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1. Introduction

Child sexual abuse (CSA) is an insidious form of maltreatment, with a wide
range of psychiatric and psychosocial consequences that can persist into survi-
vors’ adulthood (Felitti et al., 1998). This type of abuse involves the inclusion of
a child in sexual activities that the child cannot comprehend, for which the child
is developmentally unprepared and cannot give consent, and/or that violate the
law or social taboos of society (Donaruma, 2019). A survey of adolescents living
in the United States reported that 14.3% of girls and 6.0% of boys disclosed a
sexual assault during childhood (Finkelhor et al., 2015). This estimate of disease
prevalence has been relatively stable across analyses, always manifesting a female
predominance in endorsement of a sexual abuse experience (Pereda et al., 2009;
Stoltenborgh et al., 2011). Pediatric care providers should address early interven-
tion and prevention strategies that focus on avoiding recurrence of the abuse, typ-
ically in partnership with dual investigative agencies serving families and the jus-
tice system. This inter-professional relationship is challenged by the differences in
focus for each partner. Medical personnel are trained to accept a patient history
as the best method to organize the optimal evaluation and treatment plan, while
investigators into child safety and protection require corroborative “evidence” to
support the history of the present illness when sexual abuse is the primary com-
plaint (Finkel et al., 2011; Adams et al., 2016; Shapiro & Makoroff, 2006).

Inarguable proof that child sexual abuse has occurred, such as pregnancy or a
sexually transmitted infection, is rarely detectable in the medical setting (Siegel
et al., 1995; Heger et al., 2002). Physical exam discovery of ano-genital injury in-
dicating sexual contact is similarly uncommon, found in about 5% of children
who describe abuse (Kellogg et al., 2004; Anderst et al., 2009; Finkelhor et al.,
2013). The child’s history of an act that most often occurs in secret, witnessed
only by the victim and the abuser, becomes the primary driver of the subsequent
evaluation of the child’s environment and caretakers. The sufficiency and clarity
of a medical history that prompts a diagnostic clinical evaluation may not be
perceived comparably by a caseworker, detective, or attorney due to uncertainty
about the weight of the victim’s history as “evidence.”

Because the process of disclosure of a history of sexual abuse is often convo-
luted, a delayed disclosure is more common than an immediate outcry. Influ-
ences on the child historian are multifactorial and the nature of the relationship
between victim and perpetrator may play a large role, especially when that as-
sailant is a close family member, or even the family breadwinner (McElvaney et
al., 2014; Hassan et al., 2015; Heyman et al., 2020). Further barriers are both in-
terpersonal and intrapersonal, and can involve strong fears centering on blame,
potential disbelief of their accounts, and the consequences that will follow the
outcry, as well as shame related to the abuse, their delay in disclosing, and of re-
vealing deeply personal information (Hassan et al., 2015). However, children in
research scenarios tend to tell the truth when the information will be helpful to

the recipient and uncommonly lie with the intent to manipulate others (Talwar
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et al., 2019; Oates et al., 2000). Truth-telling is also the pattern with adolescent
sexual abuse victims; typically patients will under-report the extent of sexual
contact, and rarely fabricate allegations (Sjoberg & Lindblad, 2002; Finkel, 2008).
The historical details of an abuse event, when shared through each abuse survi-
vor’s own unique perspective, can provide plausible insight into the child’s expe-
rience, and this study aims to better characterize what may be expected and re-
lied upon in that history. The goal of our study was to identify and characterize
the elements of a sexual abuse history that children with corroborating physical
exam findings provide to clinicians. This may help pediatric providers identify
historic elements that can be sought as supporting a diagnosis of CSA and guide

decision-making as well as efforts to engage social support for families.

2. Methods
2.1. Setting and Study Population

This was a nested cohort study within a larger epidemiologic study of CSA in-
volving children aged 6 to 16 years referred to a large urban children’s assess-
ment center (CAC) medical clinic seen in a single calendar year (2009) (Greeley
et al., 2016). This medical clinic accepts referrals from medical providers, family
services caseworkers, and investigating law enforcement personnel when there
are concerns for 1) sexual abuse outcry by a pediatric patient or 2) at-risk status
due to some shared circumstance with a child who has made an outcry of sexual

abuse victimization.

2.2. Data Collection

After obtaining a medical history from the caregiver, a clinic physician (one of 2
Emergency Medicine pediatricians or 2 Child Abuse pediatricians) obtained the
history using open-ended and developmentally appropriate questions while the
child sat in a private setting with the clinician, and the caregiver waited outside
in the waiting room. The history was obtained and the elements directly related
to the sexual abuse disclosure were documented verbatim prior to the physical
examination which included colposcopic viewing of the anogenital area. Elec-
tronic health records were queried to identify patients with abnormal genital or
anal examination findings. Examination findings were then reviewed for speci-
ficity for blunt force trauma according to generally accepted criteria (Adams,
2016). Institutional review board approval was obtained (H-33367). The retro-
spective nature of this chart review introduced minimal risk of harm to this vul-
nerable pediatric population.

Inclusion criteria consisted of an anogenital exam positive for signs of blunt
force trauma as well as documentation of a history of present illness provided
directly from the child. Charts of included patients were reviewed for de-
mographics, including age, gender, race and ethnicity. The discussion of the
history of present illness (HPI) between the child and examiner was coded for

concepts and themes expressed by these children and documented verbatim by
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their examiner during the visit. We identified 3 areas of interest a priori. First,
could children identify the basic necessary information to direct a meaningful
medical evaluation, such as the identity of their alleged perpetrator and the me-
chanics of contact? Second, could children provide a history of signs or symp-
toms associated with their abuse (e.g., pain, bleeding) to contribute to the inter-
pretation of their physical exam? Finally, were there spontaneous elements of the
history regularly described by this group of children?

2.3. Analysis

This qualitative study employed a secondary analysis of data originally collected to
identify community characteristics associated with seeking medical evaluation for
suspected child sexual abuse in a large urban area. The results are published else-
where (Greeley et al., 2016). In this project, we returned to the data and asked a
new research question focused on the content of pediatric medical histories of
sexual abuse in those children with evidence of trauma to the anogenital area.
Patient histories were obtained thorough chart abstraction. Data were ex-
tracted, coded, and analyzed by individual coders using Glaser and Strauss’s
(1968) constant comparative method. The research team followed the Glaser and
Strauss process of making iterative comparisons of the qualitative data. Using an
adaptation of Seaver (2008)’s model: Stage 1: researchers reviewed chart abstrac-
tion data to identify keywords and phrases; Stage 2: researchers met to discuss
their independent findings, aggregate codes, and identified connections between
codes; Stage 3: researchers independently recoded chart abstractions with codes
previously approved by team and Stage 4: reviewers met to identify, reconcile
and refine coding differences through consensus (Glaser et al., 1968; Seaver et
al., 2008). For example, expression of associated negative emotions’ as a topic

was refined as fear (for self), fear (for others), anger, disgust, and shame.

3. Results

During the study period, 785 children were evaluated for possible sexual abuse,
of whom 31 (3.9%) met inclusion criteria (Figure 1). Ninety percent were girls
(Table 1), 58% were Hispanic, and 23% were prepubertal (<10 years old)
(Figure 2). Mental health conditions or learning disabilities were found in 35%
of the cohort, including all boys. The ability to provide a meaningful history in-
dependent of the caregiver was not associated with comorbid diagnoses or pa-
tient age. Both pre- and post-pubertal children could discuss not only the me-
chanics of the inappropriate contact, but also were able to provide information
on circumstances surrounding their abuse as well as physical, psychological, and
emotional responses to the events. Every child identified their alleged perpetra-
tor, either by name or by relationship. Overall, children were able to describe the
mechanics of their abuse, signs and symptoms related to the abusive contact(s),
emotional associations with the abuse event(s), and even provide relevant details

to direct both medical and forensic evaluation.
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Figure 1. Identification of study population.
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Figure 2. Age distribution of patients (years).
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Table 1. Population demographics.

Category Value
12.7 (mean)
Age (years) 13 (median)
Interquartile range = 4

Gender 90.3% female
Hispanic Caucasian 58
African-American 19

Race/Ethnicity (%)
Caucasian (non-Hispanic) 19
>1 race identified (Other) 3
Mechanics

Even the youngest children in the group could describe specific mechanics
surrounding their contact:

“His weiner ... in the hole and in the crack.” age 6, male

“He took his private, and he just touched my crack and my mother she
catched him, yes. Then his thing, his front part, then put it in my butt” age 7, F

“He did things with a hammer and my butt. He put the hammer's handle in
my butt.” age 10, F

Older children could provide increasingly detailed accounts:

“Because somebody raped me, someone broke in and raped me. Someone
forces you to have sex. He forced it in me. Forced his private in my private part.”
age 12, F

“I was raped when someone puts their penis into your vagina and you don’t
want it.” age 12, F

“Then he either stuck his finger or his penis in me for like 40 or 50 minutes,
then pulled my panties back up.” age 15, F

“I was forced into prostitution.” age 16, F

Signs and symptoms

In addition, youngest children described painful associations with the contact,
such as the 10-year-old girl mentioned above who experienced abuse with an
object (hammer), who further described: “two times I bled out of my butt. It
came out when I pooped.” Another girl, aged 7, offered “it was hurtful” in regard
to the digital genital contact she had experienced, without further elaboration,
leaving it unclear if she was reflecting on physical or emotional pain, or a com-
bination of both, as she described her abuse.

Older children also could describe the effects of the physical injury that was
later noted on exam:

“It hurt and it bled a Iittle.” age 13, M (forced penile-anal contact)

“Then we went to my grandmas house and I was bleeding and there was
blood on my panties and I had changed and took a shower.” age 15, F (forced
penile-vaginal contact)

“The hurting after urine, it started after that [the assaulf].” age 16, F (forced
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penile-vaginal contact)

Recall of Response

A trend in the context of the disclosure descriptions appeared with more ac-
counts of resistance in the younger children in the face of force or its threat, but
more reflections on their fear shown by the older children.

“He was trying to touch parts he shouldn’t ... Trying. Only the butt, but I was
protecting myself” age 7, F

“I told him to get it out but he didn’t and I couldn’t stand it so I got my feet
and I hurt him in his penis.” age 9, F

“I had some bruises on my wrist, where I was trying to fight him off and he
was hitting me.” age 12, F

“He told me not to tell: ‘I gonna beat you up.” age 13, M

“I know you supposed to tell, but I was too young, I was just 13 bout to be 14
and I was so scared.” age 15, F

“He come back and he laid down on the bed and he pull my gym shorts down
and my panties down, and me, I m terrified. And scared.” age 15, F

In addition, a small number of children commented on disgust at the perpe-
trator’s behavior:

“it felt nasty ... Now he just sickens me and I can’t be his friend.” age 11, F

There was a small population of adolescents who described the sexual contact
as a romantic aspect of a loving relationship with a partner who was an adult,
underscoring the effectiveness of grooming. This perception began as early as
age 12 (with a 29-year-old perpetrator) and through the adolescent years from 5
separate patients.

“He was there when my dad wouldr’t listen. He listens to me and he under-
stands what I am going through and everything.” age 14, F regarding adult man
in his 50s

Finally, there was a group of children who provided medically and forensically
relevant details about their contact, specifically in relation to exposure to bodily
fluids:

“I felt, like a little wet spot on my side, it wasn't there before he did that and it
was there after he did that.” age 11, F

“Some kind of white stuff| went] outside my body, on my tummy.” age 13, F

“I think he nutted on me.” age 15, F

4. Discussion

This qualitative study is the first of its kind to evaluate the nature of children
whose sexual abuse is essentially proven by their physical exam findings. Sexual
abuse is common, and normal physical examinations are found in up to 95% of
children reporting sexual abuse (Kellogg et al., 2004; Anderst et al., 2009;
Finkelhor et al., 2013). As such, historical details provided by the child are cru-
cial to protective actions. Doubt is often cast on the ability of a child to provide a

history, due to limited ability to communicate sexual abuse, lacking the context
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to realize the contact was inappropriate, or fearing the consequences of disclo-
sure. The confluence of these circumstances can result in challenges to individu-
al child safety when doubt is wrongly introduced based on a normal exam as well
as on a larger scale when perpetrators avoid prosecution because a child’s outcry
as the sole eyewitness is the only proof that a crime took place.

By focusing on a cohort of children in whom there were definitive physical
signs of sexual assault, we identified several themes. First, all school-aged chil-
dren could provide detailed accounts as to the history and their signs and symp-
toms of the sexual contact. Older children generally could provide increasingly
detailed accounts, as would be expected developmentally. Adolescents demon-
strated a better understanding of sexual topics and the recognition of their own
experience as socially inappropriate behavior by the perpetrator. Older children
used more conceptual or euphemistic phrases to describe their encounters and
moved away from descriptions at the level of body parts with increasing age. The
choice to use a more socially bland phrase such as “intercourse” rather than
more emotionally fraught terms such as “rape” or “molest” could reflect some
socialization toward “polite” conversation with the adult examiner. Alternative-
ly, this use of euphemisms may reflect an implementation of “the language of the
unsayable”, a practice of modulating the intensity of emotions that may accom-
pany the disclosure of difficult and disturbing memories (Sorsoli et al., 2010; Si-
ka-Bright et al., 2013).

Second, the elements of self-defense presented only in the narratives of
younger children. It is not clear exactly why this trend is present, though small
sample size may be the answer. Alternatively, the inclusion of this information
may represent a desire of the child to demonstrate that she was not choosing to
be involved in contact that has since been labeled as inappropriate. Or, describ-
ing an accompanying relative show of strength could be a compensation for
feelings of anxiety that occur when disclosing her victimization (Scott et al.,
2020). Implementation of a rudimentary “smokescreen technique” to redirect
attention from the uncomfortable recollection of the abuse mechanics may also
be at play (Sorsoli et al., 2010).

Lastly, reinforcing known data regarding the victimization of vulnerable chil-
dren, thirty-five percent (n = 11) of the children in this group suffered from
mental health conditions and/or learning disabilities, including all three of the
male patients. However, having a comorbid diagnosis did not impair the ability
of these members of the study group to provide a detailed history of molestation
independent of their caregiver.

Protective action for these patients may be instigated by medical providers,
but must be implemented by cooperative action between investigators outside of
medical field. Early intervention and improved protection of child victims may
be enhanced with a more refined concept regarding what constitutes a clear and
plausible history of sexual abuse from a pediatric patient.

This is the first study to detail disclosure content from pediatric patients with

corroborating anogenital findings who can describe their sexual abuse to doc-
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tors. Perhaps this description can assist investigators from law enforcement and
child protection agencies to interpret the information they receive in the course
of their work protecting potential child victims. Next steps to explore this topic
should include more analysis of children younger than 10 on a larger scale, as
well as closer scrutiny of the outcries made by male patients, who were a smaller
percentage of this study population.

Our study had some limitations. The cohort of children was small, reflective
of the rarity of anogenital injury following child sexual abuse. Given the retro-
spective nature of the study, as well as differences in patient age, data elements
were not uniformly collected. Analyses depended on the physician skill set
during the history of present illness and clinicians’ charting habits. While re-
call bias is concern, 55% of cases were acute assaults (<7 days since the inci-
dent), potentially reducing the impact of recall bias. Additionally, the data set
is ten years old, collected as part of a prior study. However, no changes in the
epidemiology of child sexual abuse have been described in the intervening
years, so this analysis may be relied upon in the context of current practices in
the field.

5. Conclusion

This analysis demonstrates the elements of a history that can be provided by a
child sexual abuse victim with corroborating injuries; pediatric patients can pro-
vide a history with sufficient detail to formulate a treatment plan and provoke
reasonable concern for the safety of their environment. In the United States, the
“Start by Believing” educational initiative has celebrated a decade in furthering
understanding of the complicated circumstances surrounding abuse disclosures.
Here, physical exam findings that do in fact support the disclosure history may
encourage clinicians to believe and act on CSA narratives from pediatric pa-
tients. Further, it is important to recognize that many histories provided by un-
injured children with disclosures of sexual abuse contain similar features to these
children whose bodies display “proof” that the contact occurred. Ongoing at-
tempts to characterize the elements of a plausible account of sexual abuse are

warranted.
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