: 707-545-7270 
Fax: 707-545-8136 

  

STANISLAUS  

  
Haven Women’s Center of Stanislaus 
619 13th Street, Suite 1 
Modesto, CA  95354 

Hotline: 209-527-5558 
Office: 209-524-4331 
Fax: 209-524-2045 

  

SUTTER (also serves Colusa and Yuba Counties)  

  
Casa de Esperanza, Inc. 
P.O. Box 56 
Yuba City, 95992 

Hotline: 530-674-2040 
Office: 530-674-5400 
Fax: 530-674-3035 

  

TEHEMA  

  
Rape Crisis Intervention 
P.O. Box 351 
Red Bluff, CA  96080 

Hotline: 530-342-7273 
Office: 530-529-3980 
Fax: 530-529-2061 

 



 
TRINITY  

  
Human Response Network 
100 Glen Road 
P.O. Box 2370 
Weaverville, CA  96063 

Hotline: 530-623-4357 
Office: 530-623-2024 
Fax: 530-623-6343 

  

TULARE  

  
Family Services of Tulare County 
815 West Oak Street, Suite B 
Visalia, CA  93291 
 and 
Family Services of Tulare County 
(Porterville Satellite) 
30 East Morton 
Porterville, CA 93278 

Hotline: 559-732-7273 
Office: 559-732-7371 
Fax: 559-741-7314 
 
Hotline: 559-784-RAPE 
Office: 559-782-5115 
Fax: 559-782-5117 

  

TUOLUMNE  

  
Mountain Women’s Resource Center 
514 South Stewart Street 
P.O. Box 1154 
Sonora, CA  95370 

Hotline: 209-533-3401 
Office: 209-588-9305 
Fax: 209-588-9272 

  

VENTURA  

  
Coalition Against Domestic & Sexual Violence 
1030 North Ventura Road 
Oxnard, CA 93030 

Hotline: 805-656-1111 
Office: 805-983-6014 
Fax: 805-983-6240 

  

YOLO  

  
Sexual Assault & Domestic Violence Center 
927 Main Street, Suite A 
Woodland, CA  95695 

Hotline:                         Davis 
 530-758-8400 
                          Woodland 
 530-662-1133 
                       Sacramento 
 916-371-1907 
Office: 530-661-6336 
Fax: 530-661-3021 

YUBA (Services provided by agency in Sutter County) 
  
Casa de Esperanza, Inc. 
P.O. Box 56 
Yuba City, CA  95992 

Hotline: 530-674-2040 
Office: 530-674-5400 
Fax: 530-674-3035 
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Appendix F 
CALIFORNIA VICTIM/WITNESS ASSISTANCE 

CENTERS 
  

ALAMEDA COUNTY  

 
Victim/Witness Assistance Center 
Alameda County District Attorney's Office                     MAIN:    (510) 272-
1401 Lakeside Drive, Suite 802                                      BOSCO:(510) 272-6176 
Oakland, California 94612                                            FAX:      (510) 208-9565 
 
ALPINE COUNTY    
 
Victim/Witness Assistance Center 
County of Alpine Probation Department   
P.O. Box 458  (530) 694-2192 
Markleeville, California 96120 FAX: (530) 694-2213 
   
AMADOR COUNTY   
 
Victim/Witness Assistance Center 
Amador County District Attorney's Office   (209) 223-6474 
45 Summit Street FAX: (209) 223-6475 
Jackson, California 95642  
 
BUTTE COUNTY   
 
Victim/Witness Assistance Center 
Butte County Probation Department 
2279 Del Oro Avenue, Suite C  (530) 538-7340 
Oroville, California 95965 FAX: (530) 534-8301 
  
CALAVERAS COUNTY   
 
Victim/Witness Assistance Center 
Calaveras County District Attorney's Office  
891 Mountain Ranch Road (209) 754-6565 
San Andreas, California 95249 FAX: (209) 754-6645                   

 



COLUSA COUNTY   
 
Victim/Witness Assistance Center 
Colusa County Probation Department 
532 Oak Street (530) 458-0659 
Colusa, California 95932                                                FAX: (530) 458-3009 
 
CONTRA COSTA COUNTY   
 
Victim/Witness Assistance Center 
Contra Costa County Probation Department (925) 313-4170 
50 Douglas Drive, Suite 202 (800) 648-0600 
Martinez, California 94553-8500 FAX: (925) 313-4178 
    

 
  San Pablo Victim/Witness Office 

West County Office 
2555 El Portal Drive (510) 374-3272 
San Pablo, California 94806 FAX:   (510) 374-3441 

 
DEL NORTE COUNTY   
 
Victim/Witness Assistance Center 
Del Norte County District Attorney's Office  
450 H Street (707) 464-7273 
Crescent City, California 95531 FAX: (707) 464-2975 
     
EL DORADO COUNTY     
 
Placerville 
Victim/Witness Assistance Center Placerville 
El Dorado County District Attorney's Office  (888) 422-6492 
515 Main Street (530) 621-6492 
Placerville, California 95667 FAX: (530) 295-2602 

    
South Lake Tahoe
Victim/Witness Assistance Center South Lake Tahoe 
El Dorado County District Attorney's Office  
1360 Johnson Boulevard, Suite 105 (530) 573-3337 
South Lake Tahoe, California 96150 FAX: (530) 544-6413 
   
 

 



FRESNO COUNTY   
 
Victim/Witness Assistance Center 
Fresno County Probation Department (Adult) 
2220 Tulare, Suite 1126 
Fresno County Plaza (559) 488-3425 
Fresno, California 93721 FAX: (559) 488-3826 
  
GLENN COUNTY   
 
Victim/Witness Assistance Center 
HRA Community Action Division (800) 287-8711 
420 East Laurel Street (530) 934-6510 
Willows, California 95988 FAX: (530) 934-6650 
 
HUMBOLDT COUNTY   
 
Victim/Witness Assistance Center 
Humboldt County District Attorney's Office  
714 Fourth Street (707) 445-7417 
Eureka, California 95501 FAX: (707) 445-7490 
     
  
IMPERIAL COUNTY   
 
Victim/Witness Assistance Center 
Imperial County Probation Department 
217 South Tenth, Building B (760) 339-4357 
El Centro, California 92244 FAX: (760) 353-3292   
 
INYO COUNTY   
 
Inyo County Victim/Witness Assistance Center 
Bishop Victim/Witness Office 
301 West Line Street, Suite C (760) 873-6669 
Bishop, California 93514 FAX: (760) 873-8359 
   
 Inyo County District Attorney's Office  
 P.O. Drawer D (760) 878-0282 
 Independence, California 93526 FAX: (760) 878-2383 
 
 

 



KERN COUNTY   
 
Victim/Witness Assistance Center 
Kern County Probation Department 
1415 Truxtun Avenue, 6th Floor, Room 603 (661) 868-4535 
Bakersfield, California 93301 FAX: (661) 868-4586 
   
 
KINGS COUNTY   
 
Victim/Witness Assistance Center 
Kings County Probation Department 
Government Center, 1400 Lacey Boulevard (559) 582-3211 X-2640 
Hanford, California 93230 FAX: (559) 584-7038 
 
 
LAKE COUNTY   
 
Victim/Witness Assistance Center 
Lake County District Attorney's Office  (707) 262-4282 
420 Second Street FAX: (707) 262-5851 
Lakeport, California 95453  
 
Mailing Address
255 North Forbes Street   
Lakeport, California 95453  

 
   

LASSEN COUNTY   
 
Victim/Witness Assistance Center 
Lassen County District Attorney's Office  
Courthouse, 220 South Lassen Street, Suite 8 (530) 251-8283 
Susanville, California 96130 FAX: (530) 257-9009 
 
 
LOS ANGELES COUNTY   

 
Victim/Witness Assistance Center 
Los Angeles County District Attorney's Office    
3204 Rosemead Boulevard, Suite E (626) 927-2525 
El Monte, California 91731 FAX: (626) 569-9541 

 



    
LOS ANGELES COUNTY (Continued)   
 

Central Victim/Witness Office  (213) 974-7399 
210 West Temple, No. 12-514 (213) 974-1623 or 974-1639 
Los Angeles, California 90012   FAX: (213) 625-8104 
 
El Monte Victim/Witness Office (626) 572-6366 
3220 North Rosemead Boulevard         (800) 492-5944 
El Monte, California 91731 FAX:   (626) 280-0817 

 
El Monte Victim/Witness 
11234 East Valley Boulevard (626) 350-4583 
El Monte, California 91731 FAX:   (626) 442-6543 
 
Sexual Crimes/Child Abuse Unit 
Hall of Records 
320 West Temple Street, Room 740 (213) 974-3801 
Los Angeles, California 90012 FAX: (213) 625-2810 

 
Carson Sheriff 
21356 South Avalon Boulevard (310) 830-8376 
Carson, California 90745 FAX: (310) 847-8368 

 
Compton Courthouse (310) 603-7579 or 630-7574 
200 West Compton Boulevard, Room 700 (310) 603-7127 
Compton, California 90220 FAX:   (310) 603-0493 
 
Statutory Rape Program 
Hall of Records 
320 West Temple Street, No. 740 (213) 974-3908 
Los Angeles, California  90012 FAX:    (213) 625-2810 
 
Inglewood Courthouse (310) 419-6764 
One Regent Street, Room 405 (310) 419-5175 
Inglewood, California 90301 FAX: (310) 674-7839 

 
Long Beach Courthouse (562) 491-6347 
415 West Ocean Boulevard, Room 305 (562) 491-6310 
Long Beach, California 90802 FAX:   (562) 436-9849 

 
Santa Monica Courthouse 
1725 Main Street, Room 228 (310) 260-3678 
Santa Monica, California 90401 FAX: (310) 458-6518 

 



 
LOS ANGELES COUNTY (Continued)   
 
Torrance Courthouse 
825 Maple Avenue (310) 222-3599 
Torrance, California 90503 FAX: (310) 783-1684 

 
Antelope Valley Courthouse 
1110 West Avenue J (661) 945-6464 
Lancaster, California 93534 FAX: (661) 945-6179 
 
Hollywood LAPD 
1358 North Wilcox Avenue (323) 871-1184 
Los Angeles, California 90028  FAX: (213) 485-8891 

 
Industry Sheriff 
150 North Hudson Avenue (626) 934-3004 
City of Industry, California 91744 FAX: (626) 333-1895 

 
Pasadena Courthouse 
300 East Walnut Street, Room 107 (626) 356-5714 or 356-5715 
Pasadena, California 91101 FAX: (626) 796-3176 

 
Pomona Courthouse 
400 Civic Center Drive, Room 201 (909) 620-3381 or 620-3382 
Pomona, California 91766 FAX: (909) 629-6876 

 
San Fernando Area 
900 3rd Street, Room G14 (818) 898-2406 
San Fernando, California 91340 FAX: (818) 898-2743 
 
Temple City Sheriff 
8838 East Las Tunas Drive (626) 292-3333 
Temple City, California 91780 FAX: (626) 287-7353 
 
Van Nuys Courthouse 
6230 Sylmar Avenue, 5th Floor (818) 374-3075 
Van Nuys, California 91401 FAX: (818) 782-5349 

 
 Central LAPD 

251 East Sixth Street (213) 627-1619 
Los Angeles, California 90014 FAX: (213) 847-2956 

 
East Los Angeles Courthouse 

 



214 South Fetterly Avenue, Room 201 (323) 780-2045 
Los Angeles, California 90022 FAX: (323) 269-4869 
LOS ANGELES COUNTY (Continued)   
 
Huntington Park Area Office 
2958 East Florence Avenue (323) 586-6337 
Huntington Park, California 90255 FAX: (323) 584-9055 

 
Lakewood Sheriff 
5130 North Clark Avenue (562) 920-5156 
Lakewood, California 90712 FAX: (562) 867-4712 

 
Norwalk Courthouse 
12720 Norwalk Boulevard, Room 201 (562) 807-7230 
Norwalk, California 90650 FAX: (562) 929-7626 

 
Rampart LAPD 
303 South Union (213) 483-6731 
Los Angeles, California 90057 FAX: (213) 207-2108 

 
Southeast LAPD 
145 West 108th Street (323) 754-8064 
Los Angeles, California 90061 FAX: (323) 485-8340 

 
Southwest LAPD 
1546 Martin Luther King Boulevard (323) 296-8645 
Los Angeles, California 90062 FAX: (323) 473-6757 

 
California Hospital 
1423 South Grand Avenue 
Los Angeles, California 90015 (213) 742-6022 
 
Eastlake Juvenile Office    
1601 Eastlake Avenue, Room 132 (323) 226-8918 
Los Angeles, California 90033 FAX:  (323) 223-6248 
 
Family Violence Division 
Criminal Courts Bldg. (213) 974-7410 
210 West Temple Street, Room 603 (213) 974-3879  
Los Angeles, California 90012 FAX: (213) 217-4992 
 
Stalking & Threat Management Team 
Hall of Records 

 



320 West Temple Street, Room 780-41 (213) 893-0896 
Los Angeles, California 90012 (213) 626-2758 
 
LOS ANGELES COUNTY (Continued)   
 
Whittier Branch Office 
7339 South Painter Avenue, Room 200 (562) 907-3189 
Whittier, California 90602 FAX: (562) 696-9631 
 
Airport Branch  Office 
11701 South La Cienega Boulevard, Room 611 (310) 727-6515 
Los Angeles, California 90045 FAX: (310) 727-0565 
 
Child Abuse Crisis Center 
Harbor-UCLA Medical Center 
1000 West Carson Street, Box 460 Trailer N-26 (310) 222-1208 
Torrance, California 90509 FAX: (310) 320-7849 
 
East L.A. Sherriff 
5019 East Third Street (323) 981-5024 
Los Angeles, California 90022 FAX: (323) 267-0637 

 
 
LOS ANGELES CITY  (Subgrant to Los Angeles County Victim/Witness) 
 
Victim/Witness Assistant Center 
Los Angeles City Attorney's Office  (213) 485-6976 
312 South Hill Street, Third Floor ADMINISTRATION: (213) 485-5009 
Los Angeles, California 90013 FAX: (213) 847-8667 
  

Victim Assistance Program 
Special Emphasis Korean Outreach Project 
312 South Hill Street, Second Floor 
Los Angeles, California 90013 (213) 485-9889 

 
North Hollywood Station LAPD 
Victim Assistance Program 
11640 Burbank Boulevard (818) 623-4056 
North Hollywood, California 91601 FAX: (818) 623-4121 

 
Northeast Area Station LAPD 
Victim Assistance Program 
3353 San Fernando Road (213) 485-3240 

 



Los Angeles, California 90065 FAX: (213) 847-0669 
 
 
 

LOS ANGELES CITY (Continued)   
 
Victim Assistance Program 
San Pedro City Hall 
638 South Beacon Street, Room 326 (310) 732-4611 
San Pedro, California 90731 FAX: (310) 732-4618 

 
Victim Assistance Program 
Van Nuys City Hall 
14410 Sylvan Street, Room 117 (818) 756-8488 
Van Nuys, California 91401 FAX: (818) 756-9444 

 
Wilshire Area Station LAPD 
Victim Assistance Program 
4861 Venice Boulevard (213) 847-1991 
Los Angeles, California 90019 FAX: (213) 847-0668 
 
West Los Angeles Station LAPD 
Victim Assistance Program 
1663 Butler Avenue (310) 575-8441 
West Los Angeles, California 90025 FAX: (310) 575-6710 
 
Newton Area Station LAPD 
Victim Assistance Program 
3400 South Central Avenue (323) 846-5374 
Los Angeles, California 90011 FAX: (323) 846-6586 

 
77th Street Area Station LAPD 
Victim Assistance Program 
7600 South Broadway (213) 485-8848 
Los Angeles, California 90003 FAX: (213) 847-0667 

 
Hollenbeck Area Station LAPD 
Victim Assistance Program 
2111 East First Street (323) 526-3190 
Los Angeles, California 90033 FAX: (323) 485-8401 

 
MADERA COUNTY   
 

 



Victim/Witness Assistance Center 
Madera County Action Committee, Inc. 
1200 West Maple Street, Suite C (559) 661-1000 
Madera, California 93637 FAX: (559) 661-8389 
   
MARIN COUNTY   
 
Victim/Witness Assistance Center 
Marin County District Attorney's Office (415) 499-6450 
3501 Civic Center Drive, Room 130 FAX: (415) 499-3719 
San Rafael, California 94903  
 
 
MARIPOSA COUNTY   
 
Victim/Witness Assistance Center 
Mariposa County District Attorney's Office  
5078 Bullion Street (209) 742-7441 
P.O. Box 748 FAX: (209) 742-5780 
Mariposa, California 95338   
 
 
MENDOCINO COUNTY   
 
Victim/Witness Assistance Center 
Mendocino County District Attorney's Office  
Courthouse, Room 10 
100 North State Street (707) 463-4218 
P.O. Box 144 FAX: (707) 463-4687 
Ukiah, California 95482   
 

Fort Bragg Victim/Witness Office 
700 South Franklin Street 
Fort Bragg, California 95437 (707) 961-2411 

 
MERCED COUNTY   
 
Victim/Witness Assistance Center 
Merced County District Attorney's Office  (209) 725-3600 
2222 M Street FAX: (209) 725-3669 
Merced, California 95340  
 

 



MODOC COUNTY   
 
Victim/Witness Assistance Center 
Modoc County District Attorney's Office (530) 233-6212 
P.O. Box 1171  FAX: (530) 233-4067 
Alturas, California 96101   
MONO COUNTY   
 
Victim/Witness Assistance Center 
P.O. Box 2053 (760) 924-5424 
Mammoth Lakes, California 93546 FAX: (760) 924-5418 
    

Bridgeport Victim/Witness Office 
P.O. Box 617 
Bridgeport, California 93517 (619) 932-5223 

 
 
MONTEREY COUNTY   
    
Victim/Witness Assistance Center  
Monterey County District Attorney's Office     
P.O. Box 1131 (831) 755-5072 
Salinas, California 93902 FAX: (831) 755-5068 
  

Monterey Victim/Witness Office Monterey (Vacant) 
1200 Aquajito Road, Room 301 (831) 647-7770 
Monterey, California 93940 FAX: (831) 647-7772 

 
 
NAPA COUNTY   
 
Victim/Witness Assistance Center 
Napa County Volunteer Center 
1820 Jefferson Street (707) 252-6222 
Napa, California 94559 FAX: (707) 226-5179 
   
 
NEVADA COUNTY   
 
Victim/Witness Assistance Center 
Nevada County Probation Department 
201 Church Street, Suite 10 (530) 265-1246 
Courthouse, Second Floor (530) 265-1247 

 



Nevada City, California 95959 FAX: (530) 265-7201   
  
  
 
 
 
 
ORANGE COUNTY    
 
Victim/Witness Assistance Administrative Center 
Community Service Programs, Inc. (949) 975-0244 
1821 East Dyer, Suite 200 FAX: (949) 975-0250 
Santa Ana, California 92705   
 

Superior Court 
Central Justice Center 
700 Civic Center Drive West 
P.O. Box 1994 
Santa Ana, California 92702 (714) 834-4350 
 
North Justice Center 
1275 North Berkeley Avenue 
Fullerton, California 92635 (714) 773-4575 

 
South Justice Center 
30143 Crown Valley Parkway 
Laguna Niguel, California 92677 (714) 249-5037 

 
West Justice Center 
8141 13th Street 
Westminster, California 92683 (714) 896-7188 

 
Harbor Justice Center 
4601 Jamboree Boulevard, Suite 103 
Newport Beach, California 92660 (949) 476-4855 

 
Lamoreaux Justice Center 
301 The City Drive 
Orange, California 92668 (714) 935-7074 

 
 
PLACER COUNTY   
 
Victim/Witness Assistance Program 

 



Placer County District Attorney's Office 
11795 Education Street, No. 102 (530) 889-5790 
Auburn, California 95602 FAX: (530) 889-5794 
    
 
 
 
PLUMAS COUNTY   
 
Victim/Witness Assistance Center 
Plumas County Probation Department (530) 283-6285 
75 Court Street, Suite A FAX: (530) 283-6226 
Quincy, California 95971  
 
 
RIVERSIDE COUNTY   
 
Victim/Witness Assistance Center 
Riverside County District Attorney's Office  (909) 955-5450 
4075 Main Street, First Floor FAX: (909) 955-5640 
Riverside, California 92501   
 

Banning Victim/Witness Office 
Western Riverside County 
135 North Alessandro, Room 205 
Banning, California 92220 (909) 849-6218 

 
Blythe Victim/Witness Office 
Eastern Riverside County 
225 North Broadway 
Blythe, California 92225 (935) 922-2196 

 
Hemet Victim/Witness Office 
Western Riverside County 
910 North State Street 
Hemet, California 92543 (909) 766-2385 

 
Indio Victim/Witness Office 
Eastern Riverside County 
82-675 Highway 111, Fourth Floor 
Indio, California 92201 (760) 863-8408 

 
Riverside Victim/Witness Juvenile Office 

 



Western Riverside County 
9991 County Farm Road 
Riverside, California 92503 (909) 358-4152 
 
Perris Victim/Witness Office 
Western Riverside County 
135 North D Street 
Perris, California 92370 (909) 940-6757 

SACRAMENTO COUNTY   
 
Victim/Witness Assistance Center 
Sacramento County District Attorney's Office  
901 G Street (916) 874-5701 
Sacramento, California 95814 FAX: (916) 874-5271 
                                                     
 
SAN BENITO COUNTY   
 
Victim/Witness Assistance Center 
San Benito County District Attorney's Office  
419 Fourth Street (831) 637-8244 
Hollister, California 95023 FAX: (831) 636-4126 
   
 
SAN BERNARDINO COUNTY   
 
Victim/Witness Assistance Center  (909)478-7448  
San Bernardino County District Attorney's Office  VW Center (909) 387-6540 
316 North Mountain View Avenue DA Office: (909) 387-8309 
San Bernardino, California 92415 FAX: (909) 387-6313 
                                                               
 

Rancho Cucamonga Victim/Witness Office (909) 945-4234 
8303 North Haven Avenue FAX: (909) 945-4035 
Rancho Cucamonga, California 91730  

 
Victorville Victim/Witness Office 
14455 Civic Drive 
Victorville, California 92392 (619) 243-8619 

 
Barstow Victim/Witness Office 
235 East Mountain View 
Barstow, California 92311 (619) 256-4802 

 



 
 

SAN DIEGO COUNTY   
 
Victim/Witness Assistance Center 
San Diego County District Attorney's Office 
330 West Broadway, Suite 880 (619) 531-4287 
San Diego, California 92101 FAX: (619) 531-3759 
    
Mailing Address
P.O. Box X-121011 
San Diego, California 92112 
 

District Attorney's Office 
San Diego County Courthouse 
Hall of Justice 
330 West Broadway, Suite 880 
San Diego, California 92101 (619) 531-4041 

 
Chula Vista Victim/Witness Office 
500 Third Avenue 
Chula Vista, California 92010 (619) 691-4539 

 
El Cajon Victim/Witness Office 
250 East Main Street, 5th Floor 
El Cajon, California 92020 (619) 441-4538 

 
Vista Victim/Witness Office 
325 South Melrose, Suite 5000 
Vista, California 92083 (760) 806-4079 

 
Juvenile Victim/Witness Office 
2851 Meadowlark Drive 
San Diego, California 92123 (858) 694-4595 

 
San Diego Police Department 
1401 Broadway 
San Diego, California 92101 (619) 531-2772 or 

  (619) 531-2773 
 
SAN FRANCISCO COUNTY AND CITY   
 
Victim/Witness Assistance Center 

 



San Francisco County District Attorney's Office (415) 553-9044 
850 Bryant Street, Room 320 FAX: (415) 553-1034 
San Francisco, California 94103   
 
SAN JOAQUIN COUNTY   
 
Victim/Witness Assistance Center 
San Joaquin County District Attorney's Office  
222 East Weber Avenue, Room 245 (209) 468-2500 
Stockton, California 95202 FAX: (209) 468-2521 
SAN LUIS OBISPO   
 
Victim/Witness Assistance Center 
San Luis Obispo County District Attorney's Office  
County Government Center, Room 121 (805) 781-5821 
San Luis Obispo, California 93408 FAX: (805) 781-5828 
   
 
SAN MATEO COUNTY   
 
Victim/Witness Assistance Center 
San Mateo County Probation Department 
1024 Mission Road (650) 877-5492 
South San Francisco, California 94080 FAX: (650) 877-7001 
    
 
SANTA BARBARA COUNTY    
 
Victim/Witness Assistance Center 
Santa Barbara County District Attorney's Office  (805) 568-2408 
118 East Figueroa Street FAX: (805) 568-2453 
Santa Barbara, California 93101   
 

Santa Maria Victim/Witness Office 
312 East Cook Street 
Santa Maria, California 93454 (805) 346-7529 
 
Lompoc Victim/Witness Office 
115 Civil Plaza Center 
Lompoc, California 93436 (805) 737-7910 
Note: Office is open on a part-time basis 

 
 

 



SANTA CLARA COUNTY   
 
Santa Clara County Victim/Witness Assistance Center 
National Conference for Community and Justice (408) 295-2656 
777 North First Street, Suite 220 FAX: (408) 289-5430 
San Jose, California 95112    
 
 
 
 
 
SANTA CRUZ COUNTY   
 
Victim/Witness Assistance Center 
Santa Cruz County District Attorney's Office  
701 Ocean Street, Room 200 (831) 454-2623 
Santa Cruz, California 95060 FAX: (831) 454-2612 
   
 
SHASTA COUNTY   
 
Victim/Witness Assistance Center 
Shasta County Probation Department 
1525 Court Street (530) 225-5220 
Redding, California 96001 FAX: (530) 245-6334 
   
 
SIERRA COUNTY   
 
Victim/Witness Assistance Center 
Sierra County Probation Department 
P.O. Box 886 (530) 993-4617 
Loyalton, California 96118 FAX: (530) 993-0415 
  
  
SISKIYOU COUNTY   
 
Victim/Witness Assistance Center 
Siskiyou County District Attorney's Office 
P.O. Box 986 (530) 842-8145 
Yreka, California 96097 FAX: (530) 842-8137 
 
 

 



SOLANO COUNTY   
 
Victim/Witness Assistance Center 
Solano County District Attorney's Office  
Hall of Justice   
600 Union Avenue (707) 421-6844 
Fairfield, California 94533 FAX: (707) 421-7986 
 
         Solano Victim/Witness Office 

Solano County Justice Building   
321 Tuolumne Street (707) 554-5400 

          Vallejo, California 94590 FAX: (707) 554-5654 
SONOMA COUNTY   
 
Victim/Witness Assistance Center 
Sonoma County Probation Department (707) 565-8250 
1000 Coddingtown Center  95401 FAX: (707) 565-8260 
P.O. Box 11719   
Santa Rosa, California 95406-1719  
 
 
STANISLAUS COUNTY   
 
Victim/Witness Assistance Center 
Stanislaus County District Attorney's Office  
P.O. Box 442 (209) 525-5550 
Modesto, California 95353 FAX: (209) 525-5545 
  
  
SUTTER COUNTY   
 
Victim/Witness Assistance Center 
Sutter County District Attorney's Office 
P.O. Box 1555 
204 C Street, Courthouse Annex (530) 822-7345 
Yuba City, California 95992 FAX: (530) 822-7337 
  
 
TEHAMA COUNTY   
 
Victim/Witness Assistance Center 
County of Tehama 
District Attorney (530) 527-4296 

 



P.O. Box 519 FAX: (530) 527-4735 
Red Bluff, California 96080   
 
 
TRINITY COUNTY   
 
Victim/Witness Assistance Center 
Probation 
County of Trinity Probation Department 
P.O. Box 158 (530) 623-1205 
Weaverville, California 96093 FAX: (530) 623-1237 
   
 
 
TULARE COUNTY   
 
Victim/Witness Assistance Center 
Tulare County Assistance Center 
2350 Burrel Avenue, Room 226 (559) 733-6754 
Visalia, California 93291 FAX: (559) 730-2931 
   
 
TUOLUMNE COUNTY   
 
Victim/Witness Assistance Center 
Tuolumne County District Attorney's Office  
2 South Green Street (209) 533-5642 
Sonora, California 95370 FAX: (209) 533-6574 
    
 
VENTURA COUNTY   
 
Victim/Witness Assistance Center RECEPTION: (805) 654-3622 
Ventura County District Attorney's Office  DEBBIE: (805) 654-2532 
800 South Victoria Avenue, No. 311 FAX: (805) 654-3046 
Ventura, California 93009   
 
                                                                  
YOLO COUNTY   
 
Victim/Witness Assistance Center 
Yolo County District Attorney's Office  
301 Second Street (530) 666-8187 

 



Woodland, California 95695 FAX: (530) 666-8185 
                                                                   
  
YUBA COUNTY   
 
Victim/Witness Assistance Center 
Yuba County Probation Department 
938 14th Street (530) 741-6275 
Marysville, California 95901 FAX: (530) 749-7913 
    
 
 
 
 
FEDERAL VICTIM/WITNESS CENTERS   
 
Federal Victim/Witness Coordinator  (916) 554-2776 or 
U.S. Attorney, Eastern District  (916) 554-2783 
555 Capitol Mall, 15th Floor FAX: (916) 554-2100 
Sacramento, California 95814  
                                                          
Federal Victim/Witness Coordinator 
ATF Special Operations 
650 Mass Avenue. NW, Room 7330  (213) 894-7627 
Los Angeles, California  90012 FAX: (213) 894-6436 
                                                
Federal Victim/Witness Coordinator  (800) 544-1106  ext. 5527 
U.S. Attorney, Southern District  (619) 557-5527 
880 Front Street, Room 6293 FAX: (619) 557-5782 
San Diego, California 92101-8893  
 
Federal Victim/Witness Coordinator   (800) 447-5738 
Department of Justice, Antitrust Division  (415) 436-6660 
450 Golden Gate Avenue, Room 10-0101, Box 36046 FAX: (415) 436-6687 
San Francisco, California 94102-3478  
 
 
CALIFORNIA YOUTH AUTHORITY    
    
  (916) 262-1534 
4241 Williamsbourgh Drive, Suite 214 (916) 262-1181 
Sacramento, California 95823   
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Appendix G 
California Public Crime Laboratories 

 

ALAMEDA COUNTY  

 
Alameda County Sheriff's Department 
Crime Laboratory 
15001 Foothill Blvd 
San Leandro, CA  94578 

 
Office:    510-667-7700 
Fax:  510-483-6791 

 
Oakland Police Department Crime Laboratory 
455 7th Street, Room 608 
Oakland, CA  94607 
 

 
Office:    510-238-3386 
Fax:  510-238-6555 

CONTRA COSTA COUNTY  

 
Contra Costa County Office of the Sheriff  
Forensic Services Division 
1122 Escobar Street 
Martinez, CA  94553 
 

 
Office:    925-335-1600 
Fax:  925-646-2913 

FRESNO COUNTY  

 
Fresno County Sheriff's Department 
Forensic Services Division 
1256 East Divisadero 
Fresno, CA  93721 
 

 
Office:    559-233-0308 
Fax:  559-233-1149 
 

KERN COUNTY  

 
Kern County District Attorney's Office  
Regional Criminalistics Laboratory 
1300 18th Street, 4th Floor 
Bakersfield, CA  93301 
 

 
Office:    661-868-5367 
Fax:  661-868-5675 

LOS ANGELES COUNTY  

 
Long Beach Police Department Crime Laboratory 
400 West Broadway 
Long Beach, CA  90802 

 
Office:    562-570-7205 
Fax:  562-570-6109 

  
Los Angeles County Sheriff's Department 
Scientific Services Bureau 
2020 West Beverly Boulevard 
Los Angeles, CA  90057 

Office:    213-974-4601 
Fax:  213-413-7637 

  
Los Angeles Police Department Scientific Investigations Office:    213-847-0044 

 



ALAMEDA COUNTY  

Division 
555 Ramirez Street, Sp. 270 
Los Angeles, CA  90012 

Fax:  213-847-0040 

 



 
ORANGE COUNTY  

 
Orange County Sheriff-Coroner Forensic Science Services 
320 Flower Street 
Santa Ana, CA  92703 

Office:    714-834-6380 
Fax:  714-834-4519  

  
Huntington Beach Police Department 
Crime Laboratory 
2000 Main Street 
Huntington, CA 92648 

Office:              714-536-5682 
Fax:                  714-536-7172 

 
SACRAMENTO COUNTY 

 

 
Sacramento County Laboratory of Forensic Services 
4800 Broadway, Suite 200 
Sacramento, CA  95820 

 
Office:    916-874-9240 
Fax:  916-874-9620 

 

SAN BERNADINO COUNTY 
 

 
San Bernardino County Sheriff's Department 
Crime Laboratory 
200 South Lena Road 
San Bernardino, CA  92415 

 
Office:    909-387-8849 
Fax:  909-387-3361 

 
SAN DIEGO COUNTY 

 

  
San Diego County Sheriff's Department 
Crime Laboratory 
5255 Mt. Etna Drive 
San Diego, CA 92117 

Office:              619-467-4455 
Fax:                  619-467-4650 

  
El Cajon Police Department Crime Laboratory 
100 Fletcher Parkway 
El Cajon, CA  92020 
 

Office:    619-579-3354 
Fax:  619-441-1330 
 

San Diego Police Department Crime Laboratory 
1401 Broadway, MS 725 
San Diego, CA  92101 

Office:    619-531-2579 
Fax:  619-531-2950 

 
SAN FRANCISCO COUNTY 

 

 
San Francisco Police Department Forensic Services Division 
850 Bryant Street, Room 435 
San Francisco, CA  94103 

 
Office:    415-671-3200 
Fax:  415-671-3280 

 



 
 

SAN MATEO COUNTY 
 

 
San Mateo County Sheriff's Department 
Forensic Laboratory 
31 Tower Road 
San Mateo, CA  94402-4097 

 
Office:    650-312-5306 
Fax:  650-312-8867 

 
SANTA CLARA COUNTY 

 

 
Santa Clara County District Attorney Crime Laboratory 
1557 Berger Drive, Suite B-2 
San Jose, CA  95112 

Office:    408-299-2220 
Fax:  408-298-7501 

 

VENTURA COUNTY 
 

Ventura County Sheriff Crime Laboratory 
800 South Victoria Avenue 
Ventura, CA  93009 

Office:    805-662-6878 
Fax:  805-650-4080 

 

 



 

California Department of Justice Bureau of Forensic Services (BFS)  

Berkeley DNA Laboratory 
626 Bancroft Way 
Berkeley, CA  94710 

Office:    510-540-2434 
Fax:  510-540-2701 

  
Chico Laboratory 
3870 Morrow Lane, Suite A 
Chico, CA  95928 

Office:    916-895-5024 
Fax:  916-895-4657 

  
Eureka Laboratory 
1011 West Wabash 
Eureka, CA  95501 

Office:    707-445-6682 
Fax:  707-445-6688 

  
Freedom Laboratory 
440 Airport Boulevard, Building A 
Watsonville, CA  95076 

Office:    408-761-7620 
Fax:  408-761-7629 

  
French Camp Laboratory 
1001 West Mathews Road 
French Camp, CA  95231 

Office:    209-948-7554 
Fax:  209-948-7714 

  
Fresno Laboratory 
6014 North Cedar 
Fresno, CA  93710 

Office:    209-278-2982 
Fax:  209-297-3544 

  
Modesto Laboratory 
2213 Blue Gum Avenue 
Modesto, CA  95351 

Office:    209-576-6215 
Fax:  209-526-4223 

  
Redding Laboratory 
11745 Old Oregon Trail 
Redding, CA  96003 

Office:    916-225-2830 
Fax:  916-241-8409 

  
Riverside Laboratory 
1500 Castellano Road 
Riverside, CA  92509 

Office:    909-782-4170 
Fax:  909-782-4128 

  
Sacramento Laboratory 
4949 Broadway, Room F-201 
Sacramento, CA  95820 

Office:    916-227-3777 
Fax:  916-227-3776 

  
Santa Barbara Laboratory 
820 Botello Road 
Goleta, CA  93127 

Office:    805-681-2580 
Fax:  805-964-1034 

Santa Rosa Laboratory 
7505 Sonoma Highway 
Santa Rosa, CA  95409-6598 

Office:    707-576-2415 
Fax:  707-576-2141 
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CHAIN OF CUSTODY FORM 

 
CALIFORNIA COUNTY 

Laboratory of Forensic Sciences 
 

SEXUAL ASSAULT EVIDENCE COLLECTION KIT 
 

FOR HOSPITAL PERSONNEL 
(Please print)                                                                               

                                                                                                                                                              Female 
Name of Patient:_________________________________________    Date of birth:__________   Male 
    Last, First, Middle 
 
Name of Examiner:_____________________________________________ 
 
Name of Hospital:________________________  Date of exam:__________ 
 
Law Enforcement Agency:________________________________________ 
  
Agency Case No.:______________________________________________ 
 
 

CHAIN OF CUSTODY 
FROM: (Print Name and Sign) TO: (Print Name and Sign) DATE TIME 
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SEALED ENVIDENCE ENVELOPE 

 
Note:  Sign and date over the seal. 
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DEFINITION OF TERMS 
 
I.  General Terms/Definitions:  
 
 A. Abrasion * An area of body surface denuded of skin or 

mucous membrane by some unusual or 
abnormal mechanical process. An injury.1

 
B. Colposcope * An instrument with a light source and 

magnifying lens for direct observation and 
study of the tissues. May have a camera 
and/or other recording devices attached.2,3,4

 
C. "Clue cells" * Vaginal epithelial cells with clusters of 

bacteria adhering to the surface. Associated 
with Bacterial Vaginosis, an over-growth of 
several organisms including Gardnerella 
vaginalis.5,6,7,8

 
  * A common finding in sexually active 

females.5,7

 
D. Cunnilingus * Oral stimulation of the female genitalia.1

 
E. Descriptive Terms   

 
1. Anterior:  * Situated in front of or in the forward part of 

an organ, toward the head of the body; a 
term used in reference to the ventral or belly 
surface of the body.1

 
2. Posterior:  * Situated in back of, or in the back part of; a 

term used in reference to the back or dorsal 
surface of the body.1

 
  3. Inferior:  * Situated below, or directly downward; a term 

used in reference to the lower surface of an 
organ or other structure.1

 
4. Superior:  * Situated above, or directly upward; a term 

used in reference to a structure occupying a 
position near the vertex.1

 
5. Cephalad:  * Toward the head; opposite caudad. 1

 
  6. Caudad:  * Directed toward the tail; opposite cephalad 1
 

7. Dorsal: * 1) Pertaining to the back. 2) denoting a 
position more to the back.1 
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8. Ventral:  * 1) Pertaining to the belly. 2) denoting a 

position more toward the belly surface than 
some other object of reference; same as 
anterior in human anatomy.1  

 
9. Distal:  * A term denoting the remoteness from the 

point of origin or attachment of an organ of 
part.1

 
10. Proximal:  * Nearest; closer to any point of reference: 

opposed to distal.1
 

11. Peri:  * A prefix meaning "around".1
 

12. Clock position 
 reference:  * A method by which the location of a 

structure may be designated by using the 
numerals on the face of a clock. The 12 
o'clock position is always superior (up). The 
6 o'clock position is always inferior (down). 
The position of a patient must be indicated 
when using this designation.9

 
F. Ecchymosis * A hemorrhagic area on the skin due to 

extravasation of blood into the skin or a 
mucous membrane.1  

 
  * A bruise. 

 
G.  Elasticity * The state or quality of being distensible. 

Flexibility; adaptability.1 

 

• Example: A hymen that changes its 
configuration with the different examination 
methods and/or positions. An inexact term 
that should be avoided. 

 
H. Erythema * A redness of the skin or mucous membranes 

produced by congestion (dilation) of the 
capillaries.1 (Redness of tissues). 

 
I. Estrogenized: * Effect of influence by the female sex  

     Hormone estrogen resulting in changes to the  
     Genitalia.1 

 
  * The hymen takes on a thickened, redundant 

and pale appearance as the result of 
estrogenization. These changes are observed 
in infants, with the onset of puberty, and as 
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the result of exogenous estrogen.1
J.  Examination 

methods:  
 

1. Knee-chest 
 Position 
 Method 
 (prone) * With the patient in a knee-chest position, the 

examiner places thumbs beneath the leading 
edge of the gluteus maximus and lifts while 
gently separating labia.10-20

 
  2. Labial Separation * The labia majora are gently separated in a 

lateral and downward direction, exposing the 
vestibule.10-17,20

3. Labial 
 Traction * The labia majora are grasped between the 

thumbs and index fingers and gently pulled 
toward the examiner. Usually performed in 
the supine position.16,17,19,20,21,22

K. Examination 
  Positions:   
 

1. Frog Leg 
 Position * Examination position in which the patient 

lies in supine (lying on back, face upward) 
position with knees flexed and hips 
abducted. The bottoms of feet touch. 10-18

2. Knee-chest 
 Position 
 (prone) * Examination position during which the 

patient rests on knees with the upper chest 
on the examination table in a lordotic 
("sway-backed") posture. Elbows are flexed 
with hands placed on either side of the 
head.1,10-18,20

 
3. Knee-chest 
 Position 
 (supine) * Examination position during which the 

patient lies on his/her back with the hips 
flexed upon the abdomen.13,16,19,20

  4. Lateral Decubitus 
   (Recumbent) * Examination position in which the patients 

lies on side with the contra lateral thigh and 
knee drawn up; also called lateral recumbent 
position. 

  5. Lithotomy 
 position * Examination position in which the patient 

lies on his/her back with his/her hips and 
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knees flexed and the thighs abducted and 
externally rotated.1

  6. Prone 
 Position * Examination position in which the patient 

lies face downward (on his/her abdomen).1
7. Supine 
 Position * Examination position in which the patient 

lies (on his/her back) with their face 
upward.1

 
L. Fellatio * Oral stimulation or manipulation of the 

penis.1 

 
M. Fordyce's 
 Granule * Ectopic sebaceous glands found on the labia 

which present as yellowish white milia or 
papule.1

 
N. Friability * A term used to describe tissues that bleed 

easily, such as a labial adhesion when gently 
separated. 

 
   * Friability of the posterior fourchette - A 

superficial breakdown of the skin in the 
posterior fourchette (commissure) when 
gentle traction is applied, causing slight 
bleeding.9

 
•    A non-specific finding. 

 
O. Hemorrhoid * A varicose dilatation of a vein of the 

superior or inferior hemorrhoidal plexus, 
resulting from a persistent increase in venous 
pressure.1

 
P. Genitalia 
 (External) * The external sexual organs, In males, 

includes the penis and scrotum. In females, 
includes the contents of the vulva.1

 
Q. Hyperemia * An excess of blood in a part; engorgement of 

the blood vessels.1
 
 R. Hyperpigmentation * Increase in melanin pigment within tissues.1
 
    * A common finding in darker skinned 

children. May be congenital in nature or 
caused by a past inflammatory response.23
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S. Inflammation * A localized protective response of tissues, 
elicited by injury or destruction of tissues, 
which is usually characterized in the acute 
form by the classical signs of pain, heat, 
redness, swelling and loss of function.4  
 

T. "Intact hymen" * A term used in the past which implied a non-
injured hymenal membrane.11,24,25

 
  * The use of this term is to be discouraged. 
 

 U. Intracrural 
 intercourse 
 (intralabial, 
 dry or vulvar 
 intercourse) * The act of rubbing the penis between the 

labia of the female without entering the 
vagina.22,24-28

 
V.  Laceration * A transection (cut) through the skin, mucous 

membranes or deeper structures of the body.1
 

 * A tear through the full thickness of the skin 
or other tissue.9

 
W.  Leukocytes * White blood cells or corpuscles (pus) that are 

part of the inflammatory response to an 
infection.1

 
 X.  Leukorrhea * A whitish, viscid (glutinous) discharge from 

the vagina and uterine cavity through the 
cervical os.1

 
   * A normal finding in adolescent and adult 

females. The term physiologic discharge is 
sometimes used instead.29,30

 
Y.  Lichenification * Thickening of the skin markings, giving the 

skin a leathery appearance. Usually 
secondary to prolonged irritation secondary 
to rubbing, scratching or inflammation.1,26 

 
Z.  Lichen Sclerosis 
    et Atrophicus * A rare, chronic, atrophic skin disease 

characterized by homogeneous 
hypopigmented areas.1,31-36
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   * It is the most common cause of kraurosis 
vulvae in females and balanitis xerotica 
obliterans in males.1

  
 * May initially be confused with injuries 

resulting from a sexual assault.35,36

 
 AA.  "Marital introitus" * An enlarged hymenal orifice. 
 

* The use of this term is to be discouraged.  
 
 BB. Neovascularization * New blood vessel formation in abnormal 

tissue or in an abnormal location. 
Revascularization.1

 
  * A seldom used term due to the inability to 

verify.37  
 

  * The use of this term is to be discouraged. 
 

 CC. Pelvic inflammatory  
    disease * Infection of the uterus, fallopian tubes and/or 

ovaries (Salpingo-oophoritis). Commonly 
called "PID".1  

 
   * Usually caused by an ascending gonorrhea, 

chlamydia, aerobic or anaerobic bacterial 
infection.27,38

 
DD.  Perineal Body * The central tendon of the perineum. Located 

between the vestibule and the anus in the 
female and between the scrotum and anus in 
the male.9

 
 EE.  Petechiae * Small, pinhead sized hemorrhages caused by 

leaking capillaries. May be singular or 
multiple.1  

 
  * Frequently caused by increased pressure 

within the blood vessel, as with straining 
during vomiting or with strangulation. May 
also be caused by a bleeding disorder, 
infection or localized trauma.1,28

 
FF.  Scar  * Fibrous tissue which replaces normal tissue 

after the healing of a wound.9
 

  * May be difficult to prove on clinical 
grounds, such as during visual inspection or 
palpation alone. 
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GG. Sodomy * In medical usage, this term is restricted to 

anal intercourse.1
 
 HH.  Straddle Injury * An injury to the perineum when the 

individual falls on an object while the legs 
are spread apart.1,41

 
II.  Synechiae * Any adhesion which binds two anatomic 

structures through the formation of a band of 
fibrous or scar tissue.1,9

JJ.  Tanner Scale of Secondary 
    Sexual Development * A sexual maturity rating scale that defines 

the stage of puberty by physical evidence of 
breast development and pubic hair in the 
female. The testicular/scrotal and penile size 
plus the location and type of pubic hair are 
used in the male. Stages range from Stage I 
(prepubertal child) to Stage V (fully mature 
adult).40

 
KK.  Transection * A cutting across. Division by cutting or 

tearing transversely.1  
 

(Complete Hymenal) * A tear or laceration through the entire width 
of the hymenal membrane extending to its 
attachments to the vaginal wall.9

 
(Partial Hymenal) * A tear or laceration through a portion of the 

hymenal membrane not extending to its 
attachment to the vaginal wall.9

 
  * The strict definition of the term "transection" 

implies a complete tear through the entire 
width of a membrane. Therefore, the use of 
the term "partial transection" is to be 
discouraged. The term partial tear is 
suggested.  

 LL.  Vascularity 
 (Increased or 

Prominent) * Dilation of existing superficial blood 
vessels.9 

 
MM.  Vulvar Coitus  
 (Intralabial or 
     Intracrural  
     Intercourse)  * Rubbing of the penis between the labia of 

the female without entering the vagina.26,41,42
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II. Female: 
 

A.  Mons Pubis * The rounded fleshy prominence, created by 
the underlying fat pad, which lies over the 
symphysis pubis (pubic bone) in the female.9

 
B.  Perineum * The external surface or base of the perineal 

body, lying between the vulva and the anus 
in the female. Underlying the external 
surface of the perineum is the floor and its 
associated structures occupying the pelvic 
outlet which is bounded anteriorly by pubic 
symphysis (pubic bone), laterally by the 
ischial tuberosities (pelvic bones) and 
posteriorly by the coccyx (tail bone).1,9

 
C.  Vulva  * The external genitalia or pudendum of the 

female. Includes the mons pubis, clitoris, 
labia majora, labia minora, vaginal vestibule, 
urethral orifice, vaginal orifice, hymen, and 
posterior fourchette (or commissure) 25,45

 
  1. Vulvitis * Inflammation of the labia and vestibule.1
 

 * May be caused by a variety of irritants, such 
as, but not limited to improper wiping 
techniques, poor hygiene, bubble bath, 
shampoo or infectious agents.44-47   

 
 2. Vulvar coitus * Rubbing of the penis between the labia of 

the female without entering the vagina.26,41,42

D.  Clitoris/Clitoral Hood 
 

1. Clitoris * A small cylindric, erectile body, situated at 
the anterior (superior) portion of the of the 
vulva, covered by a sheath of skin called the 
clitoral hood; homologous with the penis in 
the male.1,9,43

 
2. Clitoral Hood * The skin covering the clitoris.  Homologous 

with the prepuce (foreskin) in the male.1
 

  * May become erythematous and edematous 
from contact with a variety of irritants or 
from trauma.44-47

      

 8



E.  Labia 
 

1. Labia Majora 
 (Outer Lips) * Rounded folds of skin forming the lateral 

boundaries of the vulva.9,43

2.  Labia Minora 
    (Inner Lips) * Longitudinal, thin folds of tissue within the 

labia majora. In the prepubertal child, these 
folds extend from the clitoral hood to 
approximately the midpoint on the lateral 
wall of the vestibule. In the adult, they 
enclose the vestibule and contain the 
opening to the vagina.9,43

 
  * Commonly injured in accidental straddle 

injuries.48-50

   
  3. Labial Adhesion 

    (Agglutination) * The result of adherence (fusion) of the 
adjacent, outer-most, mucosal surfaces of the 
posterior portion vestibular walls. This may 
occur at any point along the length of the 
vestibule although it most commonly occurs 
posteriorly (inferiorly).9,51,52

 
  * A common finding in infants and young 

children. Unusual to appear for the first time 
after 6 to 7 years of age. May be related to 
chronic irritation.53-55  

 
F. Vestibule (Vaginal) * An anatomical cavity containing the 

openings of the vagina, the urethra and the 
ducts of Bartholin's glands. Bordered by the 
clitoris anteriorly, the labia on the sides and 
the posterior commissure (fourchette) 
posteriorly (inferiorly). The vestibule 
encompasses the fossa navicularis 
immediately posterior (inferior) to the 
vaginal introitus.1,9,43

 
  1. Anterior 

    Commissure * The union of the two labia minora anteriorly 
(toward the clitoris). 9,43

 
  * May be torn as a result of a straddle injury 

or by forceful separation of the labia 
minora.50
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2.  Erythema * A redness of the skin or mucous membrane 
produced by congestion or dilatation of the 
capillaries.1 Redness of tissues.9

 
  * A non-specific finding caused by local 

irritants, inflammation, infections or 
trauma.44-47  

 
  3.  Urethra * The membranous canal which conveys urine 

from the bladder to the exterior of the body.1
      a)  Urethral 
          Dilatation * An enlargement of the urethral meatal 

aperture. 
 

   * A normal variant when labial traction 
examination technique is employed.16,56

        b) Urethral 
          Meatus * External opening of the canal (urethra) from 

the bladder.1
   c) Urethral 

          Prolapse * Evagination of the lining of the urethra.1
 

   * May present as bleeding from the female 
genitalia. Most commonly occurs in 
African/American children.57,58  

 
   * Relationship to sexual abuse has not yet 

been determined. 
 

      d)  Urethritis * Inflammation of the urethra.1
 

   * May be caused by a variety of irritants (such 
as bubble bath) and infections.44-47  

 
4.  Periurethral * Pertaining to tissue surrounding the urethral 

meatus.1
      a)  Periurethral 
         Bands (Pubo- 
          urethral 
          Bands) * Small bands, lateral to the urethra, that 

connect the periurethral tissues to the wall of 
the vestibule. These bands are usually 
symmetrical and frequently create a semi-
lunar shaped space between the bands on 
either side of the urethral meatus. Also called 
urethral support ligaments.4,56,59-63

 
   * Found in the majority of females and 

accentuated when the labial traction 
examination technique is used. 16,56,59,60
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  5.  Hymenal Orifice * The opening to the vagina through the 

hymenal membrane.43

 
6.  Perihymenal * Pertaining to tissues surrounding the 

hymen.1
        

   a)  Perihymenal 
          Bands (Pubo- 
          vaginal) * Small bands of tissue, lateral to the hymen, 

that form a connection between the 
perihymenal structures and the wall of the 
vestibule.4,56,59-63

 
    * A less frequently observed finding than 

periurethral bands in prepubertal girls. 
Accentuated when the labial traction 
examination method is used.16,56,59-63

 
   * Usually a congenital variation. Rarely 

caused by trauma.53,54,59  
  7. Vaginal 

    Introitus 
    (Sphincter 
     vaginae) * The pubovaginalis muscle that forms the 

entrance to the vagina. The muscular 
bulbospongiosus in the female.1

 
  8.  Follicles * Small (1-2 mm) clear or yellow colored 

papules on the hymen and/or surrounding 
tissues that appear to contain lymph-like 
material.4,56,62

 
   * Etiology is uncertain. 

 
9.  Fossa 
    Navicularis * Concavity of the lower part of the vestibule 

situated posterior (inferior) to the vaginal 
orifice and extending to the posterior 
fourchette (posterior commissure).9,43

 
   * May be injured as a result of a straddle 

injury or a sexual assault.39,48-52  
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      a)  Asymmetry 
          of Fossa 
          Navicularis: 

                     (Puborectal 
                Bands) * The posterior commissure attachment of 

labia minora joins the fossa at different 
levels creating an asymmetrical appearance 
and occasionally a band-like configuration.56

 
   * A relatively common finding of no 

significance.56

      b)  Linea 
          Vestibularis 

           (Midline 
           sparing) * A vertical, pale/avascular line across the 

posterior fourchette and/or fossa navicularis, 
which may be accentuated by putting lateral 
traction on the labia majora.9,13,56,59,65,66

 
     * A common finding that is found in girls of 

 all ages including newborns and 
adolescents.59,65,66

10.  Posterior 
     Commissure: * The union of the two labia posteriorly 

(toward the anus).9  
 
* The junction of two labia minora posteriorly 

(inferiorly). This area is referred to as a 
posterior commissure in the prepubertal 
child. In children, the labia minora are not 
completely developed and do not connect 
inferiorly until puberty. In the postpubertal 
female, it is referred to as the posterior 
fourchette.9  

 
    * May be injured as the result of a straddle 

injury or during a sexual assault.39,50,67

 
G.  Hymen  * A membrane which partially or rarely, 

completely covers the external vaginal 
orifice. Located at the junction of the 
vestibular floor and the vaginal canal.1,9,68-72

 
The external surface is lined with highly 
differentiated squamous epithelium with 
loose cornification. The internal surface is 
lined with vaginal epithelium. Origin is the 
external vaginal plate of the urogenital 
sinus.68
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Wide anatomic variation in types: annular, 
crescentic, fimbriated (denticular), septate, 
cribriform, imperforate.13,14,15,56,59,62,63,68,69

 
Wide variation in character of membrane: 
redundant/thick vs. smooth/thin 
(velamentous) depending upon age and stage 
of secondary sexual 
development.13,14,15,56,59,62,63,68,69  

 

 
 

All females with a normal Mullerian system 
and normal external genitalia have this 
structure.59

1.  Angularity 
    of Hymen * Relatively sharp angles in the contour of the 

hymenal inner edge.64,75

 
   * When finding is located on the posterior 

hymenal rim and persists during multiple 
examination techniques it may be evidence 
of hymenal trauma.64,75,76,77  

  2. Annular 
  (Circumferential) * The hymenal membrane extends completely 

around the circumference of the vaginal 
orifice.9

 
   * The most common configuration in the 

newborn and young infant.59,69,72,78

3.  Anterior (Superior) 
    Hymenal Wings 
    (Flaps) * Bilateral projections of tissue on the anterior 

(superior) edge of the hymen.79

 
   * A common finding in infants and children 

less than five years of age as well as during 
the onset of puberty. A normal physiologic 
tissue response to estrogens.79  

4. Attenuated 
    Hymen * The term has been used to describe areas 

where the hymen is narrow.76,77,90

 
  * The term should be restricted to indicate a 

documented change in the width of the 
posterior portion of the hymen following an 
injury.9  

 
  5.  Caruncula 

    Myrtiformis 
    (Hymenales) * Small elevations of rounded mounds of 

hymen encircling the vaginal orifice.1
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   * Found in sexually active and postpartum 
females.1,2,80

 
6.  Cleft/notch * An angular or "V"-shaped indentation on the 

edge of the hymenal membrane. May extend 
to the muscular attachment of the 
hymen.2,4,75

 
   * A relatively sharp, "V"-shaped notch or cleft, 

that persists during multiple examination 
techniques may be evidence of hymenal 
trauma.64,75  

 
7.  Cleft 
  (Anterior) * A shallow indentation of the hymenal 

membrane that does not extend to the 
attachment of an annular hymen. 59,60  

 
 & Girls with a crescent shaped hymen appear 

to have an absence of the membrane between 
the 11 and 1 o’clock positions. In this 
situation the term “anterior sparing” is 
preferable. Newborns frequently have a cleft 
or notch in the midline of the hymen 
superiorly. This may be the antecedent of the 
crescent shaped hymen.56,69,81  

8.  Cleft 
   (Lateral) * An indentation along the lateral (2 to 4 and 8 

to 10 o'clock positions with the child supine) 
margins of the hymen.1,59,63

 
   * Must be interpreted with caution, 

particularly if there are bilateral, smooth 
edged, symmetrical clefts, which may 
represent naturally occurring variations. 
May be found in sexually active 
females.56,59,63,76,80

 
9.  Clefts 
  (Posterior) * An indentation in the posterior (4 to 8 

o'clock positions with the child supine) edge 
of the hymen. 2,17,25,50,64,82

 
   * Clefts in the posterior rim, that persist 

during multiple examination techniques are 
usually evidence of hymenal 
trauma.59,61,64,65,75,76  

10. Concavity 
    (Depression) * A curved or hollowed "U"-shaped 

depression on the edge of the hymenal 
membrane.1
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11. Cribriform * A hymen with multiple openings.9,43

 
   * A congenital variant.9,43

 
12.  Crescentic * Hymen with anterior attachments at 

approximately the 11 o'clock and the 1 
o'clock positions with no hymenal tissue 
visible between the two  

      attachments. 9,17,56,59,69

 
   * The most common hymenal configuration in 

the school aged, prepubertal child.56,60

 
 

13.  Cyst (Hymenal) * A fluid filled sac of tissue confined within 
the hymenal tissue. 1,9,63,83

 
   * Considered to be a normal variant.63,83

 
14.  Erythema of 
     the Hymen * A redness of the hymenal membrane 

produced by congestion [engorgement] of 
the capillaries.1

 
   * A non-specific finding. May result from a 

variety of irritants as well as direct 
trauma.44,45,46,47,63

15.  External Hymenal 
     Ridge * A midline, longitudinal ridge of tissue on the 

external surface of the hymen. May be either 
anterior or posterior. Usually extends to edge 
of the membrane.9,59,63

 
   * A congenital variant most commonly found 

during the newborn period or infancy.59,63

 
16.  Fimbriated/ 
     Denticular * Hymen with multiple projections or 

indentations along the edge, creating a 
ruffled appearance.1  

 
   * A congenital variant.69

 
17.  Hymenal Orifice * The opening in the hymenal membrane 

which constitutes the entrance or outlet of 
the vagina.1  

18.  Hymenal Orifice's 
     Diameter * The distance from one edge of the hymen to 

the opposite edge of the hymenal orifice. 
The most common measurement used is the 
horizontal (lateral) diameter.14,16,84,85
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    * Hymenal orifice size varies with the age of 
the child, the examination technique and 
other factors such as the state of 
relaxation.16,56,86

 
   * Size of the hymenal orifice should be used 

with caution in determining if prior sexual 
abuse has occurred. 

 
19.  Imperforate * A hymenal membrane with no opening.9

 
   * An uncommon congenital variant.56

 
 
 
20.  Inflammation 
     (Hymenal) * A localized protective response elicited by 

injury or destruction of tissues.1
 

   * A non-specific finding that can result from a 
variety of causes including trauma.44-47

21.  Irregular 
     Hymenal Edge * A disruption in the smooth contour of the 

hymen.64,75,87,88

 
   * A general descriptive term requiring further 

definition. 
  22.  Key-Hole  

     Configuration * A "Key-hole" appearance of the hymenal 
orifice is created when the posterior-lateral 
portions of the hymenal membrane project 
into the orifice creating a concavity 
inferiorly.4   

 
   * A descriptive term that may be  

misinterpreted. Recommend avoidance. 
 

23.  Laceration 
     of the 
     Hymen (Acute 
     Transection) * An injury or tear of the hymenal membrane 

that is usually associated with a blunt force 
penetration.64,75,82  

 
24.  Mound (Bump) * A solid, localized, rounded and thickened 

area of tissue on the edge of the hymen.9  
 

    * May be created by the hymenal attachment 
of a longitudinal intravaginal ridge 
(LIR).56,59,60,61  

25.  Narrow Hymenal  
     Membrane (Rim) 
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     (Attenuated) * The term used to describe the width of the 
hymenal membrane as viewed in the coronal 
plane, i.e. from the edge of the hymen to the 
muscular portion of the vaginal introitus 
(opening).9  

 
   * An abnormally narrow hymenal membrane 

may be evidence of prior 
trauma.4,15,64,76,82,90,91,92  

26.  Notch/cleft 
     (Hymenal) * An angular or "V" shaped indentation on the 

edge of the hymenal membrane.1 May 
extend to the muscular attachment of the 
hymen. 

 
 

   * A relatively sharp, "V"-shaped notch or cleft, 
that persists during multiple examination 
techniques may be evidence of hymenal 
trauma.59,61,64,65,75,76  

 
27.  Perihymenal * Pertaining to tissues surrounding the 

hymen.1
 

  28.  Perihymenal 
     Bands (Pubo- 
     vaginal) * Bands of tissue, lateral to the hymen, that 

form a connection between the perihymenal 
structures and the wall of the vestibule.9

 

    * A less frequently observed finding than 
periurethral bands. 

 
     * Accentuated when the labial traction 

examination method is used.16,56,59-63   

     * Usually  a congenital variant.  Rarely 
caused by trauma.53,56,59

29.   Redundant 
     Hymen * Abundant hymenal tissue which tends to fold 

back upon itself or protrude 9
 

  * A common finding in females whose hymenal 
membranes are under the influence of 
estrogen (Both infants and 
adolescents).56,59,62,76

 
30. Rolled Edges * The edge (border) of the hymen which tends 

to roll in-ward or outward upon itself. May 
unfold through the use of the knee-chest 
position, application of water, through 
manipulation with a moistened Q-tip or other 
techniques.37,16,17,62,76,77,90
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  * A normal variant most commonly noted in 

prepubertal children.16,56

 
31. Rounded Edges * Hymenal edges that appear thick and 

rounded and do not thin out with the 
different examination techniques, the 
application of water or other maneuvers used 
to unroll an elastic, redundant hymen.37,56

 
  * May be the result of hormonal influence, 

poor relaxation, an inflammatory reaction, 
the attachment of an underlying intravaginal 
longitudinal ridge or past 
injury.17,37,56,62,76,77,90

 
32. Scalloped Edges * A series of rounded projections along the 

edge of the hymen.62  
 

  * A common finding in early adolescence.79

 
  32. Septal Remnant 

 (Hymen Subseptus) * A small appendage (tag) attached to the edge 
of the hymen. Commonly located in the 
midline on the posterior rim. Frequently 
associated with a concomitant thickened 
ridge on the hymen which extends from the 
appendage (septal remnant) to the muscular 
attachment of the vaginal introitus. May be 
associated with similar appendage on 
opposite side of hymenal orifice. (Similar to 
hymenal tags.)56

 
   * Considered to be a normal variant.56,59,81

 
  * A diagnosis by implication unless an intact 

septum was previously seen. 
 

33. Septated Hymen * A hymen with band(s) of tissue, which 
bisects the orifice creating two or more 
openings.9,62,63,69,76,78,81,92,93,94,95,96

 
   * A congenital variant.59,78,81,95,96

 
35. Tag (Hymenal) * An elongated projection of tissue arising 

from any location on the hymenal rim. 
Commonly found in the midline and may be 
an extension of a posterior vaginal ridge.9

 
   * Usually a congenital variant. Rarely caused 

by trauma.59,63,93,94
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36. Thickened edge * A term used to describe the relative amount 
of tissue between the internal and external 
surfaces of the hymenal membrane.9

 
     * May be the result of hormonal influence, 

poor relaxation, the attachment of an 
underlying intravaginal longitudinal ridge 
or past injury.37,56,59,60.61,63

37. Transection of 
     hymen 
     (complete) * A tear or laceration through the entire width 

of the hymenal membrane, extending to (or 
through) its attachment to the vaginal wall.9 

 

 

 

 
38. Transection of 
     hymen 
     (partial) * A tear or laceration through a portion of the 

hymenal membrane, not extending to its 
attachment to the vaginal wall.9

 
   * The strict definition of the term "transection" 

implies a complete tear through the entire 
width of a membrane. 

       Therefore, the use of the term "partial
       transection" is to be discouraged. The term 

partial tear is suggested. 
 

H.  Posterior 
    Fourchette * The junction of two labia minora posteriorly 

(inferiorly). This area is referred to as a 
posterior commissure in the prepubertal 
child. In children, the labia minora are not 
completely developed and do not connect 
inferiorly until puberty. In the postpubertal 
female, it is referred to as the posterior 
fourchette.9  

 
1. Friability * A superficial breakdown of the skin of the 

posterior commissure when gentle traction is 
applied, causing a slight bleeding.9

 
•    Considered to be a non-specific finding. 
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2.  Linea 
    Vestibularis 
   (Midline sparing)  * A vertical, pale/avascular appearing line 

across the posterior fourchette and/or fossa 
navicularis, which may be accentuated by 
putting lateral traction on the labia 
majora.9,56,65,66

 
  * A common finding that is found in girls of all 

ages, including newborns and 
adolescents.56,59,65,66

3.  Median (Perineal) 
    Raphe * A ridge or furrow that marks the line of 

union of the two halves of the perineum.1,9,97

4.  Midline 
    Commissure * The site of union of corresponding parts. i.e. 

anterior or posterior commissure of the labia 
minora.1 

 

 

 

 

 
 

5.  Perineal Groove * Developmental anomaly, also called "Failure 
of Fusion". A midline defect in the median 
raphe in which the skin and/or mucosal 
surfaces fail to fuse. May involve any part of 
the median raphe, from the fossa to the 
anus.9,39

6.  Posterior 
    Commissure * The union of the labia minora posteriorly 

(inferiorly). Forms the posterior fourchette.9
 

I.  Vagina  * The uterovaginal (genital) canal in the 
female. This internal structure extends from 
the uterine cervix to the inner aspect of the 
hymen.9 

1.  Intravaginal 
    Columns 
    (columnae rugarum 
     vaginae) * Raised (sagittally oriented) columns most 

prominent on the anterior wall with less 
prominence on the posterior wall.9 

 
  2.  Intravaginal  

    Longitudinal  
       Ridges (ILR) * Narrow, mucosa-covered ridges of tissue on 

the vaginal wall that may be attached to the 
inner surface of the hymen. They may be 
located in all four quadrants and are usually 
multiple in number.56,59,63 
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   * A normal finding.56,59,63 

 
3.  Posterior 
    Fornix * A cavity within the vagina and located 

posteriorly (inferior) to the cervix.1
  4.  Rugae 

   (Vaginal) * Folds of epithelium (rugae) running 
circumferentially from the vaginal columns.9

 
   * A normal finding.56

5.  Vaginal 
    Introitus * The pubovaginalis muscle which forms the 

entrance to the vagina. 
 

   * Frequently used synonymously with hymenal 
orifice. 

 
6.  Vaginitis * Inflammation of the vagina; it may be marked 

by a purulent discharge and discomfort.1
   

   * May be caused by a variety of conditions, 
including bacterial vaginosis, sexually 
transmitted diseases, foreign bodies, to name 
a few. 44,45,46,47,99,100,101,102,103
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3. Male: 
 

A.  Balanitis  * Inflammation of the glans penis; it is usually 
associated with phimosis.1

 
& Usually a non-specific finding. 

 
B.  Corona of glans penis * The rounded proximal border of the glans 

penis, separated from the corpora cavernosa 
penis by the neck of the glans.1

 
C.  Frenulum  *A small fold of mucus membrane that attaches the 

prepuce to the ventral surface of the penis.1
 

D.  Glans penis * The cap-shaped expansion of the corpus 
spongiosum at the end (head) of the penis; 
also called balanus. It is covered by a mucus 
membrane and sheathed by the prepuce 
(Foreskin) in the uncircumcised male.1,9

E.  Median (Perineal) 
     raphe   * A ridge or furrow that marks the line of union 

of the two halves of the perineum.1,9
 

F.  Paraphimosis * Retraction of the phimotic foreskin, causing a 
painful swelling of the glans that, if severe, 
may cause dry gangrene unless corrected.1  

 
G.  Penis   * Male sex organ composed of erectile tissue 

through which the urethra passes. 
Homologous with the clitoris in the female.1,9

 
  * The penis is rarely injured as the result of 

sexually motivated abuse.104-108

 
 H.  Phimosis  * Constriction of the preputial orifice which 

limits the retraction of the prepuce (foreskin) 
back over the glans.1

 
 I.  Posthitis  * Inflammation of the prepuce (foreskin).1
 
 J.  Prepuce 

 (Foreskin) * A covering fold of skin over the glans of the 
penis. (preputium penis).1

 
K.  Prostate  * Gland in the male which contributes to the 

seminal fluid and accounts for the 
liquefaction of the coagulated semen. Fluid 
contains acid phosphatase, citric acid and 
proteolytic enzymes.1

 
L.  Scrotum  * The pouch which contains the testicles and 

their accessory organs.1,9
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M.  Testes  * Male sex organs (gonads) which produce 

spermatozoa and testosterone.1
 

N.  Urethra  * The membranous canal which conveys urine 
from the bladder to the exterior of the body.1

1.  Urethral meatus 
    (orifice) * The external opening of the canal leading 

from the bladder.1
 

2.  Urethritis * Inflammation of the urethra.1
 

• Usually a non-specific finding, however, may             
be caused by a sexually transmitted disease. 

 
O.  Vas Deferens * The excretory duct of the testicle, passing 

from the testis to the ejaculatory duct.1
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4. Anal: 
 
 A.  Anal Dilation 

    (dilatation) * Opening of the anus secondary to relaxation 
of the external (and possibly the internal) anal 
sphincter muscles with minimal traction on 
the buttocks.9

 
    * A finding that must be interpreted with 

caution. 
 
     * Anal dilatation has been observed in both 

abused and non-abused children. It is 
associated with a variety of causes including 
sedation, anesthesia and trauma. It is a 
common post mortem finding.23,28,82,87,106 

,109,110,111,112  
 

   * Anal dilation that occurs within 30 seconds, 
is greater than 20mm in the A-P diameter 
with no stool present in the rectal ampulla 
has been associated with prior anal 
trauma.23,28,39,42,62,77,106,107,112

 
 B.  Anal Fissure * A superficial break (split) in the perianal skin 

which radiates out from the anal orifice.9   

   
 & A variety of causes including the passage of 

hard stools (constipation), diseases such as 
Crohn's Disease and trauma.37, 

39,68,106,109,111,112

 
C.  Anal Laxity * Decrease in muscle tone of the anal sphincters 

resulting in dilation of the anus.23,28,106,109,117

 
  * May occur immediately following an 

acute/forced sodomy.28,42,106,109,111  
 

D.  Anal Skin Tag * A protrusion of anal verge tissue which 
interrupts the symmetry of the perianal skin 
folds.9 A projection of tissue on the perianal 
skin. 

  
   * When located outside the midline, causes 

other than a congenital variation should be 
considered, including such things as Crohn's 
disease or trauma.42,77,82,106,107,109,115,120,121  

 
E.  Anal Spasm * An involuntary contraction of the anal 

sphincter muscles. May be attended by pain 
and interference with function.1
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  * May be found immediately post assault.42,62,107

                 
F.  Anal Verge * The tissue overlying the subcutaneous 

external anal sphincter at the most distal 
portion of the anal canal (anoderm) and 
extends exteriorly to the margin of the anal 
skin.9,94,121  

 
 G.  "Anal Wink" * Reflex anal sphincter muscle contraction as a 

result of stroking the perianal skin. Used to 
determine sensory nerve function.37,111,112

 
   * Relationship to sexual abuse is unknown. 

 
H.  Anus   * The anal orifice, which is the lower opening 

of the digestive tract, lying in the fold 
between the buttocks.1,9 

 
 I.  Diastasis Ani 
     (Smooth Area) * A smooth, often "V" or wedge shaped area at 

either the 6 or 12 o'clock positions in the 
perianal region.  It is due to the absence of the 
underlying corrugator external anal sphincter 
muscle and results in a loss of the usual anal 
skin folds in the area.4,9,23,41

 
   * A congenital variant.23,39

J.  Ecchymosis of the 
    Perianal Tissues * A hemorrhagic area (bruise) on the skin or 

mucous membrane of the perianal tissues due 
to extravasation of blood most commonly 
caused by external trauma.1

 
  * May be confused with venous congestion and 

postmortem lividity.23,118 

 
K.  Edema 
   (Swelling) * The presence of abnormal  amounts of fluid in 

the intercellular space.1
 

   * If secondary to trauma, it will usually be 
accompanied by erythema, pain and swelling 
of perianal skin folds.1,28,109  

 
L.  Erythema 
   (Perianal) * Perianal erythema: A redness of the skin or mucous 

membranes due to congestion of the 
capillaries.1

 
   * A non-specific finding that may  result from a 

variety of causes including, improper 
hygiene, infection or trauma.23,106,109
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M.  Fistula in Ano * Perianal fistulas resulting from developmental 
abnormalities of the mucosal glands at the 
base of the anal crypts. Usually manifests as a 
draining pustule in the first year of life. More 
common in males (4:1)121 

 
N.  Flattened Anal 
    Skin Folds * A reduction or absence of the perianal folds 

or wrinkles, noted when the external anal 
sphincter is partially or completely relaxed.9

 
     * The relationship to sexual abuse is unknown. 

A common finding in sedated, relaxed 
children and at autopsy.23,82,112

 
 O.  Funnel Appearance * A decrease in the fatty (subcutaneous) tissue 

surrounding the anus, leading to a concave 
appearance.111,112 

 
   * Relationship to sexual abuse is unknown. 

 
P.  Hemorrhoid * A varicose dilatation of a vein of the superior 

or inferior hemorrhoidal plexus, resulting 
from a persistent increase in venous pressure.1

 
Q.  Hyperpigmentation * Increase in melanin pigment within the 

perianal tissues.1
 
     * A common congenital finding in darker 

skinned children. May be associated with 
post-inflammatory changes.23,106 

 
 R.  Intermittent anal 
     dilation  * Anus dilates intermittently during 

examination, particularly in the prone knee-
chest position. 

 
   * A common finding in children of all ages.23,112

 
S.  Lacerations 
    (Perianal) * A tear in the tissues immediately surrounding the 

anus. 
 

   * May result from a variety of causes including 
the passage of hard stools and  the insertion 
of foreign objects, including a 
penis.68,82,106,109,112,115

 
   * Failure of fusion of the median raphe may 

simulate a laceration.120
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T.  Pectinate Line 
    (Dentate line) * The saw-toothed line of demarcation between 

the distal (lower) portion of the anal valves 
and the pecten, a smooth zone of simple 
stratified epithelium which extends to the anal 
verge.1  

    
     * The pectinate line only appears when the 

external and internal anal sphincters relax 
and the anus dilates. A common finding at 
autopsy.9,113

 U.  Perianal 
    Skin Folds * Wrinkles or folds of perianal skin radiating 

from the anus, which are created by the 
contraction of the external anal sphincter.9

 V.  Perianal Venous 
     Congestion * The collection of venous blood in the venous 

plexus of the peri-anal tissues creating a flat, 
purple discoloration. May be localized or 
diffuse.23

 
   * A common finding in children when the thighs 

are flexed upon the hips for an extended 
period of time.23

 
W.  Perianal Venous 
    Engorgement 
    (Pooling)  * Pooling of venous blood in the perianal 

tissues creating a bluish-purple bulging of the 
tissues. May be localized or diffuse. 

 
  * Significance is currently unknown. 

 
X.  Rectum  * The distal portion of the large intestine, 

beginning anterior to the third sacral vertebra 
as a continuation of the sigmoid and ending at 
the anal canal.1

 
    * Terminal (lower) end of the intestinal tract 

(colon).1
 
Y.  Reflex Anal 
    Dilatation  * Anal dilation which occurs upon stroking the 

buttocks.111,114

 
   * Once considered to be evidence of prior 

sexual abuse. Relationship to sexual abuse is 
currently unclear.28,39,111,112
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   * Refer to anal dilation and anal wink. 
 
 
 
Z.  Scars of 
    Perianal Tissues * Scar formation in the tissues immediately 

surrounding the anus. 
 

   * While scar formation is usually a result of 
prior trauma it is an uncommon finding. 
Injured perianal tissues heal rapidly and 
leave little evidence of prior trauma.82.109

 
   * Diastasis ani, a congenital variation, may be 

confused with scar formation.39

  
 AA.  Shallow 

    Anal Canal * Relaxation of the anal sphincter muscles 
causing a flattening of the anal verge that may 
lead to exposure of the pectinate line and the 
anal canal. 

 
  * A common finding during anesthesia, 

following sedation and at autopsy.79,82,113

 
   * Relationship to sexual abuse is unknown. 

 
 BB.  Tag (Anal) * A protrusion of anal verge tissue which 

interrupts the symmetry of the perianal skin 
folds.9

 
  * Perianal skin tags outside the midline may be 

evidence of prior trauma.41,82,106,107,109,121 
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5.  Infections of the Uro-genital Tract: 
 

A.  Bacterial 
    Vaginosis: * Altered vaginal flora resulting in a 

malodorous discharge. Gardnerella vaginalis, 
Bacteroides, Mobiluncus and Peptococcus 
species have been found in increased numbers 
in this condition. Characterized by 1) Increase 
in the pH; 2) Malodorous discharge; 3) 
Abnormal flora; 4) Positive "whiff test" (i.e. 
the release of a “fishy”, amine odor upon the 
addition of KOH to a drop of vaginal fluid) 
and; 5) Clue cells. 

 
   * A common finding in sexually active adults 

and adolescents. Relationship to sexual abuse 
in prepubertal females is 
unclear.5,6,7,8,123,124,125

 
B.   Candidiasis * Yeast (moniliasis) infection caused by 

Candida species.1
 

  * A common cause of "diaper dermatitis" in 
infants. An uncommon vaginal infection in 
prepubertal children.5,121

 
  * A common vaginal infection in adolescents 

and adult females.5,121

 
C.   Chlamydia 
       Trachomatis: * A sexually transmitted organism. May be 

transmitted to newborns during the birth 
process and carried in an asymptomatic 
state.37,121,124,126,-134

 
D.   Condylomata 
       Acuminata * Venereal warts caused by human papilloma 

virus. A sexually transmitted disease in 
adults. May be transmitted to newborns 
during the birth process.135-141

 
  * Children with condyloma acuminata should 

be evaluated for the possibility of sexual 
abuse.135,137,142

 
E.   Gardnerella 
       Vaginalis  *A bacterium commonly found in sexually active 

females and associated with bacterial 
vaginosis.94,123  
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F.   Genital 
      Mycoplasma * A common organism found  in sexually active 

females.5,6,7,8

 
G.   Gonorrhea  * Infection due to a gram negative, intracellular 

diplococcus Neisseria gonorrhoeae.1
 

  * A sexually transmitted disease in most cases. 
May be transmitted to newborns during the 
birth process.94,121,143-146

 
H.   Hepatitis B * A viral infection with multiple modes of 

transmission. It may be acquired during the 
birth process, at the time of sexual contact 
and from blood products. It is endemic in 
certain populations such as Southeast 
Asians.121  

 
I.   Herpes Simplex 
     Virus-1   * A viral infection that may be sexually 

transmitted.94,121,147,148

 
 J.   Herpes Simplex 

      Virus-2  * A viral infection that is usually sexually 
transmitted.94,121,147,148

 
 K.   Human immunodeficiency 

      virus (HIV) * A sexually transmitted viral infection. May be 
transmitted at birth, through breast milk, 
blood products, semen, vaginal secretions and 
possibly other body fluids.94,121,149-152  

 
L.   Lactobacillus * Anaerobic or microaerophilic organisms that 

occur widely in nature, including the mouth, 
vagina and intestinal tract.121

 
  * Normal flora in the vagina of post-pubertal 

females.121  
 
M.   Molluscum 
       contagiosum * A common, benign, usually self-limited viral 

infection of the skin and conjunctiva by a 
poxvirus. Transmitted by autoinoculation, 
close contact. Primarily affects children but 
may also be seen in adolescents and adults in 
whom it may be sexually transmitted.1,121   
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 N. Moniliasis * Yeast (moniliasis) infection caused by 
Candida species.1

 
  * A common cause of "diaper dermatitis" in 

infants. An uncommon vaginal infection in 
prepubertal children.5,121

O. Syphilis  * Infection caused by the spirochete Treponema 
pallidum.1

 
  * A sexually transmitted disease in most cases. 

May be transmitted to the fetus prior to or at 
the time of birth.121,153-156

  
 P.   Trichomonas  

       Vaginalis  * Single celled protozoan which is usually 
sexually transmitted.121

 
  * A cause of purulent vaginitis and may be 

associated with the presence of petechiae on 
the wall of the vagina and/or cervix.121
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APPENDIX N
LABELED DIAGRAMS OF GENITAL STRUCTURES

FEMALE ANATOMY

Clitoral hood:

Labia majora:
Urethral meatus:
Labia minora:
Hymen:

Vagina:

Fossa
navicularis:

Posterior
fourchette:

Vaginal
vestibule:

sheath of skin covering clitoris at the anterior portion of the vulva; homologous with the
penis in the male.
(“outer lips”) rounded folds of skin forming the lateral boundaries of the vulva.
the external opening of the urethra canal from the bladder.
(“inner lips”) longitudinal thin folds of tissue enclosed within labia majora.
this membrane (external vaginal plate or urogenital septum) partially or rarely
completely covers the vaginal orifice.  This membrane is located at the junction of the
vestibular floor and the vaginal canal.
the uterovaginal canal in the female.  This internal structure extends from the uterine
cervix to the inner aspect of the hymen.
concavity on the lower part of the vestibule situated posteriorly (inferiorly) to the vaginal
orifice and extending to the posterior fourchette (posterior commissure).
the junction of two labia minora posteriorly (inferiorly).  This area is referred to as a
posterior commissure in the prepubertal child, as the labia minora are not completely
developed to connect inferiorly until puberty, when it is referred to as the fourchette.
an anatomic cavity containing the opening of the vagina, the urethra and the ducts of
Bartholin’s glands.  Bordered by the clitoris anteriorly, the labia laterally and the
posterior commissure (fourchette)  posteriorly (inferiorly).  The vestibule encompasses
the fossa navicularis immediately posterior (inferior) to the vaginal introitus.

MALE ANATOMY

Urethral meatus:
Glans penis:

Corona:
Shaft:
Scrotum:

the opening of canal from the bladder.
the cap-shaped expansion of the corpus spongiosum at the end of the penis; also called
balanus.  It is covered by a mucous membrane sheathed by the prepuce (foreskin) in
uncircumcised males.
posterior border of glans.
principal portion of penis.
the pouch which contains the testicles and their accessory organs.

MALE/FEMALE ANUS/RECTUM

Perineum:

Median raphe:
Anus:

Perianal folds:

Anal verge:

Pectinate
line/denate line:

Rectal ampulla:
Gluteal Cleft:

the external surface or base of the perineal body, lying between the vulva and the anus
in the female, and the scrotum and anus in the male.
a ridge or furrow that marks the line of union of the two halves of the perineum.
the anal orifice, which is the lower opening of the digestive tract, lying in the fold
between the buttocks, through which feces are extruded.
wrinkles or folds of the anal verge skin radiating from the anus, which are created by
contraction of the external anal sphincter.
the tissue overlying the subcutaneous external anal sphincter at the most distal portion
of the anal canal and extending to the margin of the anal skin.
the saw-toothed line of demarcation between the distal (lower) portion of the anal valves
and the pectin, the smooth zone of stratified epithelium which extends to the anal verge.
This line is apparent when the external and internal anal sphincters relax and the anus
dilates.
the dilated portion of the rectum just proximal to the anal canal.
a naturally occurring groove between the buttocks
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DISCHARGE INSTRUCTIONS FOR ADULTS AND ADOLESCENTS 
FOLLOWING A SEXUAL ASSAULT EXAMINATION 

 
1. Your evidentiary exam was done on        by ______________________________    

           (date)              (examiner's name) 
 

All specimens have been delivered to the      Crime Lab except the cultures for gonorrhea and 
Chlamydia and a blood test for syphilis.  These have been retained for analysis at       

 
2. To find out the results of your cultures and blood tests, call ( )     in four days.  Please call between 10 

AM and 6 PM seven days a week and have your patient identification number available when you call. 
 

Your identification number is     . 
 

3. Rape crisis counseling is available through             
   The 24 hour crisis line is ( )        
   To make an appointment for counseling, call ( )       

  Your advocate was         
 

4. If you were given pregnancy prevention medication (emergency contraception), an information sheet on the method will be 
attached. 

Medication Given  � Yes  � No 
Name of medication        Number of Pills            
 

5. You should have the following tests done in two (2) weeks. 

� Cervical culture for gonorrhea and Chlamydia 

� Throat culture for gonorrhea 

� Rectal culture for gonorrhea 

� Urethral culture for gonorrhea 

� Urine pregnancy test 

� Other      
Make an appointment to have this done by your private doctor or by one of the clinics listed. 
 

6. In six (6) weeks, you should have the following tests done: 

� Blood test for syphilis 
 

7. You have been treated for possible exposure to a sexually transmitted disease with the following: 

� Cefixime (400mg orally single dose) 

� Azithromycin (1 gram orally single dose) 

� Doxycycline (100mg orally twice daily for seven days) 

� Ofloxin (400mg orally single dose) 

� Erythromycin (500mg orally four times per day for seven days) 
� Metronidazole (2 grams orally single dose) 
� Other:        



8. You have been offered Hepatitis B vaccine for possible exposure to the hepatitis B virus. 
 

Hepatitis B vaccine given? �  Yes �  No 
 

You will need to complete the vaccination series by receiving an additional hepatitis B vaccine: 

� One (1) month � Six (6) month 
 
9. Special forensic follow-up is need to re-evaluate your injuries: 

� Your appointment is scheduled for       at      
           (date)     (time) 

� Call     to arrange a follow-up exam in      days. 
 

10. AIDS (HIV) TESTING: 
 

You have been given information about the risk of AIDS from a sexual assault.  Even though it is unlikely that you have been 
exposed to or contracted the AIDS (HIV) virus, we recommend that you be tested. 
Two types of testing exists: 
 
ANONYMOUS TESTING (at some clinics): No record is kept of the test results after they are given to you.  No one (employers, 
insurance companies) will ever know that you have been tested; however, there will be no documentation or proof of the test 
results. 
 
CONFIDENTIAL TESTING: The results of the test are kept on file but are confidential and subject to the same rules that apply 
to patient medical records.  If the results of the test become important for future reference, they can be retrieved. 
 
The AIDS (HIV) virus is not detectable in the blood for at least two months after exposure.  However, to prove that you were not 
infected with the AIDS virus before you were sexually assaulted, you will need a baseline confidential test within one week of 
your evidentiary exam.  You will need to decide if you wish to obtain a baseline test.  Otherwise, we recommend repeat testing 
at three (3) months, six (6) months, and one (1) year. 

 
11. If you have not been contacted by law enforcement about your assault after one week and you wish to inquire, call: 

� _____   Police Department at (        )       

� _____   Sheriff's Department at (        )      

� Other:    
 
12. If you are a Kaiser patient, we will arrange a follow-up examination. 

 
  

 
  



APSAC AMERICAN PROFESSIONAL SOCIETY ON THE ABUSE OF CHILDREN 
 

Practice 
Guidelines 

 
 
 
 
 
 

Glossary of Terms 
and the  
Interpretation of Findings 
For  
Child Sexual Abuse 
Evidentiary Examinations 
 
 
Introduction 
 
This document was developed to further clarify the terminology currently being used in the field of 
childhood sexual abuse and to assist professionals attempting to determine the significance of ano-
genital findings. 
 
This glossary was prepared to assist other professionals who conduct or endeavor to interpret child 
sexual abuse medical evaluations or who may use APSAC’s Practice Guidelines: Descriptive 
Terminology in Child Sexual Abuse Medical Evaluations.  Whenever possible, the definitions used in this 
document were taken from those Guidelines.  Additional terms, such as “intact hymen,” were included to 
inform professionals that the use of such terms is to be discouraged because of their lack of specificity. 
 
The interpretations used in this document have been derived from studies previously published in peer 
reviewed journals.  A conscious attempt was made to avoid unsubstantiated interpretations of ano-genital 
findings.  As with the Descriptive Terminology Guidelines, it is anticipated that revisions will occur in this 
document as our scientific knowledge and experience growth. 
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DEFINITION OF TERMS 
 
I. General Terms/Definitions  
 

A. Abrasion An area of body surface denuded of skin or mucous 
membrane by some unusual or abnormal mechanical 
process. An injury.1

B. Colposcope An instrument with a light source and magnifying lens for 
direct observation and study of the tissues. May have a 
camera and/or other recording devices attached.2,3,4

 
C. "Clue cells" Vaginal epithelial cells with clusters of bacteria adhering 

to the surface. Associated with Bacterial Vaginosis, an 
over-growth of several organisms including Gardnerella 
vaginalis.5,6,7,8

  A common finding in sexually active females.5,7

D. Cunnilingus Oral stimulation of the female genitalia.1

E. Descriptive Terms 
 

1. Anterior  Situated in front of or in the forward part of an organ, 
toward the head of the body; a term used in reference to 
the ventral or belly surface of the body.1 

2. Posterior  Situated in back of, or in the back part of; a term used in 
reference to the back or dorsal surface of the body.1

 
3. Inferior  Situated below, or directly downward; a term used in 

reference to the lower surface of an organ or other 
structure.1 

 
4. Superior  Situated above, or directly upward; a term used in 

reference to a structure occupying a position near the 
vertex.1 

 
5. Cephalad  Toward the head; opposite caudad.1 

6. Caudad  *Directed toward the tail; opposite cephalad 1 

 
7. Dorsal 1) Pertaining to the back. 2) denoting a position more to 

the back.1
 

8. Ventral  1) Pertaining to the belly. 2) denoting a position more 
toward the belly surface than some other object of 
reference; same as anterior in human anatomy.1  

9. Distal  A term denoting the remoteness from the point of origin 
or attachment of an organ of part.1

 
10. Proximal  Nearest; closer to any point of reference opposed to 

distal.1
 
11. Peri  A prefix meaning "around."1
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12. Clock position 
 reference  A method by which the location of a structure may be 

designated by using the numerals on the face of a clock. 
The 12 o'clock position is always superior (up). The 6 
o'clock position is always inferior (down). The position of 
a patient must be indicated when using this designation.9 

 
F. Ecchymosis A hemorrhagic area on the skin due to extravasation of 

blood into the skin or a mucous membrane.1  

  A bruise. 

G.  Elasticity The state or quality of being distensible; Flexibility; 
adaptability.1  Example: A hymen that changes its 
configuration with the different examination methods 
and/or positions. An inexact term that should be avoided. 

 
H. Erythema A redness of the skin or mucous membranes produced 

by congestion (dilation) of the capillaries.1 (Redness of 
tissues). 

 
I. Estrogenized Effect of influence by the female sex hormone estrogen 

resulting in changes to the genitalia.1 
 

The hymen takes on a thickened, redundant and pale 
appearance as the result of estrogenization. These 
changes are observed in infants, with the onset of 
puberty, and as the result of exogenous estrogen.1 

 
J. Examination methods 

1. Knee-chest  
Position Method 
(prone) With the patient in a knee-chest position, the examiner 

places thumbs beneath the leading edge of the gluteus 
maximus and lifts while gently separating labia.10-20

 
2. Labial Separation The labia majora are gently separated in a lateral and 

downward direction, exposing the vestibule.10-17,20 
 
3. Labial Traction The labia majora are grasped between the thumbs and 

index fingers and gently pulled toward the examiner. 
Usually performed in the supine position.16,17,19,20,21,22  

 
K. Examination  

Positions 
 

1. Frog Leg Position Examination position in which the patient lies in supine 
(lying on back, face upward) position with knees flexed 
and hips abducted. The bottoms of feet touch. 10-18 

2. Knee-chest  
Position 
(prone) Examination position during which the patient rests on 

knees with the upper chest on the examination table in a 
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lordotic ("sway-backed") posture. Elbows are flexed with 
hands placed on either side of the head.1,10-18,20

 
3. Knee-chest  

Position 
 (supine) Examination position during which the patient lies on 

his/her back with the hips flexed upon the 
abdomen.13,16,19,20 

 
4. Lateral Decubitus 
 (Recumbent) Examination position in which the patients lies on side 

with the contra lateral thigh and knee drawn up; also 
called lateral recumbent position. 

 
5. Lithotomy position Examination position in which the patient lies on his/her 

back with his/her hips and knees flexed and the thighs 
abducted and externally rotated.1 

 
6. Prone Position Examination position in which the patient lies face 

downward (on his/her abdomen).1 

 
7. Supine Position Examination position in which the patient lies (on his/her 

back) with their face upward.1
 

L. Fellatio Oral stimulation or manipulation of the penis.1
 
M. Fordyce's Granule Ectopic sebaceous glands found on the labia which 

present as yellowish white milia or papule.1 

 
N. Friability A term used to describe tissues that bleed easily, such 

as a labial adhesion when gently separated. 
 

Friability of the posterior fourchette - A superficial 
breakdown of the skin in the posterior fourchette 
(commissure) when gentle traction is applied, causing 
slight bleeding.9 

 
A non-specific finding. 

 
O. Hemorrhoid A varicose dilatation of a vein of the superior or inferior 

hemorrhoidal plexus, resulting from a persistent increase 
in venous pressure.1

 
P. Genitalia (External) The external sexual organs, In males, includes the penis 

and scrotum. In females, includes the contents of the 
vulva.1

 
Q. Hyperemia An excess of blood in a part; engorgement of the blood 

vessels.1
 

R. Hyperpigmentation Increase in melanin pigment within tissues.1
 
  A common finding in darker skinned children. May be 

congenital in nature or caused by a past inflammatory 
response.23
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S. Inflammation A localized protective response of tissues, elicited by 

injury or destruction of tissues, which is usually 
characterized in the acute form by the classical signs of 
pain, heat, redness, swelling and loss of function.4  

 
T. "Intact hymen" A term used in the past which implied a non-injured 

hymenal membrane.11,24,25

 
The use of this term is to be discouraged. 

 
U. Intracrural intercourse 
 (intralabial, dry or vulvar 
 intercourse) The act of rubbing the penis between the labia of the 

female without entering the vagina.22,24-28

V.  Laceration A transection (cut) through the skin, mucous membranes 
or deeper structures of the body.1

 
A tear through the full thickness of the skin or other 
tissue.9

 
W.  Leukocytes White blood cells or corpuscles (pus) that are part of the 

inflammatory response to an infection.1

X.  Leukorrhea A whitish, viscid (glutinous) discharge from the vagina 
and uterine cavity through the cervical os.1

 
normal finding in adolescent and adult females. The term 
physiologic discharge is sometimes used instead.29,30

 
Y.  Lichenification Thickening of the skin markings, giving the skin a 

leathery appearance. Usually secondary to prolonged 
irritation secondary to rubbing, scratching or 
inflammation.1,26 

 
Z.  Lichen Sclerosis 
 et Atrophicus A rare, chronic, atrophic skin disease characterized by 

homogeneous hypopigmented areas.1,31-36

 
It is the most common cause of kraurosis vulvae in 
females and balanitis xerotica obliterans in males.1

 
May initially be confused with injuries resulting from a 
sexual assault.35,36

 
AA. "Marital introitus" An enlarged hymenal orifice. 
 
  The use of this term is to be discouraged.  
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BB. Neovascularization New blood vessel formation in abnormal tissue or in an 

abnormal location.Revascularization.1 

 
A seldom used term due to the inability to verify.37 

 
The use of this term is to be discouraged. 

 
CC. Pelvic inflammatory  

disease  Infection of the uterus, fallopian tubes and/or ovaries 
(Salpingo-oophoritis). Commonly called "PID".1  

 
Usually caused by an ascending gonorrhea, chlamydia, 
aerobic or anaerobic bacterial infection.27,38

 
DD. Perineal Body The central tendon of the perineum. Located between 

the vestibule and the anus in the female and between 
the scrotum and anus in the male.9 

EE. Petechiae Small, pinhead sized hemorrhages caused by leaking 
capillaries. May be singular or multiple.1  

 
Frequently caused by increased pressure within the 
blood vessel, as with straining during vomiting or with 
strangulation. May also be caused by a bleeding 
disorder, infection or localized trauma.1,28 

 
FF. Scar Fibrous tissue which replaces normal tissue after the 

healing of a wound.9 

May be difficult to prove on clinical grounds, such as 
during visual inspection or palpation alone. 

 
GG. Sodomy In medical usage, this term is restricted to anal 

intercourse.1 

HH. Straddle Injury An injury to the perineum when the individual falls on an 
object while the legs are spread apart.1,41 

 
II. Synechiae Any adhesion which binds two anatomic structures 

through the formation of a band of fibrous or scar 
tissue.1,9 

JJ. Tanner Scale of  
Secondary 

 Sexual Development A sexual maturity rating scale that defines the stage of 
puberty by physical evidence of breast development and 
pubic hair in the female. The testicular/scrotal and penile 
size plus the location and type of pubic hair are used in 
the male. Stages range from Stage I (prepubertal child) 
to Stage V (fully mature adult).40
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KK. Transection A cutting across. Division by cutting or tearing 
transversely.1  

 
(Complete Hymenal) A tear or laceration through the entire width of the 

hymenal membrane extending to its attachments to the 
vaginal wall.9

 
(Partial Hymenal) A tear or laceration through a portion of the hymenal 

membrane not extending to its attachment to the vaginal 
wall.9

 
The strict definition of the term "transection" implies a 
complete tear through the entire width of a membrane. 
Therefore, the use of the term "partial transection" is 
to be discouraged. The term partial tear is suggested.  

 
LL.  Vascularity 
 (Increased or Prominent) Dilation of existing superficial blood vessels.9 

 
MM. Vulvar Coitus  
 (Intralabial or Intracrural  
 Intercourse)  Rubbing of the penis between the labia of the female 

without entering the vagina.26,41,42

 
II. Female 

 
A.  Mons Pubis The rounded fleshy prominence, created by the 

underlying fat pad, which lies over the symphysis pubis 
(pubic bone) in the female.9

 
B.  Perineum The external surface or base of the perineal body, lying 

between the vulva and the anus in the female. 
Underlying the external surface of the perineum is the 
floor and its associated structures occupying the pelvic 
outlet which is bounded anteriorly by pubic symphysis 
(pubic bone), laterally by the ischial tuberosities (pelvic 
bones) and posteriorly by the coccyx (tail bone).1,9

 
C.  Vulva The external genitalia or pudendum of the female. 

Includes the mons pubis, clitoris, labia majora, labia 
minora, vaginal vestibule, urethral orifice, vaginal orifice, 
hymen, and posterior fourchette (or commissure) 25,45

 
1. Vulvitis Inflammation of the labia and vestibule.1

 
May be caused by a variety of irritants, such as, but not 
limited to improper wiping techniques, poor hygiene, 
bubble bath, shampoo or infectious agents.44-47   

 
2. Vulvar coitus Rubbing of the penis between the labia of the female 

without entering the vagina.26,41,42 
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D. Clitoris/Clitoral Hood 
 

1. Clitoris A small cylindric, erectile body, situated at the anterior 
(superior) portion of the of the vulva, covered by a 
sheath of skin called the clitoral hood; homologous with 
the penis in the male.1,9,43

2. Clitoral Hood The skin covering the clitoris.  Homologous with the 
prepuce (foreskin) in the male.1 

 
  May become erythematous and edematous from contact 

with a variety of irritants or from trauma.44-47

      
E. Labia 

 
1. Labia Majora  

(Outer Lips) Rounded folds of skin forming the lateral boundaries of 
the vulva.9,43 

 
2. Labia Minora  

(Inner Lips) Longitudinal, thin folds of tissue within the labia majora. 
In the prepubertal child, these folds extend from the 
clitoral hood to approximately the midpoint on the lateral 
wall of the vestibule. In the adult, they enclose the 
vestibule and contain the opening to the vagina.9,43

   
Commonly injured in accidental straddle injuries.48-50 

 
3. Labial Adhesion 

    (Agglutination) The result of adherence (fusion) of the adjacent, outer-
most, mucosal surfaces of the posterior portion 
vestibular walls. This may occur at any point along the 
length of the vestibule although it most commonly occurs 
posteriorly (inferiorly).9,51,52

 
  A common finding in infants and young children. 

Unusual to appear for the first time after 6 to 7 years of 
age. May be related to chronic irritation.53-55  

  
F. Vestibule (Vaginal) An anatomical cavity containing the openings of the 

vagina, the urethra and the ducts of Bartholin's glands. 
Bordered by the clitoris anteriorly, the labia on the sides 
and the posterior commissure (fourchette) posteriorly 
(inferiorly). The vestibule encompasses the fossa 
navicularis immediately posterior (inferior) to the vaginal 
introitus.1,9,43

 
1. Anterior Commissure The union of the two labia minora anteriorly (toward the 

clitoris). 9,43

 
May be torn as a result of a straddle injury or by forceful 
separation of the labia minora.50
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2.  Erythema A redness of the skin or mucous membrane produced by 

congestion or dilatation of the capillaries.1 Redness of 
tissues.9

 
A non-specific finding caused by local irritants, 
inflammation, infections or trauma.44-47  

3.  Urethra The membranous canal which conveys urine from the 
bladder to the exterior of the body.1 

 
a) Urethral  

Dilatation An enlargement of the urethral meatal aperture. 
 
  A normal variant when labial traction examination 

technique is employed.16,56 

 
b) Urethral  

Meatus External opening of the canal (urethra) from the 
bladder.1  

 
c) Urethral 

Prolapse Evagination of the lining of the urethra.1
 
  May present as bleeding from the female genitalia. Most 

commonly occurs in African/American children.57,58  
 
  Relationship to sexual abuse has not yet been 

determined. 
 

d) Urethritis Inflammation of the urethra.1

May be caused by a variety of irritants (such as bubble 
bath) and infections.44-47  

 
4. Periurethral Pertaining to tissue surrounding the urethral meatus.1  

 
a) Periurethral  

Bands  
(Pubo-urethral  
Bands) Small bands, lateral to the urethra, that connect the 

periurethral tissues to the wall of the vestibule. These 
bands are usually symmetrical and frequently create a 
semi-lunar shaped space between the bands on either 
side of the urethral meatus. Also called urethral support 
ligaments.4,56,59-63

 
   Found in the majority of females and accentuated when 

the labial traction examination technique is used. 
16,56,59,60

 
5. Hymenal Orifice The opening to the vagina through the hymenal 

membrane.43

 
 
 
 

 14



 

6.  Perihymenal Pertaining to tissues surrounding the hymen.1
 

a) Perihymenal  
Bands  
(Pubo-vaginal) Small bands of tissue, lateral to the hymen, that form a 

connection between the perihymenal structures and the 
wall of the vestibule.4,56,59-63

 
 A less frequently observed finding than periurethral 

bands in prepubertal girls. Accentuated when the labial 
traction examination method is used.16,56,59-63

 
Usually a congenital variation. Rarely caused by 
trauma.53,54,59  

 
7. Vaginal Introitus (Sphincter vaginae) The pubovaginalis muscle that 

forms the entrance to the vagina. The muscular 
bulbospongiosus in the female.1

 
8. Follicles Small (1-2 mm) clear or yellow colored papules on the 

hymen and/or surrounding tissues that appear to contain 
lymph-like material.4,56,62

 
Etiology is uncertain. 

 
9. Fossa Navicularis Concavity of the lower part of the vestibule situated 

posterior (inferior) to the vaginal orifice and extending to 
the posterior fourchette (posterior commissure).9,43

 
  May be injured as a result of a straddle injury or a sexual 

assault.39,48-52  
 

a) Asymmetry of  
Fossa Navicularis  
(Puborectal  
  bands) The posterior commissure attachment of labia minora 

joins the fossa at different levels creating an 
asymmetrical appearance and occasionally a band-like 
configuration.56

 
A relatively common finding of no significance.56 

 
b) Linea Vestibularis 
 (Midline sparing) A vertical, pale/avascular line across the posterior 

fourchette and/or fossa navicularis, which may be 
accentuated by putting lateral traction on the labia 
majora.9,13,56,59,65,66

A common finding that is found in girls of  all ages 
including newborns and adolescents.59,65,66 
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11. Posterior  
 Commissure The union of the two labia posteriorly (toward the anus).9  

 
The junction of two labia minora posteriorly (inferiorly). 
This area is referred to as a posterior commissure in the 
prepubertal child. In children, the labia minora are not 
completely developed and do not connect inferiorly until 
puberty. In the postpubertal female, it is referred to as 
the posterior fourchette.9  
 
May be injured as the result of a straddle injury or during 
a sexual assault.39,50,67 

 
G.  Hymen A membrane which partially or rarely, completely covers 

the external vaginal orifice. Located at the junction of the 
vestibular floor and the vaginal canal.    1,9,68-72

 
The external surface is lined with highly differentiated 
squamous epithelium with loose cornification. The 
internal surface is lined with vaginal epithelium. Origin is 
the external vaginal plate of the urogenital sinus.68

Wide anatomic variation in types: annular, crescentic, 
fimbriated (denticular), septate, cribriform, 
imperforate.13,14,15,56,59,62,63,68,69

 
Wide variation in character of membrane: 
redundant/thick vs. smooth/thin (velamentous) 
depending upon age and stage of secondary sexual 
development.13,14,15,56,59,62,63,68,69 

 
All females with a normal Mullerian system and normal 
external genitalia have this structure.59

 
1.  Angularity of Hymen Relatively sharp angles in the contour of the hymenal 

inner edge.64,75

 
When finding is located on the posterior hymenal rim 
and persists during multiple examination techniques it 
may be evidence of hymenal trauma.64,75,76,77  

 
3. Annular  

(Circumferential) The hymenal membrane extends completely around the 
circumference of the vaginal orifice.9

 
The most common configuration in the newborn and 
young infant.59,69,72,78

 
3.  Anterior (Superior) 
 Hymenal Wings  

(Flaps) Bilateral projections of tissue on the anterior (superior) 
edge of the hymen.79

 
A common finding in infants and children less than five 
years of age as well as during the onset of puberty. A 
normal physiologic tissue response to estrogens.79  
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4. Attenuated Hymen The term has been used to describe areas where the 

hymen is narrow.76,77,90

 
The term should be restricted to indicate a documented 
change in the width of the posterior portion of the hymen 
following an injury.9  
 

5.  Caruncula Myrtiformis 
 (Hymenales) Small elevations of rounded mounds of hymen encircling 

the vaginal orifice.1 

 
Found in sexually active and postpartum females.1,2,80

 
6.  Cleft/notch An angular or "V"-shaped indentation on the edge of the 

hymenal membrane. May extend to the muscular 
attachment of the hymen.2,4,75

 
A relatively sharp, "V"-shaped notch or cleft, that persists 
during multiple examination techniques may be evidence 
of hymenal trauma.64,75  
 

7.  Cleft (Anterior) A shallow indentation of the hymenal membrane that 
does not extend to the attachment of an annular hymen. 
59,60  

 
Girls with a crescent shaped hymen appear to have an 
absence of the membrane between the 11 and 1 o’clock 
positions. In this situation the term “anterior sparing” is 
preferable. Newborns frequently have a cleft or notch in 
the midline of the hymen superiorly. This may be the 
antecedent of the crescent shaped hymen.56,69,81  
 

8.  Cleft (Lateral) An indentation along the lateral (2 to 4 and 8 to 10 
o'clock positions with the child supine) margins of the 
hymen.1,59,63

 
Must be interpreted with caution, particularly if there are 
bilateral, smooth edged, symmetrical clefts, which may 
represent naturally occurring variations. May be found in 
sexually active females.56,59,63,76,80

 
9.  Clefts (Posterior) An indentation in the posterior (4 to 8 o'clock positions 

with the child supine) edge of the hymen. 2,17,25,50,64,82

 
Clefts in the posterior rim, that persist during multiple 
examination techniques are usually evidence of hymenal 
trauma.59,61,64,65,75,76  

 
10. Concavity  

(Depression) A curved or hollowed "U"-shaped depression on the 
edge of the hymenal membrane.1

 
11. Cribriform A hymen with multiple openings.9,43

 
A congenital variant.9,43
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12. Crescentic Hymen with anterior attachments at approximately the 

11 o'clock and the 1 o'clock positions with no hymenal 
tissue visible between the two attachments. 9,17,56,59,69

 
The most common hymenal configuration in the school 
aged, prepubertal child.56,60

 
13. Cyst (Hymenal) A fluid filled sac of tissue confined within the hymenal 

tissue. 1,9,63,83

 
Considered to be a normal variant.63,83

 
14. Erythema of the Hymen A redness of the hymenal membrane produced by 

congestion [engorgement] of the capillaries.1

A non-specific finding. May result from a variety of 
irritants as well as direct trauma.44,45,46,47,63 

15. External Hymenal Ridge A midline, longitudinal ridge of tissue on the external 
surface of the hymen. May be either anterior or 
posterior. Usually extends to edge of the 
membrane.9,59,63

 
A congenital variant most commonly found during the 
newborn period or infancy.59,63

16. Fimbriated/Denticular Hymen with multiple projections or indentations along 
the edge, creating a ruffled appearance.1  

 
A congenital variant.69

 
17. Hymenal Orifice The opening in the hymenal membrane which 

constitutes the entrance or outlet of the vagina.1  
 

18. Hymenal Orifice's 
Diameter The distance from one edge of the hymen to the 

opposite edge of the hymenal orifice. The most common 
measurement used is the horizontal (lateral) 
diameter.14,16,84,85

 
Hymenal orifice size varies with the age of the child, the 
examination technique and other factors such as the 
state of relaxation.16,56,86

 
Size of the hymenal orifice should be used with 
caution in determining if prior sexual abuse has 
occurred. 

 
19. Imperforate A hymenal membrane with no opening.9
 

An uncommon congenital variant.56 
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20. Inflammation  (Hymenal) A localized protective response elicited 
by injury or destruction of tissues.1

 
A non-specific finding that can result from a variety of 
causes including trauma.44-47   

21. Irregular Hymenal Edge A disruption in the smooth contour of the hymen.64,75,87,88

 
A general descriptive term requiring further definition. 

 
22. Key-Hole Configuration A "Key-hole" appearance of the hymenal orifice is 

created when the posterior-lateral portions of the 
hymenal membrane project into the orifice creating a 
concavity inferiorly.4  

A descriptive term that may be  misinterpreted. 
Recommend avoidance. 

 
23. Laceration of the 
Hymen  
(Acute Transection) An injury or tear of the hymenal membrane that is 

usually associated with a blunt force penetration.64,75,82  
 
24. Mound (Bump) A solid, localized, rounded and thickened area of tissue 

on the edge of the hymen.9  

May be created by the hymenal attachment of a 
longitudinal intravaginal ridge (LIR).56,59,60,61  
 

25. Narrow Hymenal  
Membrane (Rim) 
(Attenuated) The term used to describe the width of the hymenal 

membrane as viewed in the coronal plane, i.e. from the 
edge of the hymen to the muscular portion of the vaginal 
introitus (opening).9  

 
An abnormally narrow hymenal membrane may be 
evidence of prior trauma.4,15,64,76,82,90,91,92  

 
26. Notch/cleft (Hymenal) An angular or "V" shaped indentation on the edge of the 

hymenal membrane.1 May extend to the muscular 
attachment of the hymen. 

A relatively sharp, "V"-shaped notch or cleft, that persists 
during multiple examination techniques may be evidence 
of hymenal trauma.59,61,64,65,75,76  

 
27. Perihymenal Pertaining to tissues surrounding the hymen.1
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28. Perihymenal Bands 
 (Pubo-vaginal) Bands of tissue, lateral to the hymen, that form a 

connection between the perihymenal structures and the 
wall of the vestibule.9

 

A less frequently observed finding than periurethral 
bands. 
 
Accentuated when the labial traction examination 
method is used.16,56,59-63

 

Usually  a congenital variant.  Rarely caused by 
trauma.53,56,59

 
29. Redundant Hymen Abundant hymenal tissue which tends to fold back upon 

itself or protrude 9
 

A common finding in females whose hymenal 
membranes are under the influence of estrogen (Both 
infants and adolescents).56,59,62,76

 
30. Rolled Edges The edge (border) of the hymen which tends to roll in-

ward or outward upon itself. May unfold through the use 
of the knee-chest position, application of water, through 
manipulation with a moistened Q-tip or other 
techniques.37,16,17,62,76,77,90

 
A normal variant most commonly noted in prepubertal 
children.16,56

 
31. Rounded Edges Hymenal edges that appear thick and rounded and do 

not thin out with the different examination techniques, 
the application of water or other maneuvers used to 
unroll an elastic, redundant hymen.37,56

 
May be the result of hormonal influence, poor relaxation, 
an inflammatory reaction, the attachment of an 
underlying intravaginal longitudinal ridge or past 
injury.17,37,56,62,76,77,90

 
32. Scalloped Edges A series of rounded projections along the edge of the 

hymen.62  
 

A common finding in early adolescence.79

 
32. Septal Remnant 
 (Hymen Subseptus) A small appendage (tag) attached to the edge of the 

hymen. Commonly located in the midline on the 
posterior rim. Frequently associated with a concomitant 
thickened ridge on the hymen which extends from the 
appendage (septal remnant) to the muscular attachment 
of the vaginal introitus. May be associated with similar 
appendage on opposite side of hymenal orifice. (Similar 
to hymenal tags.)56
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Considered to be a normal variant.56,59,81

 
  A diagnosis by implication unless an intact septum was 

previously seen. 
 

33. Septated Hymen A hymen with band(s) of tissue, which bisects the orifice 
creating two or more openings.9,62,63,69,76,78,81,92,93,94,95,96

 
  A congenital variant.59,78,81,95,96 

 
35. Tag (Hymenal) An elongated projection of tissue arising from any 

location on the hymenal rim. Commonly found in the 
midline and may be an extension of a posterior vaginal 
ridge.9

 
  Usually a congenital variant. Rarely caused by 

trauma.59,63,93,94

 
36. Thickened edge A term used to describe the relative amount of tissue 

between the internal and external surfaces of the 
hymenal membrane.9

 
  May be the result of hormonal influence, poor relaxation, 

the attachment of an underlying intravaginal longitudinal 
ridge or past injury.37,56,59,60.61,63

 
37. Transection of 
 hymen (complete) A tear or laceration through the entire width of the 

hymenal membrane, extending to (or through) its 
attachment to the vaginal wall.9 

 
38. Transection of 
     hymen (partial) A tear or laceration through a portion of the hymenal 

membrane, not extending to its attachment to the vaginal 
wall.9

 
The strict definition of the term "transection" implies a 
complete tear through the entire width of a membrane. 
Therefore, the use of the term "partial transection" is to 
be discouraged. The term partial tear is suggested. 
 

H.  Posterior Fourchette The junction of two labia minora posteriorly (inferiorly). 
This area is referred to as a posterior commissure in the 
prepubertal child. In children, the labia minora are not 
completely developed and do not connect inferiorly until 
puberty. In the postpubertal female, it is referred to as 
the posterior fourchette.9  

 
1. Friability A superficial breakdown of the skin of the posterior 

commissure when gentle traction is applied, causing a 
slight bleeding.9

 
Considered to be a non-specific finding. 
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2. Linea Vestibularis 
 (Midline sparing)  A vertical, pale/avascular appearing line across the 

posterior fourchette and/or fossa navicularis, which may 
be accentuated by putting lateral traction on the labia 
majora.9,56,65,66

 
  A common finding that is found in girls of all ages, 

including newborns and adolescents.56,59,65,66

 
3. Median (Perineal) 
 Raphe A ridge or furrow that marks the line of union of the two 

halves of the perineum.1,9,97

 
4. Midline 
 Commissure The site of union of corresponding parts. i.e. anterior or 

posterior commissure of the labia minora.1
 
5. Perineal Groove Developmental anomaly, also called "Failure of Fusion". 

A midline defect in the median raphe in which the skin 
and/or mucosal surfaces fail to fuse. May involve any 
part of the median raphe, from the fossa to the anus.9,39

 
6. Posterior 
 Commissure The union of the labia minora posteriorly (inferiorly). 

Forms the posterior fourchette.9
 

I. Vagina The uterovaginal (genital) canal in the female. This 
internal structure extends from the uterine cervix to the 
inner aspect of the hymen.9 

 
1. Intravaginal 
 Columns 
 (columnae rugarum 
   vaginae) Raised (sagittally oriented) columns most prominent on 

the anterior wall with less prominence on the posterior 
wall.9 

 
2. Intravaginal  
 Longitudinal  
 Ridges (ILR) Narrow, mucosa-covered ridges of tissue on the vaginal 

wall that may be attached to the inner surface of the 
hymen. They may be located in all four quadrants and 
are usually multiple in number.56,59,63 

 

A normal finding.56,59,63  

 
3.  Posterior Fornix A cavity within the vagina and located posteriorly 

(inferior) to the cervix.1  

 
4.  Rugae (Vaginal) Folds of epithelium (rugae) running circumferentially 

from the vaginal columns.9 

 
  A normal finding.56 
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5. Vaginal Introitus The pubovaginalis muscle which forms the entrance to 
the vagina. 

 
  Frequently used synonymously with hymenal orifice. 

 
6.  Vaginitis Inflammation of the vagina; it may be marked by a 

purulent discharge and discomfort.1
   
  May be caused by a variety of conditions, including 

bacterial vaginosis, sexually transmitted diseases, 
foreign bodies, to name a few. 44,45,46,47,99,100,101,102,103 

 
III. Male 
 

A. Balanitis Inflammation of the glans penis; it is usually associated 
with phimosis.1

 
Usually a non-specific finding. 

 
B. Corona of glans penis The rounded proximal border of the glans penis, 

separated from the corpora cavernosa penis by the neck 
of the glans.1 

 
C. Frenulum A small fold of mucus membrane that attaches the 

prepuce to the ventral surface of the penis.1
 
D. Glans penis The cap-shaped expansion of the corpus spongiosum at 

the end (head) of the penis; also called balanus. It is 
covered by a mucus membrane and sheathed by the 
prepuce (Foreskin) in the uncircumcised male.1,9 

 
E. Median (Perineal) 
 raphe A ridge or furrow that marks the line of union of the two 

halves of the perineum.1,9 

 
F. Paraphimosis Retraction of the phimotic foreskin, causing a painful 

swelling of the glans that, if severe, may cause dry 
gangrene unless corrected.1  

 
G.  Penis Male sex organ composed of erectile tissue through 

which the urethra passes. Homologous with the clitoris in 
the female.1,9 

 
  The penis is rarely injured as the result of sexually 

motivated abuse.104-108 
 
H.  Phimosis Constriction of the preputial orifice which limits the 

retraction of the prepuce (foreskin) back over the glans.1
 
I.  Posthitis Inflammation of the prepuce (foreskin).1
 
J. Prepuce 

(Foreskin) A covering fold of skin over the glans of the penis. 
(preputium penis).1
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K.  Prostate Gland in the male which contributes to the seminal fluid 
and accounts for the liquefaction of the coagulated 
semen. Fluid contains acid phosphatase, citric acid and 
proteolytic enzymes.1

 
L.  Scrotum The pouch which contains the testicles and their 

accessory organs.1,9

 
M.  Testes Male sex organs (gonads) which produce spermatozoa 

and testosterone.1
 
N.  Urethra The membranous canal which conveys urine from the 

bladder to the exterior of the body.1
1.  Urethral meatus 
 (orifice) The external opening of the canal leading from the 

bladder.1
 
2.  Urethritis Inflammation of the urethra.1

 
Usually a non-specific finding, however, may be caused 
by a sexually transmitted disease. 

 
O.  Vas Deferens The excretory duct of the testicle, passing from the testis 

to the ejaculatory duct.1
 

4.  Anal 
 

A.  Anal Dilation 
    (dilatation) Opening of the anus secondary to relaxation of the 

external (and possibly the internal) anal sphincter 
muscles with minimal traction on the buttocks.9

 
  A finding that must be interpreted with caution. 
 
  Anal dilatation has been observed in both abused and 

non-abused children. It is associated with a variety of 
causes including sedation, anesthesia and trauma. It is a 
common post mortem finding.23,28,82,87,106 ,109,110,111,112  

 
  Anal dilation that occurs within 30 seconds, is greater 

than 20mm in the A-P diameter with no stool present in 
the rectal ampulla has been associated with prior anal 
trauma.23,28,39,42,62,77,106,107,112

 
 B.  Anal Fissure A superficial break (split) in the perianal 

skin which radiates out from the anal orifice.9   

   
A variety of causes including the passage of hard stools 
(constipation), diseases such as Crohn's Disease and 
trauma.37, 39,68,106,109,111,112

 
C.  Anal Laxity Decrease in muscle tone of the anal sphincters resulting 

in dilation of the anus.23,28,106,109,117

 
  May occur immediately following an acute/forced 

sodomy.28,42,106,109,111  
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D.  Anal Skin Tag A protrusion of anal verge tissue which interrupts the 
symmetry of the perianal skin folds.9 A projection of 
tissue on the perianal skin. 

  
  When located outside the midline, causes other than a 

congenital variation should be considered, including 
such things as Crohn's disease or 
trauma.42,77,82,106,107,109,115,120,121  

 
E. Anal Spasm An involuntary contraction of the anal sphincter muscles. 

May be attended by pain and interference with function.1
   
 May be found immediately post assault.42,62,107

 
F. Anal Verge The tissue overlying the subcutaneous external anal 

sphincter at the most distal portion of the anal canal 
(anoderm) and extends exteriorly to the margin of the 
anal skin.9,94,121  

 
G.  "Anal Wink" Reflex anal sphincter muscle contraction as a result of 

stroking the perianal skin. Used to determine sensory 
nerve function.37,111,112

 
  Relationship to sexual abuse is unknown. 
 

H.  Anus The anal orifice, which is the lower opening of the 
digestive tract, lying in the fold between the buttocks.1,9 

 
I.  Diastasis Ani 

(Smooth Area) A smooth, often "V" or wedge shaped area at either the 
6 or 12 o'clock positions in the perianal region.  It is due 
to the absence of the underlying corrugator external anal 
sphincter muscle and results in a loss of the usual anal 
skin folds in the area.4,9,23,41

 
  A congenital variant.23,39 

 
J.  Ecchymosis of the 
 Perianal Tissues A hemorrhagic area (bruise) on the skin or mucous 

membrane of the perianal tissues due to extravasation of 
blood most commonly caused by external trauma.1

 
  May be confused with venous congestion and 

postmortem lividity.23,118 

 
K.  Edema 
 (Swelling) The presence of abnormal  amounts of fluid in the 

intercellular space.1
 

  If secondary to trauma, it will usually be accompanied by 
erythema, pain and swelling of perianal skin folds.1,28,109 
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L.  Erythema 
 (Perianal) Perianal erythema: A redness of the skin or mucous 

membranes due to congestion of the capillaries.1
 

A non-specific finding that may  result from a variety of 
causes including, improper hygiene, infection or 
trauma.23,106,109

 
M.  Fistula in Ano Perianal fistulas resulting from developmental 

abnormalities of the mucosal glands at the base of the 
anal crypts. Usually manifests as a draining pustule in 
the first year of life. More common in males (4:1)121

N.  Flattened Anal 
 Skin Folds A reduction or absence of the perianal folds or wrinkles, 

noted when the external anal sphincter is partially or 
completely relaxed.9

 
  The relationship to sexual abuse is unknown. A common 

finding in sedated, relaxed children and at 
autopsy.23,82,112

 
O.  Funnel Appearance A decrease in the fatty (subcutaneous) tissue 

surrounding the anus, leading to a concave 
appearance.111,112 

 
  Relationship to sexual abuse is unknown. 
 
P.  Hemorrhoid A varicose dilatation of a vein of the superior or inferior 

hemorrhoidal plexus, resulting from a persistent increase 
in venous pressure.1

 
Q.  Hyperpigmentation Increase in melanin pigment within the perianal tissues.1

 
  A common congenital finding in darker skinned children. 

May be associated with post-inflammatory changes.23,106 

 
R. Intermittent anal 
 dilation Anus dilates intermittently during examination, 

particularly in the prone knee-chest position. 
 
  A common finding in children of all ages.23,112

 
S.  Lacerations 
    (Perianal) A tear in the tissues immediately surrounding the anus. 
 

May result from a variety of causes including the 
passage of hard stools and  the insertion of foreign 
objects, including a penis.68,82,106,109,112,115

 
  Failure of fusion of the median raphe may simulate a 

laceration.120 
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T.  Pectinate Line 
    (Dentate line) The saw-toothed line of demarcation between the distal 

(lower) portion of the anal valves and the pecten, a 
smooth zone of simple stratified epithelium which 
extends to the anal verge.1  

    
  The pectinate line only appears when the external and 

internal anal sphincters relax and the anus dilates. A 
common finding at autopsy.9,113 

 
U.  Perianal Skin Folds Wrinkles or folds of perianal skin radiating from the anus, 

which are created by the contraction of the external anal 
sphincter.9 

 
V.  Perianal Venous 
 Congestion The collection of venous blood in the venous plexus of 

the peri-anal tissues creating a flat, purple discoloration. 
May be localized or diffuse.23

 
  A common finding in children when the thighs are flexed 

upon the hips for an extended period of time.23 

 
W.  Perianal Venous 
 Engorgement 
 (Pooling) Pooling of venous blood in the perianal tissues creating 

a bluish-purple bulging of the tissues. May be localized 
or diffuse. 

 
  Significance is currently unknown. 
 

X. Rectum The distal portion of the large intestine, beginning 
anterior to the third sacral vertebra as a continuation of 
the sigmoid and ending at the anal canal.1

 
  Terminal (lower) end of the intestinal tract (colon).1 

 
Y.  Reflex Anal 
    Dilatation Anal dilation which occurs upon stroking the 

buttocks.111,114

 
  Once considered to be evidence of prior sexual abuse. 

Relationship to sexual abuse is currently 
unclear.28,39,111,112

 
  Refer to anal dilation and anal wink. 
 

Z. Scars of 
Perianal Tissues Scar formation in the tissues immediately surrounding 

the anus. 
 

While scar formation is usually a result of prior trauma it 
is an uncommon finding. Injured perianal tissues heal 
rapidly and leave little evidence of prior trauma.82.109

 
Diastasis ani, a congenital variation, may be confused 
with scar formation.39 

 27



 

AA. Shallow 
    Anal Canal Relaxation of the anal sphincter muscles causing a 

flattening of the anal verge that may lead to exposure of 
the pectinate line and the anal canal. 

 
  A common finding during anesthesia, following sedation 

and at autopsy.79,82,113

 
  Relationship to sexual abuse is unknown. 
 
 
 
 
BB.  Tag (Anal) A protrusion of anal verge tissue which interrupts the 

symmetry of the perianal skin folds.9
 
  Perianal skin tags outside the midline may be evidence 

of prior trauma.41,82,106,107,109,121 

 

 
5.  Infections of the Uro-genital Tract 
 

A.  Bacterial 
    Vaginosis Altered vaginal flora resulting in a malodorous discharge. 

Gardnerella vaginalis, Bacteroides, Mobiluncus and 
Peptococcus species have been found in increased 
numbers in this condition. Characterized by 1) Increase 
in the pH; 2) Malodorous discharge; 3) Abnormal flora; 
4) Positive "whiff test" (i.e. the release of a “fishy”, amine 
odor upon the addition of KOH to a drop of vaginal fluid) 
and; 5) Clue cells. 

 
A common finding in sexually active adults and 
adolescents. Relationship to sexual abuse in prepubertal 
females is unclear.5,6,7,8,123,124,125

 
B.   Candidiasis Yeast (moniliasis) infection caused by Candida species.1

 
  A common cause of "diaper dermatitis" in infants. An 

uncommon vaginal infection in prepubertal children.5,121

 
  A common vaginal infection in adolescents and adult 

females.5,121 

 
C.   Chlamydia 
 Trachomatis A sexually transmitted organism. May be transmitted to 

newborns during the birth process and carried in an 
asymptomatic state.37,121,124,126,-134

D.   Condylomata 
 Acuminata Venereal warts caused by human papilloma virus. A 

sexually transmitted disease in adults. May be 
transmitted to newborns during the birth process.135-141

 
  Children with condyloma acuminata should be evaluated 

for the possibility of sexual abuse.135,137,142

 

 28



 

E.   Gardnerella 
 Vaginalis A bacterium commonly found in sexually active females 

and associated with bacterial vaginosis.94,123 

 
F.   Genital 
 Mycoplasma A common organism found  in sexually active 

females.5,6,7,8

 
G.   Gonorrhea Infection due to a gram negative, intracellular 

diplococcus Neisseria gonorrhoeae.1
 

A sexually transmitted disease in most cases. May be 
transmitted to newborns during the birth process.94,121,143-

146

 
H.   Hepatitis B A viral infection with multiple modes of transmission. It 

may be acquired during the birth process, at the time of 
sexual contact and from blood products. It is endemic in 
certain populations such as Southeast Asians.121  

 
I.   Herpes Simplex 

 Virus-1 A viral infection that may be sexually 
transmitted.94,121,147,148

 
J.   Herpes Simplex 
 Virus-2 A viral infection that is usually sexually 

transmitted.94,121,147,148

 
L. Human Immune  
 Deficiency Virus (HIV) A sexually transmitted viral infection. May be transmitted 

at birth, through breast milk, blood products, semen, 
vaginal secretions and possibly other body 
fluids.94,121,149-152  

 
L.   Lactobacillus Anaerobic or microaerophilic organisms that occur widely 

in nature, including the mouth, vagina and intestinal 
tract.121

 
  Normal flora in the vagina of post-pubertal females.121  
 
M.   Molluscum 
       contagiosum A common, benign, usually self-limited viral infection of 

the skin and conjunctiva by a poxvirus. Transmitted by 
autoinoculation, close contact. Primarily affects children 
but may also be seen in adolescents and adults in whom 
it may be sexually transmitted.1,121   

 
N. Moniliasis Yeast (moniliasis) infection caused by Candida species.1
 
  A common cause of "diaper dermatitis" in infants. An 

uncommon vaginal infection in prepubertal children.5,121
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O. Syphilis Infection caused by the spirochete Treponema pallidum.1
 
  A sexually transmitted disease in most cases. May be 

transmitted to the fetus prior to or at the time of 
birth.121,153-156 

 
P. Trichomonas  

 Vaginalis Single celled protozoan which is usually sexually 
transmitted.121

 
  A cause of purulent vaginitis and may be associated with 

the presence of petechiae on the wall of the vagina 
and/or cervix.121
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