
This issue covers Part I of a
two-part series on evaluation
and management of sexual
assault in the emergency
department (ED). Part I of the
series discusses initial ED care,
physical exam, and evidence
collection. Part II will cover
laboratory analysis, pharma-
cotherapy, disposition, follow-
up, documentation, and court
testimony.

—The Editor

Introduction
Sexual Assault is a violent

crime that can affect anyone.
The National Violence Against

Women Survey (NVAWS) esti-
mated that 302,091 women and
92,748 men were raped in the
12 months prior to the survey.1
Victims often experience more
than one rape. In the study,
women experienced 2.9 rapes
and men experienced 1.9 rapes,
on average.1 According to the
NVAWS, 1 in 6 women and 1
in 33 men in the United States
has experienced an attempted
or completed rape in their life.
In 8 out of 10 rape cases, the
victim knew the perpetrator.1
The FBI Uniform Crime Report
(UCR) is a nationwide effort of
17,000 law enforcement agen-
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cies that report crimes to the FBI.  In 2003 there were 93,433
rapes reported to the UCR.2 (The UCR defines rape as carnal
knowledge of a female forcibly and against her will. Statutory
rape without force and other sexual offenses are excluded.) The
National College Women Sexual Victimization Study estimated
that between 1 in 4 and 1 in 5 college women experienced com-
pleted or attempted rape during their college years.3

The Youth Risk Behavior Surveillance System (YRBSS), a
national survey of high school students, found approximately 9%
of students reported having been forced to have sexual inter-
course against their will in their lifetime. Female students
(11.9%) were more likely than male students (6.1%) to report
having been sexually assaulted. Overall, 12.3% of Black stu-
dents, 10.4% of Hispanic students, and 7.3% of White students
reported forced sexual intercourse.4

Of all crimes, rape is one of the most underreported, making
it difficult to count. The National Women’s Study found that
84% of women did not report their rapes to police.5 A study in
2000 confirmed that less than one-half of victims report the
crime to the police or seek medical care.6 Bureau of Justice Sta-
tistics reports that between 1992 and 2000, only 31% of sexual

assaults were reported to the police.7 When reported, there is a
50.8% probability an arrest will be made, with a 16.3% proba-
bility the rapist will be sent to prison.8 The average sentence is
128 days.8

There are several well documented physical and psycho-
logical consequences to rape. Between 4 and 30% of rape vic-
tims contract sexually transmitted diseases, including HIV.9,10

A study by Holmes estimated that more than 32,000 pregnan-
cies result each year from rape in victims ages 12 to 45
years.11 Many long-lasting physical symptoms and illnesses
have been associated with sexual victimization, including
chronic pelvic pain, premenstrual syndrome, gastrointestinal
disorders, and other chronic pain disorders (i.e., headache,
back pain, and facial pain).9

The psychological consequences have both immediate and
long-term impacts. Sexual violence victims exhibit a variety of
psychological symptoms similar to those of victims of other
types of trauma. Immediate reactions to rape include shock, dis-
belief, denial, fear, confusion, anxiety, and withdrawal.12 Symp-
toms of post-traumatic stress disorder (PTSD) usually are present
immediately after a rape and approximately one-third of victims
will have symptoms that continue for three months or become
chronic.13 Long-term effects include anxiety, substance abuse,
sleep disturbances, depression, alienation, and sexual dysfunc-
tion. Rape survivors often distrust others and replay the assault in
their minds, and are at increased risk of revictimization.14

Women with a history of sexual assault are more likely to
attempt or commit suicide than other women. Rape can strain
relationships because of negative effects on the victim’s family,
friends, and intimate partners. Victims of sexual violence are
more likely than non-victims to engage in risky sexual behavior,
including unprotected sex, having sex at an early age, multiple
sexual partners, teen pregnancy, and trading sex for food, money,
or other items.15,16 Rape victims are more likely than non-victims
to smoke cigarettes, overeat, drink alcohol, and are not likely to
use seat belts.17

Anyone can be a victim of rape. Women are clearly more like-
ly to be victims than men. In the National Crime Victimization
Survey, 87% of victims were women.18 Among women, the
NVAWS found that American Indian and Alaskan Native women
were more likely (34%) to report they were raped than African
American women (19%) or White women (18%).1 In 2002, Krug
et al, described vulnerability factors for victimization.19 These
include: young age, drug or alcohol use, prior history of sexual
violence, multiple sexual partners, and poverty.  

The majority of the time, the perpetrator of the rape is known
to the victim. The National Women’s Study found that 19% of
perpetrators were intimate partners, 27% were family members,
and 29% were relatives, friends, or acquaintances. Only 22% of
perpetrators were strangers.5 Krug also has identified factors that
increase the risk a man will commit rape.19 These factors relate to
individual attitudes and beliefs as well as social concerns. (See
summary in Table 1.)

Emergency physicians are most frequently the first medical
contact for victims of sexual assault. Victims can present to the
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ED at any time following the assault. In addition, patients
experiencing any of the long-term consequences of rape may
seek care in the ED repeatedly for alternate complaints, with-
out the true cause of their problem identified. This paper will
focus on the emergent care of the adult/adolescent sexual
assault victim.

Definitions
Rape is a legal term first defined in 1756 as carnal knowl-

edge of a woman not one’s wife by force or against her will.
Although state laws vary, most broadly define rape using gen-
der-neutral language. Most states use three criteria: 1) any vagi-
nal, anal, or oral penetration by a penis, object, or other body
part; 2) lack of consent, communicated with verbal or physical
signs of resistance, or if the victim is unable to consent by
means of incapacitation because of age, disability, or drug or
alcohol intoxication; and 3) threat of or actual use of force. Inca-
pacitation also includes provisions for children, the disabled,
and the elderly.20

Sexual assault is a broader term characterized as any unwant-
ed sexual contact, thus encompassing a range of behaviors
including rape, incest, fondling, molestation, or grabbing. In gen-
eral, statutory rape occurs when a person of the age of consent

has sex with someone below the age of consent. The age of con-
sent differs from state to state. Sodomy is the term used to
describe anal penetration and in many states carries additional
penalties.

Sexual Assault Response Team
It is not the responsibility of healthcare workers to understand

the specific legal definitions of sexual assault but to have an
organized approach to the care of sexual assault survivors. ED
care of the sexual assault victim focuses on three areas: 1) pro-
viding medical care and evaluation for injury; 2) forensic evalua-
tion and evidence collection; and 3) disease and pregnancy pro-
phylaxis. It is not the job of the examining physician or nurse to
determine if a rape or sexual assault occurred. Rather, the clini-
cian’s role is to document the events and circumstances as
reported by the victim, identify and document physical injury
and forensic exam findings, collect forensic evidence, provide
treatment, and arrange follow-up care.

Care of the sexual assault survivor begins well before the
patient arrives in the ED. There needs to be a community-wide
plan of care for victims that encompasses all aspects of services,
including medical, law enforcement, rape crisis centers, and the
courts. This often is referred to as the Sexual Assault Response
Team (SART). Healthcare providers should be aware of the pro-
tocols in place in the areas where they practice and follow estab-
lished guidelines. Often protocols designate hospitals or centers
for forensic evaluation, define police jurisdictions, and support
the rape crisis center. In general, care of the sexual assault victim
is a coordinated, compassionate team response including all the
components described above.

Rape crisis centers first were developed in the 1970s in
Philadelphia, San Francisco, and Washington, DC.20 These cen-
ters usually are staffed by lay people, often sexual assault sur-
vivors themselves, and serve a vital function in the prevention,
acute treatment, and follow-up of rape survivors. Some of their
functions include public education, staffing hotlines, hospital
escort, advocacy and support in court, and short-term counseling
services.

Traditionally, sexual assault exams have been performed by
physicians. This often resulted in a hurried exam by a busy
physician whose focus was complying with protocols of evi-
dence collection, not care of the victim. Also, victims have had to
endure long waiting times in a public area; have not been
allowed to eat, drink, or urinate while they waited (for fear of
destroying evidence); have had their injuries taken less seriously
than other trauma victims; and have had their psychological
needs overlooked. The physicians and nurses had little or no
training in the management of these patients or in principles of
evidence collection.21 As research became available, it was clear
a better system was needed to care for rape survivors in the ED.
Often ED nurses performed most of the exam and evidence col-
lection, a fact that spurred the development of the Sexual Assault
Nurse Examiner (SANE) program. In 1976, the first SANE pro-
gram was created in Memphis, TN.22 Shortly thereafter, other
cities followed and in 1992, the first meeting of SANE from the
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Table 1. Risk Factors for Perpetration19

INDIVIDUAL FACTORS

• Alcohol and drug use
• Coercive sexual fantasies
• Impulsive and antisocial tendencies
• Preference for impersonal sex
• Hostility toward women
• History of sexual abuse as a child
• Witnessed family violence as a child

RELATIONSHIP FACTORS

• Associate with sexually aggressive and delinquent peers
• Family environment characterized by physical violence 

and few resources
• Strongly patriarchal relationship or environment
• Emotionally unsupportive family environment

COMMUNITY FACTORS

• Poverty, mediated through forms of male identity crisis
• Lack of employment opportunities
• Lack of institutional support from police and judicial system
• General tolerance of sexual assault within the community
• Weak community sanctions against perpetrators of sexual 

violence

SOCIETAL FACTORS

• Societal norms that support sexual violence
• Societal norms that support male superiority and sexual 

entitlement
• Weak laws and policies related to gender equity
• High levels of crime and other violence. 



United States and Canada occurred. This meeting lead to the
development of the International Association of Forensic Nurses
(IAFN).  

The growth of SANE programs in the United States has been
widespread and rapid. Nurses in training undergo 40 hours of
classroom work that includes forensic history taking, forensic
evidence collection, pelvic examination and colposcopy, photog-
raphy, medical treatment and care, and training on testifying in
court. In addition, the nurses are required to complete a clinical
preceptorship.21,23 The guidelines for training are outlined by the
IAFN and certification training is available following the com-
pletion of a minimum number of exams.24

Sexual assault nurse examiners have proved to be invaluable
to EDs and rape centers, as well as to the victims they serve.
The SANE is able to dedicate his/her time to the victim, allow-
ing the victim-centered examination process to proceed in a
timely, organized, and unhurried fashion. Studies have found
that SANE provide more accurate evidence collection and near
perfect documentation, are credible witnesses, and in most
instances can testify as expert witnesses.23,25,26 There are several
resources available to assist in developing a SANE program in
the ED.21,23

Initial ED Care
Rape survivors should be given top priority when they arrive

in the ED. They should be triaged immediately and placed in a
safe, non-threatening environment. Before the forensic evalua-
tion begins, the patient should be screened for serious and/or life-
threatening injuries. As with all ED patients, the ABCs (airway,
breathing, and circulation) should be evaluated and stabilized
before proceeding. In seriously injured patients, forensic exami-
nation should be performed after stabilization, or in the operating
room following operative procedures. Other patients should be
advised not to eat, drink, or urinate until they are evaluated by
the examiner.  

The rape crisis center should be contacted so that an advocate
can come to the ED to be with the victim. In addition, the police
should be notified. Rape/sexual assault statutes in most states
stipulate mandatory reporting by medical personnel. Victims
have the right to refuse to talk to the police or participate in the
investigation and prosecution of the perpetrator. Nonetheless,
the police should be contacted by ED personnel in all cases.
Victims should be made aware of reporting requirements and
should be encouraged to report the assault to the police. This is
important because of the time sensitive nature of evidence col-
lection. Victims can consent to evidence collection then later
decline to participate in formal legal action. Many states have
crime victim compensation programs that pay for medical
examination and care. Many of these programs generally require
police reporting.

It is widely accepted that the appropriate time for evidence
collection is within 72 hours of the assault. As expected, the clos-
er to the time of the assault, the greater the chance of evidence
recovery. Most programs will not collect evidence more than 72
hours after an assault unless the victim has not showered or

changed clothes or has complaints of pain or injury. Evidence
collection after 72 hours often is decided on a case-by-case basis
and is a practice of increasing frequency with the technologic
advancements of forensic science.

The victim should be allowed to have a rape crisis coun-
selor/victim advocate, friend, and/or family member with
him/her in the exam room. Police presence during the history
taking and physical exam varies among jurisdictions. Some feel
that the victim may be intimidated, while others support the prac-
tice of police presence to limit repetitive history-taking and mini-
mize discrepancies in reported details.

Patient demographic information should be collected, includ-
ing the date and time of arrival to the ED, date/time of examina-
tion, and date/time of discharge. Information regarding law
enforcement response also should be documented, including the
name of the officer taking the report, agency or district, ID or
badge number, and phone number. Prior to evidence collection,
patient consent should be obtained for forensic evidence collec-
tion and physical examination, photographs of findings, release
of information and evidence to health authorities and law
enforcement, presence of a patient advocate, and any other con-
sent issues as dictated by local protocol.  

When obtaining forensic evidence, some general tips include
the following:

• Use only paper to package evidence;
• Wipe wet stains with a dry swab;
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Table 2. Key Aspects of History in Sexual
Assault Victims

• Patient name and demographics
• Past medical history
• Medications
• Allergies
• Tetanus status
• History of sexually transmitted infections
• Contraception use
• Menstrual history
• Obstetrical/gynecological history
• Last consensual intercourse, tampon use, or douching
• Drug and alcohol use before the assault
• Drug and alcohol use after the assault
• Post-assault hygiene activity

- Urinated
- Defecated
- Vomited
- Douched
- Removed/inserted tampon/diaphragm
- Wiped/cleaned genital area
- Bathed/showered
- Gargled/brushed teeth
- Smoked
- Ate or drank
- Chewed gum
- Changed clothes
- Took medications



• Wipe dried stains with a wet swab;
• Air dry all evidence;
• Wear exam gloves and change them frequently to prevent

cross contamination; and
• Use a wet gauze to moisten sticky seals (do not lick them).

History
As with any medical encounter, the evaluation begins with

taking the history. History taking of victims is divided into two
parts—the medical history and the forensic history. The medical
history includes past medical and surgical history, medications,
allergies, family and social history, tetanus status, and contracep-
tion use. Other information elicited can include obstetric history;
last menstrual period; drug or alcohol ingestion; last consensual

sexual experience, tampon use, or douching; and history of sexu-
ally transmitted diseases. (See Table 2.)  

The forensic history is a history of the assault and can be used
to guide evidence collection. Depending on protocols in the
jurisdiction, this can be a very detailed history or can be brief
and focused, with the detailed questioning of assault events
reserved for the police investigator. The forensic history includes
a description of the incident; number and identity of assailants (if
known); time and location of attack; specifics of sexual contact
(including oral, anal, and/or vaginal contact, and fondling); con-
tact with ejaculate, urine, or vaginal secretions; use of weapons,
restraints, contraceptives, condoms, or force by perpetrator; and
the use of objects to penetrate or coerce the victim. In addition,
post-assault activities are important to document. These include
changing clothes, bathing, urinating, defecating, and douching. If
the oral cavity was involved, the victim should be asked if he or
she has eaten, drunk, smoked, brushed his/her teeth, or gargled
since the attack. (See Table 3.)

All information taken in the history should be recorded accu-
rately using the victim’s words. All direct quotes made by the
victim should be denoted with quotation marks. Strongly consid-
er including the clinician’s questions in the documentation, also
in quotes. Information can be documented in the usual ED med-
ical record or in a specific chart designed for use in an individual
state, county, or hospital.

Physical Exam and Forensic Evidence Collection
The physical exam is a head-to-toe assessment looking for

physical injuries and visible evidence. Before starting, the victim
should be provided information concerning the physical exam,
forensic evidence collection process, diagnostic testing for sexu-
ally transmitted infections, and any other necessary procedures.
In addition, the patient should be should be informed that he/she
is in charge of the exam and can ask for the exam to stop at any
time or can refuse any part of the exam. The survivor should be
made to feel that he/she is in control of the medical evaluation. 

The rape kit then is collected. The rape kit contains all the
equipment needed to collect and properly store forensic evidence
and allows for an organized approach to evidence collection. The
specific components of the rape kit vary from jurisdiction to
jurisdiction. The following description of evidence collection
includes many techniques, some of which may not apply to some
jurisdictions. In addition, some jurisdictions prefer air-dried
swabs, microscope slides, or both. The procedures primarily are
adapted from the American College of Emergency Physicians’
Evaluation and Management of the Sexually Assaulted or Sexu-
ally Abused Patient and the Department of Justice’s National
Protocol for Sexual Assault Medical Forensic Examinations.27,28

Clothing. First, the victim is asked to disrobe. If the victim is
wearing the same clothing worn during the assault, it needs to be
collected as evidence. The patient is asked to disrobe while
standing over a paper sheet. The clothing is left on the sheet and
then the examiner folds the clothes and places each article of
clothing in an individual paper bag that then is sealed and
labeled. Underwear is of particular importance and should be
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Table 3. The Forensic History in Sexual
Assault

DOCUMENT THE PATIENT'S DESCRIPTION OF THE ASSAULT 
IN DIRECT QUOTES

• Date of assault(s)
• Time of assault(s)
• Physical surroundings/location of assault(s)
• Number of assailants
• Description of assailant(s)
• Nongenital injury, pain, and/or bleeding
• Genital injury, pain, and/or bleeding
• Verbal coercion
• Force or coercion used

- Weapons: threatened or used
- Physical assault
- Grabbing/holding/pinching
- Physical restraints
- Drugs used to facilitate assault: voluntary or 

involuntary
- Choking
- Burns

• Acts described by the patient
• Oral copulation

DOCUMENT THE FOLLOWING ACTS AND WHETHER A PENIS, FINGER, 
OR OTHER OBJECT WAS USED

• Penetration of the labia majora
• Penetration of the anus
• Oral copulation of the genitals
• Oral copulation of the anus
• Nongenital acts (document location)

- Biting of patient or by patient on perpetrator
- Licking 
- Kissing

• Other acts
• Did ejaculation occur? If yes, document location(s)

CONTRACEPTIVES OR LUBRICANT PRODUCTS USED

• Document type used and brand if known
• Document location of item if known

RECENT CONSENSUAL INTERCOURSE



collected in all cases of actual or attempted vaginal or anal pene-
tration. Underwear is placed in a separate small bag that is sealed
and labeled. Semen and other body fluids can be transferred from
the perpetrator or the victim to the victim’s underwear. Thus, col-
lection of clothing is not confined to those items worn during the
attack, but includes the clothing put on immediately after the
assault. If the victim has changed clothes, the police often will go
to the victim’s house or crime scene to retrieve them for crime
lab forensic analysis. 

Debris. Any obvious debris found on the patient’s body
should be collected on a sheet of paper. This can include plant
material, soil, grass, fibers, hair, etc. It should be labeled and
sealed after it has been secured in a paper bindle. A bindle is
made by collecting the evidence material on a piece of clean
paper, then folding the paper in half. The half-sized paper is the
folded into thirds by folding the right flap, then the left. The
paper then is folded in half again, and the open end is sealed with
a piece of tape and initialed. Often, this paper is included in the
forensic evidence collection kit. 

Dried Secretions. The body should be inspected for dried
secretions, bite marks, bruises, and burns. These areas should be
described thoroughly and their locations documented on a body
map. Photo documentation of these injuries is encouraged. A
Wood’s lamp or alternative light source (ALS) (i.e., BlueMaxx,
Crimescope, and others) is used to aid in identification of areas
of dried secretions (specifically, sputum and semen). The dried
secretions are potentially DNA-rich areas. Areas of particular
attention are the breasts, abdomen, upper thighs, and vulva. Per-
petrators may make oral contact (i.e., lick, suck, kiss) with the
breasts and/or areola. Victims often may forget this act when
recounting the attack. The secretions can be collected by two
methods. They can be flaked off the skin and bindled. Alterna-
tively, the double-swab technique can be used.29 A swab mois-
tened with sterile or distilled water is rubbed all over the area. A
second dry swab then is rubbed over the same area. Both then are
allowed to air dry. In either method, the evidence is labeled and
sealed. 

The Wood’s Lamp or ALS is a source of UV radiation that
emits wavelength of approximately 320-400 nm. Semen fluo-
resces at approximately 360 nm.23,30 The Wood’s lamp or ALS
causes semen, urine, and other oily substances to fluoresce a
blue-green to orange color. There is controversy surrounding
the Wood’s lamp’s ability to fluoresce semen. The Wood’s lamp
is felt to be sub-optimal for detecting semen because the light
emitted is at the wrong wavelength.31 Nelson and Santucci
found that all emergency physicians studied were able to identi-
fy the semen as fluorescing. They found that the ALS was
100% sensitive for identifying semen, but not specific.30 Cer-
tain lotions and detergents can cause false positive results. The
victim’s body should be completely examined with either light
and any areas of fluorescence swabbed and packaged in the
rape kit.

Fingernail Scrapings. The fingernails should be inspected
for debris and dirt. They should be gently scraped using the stick
provided in the rape kit. The debris should be collected into a

bindle, sealed, and labeled. If the nail is broken, it should be gen-
tly cut and placed in the bindle as well.

Oral Sample. The oral cavity first is inspected for injuries.
Forceful oral intercourse can result in submucosal hemorrhages
at the junction of the hard and soft palate, termed “fellatio syn-
drome.”32 Other injuries can include petecchiae, hemorrhages,
and abrasions on the uvula and soft palate. Two swabs are placed
in the oral cavity between the gums and cheek and under the
tongue. If the victim has dentures, they should be removed and
swabbed with the same or additional swabs. If microscope slides
are provided in the rape kit, smear swabs on microscope slides,
air dry swabs and slides, place slides in the holder provided and
the swabs in the carton. All evidence should be labeled, sealed,
and initialed.

Head Hair Combing. Remove the paper and comb from the
kit. The patient can be allowed to do the combing. Place the
paper under the patient’s head and comb the hair toward the
paper. If there is any matted hair, it should be cut and placed on
the collection paper. When completed, place the comb in the cen-
ter of the paper and fold it into bindle. The bindle is labeled,
placed in an envelope, sealed, and initialed.

Pulled Head Hair. Pulled hairs is a practice used to establish
a victim’s hair standard. This is a painful process, requiring 25-
100 hairs to be plucked, and often is unnecessary because of
advanced DNA technologies. Medical centers often defer this
step to crime lab personnel only if determined necessary in the
course of the investigation. If performed in the ED according to
local protocol, the examiner uses his/her gloved hand to pull a
minimum of eight full-length head hairs from each of the follow-
ing areas—top, front, back, left side, and right side. Any unusual-
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Table 4. Factors Contributing to Genital
Injury Following Sexual Assault35,36,38,39

VICTIM FACTORS

• Anatomy and physiology of the reproductive structures
• Health and developmental status (age and estrogen 

amount)
• Condition of genital structures
• Previous sexual experience
• Partner participation
• Positioning and pelvic tilt
• Physiologic response

ASSAILANT FACTORS

• Object penetration
• Lubrication
• Male sexual dysfunction
• Force of penetration

CIRCUMSTANCES

• Previous history with assailant
• Lack of communication

ENVIRONMENT

• Location of the assault
• Materials and surfaces in surrounding area



ly colored hairs and hairs from wigs and hairpieces are collected
and labeled separately. All hair specimens should be placed in a
bindle and folded and labeled. The bindle is placed in an enve-
lope, labeled, sealed, and initialed.

Pubic Hair Combing. The same technique is used as in the
head hair combing. The collection paper is placed under the
patient’s buttocks and the hair is combed toward the paper. Any
dried, matted hairs should be cut and placed on the collection
paper. The comb is placed in the bindle and labeled. The bindle
is placed in an envelope, labeled, sealed, and initialed.

Pulled Pubic Hair. This is another procedure that may be
deferred or unnecessary in some jurisdictions. A similar tech-
nique is used as in the pulled head hair collection. A minimum of
25 hairs should be collected.

Genital Exam
After a head-to-toe examination of the patient, proceed with

the genital exam. The genital exam serves two purposes: 1) to
document injuries and 2) to recover semen (i.e., DNA evidence).
The genital exam should be performed whether or not the victim
complains of pelvic trauma or discomfort. A study by Rambow,
et al,33 found that up to one-third of victims have evidence of
genital injuries after a sexual assault in the absence of symptoms.
Studies report the presence of traumatic anogenital injuries fol-
lowing sexual assault range from 6 to 87%.34-36 Genital trauma is
more likely to occur in postmenopausal females and may require
surgical intervention.37 Factors that contribute to the increased
presence of injuries include: victim’s age (younger than 20 and
older than 49); force used to commit the assault; relationship
with perpetrator; use of lubricants; victim position during assault;
virginal status of victim; those examined within 24 hours; physi-
cal/verbal resistance; greater than high school education; and his-
tory of anal assault.35,36,38,39 Another series found that 81% of
patients who reported digital-vaginal penetration only had evi-
dence of genital injury.40 Most genital injuries are minor and heal
without specific treatment or intervention. Table 4 lists factors
that affect the presence of genital injury.35,36,38,39

Physical and genital injury is not an inevitable consequence of
rape and the absence of genital injury does not provide proof of
consent. Therefore, the lack of injury or presence of minimal
genital trauma does not rule out of sexual assault.

Genital examination begins with inspection of the external
genitalia and proceeds to speculum examination. It is important
to review pertinent genital anatomy before proceeding. (See
Figure 1.) The posterior fourchette is a tense band or fold of
mucous membrane at the posterior commissure of the vagina
connecting the posterior folds of the labia minora. The fossa
navicularis is the concavity anterior to the posterior fourchette
and posterior to the hymen. The hymen is a membranous collar
or semicollar that surrounds the vaginal opening and separates
the external genitalia from the vagina. All women have a hymen
and its appearance should not be used to determine whether or
not a rape occurred. The perineum lies between the posterior
fourchette and anus in females and between the scrotum and
anus in males.

Genital injuries typically are described using the mnemonic
TEARS (Tears, Ecchymosis, Abrasions, Redness, and
Swelling).41 When describing the location of external genital
injuries, they should be referenced as on the face of a clock.
Common areas for injury include the posterior fourchette and
fossa navicularis. The posterior fourchette is the first area the
penis often contacts prior to penetration. Injuries in this area,
located between the 5 and 7 o’clock positions, commonly are
referred to as mounting injuries. Table 5 lists common sites of
anogenital injuries in sexual assault.35 All injuries should be doc-
umented and described as well as photographed.  

External Genitalia. Visual inspection of the external geni-
talia should be performed and should include the surrounding
areas, especially the lower abdomen and inner thighs. This
inspection can be facilitated by using a hand-held magnifying
lens.42 Contusions to the inner thighs may be evident as a result
of violently forcing the victim’s legs open during the attack.
Fluid (i.e., blood, semen, saliva) may be present and also should
be collected as previously described. A Wood’s lamp or ALS can
be used to assist in the identification of fluid evidence. The labia
majora and labia minora should then be gently separated to look
for injuries. The external genitalia then should be swabbed using
two swabs in a rolling manner. If required, they should be
smeared on a slide or allowed to air dry.  All envelopes and car-
tons should be labeled, sealed, and initialed.

Perineum. A complete and thorough evaluation of the per-
ineum should be performed. During this assessment, the examin-
er is looking for injuries, debris, and fluid stains. This area
should be swabbed as well, and the swabs should be preserved as
evidence for the rape kit.  

Vagina. Examination of the vagina begins with a thorough
inspection of the vaginal opening, or introitus, noting and docu-
menting any injuries. Inspection of the introitus is facilitated by
gentle retraction and separation. The colposcope can be used to
magnify the area and facilitate the detection of injury. (This will
be discussed later.) Next, a speculum lubricated with warm water
is inserted into the vagina. This portion of the exam is used in
detection of injuries to the vagina and/or cervix. All injuries
should be documented using language that is descriptive and
detailed. Separate swabs of the vagina and cervix should be
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Table 5. Common Sites of Anogenital Injuries
Following Sexual Assault35

• Posterior fourchette (70%)
• Labia minora (53%)
• Hymen (29%)
• Fossa navicularis (25%)
• Anus (15%)
• Cervix (13%)
• Vagina (11%)
• Perineum (11%)
• Periurethral region (9%)
• Labia majora (7%)
• Rectum (4%)



taken, paying particular attention to areas where fluid is pooled.
These swabs are either smeared onto slides or allowed to air dry,
then they are packaged, labeled, and sealed. Any foreign body
(condom or tampon) in the vagina also should be collected and
packaged in a plastic, wax-lined bag, and placed in the rape kit.43

Also consider the packaging and labeling of the speculum used
during the exam; in cases where it is the first object placed in the
vagina after the assault, important evidence may be identified on
the speculum. If testing for sexually transmitted infections is a
part of the ED protocol, obtain swabs for forensic analysis first,
then proceed with swabs for gonorrhea, chlamydia, and other
medical tests as appropriate.

A Foley catheter can be used to facilitate visualization of the
floppy, redundant edges of the hymen in pubertal and post-
pubertal girls.44 A study by Jones, et al found that this technique
allowed the identification of hymenal abnormalities in nine addi-
tional cases (60%).45 The technique involves inserting a Foley
catheter into the distal vaginal vault, inflating the balloon and
gently retracting it against the hymen. The procedure is easy and
often well tolerated.

Vaginal Pool Aspiration. Some jurisdictions may require this
to be collected. A plastic catheter and syringe with 3 mL of ster-
ile saline or water is used for vaginal lavage. The fluid then is
aspirated and put in the tube provided in the kit. An alternative
technique is to use a syringe to collect any pooled vaginal secre-
tions. Remember to tightly seal the cap of the container in which
the fluid is stored before placing it in the rape kit. Other proto-

cols may require an alternate collection method, namely, swab-
bing the fluid with 2-4 dry, cotton-tipped swabs that then are air-
dried, packaged, labeled, and sealed. 

Anal/rectal Examination. Examination of the anus and rec-
tum should be conducted whether or not the victim reports anal
contact. Victims may be embarrassed to report the crime, or do
not recall it happening. In most jurisdictions, sodomy is
charged as an additional offense with a separate penalty. Any
dried secretions in the anal area should be collected by flaking
them off or using the double swab technique. Two swabs then
are used to swab the anal cavity, taking care to avoid contact
with the external skin surfaces. The anal external skin and
mucosa should be inspected for injury or swelling. This evalua-
tion can be aided by using a colposcope, clear plastic anoscope,
and/or toluidine blue dye. All injuries should be documented
and their location reported with respect to the numbers on a
clock.

Colposcopy
A colposcope provides medium-powered binocular

enlargement and can identify microlacerations not evident to
the naked eye. Use of the colposcope in sexual assault exami-
nations was first described by Texiera in 1981.46 The most
cited works concerning the use of colposcopy in sexual
assault examinations are two studies by Slaughter, et al.35,47 In
1992, Slaughter and Brown were the first to report the regular
use of colposcopy for rape examinations. They found that
87% of victims (n = 131) had identifiable injury via colpo-
scope.47 In that series, 11.8% more cases of sexual assault
were identified using the colposcope compared to convention-
al examination. One study found that using a colposcope has
been shown to increase the detection of genital trauma from
6% to 53%.48 In addition, the colposcope provides optimal
illumination and photographic or videotape documentation of
the examination and findings. Videotaping the exam with the
aid of a colposcope, as well as the use of photography, can
allow other consultants to review the exam and interpret find-
ings without having to repeat it.49 If a colposcope is not avail-
able, a 35 mm camera or digital camera with a macro lens can
be used to magnify the area and provide photodocumentation
of injuries.  

The identification of injury with the colposcope can be aided
by toluidine blue dye. This is a nuclear stain that does not stain
the skin surface. Rather, toluidine blue dye stains the nucleated
squamous cells in the deeper layers of the epidermis exposed by
laceration, however superficial. Its use was first described by
Lauber and Souma, who increased injury identification by 6%.50

In another study, McCauley, et al increased visualization from
4% to 58% with its use.51 If toluidine blue is used, it should be
applied before any digital or speculum examination occurs.
Although DNA evidence will be preserved, care should be taken
to avoid dye entering the vaginal vault. The use of dye in the
vaginal area should follow anal application; this practice avoids
any cross-contamination from run-off of dye. The protocol for
using toluidine blue dye is as follows: 
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Figure 1. Normal Structures

Reprinted with permission from Sugarman J. Evaluation of
Child Sexual Abuse. In: Giardino AP, Datner EM, Asher JB,
eds. Sexual Assault Victimization Across the Life Span: A
Clinical Guide. Sant Louis, MO: GW Medical Publishing;
2003:64. Copyright © 2003 GW Medical Publishing, Inc.
(www.gwmedical.com).
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• Prior to dye application, all external genital specimens
should be collected for forensic analysis then swabs collected for
STD testing as appropriate.  

• Prior to dye application, photodocument all injuries to the
area.  

• The dye is applied using a sterile cotton swab to the genital
area (labia majora, labia minora, posterior fourchette, perineal
body, and perianal area).  

• The excess dye is gently blotted away with 1% acetic acid
solution (vinegar/water) or with lubricating jelly on a cotton ball.  

• The area is examined with the colposcope and 
photographed.27
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Physician CME Questions

171. Which of the following is not a role of medical personnel when 
evaluating a rape survivor in the ED?
A. Pregnancy and STI prophylaxis

B. Treatment of injuries

C. Forensic evidence collection

D. Collaboration with police and rape crisis center

E. Definitively proving that a rape occurred

172. Which of the following statements is true regarding genital injuries
following sexual assault?
A. All rape victims have evidence of genital injuries, and the

absence of injury indicates no rape occurred.
B. Genital injury rarely happens and indicates that most victims 

falsify rape reports.
C. Genital injury is possible but its absence is entirely consistent

with rape.
D. Genital injury often is severe and requires surgical treatment.
E. Injury more commonly is seen in women ages 20-30 than in 

elderly victims.

173. Sexual assault is a violent crime that can affect:
A. premenopausal women.
B. only female children and adults.
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CME Objectives

To help physicians:
• quickly recognize or increase index of suspicion for 

specific conditions; 
• understand the epidemiology, etiology, pathophysiology,

and clinical features of the entity discussed;
• apply state-of-the-art diagnostic and therapeutic techniques 

(including the implications of pharmaceutical therapy 
discussed) to patients with the particular medical problems 
discussed; 

• understand the differential diagnosis of the entity 
discussed; 

• understand both likely and rare complications that may 
occur.

CME Instructions

Physicians participate in this continuing medical education
program by reading the article, using the provided references for
further research, and studying the questions at the end of the arti-
cle. Participants should select what they believe to be the correct
answers, then refer to the list of correct answers to evaluate their
knowledge. To clarify confusion surrounding any questions
answered incorrectly, please consult the source material. After
completing this activity, you must complete the evaluation form
that will be provided at the end of the semester and return it in
the reply envelope provided to receive a certificate of completion.
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you.



C. anyone.
D. only females and homosexual men.

174. Which of the following sites most commonly is injured in sexual
assault?
A. Hymen
B. Cervix
C. Vagina
D. Posterior fourchette
E. Labia minora

175. The National Women’s Study found that what percentage of women
did not report their rapes to the police?
A. About 33%
B. More than 80%
C. Less than 50%
D. Approximately 25%

176. Which of the following statements is true concerning ED sexual

assault evaluation?
A. Evidence is collected up to one week following assault.
B. Pregnancy prophylaxis is given only after it is proven the

woman has not ovulated.
C. Colposcopy combined with toluidine blue dye can be used to

increase the injury detection rate.
D. Sexual assault nurse examiners lack the training of physicians,

and the evidence they collect cannot be used in court.
E. Rape victims should wait to be seen until the physician has the

time to dedicate to a lengthy evaluation.

177. Which of the following best describes the ideal role of the rape victim
during a rape kit examination?
A. Compliant to physician directions
B. Compliant to nurse directions
C. In control of the medical evaluation
D. Distracted

178. When a rape victim presents in the ED, the police should be called:
A. when the physician is convinced a rape actually did take place.
B. if the victim so requests.
C. if hospital security is not available.
D. in all instances.

179. According to a study by Rambow et al, how many victims have 
evidence of genital injuries after a sexual assault in the absence of
symptoms?
A. Up to one out of 10%
B. Up to one-third
C. Up to half
D. Almost all

180. Which of the following is not commonly used to describe genital
injuries?
A. Tears 
B. Ecchymosis 
C. Abrasions 
D. Hymen damage
E. Swelling
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In Future Issues: Evaluating Sexual Assault, Part II

CME Answer Key
171. E
172. C
173. C
174. D
175. B

176. C
177. C
178. D
179. B
180. D
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Lifelong Learning and Self-Assessment (LLSA) exam. This useful book saves you from searching multiple web

sites and journals. We’ve also added several features to help streamline your study time. You’ll benefit from:

Key study points — emphasize important concepts to help
you easily remember key information.

Important  passages  h ighl ighted — you’ll be able to quickly
focus on essential concepts in each article.

Easy to handle study guide form a t — designed with spiral
binding so you can easily lay it flat for studying. This all-in-one
book is portable.

Summar ies  — clarify each article’s main points.

Questions — test the physician’s understanding of the material.

Earn up to 20 AMA/ACEP cred i t  hours — earn valuable
Category 1 CME credits while you read.

EM Reports’ Study Guide, Vol. 2

New edition
of a bestseller!

EM Reports’ Study Guide for the Emergency
Physician Self-Assessment Exam,Vol. 2

(please refer to discount code 62992).

Earn up to 20 ACEP 
or AMA CME credits

The 20 Journal Articles For The 2005 Exam

Volume II

● HELPFUL STUDY POINTS 
THROUGHOUT THE TEXT OF EACH 
ARTICLE TO HELP YOU PREPARE 
FOR THE EXAM.

● IMPORTANT PASSAGES HIGHLIGHTED
IN THE TEXT TO EMPHASIZE KEY 
CONCEPTS.

● CME QUESTIONS TO TEST YOUR 
GE AND HELP YOU STUDY.GE

FOCUS TOPICS
COVERED INCLUDE: 

Nervous System Disorders and 
Toxicologic Disorders
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Sexual Assault,
Part I

RAPID ACCESS MANAGEMENT GUIDELINES

®

Exclusive to our subscribers

Risk Factors for Perpetration

INDIVIDUAL FACTORS

• Alcohol and drug use
• Coercive sexual fantasies
• Impulsive and antisocial tendencies
• Preference for impersonal sex
• Hostility toward women
• History of sexual abuse as a child
• Witnessed family violence as a child

RELATIONSHIP FACTORS

• Associate with sexually aggressive and delinquent peers
• Family environment characterized by physical violence 

and few resources
• Strongly patriarchal relationship or environment
• Emotionally unsupportive family environment

COMMUNITY FACTORS

• Poverty, mediated through forms of male identity crisis
• Lack of employment opportunities
• Lack of institutional support from police and judicial system
• General tolerance of sexual assault within the community
• Weak community sanctions against perpetrators of sexual 

violence

SOCIETAL FACTORS

• Societal norms that support sexual violence
• Societal norms that support male superiority and sexual 

entitlement
• Weak laws and policies related to gender equity
• High levels of crime and other violence. 

Factors Contributing to Genital Injury 
Following Sexual Assault

VICTIM FACTORS

• Anatomy and physiology of the reproductive structures
• Health and developmental status (age and estrogen 

amount)
• Condition of genital structures
• Previous sexual experience
• Partner participation
• Positioning and pelvic tilt
• Physiologic response

ASSAILANT FACTORS

• Object penetration
• Lubrication
• Male sexual dysfunction
• Force of penetration

CIRCUMSTANCES

• Previous history with assailant
• Lack of communication

ENVIRONMENT

• Location of the assault
• Materials and surfaces in surrounding area

Key Aspects of History in Sexual 
Assault Victims

• Patient name and demographics
• Past medical history
• Medications
• Allergies
• Tetanus status
• History of sexually transmitted infections
• Contraception use
• Menstrual history
• Obstetrical/gynecological history
• Last consensual intercourse, tampon use, or douching
• Drug and alcohol use before the assault
• Drug and alcohol use after the assault
• Post-assault hygiene activity

- Urinated
- Defecated
- Vomited
- Douched
- Removed/inserted tampon/diaphragm
- Wiped/cleaned genital area
- Bathed/showered
- Gargled/brushed teeth
- Smoked
- Ate or drank
- Chewed gum
- Changed clothes
- Took medications

Common Sites of Anogenital Injuries 
Following Sexual Assault

• Posterior fourchette (70%)
• Labia minora (53%)
• Hymen (29%)
• Fossa navicularis (25%)
• Anus (15%)
• Cervix (13%)
• Vagina (11%)
• Perineum (11%)
• Periurethral region (9%)
• Labia majora (7%)
• Rectum (4%)

The Forensic History in Sexual Assault

DOCUMENT THE PATIENT'S DESCRIPTION OF THE ASSAULT 
IN DIRECT QUOTES

• Date of assault(s)
• Time of assault(s)
• Physical surroundings/location of assault(s)
• Number of assailants
• Description of assailant(s)
• Nongenital injury, pain, and/or bleeding
• Genital injury, pain, and/or bleeding
• Verbal coercion
• Force or coercion used

- Weapons: threatened or used
- Physical assault
- Grabbing/holding/pinching
- Physical restraints
- Drugs used to facilitate assault: voluntary or 

involuntary
- Choking
- Burns

• Acts described by the patient
• Oral copulation

DOCUMENT THE FOLLOWING ACTS AND WHETHER A PENIS, FINGER, 
OR OTHER OBJECT WAS USED

• Penetration of the labia majora
• Penetration of the anus
• Oral copulation of the genitals
• Oral copulation of the anus
• Nongenital acts (document location)

- Biting of patient or by patient on perpetrator
- Licking 
- Kissing

• Other acts
• Did ejaculation occur? If yes, document location(s)

CONTRACEPTIVES OR LUBRICANT PRODUCTS USED

• Document type used and brand if known
• Document location of item if known

RECENT CONSENSUAL INTERCOURSE

Normal Structures

Reprinted with permission from Sugarman J. Evaluation of
Child Sexual Abuse. In: Giardino AP, Datner EM, Asher JB,
eds. Sexual Assault Victimization Across the Life Span: A
Clinical Guide. Sant Louis, MO: GW Medical Publishing;
2003:64. Copyright © 2003 GW Medical Publishing, Inc.
(www.gwmedical.com).
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