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CLINICAL REPORT

The Evaluation of Children in the Primary Care Setting
When Sexual Abuse Is Suspected

abstract
This clinical report updates a 2005 report from the American Academy
of Pediatrics on the evaluation of sexual abuse in children. The medical
assessment of suspected child sexual abuse should include obtaining
a history, performing a physical examination, and obtaining appropri-
ate laboratory tests. The role of the physician includes determining the
need to report suspected sexual abuse; assessing the physical, emo-
tional, and behavioral consequences of sexual abuse; providing infor-
mation to parents about how to support their child; and coordinating
with other professionals to provide comprehensive treatment and
follow-up of children exposed to child sexual abuse. Pediatrics
2013;132:e558–e567

INTRODUCTION

Sexual abuse of children and adolescents is a common problem that is
potentially damaging to their long-term physical and psychological
health. The Fourth National Incidence Study on Child Abuse and Ne-
glect1 estimated that in 2006, 1.8 children per 1000 (or a total of
135 300 children) were victims of sexual abuse. Other national studies
have found that 5% to 25% of adults reported being sexually abused
as children, depending on the population studied and the methods
used to define sexual abuse.2–7 Pediatricians are likely to care for
sexually abused children in their practices, even though many victims
wait years before telling anyone about their abuse.8,9 More than half
of sexually abused children do not disclose their abuse until they are
adults.10

A history of childhood sexual abuse can have lifelong deleterious
effects on a child’s physical and mental health. Sexual abuse increases
the risk of developing posttraumatic stress disorder, anxiety disorder,
depression,11,12 low self-esteem,13 and social phobias.14 Children ex-
posed to sexual abuse are more likely to need hospitalization for
mental illness.15 Adult survivors of child sexual abuse are more likely
to become victims of intimate partner violence and sexual assault.16,17

They are at higher risk of developing obesity,18 sexual problems,19

irritable bowel syndrome,20 fibromyalgia,21 and sexually transmitted
infections (STIs), including infection with the human immunodefi-
ciency virus (HIV).22,23 They use more medical services as adults than
those without a history of child sexual abuse21,24 and are more likely
to develop addictions to tobacco, drugs, and alcohol.25–27
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In summary, child sexual abuse occurs
commonly and can have lifelong effects
on victims’ physical and mental health.
When the issue of possible sexual
abuse is raised in the clinical setting, it
is important for pediatricians to know
how to respond to and evaluate the
child, when to refer the child for
evaluation by other professionals,
when to report the case to the ap-
propriate investigative agency, and
how to counsel parents to decrease
the long-term deleterious effects of
the abuse. This clinical report
updates an American Academy of Pe-
diatrics (AAP) report from 2005 titled
“The Evaluation of Sexual Abuse in
Children.”28

RESPONDING TO A PARENT’S
CONCERN ABOUT POSSIBLE
SEXUAL ABUSE

When a parent brings up the possi-
bility of sexual abuse of his or her
child, the pediatrician should imme-
diately exclude the child from the
discussion. Children (particularly young
children) might be influenced by hear-
ing their parents’ concerns about
abuse. Sometimes parents are over-
concerned about normal childhood
sexual behavior.29 In those cases,
reassuring and educating the parents
will probably assuage their fears.
Parents’ overconcern could be related
to their own adverse experiences in
childhood, and in such cases, a more
in-depth assessment to assist the
parent is needed. Occasionally, parents
might have concerns about possible
sexual abuse because of relationship
issues that arise between caregivers.
Many of these concerns are raised in
good faith but ultimately unfounded.
Notwithstanding these caveats, every
concern about possible sexual abuse
should be approached objectively,
thoughtfully, and with an open mind.

The pediatrician faces many chal-
lenges in evaluating possible sexual

abuse to determine which cases
warrant an immediate intervention in
the office and which cases warrant
reporting to investigative agencies or
referral for evaluation by other pro-
fessionals. In all these cases, the pe-
diatrician should carefully document
the parent’s concerns, take a detailed
history of the nature of the child’s
disclosure from the parents’ per-
spective, ask what questions the par-
ent used in eliciting the disclosure,
and document a complete medical
history, social history, and review of
systems for urogenital and behavioral
problems. It is important to note in
the record the source of the in-
formation documented in the medical
record. For example, be sure to say,
“Mother tells me that the child said . . .,”
rather than writing, “The child said. . . .”

Often, a child will present to the pe-
diatrician after direct disclosure to
another person regarding sexual
abuse. Less commonly, a child presents
to the pediatrician with an abnormal
genital or anal examination, preg-
nancy, an STI, or sexual abuse wit-
nessed by a third party or by discovery
of sexually graphic images or videos in
the possession of a potential perpe-
trator. The general pediatrician’s re-
sponse depends on what resources
are available in the community. Many
communities and regions have spe-
cialized clinics or child advocacy
centers where children can be re-
ferred when concerns of sexual abuse
arise. In areas without these resour-
ces, the general pediatrician is often
the most knowledgeable professional
in the community regarding the eval-
uation and interviewing of children. If
pediatricians find that their regions
do not offer specialized abuse-related
services (eg, child advocacy centers
or hospital-based child protection
programs), it is important for them to
educate themselves about childhood
genital and anal examinations and

about how to interview children to get
enough information to make appro-
priate decisions about reporting to
child protective service agencies, re-
ferring to counseling facilities, or re-
ferring to pediatric clinics specializing
in abuse evaluations. The AAP offers
a variety of educational materials on
child abuse to physicians, including
a comprehensive CD-ROM,30 textbooks
on child abuse,31,32 and educational
offerings at the National Conference
and Exhibition.

Whenever the issue of possible child
sexual abuse arises in the office set-
ting, 5 important issues should be
addressed.

1. The child’s safety. Is the child safe
to go home? Is the child at immi-
nent risk of additional harm if sent
back to an environment where
a possible perpetrator has access
to the child? Is the child likely to be
harmed or punished for disclosing
abuse? Is there concern that the
child might be coerced or intimi-
dated to recant the disclosure? If
any of these questions are an-
swered “yes” or “maybe,” this is
a child protection emergency, and
the appropriate authorities (child
protective services or law enforce-
ment) should be contacted imme-
diately.

2. Reporting to child protection au-
thorities. If the child is not at im-
minent risk, the pediatrician should
decide whether child protective
services should be contacted about
the allegation. It is important to re-
member that in every state, and in
all provinces and territories in Can-
ada, it is mandated that professio-
nals report suspected child abuse
and neglect to the appropriate gov-
ernment agency (child protective
services or police agencies, includ-
ing tribal agencies). Studies have
shown that some pediatricians are
hesitant to involve outside agencies,
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even if they strongly suspect abuse
has occurred.33 Pediatricians worry
about the intrusion of agencies into
family life, the risk of the child be-
ing separated from the parents, or
the possibility that the family will
leave the practice if reported to
a child protection agency. Some
pediatricians have experienced neg-
ative interactions with child protec-
tion agencies, which could make
them distrustful of an agency’s re-
sponse and its effect on the family.34

Some physicians might overesti-
mate their ability to manage the
situation within their practice.
Physicians should not let these
concerns act as barriers to pro-
tecting a child. In the United States,
physicians are protected against
liability for reporting a reasonable
suspicion of child abuse and ne-
glect if the report is made in good
faith. This is also the case in many
other jurisdictions, but because
laws can vary, it is important for
physicians to be familiar with the
laws that pertain to their practice.
Still, the safety of the child should
take precedence over the physi-
cian’s fear of lawsuits.

One problem lies in the definition of
suspected. If a parent is going
through a contentious divorce and
the child is having symptoms of anx-
iety and depression, should abuse
be suspected? If a child is sexually
acting out with peers, should abuse
be suspected? Each pediatrician will
need to consider the facts of the
individual case when making the
decision to report suspected child
abuse while bearing in mind the
statutory requirements for report-
ing suspected abuse in his or her
state. The threshold for reporting is
low. The pediatrician should report
when there is a reasonable suspi-
cion that the child was abused. The
child protective services agency

then has the responsibility to conduct
a thorough investigation to determi-
ne whether abuse has occurred.

3. The child’s mental health. In ev-
ery case, the patient should be as-
sessed for possible mental health
problems, and if any are identified,
appropriate emergency mental health
care should be sought. The initial
disclosure of abuse can be ex-
tremely stressful for a young per-
son. It is important to consider the
possibility that symptoms of depres-
sion and posttraumatic stress disor-
der might already have developed.
The family might be angry at the
child because the disclosure has in-
troduced stress into the family or
because the threatened loss of a
family member could result in finan-
cial insecurity. A disclosure of sexual
abuse is perhaps one of the most
explosive events that can occur in
a family.

4. The need for a physical examina-
tion. If sexual abuse is suspected,
a thorough examination should be
performed to rule out injury, par-
ticularly if a child is reporting gen-
ital or anal pain or bleeding. If the
abuse occurred in the distant past
and the asymptomatic child is go-
ing to be referred to a specialty
center for medical evaluation, ex-
amination might be deferred. If
the child reports dysuria, a urinaly-
sis is indicated. Rarely, acute sex-
ual assault can cause severe
genital or anal injury that can lead
to excessive blood loss (a medical
emergency).

5. The need for forensic evidence
collection. Children who have
had recent sexual contact involving
the exchange of bodily fluids should
be immediately referred to a spe-
cialized clinic or emergency de-
partment capable of collecting
evidence using a forensic evidence
kit.35 Many states recommend that

forensic evidence be collected if
less than 72 hours have passed
since the assault. Some states re-
quire evidence kits to be per-
formed as late as 96 hours after
assault. Some evidence supports
limiting collection of forensic evi-
dence in prepubertal children to
those who present within 24 hours
after assault.36,37 As more laborato-
ries use DNA testing to analyze fo-
rensic specimens, however, the
time for collection of useful foren-
sic evidence might be extended
beyond the current 72-hour stan-
dard.38,39 Pediatricians should fa-
miliarize themselves with the
relevant policies of the jurisdiction
in which they practice. The referral
center also should be capable of
evaluating the child for the appro-
priateness of antiretroviral HIV
prophylaxis,40 postexposure pro-
phylaxis for STIs,41 and pregnancy
prophylaxis. HIV and pregnancy
prophylaxis should be given as
soon after the sexual contact as
possible and are not recommended
more than 72 hours after contact.

INTERVIEWING CHILDREN ABOUT
POSSIBLE SEXUAL ABUSE

Depending on the community services
available, the pediatrician should be
prepared to conduct a basic interview
with a verbal child about an abuse
experience. Often, this is necessary to
make the appropriate decision about
referral to another facility or to report
to child protective services. Several
fundamental guidelines inform this
process.

1. If the child spontaneously dis-
closes abuse, it is important that
the person hearing the disclosure
respond by telling the child it is
okay to talk about it with adults. If
the child begins to make a disclo-
sure and the physician says, “I’m
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not the person you should tell this
to,” the child might be hesitant to
disclose at another time.

2. The child should be separated
from the parent for the interview
if at all possible. Parents can sub-
tly or not-so-subtly influence the
child’s statements. Separation
from the parent is particularly im-
portant if the parent is a suspected
perpetrator or is supportive of the
suspected perpetrator, to prevent
the child from feeling intimidated
or threatened. The parent will later
be present for the examination if
that is the child’s preference.

3. If the pediatrician has not already
established a relationship with
the patient, some time should be
spent talking about nonthreaten-
ing issues, such as school, friends,
or pets. It is difficult for a child to
be asked painful or embarrass-
ing questions without first feel-
ing safe and supported by the
adult asking the questions.

4. Pediatricians should tell children
that it is their job as doctors to
keep children healthy and that it
is okay for children to talk about
difficult or uncomfortable sub-
jects with their doctors.

5. The pediatrician should not ask
leading or suggestive questions.
It is important to begin with
open-ended, general questions
about the child’s likes and dislikes
or about the people in the child’s
family. Then ask about things the
child is worried or confused
about, or about things that have
happened to the child that have
been unpleasant or stressful. A
question should never suggest
an answer. Examples of open-
ended questions include the fol-
lowing:

“Is anything bothering you?”

“Tell me why you’re here today.”

“Do you think he would want you to tell
me what happened?”

Examples of incorrect questions are
as follows:
“Who touched your privates?”

“I know that Uncle Joe hurt you; tell me
about it.”

6. Developmentally appropriate lan-
guage should be used with the
child. The terms and concepts un-
derstood by a 12-year-old are very
different from those understood
by a 4-year-old. Be aware of the
terms the child uses for the gen-
italia and anus. The parents
should be asked in advance which
terms the family uses for private
parts and bathroom activities.

7. Any descriptions of abuse given
by the child should be recorded
word for word (using quotation
marks) in the medical record, us-
ing the child’s own language, and
should be attributed to the child.
When practical, the response
should be recorded together with
the question. For example, “When
asked why she was not wearing
underwear, the patient answered
that . . .” or “Without my asking,
the child stated that. . . .” Careful
notes should be taken during the
interview. Video or audio record-
ing of the interview is not needed
unless this is part of the pediatri-
cian’s regular practice.

8. The child should not be urged or
coerced to talk about abuse. The
child should be allowed to talk
about it if he or she wants to,
but there should never be an ex-
pectation that the child must dis-
close to the professional. The
child should not be rewarded
after a disclosure. (For example,
“Tell me what happened with Un-
cle Joe, and then you can go back
to your mom” is not an appropri-
ate statement.) Forcing a child
who has been abused to give a dis-
closure can be experienced by the

child as revictimization and loss
of control and can make an al-
ready painful experience worse.

9. The pediatrician should remem-
ber that this is a medical inter-
view and that he or she is
obtaining information needed to
make the appropriate diagnostic
and treatment decisions. If the
child makes an initial disclosure
to the pediatrician, it is likely that
the child will be interviewed again
by another adult professional.
Parents and children can be told
this before the interview begins.
Professionals with advanced
training in forensic interviewing
conduct a very different type of
interview than the medical inter-
view conducted in the clinical set-
ting. Although it is important to
avoid multiple interviews of the
child, in many situations the in-
terview will be a 2-stage process
in which the initial evaluator
obtains minimal facts to evaluate
the need to report to the author-
ities, and a forensic evaluator
conducts a more detailed inter-
view.

10. The pediatrician should be sup-
portive and empathic. Treat the
patient with the same respect
and caring given to all your
patients. If the child tells you
about abuse, show appropriate
concern; do not act shocked, out-
raged, or dismissive.

11. Appropriate language should be
used to interview children. Trans-
lators should be used if neces-
sary, and the child’s use of
words to describe body parts
should be understood.

12. If the pediatrician records his or
her impression of the child’s emo-
tions during the examination or
interview, these subjective im-
pressions should be identified as
such (eg, “It was my impression
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that the child seemed agitated.”).
Similarly, if an observation is made
that may bear on the truthfulness
of the history, it should be clearly
identified as separate from fact
(eg, “I noted that the child and
her mother used identical words
when answering this same ques-
tion. I therefore considered the
possibility that the answers may
have been rehearsed.”).

THE PHYSICAL EXAMINATION
WHEN SEXUAL ABUSE IS
SUSPECTED

Studies have shown that pediatricians
often have not been properly trained to
examine the genitals and anuses of
children when abuse is suspected.42

Some of the most basic knowledge,
such as the appropriate identification
of anatomic structures, has not
always been part of pediatric res-
idencies or physicians’ continuing
education.43,44 Appropriate techniques
for evaluating children’s anogenital
regions are an important part of pe-
diatric education.

When the question of sexual abuse
arises in the medical setting, the pe-
diatrician might want to consider
whether the child should be triaged to
another facility for evaluation, such as
a child advocacy center or a special-
ized abuse assessment clinic at
a children’s hospital (after consider-
ing the safety questions discussed
previously). If the pediatrician does
not think that the situation constitutes
an emergency, he or she should con-
sider referring the child for evaluation
if he or she is not confident that he or
she has the necessary examination
skills. Unnecessary multiple anogen-
ital examinations should be avoided
because they can be upsetting to
a sexually abused child. On the other
hand, routine examination of the
genitals and anus (appropriately
chaperoned)45 during well child

examinations can help patients and
parents understand that anogenital
health is as important as the health of
other parts of the body and will fa-
miliarize pediatricians with normal
anatomic structures.

The anogenital examination should be
preceded by a thorough general phys-
ical examination. Children who have
experienced one type of abuse also are
at risk for other types of abuse or
neglect. In addition, the general physi-
cal examination establishes the physi-
cian’s role and is likely to be an event
the child has previously experienced at
a physician’s office.

The nature and process of the exam-
ination should be explained to the child
in age-appropriate language before
the examination takes place. An ap-
propriate chaperone must be present.
Most children will want a same-gender
parent in the room during the exam-
ination. If a parent is not available,
a second medical professional should
be in the room to reassure the child, to
assist the examining physician, and to
act as a chaperone. A parent or caring
professional at the head of the ex-
amination table can provide support
for the child as well as reasonable
assurance and distraction during the
examination. Use of appropriate gowns
and drapes can protect the child’s
modesty and make the child feel less
vulnerable.

The examination of the genitalia and
anus does not require the use of
instruments in most cases. For girls,
separation of the labia and gentle la-
bial traction while the child is supine
with the knees bent and hips abducted
(frog-leg position) will adequately ex-
pose the genital structures. Speculum
examinations are contraindicated in
prepubertal children in the office
setting. If intravaginal trauma is sus-
pected, vaginoscopy should be per-
formed under anesthesia.

In an adolescent, an examination for
sexual abuse should follow the rec-
ommendations of the AAP regarding
intravaginal examination using a spec-
ulum.46 In many cases, a speculum
examination is not needed in the ab-
sence of signs or symptoms of genital
disease but is usually indicated after
acute vaginal sexual assault to docu-
ment injuries and to collect forensic
specimens.47 Girls should receive their
first cervical cytologic examination
(Papanicolaou test) at 21 years of age
unless there are special circum-
stances, such as immune suppression
or infection with HIV.46,48

For boys, the examination of the gen-
itals consists of inspection of the penis
and scrotum, documenting any noted
trauma or scarring and any other
abnormalities.

Examination of the anus is performed
in most cases by external inspection
with gentle traction of the buttocks to
expose the anal sphincter while the
child is supine with the knees pulled
up to the chest (cannon-ball position).
Anoscopy or a digital rectal examina-
tion is not routinely indicated.

Documenting the findings of the
anogenital examination is important.
In specialty centers, the examination
is usually documented with photo-
graphs or videos. In the pediatric
office, a detailed description of the
structures will suffice. If photographs
are taken, however, they should be
treated as a confidential part of the
medical record, and care should be
taken to label them for proper iden-
tification.

An expert committee that has written
practice standards for medical exami-
nations in child advocacy centers rec-
ommends that all examinations be
reviewed by an expert clinician.49 This
usually entails a secondary review of
photographs or videos to verify the
physical findings. If the examination
findings are deemed to be abnormal
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or consistent with trauma, pedia-
tricians also should have a secondary
review of physical findings, either by
having a clinician experienced in fo-
rensic anogenital examinations review
the photographs or by referring the
child to a center specializing in child
abuse. Studies have shown there to be
better agreement on interpretation of
examination findings when clinicians
have had extensive experience and
education in the evaluation of child
sexual abuse.50

All pediatricians should gain experi-
ence in the anogenital examination of
children and adolescents. Many con-
ditions can mimic trauma. It is im-
portant to recognize these findings
and to distinguish them from lesions
caused by child abuse.51 The Supple-
mental Appendix reviews genital and
anal conditions that can be confused
with sexual abuse.

Most sexually abused children have
normal anogenital examinations.52,53

Many types of molestation (eg, oral
genital contact or fondling) leave no
permanent scars or marks. Even
children who have been sexually
penetrated often have normal exami-
nations.53,54 Anogenital tissues heal
quickly and completely after many
types of anal or genital trauma.55,56 A
normal examination of the genitals
and anus neither confirms nor rules
out sexual abuse. This fact should be
mentioned in the assessment portion
of the record. After the examination, it
is important to reassure the child that
he or she is healthy.

TESTING FOR STIs

STIs occur infrequently in prepubertal
sexually abused children. A recent
multisite prospective study of 536
children evaluated for suspected sex-
ual abuse revealed that 8.2% of the
female children younger than 14 years
had an STI.57 Chlamydia trachomatis

infections were found in 3.1% of the
girls, and Neisseria gonorrhoeae in-
fections were found in 3.3%. Only 1 girl
tested positive for syphilis (0.3%), and
none tested positive for HIV. Five of 12
girls with genital lesions tested posi-
tive for herpes simplex virus. Five of 85
symptomatic girls (5.9%) had Tricho-
monas vaginalis identified on a wet
mount. Girls with vaginal discharge
were more likely to have an STI.

Because STIs are not common in
prepubertal children evaluated for
abuse, culturing all sites for all
organisms is not recommended if the
child is asymptomatic. Each case
should be evaluated individually for STI
risk. Factors that should lead the
physician to consider screening for STI
include the following41:

1. Child has experienced penetration
of the genitalia or anus.

2. Child has been abused by a
stranger.

3. Child has been abused by a perpe-
trator known to be infected with an
STI or at high risk of STIs (intrave-
nous drug abusers, men who have
sex with men, or people with mul-
tiple sexual partners).

4. Child has a sibling or other relative
in the household with an STI.

5. Child lives in an area with a high
rate of STI in the community.

6. Child has signs or symptoms of STIs.

7. Child has already been diagnosed
with 1 STI.

Sexually abused adolescents are at
higher risk of STIs and should be
screened for all STIs, as would any
sexually active adolescent presenting
for routine care.

Genital and anal infections with N
gonorrhoeae are rarely acquired
perinatally, and outside the newborn
period they are considered likely to be
caused by sexual abuse.58 C tracho-
matis infections in children older than

3 years also are likely to be sexually
transmitted.59 T vaginalis infection also
should raise a concern of possible
abuse.60 Herpes simplex virus and
genital warts (human papillomavirus)
can be sexually transmitted in children,
but these infections are not diagnostic
of abuse by themselves.61 HIV infections
in children who have not been exposed
to the virus perinatally, through blood
products, or by needle sticks are also
highly likely to be caused by abuse.62 In
any case of an STI in a child, a careful
investigation into risk factors and con-
tacts should be conducted, a thorough
medical and social history should be
obtained, and the child should be eval-
uated for possible sexual abuse.

The recommendations for laboratory
methods best used to detect infection
with C trachomatis and N gonor-
rhoeae in abused children are evolv-
ing. Current standards require these
organisms to be confirmed by culture
in cases of suspected sexual abuse
that involve the legal system.41 How-
ever, a recent multicenter study found
that commercially available nucleic
acid amplification tests (NAATs) are
highly sensitive and specific for these
organisms and that these tests pro-
vide “a better alternative than culture
as a forensic standard.”63 The study
also found that NAATs performed on
urine specimens worked as well as
vaginal swabs to detect infection in
both prepubertal and postpubertal
girls, obviating more invasive tests. All
positive NAAT results in this study
were confirmed by genotypic and se-
quence analysis tests, leading to
a high positive predictive value for
C trachomatis and N gonorrhoeae.

In medicolegal cases, culture-based
tests have been preferred because
of their high specificity (nearing
100%). This would make the possibility
of a false-positive result highly unlikely.
Unfortunately, culture-based tests for C
trachomatis and N gonorrhoeae are
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very insensitive. In addition, many lab-
oratories no longer offer culture-based
tests, making it impossible to screen
victims for infection using culture
methods. If laboratories do maintain
limited culture facilities, they would be
more likely to provide false results,
given limited experience with cultures.
Because NAATs provide highly sensitive
detection of organisms and their
specificity approaches that of culture,
the AAP recommends the use of NAATs
when evaluating children and adoles-
cents for genital infections with C tra-
chomatis and N gonorrhoeae.

All positive test results should be
considered presumptive evidence of
infection and, if used, should be in-
terpreted with caution. Positive results
should be confirmed using additional
tests in populations with a low prev-
alence of the infection or when a false-
positive test could have an adverse
outcome. When establishing a pro-
tocol to evaluate positive NAAT results
for N gonorrhoeae or C trachomatis,
experts in laboratory medicine and
pediatric infectious diseases should
be consulted to determine appro-
priate secondary tests. All positive
specimens in suspected abuse cases
should be retained by the laboratory
for additional testing.

Recently, various rapid antigen tests,
DNA hybridization tests, and NAATs have
been developed for Candida species,
Gardnerella vaginalis, and T vaginalis.64

These tests have not been extensively
studied in children and should not be
used at this time. Bacterial vaginosis
(the vaginosis associated with G vagi-
nalis) and genital candidiasis are not
specific indicators of sexual abuse.

By recommending the use of NAATs for
N gonorrhoeae and C trachomatis in
cases of suspected sexual abuse of
children, the AAP recognizes that
pediatricians’ first priority should be
protecting the health of children. The
pediatrician should be considered

primarily a provider of health care for
children and should prioritize ensuring
the health and well-being of their
patients rather than focusing on the
legal outcome of criminal cases. In
practice, rarely have cases of sus-
pected sexual abuse been adjudicated
on the basis of a positive test result for
an STI alone in the absence of a his-
tory, physical finding, or other confir-
matory evidence of abuse. Although
properly collected, tested, and con-
firmed laboratory specimens can aid
in the prosecution of sex offenders,
the pediatrician’s main responsibility
lies in protecting the child’s health.

The Food and Drug Administration
has not approved NAATs for the di-
agnosis of C trachomatis or N gon-
orrhoeae infections of the throat or
anus. The Food and Drug Adminis-
tration does allow laboratories to
use NAATs for testing nongenital
specimens if the individual labora-
tory undergoes internal validation
of the method used in a method
verification study. In verification
studies, positive and negative speci-
mens are compared with reference
standards or with results from a sec-
ond laboratory.65 No studies have been
published evaluating the use of
nongenital-site NAATs in prepubertal
children. However, studies in adults
have had promising results when using
some NAATs to test for rectal or pha-
ryngeal N gonorrhoeae and Chlamydia
infections in high-risk populations.66–68

At this point, the use of NAATs in chil-
dren for rectal or pharyngeal speci-
mens is not warranted until more
research is available. If used, they
should be interpreted with caution.

If diagnosed with an STI, the child
should be treated promptly. When
there is a possibility that the child has
been exposed to HIV, proper follow-up
or prophylaxis is needed. When ap-
propriate, consideration should be given

to treating the patient with emergency
contraception.

WORKING WITH FAMILIES TO
MITIGATE THE ADVERSE EFFECTS
OF SEXUAL ABUSE

When children disclose sexual abuse,
people close to them are usually
deeply affected. Parents often have
feelings of guilt for not protecting
their children68,69 and might experi-
ence intense anger at the abusers. A
child’s disclosure can exacerbate
a parent’s own feelings about his or
her adverse childhood experiences.
Previous family conflict (eg, marital
conflict, substance abuse issues)
can be aggravated. Some parents
want to sweep the disclosure under
the rug to avoid dealing with the
painful reality. Family members can
feel protective of the accused
abuser, especially if that person is
another family member. Families
should be given the following guid-
ance about how to respond to chil-
dren who disclose abuse.

1. Parents should understand that
medical professionals are required
to report suspected abuse to the
proper authorities for investigation.
It is not an option for the pediatri-
cian to keep the disclosure secret.

2. It is important for families to co-
operate with agencies investigating
the alleged abuse.

3. Studies have shown that the long-
term outcomes of children who have
experienced sexual abuse are better
if they are believed and supported
after a disclosure.11,70 The parents’
initial response to the disclosure is
important. If the parents show ex-
treme distress and become nonfunc-
tional, the child will feel less secure
and less protected. If the parents
are openly emotional and weeping,
the child might feel that he or she
has to recant or minimize the abuse
to decrease the parents’ distress.
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Parents should respond in a calm
and protective manner, assuring
the child that the abuse was not
his or her fault and that they will
do all they can to protect the child
and keep him or her safe.

4. Parents should not independently
try to question the child or accuse
the child of lying. If the child wants
to talk about the abuse experience,
the parent should listen and be
supportive, but it is not helpful to
repeatedly question the child or
force the child to describe the
abuse in detail. This type of ques-
tioning can be damaging to the le-
gal adjudication of the case.

5. Pediatricians can provide guidance
to families by recognizing the im-
portance of mental health assess-
ment after childhood trauma and
by familiarizing themselves with
mental health treatments that have
been shown to be effective in ame-
liorating the effects of abuse.71 Chil-
dren should be treated by
therapists with proper training
and experience in dealing with child
trauma. Options are available to fa-
cilitate the delivery of psychological
services to abused children through
child advocacy centers, community
mental health centers, and victims’
compensation programs.

GUIDANCE FOR PEDIATRICIANS

1. Pediatricians should understand
the mandatory child abuse report-
ing laws in their states and should
know how to make a report to the
responsible agency in their juris-
diction that investigates cases of
alleged child sexual abuse.

2. Pediatricians should recognize
that sexual abuse of children
occurs commonly, and they should
be prepared to respond appropri-
ately in their clinical practices.

3. Pediatricians should be aware of
normal, developmentally appro-
priate variations in children’s sex-
ual behaviors.29

4. Pediatricians should be aware of
community resources available to
assist in the evaluation of alleged
child abuse.

5. Pediatricians should be educated
about normal and abnormal genital
and anal anatomy in children.

6. Pediatricians should seek a second
expert opinion in cases of child
sexual abuse when the child’s anal
or genital examination is thought
to be abnormal.

7. Pediatricians should know when
and where to refer cases of acute
alleged sexual abuse or assault
that require forensic testing, pro-
phylaxis for STIs and HIV, and
emergency contraception.

8. Pediatricians should know the
importance of using nonleading,
open-ended questions if they are
asking questions about possible
abuse.

9. Pediatricians should understand
how to support children and fami-
lies when child sexual abuse is
suspected.

10. Pediatricians should be aware of
the effects of sexual abuse on child-
ren’s mental health and be able to
refer abused children to mental
health professionals who have ex-
pertise in treating child trauma.

11. Advice on protection of children
from sexual abuse should be part
of the anticipatory guidance given
to parents in the medical home.
The AAP Web site provides guid-
ance for pediatricians (http://
www.aap.org/en-us/advocacy-and-
policy/aap-health-initiatives/Medical-
Home-for-Children-and-Adolescents-
Exposed-to-Violence/Pages/Sexual-
Abuse.aspx) and for parents (http://
www.aap.org/en-us/about-the-aap/
aap-press-room/news-features-and-
safety-tips/Pages/Parent-Tips-for-
Preventing-and-Identifying-Child-
Sexual-Abuse.aspx) about preventing
child sexual abuse. In addition, the
AAP developed an educational toolkit
for “Preventing Sexual Violence”
(https://www2.aap.org/pubserv/
PSVpreview/pages/main.html).
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