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1.0 INTRODUCTION

The problem of sexual abuse and exploitation of children has received increased
public attention only in recent years. While crisis centers and treatment
programs have begun to proliferate across the country, little information on
the gtate of the art exists. The American Humane Association documented

6,078 substantiated cases of child sexual abuse in 1978,* but the National
Center on Child Abuse and Neglect (NCCAN) estimateg that 60,000-107,600
children are victimized annually. Nationally, NCCAN is aware of about 150
special projects to treat child victims of sexual abuse,

The Child Sexual Abuse Victim Assistance Project (CSAVAP) operates out of
Children's Hospital National Medical Center, Washington, D.C. CSAVAP grew
out of the Child Protecticn Center (CPC), a project funded by the National
Center on Child Abuse and Neglect (U.S. Department of Health, Education and
Welfare) to treat victims of child abuse and neglect. Because the terms of
lts grant did not permit the Child Protection Center to treat victims of
non-family ahuse~-which comprised nearly 80 percent of its sexual abuse
cases--a separate project was needed to treat these children,

CSAVAP began operations in January 1978 as a short—term crisis intervention
and treatment program. In addition to medical, counseling and advocacy
serviges provided directly to the client, CSAVAP has developed extensive
curricula for professional training as well as less technical publications
for general consumption.

CSEVAP was asked to submit an Exemplary Project application on a recommenda-
tion from the project monitor at the Office of Criminal Justice Programs,
LEAA. This validation report is based on an interim report on CSAVAP opera-
tions prepared by the URSA Institute (February 1980), Exemplary Project
appiication materials, the project's guidelines and procedures manual,
quarterly reports and other documentation provided by project staff. 1In
addition, a two~day site visit was conducted by Debra Whitcomb and Jean
Tayzer of Abt Associates and Maureen Q'Connor and Frank Shults of the National
Ingtitute of Justice. The following persons were interviewed:

Joyce Thomas, RN, MPH~~CSAVAP Project Director:

e Carl Rogers, Ph,D.-~CSAVAP Research Director;

¢ Regina Berg, MSW~~CSAVAP Clinical Coordinator;

® David Lloyd, J.D.~~-CSAVAP Criminal Justice Specialist;

e Alan Schuman~-~Director, Social Services Division, D.C.
Superior Court, Intra~family Branch;

* American Humane Association, National Analysis of Official Child Abuse

and Neglect Reporting, 1978, Englewood, Colorado, November 1979, p. 34.
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e Joan Danzansky--Director, FACT (Families and Children in
Trouble) Hotline;

e Betty Queen-~Chief, Bureau of Family Services, Department
of Human Services; .

e Karen Leaman——~Psychiatric Nurse, Psychiatric Institute; and
e Vanette Graham--Howard University Resource Center.
In addition, telephone interviews were conducted with:

¢ Jason Kogan--Assistant U.S. Attorney for the District
of Columbia;

o Noelle Kramer--Chief, Grand Jury Section, U.S. Attorney's
Office;

Natalie Nash~-Coordinator, Child Abuse Project, Office
of the Corporation Counsel;

® Robert Mertens--Attorney, Public Defender Service; and

® Sgt. Joe Satterfield, Chief, Sex Offenses Branch, D.C.
Metropolitan Police Department.

1.1 Project Development

As noted above, the Child Sexual Abuse Victim Assistance Project (CSAVAP) is
a special uvunit of the Child Protection Center (CPC), a demonstration project
of the National Center for Child Abuse and Neglect (HEW). The parent project
had been funded to treat intra-family cases of child abuse and neglect, but
by 1977 C°C found that only 21 percent of its sexual abuse victims were
intra~family cases. Moreover, CPC staff recognized that handling cases of
sexual abuse and assault required different procedures and linkages with
diffrrent agencies than did cases of physical abuse and neglect. A grant
proposal for a separate project was developed with the following goals:

e To improve the knowledge and skills of law ‘enforcement
personnel in the sensitive management of victims,
witnesses, and families involved in cases of child
sexual abuse,

e To improve the knowledge, skills, and cooperation of
medical and social service personnel in the collection
and transmission of evidence and information to the
legal system in cases of child sexual abuse.
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2 operations until January 1978.

e To improve interaction, coordination, and cooperative
case management among the legal, medical and social
servics systems with respect to cases of child sexual
abuse.

@ To document the special needs of victims of child sexual
abuse and their families and methods of addressing those
needs.

® To increase public knowledge about methods of preventing
child sexual abuse and public confidence in and knowledge
about legal, medical, and social supports available to
child victims and their families.

In October 1977, the Department of Health, Education and Welfare awarded
$110,115 to launch the project, although the grant was administered by LEAA.
bue to difficulties in recruiting qualified staff, the project did not begin
Within the first few months it became apparent
that additional staff were needed and the project received supplemental
funding from LEAA in the amount of $51,373.

In its second year the project set forth two additional goals:

e To provide the specialized case management services
needed by victims of sexual abuse and their families.

@ To provide the basis for national disgemination and/or
replication of project methods, approaches, strategies,
and findings.

CsAVAP was funded at $260,324 for its sscond year and at $265,857 for its
third and final year of LEAA support. Plans for future funding are discussed
in section 2.5, Accessibility.

1.2 Approach

CSAVAP treatment philosophy explicitly requires consideration of the child's
needs above those of the family, if the two conflict. If there is a conflict
between the child's needs &nd the family's interests, CSAVAP will treat only
the child and refer the family elsewhere (frequently to the hospital's
Psychiatry Department). Moreover, the project believes that all suspected
cases of child sexual abuse and asgault should be reported to authorities
(law enforcement and/or protective services), citing four reasons:

1) As a private non-profit facility, Children's Hospital
has no authority to protect the child from future
danger;
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2) Staff believe tnat offenders should be held accountable
to the community for their conduct;

3) In some instances the child's parents/guardians may be
unwilling to report the incidents themselves:

4) D.C. law requires the project to report certain classes
of incidents (i.e., incidents of intrafamily abuse must
be repvorted to protective services or police; venereal
disease must be reported to public health).

As discussed in greater dstail below, courtroom preparation and accompaniment
as well as continued counseling are provided to the child once the case
enters the criminal justice system, CSAVAP treatment philosophy has been
documented as a formal statement and is attached in the appendix.

1.3 Organization

Located in the Children's Hospital National Medical Center, the Child

Sexval Ahuse Victim Assistance Project is considered a "speclal unit" of the
Child Protection Center. However, CSAVAP functions independently of CPC
aside from CPC staff assistance in the Z4-hour on-call schedule. Most CSAVAP
staff are headquartered in open office space on the hogpital's research
floor; the project also has a small conference room on that floor. A small
waiting room is set aside for CSAVAP clients immediately within the Emergency
Rocom entrance.

Original project staff included the project director (a registered nurse and
public health administrator with advanced training as a pediatric nurse-
practitioner), the Director of Research (a Ph.D. psychologist), a social
worker (MSW), a pediatrician (half-time), a data coordinator (half-time), and
two part-time research associates for a total of 4.2 full-time eguivalent
staff. None of these individuals was recruited from the parent project.

By March 1978, it was apparent that the project was understaffed to accomplish
the full scope of its objectives, and additional funding was requested and
secured to expand the staff by a second social worker, a criminal justice
speclalist, a registered nurse and an administrative assistant. The current
staffing configuration is as follows:

® Project Director

® Director of Research (recently named Agsistant Project
Director)

® Coordinator of Clinical Services (the original social
worker)

& Criminal Justice Specialist
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® Two scecial workers (each half-time)
o Psychiatric nurse

© Clinical psychologist (half-time)
e Data coordinator (half-time)

e Administrative assistant

The project pediatrician who was on the original staff was moved to a corn-
sultant status in the third year, reflecting the reduced need for his assistance
in developing medical protocols and providing initial training to hospital
staff. Funds for his salary were reallocated to the clinical psychologist
position to supplement thi# direct services staff.

The individual currently serving as criminal justice specialist is an attorney
who was initially hired as a consultant to research the progress of child
sexual abuse cases throughout the District of Columbia criminal justice
system. Later he was placed on staff to provide direct client services of
explanation and guidance, court accompaniment, and class advocacy in the
criminal justice system; to provide legal services (e.g., interpretation
of statutes and regulations) to project staff; and to track cases as they
progress through the criminal justice system. Project staff beilieved an
attorney was necessary to £fill this role because of the complexity of the
District of Columbia's criminal justice system, and because his law degree
would facilitate a rapport with key personnel in the system.

In addition to the pediatrician who now serves on a consultant basis,
a child psychiatrist from hospital staff also meets bi-weekly with the
project to discuss and supervise selected cases.

Figure 1 represents the organizational structure of CSAVAP. In addition to
the internal supervisory structure, each staff member 1s responsible to the
appropriate specilalized department within the hospital, e.g., the psychiatric
nurse is responsible to the nursing department and the psychologist is
responsible to the psychology department. Project staff meet weekly as a
team to discuss case progress and make decisions regarding termination and
referral.

Since its initial start~up, CSAVAP has been served by a Community Advisory
Council comprised of three subcommittees: Public Education, Case Management,
and Medical-Legal Education and Mental Health. Council membership represents
a broad array of professionals in the fields relating to child sexual abuse:
District of Columbia public schools, other erisis assistance programs, law
enforcement, prosecutors, probation, family services, other medical facili~
ties, and the general community. The most recent Council roster lists 32
names.,
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Figure 1

CSAVAP Organizational Chart
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In early phases of CSAVAP the Community Advisory Council was particularly
instrumental in developing medical protocols, case managemant guidelines,

and the curricula that have been used for training professionals from numerous
related fields. More recently the Council has turned its interest to securing
continded funding for the project.

1.4 Client Characteristics

CSAVAP has developed an operating definition of child sexual abuse, as
follows:

a. incidents of sexual assault involving physical force
in which a child (younger than 16 years) is the
victim;

And/or

b. sexual contact or interaction (such as intercourse,
fondling of genitalia, exhibitionism, sodomy, etc.)
between a child and another person of any age in
which the child's participation has been obtained
through undue means such as threats, bribery,
coercion,. misrepresentation of moral standards, or
gsimilar tacties;

and/ox

c. sexual conduct or interaction between a child and an
‘ adult or other person, even with the free cooperation
of the child,; when such activity is inappropriate to

the age and level of maturity of the other person.

Applicable legal definitions were considered uhacceptable: the D.C. child
abuse law is too narrow because it refers only to abuse perpetrated by a
parent or caretaker (thereby excluding all non-family assaults); criminal
gtatutes are too broad because they include sexual activity between con-
genting children, a circumstance which project staff consider to be within
the range of normal development (particularly among adolescents). Although
such activities are considered illegal under D.C. law, CSAVAP does not
consider them as incidents of sexual abuge.

Az will be discussed in the following section, project staff also believe
that diagnosed gonorrhea in a pre-~pubertal child is eviderce of sexual abuse,
unless proven otherwise. Hospital physicians have been instructed to refer
all such cases to CSAVAP for follow=~up. This method of case~finding through
diagnoased cases of gonorrhea is a unique aspect of CSAVAP.
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TABLE 1
E CSAVAP CASE CHARACTERISTICS

Initially, CSAVAP treated only victims age 12 and under. However, because Total Intakes (January 1, 1978-July 20, 1980) 461

Children's Hospital accepts adolescents up to 18 years of age, and because 18 ‘ : ; Age Distribution

is the legal age of consent in the District, and because the treatment needs ; ; _
of teenaged victims were perceived to be similar to those of younger children, f 1 0~3 yrs. : 28 ( 63)
CSAVAP expanded its services to adolescents in May 1979. Based on a sample j ‘ - 3~-6 101 (228%)
of 51 clients seen in the summer of 1979, the URSA Institute computed an ‘ : ‘ 6-9 138 (30%)
average client age of 9 years 3 months. : ~ 9-12 : 107 (22%)
| L }g:}g 69 (158)
Table 1 below summarizes other descriptive data from project statistics and i ; L . 'E%%'%?%%%}
the URSA Institute Interim Report. Project statistics show that to date, ;
mor¢ than one-fourth of their clients are male. Forty-one percent of the | — Sex Distribution
cagesg are intrafamily cases and 59 percent are nonfamily cases. Limited data . S Male
from the URSA report show that vaginal intercourse occurred in 64.7 percent | ! ” Pemal 134 (29%)
of the cases; anal intercourse occurred in nearly half, Forty-five percent i P e 327 (71%)
of the alleged offenders were under age 17. § , 461 (100%)
| : ! Relationship tv Offender
In keeping with its crisis intervention orientation, the project requires | S Non~family 272 (59%)
that cases referred for treatment involve either a recent incident of sexual j N Stranger 74 (16%)
abuse or a recent disclosure. (Victims reporting past incidents are referred ; ~ Acquaintance/
to therapy services in the community.) Although the project was established § A, neighbor/fxiend 198 (43%)
to treat victims residing in the District of Columbia, the lack of comparable § : Intra-family 189 (41%)
services in surrounding communities of Maryland and Virginia has resulted in g - Parent/stepparent/
a number of referrals to CSAVAP from those states. Still, the project B ; mother's boyfriend 101 (22%)
prefers to limit its resources to D.C. residents and consequently has con- P Related by blood
vened a Cross-Jurisdictional Council to deal with this problem (discussed : oo or marriage 88 (19%)
below in section 1.6.5). ' ; 261 (100%)
4 Type of Abuse* (Total exceeds 100% due to multiple abuses per victim)
1.5 Services E f Fondling 15 (29.4%)
s o : Anal intercourse 25 (49.08%)
- Vaginal intercourse 33 (64.7%)
CSAVAP provides nine services, five of which are direct services to the g o giaizginital contact 3 (5.99)
client, and four of which are more general in swope. Each service ig L e Obg 5 ( 9.8%)
. Lo ject penetration
described below: > Lo 4 ( 7.8%)
. Sy Exposure/voyeur ism 9 (17.68)
Unspecifieﬁ & (11. 8%)
1.5.1 Direct Services i i Offender Age Distribution#*
: 17 years or less 23 (45%)
P 18-21
1. Initial and Follow-Up Medical Services--detection and treatment oo C 22-26 ? g g:;
of physical injury; provision of information on the viectim's condition to the ? Lo 27~35 14 (273)
victim and her family; documentation of physical indicators of sexual activity \ b 36 or over 5 (10%)
and collection of medical evidence; and tests for and treatment of possible T Adult, age unknown 4 ( 8%)
pregnancy and venereal disease. An existing Emergency Room protocol for A '7'(100%)
exapining child viectims of sexual abuse was reviged and expanded; new proto- ; !
cols were developed for venereal disease diagnosis and laboratory procedures ' LA * URSA
(all aze in appendix). Most victims return for a follow-up exam within two ! h ﬁi §3§E€§§§%£%é b?;gg on 51 clients seen by CSAVAP staff between July 16 and
weeks. Occasionally victims are hospitalized because of extensive injuries : Lo ’ ¢ ,
or as a means of protecting them from further abuse. f . **Ibid. Project data show that juveniles represent 57 percent of the suspects
% 3‘ i in CSAVAP cases forwarded to the Prosecutor between February 1978 and June 1980,
8 | qn 9
? Ol
;
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2. Initial Crisis Intake and Case Findings~-preliminary interviews
with the child and family for all cases of alleged sexual abuse or sexual
assault, all cases of prepubertal gonorrhea, and all cases of inordinate sex
play or masturbation arriving for treatment at Children's Hospitai. Intake
is defined as a face~to~face interview with the victim conducted by a CSAVAP
clinician. Typically the clinician on-call assumes continuing responsibility
for all intakes during her shift.

3. Assessment, Evaluation and Case Planning--meeting with the child
and/or family at Children's Hospital and sometimes at home to assess further
tie home situation, the child's emotional condition, and the family dynamics.
The project places a heavy emphasis on formal psychological assessment and
diagnosis. In some cases a psychiatric evaluation of the child is requested
of the hospital's Fsychiatry Department. Case planning is accomplished
largely through weekly staff meetings and biweekly consultation with a
hospital psychiatrist.

4. Ongoing Crisis Cornseling and Psychosocial Treatment--fregquer 3y
and duration of project contact determined by type of case (stranger assault
vs. incest, young child vs. adolescent). Although primarily a crisis inter-
vention project, staff learned quite early thz ' incest cases required more
intensive and long-term therapy, and consequently the average length of
treatment is estimated at 12-14 weeks instead of the 6-8 weeks coriginally
projected.

5. Case Advocacy, Legal Counseling and Court Preparation/
Accompaniment-—advocacy and referrals to social service agencies (i.e.,
welfare, housing) when necessary; for cases proceeding to prosecution,
preparation and accompaniment for court proceedings. Court preparation
typically involves a tour of the courtroom, explanation of terms, and prac-
tice questioning.

As Table 2 shows, between January 1978 (when CSAVAP began providing services)
and July 20, 1980, the project provided some services to 73% alleged victims
of sexual abuse. Of those, approximately 461 are classified as project
intakes, that is, those that received at least the preliminary interview with
a CSAVAP staff clinician. As described in greater detail in Section 1.6,
most intakes arrive through the Emergency Room and are seen by a project
clinician shortly after arrival. Ninety-three are classified as incoming
referrals (cases referred to CSAVAP but never showing up for services); 181
are classified as consults (cases for whdich CSAVAP provided only consultation
and no direct treatment). '
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TABLE 2

CSAVAP INTAKES, REFERRALS AND CONSULTS
January 1, 1978-July 20, 1980

Total Clients Served 735
Project Intakes*
461 (63%
Sexual Abuse/Sex Play 391 (85%; )
Gonorrhea 49 (11%)
Other 21 ( 5%)
Incoming Referrals (pending
CSAVAP treatment) 93 (13%)
Consults only 181 (25%)

*CSAVAP clients.are identified as project "int
akes"
interview with staff. J only after a personal

Source: CSAVAP data.
The distribution of direct services provided to clients (intakes) for cases

Closed since 1979 is provided below. The project does not record these
data in terms of how many clients receive various combinations of services.,

Medical follow-up services (excludes intake exam) 11%
Counseling/therapy 46%
Court accompaniment/casge tracking 9%
Psychological assessment and evialuation 26%

Other (interviews with client attorneys, related
problems with siblings, consultation with other
hospitals or physicians) 8%

1.5.2 Indirsct Services

1. Professicnal Training and Curriculum Deve ——WE i
ricula have been develope e oy Loten our-

d and cross-indexed for police, medical personnel,

nurses and social workers. Subjects range from child development to applicable

laws, to the medical examination and crisis intervention. (See Appendix for

contents of the curricula.) Formal trainin
. ning sessions hav
with the following groups: ® been condusted

11
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o officers from the Youth Division and Sex Offense Branch,
D.C. Metropolitan Police Department;

@ Juvenile Branch, Assistant Cerporation Counsel's Office
(which prosecutes juvenile offenders);

e the Volunteer Attorney's Office (which represents the
children in abuse/neglect petitions);

e U.S. Attorney's Office (which prosecutes adult offenders in
the District);

e other law enforcement/criminal justice personnel (probation
officers, other police officers):

e Children's Hospital personnel (medical, social services
and nursing staff; special training sequence for emergency
room and outpatient department physicians and nurses and
all hospital social workersj;

e other medical and nursing personnel (public health
nurses and personnel from other hospitals in the vicinity):
and

e social service personnel (from agencies in the D.C.
metropolitan area, Maryland and Virginia).

CSAVAP also hosted a three-day national conference in November 1979 attended
by 300 participants representing a variety of agencies involved in child
sexual abuse treatment.

In addition to the curricula mentioned above, CSAVAP has produced a number of
documents for educational purposes:

e medical evidente booklet for law enforcement officers
and other non-medical personnel;

® guidelines for legal reporting requirements summarizing
applicable D.C. criminal laws and child abuse and
neglect statutes;

e overview of D.C. law enforcement system, prepared for
project staff but available to others;

e hospital protocols--covering emergency room procedures
for handling sexually abused children and adolescents,
gonorrhea, and the appropriate laboratory procedures
(see Appendix);

12
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® Medical-Legal Sexual Assault Form, a revised form
used by D.C. police in reporting incidents of sexual
abuse (see Appendix); and;

@ professional publications and formal papers.

A film produced for the project has been shown to diverse audiences.

2. Public Education—--speakers, lectures and media appearances. The
project's Community Advisory Council, Public Education Subcommittee maintains
a Speakers Bureau to respond to requests, The project has produced three
brochures for purposes of public education.

3. Evaluation and Applied Research—--Data collecticn forms are
attached in the appendix: Clinical Intake Case Summary, Medical Summary,
Parental Response Follow-Up, Case Tracking Form, Child Bahavioral Checklist.
All data are stored on computer and staff have documented the demographic and
epidemiological characteristics of their clients as well as case progresg® in

the criminal justice system. CSAVAP staff nave published articles in Pediatrics
Annals entitled “"Medical-lLegal Aspects of Sexual Abuse" and "Crisis Management

of Sexually Abused Children." The project director has presented a paper on
childhood venereal disease to the American Public Health Association.

1.6 Procedures

1.6.1 Referral Sources

The majority of CSAVAP cases arrive through the Children's Hospital Emergency
Room. The D.C. police cannot directly refer victims to Children's Hospital
because it is a private facility, requiring payment for services.* Police
responding to a call on alleged sexual abuse will indicate to the victim
and/or family the need for a medical examination and that such services are
avallable free of charge at D.C. General Hosgpiltal. Sgt. Joe Satterfield,
Chief of the Sex Offenses Branch of the D.C. Metropolitan Police Department,
astimates that about 40 percent of sex abuse victimg (adult and child) go to
D.C. General; the remaining 60 percent will go to any of the ten or 12
hospitals with emergency rooms serving the D.C. area. The fraction of c¢child
victims who report to police and choose to go to Children's Hospital is
unknown.

*  CSAVAP requires payment only for inpatient services, and the project
estimates that fewer than 4 percent of its clients reqguire hospitalization.

13
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: The project considers a number of factors in case t i :
Of cases closed by the project since 1979, 33 percent were brought in , : " Temination

] i
# by police, 59 percent were walk-ins or referrals from within the hospital. j © medical examination reveals ;
i The remaining 8 percent were referred by private physicians or other hospitals. ? "o fuxther preblenss
1 ' ® social service referrals have been made;
‘xz
j ‘ ‘ ® the case is disposed in the crimi j ;
. 1.6.2 Intake Procedures | e Jueties syscem
? : ® the‘short-term crisis is resolved (as assessed by the
} project).
J Child sexual sbuse victims entering through the Children's Hospital Emergency
’ Frequently cases are temporarily closed i i
i special waiting room directly within the Emergency Room entrance has been . | Shortly before each PIOCEEdiNQrYthQ cgsepsggingef::sg:;egc;;gn re thetiourts-
j designated for CSAVAP clients and 1s furnished with toys and books for the and counsgeling. ) prepazatton

child's comfort. CSAVAP clinicians carry bellboy pagers and maintain a
24~hour on-call schedule (some evenings are covered by staff of the Child i

X

Protection Center). Emergency room staff (both physicians and nurses) have !

Other reasons for case termination include inability to locate clients or
clients refuse treatment; transfer of client to another agency (e.g., Children's
Protective Service); no indication of sexual abuse in medical/psychoiogical
evaluation; and inability to identify venereal disease contact. The project

reports the following outcomes for 399 cases t
Hoports the ‘ reated between January 1978 and

o

received periodic training in handling child victims and highly detailed j
. protocols were developed by the project to guide the initial examination (see § .

g

Columbia since it is one of five states that require corroborating evidence

P

for all child testimony. A trusted adult (usually a parent or nurse) is

{ Appendix). The medical exam is of particular importance in the District of |
f
j .
allowed to accompany the child during the exam. g <i
|

Crisis resolved (as determined
by clinical staff) 343

i Referred for treatment 27%
the police the details of the incident and from the examining physician the Referred for long-term

{
¢
: ] s !
results of the exam. This eliminates the necessity for the victim to relate | inpatient mental health care 173
1
i
!

b e
2

Room are accorded first priority after life-threatening situations. A | ,{
The role of the CSAVAP clinician in the emergency room is to ascertain from

fo

ey

her story first to police and again to the clinician. The preliminary Terminated against advice 12%
1 interviews with victim and family are directed toward assessing the parental Unable to follow-up 0%
; response to the incident (since this factor may largely determine the direction x.
of future counseling) and laying the groundwork for ongoing counseling. An Project staf
attempt is made to schedule the first counseling session to coincide with the ¥ 3 £ estimate the average length of treatment to be 12-14 weeks.
f follow~up physical examinationibecause the project has found that parents are ]
& more likely to comply with medical requirements than with appointments for | To assist th \
counseling. Where the parents' interests or attitudes conflict with those of , rp CSAVAP and i:sp;ggizgr;ncggﬁi?g gzs:zggigt: gifzgizls fzr continuing treatment,
: the child, the project will refer the parents to the hospital's Psychiatry N treatment resources in the D.C. Metropolitan area (ﬁzciudgublicband A
% Department for counseling; occasionally the victims are referred there as | 4 and Virginia), Resources were identified largely b Adv*:gg “g urb?n Maryland
o well. Cases referred to the Psychiatry Department are those considered by ‘ ' and project staff verified their services and eli i:ili 7 reuizemonte by
project staff to be highly complex, e.g., incest cases where the child has 1 T telephone.* The directory'is mostly used by projgct stzgfr:§§i§§2e§:§ by

run away from home and is not supported by her mother. limited distribution. Project staff do not routinely follow up on referrals

]
-
{

Each new intake is scheduled for a team review within six weeks of the first

5 appointment. All case management and planning decisions are made jointly by s
- the staff clinical team with biweekly inpat from the consultant psychiatrist.

) The project’s guidelines and procedures include explicit instructions for | f{
g prioritizing cases. Those receiving highest priority include cases involving 4

physical injury, incest, rectal sodomy, adolescent rape, and gonorrhea in

children under age 12. *

One Advisory Council member interviewed stated that she h

ad opposed the
development of this directory because there are no resources in D.C. with a
particular expertise in treating victims of child sexual abuse,

e
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1.6.3 Reports to Child Protective Services

Although the District of Columbia child abuse and neglect statutg stipulates
that cases of child abuse may be reported either to the D.C. police or to

Child Protective Services (a division of the D.C. Department of Human Services),
in practice, abuse is reported to police (see Section 1.6.4) and neglect is
reported to CPS. Consequently, cases referred to CPS are likely to be those

in which CSAVAP staff believed that parental neglect contributed to the

abusive or assaultive incident. CPS is not likely to receive CSAVAP cases in
which the parents themselves abuse the child until afte; cour £ dispos%tion,
when CPS may be assigned to provide services to the family and/or monitor the
child's continuing protection from threat.

Historically, Child Protective Services had experienced strained relations
with CSAVAP's parent project, the Child Protection Center, due to some .
competitive interest in handling similar cases. CSAVAP was abl? to avoid
that problem by including the Chief of CPS in its Community Advisory Council
and hence in much of the planning for case management. Presently CSAVAP and
CPS make reciprocal referrals: CSAVAP to CPS for neglect investig§tions
(only 4 percent of all CSAVAP referrals) and CPS to CSAVAP for medical
evaluations in cases of suspected sexual abuse (no data available regarding
these referrals).

1.6.4 Reports to Law Enforcement

Ag noted above, CSAVAP is legally mandated to report all cases of intré-
familial sexual abuse to the D.C., Metropolitan Police Department. Project
data indicate that from February 1978 to June 1980, only 61 cases were not
reported: 16 were consults (CSAVAP not directly involved), 28 did_not_
involve sexual abuse, 11 were cases of gonorrhea only (no substantiated
abuse), and 6 were incidents outside the District of Columbia.*

Investigations of adult suspects are conducted by a male/female team of
plain~clothes detectives from the Sex Offense Branch; efforts ares made to
assign this team throughout the life of the case. Juvenile offenders are
questioned by detectives from the Youth Division and the Sex‘Offenses Branch.
CSAVAP slinicians do not accompany the victim during police interviews. Sgt.
Satterfield indicated that his detectives prefer to isolate the victim from
an audience gituation and develop a close rapport that will continue through-
out the investigation and prosecution. This "vertical investigation” pro-
cedure has been utilized by the D.C. Police Sex Offenses Branch for many
years.

* 39 non-D.C. cases were reported to appropriate authorities.
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Continuing contact between police and CSAVAP is maintained for information
sharing; CSAVAP informs police of medical and psychological evaluation
results; police keep CSAVAP apprised of the status of their investigation
(via the Criminal Justice Specialist). Representatives of the Sex Offenses
Branch (which invesgtigates cases involving alleged adult offenders) and the
Youth Division (which investigates juvenile offenders and neglect cases) sit
on the Community Advisory Council and were involved in developing the pro-
ject's Medical/Legal Sexual Assault Form and revising the emergency room
protocol.

"

1.6.5 Prosecution

Criminal prosecution of adult offenders in the District of Columbia is
handled by the U.S. Attorney's Office; juvenile offenders are prosecuted

by the Office of the Corporation Counsel. The Corporation Counsel is also
responsible for the conduct of abuse and neglect procesdings (civil pro-
ceedings). Both agencies are represented on the Community Advisory Council
and their staff have received intensive training from CSAVAP staff. Dersons
interviewed considered the training to be highly useful in terms of enhancing
their understanding. of child victims and sensitivity to the child's concerns.
However, none could identify procedural changes in processing child sexual
abuse cases resulting from CSAVAP training.* Individuals interviewed said
that project staff were helpful in gathering medical evidence and praviding
counseling for the children and their families, inciuding court preparation.
Interagency agreements have been formulated with the U.S. Attorney's Office
and the Corporation Counsel to allow information sharing with CSAVAP; the
project also successfully obtained a special court order allowing the Criminal
Justice Specialist to track information on juvenile offenders. Project data

on cases entering the criminal justice system are reported in Section 2.2,
Goal Achievement.

CSAVAP occasionally receives clients who are residents of the neighboring
jurisdictions of Maryland and Virginia. Although the project prefers to
serve D.C. residents, medical and counseling services may be provided to
nonresidents because similar resources are scarce in other areas. However,
criminal justice system accompaniment and case tracking are not provided. In
an attempt to resolve the many problems and questions encountered, for
example, in handling a child from Maryland who was assaulted in the District,
CSAVAP convened a Cross~Jurisdictional Council of representatives from
relevant agencies in the nearby counties. The purpose of this council is to
understand the variations in procedure across jurisdictions and to identify
resources available throughout the metropolitan area.

*  The Office of the Corporation Counsel maintains a special Childq Abuse

Project, originally an LEAA grant but now funded by the City. This project
was intended to develop ¢lose relations with the Child Protection Center at
Children's Hospital and, later, with CSAVAP.
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In sum, CSAVAP staff appear to have developed cordial working rglationships
with the various agencies involved in the treatment and prosecution of child
gexual abuse. These agencies are represented on the project's Community
advisory Council, but they do not coordinate as a group in the day~to-day
management of individual cases. The Medical-Legal Sexual Assault Evidence
form designed by the project (see Appendix) has been adopted by D.C. police
for investigating all sexual assault cases-—both adult and child victims.
CSAVAP has been unable to effect notable procedural changes in any agency
other than Children's Hospital. Advisory Council members interv%ewed agreed
that project training had been helpful and believed that the project was
fulfilling a vital role in the District of Columbia since no similar resources
exist for treating victims of child sexual abuse.
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2.0 EXEMPLARY PROJECT SELECTION CRITERIA

This section discusses the extent to which the Child Sexual Abuse Victim
Assistance Project meets the criteria for selection as an exemplary project.
The discussion is based on information contained in the project's grant
proposals and progress reports to LEAA; interviews with project staff and
staff of other community agencies and a review of the Draft Interim Report:
Process Analysis of the Child Sexual Assault Proijects, February 1980. This
document was prepared by URSA Institute as part of their evaluation of the
LEAA Family Violence Demonstration Program. It was prepared as part of the
Process Study and describes project implementation and the delivery of
services. The report includes some quantitative data on client and case
characteristics, services provided and the responses of legal, medical and
social service agencies. A final report on the URSA evaluation is due in the
summer of 1981. However, review of the evaluation's data collection forms
and conversations with an URSA site evaluator suggest that the final report
will refine the findings of the process evaluation rather than provide
quantifative data on the impact of the program. This is due in part to the
primitive state of the art of client outcome measurement in this field and,
in pazt to the availability of data within the criminal justice system in the
early years of the project and before its inception.

The discussion in this section was prepared by Jean Layzer, former Abt
Project Director of the Impact Evaluation of Twenty Child Abuse and Neglect
Demonstration Programs. Her experience and ongoing contact with researchers

in the field provided a basis for the discussion. In addition, Kee MacFarlane,

Project Officer at the National Center on Child Abuse and Neglect, provided
information on the range of programs available to treat the problem. Because
the proplem has only recently been recognized, most treatment projects are in
their infancy.

Because the state of the art is so limited, it is not possible to compare the
Child Sexual Abuse Victim Assistance Project with its counterparts in other
locationg in a systematic way. Aany comparisons made in this section draw on
the 1980 Annual Report of the American Humane Associlation and on expert
knowledge of the field. 1In Section 4.0, some comparisons will be made with
the Child Victim/Witness Project (CVWP) in Seattle, Washington, which has
also been validated for consideration by this Review Board as an exemplary
projact and which is a contemporary of the Washington, D.C. project.

2.1 Measurability

In its original grant application, the Child Sexual Abuse Victim Bssistance
Project (CSAVAP) stated its goals as follows:
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1. To assure improved responses to the needs of victims of
child sexual abuse and their families in the Disgtrict
of Columbia by the medical, legal and social seérvices

systems.

e To improve the knowledge and skills of law enforcement
personnel i» the sensitive management of victims,
witnesses, and families involved in cases of child
sexual abuse. B 53

g o

f :
®

To improve the knowledge, skills, and cooperation of |
medical and social service personnel in the collectiocn 1
and transmission of evidence and information to the | A (T
legal system in cases of child sexual abuse. ’

S—

e To document the special needs of victims of child i : -

;l sexual abuse and their families and methods of address- f |
: ing those needs. : -
: ® 7o increase public knowledge about methods of prevent-
k ing child sexual abuse and public confidence in and
knowledge ahout legal, medical, and social supports ,
‘ avallable to child victims and their families. ; , o
During CSAVAP's second year of LERA funding, two additional goals, which had ' ; o

been implicit during the project's first year of operations, were made
explicit. These were:

i

o4

2. To provide the specialized case management services needed by
victims of sexual abuse and their families.

-
{
1

3. To provide the basis for national dissemination and/or
replication of project methods, approaches, strategies, !
and findings.

e

A Y———Y

To clarify our presentation for purposes of this validation, CSAVAP goals i
have been restated in three categories: Viectim Support Goals, in which ‘ o
the project strives to improve the response of community systems to the needs 1 ' ;
of children who have been sexually abused; Community Awareness Goals, in i o
which the project strives to alert the wider community to the problem to ‘
allow prompt identification of victims and offenders and to move toward

prevention; and Training and Documentation Goals, in which project staff seek |
to pass on their findings and skills to advance the state of the art. We f
have, accordingly, regrouped the project's goals under these three headings, e Lo
as follows: : ’ i

e}
!
4

e

P
!

Vietim Support Goals:

e to provide crisis intervention and supportive counseling
services to victimg and their families;

® to protect child victims, actual and potential, from sexual
assault;

e to improve the response of the medical care system to
victims;

e to improve the response of the criminal justice system to
child victims and their families; .

e to improve interaction, coordination and cooperative case

management among the legal, medical, and social service
systems with respect to cases of child sexual abuse.

Community Awareness Goals

o to increase community awareness of the problem;

e to increase community awareness of the resources available
to cope with the problem.

Training and Documentation Goals

e to provide training to professionals in related fields;

e to document the special needs of child sexual abuse victims
and their families, and to provide the basis for national
dissemination and/or replication of project methods,
approaches, strategies and findings.

2,1.1 Data Requirements for Measuring Goal Achievement

Goal 1: To provide crisis intervention and supportive counseling
services to victims and their families.

There are two assumptions underlying this goal--first, that supportive
counseling can ameliorate the trauma for the victim and second, that it will
help to maintain the cooperation of victims and families throughout the
criminal justice process. While these assumptions are untested, the liter-
ature on Sexual abuse makes frequent reference to the damage inflicted on
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victims and families by careless handling of cases by all the services
involved. Improving the response of the social service system 1s one of
several ways that the project has chosen to address this problem,

To agsess achievement of this goal, data needed include:

e information on the availability of specialized counseling
services pzior to project inceptiun, and as a result of
project operations;

e information on handling of such cases by the social service
system before the advent of the project, or in comparable
communities without such a project compared to the project's
approach to such cases.

Goal 2: To provide protection from sexual abuse to actual and
potential victims.

Data needed include:

® rates of incidence of sexual abuse before and after project
- operation;

e rates of reincidence of sexual abuse before and after
project operation;

¢ proportion of intrafamily and neglect cases in which the
offender or the child is removed from the home,

Goizl 3: To provide sensitive medical care and obtain forensic
evidence.

Data needed include:

e procedures followed by hospital and other medical personnel
before the project's inception, both to examine and treat
child sexual abuse victims and to collect medical evidence,
and;

e changes instituted by the project.

Goal 4: To improve the response of the criminal justice system to

child victims and their families.

22
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Data needed include:

e the procedures followed by a
gencies and individuals within
the criminal justice System before the project's inception;

¢ changes in procedures initiated or fostered by the project;

® changes in arrests of offenders rat
oy In. r rates of prosecution and

The assumption underlying these related

goals is that the criminal
system in the past has been ineffective in dealing with sexual abusguSti¢e
each case it is important to know what ha . §

ppened before the project b
operations and what changes have oc P egan its
project activities. J ® oocurred wholly or in part attributable to

Goal 5: To improve interaction, coordination and cooperative case
management among the legal, medical, and social service

systems.

Data needed include:

e information on the handlin
g of child sexual abuse cases
before the project began operations, from identification of
possible cases, through investigaticn and assessment of

needs to legal resolution of the case and termi
ermi
social and medical services; mination of

o information on attrition and reasons for attrition at

critical points in the handling of the ¢
as
operatinns began; and ® before project

® information on gaps in services and ¢
ocordination/coopera-
tion problems before and during the project's existeﬁce?

Goal 6: To increase community awarensss of the problem of child

sexual abuse.

Data needed include:

¢ direct evidence of changes in communit
, G Y awareness of the
problem, such as population survey data for the years
before and after pProject operation;
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in processes and the subjective judgments of staff of other community agen—

e indirect evidence of changes in public awareness, such as cies on project impact.

incieases in the rate of reporting of child sexual abuse.

sy

i

; ! - Goal 1: To provide crisis intervention and supportive counseling
: ! i ] 3 ) d ..e‘

Goal 7: To increase community awareness of the resources available E P services to victims and families

f“ to deal with the problem.

- Data needed include: ; i that the phenomenon of child sexual abuse requires special and sensitive

j } i Only in recent years have medical, legal and social service personnel realized
f handling to avoid added trauma. In the years before project operation cases
{

it . . i ! — seen in aospitals or by the police were tfeated in the same way as adult

e evidence of increased caseloads in this and similar projects. E 5 § victims of sexual assault, with no recognition of the special needs of child
1 : L victims. Indeed; -taff in the social service system, as well as the medical
. | | b i tion o ]
/ Goal 8: To provide training to professionals in related fields. | - :::at;z:t systems, were hampered by their lack of information ¢n appropriate
;’1 . 0% § "
. Data needed include: | Lo Prior to CSAVAP inception, the Child Protection Center (CBC) in Children's

. i T Hospital National Medical Center accepted referrals in all cases of intra-

] ° engmeri:io:lo§ tz;iningrzgzviied to'medical, social service ! I family child abuse, including sexual abuse. Eventually CPC became known
! and crimin ustice pe neti | i within the hospital as a treatment resource for all cases of child sexual
- e evaluation of training effectiveness f P abuse, regardless of the child's relationship to the offender. While CEC

accgpted these cases and provided some counseling and referrals, the terms of
its grant did not extend to nonfamily cases. Hence, such cases received only

Goal 9: To document the special needs of child sexual abuse victims ? Lo limited services and CPC applied for funding to launch the "special unit,"
i
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and their families, and to provide the basis for national ; i CSAVAP.,
dissemination and/or replication of project methods,
approaches, strategies and findings.

pommy

o The project clinical staff originally included only one full-time social

i NiE worker and g half-time pediatrician. Because this limited the services the
1: pat ded includes project could provide, in June 1978 additional staff were added: one addi-
8 ata nee i : - tional social worker and one registered nurse. Project staff at this time

o epidemiological studies of child victims treated by the iy also included a full~time Director of Evaluation and Research, a half-time

;;;;;

i roject; e data coordinator, two part-time research associates, a criminal justice
L p f j specialist and an administrative assistant. In the second year of the
) . s . , L roject, the pediatrician's time was further reduced and a half-time clinical
o roject imple- i P ! . . :
B I mat:riili developed by the project that detail proj P i coll psychologist was hired. @Given these staffing patterns, the staff has focused
[ mentation. ! on crisgis intervention and short-term counseling; cases are referred to other
v ; Lo hospital departments or to outside agencies for long-term assistance.
2.2 Goal Achievement : ; i

Shortly after project inception the criminal justice specialist was hired in

The data needs identified in the preceding section presuppose an ideal state ?? focognition of the complexity of D.C. criminal proceedings and the need for

of affairs in which each of the community systems has maintained complete and . 3 ooV s?meone go exp£a1$wghe system to project staff and victims and th?ir fami-

accurate information over a period of several years. In reality, this commun- ¥ b Lies. Hencef CSA clientg Yho are prosecuting ?heir cases recelve suppor-

ity, like most others, has maintained fragmentary and inadequate records of P il tive counseling from the criminal justice specialist, as well as accompani-
13

v i m i -
cages of sexual abuse. Sexual abuse of children, like adult rape, has been a $ 1 ent in court

F—"i‘ﬁ‘f

largely unreported problem in the past, This section, therafore, adds to the
available statistics, an enumeration of efforts made, descriptions of changes

i |

. .

I 1 It is unclear what fraction of child sexual abuse victims in the District of
. i3 §§ iy Columbia are treated at Children's Hospital. Sgt. Satterfield of the Metro-
ﬂ §~ i politan Police Department estimated that 40 percent of victims reporting to
. i3 (LI )
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the Sex Offenses Branch (both adult and child) go to D.C. General Hospital
and the remaining 60 percent are distributed among the various other emer=-
gency roomsg in the city. It is possible that many child sexual abuse victims
are not receiving project services, and persons interviewed stated there were
no comparable services available elsewhere.

As described above in section 1.5.1, the majority of CSAVAP direct client
services are devoted to crisis intervention and psychological assessment/eval-
uation (46% and 26% of all services provided, respectively). Other support
services provided by CSAVAP jinclude continuing medical treatment, court
accompaniment/case tracking, ard miscellaneous consultations with client
attorneys or other hospitals (comprising 11, 9, and 8 percent of project
services, respectively).

As shown on p. 15, in 34 percent of 399 cases treated by the project,

project staff ascertained that the crisis was resolved upon termination of
services. An additional 44 percent were referred elsewhere for treatment
(with no routine CSAVAP follow-up); 21 percent were not counseled either
because the client terminated against the project's advice or because project
staff were unable to follow up on the case. Consequently, we can only say
with certainty that 34 perceni of CSAVAP cases were resolved successfully by
project standards. All individuals interviewed for the validation believed
that CSAVAP was performing a vital role in providing direct services to child
victims and their families.

We still know little about the impact of counseling and treatment services on
victims., Little is known with certainty about the effects of sexual akuse on
the child's development, though it is currently believed that there are both
short-term and long-term effects. CSAVAP, like other similar projects, has
operated on the assumption that crisis support with short-and long-term
counseling will help to amelicrate the trauma to the child and will also help
to prevent added trauma as a consequence of the revelation and investigation
of the abuse.

Barly in the projuct's first year, a 12-page interview instrument was developed
to assess client satisfaction with all aspects of their treatment, from
medical care to police treatment to criminal justice system outcome, as well

as specific CSAVAP services. This attempt was abandoned soon thereafter due

to the project's inability to locate clients, and numerous refusals to

respond.
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Goal 2: To provide protection from sexual abuse to actual and
potential c¢hild victims.

Neither in this or any other community are data available on the true inci-
dence of child sexual abuse. Data on reincidence are similarly difficult to
obtain. In both cases, the difficulty arises because of the hidden nature of
the offense and the general belief that only a small proportion of offenses
are actually reported and investigated.

It is important to note that statistics on the number of offenders of chil-
dren removed from home are both difficult to collect and to interpret. The
"home™ may not have been intact at the time of the incident, e.g., a child
may be abused by her biological father who is divorced from her mother but
abuses his daughter at visitations. In other instances a mother will leavu

.the home with her children. An zdditional factor is the length of the separa-

tion and its timing in relation to initial disclosure. For example, if a
father and daugher are not separated until a court sentences the father then
there remains the potential for re-incidence.

In the District of Columbia, intrafamily cases of child sexual abuse are
investigated first by the Youth Division of the D.C. Metropolitan Police
Department, which is authorized to remove the child from the home on a
five-day hold and/or to arrest the offender. Child Protective Services then
is responsible for investigating the potential for further abuse. According
to Sgt. Satterfield, accused intrafamilial sex offenders are frequently
released pending trial,* and the child cannot be removed from the home
(beyond the five~-day hold) until the court rules that the child should remain
on hold pending the results of a CPS investigation, a process which may take
months. Child abuse and neglect decisions, which are civil proceedings, are
made entirely independent of any criminal proceedings taking place against
the offender. Hence, the decision as to whether a child returns home does
not consider the pretrial custcdy/release status of the offender.

I
Between October 1975 and March 1978 (a 2-1/2 year pericd), when the Child
Protection Center treated cases of child sexual abuse, post-incident data
were available on 130 of 151 cases. Only four percent of those 130 children
had been removed from their homes.** In the two years of CSAVAP operations

* Indeed, pretrial release data for 224 suspects on charges of carnal
knowledge and indecent acts on a minor show that between 1976 and 1979 all
were released to the community except three who were placed under mental
observation. PROMIS Management Report Package, U.S. Attorney's Office,
Washington, D.C. (See further &iscussion under Goal 4.)

*% Neil K. Makstein, Ann Marie Mclaughlin, and Carl M. Rogers, "Sexual Abuse
and the Pediatric Setting: Treatment and Research Implications," paper
presented to the American Psychological Association, New York, New York,
September 1979,
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between February 22, 1978 and March 15, 1980, of 399 project intakes only 12
(3 percent) were placed in foster care, and six children were placed under
protective supervision. Of course, it should be noted that such proceediggs
only apply when the offender is the natural parent or legal caretaker--which
represents about one-fifth of CSAVAP cases (see Table 1).

Children who are assaulted or abused by persons outgide the home normally do
not requige continuing protection beyond the parent's attention and watch?ul-
ness. However, in cases where parental neglect is believed to have contfl-
buted to the abusive incident, CSAVAP staff are required to report to ghlld
Protective Services. Project data indicate that only 4 percent of their
cases have been referred to CPS.

Datka are not availabie on reincidence of sexual abuse with%n the hqme.or
resulting from parental neglect. The project's research director indicated
that he was not aware of any clients who had been re-abused.

Efforts made by the praject to increase public awareness, discussed beloy,
are likely to result in additional protection for children. Adult guardians,
teachers and medical professionals may report earlier and more frequgntly,
once they are alerted to the problem and the resources for treating it.

Goal 3: To provide -sensitive medical care and obtain forensic
evidence.

Child victims of sexual assault require medical attention for two reasons.
First, to treat injuries that may result from the assault; secondly, to
collect medical evidence of assault, such as the presence of sperm, genital
or rectal trauma, gonorrheal infection or pregnancy, all of which may ?e used
for purposes of criminal prosecution. Insensitive handling of the medlgal
examination will not only inflict additional psychological injury, but is
likely to reduce the victim's (or the family's) willingness to pursue the

matter.

Because of its location in the large and prestigious Children's Hospital of
Washington, D.C., CSAVAP was in a good position to influence the me?ical
handling of cases, both within Children's Hospital and in other medical
facilities.

Dur ing the first year of its existence, the project identified the need to
revise the existing emergency room protocol for dealing with cases of child
sexual abuse. This was developed during the second year of project exis-
tence. Additional protocols were developed during the second year to deal
with the management of cases of pediatric venereal disease, treatment of
sexually~abused adolescents and laboratory procedures for handling eviden-—
tiary testing specimens. These protocols are now used by the staff at
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Children's Hospital, and project staff indicate that parts of their protocols
have been incorporated into existing protocols at D.C. General Hospital.
(Protocols are attached in the Appendix.)

All emergency room medical personnel have been trained by CSAVAP in the
gpecial needs of child viectims and in the use of the protocols (see Goal 8
below). CSAVAP clinicians do not typically accompany the child during the

examination but another "trusted" person (usually the mother or a nurse) is
always present.

Goal 4: To improve the response of the criminal justice system.

The controversy that exists among medical and mental health professionals
about the appropriateness of criminal justice involvement in child sexual
abuse cases is fueled by seversal concerns. First is the concern that the
prosecution process itself is damaging to the child, possibly more damaging
than the original abuse. Aadditionally, it is argued that the criminal
justice system is a punitive one which can only punish the offender without
solving the problem. Proponents of prosecution argue that sex offenderzs
should be held accountable for their actions, i.e., that child sexual abuse
is a crime and offenders should be treated accordingly. CSAVAP written
policy supports prosecution "because many children are vulnerable to repeated
victimization, and because the perpetrator should be held accountable for his
conduct.” (See appendix for complete text of CSAVAP philosophical statement.)

The Medical-Legal Sexual Assault evidence form developed by CSAVAP {see
Appendix) has been adopted by the D.C. Police for use in all sexual assault
cases, both child and adult victims, in all hospitals. Both police and
prosecutors interviewed indicated that the quality of medical evidence
obtained had been much improved.

None of the persons we interviewed in the Police Department, U.S. Attorney's
Office, or Corporation Counsel was able to identify procedural changes that
had been incorporated since CSAVAP inception. Likewise, the evaluation of
the project's activities conducted at the end of Year 1 by the Community
Advisory Council at the project's request, reported some improvement in the
medical handling of cases but noted little observed impact on the legal
sector and no impact on the community sector. This was not a final evalua-

tion of the project and does not take into account the later activities
of the project.

Another means of assessing change in the c¢riminal justice system response to
cases of child sexual abuse is to look at the statistics on arrest, convic-
tion and dispositions for such cases in a period prior to project inception
and during project operations. As is the case in many jurisdictions, reli=-
able data are not available to describe the progress of cases of child sexual
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abuse within the District of Columbia criminal justice system in years prior

to CSAVAP inception.* This is not unusual among criminal justice agencies
which have historically focused their attention on offenders, not victims, ; Table 3
3 { i !
and their records reflect this emphasis. | B § . CASE TRACKING: CARNAL KNOWLEDGE
1 : P AND INDECENT ACTS UPON A MINOR
} The U.S. Attorney's Office was, however, able to track cases entering the ' § " 1976-1979
criminal justice system from 1976 through 1979 on only two charges: carnal Lo,
] knowledge and indecent acts upon a minor, crimes which involve child victims P
: by definition. Hence, these data (reported in Table 3) represent conly a § i . 1976 1977 1978 1979
h fraction of all child sexual abuse cases prosecuted in the District of j
Columbia from 1976 through 1979. The table reflects only cases involving b CARNAL KNOWLEDGE
adult suspects; it does not indicate the fraction of cases disposed by police ! s Police~Initiated Charges 17 23 18 15
J discretion, i.e., prior to arrest and presentment for prosecution; nor does ! ! ' Cases Piled with Court* 13 17 17 15
it differentiate between CSAVAP cases and non~CSAVAP cases in 1978 and 1979. i ; - Dispositions* 17 19 23 9
X Still the figures do allow a guarded view of how child sexual abuse cases é f gg Guilty 16 (94%) 15 (79%) 16 (70%) 9 (100%)
fared in the D.C. criminal justice system for two years prior to CSAVAP 5 e Plea 9 (53%) - 11 (58%) 14 (613) 7 (78%)
" inception, and two years during project operations. [ ; Verdict 7 (41%) 4 (21%) 2 (9%) 2 (22%)
. i oo Not Guilty 0(~) 2 (11%8) 4 (17%) 0 ( ==
1 | it Dismissal 1 (6%) 2 (11%) 3 (13%) 0 ()
The data on the table do not appear to reflect any consistent pattern that ﬂ i
can be attributed to CSAVAP intervention. There appeared to be a relative : -
T "surge" of carnal knowledge and indecent acts cases charged by police in l !
1977,; the year prior to project inception; after that, cases leveled off @ b INDECENT ACTS
again. The actual number of carnal knowledge/indecent acts charges filed in
- . court remained relatively stable over the four years. Dispositions increased T Police~Initiated Charg:s 44 80 40 40
z, steadily until 1979, when carnal knowledge.dispositions dropped to about half B Cases Filed with Court 42 43 39 38
i the number disposed in 1976 and indecent acts dispositions also dropped to a : o Disgzzi:;°“s* 2115 (718) 2419 (798) 2623 (88%) 1714 (828)
- level nearly 20 percent lower than that of 1976. | 7; Plea 10 (488) 14 (58%) 20 (717%) 10 (598)
§] : Pk Verdict 5 (24%) 5 (21%) 3 (12%) 4 (24%)
- Conviction rates fluctuated between 70 and 100 percent for carnal knowledge, Co ; Nit Guilty 0 (=) 4 (17%) 2 (8%) 1 (63)
and between 71 and 88 percent for indecent acts. The only consistent trend ; : 'H Dismissal 6 (29%) 1 (4%) 1 (43) 2 (129)

Sy

st

discernible on the table is the rate of guilty pleas to the charge of carnal : ! i
{ knowledge: from 53 percent in 1976 to 78 percent in 1979. This pattern does e
not hold for indecent acts charges. j b

I

SOURCE: PROMIS Management Report Package, U.S. Attorney's Office, District

It should be emphasized that the table omits many charges that may pertain to { ! of Columbia.
child sexual abuse, e.g. forcible rape and incest, because victim age informa- ‘
tion was not available. Also, the figures on the table represent charges. A ; l
single case may involve multiple charges, and charges pertaining to a particular H |
case may change at various points in the criminal justice process. For example, 2 -
police may present a case charged as carnal knowledge and prosecutors may z g
file it under indecent acts. In other words, the table does not portray a P
straight-line progression of cases entering the criminal justice system. ]

E—
o
i
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- ' ? - * Proportions cannot be computed because prosecutors may change charges on
*  According to Ms. Sue Ellen Hais, Director of Computer Processing (PROMIS) | P a given case at various points; each entry represents an independent count of

in the Washington, D.C. U.S. Attorney's Office, victim/witness information | Co cases reflecting carnal knowledge/indecent acts charges at each point.

(etg-, age, sex, other demographics) has not been recorded since 1976. ‘ ook

Prior to 1976 such data were only kept haphazardly.
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That task has been performed for the period of CSAVAP operations by the
project's Criminal Justice Specialist, who has entered into formal agreements
with the relevant agencies to allow him access to case jackets for purposes
of case tracking. As a result, CSAVAP has detailed information on case
outcomes since February 22, 1978. The project has not yet documented the
outcomes of cases initiglly reported in 1980.

The figures in Table 4 were provided by the project, and represent cases
reported by CSAVAP to D.C. Police by year in which the report was made.*
Cases are tracked for the duration of their involvement in the criminal or
juvenile justice system.

The .number of reports by CSAVAP to police nearly doubled from 1978 to 1979,
from 108 to 211, a 95 percent increase. The project attributes the increase
in reports to (1) the absence of data for January and February 19278, (2) the
training provided by CSAVAP to medical personnel in identifying instances of
sexual abuse, and (3) the heightened visibility of the project among the
general community. Those reports resulted in only 13 adult defendants and 19
juveniles indicted/petitioned in 1978; 14 adults and 32 juveniles were
indicted/petitioned in 1979. Most case attrition occurred between the
initial report to police and referral to prosecution: some reports are
"unfounded," but most are recorded by police as "information only," i.e.,
they lacked sufficient evidence to establish a case for prosecution. (It
should be noted that the District of Columbia and only four states require
corroborating evidence for all child testimony.) In 1978, 38 percent of the
CSAVAP reports "dropped out" in this interval, and 48 percent dropped out in
1979.

The second area of case attrition is the number of cases that result in
arrest., The adult arrest rate was only 56 percent in 1978 and 54 percent in
1979; for juveniles it was 81 percent in 1978 but only 57 percent in 1979. A
third area of attrition is petween arrest and indictment. In 1978, 72
percent of adults and 76 percent of juveniles arrested were indicted (peti-
tioned for juveniles); in 1979 only 56 percent of adults and 82 percent of
juveniles were indicted or petitioned. Sgt. Satterfield of the D.C. Police
indicated that the criminal courts in the District are severaly backlogged
and consequently prosecutors are highly selective in accepting cases for
prosecution.

In sum, we cannot conclude that there have been any significant changes in
attrition rates for CSAVAP cases entering the criminal justice system in 1578
and 1979.

~

* Sgt. Joe Satterfield of the D.C. Police Sex Offenses branch indicated
that it is misleading to say that these reports were all initiated by CSAVAP.
Rather, the figures represent all chlld sexual abuse cass known to both the
D.C. Police and the project, regardless of the source of the initial report,
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Table 4
LAW ENFORCEMENT TRACKING OF CSAVAP CASES
_to78% _ __1979%%
Total CSAVAP Reports to D.C. Police,

Sex Offenses Branch 108 211
Cases forwarded to prosecutor 67 (62%) 110 (52%)
Number of adult suspects*** 32 46

‘Refused to press charges 4 3

Arrest warrant denied 9 18

Arrest warrant outstanding 1 0

Suspects arrested 18 (56%) 25 (54%)

Not charged 1 1
Not indicted 4 10
Pending indictment 0 0
Indicted or waiving indictment 13 (72%) 14 (56%)
Pending trial 0 3
Case dismissed 1 1
Acquitted 0 1
Convicted 12 (92%) 9 (64%)
Plea 12 (100%) 9 (100%)
Trial 0 0
Incarceration 5 3
Probation 6 5
Pending sentence 1 1
Number of juvenile suspectg*** 31 69

Refused to press charges 1 1

Custody application denied 5 29

Custody order ocutstanding 0 0

Suspects taken into custody 25 (81%) 39 (57%)

Not petitioned 6 7
Petitioned 19 (76%) 32 (82%)
Pending trial 0 3
Petition dismissed 7 13
Acquitted 0 0
Consent decree 2 3
Adjudicated delinquent 10}(63%) 13}(50%)
Plea 7 (70%) 12 (92%)
Trial 3 1
Residential commitment 2 4
Probation (includes con-
sent decrees) 8 12
Pending disposition 0 3
Case closed 2 0

Source: CSAVAP data

*  Status of cases initially reported in 1978, as of December 31, 1979.

** Status of cases initially reported in 1979, as of July 23, 1980.

*** Some victims were abused by more than one offender; some offenders abused
more than one victim.
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! - Table 5
[ D.C. CRIMINAL JUSTICE SYSTEM OUTOOME
g ! 38 VICTIM g;SISTANCB PROJECT D.C, CASES
- CHILD SEXUAL ABU. .
) , E : } | {Feb. 22, 1378 through Mac. 15, 1980)
‘ : ] ’ Total CSAVAR iaun Rnimrud to ¢ victl
" ; : 0.C. Matropolitap Pollce Dept. No. of Victimae
’ ugh adjudication. Adult cases tend to ! \ ¢ o
Very few cases.have been disposed throug ,add c L otd i ; 1 ) Police Action
- experience a higher conviction rate than juveniles. All adult convictions in { : It S o
' 1978 and 1979 were by guilty plea; juvenile convictions obtained by guilty ! aport unoun
: . 1i kely ! : ‘ ; Investigation cloagd, elemants
R plea were 70 percent in 1978 and 92 percent in 1979. Adults were more 1li | L . ‘ of offeras lacking 121
than juveniles to be sentenced to incarceration. Table 5 on the following i | : Case exceptlonally cleared’ 7
$ page shows that, cumulatively, as of March 15, 1980, of 210 cases referred to | - 23Lsmm,m'“mctm“h )
| ! ial and in only 42 were |
o the prosecutor for arrest wa),:rant' only 6 c?me ?o tria y half of E - Cake open pending ceferral to prosecutoc 1
glJilty pleas offered. According to the projeCt 8 regearch director ! a ok ’X i Cave referred to prosscutor for
- the convicted offenders were sentenced to probation; of those, 56 percent | ) | “‘"tw":mt‘pgyugm"- a1
: (both adult and juvenile) were required to undergo some form of treatment. E | reosscatorial Actiond
V ! : . Case dimissed prioe to acrest .
% i T . © warcant application "
? ject! tement made no mention | L (No corrobocative evidanse’ 36)
| It should be noted that the project!s original goal statement made no ment | o Setae o poms rorsn ¥
g of effecting structural change within the criminal justice sy em. ' E N ’ . (Othec teason given') (24)
their focus has been on enhancing the skills and knowledge of crlmlngl i i {Reason unknown) (s
7 justice personnel who deal with child sexual abuse victims. The project's | e Arcest wacrant not executed , !
. . s Sepd ot 3 i i of Goal 8. i Case dismissed after arrest 10
: extensive training activities are detailed in our discussion of ! ‘ Pending action ‘ 7
) o ‘ intotntlonn/?euuonu £iled 1o
q Goal 5: To improve interaction, coordination and coo?erative case j e Couct Aation
Lﬂ management among the legal, medical, and social service | : - ‘ ' Cane dismlazed, no indiotment 18
sttems, ; g:;:.:émhud, Juvenile consant . .
Ik - Cane mgponded at promecutor's ’
! ; tequent !
- CSAVAP's Community Advisory Council was convened shortly after the project Lo : Cane pending ndlctment of brial 2
began and represents key personnel of many agencies involved in treating ; : Cane tried, mistrial 1
? cases of child sexual abuse (including.law enforcement, prosecution, Chi}d : ; v Case convictions "
l§ Protective Services, and probation). The Council has been active in review- ! L O (cutlty pen ' 2)
ing all project documentation and identifying potential sources of funding. i ! ‘ﬁ (Trial) _ t6)
~ Council members contributed to the development of CSAVAP's directory of | Lo Sentance
ﬁ referral sources and maintain a speakers bureau for making community presen- g ! Probation 2
- tations. While generally quite supportive of the project and the services it i — ' Inaacoeration n
provides to child victims, none of the CAC members interviewed was intimately ! : :M; Jmn:ﬂcdlunﬂthnchum 2
f involved in the project's day-to-day operations and none could identify ; Lo Pending sentence 8
{ changes in his or her agency resulting from involvement in CSAVAP,. !

SOURCE: CSAVAP data.
'Rnpo:t categacized az false,

! zrnlutthhnt degoription of the suspect, of the offenss, oc of the lo.ation

! to establish that an offenae occucred within the District of Columbla. This

o {n lazgely atteibatable to the Lnability of a young child to give a satis~

! { 1'1- Lactory nacrative to the inveatigatoar,
o

The project has also convened a Crogs-Jurisdictional Council representing law
enforcement and counseling agencies from the several jurisdictions surround-
ing the District of Columbia. This Council is intended to identify treatment
resources in the metropolitan area and to contribute to a general understand-
ing of procedural variations across jurisdictions.

o

{ Suapect was arrested on other charges, or was acrasced in another jugisdice
{ i tion and could not be retutned for prosecution.

! "Proncu:ot' includes the Office of the U.S. Attorney for the Distriot of Columbla,
H f which prosecutns all sexual offenses committed by persons age 18 and older In the
District of Columbla, and the OZfice of tha Cogporation Counsal of the Distcigt of
Coluabia, Juvenile Branch, which prosecutes all saxual offenses committed by juve-
niles under age 18 in the District of Columbia.

. scn:unt D.C. Court of Appeals decisions requice avidence to corroborate the
! K testimony of “immature” victime of gexual offenses in ocder to sustaln a conviction.
In most cases the victim's pacent cafused to press chacges,

7Thnu {nclude *lack of victlim credibility,* "consensual i{ntercoucse between
peacs,* and "incest case batter handled by the child abuse system.*

‘The agreemant by an accused juvenile to undergo dix months of peobation
befoce telaly Lf auccesafully completed tha cawe is diamizsed. This 12

cacely offeced in wex offenad cases, and may only ba offered to first
. offenders,

9Includu diam{issals as part of a plea bargain whan the accused lo chazqed
P in a second case and pleads gullty i{n the macond caae,
H I

mxncludn guilty plean to lesser included offenses to the counts chazged,
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| *A Victim may have baen victimized by one ot more suspects, Othar suspects victim-
34 - [ 1zed more than one vigtim, Therafore, the numbers of suspects do not match the
i _— nusbers of victime for each category and ace agcordingly unzeported. If a victim
; i was victimlzed by several offendecs, the victim is counted in each category.
i
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Goal 6: Increase community awareness of the problem of child sexual
abuse.

Because there have been no surveys that measure directly the community's
understanding of this problem, assessment of goal achievement must depend,
for the most part, on efforts made and an examination of indirect evidence
such as changes in reporting of the offense.

Project staff have appeared on numerous radio and television talk shows
Between September 1979 and June 1980, CSAVAP staff appeared on five television
shows (including The Baxters, a nationally syndicaisd issues program) and six
radio shows (including "Parenting Plus" which is nationally syndicated).

News articies about the project appeared in the New York Times and the CBS

Editorial Service., Brochures have been developed describing the project to

oy

the general public and are distributed by various agencies on the CSAVAP
Community Advisory Council, as well as local libraries, hospitals and day
care centers. In addition, a parent information booklet is given to parents
of all children seen by the project. Both brochures are in the »ppendix.

The major target of the project's direct community outreach has been profes-
sionals in related fields, i.e., nurses, school psychologists, crisis hotline
workers, etc. The project tabulates these activities under Training (see
Goal 8).

As is the case in many jurisdictions, reliable reporting data are unavail~
able. Sgt. Satterfield of the Metropolitan Police Department ohserved

an increase in reports over the last five years but was reluctant to attri-
bute the increase solely to project efforts, stating that community awareness
had been heightened by other agencies' efforts (including his own) as well as
those of CSAVAP.

Goal 7: Increase community awareness of resources available to deal
with the problem.

One measure of this is the changes in the project's own caseload over the
three years of its existence. Between October 1, 1975 and March 7, 1978
(prior to the start~up of CSAVAP client services), the Child Protection
Center at Children's Hospital (the parent project) saw 151 cases of child
sexual abuse or assault. * The grand total of clients having some contact

*  Neil K. Makstein, Ann Marie McLaughlin, and Carl M. Rogers, "Sexual Abuse
and the Pediatric Setting: Treatment and Research Implications,” paper
presented to the American Psychological Association, New York, New York,
September 1979. " '
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with CSAVAP (including incoming referrals and consults) increased from 197 in
1978 to 344 in 1979 (a 76% increase), and to'an estimated 356 (annualized) in
1980. Of the 195 clients counted in 1978, the project estimates 40-50 were
consults only, leaving approximately 150 actual intakes, In 1979 intakes
rogse 23 percent to 185. From January 1 to July 20, 1980, the project had
recorded 90 intakes, which annualizes to 164 for 1980, an 11 percent decrease
from 1979 intakes. (The project indicates, however, that September and

December are both periods of heightened activity, and thus 164 for 1980 may
be an under-estimate.)

In sum, the project's caseload has been increasing over the course of its
exigtence. The majority of that increase was in consultations, suggesting
that awareness of the project's activities has been heightened among profes—
sionals in the D.C. area. The project's own counseling caseload is somewhat
constrained by limited staff resources. It is unclear what the impact of its
activities on the general community has bzen. Families may still not find it
helpful to pursue cases, particularly intra~family cases, in the absence of
treatment alternatives or court compulsion.

Goal 8: To provide training to professionals in related fields.

Training is perhaps the project's strongest contribution. Model curricula
for pol%ce officers, prosecutors, and probation officers were developed in
the preject's second year (see Appendix) .

Medical Training

Over the first two years of the project's existence, staff conducted at least
15 separate training sequences for a total of 550 staff members of Children's
Hospital, including medical and nursing staff as well as social workers.*

The content of the training included: collection and transfer of medical and
laboratory evidence; interviewing the child victim; reporting requirements;

hgspital treatment procedures; and childhood venereal disease and sexual
abuse.

For medical staff in other hospitals and clinics, project staff provided 78
total hours of tralning to a total of 700 medical professionals, including 2
training sessions for Public Health Nurses, focusing primarily on investiga-
tion of childhood venereal disease cases, legal reporting requirements,
medical evidence and family assessment. The project seems to have had little
contact with private pediatricians in the area beyond mailing them the

*  Cumulative figures given here and elsewhere in this report are taken from

the project's July 17, 1929 quarterly report in which the fir '
activities are summarized. g e first two years
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project krochure, parent booklet and an invitation to a half-day seminar held
at Children's Hospital. Registration for the seminar was limited to 35
physicians and there is no indication of the extent of the response.

Training activities continued at a similar level during the third year, with
sessions lasting from one to eight hours depending on the format used. One
two-~day and one three-day workshop were held in the middle of the third year,
but more typically, lectures and training sessions lasted between two and

four hours. After the first year, however, no attempt was made to evaluate
the effectiveness of training sessions, partly because of scheduling complexi-
ties and partly because the staff felt it inappropriate to ask trainees to
spend 30 minutes evaluating a two~-hour presentation.

Criminal Justice Training

During the second year of the project, staff conducted one-hour

training sessions for combined groups of two dozen officers from the Youth
Division and the Sex Offense Branch of the D.C. Police Department. Staff
were able to educate police officers about the nature and limitations of
physical evidence and about ways of obtaining corroborative evidence.

Thirty attorneys from the Office of the Assistant Corporation Counsel, who
have primary responsibility for prosecution in juvenile delinquency cases and
who are responsible for initiating abuse/neglect petitions took part in a
four and one~half hour training session. Training focused on minimizing
trauma to the victim, medical and forensic corroboration, and techniques for
interviewing victims.

Seventy~five Assistant U.S. Attorneys and 22 attorneys in the Volunteer
Attorney's Office participated in training sessions. In addition, project
staff provided over 20 hours of training for over 220 members of the criminal
justice system, mainly in Washington, D.C.

Individuals interviewed in the U.S. Attorney's Office, the Office of the
Corporation Counsel, and F.A.C.T. (Families and Children in Trouble) Hotline
valued the training provided by CSAVAP quite highly. In contrast, however,
Sgt. Satterfield indicated that the curriculum that was developed and later
presented to his officers was too elementary but would be "excellent” for a
small town department with little experience in handling child victims. (¥For
example, the materials assumed an interview occurring in a clinical setting,
not in a ghetto environment.) Sgt. Satterfield attributed the apparent
mismatch in training to the fact that police had not been involved in curricu~-
Ium development.

A complete listing of training activities undertaken in a single quarter
(March-June 1980) is provided on the following pages.
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PROFESSIONAL SEMINARS, LECTURES, WORKSHOPS AND OTHER

TRAINING ACTIVITES

TIME FRAME: MARCH 16, 1980 To June 15, 1980

TYPE OF

AGENLY AUD [ENCE SizE LENGTH
2 CHNMC MeDeots 35 2.5 HRS-

0PD LECTURE EACH
SERIES
CHILDREN'S ATTORNEYS 30 2HRS .
LecaL DEFENSE .
Funo/JUVENILE
JUSTICE CLINIC
PSYCHIATRIC CHNMC MenTAL 30 2HRS .
GRAND ROUNDS HEALTH, AND

SOC.SERVICE

AND CHILD

PROTECTION

WORKERS
JNIVERSITY OF UNDERGRADUATE 10 1+5HRS.
MaRYLAND STUDENTS ,
UNIV. OF |iL. M.D. S.WorkErRs 100 8HRs.
MeDp.ScHooL HEALTH WORKERS

LAW ENFORCEMENT
ST. ELIZABETH |N=PATIENT 10 3HRS.
HospiTAL MENTAL HEALTH

WORKERS
GEORGE WASH. MEDICAL STUDENT 70 2HRS.
UNTVERSITY
ACTION VOLUNTEERS FOSTER GRANDPARENTS 65 1HR,
AWARENESS PROGRAM PARENTS 50-70 byrs.
CHNMC PSYCH. PsycHoLoGIsTS,
DEPT. SociaL WorRkerRs 30 2HRS.

EACH
LEAA COLLOQUIUM MULTIPROFESSIONALS 35 2LHRrs.
. Ii

FAMILY VIOLENCE PeSa,MeSWa's Lo 2HRS .
CONFERENCE PusLicC HEALTH

WORKERS
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DATE

3/75/80

3/18/80

3/21/80

3/27/80

3/31/80

L/15/80

L/7/80

- b/7/80

L/16/80
S
4/23/80
4/52/80
L/25/80

STAFF

SIMREL
LLoyp

BERG
LLoYD

THOMAS

NEAL

THOMAS

THOMAS

ROGERS

BERrG

TERRY

BERG

LLovo
THOMAS

ROGERS
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AGENCY

ALEXANDRIA
HeALTH DEPT.

BALTIMORE
City Hosp.

FaMiLy PLANNING
TRAINING INSTI-
TUTE,BALT.,MD.

JUVENILE JUSTICE
CONFERENCE

GRAND RouNos

D.C. INTERAGENCY
TRAINING

[PO TRAINING
SESsioON

WoMEN (N CRISIS
CONFERENGCE

PROFESSIONAL SEMINARS, LECTURES, WORKSHOPS AND OTHER
. TRAINING ACTIVITIES

TiMe FrRaME: MARCH 16, 1980 To June 15, 1980

TYPE OF
AuniENCE

PustL1c HEALTH
PROFESSIONALS

MULTIPROFESSIONAL

MULTIPROFESSIONAL

JUVENILE COURT
PERSONNEL +
COMMUNITY
NURSES

PeSe AND P.0.
WORKERS .

MCH + PH
PERSONNEL

MULTIPROFESS I ONAL

S1zE

50

30

50

300

50

100

75

" 300

40

LENGTH

3.5HRS.
8HRS.

8HRS.

8HRS.

THRe.

16HRS.

Lygs,

Lurs.

DATE

5/6/80

5/17/80

5/14/80

L/8
e,

5/14/80
5/20/80
6/3;80

5/28/80

6
&/i/eo

(coNT.)

STAFF

THOMAS

THOMAS
LLovo

Bera

THOMAS

NEAL
Lioyp
BERG
TERRY
THOMAS
HorsTMANN

THOMAS

THOMAS
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Goal 9: To document the special needs of child sexual abuse victims
and their families, and to provide the basis for national
dissemination and/or replication of project methods, approaches,
strategies and findings.

CSAVAP procedures and observations have been documented prolifically.
Following is a partial listing of papers presented or published by project
staffs

Thomag, Joyce N., Program Status Report. Presented to the Mayor's Inter-~
agency Committee on Abuse and Neglect, April 14, 1980.

Lloyd, David W., An Overview of the Statutory, Police Investigative, and
District of Columbia Superior Court Procedures Relating to Children Who Are
Victims of Sexual Abuse, 1978. (Copyright pending).

Simrel, Kermit; Berg, Regina; Thomas, Joyce; "Crisig Management of Child
Sexual Abuse Cases," Pediatric Annals; March, 1979.

Thomas, Joyce; "Venereal Diseases in Children: A Case of Sexual Abuse,”
Regponse Vol. 2 No. 6., April 1979.

Thomas, Joyce; Simrel, Rermit M.D.; Childhood venereal diseases: An indica-
tion to initiate an investigation into the possibility of sexual abuse.
Paper presented at the American Public Health Association 107th National
Conference, New York City, New York, November, 1979.

Thomas, Joyce; Multi-professional management of child sexual abuse in'an
urban/hospital base setting. Paper presented at the American Public Health
Association, 107th National Conference, New York City, New York, November,
1979.

Thomas, Joyce, "Nursing Management of Child Sexual Abuse."™ RN Magazine 1980.
{in press)

Makstein, McLaughlin, Rogers; "Sexual Abuse and the Pediatric Setting:
Treatment and Research Implications." Paper presented at the Annual Conven-
tion of the American Psychological Association. New York, New York, Septem-
ber, 1979.

Lloyd, David, "Medical-Legal Aspects of Sexuvual Abuse," Pediatric Annals,
March, 1979,

The staff research director has developed a set of data collection forms (see

Appendix) that have been revised periodically. They tap a wealth of epidemio-
logical information that, once compiled, should comprise a valuable contribu-

tion to the state~of-the-art, :
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In addition, CSAVAP hosted a national conference on the subject of child
sexual abuse in the fall of 1979 as well as a smaller conference under LEAA
auspices. Approximately 260 professionals from across the country attended
the national conference. Agenda topics included federal funding patterns,
human sexuality and incest treatment. Topics for small group discussion
included: .

¢ current research: trends and implications

® prevention: outreach and education

¢ emergency medical management

® crisis intervention: theory and practice

® male victims: special needs

e offenders: psychological, sociological and legal issues

¢ preserving the chain of evidence

€ the role of the prosecutor: Preparing and presenting
the case

& the burned-out case: staff selection, training and
tuﬁnover

e models for assessing’treatment/intervention impact

® constitutional issues in managerent of sexual victimiza-
tion cases

@ sexual victimization and the law: a pPrimer
® interviewing the child victim
@ preparing the child and family for court proceedings
@ clinical assessment and treatment goals
@ the child victim: short-term and long-term reactions
@ approaches to group treatment
¢ evaluating sexual abuse/agsault programs
¢ promoting professional collaboration ia case management
¢ childhood gonorrhea
The project has received requests for information from across the country and

staff have traveled toc lecture on the request of various groups {e.g.,
University of Illinois Medical School) .
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2.3 Efficiencz

The Child Sexual Abuse Victim Assistance Project is completing its third and
final year of LEAA discretionary funding. The table below shows the project’s
funding history since 1973. Initially funded at $127,480, the project
requested additional funding in its first year to support an increase in
staff, thereby raising total first-year funding to $179,398. 1In Year 2 the

project's total budget was $260,324, and its current funding level is $265,857,

Children's Hospital contributes approximately 30 percent of the projectis
current operating costs in the form of matching funds.

CSAVAP Funding History

Initial Year 1
Funding Total Year 2 Year 3
10/77-9/78 10/77-12/78 1/79-12/79 1/80-12/80
Personnel $ 90,000 $114,003 $161,631 $165,198
Fringe 7,650 9,690 13,738 14,041
Travel 1,000 3,975 2,222 1,862
Equipment 2,830 700 1,300
Supplies 2,400 2,400 2,496 1,000
Consultants 10,700 13,350 4,100 3,950
Other ' 5,000 6,950 9,330 10,9402
Indirect 7,900 29,030 66,107 67,566
TOTAL $7127,480 $179,398 $260,324 $265,857
(LEAA funds) ($110,115) ($161,176) ($206,628) ($188,423)
(Children's
Hospital) ($17,365) ($18,222) ($53,696) ($77,454)

1 «
"Other" inciudes computer services, emergency room laboratory services

for clients unable to pay, mental health referrals to the Psychiatry Department,

printing charges.

2Includes a $9,715 special award to host an LEAA "cluster" conferenge on
the subject of child sexual abuse. )
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- : - ; i ) Nationally, approximately 150 projects exist to serve child victims of sexual
e ey i ermire Chr iees, 10 oy mamner 1 consh abuse and hels fanilics, according to Kes Nackariana. They range fron small
| number of clients served. As shown below, the project's cost pgr cl{ent has ! | i projects that serve 80 families a year t? large ones Ehat provide services to
u increased, from $1272 in Year 1, to $1407 in Year 2, to a projected §1562 in 5 | 300 or more families. The number of projects is growing rapidly, under a

! variety of auspiges and with diverse program techniques. There is no general

the third year. % r L agreement about preferred modes of treatment and indeed no good evidence of

AL the success of treatment either for victims or for offenders. 1Indeed, as we

) Year ] Year 2 Year 3 i noted earlier, there are no descriptive data on these programe, Since the
~ Total funding $179,398 $260,324 $256,1421 g ;i majority have only been in existence for a year or two.
1. Clients served2 __1a 185 1543 § gl

Cost per client $1272 $1407 $1562 % Section 4.0 of this report draws some comparisons between CSAVAP and the

I
!
|
E i child victim/Witness Project in Seattle, another candidate for Exemplary
1 ; N Project designation.
Excludes $9715 special award for cluster conference. !
T 2Intakes only (excludes incoming referrals and consultations). j
{
i
|
|

3 Adaptability
Annualized from 90 clients served, January 1-July 20, 1980.

£

I
a -
1 i; P Many features of CSAVAP would be adaptable to existing programs. The medical
{ One important caveat attaches to these figures, however. The project does fi R protocols developed to deal with various types of problems within the general
not isolate costs by type of service provided (i.e., direct client services ﬁ ? category of child sexual abuse could be utilized by medical and social
: vs. professional training and community education). Nor are data available w e . service programs elsewhere. The curricula developed for various parts of the
; on number of staff hours devoted to clinical services. As a result, there is | T criminal justice system can be adapted for use by similar projects. The use
{ no way to extract the precise cost of clinical services provided per client. j f B of a criminal justice specialist may be valuable to similar projects that must
| Lo interface with a variety of criminal justice agencies and deal with several
f' | i § different legal jurisdictions.
¥ ; i P
- 2.4 Replicability | |
/ i ‘ }i Key Program Features
j t P
g State of the Art ; ? o

! Lo The main features of the program which are replicable are the following:

Sexual abuse of children encompasses a range of sexual misconduct, ranging 1 ;
from genital fondling and exhibitionism to sexual intercourse, and includes 3 : , e The procedures and protocols for management of child
oral and anal sexual activity. Force, or the threat of force may be used to : , sexual abuse cases have been carefully worked out and
coerce the young victim. Contrary to common belief, most sexual assaults are % i have already been disseminated to other hospitals in the
carried out by an adult who is known to the child, either a family member, a | Washington, D.C. area.

family friend, or an acquaintance. The incidence of sexual abuse is not | C

known and is difficult to measure partly because, like rape, most cases are J

believed to go unreported, and also because of problems in tabulation.
‘Statistics on incest or other intra-familial sexual abuse are usually col-
lected and reported by different* agencies from those that deal with extra— films prepared by the project have been utilized many
familial assault. Available statistics on extra-familial or "stranger” times. Staff can probably produce appropriate training
assault usually do not differentiate victims by age; thus, child victims and ! ‘ materials for any group, with the exception of school

f S
L Tacssit

,_
S

& The project has produced a variety of training materials
and utilized a number of different training strategies
involving widely differing audierices. Presentations and

;o
toms=iny

&
i

4 adult rape victims are grouped together. The National Center on Child Abuse ! o children-~an area they have not yet explored.

T and Neglect estimates that between 60,000 and 100,000 children are sexually | ﬁ;

8 abused each year. The approximately 6,000 cases reported last year to Lo e The project's MIS which has been continuously revised
’ mandated agencies (AHA, 1979) thus probably depict only a portion of the true ‘ e’ during the life of the project may prove a useful tool

problem. | 1 f@ for other projects interested in compiling data about
L clients, families and services provided.

e
L
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2.5 = Accessgibility

CSAVAP has been funded by LEAA with Children's Hospital providing matching
funds, since project inception in October 1977. LEAA funding expires
September 30, 1980. At this writing, the project had just received a $50,000
grant from the National Center on Child Abuse and Neglect to provide psycho-
logical assessment and screening and family treatment for incestuous juvenile
sex offenders. The Assistant Project Director indicated that the hospital
"will not let basic c¢linical services end," but the meaning of this commit-~
ment in terms of funding is open to interpretation.

A third party billing system designed for and employed by the Child Protection
Center has been adapted for CSAVAP and is planned to become effective upon
termination of the LEAA grant. Clients who possess medical insurance (or who
are eligible for medicaid, which includes all child victims of intrafamily
abuse) will be charged for the project's services, both ocutpatient and
inpatient. Covered services will include ull medical examinations, crisis
intervention, screening mental health evaluaticn, screening public health
evaluation, counseling, psychosocial treatment and family therapy. A trial
application of the third party billing system indicated that approximately 30
percent of the project's total costs, and 45 percent of clinical services,
could be covered this way.

Presently, CSAVAP is written into the Mayor's proposed budget for the
Digtrict of Columbia, fiscal year 1982, at a level of $239,000 (funds would
become available October 1981). fThe Mayor's decision on the proposed budget
will not be known until October or November of 1980. In an interview with an
vofficial of the D.C. Department of Human Services, we learned that the FY1982
budget had been reduced and although a commitment of support had been made to
the project, there were no funds available,

In sum, it is not ¢lear at this writing whether the project will continue in
its current form, continue but at a reduced capacity due to decreased funding,
or cease to exist altogether. Individuals interviewed both on-site and by
telephone believed that the project filled a valuable role in the community.

Project staff are extremely interested in asuzisting other jurisdictions, as
evidenced in their role as host of the national conference last fall, in
their sponsorship of the Cross-Jurisdictional Council, and in their prolific
documentation of guidelines and procedures. The project's four core staff
members (Project Director, Director of Research, Clinical Coordinator, and
Criminal Justice Specialist) were responsive during our site visit and
continued to assist our efforts in later telephone contacts.
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term counseling services to victims of child sexual abuse and
their families, services that did not exist for victims of non-
familial assaults before the project's inception.

f 3.0 STRENGTHS AND WEAKNESSES

f

| 5 : 3.1 Major Project Strengths 1
% %3 e The project provides specialized crisis intervention and short-
i

The tracking system devised by the criminal justice specialist on
the staff allows for the first time, careful tracking of cases
through the criminal justice system.

The project has succeeded in obtaining support for its activities
from other community agencies whose staff value the services
provided by the project.

The project has developed and implemented new medical protocols
within Children's Hospital emphasizing detection and treatment of
physical injury as well as collection of medical evidence for use
in any eventual criminal justice proceeding.

Model curricula, cross~indexed for police, medical personnel,
nurses and social workers, have been developed by the project for
use in formal training sessions with a variety of criminal justice,
medical and social service personnel. Extensive training has been
provided by the project throughout the D.C. area.

The project has produced and disseminated a number of professional
papers, brochures and other documentation on its activities as
well as in the general area of child sex abuse in an effort to
enhance both community and professional awareness and expertise in
dealing with the problem. The project has witnessed an increase
in requests for information and consultation.

Major Project Weaknesses

The project has had little identifiable impact on the operating
procedures of the criminal justice system, particularly those
involving case management activities. Further, an analysis of the
number of arrests, filings and dispositions in child sex abuse
cases since the inception of the project revealed little measurable
impact on these criminal justice outcome measures.

Interagency coordination on a case~by-case basis~-e.g., counseling
recommendations, criminal justice options-~between the project and
social service or criminal justice system personnel does not
exist,
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¢ The project data are incomplete in terms of some impact indicators

such as change in overall incidence, reincidence and reporting
rates for child sex abuse cases and case attrition in the criminal
justice system. However, as discussed in Measurability and Goal
Achievement section, past underreporting of this crime in all
communities make such data extremely difficult, if not impossible,
to collect.

The project has been unable to secure community financial support
for its efforts. Originally included in the budget of the city's
Department of Human Services, budget custs and shortages make such
funding problematic. The project's continued existence is thus
threatened.
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Exemplary Project Application
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Approved: OMB Na, 43 ROS7H
Exemplary Project Application

L Projéct Description

Y Y .
1. Name of the Program v o o1y o SEXUAL ABUSE VICTIM ASSISTANCE PROJECT
(CHILD PROTECTION CENTER = SPECIAL Unit)

'

2. Type of Program (ROR, burglary ﬁfevention, etc,)
VieTin Assrszance

3. Name of Area or Comimunity served
GTON, D, C.¢GREATER METROPOLITAN AREA

{a) Approximate totanopu‘atlon of area ‘ot community served ————

{b) Target subset of thib Bg&ﬁt% GEhtd Lif%ﬁe Bro?em {if appropriata)

No. Served riod . Population
‘ 1/%é T “CHILD SEXUAL ABUSE/ASSAULT VICTIMS
¥ 1/80 AND THEIR FAMILIES

4. Administaring Agency (give full title and address) ©  CHILD PROTEGCTION CENTER
CHILDREM'S HOSPITAL NATIONAL MepicaL

-~

111 MicHiGaN Ave, N.W. GENTER

WASHINGTON, D.C, 20010

(a) Project Director {name and phone number, address only if diffarent from 4 above.)
Lo

. JoYce Ne THOMAS, M.P, He (202) 745-5682
\b) Individual responsible for day to day program operations (name and phone number)

JOYCE Mo THOME3, MyP(H. (202) 745-5682
(c) Individual to contant concerning this application (name and phone number) 0
CARL M. RoGgRrs, PH.D. (202)'7&5~5682
5. Funding Agencyl{s) and Grant Number {agenoy name and address, staff contact and phane number)

Law ENFORCEMENT ASSISTANGE ADH!N!STRATION

GRANT # 790F-AX~0018
CONTAST: ZMS, JEANNIE SANTOS (202) 724-5905

6. Project Duration (give date project began rather thar date LEAA funding, if any, began)

JANUARY 1, 1978 To PRESENT

) % This report is a voluntary submission by applicants for the LEAA Exnﬁpl:rv Projects Program,

Lo ‘ 31
LEAA Farm 330076 (11/75) J o

e
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7 Projsct Operating Casts (Do not include costs of formal evaluation if one has been performed. (
Sew Htem 8}, ‘

4

\{
Breakdown of total operatmg costs, specnfy time period: 1/1 2/80 - 1/11/8! k i THe CHILD SEXUAL ABUSE VICTIM ASS‘ISTANCE ProueEcT (LEAA GRANT #79DF-AX-0018)

- . | IS CURRENTLY IN ITS THIRD, AND FINAL, YEAR OF FEDERAL FUNDING AS A DEMONSTRATION
Federal: $175,828.oo 5 ! t 0 PROJECT." THE PROJECT HAS BEEN FORMALLY INTEGRATED (NTO CHILDREN's HOSPITAL'S
State: : R ot ADMINISTRATIVE AND DEPARTMENTAL STRUCTURE AS THE CHILD PROTECTION CENTERw=

, do | SPeciAL UNIT (CPC=SU) oF CHNMC.
Loml':,} < f T . :
- : T b ALTHOUGH THE MAJORITY OF OPERATING FUNDS ARE CURRENTLY PROVIDED BY LEAA,
Private: $68,950.00 1 . CHNMC HAS INDICATED ITS ONGOING COMMITMENT TO SERVICES {N THIS AREA BY
Total: $245 778.00 Y COVERING OVER ONE-FOQURTH OF THE TOTAL DIRECT COSTS OF THE PROJECT. [N AD-
s 778 [ DITION TO THE HOSPITAL'S DERONSTRATER COMMITMENT TO PROVISION OF THESE SERVICES,
. i B

Of the above total, indicate how much is: » : } THE PROJECT HAS BEEN CAREFULLY EXPLORING OPT{ONS AND PLANNING FOR TRANSITION

9 TO THE NON-LEAA FUNDED PER{ODs THE PROGRAM, IN ADDTION TO DIRECT HOSPITAL SUP=

: [
{a) Start-up, one time expenditiives: ' ;’[ PORT, 1S ADDRESSING FUTURE FUND{NG NEEDS THROUGH THREE PRIMARY AVENUES.
P :

§245,778,00 - | i

(b} Annual operating costs:

(A pamplete budget breakdown should be included with the attachments to this form)}

8. Ev'aluatlon Costs (Indicate cost of formal evaluation if one has been’ performed)

(sEEg BELOW) °*

"

. . e . 81 =
Total Cost Time Period Principal Cost Categories 1 WITH THE REGION ||| RESOURCE CENTER ON CHILD ABUSE AND NEGLECT FOR A $30,000
$21,109 1/12/80 - 1/11/81  SALARIES, FRINGE, SUPPLIES, COMPUTER SVCS, gi 5 - TECHNICAL ASSISTANCE CONTRACT.
= :
. Y . . 0 . - - . ) . . = )
8. gzg:‘;‘t‘s’f::’t‘i'nu";i‘i‘o:‘h:p”’)‘;‘;‘ff:;:i’;g{‘;g:‘;‘:ﬁ‘;":ﬁ:;d‘::a:‘fﬁ;‘iﬁ;;ega’ded 8s experimenta] in nature? %5‘ SECOND, TO SUPPORT DIRECT CLINICAL SERVICES, THE PROJECT HAS A THIRD=PARTY
- 3 BILLING SYSTEM (EaGe, BLUE CROSS/BLUE SHIELD; MEDICAID; ETC.) "IN PLACEY
OPERATING BUDGET: FEDERAL NoN=FEDERAL ToTAL LA ALTHOUGH NOT CMRRENTLY IN USE. PRACTICE BILLING EXERCISES CONDUCTED BY PROJECT
‘ . p M STAFF INDICATES THAT UP TO 45% OF DIRECT CLINIAL SERVICES COSTS COULD BE
PERSONNEL 108.903 45,282 154,185 = | READILY COVERED BY THIRD=PARTY BILLING.
FRINGE BENEFITS 9,022 3, 848 12,870 -
EQUIPMENT «0m 1,300 1,300 . FINALLY, THE DISTRICT OF COLUMBIA MAYOR'!S COMMITTEE ON CHILD ABUSE AND
CONSULTANTS 6,650 -0~ 6,650 ) o 7 NEGLECT RECENILY UNANIMOUSLY VOTED TO RECOMMEND THAT CPC-SU OPERATING COSTS
SURPL (LS 1,000 ~0= 1:800 : F BE INCLUDED [N THE FISCAL YEAR 1982 (BEGINNING OCT., 1981) CITY BUDGET AS A DIRECT
TRAVEL 59 81‘3 ‘g" 5’92’)3 : , ? L LINE ITEM FOR A SOLE SOURCE SERVICES CONTRACT. FINAL DECISION REGARDING IN=
-?g-:-:{’g?“h ““73‘“"'32,907 ;%;{ryg—* B, 77 . ;k, ! j * CLUSION OF PROGRAM COSTS IN THZ/CITY BUDGET WILL BE MADE IN_June, 1980,
OVERHEAD Lk, 541 18,520 - T "63,061 - | » oy 7
ToTAL 76 828 68,950 245,778 . g o
- - I v
EVALVUATION COSTS: ‘ . r%
PERSONNEL 8 100 5,678 13,778 ‘ ,
FRINGE BENEFITS 688 " L83 1,171 ,{s,{ | -
SUPPLIES 300 wQm 300 Yoy
COMPUTER 2 o 300 “ , | 4 )
ToTAL DiIRecT 9,433 < | G,161 15,575 fr :
OVERHEAD 3,513 24322 T 5,635 1. -
TovAL 12,726 B,483 21,209 o 1 . @
i
® e
32 | | o
. & ;’x =0

.. BN G e ekl v b

P A

B T s JR e LN

-9

-

i ) FIRST, WE ARE VIGOROUSLY PURSUi{NG FEDERAL AND LOCAL GRANT AND CONTRACTUAL

MONIES TO SUPPORT INDIRECT SERVICES SUCH AS TRAINING AND RESEARCH ACTIVITIES.
STEPS IN THiS DIRECTION INCLUDE SUBMISSION OR $140,000 PER YEAR RESEARCH

GRANT PROPOSAL TO THE NATIONAL CENTER FOR PREVENTION AND CONTROL oF RARE (NIMH),
A JOINT SUBMISSION WITH TWO OTHER PROGRAMS OF A $200,000 PER YEAR TRAINING
GRANT TO THE NATI1ONAL CENTER oN CHILD Asut AND NeGLeECT (AYCF), AND NEGOTIATIONS
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~ FACT Hotline
628-FALT

FIACT.* Hotline® ©

in care of

' Box C
1690 36th Street N.W.
Washington, D.C. 20007 J

Director's Office
965-1900

October 3, 1978

Ms. Joyce Thomasy Director

Child Sexual Abuse Victim Assistance Project

Children's Hospital National Medical Center s
Room 123 e
111 Michigan Avenue, N. W. .

Washington, D. C. 20010

Dear Ms. Thomas:

This Tetter is an attempt to state in print what we and your staff have
already discussed -- our delight that such a project as the Child

Sexual Abuse Victim Assistance Project has been started in ‘the Washington

area and our desire and intent to work closely and <eoperatively with
you. . ‘ ‘

I hope that together we will be able to develop and offer alternative
means for children to learn about sexual abuse and/or to self-report .

. Such cases.

As you know, FACT* is already involved in this area and therefore, we
strongly feel this need. We would also like to work with you to
develop some specific training modules for assisting us in training
our para-professional volunteers in sexual abuse.

We are”"mms,iqg forward to working together.
N {\W,g

Gy

X i y ,
Cy r\\?jncerg y cku‘rs p
o Joan) C. Danzans
E

/Executive Director

*PFomilies And Childrea in Trouble - -

:
e ik R e R i
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GOVERNMENT OF THE DISTRICT OF COLUNEEIA
DISTRICT OF COLUMBIA GENERAL HOSPITAL
19T ST. AND MASSACHUSETTS AVE , 8§, ©,
wWasHincTON, D, C. 20003
TELEPHONE 626-50Q0

September 25, 197&

To Whom It May Concern:
The "Child Sexual Abuse Victims Assistance Project" at Childrens' Hospital
It has made a great impact

National Medical Center is a vitally needed program.
in the past year in many areas concerning the sexually abused child.

They developed a Police Training Curriculum because of a growing need for.

specialized training in this area.
mmunity Advisory Council

The project also has an actively functioning Co
dical~Legal, Case Review

which inciudes three sub-committee. They include Me
and Publizc Education-Information Committees. b

vement, it is more evident that a program

Because of the projects invol
g the sexually abused

which is concerned with the many ramifications of treatin
child was long over due..

Continued funding is needed to carry om the work started by the project.

Sincerely yours,

&f -
A LA @9 :
(gt gz £ /7%3’3’”6
(Mrs) Juanita N. Kydd'
Social Worker

o
oL
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September 27, 1978

Joyce Thomas

Project Coordinator
Children's Hospital
111 Michigan Avenue NW
Washington, DC 20010 .

Dear Miss Thomas,

I am wr
also as a meigi:gozoghzncbehal? of the D,C. Rape Crisis Center, I
Vietims Assistance Pr0gra;m?;2;§¥ Agsisory Council of the Child SZ:&aingbuse
. C
my support of the Sexual Abuse ?rOjeczcation SUb-comWittee) to express

As you are aware
" children re s Provision of effective services

feel that iﬁaE::ei Zsryf;erious problem in the Districtfgg gstx:i}y abused
service agencies. hos erfectively combat this problem a network ;a. L
compile resOurce;t pitals, law enforcers, and the communit h o Soctal
that Childrens H 0 solve a problem of such a phenomenal si y haye to

drens Hospital Has taken one step in that direct;:ze' b feel

n.

We find the Sexual A
buse Prgxﬁnt 7
again ject to be a wor ; .
Pio exXpress our support for the Child Sexual thhwhlle service and
gram, use Victims Assistance

Sincerely,

Duskee M

Paula Stevens
Comm. Ed. Coordinator

rsy

AR

is | |
Centay P-0- box 21005, washington, d.c. 20009 * 333-RAPE
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September 21, 1978

- Mrs. Joyce N. Thomas
Project Coordinator
Child Sexual Abuse Project
Children's Hospital National
Medical Center
111 Michigan Avenue, N. W.
Washington, D. C. 20010

Dear Mrs. Thomas:

The American Association of Psychiatric Services for Children would like
to express our support for the continuation of the Child Sexual-Abuse

Victims Assistance Project.

We have been concerned for quite some time

about the absence of specific services for children who have experienced

sexual abuse in the Washington area.

Your project has filled the void.

We have been extremely impressed with the quality of service the project

0f particular note is the comprehensiveness of the project

in that it services the child's medical and emotional needs. We have

also been impressed with the approach taken by the project which not only
provides direct service to the child and his/her family, but coordinates
resources for the legal and social service sectors.

In view of the magnitude of the problem in the Washington area, the child

victims would suffer a severe loss if the project is not continued.

fore, we hope and strongly urge that the project be refunded.

Sincerely,

0[ 1.8 0« :, df,d am. 1242

Debora D. Kramer
Executive Director

DDK:ch _ '

The American Association cf Psychiatric Services for Children, 1725 K St., N.W., Wash,, D.C. 20006

Officers: Board of Directors:
JohnB Nelson, Iil, MG, President
* C Westman, MD, President-zlect
amldA Goohshzan PhD, Secretary -
Thomas J. Boll, PhD, Treasurer

Santine P Capria, MSW
Edward H. Fulterman, MD
Paul N. Graffagnino, MD

‘Charles Hersch, PhD, Past President

Sara P. Mill, MW

L. Gene Hornsby, MD
Sydnay Korel, PhD
Charles A. Malone, MD
Marion McCammond, MSW
Betly Jean Synar, MSS

There-

i

Phone {202) 659-9115

Execulive Director
Debora D Kramer

<
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October 19, 1978

Mrs.. Joyce N. Thomas, Director

Child Sexual Abuse Victim Assistance Project
Children's Hospital National Medical Center
111 Michigan Avenue, N.W.

washington, D.C. 20010

Dear Mrs. Thomas: ) : - .

As a member of the Child Health Board of Children's Hospital, serving as a
member of the Advisery Board of the Child Sexual Abuse Assistance Project, I
have been impressed by the high standard of services provided by the very
capable staff members of the program. You have succeeded in bringing together
a highly trained, energetic and caring group of individuals who have provided
a service to the hospital and to the community.

!
During the last year, as a member of the Advisor ory Boavd, I have had discussions
with other Board members from the U.S, Attorney's Office, the D.C. Superior
Court, the Psychiatric Institute of D.C., the D.C. Department of Human Resources,
the Metropolitan Police Department and the D.C. Medical Socilety, who have on

several occasions expressed their approval and respect for the accomplishments ¢ /

of the program. Client services have been available twenty-fouzg hours a day,
seven days a week. Hospital staff has been provided with exteni ive training,
as well as other professional agencies. Representatives of law enforcement

agencileg have particularly expressed their awareness of the successful imple-

mentation of the program and of the high degree of services provided to the
community

Children's Hospital is fortunate to have such a competent, multi-disciplinary
team working on the project, and I wish you all success in yowr future endeavors.

)

Sincerely,

WERIRIS
Cheg et hguacadd

(Mrs.) Carolyn ¥. Coursen
5053 Loughboro Road, N.W..
* Washington, D.C. 20016
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SUPERIOR COURT OF THE DISTRICT OF COLUMBIA

WASHINGTON, D. C. 20001

42/84-D0
Octobexr 26, 1978

Ms. Joyce N. Thomas, Director

Child Sexual Abuse Victim Assistance Project
Children's Hospital National Medical Center
111 Michigan Avenue, N. W.

Washington, D. C. 20010

*

Dear Ms. Thomas:
<

It is a pleasure to forward this letter of endorsement ang
pledge of support for the Child Sexual Abuse Victim Assistance
Project at Children's Hospital. Probation Officers from the .
Social Services Division of the Superior Court for the District
of Columbia have over the past year utilized this program not
only as a direct client sexvice referral resource but also as a
consultative resource for a variety of treatment efforts with
troubled families. On a personal note, it has been a privilege
to cooperate directly with the program as a member of the Public
Education Subcommittee in its efforts to create a productive
relationship with the community at large.

It is obvious that this program offers a vital and unique
service to the children and families-of this city as well as the
social service agencies which support them.

The Social Services Division of the Superior Court for the
District of Colunbia, therefore, heartily endorses the Child
Sexual Abuse Victim Assistance Project, and pledges continued
support and cooperation for this valuable community program
through its coming years of federally funded operation.

} Sincerely,

' Vi
<;;éi7M. Schuman, Director

{22&ﬁ9¢/g.
Social Services Division
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GOVERNMENT OF THE DISTRICT OF CoLumBiA
DEPARTMENT OF HUMAN RESOURCES
COMMUNITY HEALTH AND HOSPITALS ADMINISTRATION
WASHINGTON, D. €. 20009

October 6, 1978

) Joyce N. Thomas, Director .
“ Child Sexual Abuse Victim Assistance Project |,
Children's Hospital National Medical Centar

15 Dear Ms. Thomas: '

e I am pleased to respond to your request for a letter regarding the

+ Child Sexual Abuse Victim Assistance Project,

abuse children and their families can do much in min
ate ard long-term trauma which occurs in these situations. With the

with the use of the research information resultin

4 | g from the project
efforts will also benefit the entire D.C. community via specgfig
educational programs for persons,

who come in contact with the sexually abuse child.

I hope to continue the relationship I j

personally have with the project

¥ staff and look forward to working with Children's Hospital in the fErtﬁer
i development of efforts to provide a comprehensive services to children

in D.C.

Sincerely,

Charlene Lanza
Program Administrator

| <
‘; f AN N
& - '

ce: Dr. Oner L o

g

DHR-34
Formaily PH-1090.9

Theydirect clinical services provided by Ehe project for sexually
imizing the immedi-

expertise of a multi-diciplinary team and the experience of the staff

The sharing of the expertise developed by the project staff along

both professional and non-professional,

Follow-up Unit-Sexual 'Assault Program
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APPENDIX C

The Philosophical Bases for Policies
of the Child Sexual Abuse Victim Assistance
Project

Q

ket

pond

The Child Sexual Abuse Vietim Assistance Project “CSAVAP" ha
identified its primary goal to be the assurance of improved responses to
the needs of child sexual abuse victims and their families in the District

of Columbia by the legal, medieal, and social service systems.

THE PHILOSOPHICAL BASES FOR POLICIES
OF THE CHILD SEXUAL ABUSE VICTIM )
ASSTSTANCE 'PROJECT

can be divided inte the following objectives:

1.

3.

4

5.

To document the speciél needs of vigtims of child sexual abusec

2

and their families and methods of addressing those needs.

To improve the khowledge and skills of law enforcement per-—
”
sonnel in the sensitive management of victims, witnesses and

families involved in cases of child sexual abuse.

To improve the Rknowledge, skills and cooperation of medical
and sq;ial sarvices personnel in the collection and trans-—
mission of evidence and information to the legal system

in cases of child sexual abuse.

To improve interaction, coovdination and cooperative case
management anong the legal, medical and social service systems
with respect to cases of child sexuyal abuse.

To increase public knu&ledge abdut methods of preventing
child sexual abuse and public confidence in and knowledge

about legal, medical and somialw$upporns available to vig-

tims and their families.

This goal
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N ;o ' “C— 3. The Project's interdependence with other systems and
,‘g:' The PFroject is committed to insuring that anvy child who huas been 2

1 t persons who interact wih the child and the child's
victimized sexually: | (
Y ' family;
.. ' . 'y i
l.  Is appropriately evaluated for evidence of phvsical and ‘emo= . ? .
. 4. The wishes and actions of the child's parants;

tional trauma, for possible transmission of disease and for

possible pregnancy. , i : ] The actions of the perpetrator and his attorney after

[ ¥3

: Y the event has been disclosed;
2. Is emotionally suppsrted by those parsons and agencises which n [ # I '

L .
interact with the child, such as the hospital, the police o ! 6.  Rights of the child, his or her parents, and the per-
and/or social servige agencies. i © 'petrator; and

3. Is protectad from additional wvictimization by the perpetra- . l 7+ Procedures required by statute or regulation.
tor. ’ .
; . CSAVAP commitments and these constraints frequently become intertwined
Kr. 4. 1s assisted in recovering from amy deleterious psychological ¢ 1in ways that pose conflicting policy dilemmas for Project staff. 1In such
o : ? - -
effects caused by the event, ensuing family disruption, or T ! cases, Project staff re-examine the philosophies and assumptions that
T ' .
i . N R . . < .
cooperation with the law enforcement system. ] D m underlie various ®roject polices in an attempt to find a solution to the
. [ problem.
The Project is also committed to protecting other children from sexual vic- g ]
" . , 5 »i N . 39
timization by a known sexual offender. S } t The following sections describe CSAVAP philosophies and assumptions at
N j ; , the present time. They may change as warranted.by the experience of the
In attempting to meet these commitments, the Project is subjected Lo a o ’ l
‘ i | Project.
N
number of constraints, such as: ‘ { .
s _ E The Project Definition of Sexual Abuse
1. The relative limited expertise among medical and mental o ’ _ «
health professionals in the management of dases of child z In the process of normal devalopnent children encounter feelings
sexual victimization; L related to sexuality and may engage in different Abalmviors of exp!.oratidrx
I and e:cperimgntatﬁion, based on their age, physical development, and psvcho-

2. The controversy surrounding and inadequate research on 5 po \ )
; . - | : L-: logical wmaturity. In addition to parantal nurture and guidance, wmany

\ ’/ sexually transmitted diseases in prepubertal children; = ., . ©

¢
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N . [T f '1 C:: proscribe ‘sexual activities between consenting children under age of siz-
Z . s s - . s e 4 S ;
children need counseling in sexuality from professionals in the medical and § R teen and is thus overinclusive.
social service systems. o B L ’
hd ‘ e H 1
. : \ Definition :
. f ,
When a child is exploited sexually, however, ha or she usually deviélops b i - 1. Child Sexual Abuse is a broad term which refers to:
s , . or
. additional special needs that need to be met by the legal, medical, and I « i ‘ . =
‘ - . . . = : Lo ‘ o as incidents of sexual assault involving physical
social service systems. The child may exhibit fear in common with other o ; :
N .- S force in which a child (younger than 16 years)

victims of criminal acts, depression, lowersd self-esteem, anger, regres=

b =

- : is the victim;
sive development, etc., in addition to heizptened anxiety about his or her

- )
- R
o "
omwaod

physical well-being and® future sexuality. Because the victimization and/or

involves sexual activity (wizh all its eculzural taboos, mythologyarqand
. b. sexual contact or interaction (such as intercourse,

s

stereotypes) the child's fzaily may veast ia” ways that do nok meet\th
h fondling of genitalia, exhibitionism, sodomy, etc.)

child's needs. o , vf s T

\
M
.

A " . ,
Lt | %3? between a child and another person of any age in
e ; f T : : ,
CSAVAP found,that it is crucial to distinguish between those childrea 5. ﬁ ; “r \ which the child's participation has been obtained
- ' 3 l 5 ~i> .
brought to our attention with problems related to normal psychosexual i f] ' through undue means such as threats, bribery,
. development "and those who have special needs due to exploitation or xiw: i ﬁ }> ‘ coercion, misrepresentation of moral standards, or
t;mization. In many cases existing public and private aggpcies and ‘ ‘ similar tactics;
’ 9 . - : & | ( ¥ S
services can address the former satisfactorily, while the latter require ; : l\ . N :
. ' ." l hhae a\t‘id/Or ’ ”,‘
intensive intervention from CSAVAP staff. Examination of the causes 4qf / ‘ . =
these special needs led to the formulation of a Project definition of ?f ! h£ c. sexual contact or interacion between a child and B
. ; ‘ .
sexual abuse. 5 j ’!‘ - an adult or other person, even with the “free
i ! > .
: a 5 - ) ' cooperatiorn -of the child, when such activity is
The existing legal definitions were deemed to be unsatisfactory) i D e o . 4
‘ i ; i inappropriate to the age and level of maturity of
sexual abuse as defined in the District of Columbia child abuse law refers I - ‘
n ' § : the other person.
only to victimizatjion at the hand of a parant, guardian, or custodian and. ; I
. ' ) o ' : 00 i
is thus underinclusive, while the.District of Columbia crimingl statutes e . y 5
v - = ) // }r W \f:’ﬂﬁ “
- . ~ - . . n o i
oo 4 o ] <:7/// , I . 5 o ., } . : r;i ' N

4
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2. The experience of szexual abuse may interfars with the child's

normal, healthy dewelopment on any or 2ll of three levels:

a. Phvsical: The incident may bz painful, induce
—-—ﬂ-—-—-:———-

physical trauma, or result in the transmission of a
venereal disease. Couversely, the iacident may

arouse pleasurable physical sensations in the

child.

be Pévcholozical: As a result of the incident, the

child may experience feelings of anxisty, vulner~

abilicy, fear, shame, or guils. o

c. Intellectual: The incident may be beyond the

child's lavel of comprehension and, therefore, may
14

»

result in considerakle confusion. By law, children
ara presumed to be incapable of giving intelligent,
informed consent to such s\xual coutacts -or

interactions.

. S .
The Project's Community Advisory Council participated in the formu=

//‘“\_

lation of the definition.

The Child Victim as the Project Client

N
S

N\
CSAVS& staff have been confronted by a choice of potential clients:

2y
the child wvietim, the parent(s)=-child ralationship, or th) family as an

entity. ZEach may have peculiar needs as a result of ¢h& incident of sexual

9

.

R

R i i s

g

[ 2

o

—

| -
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abuse that could justify selection. The Project has opted for the child

.victim as its client.

In the first place, the child is, the direct victim.

Family menbers
develop needs in reactiod to the incident itself and to its effect‘bﬁ‘the
child, but these may lack the intensity and immediacy of those of the
c¢hild. The needs of the family’membefs, primarily those of the parent(s),

can be addressed through collateral services.

Secend, the interests of the child victim may not coincide with the
interests of other family members. A common examplauis when the perpe-
trator is a close friend or relative of the parent, who may value the
friendship of the perpetrator or su?pression of family scandal over the

child's needs for mental hsalth services and‘protection.

Thiré, in incest cases there may not be a set of needs common to any
of the family members. 1In fact, some needs may be inimical to those of
cther family members. The perpetrator (almost invariably male) has a range
ofrconcerns regarding his sexual ralationship to the child's mother and his
criminal culpﬁgility; the deha:'gwggncerns igclude her sexual relationship
to the~pgrpecr;tor, her financial depeﬁdeﬁce upon him, her relationship to
his othér relatives, and her velationship with the child; the child's

concerns include the impact of disclosure upon family vrelationships,

feelings about sexuality and self-ésteam, removal from the home into foster

Cal’e, etC' TN
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Fourth, many individuals requirz individual mental health services as

a precondition to participation in' conjoiat family therapy. To selact a

relationship or group as the client could mean that the child victin's

needs would be ineffectively addressed.

Reporting to Public Authorities

CSAVAP persoﬁnel routinely réportA suspected cases of sexual abuse to
law enforcement and/or child protective services agencies. ° In training
activities, public speaking engagements, and publications CSAVAP staff have
urzed medical, mental health, social services and educational professionals

and private c¢irizens to report suspected cases of sexual abuse to public

authorities. e

This procedure is the product of several Project assumptions and legwl

requiraments.
p

First, the ?roject believes that many children are vulnerable for
repeated iIncidents of sexual victimization. (Cases seen by the Project
tend to give support to this assumption.) Since the Project 1is located
within a privace non§£ofit medical facility, it has no legal authority to
intervene and protect the child by sarresting the alleged perpetrator or
removing the child from his or her home. The District of Columbia Metro-
politan Police Department has the authority to effect arrests, and, under
the child abuse law, to remove the child victim from the family bome if the

suspected perpetratar is a parent, guardian ot custodiin.

[O——
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Second, CSAVAP staff believe that the perpetrator should be held

accountable to the community for his or her conduct. Criminai  justice

s

péocedures are' intended to indicate community intolerance of criminal
behavior, to deter others from such behavior, and to protect the citizenry
from future criminal acts either through incarceration of the perpetrator
or through rehabilitation of his or her bghavior so that it conforms to
community norms. The report to police is the step’ which initiates all

criminal justice procedures.

. Do 3 . .
Third, the Project recognizes that in some instances the <child's pareant

or guardi: ‘. cy7s N . ; ,
guardian is unable or unwilling to initiate such investigation by

_reporting the case himself or herself.

Finally, the Project is obligated‘ under law to report certain types of
sexual §ctivity to public agencies. ! Under the child abuse léw the Project
must rTeport both incidents of physical or sexual abuse committed by the
child's parent, guardian or custodian, and also cases where the child does
not receive adequate parenting necessary for a child's normal physical,

intellectual, and psychological development. As a result, CSAVAP perscnnel

must . report “instances where a parent, guardian or custodian fails to

procure mgdical or mental heaith services to meot clearly ideatified needs

of the childs In addition, ail cases of venereal diseases must be raported

to the Public Health Department.

The Projeet recognizes that many cases reported to law enforcement

agencles never result in the conviction or even arrest of the suspectead

" ™. o
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perpetrator, and that ta a few cases the stress caused by iavestigation,
court - proceedings and an unsatisfactory outcome may together hava g
deleterious effect upon the child. Yevertheless, CSAVAP believes that the
law enforcement system should be afforded the opportﬁ&ity to Ffunction cor=-
rectly, and that support can be given to the c¢hild and his' or her family
during the period foliowing disclosure and reporting.

CSAVAP Support During Court Proceedings

Project staff support the child victim during the law enforcement pro-
cess inx$three ways: by providing technical support to the police and pro-
Saculors to enhance the 1likelihood nE a successful case outcome from the
victim's perspective, and by preparing the cﬁild for situations likely to
be 'encountergd (esg., police “interview, testimony before the grand jury,
defense investigation, line~upsf courtroon testimony and cross=-

examination), and by accompanyving the child to eourt proceedings as a

friend.

The Project assumes that the law enforcement process will be stressful

to the child for amy one or several of a number of reasons.

First, most children are reluctant to recite the details of the sexuﬁl
abuse incident. In the course of the lawh enforcement process the child
will be asked to recite(the details numerous times == to the police, medi-
cal ar social work personnel, prosecutor, grand jury, and at trial. Any
inconsistencies will be prbbed, often in a tone of voice that implies

disbelief, exasperation, impatience, or hostility, . Such expericnces are

-

likely to be stressful.

Second, the £fact that such repetitious wrecitals must be made to dii-
ferent persons means that the child's sense of privacy 1is perdeived by him

. . Ny
or -her to be ignorad. This can generata feelings of anxkiety and stress

Third, the child's normal routine is disrupted by trips to the police

- station and court building, physical structures that appear imposing,

impersonal, and adult-oriented. The unfamiliarity of the surroundiags can

heighten anxiety.
Fourth, the child and his or her family are largely unfamiliar with

court procedures. The Iformalicy, sariousness, and arcane language can be

intimidating.

Fifth, the people iavolved in ike case tend to hava perspectives and
orientations different from those of the child wvictim. The child is seen
as a necessary insttument to the mores Important proéess of dealing with the
defendant, rather than as the primary object of concern. Such a viewpoint
comes to the fore when little or no explanation of case progress is made, when
continuances are obtained without regard to the convenience and pyscho-
.logical well-being of the 'victim, aand when personnel disclose information

about the chil&r and his or her Efamily to each other without regard for

privacy consideratinns.




Sixth, the slow pace of the proceedings «can produce strass. The c¢hild
cannot put the incident behind and go on with his or her life if he or she
must return to court every few weeks or montns, for periods frequently as

long as a year, to prapare testimony.

.

Seventh, . the child victim will be subjected to defense attempts at
investigation and interviews. Defense tacties oftén include efforts to
make the child victim feel guilty for the defendant's legal predicament, to
destroy the child's credibility by obtaining inconsistent statements or

embarrassing facts about thqy child's sexual behavior, and outright harass=—

ment.

Eighth, the child must physically donfront and identify the defendant
in the courtroom. Anxiety about retaliation can arise.
j
r

Ninth, the child may be subjectad to searching cross—examination in the

defense attempt to reduce the effect of “als or her testimony.

Finally, the child tends to assume the responsibility for the defen~
dant's imprisonment even though this decision is made by a judge based on

the defendant's psychological state, employment, and prior criminal

acfivity.

Recommendations for Psychological Evaluation
and Long—-term Therapv Eor Victims of Incest

B

CSAVAP is designed to offer crisis intervention wmental health services
to child vietims of sexual abuse. The period of crisis is considered to be

approximately four to six weeks.

i 3

%]

.

Project staff routinely request psvcholozieal evaluations of incest
victims and begin planning for referrals for long~term psychotherapy. This
: 31 i F " ams  posed to “the child's mental
i{s based on the assumption that the problems p e '

health are mora savera.

The dynaﬁfﬁs of incest cases indicate deep-seated dysfunction in family
relationships bgtween the mother and father, mother and daughter, and father‘
and daughter that are not usually capable of resolution witbin the crisis
period. The 'daughter may have lowered self-esteem upon recognition that a
person she trusted to nurture and protect her violated that trust ‘by using

her to gratify hls own needs.

In addition, the disclosure of incest causus disruption in the family's
socioeconcnic functioning when the offender leaves the family home. The
victim tends to blame herself or be blamed by other family membars for such

disruption.

If the child is removed from the home she may develop separation anxi-
ety, especially when this period of removal lasts for many months. She
may also begin to blame herself for an action taken by the court in order

to protect her from additional incidents.

Finally, if the offender is incarcerated, she may blame herself, or be

blamed, for his behavicr that led to his sentence.

The§é problems are not easily treated, certainly not within a short

9

period of time.
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Suspicion of Sexual Abuse in Cases of Pediatrie Gonorrhea

The Project beliaves strongly Ehat a prepubertal child with a sexually
transmitted disease has had direct intimate contact with an irfected parson
and that such trausmission has occurrad by mouth to mouth, mouth to geni-
tals, genitals to genitals, or genitals to rectun contact, especially with

secretions from those body parts. This. belief is based upon the prevailing

view of current researchers.

1

The Project assumes that gonorrhea in a prepubertal child has been

&

caused by sexual abuse until the results of a carafully taken history of
the onsat ‘afd rature of sympzsms, tests of family members, and a decailed

child's play, caretaking avrangements

view of the sexual activity, and

indicate another cause. This assumptiot is based in part upon the racom~
7

t

mendation of the United Statzs Puklic Health Service, upon the reportad
research of pediatricians, and also upon preliminary vreview of cases
treated and investigated by the Project.

Project staff recognize that great controversy surrounds the trans-—
mission of sexually transmitted diseases, especially to prepubertal

children, and that further research is needed to definitively deseribe

such trarsmission and its relationship to sexual abuse.

Privacy of Information

CSAVAP recognizes that the sexuality of minors is a currently contro-

versal topic in American society. Child victim of sexual abuse and sexu-

ally transmitted discases may be subjected to curiosity, disparaging

&

o,

i ey
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comments upon their morals, and commercial ewxploitation. Such stigmaci-
zation may be deleterious to the emotional well~being of the child and

{
his or her family. | |

The Project belioves - that medical and mental health information about
a chilq victim of sexual abuse which identifies the child should be dig-
closed only to those directly involved in the protection of the child,

or in the delivery of medical and social services to the child and his

or her family. The Project also believes that permission to disclose such

information should be obtained from the child and his or her parant(s)

whenever possible,

Project staff are committed to Ffurther research in the etiology and

CSAVAP believes that the results

epidemiology of sexual abuse; how%ver,

L 4
of such research can be disclosed without disclosing the child's ideatity.
Project staff conduct themselves with regard to the ethical precepts

of confidentiality expounded by their professional organizations and with

applicable federal and local statutes that safeguard the privacy of the

child, pareht, and offender.

1
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DEPARTMENT OF CHILD HEALTH AND DEVELOPMENT, GEORGE WASHINGTON UNIVERSITY
CHILD HEALTH CENTER L RESEARCH FOUNDATION OF CHILDRENS HOSPITAL

CHILD PROTECTION CENTER

SEXUAL ABUSE PROJECT

The Child Protection Center, Children's Hospital National Medical
Center (CHNMC), is pleased to announce that the Law Enforcement
Assistance Administration has made it possible for the hospital to
offer special services to all sexually assaunlted children in the
Distri(t of Columbia. The project has three major components:
direct tlinical services, education and training, and research. Its
primary goal is to coordinate medical, legal, and social services to
meet the needs of child victims of sexual abuse and their families.
Patient services are available 24 hours a day and include medical
examination and treatment, crisis intervention and counseling, and
anticipatory guidauce. Assistance is provided both ut the time of
the reported abuse and throughout any medical, social service, or
legal procedures that follow.

Cases may be referred by the D.C. Metropolitan Police Department,

ﬂOﬁOﬂO’ medicc.l cenler m mancan avewe nw, WASHINGTON, D.C. 20010 # (202) 7455000

!

. JOB DESCRIPTiON

Title: Court Liaison/Juvenile Justice Specialist

The Court Liaison/Juvenile Justice Specialist will carry
responsibility for case consultation, interagency liaison and class

. advocacy functions. Case services will include the provision of
‘anticipatory guidance to client families and clinical team members

regarding legal alternatives and their implications in individual
cases. These include advice regarding court room procedures and
pogsibile strategies to insure positive case outcomes for the entire
vamily. He/she is responsible to identify and resolve law enforce-
ment related problems as they arise in reference to juvenile offender
cases. He/she will also investigate case handling of juvenile
offender sexual assault cases in the District of Columbia, identifying
specific problem areas and making recommendations for remedial

changes in laws, policies and procedure. This includes advice regarding
conditions of rehabilitation programs, temporary residence faci-~
lities, foster care placement, or other such institutions which are
designed to coincide and inhouse the therapeutic milieu.

Case advocacy functions including research and docunentation of .
the legal prucess of cases of child sexual abuse from the point of ’
view of both the child victim and the offendex.

Candidate must have a law degree from an approved university or

similar preparation with major focus in criminal justice, law enforce-
ment or social reform. Candidate must have knowledge of investi~
gatory work, legal research and writing in preparation for advocacy

on behalf of indigent juveniles in such matters of delingquency,
neglect or run away situations.

other medical or social service facilities, parents, other concerned
individuals, or the children themselves. According to District of =
Columbia law, all cases of sexual abuse in c¢hildren under age 16 must ]
 be reported to the police. All children who are 12 years old or '
younger who come to CHNMC with the complaint of suspected sexual

§buse or is known to have a veneral disease will be assigned a team 1 ;
intake worker, Vo

e SRR R SO

 —]

The project staff includes a pediatrician, public health nurses, T ‘i
social workers, a researcher, and administrative staff. Mental |

health expertise and legal consultation are also available to staff . |

and patient/clients as needed. Members of the project’s clinical . ! ;
team are available on a 24 hour basis for consultation sarvices to . P !
physé;ians and educational programs. Services are also available to

medical, law enforcement and social service agencies, as well as
-other community organizations. , 1

For further information, please contact the Child Protection Center,

Special Unit, Children's Hospital National Medical Center: 745-5682
or 745-4100.

Boinnl

Sincerely, ’ ; ‘
a‘“"i&*h s TWemas

Joyce N. Thomas o B | C o i
Project Divector . } ‘ |

JNT/va | )
B7/488 -

JOHN H. SHARON ROBERT H. PARROTT, M.D, NOH % KRONCKE JOHN L CHAMBERLAIN, X, MD,
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JOB DESCRIPTION

Yitle: Project Director and Director of CPC~3U; : N

The Project Director will be a masters' level senitr administration
nurse with advanced mental health sxills, demonstrated clinieal skills
with c¢hildren, adolescents and families, excellent oral and written

- communication skills as well as training and knowledge of public speaking.

Director will provide administrative supervision for the treatment
team. The director will formulate, coordinate and monitor the service
delivery process of the program and in addition will act as laison with
bhospital staff District of Columbia and féderal agencies regarding- the
The project Director must have experience in child abuse, child

progzam,
sexual abuse, adolescent services, and knowledge of the District of
Columbia. 1In addition must be familiar with medical, legal and social

services agencies in the metropolitan area.Q
i \ .

Director will intergate the activities«@f the treatmentfteanwith the
generic  program  (CPCSU). ~ Must  hav. ability  to  supervise

multidisciplinary unit. g , -
‘. \.\

The Program Director will be administratively responsible .o the
Direction of the Child Protection Center.and the CHNMC Associate Dires;or-
Offire of Child Heal*h Advocacy. Y

N\
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JOB DESCRIPTION

Title: Evaluation/Research Director;

science research. He/she will have primary responsibility for the design
and implementation of the special intrafamily child sexual abuse
treatiient Program, research and evaluation efforts. These function will
include, oversight of all activities related to collection, reduction
analysis, and interpretation of project data, compilation of prograé
gerformance reports, compilation of statistical reports relating to
intrafamily juvenile offender cases for various audiences, and
consultation to staff as'well/as community groups re: the characteristics,

and trends regarding servica delivery and needs of this population of
families. .

?hergyaluation/Research Director will be directly respoasible for
the‘d}rection of the Child Protection Center/ Special Unit in terms of
administrative oversight and job performance.
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JAPPENDIX E

Medical and Case Management Protocols
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childrens hosgial

ﬂOﬁOﬂQ! mediCQ' Cenfer W MICHIGAN AVENUE NW., WASHINGTON, DC. 20010 ® (202) 7455000

DE‘#‘ARTMIENT OF CHID HEALTH AND DEVELOPMENT, GEORGE WASHINGTON UNIVERSITY
CHILD HEALTH CENTER ° RESEARCH FOUNDATION OF CHILDREN'S HOSPITAL

PROTOCOL FOR THE MANAGEMENT OF SEXUALLY ABUSED CHILDREN

'/

Children's Hospital National Mied]ﬁ.cal Center (CHNMC) will provide medical
servires for cases of suspected Sexual abuse and/or assault in children
and adolescents up to their 19th birthday. These ¢ases will be treated as
emergencies. The services rendered will consist of both emergency

treatment and follow-up by CHNMC's Sex Abuse (SA) Team or Child Protection
Center (CPC). The primary goal is to provide a supportive environment in
order to prevent any additional trauma to tha child and his or her family.

The responsibilities of ER and other//hospitél personnel vary according to
how the child enters the hospital system. Therefore, this protocol is
divided into three sections:

I. Child and Family are Accompanied to Hospital by Police.

II. Child and Family Present With a Chief Complaint of Sexual
-Assault, Without Police' Involvement. "
i) .
III, Hospital Personnel Suspect That Sexual Abuse Has Taken Place.
(Presenting symptoms may include G.C., vaginal bleeding, ete.)
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When Child Victim and Family are Accompanied by the Police

Intake Procedures

1.

If the police accompany the child and/or family to the hospital,
the detective should be directed immediately to the ER
physician. The detective should provide the physician with the
necessary information about the circumstances of the event.

The informatiod obtained from the detective should be recorded
by the MD or RN on the ER record.

The detective may call an ER nurse prior to coming to the
hospital. The 'triage nurse ‘should then be notified that a case
of sexual assault is expected (or has arrived), and routine
services should be provided as quickly as possible.

As soon as they arrive, the child and family should be taken to
a private examining area by an ER nurse. The .nurse should
attempt to establish rapport with the child and family. The
nurse should observe the behavior of the child, the
parent/child interactions, and the child's response to the

+medical setting. Unusual clinging, crying, withdrawal, or

distant reactions are some behavioral indications of stress.
Observations should be recorded briefly on the ER record.

Usually children are not upset or visibly affected by the
incident. However, repeating the details of the story to too
many people could be traumatic and is usually unnecessary.

The nurse should confer with the resident and then notify the SA
Team or CPC worker on call. The nurse should provide
information to the CPC worker about the incident, the initial
reactions of the child and family, and the anticipated medical
plan. g
The nurse should consult with the 2nd year resident regarding
preparation of the child for the physical examination.

If the parent(s) are visibly upset, the nurse should take them
to a private area away from the child and attempt to comfort
them. The parent and child shkould be informed that a Child
Protection Worker will be talking with them.

Arrangements should be made so that the child is not left alone.

e e Rt b e
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Mediczl History

1"

The re§ident should confirm the information obtained from the
detective by talking with the adult(s) who accompanied the

- child. The parent or guardian should be asked if they believe

the child was sexually assaulted and if there is any additional

information about the jevent that they wish to share with the
physician.

If th child is young, the parent(s) should be asked by the
resident to provide the usual medigal history.

Older children or adolescent's can provide medical history, as
appropriate, in a private area. Information regarding
menstrual history and use of birth control should be recorded.
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C.

Physical Examination

10

2‘

10,

11.

The child and parent(s) should be informed about and prepared
for the physical examination by the nurse.

The resident should tell the parent(s) what specific lab torss
will be done, when the results will be available, and the
purpose of each test.

The child should be reassured that the eXamination will not be
painful.

Permission for the physical examination must be obtained from

the parent or legal guardian.

All equipment, containers, and other materials should be in the
room prior to the child's entry.

Usual equipment should include: -
a. Woods Lamp ,
b. Sex Assault Kit
&. Routine examination equipment
d. T.M. culture plate
e. Appropriate lab slips

The young child should be examined in the presence of a trusted
adult, either a nurse or the parent. Each step of the
examination should be explained to the child.

The child should not be restrained in order to do the
examination and/or to gather evidence. If the child is visibly
upset, the resident shouid determine what measures should be
used to reduce his or her anxiety.

Prior to the examination, a Woods Lamp should be passed over the
child. Whenever seminal fluid is present, it will floresce a
characteristic dark green. The resident should obtain
specimens from these arsas for motile sperm, non-motile sperm,
and acid phosphatase tests.

A general-physical examination should be done. The behavior of
the child should be observed during the exam. Any evidence of
forced trauma o the body should be noted.

A special medical-legal form brought by the police must be
completed by the examining physician. It is essential that the
physician be familiar with this form prior to the examination.

For the female child, simple observation of the perineum

. frequently will yield most ¢# the necessary information. The

resident should look fou:
a. bruises
b. petechiae

Iy
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12,

c.
d.
e‘
£.
2.
h.
i,
J.

For the
a.
b.
c.
d
e.
£,

.

The scrotum and frenulu
and tears,

erythema

vaginal discharge
stretching of introitus
bleeding of the introitus
tears

presence or absence of hymen
condition of hymen
condition of the rectum

male child, the resident should loo
bleeding of the penis

abrasions

petechiae

erythema os hematoma“formation of t
injury to the shaft

condition of rectum

[

k for:

he glan

n also should be examined for

-

a

abrasion
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/ D. Laboratory Tests f f o E.. Medical Treatmgnt

1. Laboratory tests should be done with regard to the history of 14 ?é ? i Y 1. Medical treatment should be rendered as indicated in the npormal
the assault and the time elasped since the assault. (See SR Lo ; manner and depending upon the injury. For severe lacerations or
Table 1) g i ! S \ internal injuries, the surgical resident should be notified,

2.  Laboratory specimens that may be obtained include: : }f . 2‘.- Adolescents should be given a pregnancy test for base line

, § o o information. (The ER resident should consult with the

a.  Acid Phosphatase - Collect with a cotton swab and place in 1 © "7  adolescent Fellow on call regarding ‘the need for
’ 0.5 cc of saline in a glass tube. ﬁA L . -diethylstilbestrol)

b. Motile Spermatazoa - Collect with a cotton swab and place

3. Héspitalization may be indicated depending on:
in 0.5 cc of saline in a glass tube.

and acigd phosphatase tests are available within one hour. The

of the main lab. The lab representative must sign a receipt Ef |
I physician should call the lab for results.

- . medical~iegal form. Results of motile Sperm, non-motile sperm,
indicating that the material was delivered. i

{ u
. . 1 ] T > a. Medical condition . )

€. Non-motile Spermatazoa - Smear a glass slide and air dry. 1 2 b.  Severe emotional upset (Cousvlt with the SA Team or CeC.)

R ‘ I ¢.  Protectiop of the child frq%/further assault (Consult with
d.  Thayer-Martin (TM) Culture - Streak 1/4 of a plate, o l the SA Team or CPC.) J
e. VDRL - 2 or 3 ml of blood in a red top tube. | . 4 j F. Follow-up e .
£.  Pregnancy test - Random urine specimen. : ol l 1. Trauma Index card should be completed and filed by the physician

. in charge of the case.
3. Vaginal specimens should be obtained by using a medicine ‘ | ﬂ
dropper or cotton swabs. All flecessary specimens can be § s 1 2. Patients with medical evidence of trauma who are not
obtained with a medicine dropper during one invasion of the . ! , hospitalized should be given return medical appointments by the
vagina. If the vagina yields scant secretions, sterile saline A ( * physician in accordance with the nature of their injuries.
¢ can be introduced with the medicine dropper and the vaginal o ]
content aspirated. oo 1‘ 3. All patients who receive TN cultures should receive follow-up
) T cultures within two weeks. Appointments should be scheduled by
4. All containers and slides must be carefully labeled with the ¢ the physicians. (The SA Team will be available to coordinate
Patient's name, the source of the sample, and the initials of i p services for the child and family.)
the physician who ‘obtained the sample, Laboratory slips are to p i
be stamped with a triple (XXX). The physician obtaining the - : 4. ER physicians should record all laboratory results on the
specimens should transport them to the specimen receiving area f
|

5. The medical-legal form should be left with the ER Clinical
Coordinator (Nugse Supervisor) for the police to pick up.

!
it

=3
[

6. All medical follow-up for adolescent Patients will be provided

‘ ’ , I : by '\theyAdolescent Clinic. Patients should be assigned to the

4 : . service of the Senior Fellow. (The CPC worker will be available
to coordinate service for the adolescent and family.)
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II. Responsibilities of ER Personnel When the Chief Complaint is Sexu;l
Abuse or Assault and the Police Have Not Been Notified

1.

If a parent comes to the ER/OPD and states that the child has
been sexually abused, the triage nurse should locate a private
area and attempt to get further information concerning the
assault from the parent. (If further information is needed from
the child, the nurse will interview during evening hours and CPC
will interview during the day.)

The nurse should inform the parent that the incident must be
reported to SA, CHNMC and to the police. The nurse should
confer with the 2nd year resident, giving a history of the
assault, and then the residént should consult with the SA Team
or CPC Worker. The resident and SA Team will assess the need to
notify the police. If the police must be notified, the resident,
must call the police immediately.

The nurse should follow all procedures as discussed above,
including supportive counseling, c¢linical observations,
preparation foy examination, etc.

The resident should follow all procedures as discussed above
including:

a. obtaining medical history .

b. physical examination

C. treatment

d. follow-up medical plans and information to police

The CPC worker is responsible for coordinating service and
follow-up activities. -
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III.

Responsibilities of All Hospital Pefsonnel in Cases In Which There is
a Suspicion of Child Sexual Abuse

1. The indicators of child sexual abuse are not always concrete,
Hospital staff should be alert for subtle signs such as parental
reports of:

a. the child staying inside the house more frequently
b. the child not wanting to go to school

€. the child crying without provocation

d. the child bathing excessively

e. a sudden onset of bed wetting

2. The more common medical indicators of child sexual abuse are:
a. positive gonorrhea
b. unexplained vaginal bleeding
. €. history of age-inappropriate sexual play
d. child hints about involvement in sexual activity with an
adult or child confides in you about sexual experience(s)
€. suspicious stains or blood in underwear )
f. bruising or swelling of genital area not consistent with
history
g. child with pain in anal or genital area (more subtle
gastrointestinal or urinary tract area)
h. females: vaginal discharge
urethral inflamation -
lymph gland inflamation
Males: Pain on urination
penile swelling
penile discharge

The physician should tell the parent or accompanying adult that there
is a possibility of sexual abuse.

The physician should tell the parent that a child protection worker
will be notified.

The SA Team or CPC should be notified for consultation.
The child protection wéfker is responsible for interviewing the
child and family to obtain a pscho/social history and to assess the

need for notification of police.

{hen police are notified, the physician will proceed as stipulated in

Part I (i.e., obtaining lab specimens, providing medical treatment,
and follow-up) .

7
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TABLE I I
. LABORATORY TESTS R
' ‘ s inci 1 abuse b
ours after the incident of sexua : {
1ESTS I 3 hou}rlsi' 6 hours: 12 hours | 18 hours|24 hours |48 hours %8 hours i
H i 3 i
‘ : ! i ; NI
i ] i l l ! I P
1. Acid Phosphatase . ; i i oo 1ot o
; | ‘ x ! ox 1 x X
:- Vagina T | é Vi
1 1 ! L
b. Rectum X | :
c. Mouth X ! _ o
- ' ; X \ X X : X R
c. Dried secretions X ! X ; X . : *
l l N 5 ) B : 1x '
motile ' : b
2. Spermat?zoa ( ) X ! x !
a. Vagina - !
) qe
b. Rectum x4 . €7
c. Mouth x % ; Lo
1 : . ' i
3. Spermatozoa (non-motile) : i
. ' x X
a. Vagina x X x .
| i
\ s :
b. Rectum : X ‘ ds
} ‘ | !
c. Mouth X ' -1
L . . . I
Pregnancy and venereal disease tests should be done acccr%mg to, the R }
following schedule: { o
- tin Cultures , . e Sy : ‘ i
- zhaygztl‘;i; lin all cases in which there is a history indicating

; 1 vt i he offender's genitals, P
i direct physical contact with t ! ]
gz;ztz%:ss of the I]).engt:h of time that has elapsed since the assault. !

b. Repeat in two weeks.

. VDRL .
: a. Obtain in all cases involving adolescents.

b. Repeat in six to eight weeks.

est | o .
> :reggtj::znl‘in all cases involving adolesc'ent g:‘.rla with a history of 5
d‘irect\‘yhysical contact with the offender's genitals. v

b. Assess the menstrual cycle.

c. Consult with Adolescent Fellow.
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e MEMBER ON=-CALL,

NT FELLOW ON=~CALL. THIs FELLOW
WILL SHARE IN THE EVALUATION AND PLANNING F
g USE THe FOLLOWING PROCEDURES:

S THE HISTORY AND PHYS1CAL

THis RESIDENT SHouLp THEN
1 CONTACT THE SEX ABUSE TEeaAM MEMBER AND ADOLESCENT FELL oW (See CHiLp
- ‘ SEX ABUSE ER ProTocoL),

| 2, iF iNDIcATED (IN sEvere og COMPLICATED SEX As
.~W
{ THE SEX ABUSE TeaM ca

SAULT SITUATIONS BOTH
CENT FELLOW MUST coMg
AND MAKE RECOMMENDAT]ONS.

SE WORKER AND THE ADOLES

TO THE HOSPITAL For EVALUATION oF THE PATIENT

i

3. IF tHE PATIENT cCAN BE SENT HOME, THE Sex Asuse TEAM MEMBER AND THE
ADOLESCENT FELLoOW ASSUMES RESPONSIB|L|TY FOR MAKIRNE. THe APPROPRIATE

e Qe

OR RESPONSIBLE ADULT,

b, T ER REsiDenT WILL BE INVOLVED IN AND INFORMED oFf THE F
TION.  ADMISSION TO THE CHILDREN'S Hosp,

INAL DIsPos|-
(CHNMC) Mav se consnoanan{yusn:

TAL NaTioNAL MeEncaL CENTER

oo

A~ THERE AR CLEAR MED]cAL

ANDICATIONSy THESE P
MITTED To |ICU ogr ADOLES

ATIENTS ARE To BE AD~
CENT UNIT DEPEND ING

UPON MEDICAL CONDITION,
B~ THERE 1s SIGNIFICANT RTSK OF REPETITIoON

. w

WHEN A PATIENT |s ADMITTED THE RECOMMENDAT ONS ARE AS FOLLOWS

5
el

1+« THE ADOLESCENT FE
IMMEDIATELY upron
APPROPRIATE STEPS

-

LLow AssuMes RESPONSIBIL|TY AS PRIMARY PHYSICIAN

ADMISS1ON oF PATIENT AND PROMPT INITIATION OF YHE
FOR PLANNING PATIENT CARE.

‘}' ' 2. THE Sex Asuse Teap CONTINUES To cou
4 SOCIAL; LEGAL, AND OTHER ne
1

UNTIL FINAL BiSPOSITION oF CARE IS(ﬁADva

APPROVED BY:

el
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Y, childrens hospital

] nalional medical center

M MICHIGAN AVENUE, NW, WASHINGTON, D.C. 20010
GONORRHEA CULTURE PROTOCOL

Introduction:

microorgainism Neisseria gonorrhoeae,

H

The diagnosis of gonorrhea depends on the culture and identification of the
Gonorrhea should be considered in every

child with vaginal or urethral discharge.

Culture:

Type

*
\

Thayer-Martin (TM) is a medium composed of chocolate agar containing
carefully compounded list of vitamins and co-factors. This agar is designed
to inhibit the growth of most microorganisms with the exception of Neisseria
gonorrhoeae.

Storage

Thager-Martin (TM) medium must be stored in a refrigerator at 4°C until it is
used. .

It is most importang that the medium be warmed to either room temperature or
preferably 35 to 37 C before inoculation. (N. gonorrhoeae is very sensitive
to cold temperatures and will be killed if inodulated to medium just removed
from a refrigerator). -

/

o
A
o

Technique

I. Obtaining Culture Specimen

1. Vaginal P
a) " Using a medicine dropper or a cotton swab, sample of
secretions can be obtained from vaginal orifice.

2.  Anal Canal
a) Insert sterile cotton tipped swab approximately one inch inte
‘the anal canal. . (If the swab is inadvertently pushed into
. . feces, use another swab to obtain specimeny)
b) ' Maove swab from side to side in the anal canal to sample

crypts; allow 10 to 30 seconds for absorption of organisms to
the swab. :

3. Urethral : ;
a) Strip the urethra toward the orifice to express exudate.

b)  Use cotton swab to obtain specimen. :
II. TInoculation of Thayer-Martin (TM)

1. Medium should be at room temperature prior to inoculation.

2. Do not place inoculated medium in the refrigerator or expose to
extreme temperatures.

89
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Rofi swab directly on Thayer-Martin (TM) medium using about %
of the plate.
b) Complete lab slip as below.

LAB. NO. DATE COLLESTED | TECH.
¢ Y '\D —y
ROUTINE L9178 NAME O%. ‘\ £
AFB T
2:;}':"5 O cucruae DO NOT
D SENS. DAFB STAIN WRITE AGE ARORESS /,l M !C"HGA’U _ﬁ’VE- ”'u_)_ﬁ
[J cramsTAN FUNGUS ’
KOH PRER. L cucrune INTHIS woseraL no. D 1 23¥S 6 7 / [
[ STUANASROBIC [ inoia iNk SPACE ' !
TYPE, gﬂct ANDQ/OR LOCATION QF SPECIMEN] DOTTOR DIAGNCSIS: f 2\ iB 6 C
N

N‘ 1&5 'ac TH!WY ‘

r—

e

urINg: . L] cuean caren [ susrarunic
- 7' Cleamerenaen O xoney. Oves_Bno
-'REPQ”»'E' £ e jccioxiam| olor|k (el fcgin Mcnoomﬂsgm a
‘-H.' 3 i » - -
AR R PSR e Bx - SxauvEN
CC « CLINDAMYCIN FM « FURADANTIN P 4 PENICILLIN
CF « CEPRALOTMIN Q <« GANTRISIN T « TETRACYCUINE
[ OLISTIN O = GENTAMYCIN TO « TORRAMYCIN
Cq + CARBENICILLIN K . ¥
¢) Transport plate to lab within 5 minutes of obtaining
specimen. X . RN
d) TForward culturete to lab for routine culture.
< 5‘1""’3"['0MM"0 'Vv:k- PUstlianip
Reporting 4

The’ following reporting records should be complete:
a - Epidemiologic Report
b - PHN Referral
¢ = CPC Referral

A. Epidemiologic Report - o ‘ ) K
In establishing the prevalence and 1nc1dencg of this dxsgase,
reporting is of prime importance. The District of Columbia has

regulations requiring the reporting of communicable disease.

The team nurse should complete the epidemiolqu card and foward to
Epidemiological Services, V.D. Control Division, '1325 Upshur

Street, N,W.

B.  PHN Refferal -
The PHN should participate in venereal disease control through

contact invastigation, case finding, case manggement,and assisting
others in the education and evaluation of possible contacts.

N\
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The patient's record should indicate that a PHN referral dL 1 {
has been made. { ‘ L 8. Reassure about treatment success. Assess mental health status and i
; ; . despond appropriately, s
Use the census tract book to locate the correct district to o “
send the referral. SR ; 9.  Provide follow-up instruction. Return appointment information, etc.

All PHN referrals should be forwarded to the PHN h < *At each level of the interview, allow for feedback and questions from parent
Coordinator of CHNMC. i and child. .

prmsizaad
3

C.  CPC Referrals - . | Obtaining Results - Of Lab Work

The team nurse or resident should contact the Child
Protection. Center at ext. fypo or the intake worker to
interview the child and parent on all cases of positive 5

venereal disease. Je P Final results are forwarded to the climic in about 48°.

vﬂ ' Preliminary results are available in approximately 24° from time
sample is taken to the lab.

The primary purpose of this interview is to rule out T Call ext. 5350 or come to the Microbiology Department of the Lab.
possible sexual abuse of the child. . -~

If there is evidence of sexual abuse, the CPC worker will

make a referral to the Sex Offense Branch of DCHPD, Youth P
Division or Protective Services. v b i 7

Interview Techniques for Pediatric Cases of Gonorrhea: n

1. Double check address and phone number of patient's record prior to * o - e
entering room. ‘ ‘ '

e

2.  Meet with parent to verify the data. Establish rapport with patient I
and family member. Ask about type of work, type of home interest,and
activities. Ask about relationships in the home, i.e., other family e
members, frequent visitors, HX of illnesses, etc. Lo -

Fomome o
-

3. Respond to open ended situations and ask direct questions, i.e., —~
sleeping arrangement of child and family. i

4.  Review medical instructions such as type of medications received,
need for follow-up, possibility of reinfections-- if contact not .
treated. : W o

5. Educational Section ==

Provide Qritten materials about GC in children. Materials should be dno ‘
directed to the parent and the child. \ T SR

6.  Ask positive questions about the incident. "What do you think is the N : B
i problem of your child?" "How do you think they got it?" ok !

7.  Confront circumstances of the case, i.e., mode of transmission, SR
incubation period, reporting responsibilities. Concern regarding ;
possibility of ‘'sexual abuse should be discussed with parent.

.
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Corroboration of sexual abuse (case law)
Medical corroboration of sexual offeases

Corroboration

1, states that prohibit

2. states that require )

3. states with unknown positions

Consent to examination
Accompanying the child to court .
Court accompaniment

Confidentiality

1. child abuse reporting statutes.

2. freedom of information and privacy statutes

3. ethical requirements of professional organizations

4. resolving disputes over disclosure of confidential

informatior.

S. District of Columbia statute
Sample handouts: :

1. accompanying the child to court

2. reporting suspected child abuse or neglect

3. information needed by special unit of police department
4. a good witness :

Persons who may interact with the child victim of sexual abuse
The court process '
1. adult defendant

s}

2. neglect
Case examples
1. Tracy

2. Frank

3. Jeatiatte
4. Sharon

5. discussion quastions

State sex abuse statutes
1. footnote
2. footnote

' 3. footnote © Vi

IIT. MEDICAL CURRICULUM MATERIALS

A.
B.

Goals/objectives

Purpose of immediate medical intervention

.

| Bl

: s
T S
—_—

.

4

J

c.

D.

E.

G.

History
1. interview of child
2. interview of parents

Physical examination .
- Figure 1 - physical evidence of sexual abuse
1. positions for examination of female genitalia
. lithotomy o
b.  knee-chest
Figure 2 ~
2. procedure for examination of female génitalia Figure 3
3. description of exterior genetalia © Tigure 4
4, hymen Figure 5: Figure 6/Figure 7 “
5. wvagina )
6. mechanism of injury .
7. specimens to be obtained
8. use of pipette * Figure 8
9. spermatozoa

@. spermatozoa detection periods Table 1
10. acid phophatase Figure 9
11. Thayer Martin culture .
12. gram stain
13. use of vaginoscope Figure 10
14. male ‘ :
a. penis Figure 11
b.  ano-rectal Figure 12
15. flowsheet protocol

* Table 2
16. adolescence -

17. pubertal children

a. puberty in girls

b.  development of female pubic hair

¢. development of male pubic hairx,
18, medical case examples f

a. Jans /
b. Sally . i
c.  Sue . i
d. Jeffrey -

The health care professional and evidence of sexual assault
Handout ; '

Protocol For the management of sexually abused children

(Sample protocol #1)

A

N

1. -intake procedures

2. medical history

3. physical examination

4, laboratory tests o
S. medical treatment

6. follow-up

7. laboratory tests
ngorrhea culture protacol (Sample protocol #2)
+ type
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techniques ,

reporting , AN
epidemiological services . :
interviewing techniques for pediatric cases of gonorrhea
obtaining the ‘results of lab work

H. Laboratory procedures in cases of suspected sexual abuse
(protocol) (Sample protocol #3) ’
Bibliograply

NURSING AND SOCIAL WORK CURRICULUM MATERIALS

A.  Child sexual abuse~-nursing and social work curriculum

goals

B. Nursing and social service curriculum (suggested topic sets)

1.
2.
3.
4.
5.
6.
7.
3.
a.
10.
11.
12,
13.
14.
15.
16.

overview of the problem

police information needed for investigation
reporting requirements and the legal justice system
overview of the medical process

childhood venereal disease

feelings and attitudes about child sey’al abuse
myths about child sexual abuse L

effects of child sexual abuse on the child/victim

normal child sexual development - .
prevention factors

offender characteristics

incest dynamics

assessment issues

child interviewing )

crisis theory and crisis intervention

summary comments

C. Case Management/follow-up process

1.
2.

procedure. sample protocol #4-
clinical conference format

a. types of presentation o
b. methods of presentation

. €. record review

.D. Multi-disciplinary team approach

E. Relationship of the health care professional with the police

1.
v 2.
3.
4,

introduction

tasks and responsibilities of health care professionals
feelifigs of health care professionals

factors which influence recovery of (Jthe victim
compreheasive '

F. Overview of the medical process

1.

2. primary objectives of the emexgency room and the outpatient

special needs of the sexually abused child

department personnel

ki |

fggﬁl ,EE?’

ek WS I

1

L e M

e [Tem=d

3 Ch

4

R

i

e :

b s e, 4 18 ot 4 e ek e g

prior to the actual examination by the physician

3.

4., medical history

5. laboratory tests

6. physician examination

7. follow=-up activities

8. summary/listing of slide presentation:
G. Preparation for the physical examination: a role play and a
' simulation . N

1. exercise one/ sample worksheet #1 » s,

2. exercise two/ sample worksheet #2

3. role play/discussion questions

4. assessment criteria : '

5. recommended items for ER sex assault kit
'H. Myths of sexual abuse

1, listed ' =

2. introduction

3. myths versus facts

I. Prevention, education, and follow-up care
1. prevention
2. 'prevention and education
3. follow~up care :
4. public health nursing referral childhood VD Figure 13
“References .

J. - An offender profile
: 1. definition and introduction
2. deviant offender
3. common causes of aggressive behavior in sex offenders
4. treatment of offenders ’ »
Bibliography

K. Mental health aspects
1. indicators
a. medical
b. behavioral
c. family
2. ' assessment issues

a. relationships
b. access and opportunity .

"~ ¢. approach
d. types of activity )
e. secrecy . e P

N ' . £. pQWéL‘ -

2. impact .

- h. factors influencing recovery

L. TFamily dynamics when sexual asﬁéﬁlt occours _
1. child/victim contributiot . _ , -
2. why children do not. tell

3. parent contribution
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4. pre~interview considerations

b. initial approach to the child

- €.  establishing an alliance

d.  establishing details of the assault situation
assessing impact of sexual assaul: .

£.  therapeutic approach

-8 sex stress situation

Ei
4.- reasons why parents do not report - ﬁ
5. effects of sexual abuse " sample handout , Lo
<M. Incest , o ) E
1. definition . o
" 2. incident ‘ ‘ T
: E{

3. types
a. father-daughter . ‘ )
b. family ' , " : ‘ 33/113 )
4. pattern . { N
3. treatment medalities . _ﬁ; . -
a. major premised L
b. principals 1nvolved in treatment . ]( @ 41,
€. sequence ' Eg“ % EJ
N. Issues and problems encountered - | i
a. mental health i] | !
b. legal justice Eﬂi | ]
References . } ; .
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0. Crisis intervention o i ‘C}
1. definition and overview _ ) ) R J N
2. crisis intervention: theory and history ¢ o ch
3. techniques : : . Ei ol
4. healthy crisis intervention : L ! !
S. " afterthought » . . ’ g
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P Child development: psychosexual; pSYChOSOClal cognltlve, ' ; iy
social/emotional; credibility as a witness ’ 3~ ; ;{i .
1. infants ) . b L4
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I. General Information :
A Statement of purpose
B Statement of definition
C  Summary of the proposal

II. Police Curriculum
Goals and objectives
Suggested topic sets
Statistical overview
Criminal Justice statistics
Sex aubse fact sheet
Corroboration (cases)
Medical corroboration
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Consent to examination
Accompanying the child to court
Court accompaniment
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Sample Handout Material
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0- Court Process
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S State sex abuse statutes
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Purpose of medical intervention
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Physical Exam
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Protocol/Veneral Diseases
Protocol/Lab
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. P.D. 124 3/79 METROPOLITAN POLICE DEPARTMENT « Washinaton, D.C.« MEDICAL EXAMOF ALLEGED SEXUAL SSALLT VICTI
. 1.  General Information:  a. Name b, Alleged Assault: Date Time
. ‘ ; Ao c. DOB__ d, Age e Sex f, Race g. Police Notifigd: Date Time
\ . o N : h, Address . . I. Medicsl Exam: Date Time "
o , v . . - . \ T j. Phone ‘ ' * Location {Nams)
j‘ k. Parent/Guardian I, Type of Alleged Assaut
: E ! TO 8€ COMPLETED BY EXAMINING PHYSICIAN - PLEASE USE INSTRUCTIOQONS ON REVERSE SIDE
L ' l o “2.  General Appeavance: :
4 ] I . i . )
I . ; 3. Genaral Physical Complaints Head Face Nack Chast Abdmn  Back Arms \‘,.egs Perineum  Anus Ext, Gehitalia Description:
! C a, Pain " we G QA O 0O o a o a a
{ D, SOreness w.aaimssienene o 0 a 0 Q- o o <o -0 o o
., S Tendarness wuwwnnnns & B 0 0O O a o a a [om B |
5 de Ol s &3 01 @ @ O o o o o o o
4,  General Physical Exam Head Fice Neck Chest Abdomen Back Arms Legs Dascription:
; e 8. BrUiSeS vaninnnnns 0 3 O O O 0 a
! b, Redness wuwennnmeense 3 O QO 0O O o o o
e ; - € SWelling wuwemenenenee. O 0 O O O Q ada o4
' i Ll Lacerations wumenenee 1 3 OO O O o o o
8 BIOOd v 1 & O 0 O s S o B |
. 1, ] 5. Gynecological/Anal Exam  Perineum Labia Introitus Vagina Gervix Anus Penis/Scrotum Descriptica:
. ! « @ BrUISES ccrmvssmammmsnsnasives £ a a4 o a e
o} i B, RedNess cuvcaserssmmmonnnes L a Q a a a a
: . €. SWRIHNG wvneremisimmsersss 0 o o (] o0 v S o =
~ Il ' d. Lacerations veivsesns 03 o o (| [u o o
; i 8. B0 i.upiersssesnsiorssninne ] o o £ g, g g
~ ; - f. Disehacg® cocvmmiorssmarees () ow (] jou ..l'_'l 0
; Additional Description:
¥ - A a. Introitus (incl. approx. size in children)
) , b. Hymen Condition
o . A « € Anal Tone
‘ APPENDIX G } + 6. General Bahavior  ° o
4 n : T ( ) e CalM  cvenscenniorisnsessessens CJ Yes T Na b, Sluggish  weeee LI Yes  [3 No  Description:
L . : ’ c. Yes-No Responsc Only ... O3 Yes CINe d. Withdrawn ... CIYes T No 2
] ' Police Reporting Foxm : . €. CIYING coneeessseommersesssnenes L1 YES  [ANO £ ANGEY covvvenneens 51 Yas T3 No )i
! ; 9. OversTalkative .. 1 Yes  CINo  h. Restless... ... 2 Yes (I No
! 4 idence Booklet : e I Agitated .aieeeoeeees 1 Yes  TINo  j, Hysterical..... (3 Yes CINo
and Madical Ev ! . k. Support Person Nesded.. CIYes CINo I Other wuuwiies D Yo TINo
s 7. Additional Observations/Ramarks 8. Diagnosis/Impressions

oy

B 9. Madical Evaluationt  In your opinion are the medical tindings above suggestive of and/or compatible with:

o a. General Physical Exam Yes-Recent Yes-Past No Unknown  Comments:
1. Injury Resulting From Violancs ..., O | |

b, Gynecological/Anal Exam

O

,di’mmi
]

< : i 1, External Genital CONACT oemsnnmeasarsases [ .0 () o
L 2. Labis PENetration wwmsssswissiesssanssovenr 0 O o Q
{ : 3, Vaginal PENetration .uauesimmsesmvineas i} e} o}
! | 4, Anal Panetration (] 0o ] oo
o 5, Oral Contast e o o ]
l;"x, ) ; 10.  Testing Done Not Qdne  Type Result Vagina  Anal OQral Comments:
\ oo J ; . 2. SemeN e O o
! b, Sparm wunens & O (] Qo 0
8 3 , ) e, Gonorthed we.. @ 1 (] o o
I T d, Syphilisaiean. 3 [}
. e, Pregianey ... & O
: f' Qther Senenasninee G Cl .
\ -> 11.  Disgnostic Proadrs Dane Not Done  Type . Result 2. Traatment - Oone NotDone  Type Purpose
’ p H A KR e 3 O v - a. Huspitatization , &
T, b, Consultation.. 1 " O J b, Suturing ceeee @ O
- c Other wuaens O O ¢. Medicavon ... 53

d. Other vvciienna 83 £

N““,
i
i

13, Instructions for Follow-up:

3__, .

o

Signatiirs of Examining Phyiician ' Signature of Police Representative

o
&

{ hcribv authorize to release tha ariginal copy of this repart and copies of any othee
repOrts pRrininIng to this examinalion (mgluqu rcpom of laboratory and diagnostic procedures) to the D,C. Metropolitan Police Deoartment,
. the D.G, Dapartment of Human Resources, the Office of the United States Attorney of 0.C,, and the Oftice of the Gorporation Counsal of

L : ; " DG, to be used for official purposes.

» QD

P N A
i I  Signature of Person Examined , Signature of Parent/Guardian of Person Examined

i ; 182649
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o INSTRUCTIONS FOR COMPLETING MEDICAL EXAMINATION FORM

PURPOSE OF FORM )y

This form for recording tha results of the “"Madical Examination of Alleged Sexual Assault Vietim' is a form designed to be used for legal

purposas, including investigation of the alleged crime and prosecution of persons alleged to have committed the crime of saxual assault, The o

madical axamination and information recorded on the form are aimed at obtaining a record of medical evidenca with regard to questions indicating !
occurrence of recent penetration, previous penetration, and other rdcant and/or previous genital and/or oral contact.

GENERAL INSTRUCTIONS .

All sections of this form, except section 1 (General Information), shall be complated by tha examining physician using medical axamination i

findings, and in the manner indicatad in these instructions, All sections should be complated, a7d no quastions left unanswared,

Tho use of n 1dical abbraviations and tarms should be avoided so that police and court reprasantatives may have a complets undarstanding

of the conditions described. :

2.

3.

4,

5.

[2<] ~
by .

[0
h

10.

11.

12,
13.

Distribution:  Original- MPD, Copy 1-Prasecutor,  Copy 2- Hospital, Copy 3- Public Hualth Nurse, DHR

x

SPECIFIC INSTRUCTIONS

General Information:  All items in this section shall be completed by the polics represeniiativa prior to the medical examination by the {
physician,

e

General Appearance:  Indicate and desceribe g'eneral appearatice tncludinc; condition /f clothes and prasanca of {oreign matter such as dirt
on clothes or body, ‘ .

: +
General Physical Complaints: Usa check marks in appropriate blocks to indisata the current physical complaints axpressed by the person
examinad, Under dascriptian, indicate the complaint and describa further.

Generadl Physical Examination:  Use check marks in apprapriate blocks to indicate the findlngé of the axsmination. Under dascription,

indicats the injury and dascribe further, ‘ Oy

Gynecological/Anal Examination:  Use chack marks in the appropriate blocks to indicate the findings of the examination. Undar descrip-

tion, indicate the injury and dascribe further, Under additional description, indicate and describe the appearance of the introitus including )

the approximaie size in children; the condition of the hymen; and the condition of the anus, whara spplicable, n i
a |

General Behavior: Chack ALL of the terms listed, indicating either by “yes” or "no" which best describes the genaral behavicr 4f the
person at the time of the examination, Under dascription, commant and/or describa further, as appropriate. J

Additional Observatinn:/ﬁcmirks: Describe any additional medica)'ﬂndings not already indicated and/ar <lescribed in other ssctions, |

Diagnosis/Impressicns: indicate any spacific diagnosis and/or imigressions made based on madical exemination findings. Label each ot

thase as appropriate, i.e., diagnosis, impressions,
AN 5
N !

Medical Evaluation:  Answer ALL questions by indicating aither "'Yes-Recant”, "Yes-Past, “No", or "Unknown” in the appropriate ¢
blocks, "Yes-Recent” and “"Yes-Past" allow for an approximate time frame in which the condition oceurred, )

Testing: Check either "Dona’’ or ”Nor Dong™ to indicate testing dona, indicate name and/or typa of tast done, !ndicate results of tast if
known at the time of medical examination, Check "*Vaginal” and/or Anal” and/or “'Oral® to indicata the type of tests dona,

Diagnostic Procaduras;  Check aither “Done” or “Not Done” to indicate diagnostic procedures dons, indicate name and/or type of
procedure dong, Indicate rasults of procedura if known at the time of madical examination,

Trastment: Check sither “Done’ or *Not Done' to indicate treatment given, Indicate type and/or namae and purpose of treatment dons,

[R——1

Instructions for Follow-up:  Indicate spacific instructions givan to the person at the time of the medical examination for medical and/or
health foliow-up.

Signature of Patient:  Signature of patient is obtained by the representative of the Metropolitan Polics Dapartment,. If the patientisa

minor, the responsibility for obtaining the signature of the parent or guardian is assumed by the representative of the Metropolitan Police
Department. if tha parent or guardian cannot be locatad, the reprasantative of the Metrapolitan Police Department will authorize the .
exsmination and release of raports, Sea D.C, Cods Titld 2, Section 161, et, ssq. (1973 edition}.

*
.
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Data Collection Forms
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CHILD PROTECTION CENTER:

CHILDREN'S HOSPITAL NATIONAL MEDICAL CENTER

SEXUAL ABUSE PROJECT

o

INTAKE NOTE '

NAME OF-CHILD . gEX

DOB INTAKE DATE

ADDRESS @

PHONE_ - .

GRADE' -

ETANICITY % SHOOL
HOSPITAL NO.

MEDICAID NO_ ©

OR INSURANCE

ACCOMPANIED BY

RELATIONSHIP TO CHILD L

ADDRESS

PHONE #__ -

PARENT IDENTIFICATION 3

FATHER'S NAME

MOTHER'S NAME
DGOIB.

ADDRESS

3

- PHONE

| r EMPLOYMENT INFORMATION

AGENCY

ADDRESS

_PHONE #

@

POSITION

GUARDIAN/CARETAKER (if different than perent)

NAME - ADDRESS

PHONE

_EMPLOYED AT | ADDRESS
POSITION

OTHER PEOPLE ,IN THE HOUSEHOLD (adults sud/or children) Y__ N__

[§]
3

_IF YES, GIVE

NAME - ~ DoB _RELATTONSHIE TO VICTIM -
- —




TR 1

+¥. - INTAKE. NOTE CONTINUED.

OTHER SIBLINGS NOT IN THE HOUSEHOLD? Y N ' IF YES, GIVE 1
NAM;":I “DOB - WHEREABOUTS
_{f’f ¥
| 13
TREATING M.D. ON INITIAL ER/OPD C{TACT PHONE m ik
s A - ——e
ROUTINE HEALTH CARE PROVIDED BY
NARRATIVE DESCRIPTION {
¥
IMPRESSION )
R 1
N N . ' r}
“PLANS (FOR CASE MANAGEMENT) i |

LAB WORK i
. i1
VDRL i . .
‘ " THAYER-MARTIN o ACID PHOSPHATAS.
UA _URINE CULTURE _ GRAM STAIN | |
. ] MOTILE SPERM =+

SUSPECTED QFFENDER (NAME, AGE, RELATIONSHIP TO VICTIM): : *

PR

OTHER (SPECIFY):

SN |

i
i
i
i
|

H

ti
|
|

i
i1
i

TRl

" e g

e e

,,,,,,,

INTAKE NOTE CONTINUED

CHILD'S EXPLANATION AND RESPONSE TO INCIDENT (INTERVIEW) :

s

CARETAKER'S EXPLANATION AND RESPONSE TO INCIDENT (INTERVIEW):’

CHILD PREVIOUSLY KNOWN TO THE TRAUMA INDEX? Y N IF YES, GIVE

REASON FOR ENTRY

DATE OF ENTRY
NOW ADDED TO THE INDEX?
(HITD/FAMILY KNOWN T0 OTHER AGENCIES (IF YES, GIVE DETAILS)

POLICE CALLED Y N HOLD PLACED? : Y « N
NAME OF POLICE OFFICERS SEX OFFENCE DIV YOUTH DIV.
POLICE HEARING DATE AND TIME ADDRESS OF HEARING

X

INTAKE WORKER

CASE COORDINATOR: DATE




Q

. CLINICAT ¢ hVILIﬂ SUMMARY FORM
I NAME OF CHILD: | GAS): COQRDINATOR:

I. Clinical Intake ITI. Case Consultations
A. Date: / / With* - Date °
B. Intake Worker: / /
C. Conducted: ___ in person ___via tel. / /
D. Source: __ self-presenting / /
police ) - / /
- ___other ) / /
E. Site: ER QFD Other [/
F. Time: From AM  PM : / /_
To AM  PM . /. /_
II. Referrals Made IV. Case Closure N

To¥ - Date A. Date: / /
: B. Reason:
—_unable to logate
famlly terminated aga*nst
casevorkers advice
- Case transfered or
referred to another apency
__transferred for long-term mental health services

crisis resolved

e
N

g
V. errect Service Appointments —-other '
Date ) Worker With*¥* Purgose(s)”** Length (in min.)
“ / L e .
/ /
/.7
/ / .
/ /
/ /
/ /
/ /
W, / Y
VI. Tnerapeutic Telephone Cortacts .. ) K
Date ) Length{in min.) Date Lencti(in min.) !

e T i e
~ NS
N T S
e e T

1
1
1
1
R
1
1
1
I
1
s
1
1

§ . 1ok ‘ R

: ™ P.S.-Protective Services V-Victim 2% . .
7.D.~Youth Division M-Hother o boaical Services
3.0.B.-8Scx Offense Branch F-Father 3-Le al.Accggna &
0.J.~ Other Police Jurisdietion S-8ibling(s) N . MGH R. I 2;m§nw\
P.H.S.-Fublic Health P.C.~Other Primary * Ass;s,smm;;,
D.H.R.- Other Dipt Human Resources Caretaker ,
CHHC-Community Mental Heaith Center | R. -Ad I © 5-~Home Visit
C.P.C.~Child Protection Cencér WSLOthQrUIt Relative ‘ 6-Other ‘

PSY~ CHIMC Psychiatry .
Ad.\Med.~ CHNMC Adolescent Medicine
E CHIIMC- Other’ Hospital Staff
F U.5. Att.-U.S. Attorney
« C.C.~ Corporation Coupsel ' = - P

& ch. Att;
A - kttornev
N 0-Othes Childs q




UTEIIRRARSR Y

:
Child Behavioral (heeklist  (Pavental Report) o SR )ﬂ ’ :
: , f e ~ e

: [ N . . i :
Child's Name: . Date: N ¢ CASLC SUMMARY: CIHILD SEXUAL ABUSE VICTIM ASSISTANCE PROJECT
3 “a . ) ,?’ : . g - ® *
l_z_r_q!_wlom Status¥ Severity of Problomt /| S . . Intake Worker: . Intake Date:
()n-: qln- ’ F.mc::- gotl a gli{;,hl. Mol Maj. o 1. Name of Child:
aing |creascd Inen rob. rob. . . ) - :
going _ Prob. Prob. » o 2. Presenting Complaint: alleged sexual abuse G.C. sex play
PHYSICAL _ [ R ) inappropriate sexual behavior other ( )
1 2 3 4 Speech prob. ( y o . 3. Child Demographics: o
1 2 3 4 Enuresis ( day nighc) | . / a) Date of Birth:
1 2 J 4 Encopresis = 1 B A b) Sex: ____ male ____female , .
1 2 3 A Headaches Eoo ' c> Racial or Ethhie*Group: _____ white ____ black ___ _ Spanish Speaking .
1 2 3 4 Stomach aches : S or Surname
; 1 2 3 L Other ( i ! —ther ( SR
' 1 2 3 b Other ( ) ; C e e e e e e m e o e e e e e e T T TR T T o
SRRV SRR SR N, e mmm——m e —————— e T———eeee e’ . * _Complete questions four through sixteen for sexual abuse casesonly* _ _ _ _
INTERPERSONAL(P=parents; A=other adul | | : : e
_ PE=peers; S=sibs) i Pl 4. Initial basis of suspicion: observed by someone ____ evidence, confirmed by child
: 1 2 3 4 Verbal aggres. P A PE § evidence, not confirmed by child victim told(relationship: : )
5 } % 3 4 Phys. agress. P . A PE & § ! ?? A other( ) ' :
; ] . 3 4 Withdrawn P A PE. & N 5. Date of last alleged incident! i
I 2 3 4 Soc. Sex. Act. P A PE s~ | | : - - ~
i } 2 3 4 Picked on P A 'PE S , P 6. Number of Alleged Offenders:
‘ w' T : <1 i i » s . Y i N
. 3 g g Z g?:&bgggllz. Lang. g 2 PE 1 | S 7. Are multiple incidents alleged: Y N
. e ien ' Jo L If yes, over how long of a ti an?
1 2 3. 4 Disruptive (school) o ’ y‘ ’ s s &, ne spen
1 . 2 ] 4 Other ( : Moo | LT 8. Offender Characteristics, if Xnown (lote: if multiple offenders are alleged,
1 1 2 3 A Other ( dod o please enter the appropriate number in each category): wm = '
i L e R S BELL LT S mme e d e —————————— ————— SO vuympeoyao LTI popwwysgnll L a) Age(s): -
. , .  AFFECT : . b) Sex: male ___female
| 1 2 3 4 Crying : gl ; EP q) Relaticmship ta Victim: (please be specific,
: 1 ) 3 A Temper tantrums - i Py v e.g.,friend, babysitter, step-father, maternal grandfather, etc.)
' _ 1 2 . 3 4 Fear of dark . ; : d) Does the z2lleped offender physically live with the vietim now?
z 1 2 3 % Other fear ( SN R . e) Did the alleged offender live with the victim at the time of the )
.y _ 3 1 2 3 4 Nightmares ‘ f‘ o incident? . ]
: 1 2 3 4 Nervous or jittery o o : B v :
} % 3 “ 4 Lctharg%c ‘ ‘ , o " 9. Location of last incident: victim's home offender's hom
3 3 4 Acts guilty Lot home of third party out-of-doors other '
. 2 3 4 Acts depressed - S gl '
i 3 ; g Z glat affect . § ( ¥ 1 0. What sexual acts are alleged to have occurred during this incident or series of
T 5 T y ther ( f‘ ; o] _ incidents? (Note: mark all that were reported, indicating source of information
N I R & s Other ( o Lo ) with either a "C" for child, or an "A" for accompanying adult).
3 . - o . 0 o e 2 e o o e 2 - o o i con et s e ; ! . Med. Evidence
. ) GENERAL BEEAVIORAL o o - Victim Offender | Reported | to Support
3 4 Thumb-sucking 1 b Type of Activity Performed | Performed By (Yes or No)
1 2 3 4 Under-eating s - ~ -
‘ 1 2 3 4 Over-eating o f Vaginal
1 2 3 4 Disturbed slcep ) ae Y Intercourse
] 2 3 5 Masturbation AN i} o cunnilingus,
1 2 3 4 School avoidance : ’ P zznual -
1 2 3 4 Poor academic performance F foreisn object
I 2 3 5 Other ( i . Anal .
1 2 3 4 Other ( \ ik o3 intercourse
. NV U U U YU om0 o 2 e e < e o o e e i i ‘ oral contact
P . manual
} *OHgging = problem existed before incident and not heightened by incident; Increased = : {f Foll g?zgxgn object
problem existed before incident but i i inci : v = i Lo £.-atl
; e ideat but is worse since incident; Emergent = new problf:m ;; : Fondlinpg of Genitalia
**Parental assessment of how serious or importantithe problem is. ' he P ' Exposure of Genitalla i
. . \ N i { Unspecific ;
: \ ‘ 3 o Lo .. Other ( D) ‘ ' , ; -

Y X
Y e

* . ;
.\ . . ; ot 2 e ot N - .
M R e ; . . . - .
. { . A Ll -, - .
i . . . - . . e : .
» . ‘ . . .. § R U IR L O S
.

I P S



T 1

{1

12,

13.

14.

15,

16. Based upon your intervie

EELEL A

AR

YL
S AT

%
i AT Doty b e S o «

all information available te you at this time, how likely da you

Based upon
pelieve it is that this child was involved in a sexual abuse incident?
WMWM
Not at all . Slight Fairly Very
likely likelyhood likely likely

Do you believe that the {dentity of the offender is known but is, being

witheld? Y N
In your opinion, to what extent did parental
contribute to this incident?

neglect or parental actions

MMW
Not at all Slightly Moderately

In your opinion, to what extent was the child/victim a willing and active
participant in the last reported incident? .

-
.

Slightly g Moderately

Not at all

What modes of inducing complian
misrepresentation of moral standards

bribery or verbal enticement .
reliance on adult authority
- non-physical threats
ghreaE of physicallharm
-use of physical force
other (
, unknown

your opinion, most close
at this time (if both parents were present, p
each answer with either an "F" for father, or an "M" for mother ).

Not at all Slightly Moderataly
Concerned for well-being of 1 2 3'
the child (protective)
Angry, hostile, or punitive 1 2 3
toward the child (blaming) '
Self-blaming, angry, or 1 5 ) 3
punitive toward self @
Sorry for self, concerned 1 2 3
with impact on own life ’
, concerned for, protective 1 2 3
toward the offender
Angry, hostile, punitive 1 2 3
toward the offender . o
Céncerned about the impact
of this event on other family 1 2 3
e 1Y

. members (excluding offender)
s, L .

ragw an P T - R TS PR L Ny 6 N oy 2 W e -y

Very Much

Very Much
ce did the offender use (check all that apply)?

w with the parent, please circle the number which, in

ly reflects their feelings on each of these dimensions
lease complete for each, initialing

Very
4

Meiphets v &

[y

Lo —p

vt o A
I

L

A2 L T kb s S50

1. LABORATURY STUDIES SOURCE

(1) TM CULTURE
VAGINA
URETHRA
THROAT
NASOPHARYNX
RECTUM

(2) GRrAM STAIN SITE

(3) AcinD PHOSPHATASE
VAGINA
RECTUM
OTHER

(4) MoTILE. SPERM
VAGINA
RECTUM
NDTHER

(5) Non=MOTILE SPERM
VAG I NA
RECTUM
OTHER

(6) VDRL

(7) URINALYSIS

' (8) PAP

(9) PREGNANCY TEST

2. MEDICAL FOLLOW-OP

MEDICAL SUMMARY FORM

PATIENT
INTAKE DATE
DATE DATE DATE
ResULT RESULT TREsuLT




]

5.

#

CRIMINAL JUSTICE SYSTEM: SEXUAL ABUSE CASE TRACKING FORM

Name of child:

Intake date:

Case reported to the police?

N If no, give reason:

If yes, giﬁe: Complaint No.:

Sex Offense Br. Detective:

Date of formal interview with victim/family:

Complaint date:

Y.D. Officer:

Probable offender identified?

If yes, arvested by the police?

If no, give reasoun:?

Charged by the govt.?

If no, give reason:

.

If yes, for violations of which code segtions?

22-1112(p)

22-103 22-50]

22-2705 2242301 22-3501(;) 22-3501(b) 22-3502

Oéher'(

: 22-303 22-1901

Division: Criminal

Jacket No.:

Show-up

Disposition:

Dismissed by judge. (please place an "X'" on the graph below to
indicate when) Reason:

Govt., Attorney:

Victim identification of offender:
Photo array

Known to victim

All charges dropped or dismissed by
an "X" on the graph below) Reason:

No indictment

Acquitted at trial by
Mistrial. Reason:

Convicted:

At trial by
‘Pled guilty
Charges found or pled guilty to:

Sentence received (Lif any):

goverament attorney (ploase place! |
;

t U AR Y *
i e VD
.
.

P
s 6. Motions to §hppress: ’
I Made Granted Item(s)
: ) - a) Tangible evidence
" b) Documents
e c) Statements
4 . d) Identification ,
' e) Other —
7. Continuances (enter total number) ‘
. a) missing witness (include subpeonas not issued) Govt. Defense
b) missing defendent Govt. ; Defense
¢) preparation Govt. Defense
d) no judge available Govt.
W Total number of days lost thru continuances: . Govt. Defense
L 8. Graph (Insert date(s) in parenthesis below graph line)
- z ! ! - ! | |
) Arrest  Presen~  Prelim, Grand Arraignment Pretrial Trial Sentencing
“tation hearing Jury . . motions .
- Xt Yy« ) «( )y < > ( ) ¢ Y )« )
S - | |
w _7 9, Additional comments about case outcomes:
Aj’,} )
) :
;
& -
I
b
i . ” e
i\
f
o
1
f:ii\
Lo
P /Q
Y
ﬁ
I
1 ‘f;
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Child's Namag

T : ‘ '
fr N, “ .
- Addresss N

g “
JaestYe A

e

[l

o

Dato:

+Child's D.0.B.¢

o

.
0 .
IR 1 PO PR

@ ' e e N I A TR IO PRI A IR T BT
. ' Child's Sex: ]
i &
v * Tel. No.: Hospitalizeds Y N
i. - . . ¥
Parent's Names Hogpital No.s &
— {or Legal Gaurd.) - - : );(\
! Addresss . Sex Branch .
. R - OfFicert i
. , . S ) . . ) \i7 :‘i
: SN N AR Complaint No,:¢ '
o o Tel, No.i e s
T T T — Youth Div,
. /- Name of Accompanying » Officer: . I
f} ) Adult or Callers = . i -
-! Coom T s e Included in R 2
o Address: Trauma Indexs b4 N
# : : ~ R AT LMYy m Aammte R g oaa BN oy ¢ % : X
. e y
o ; 0 Intake Done By: ~
- Tel, No,t . ‘ - Caseworkers ' , %
A . . B o T “ - T
1 s : : R .
) Relationships, e R E.R.. Physician: o8
Q’Y“{ « ) ) ' . ' . . ‘ A
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AP

o . L PARENTAL RESPONSE FOLLOW-UP FORM |
CHILDREN'S HOSPITAL NATION _ MEDICAL CENTER L R Y IS Date

-

PROGRESS NOTES S |
s e Child's Name:

. P LN rwogmmeg Lt s B . ‘,,.,;"‘x“‘.,, . .." DI I TN e R IR R IR ——— e N ):"{ 1}-; .
: i ! parent or Caretaker's Name:
. .o~ N - - - LI PR . > e v e e wecemal o A e B ,\(j‘ ! Y >

N . N , . : }
Patient’s Name _ , 4 | | .+ SA Project Caseworker:
: : ~ » © = PATIENT STAMP (A00REZS0GRARH FLATE) O g

e
H

¢ |Subjective Objective Assessment Plans ‘ Resident/Attending o = Instructions: Based on today's discussion with the parent or caretaker, please circle the
- S number which, in your opinion, most closely reflects their feelings at this

Findings  Findings e e e s Comments — 4¢.
) jie Lo time on each of these dimensions. (If both parents were present, please

o e : .. . B , )
- - : - complete for each, initialing each answer with an "f" for father or an "m"
. - . } for mother.)
:[é . ; Wb
o mive MR rer o R mmmmen e e e e e e i . oo
T i A Not atall ~ Slightly = Moderately — Very
o 7> h. 5 P A
T R ST SR VRVURPUPY B - % . Concerned for well-being of
- v; v ".4‘ - ;~. ; : - .
SR SRS SR ot SNSRI e L B T, | . Angry, hostile, or punitive
r . Il toward the child (blaming) 1 : 2 3 4
v L b amtd e et v ~.m§ v 5 . e o o eieT mmmsr er s e————— . et v s Smaedin o+ tmoer e o e . P :” . : \.‘l \
;_’j . ; il
o ‘ . . ~ : Self-blaming, angry, or 4 .
: p — . an s e - - e e e h——— a—— ———. — . e wE ewmmew b e T8 L PR ) !
— - L punitive toward self 1 2 3 4
Moo o - - [i= : ¥ '
S N S P s . e v s i e warnm e v g ——— > . " St e

S ' P i Sorry for self, con 2rned
- ’, . e ,.....‘ o - .g?.-&-o LAl e ‘a - .? - e e ws - s ey s e A e 4 L " e gpe— . RS e e e s A l‘. With impact on Ow‘{ life l 2 3 4

~_ - i vin - - N R . s . . )i <
. g - ¥ 5 P Concerned for, protective ‘
i Ee e e . . o . N 1 of the offender 1 2 3 4
- e AR

oL : : L S : b | " Angry, hostile, punitive
‘ ’ toward the offender 1 2 3 4

7

I . = — S - BT Concerned about the impact
' ‘ ' . T of this cvent on other family

- - b L members (excluding offender) 1 ) 3 4
oot N . ; A : w
5 . . S |
«3= T ’ I
e e e e ' 44 :
® . ni"a
4 §
il ’i‘{
- - - - A} -
. . Y
3 * )
M A ul

i

.
.
]
5
e e et
oanas

. (l':‘le_ase write‘on back of this page) ” #e58(Rev.3/15) ) ||
{ if information is to be continued) i
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SEX ABUSE' PROJECT: o o -

CHILD PROTECTION CENTER i f{ .

DIRECTORY OF INVOLVED PERSONNEL ST e .k : ,
pES . : }'

nCﬂQ! me JCCi canler MICHIGAN AVENUE, NAY. \WASHINGTON, D.C. 20010 © (02) 745.°

Name of Child D.0.B.__ * SEX : doo : ] . DIPARTMENT. OF CHILD HEALTH AND DIVELGPMENT, GEORGE WASHINGTON. ‘GAVLRSITY
Ethnicity . Hospital Numbex i ' ; s . o CHILD HEALTH CENTER ° RESEARCH FOUNDATION OF CHILIKEN'S HOSPIFAL

. . i

it - s : P HOSPITAL RECORD RELEASE AUTHOR IZAT(ON ‘ |

PERSCNNEL : - NAME B TELEPHONE ADDRESS (If necessary) f : : ‘ _ |
o : |

|

At Children's Hospital: - _ ” : . i

. ' ) . ; To: Children's Raspital of the District of Columbia
Case Coordinator....... ' : : I : e |

_ ER/COPD Physicial.,seasv. ‘ A . “ S I, v , do hereby declare that I am 1
Ongoing Physician..... - ’ S ‘ P AT ; 3 , . ‘

. : 4 the of
! Nurse OPD/ER...c.ceenee - (Relationship) | (Patient)
Primary Nurse.......... ‘

b = s - ot .

e it
e a2

Social Worker.......... that' I am the nearest relative and am legally responsib

Therapist - CPCeivunnen \
Psychiatric Department. ' : . . o | .

le for the release

-

of information with regard to said patient anq that I~

[

do hereby request

and e e i . e , . |
Psychologiste.eosueesss authorize Children's Hospital of the Dl&tr*Ct of Columhia to give,

U Other:

Y

orally or in writing to:
i ; : ° . . . - : \
% . i s : y
o US Attorney..,...soeceass . : : i -
Patient's Attorney..... ) 4 | at \

Pacent's Attorney...... . ' 'e* * : i (Address)

Corporation Counsel.... ' , ; L _ ] B
i “ : 1 upon request, information contained in any or all

i Court Social Worker/ ' \] ' e rinn
PO Worker.......... N 1. cal records pertaining to said patient, including data regarding venefeal

of the Hospital's medi-

' Police Officers i i . .

‘ 97 ey diseases, if present.

’ Sex Offense...vouvrees
Youth Division........ i ? : Signed

Protective/Family Services

~ | gl | { | Address
Visiting Nurse/PHN..... . 4o C

School Contact......... | i ,T,' Date Chart Number

Shelterﬁare.“........ & . N N A

Forensic ngchiatry.... N e Z Witnessed by

Foster Placement.....«.

vi : o - Official positio
Previous Hedical....... ; position

il

T Previous Mental Health.

VRS |

Other Family Members,..
Other:

i
¢

"
] g

;\ i Y #150 )
JNT/bsh ! . . 1? | ! : A | )

: o ! ; (Ll NIV IR ¥ IR N T O CY IR Y N L mw RN
i : MRS Sl o Il Frasts B CE N A Ay
. ebrae P v i - . . WY My
; N * H A o
{ } ~




JOHN K FIARON

s

: L i
childrens hespital (,
ﬂQTfOﬂOl mBCJICQl czenie M MCHIGAN AVENUR. NAV. WASHINGTON, DC. 20000 % () 45 mm",S

DEPARTMENT OF CHILD HEALTH AND DEVELOPMENT, GEORGE WASHINGTON  UNINTRSY
CHIDY HEALTIL 7 ENTER 0 RESEARET TOUNDATION OF CHIDRINS HOSITAL o
"t %
CHILD PROTECTION CENTER )
AUTHORIZATION TO RELEASE MENTAL HEALTH INFORMATION .
i)
I Authorize,
' it
Title: ?
to release to o
Title: Ji
the following information: )
; -
$ ‘ J
regarding:
(Indicate "Myself™ or name of patient) T
' g'
I understand that I.have the right to inspect my record of mental health
information., 70
T understand that T have the rfight to revoke this authorization. h
Name of Patlent: Date of Birth }?F
PN ){ {
Address: , -
(street) (city) (state) (zip) T
Signature of Patient: Date: E
Signature of Parent or Guardiank: T
. : i h
Date: ST

* A parent or puardian must sign on behalf

o \1

ROPIRT M BAFROTI MDD NOIL F KRONCHL

\
i ~
Voo

i

bf all clieats under the age of 18

JOHN L CHAMBIREAIN,

W, M0,

gy

-

ey o
4

. |

.. ' .
4 . . . Palad
7 oo\ LGRS NCECUG
' —

SOV WANMENGINN DG DD A L2 TRSoen

el canter L MICTHGAN AV ESLL

LJ! l\nli muwc\aml Nt ot b 32§

DLPARIMVTNT OF JHHAY HE ALTHE AND D BIOPaisg GieRiy N RO N P SR R
cvinny neauty CINGR 2 BLsLASLH TOUNDATON N CHIGRINS Tintiagy
AT

Date

el
Lase snos Sizst Moue
.
addross
. - e
Date o¥ Bizx Ca,Hosp.ao.
Doees of youz traavmoent
' »
- =
Moviers ‘s Last Name adcen Fizst
a9
: poray
athez ‘s Last iame  iMiddle First
‘ b
; : )
- Hozpital for care. Ve

The above named patient has been broughs

would apprnglate youz sending us in the s
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COMMUNITY SUPPORT...

In order o maintain  communicarion and
cooperanon with other agencies, ihe projear has
estoblished a Community Advisory Council. Ths
council  consisis  of approximarely  wo  dozen
members and includes represenrarion from

- & Child Healih Cenrer Board, CHNMC
® Disiner of Columbia Children's Coalition
® Governmenr of the Districr of Columbia,
Department of Human Resources
Disracr of Columbia General Hospiral
Meiropolitan Police Deparment
Office of the Corporation Counsel
Public Schools
Superior Court of the Districr of Columbia
® Medical Society of the Districr of Colurnbia
® Rape Crisis Center
® Sex Educarion Coalirion
® The Psychiarric insrirure
® Unired Planning Organization
® US Deparrment of Justice, US. Artorney’s Office
® Women's Medical Center
¢ Area Cirizens

The Community Advisory Council hos three
subcommrtees.

¢ Medical/Legal/Menial Healih Subcommiitee
® Public Educarion Subcommitree
® Case Review Subcommuree

These subcommirnees ore responsible for reviewing
projear marenals and advising projecr staff egurding

problems and issues refared 1o the care of sexually
abused children -
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ALL CHILD VICTIMS OF SEXUAL
ADUSE HAVE THE RIGHT...

* To be reared with respec and dignity, with an
appreciation of their age and rheir emotional and
intellecrual maruriry

® T be protecied from funther abuse

¢ To recewe compiehensive medical and
psychological services from sensinve, rained, child:
onented personnel ar all levels of case
management

® To have the benefir of thorough and complete
colleciion of evidence ro enable courr prosecunion of
the alleged offender

® To be informed abour legal responsibilities,

Including the possibslity of pursuing a criminal or civil
cose

® o have legal representarion rhar suppons ond

proreds

® To have access ro assured conrinuity of care
through child advacacy supporr seivices.

FOR FURTHER INFORMATION...

If you are in need of services or have any questions
abour child sexualabuse or 1his project, call the Child
Prorecrion Center, Special Unit, or 745-5682 For
migh or weekend emergencies, call 745 3060,
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ABOUT THE PROJECT...

[he Child Sexual Abuse Vicrim Assisrance Project is a

special urat of the Child Prorection Cerver of
Children's  Hospital  Nanional  Medical  Center
(CHNMO) The project 1s supporied by a gronk from
the Law Enforcemenr Assistance Administranion,
Depammernt of Juslice

The pnnary goal of the project 1s the provision of
medical, social, and legal suppon services 10 child
vichms of sexual abuse and their families The
cnldren served by the projecr come from all ethnie,
racal, economic, and social groups.

The pamary concern of projecr staff is to prorect the
bess hreresrs of iIndividual childviainns and porennal
child vicnrns. By undersianding the individual needs
and expecranons of each child and each farmily and
by understanding the family dynamics ond the
culiural variables involved, siaff worls 1o reduce the
rrauma of sexual abuse and Improve services 1o
child viciims and iheir famihies

CHILD SEXUAL ABUSE IS...

The rerm child sexual abuse may referfo onincident
of forable sexual assaulr involving a dhild, or sexual
contact beiween o child ond onother parson in
whiehy thvears, bribery, o similar merhods are used 1o
get the child 1o pamcipare, or ony sexual contacs
berween an adulr and & child. Aay one of ihese aars
or any combinarion of these aus consnules sexual
obuse of a child

CLIENT SERVICES...

All children 12 years andyounger broughi 1o CHNMC
with acomplaini of suspecied sexual abuse ore seen
by projecr sraff. Children with venereal disease may
also recewe projecr semvices. When incidents of
sexual abuse are found o have occured In the
Districr of Columbia, children are ehgible for the full
range of projecr services which include:

® Medical examination S

® Loboraiory rests

® Trearmenr for physical Injuries

& Crisis intervention counseling

® Mental health services

® Assistance with the legal process

¢ Referrals 1o orher health and social service
agencies

Fomilies of elgible childien also may receve
assisrance from the project in the form of.

& Crisis inrervennon counseling
¢ Menjal healih seivices
® Assistonce with the legal process

Project staff will provide consulionon and malke

referrals for counseling ond other sevices 10 any
child or farrily who comes ro CHNMC

e R L ks

'PROFESSIONAL SERVICES...

A major objecrive of the project s 1o coordinare
medical, legal, ond social services in the Districr of
Columbia for the benefir of child vicrimns of sexual
obuse and their formilies.

Projecr sraff provide iraining for medical, social
sevice , andlaw enforcement personnel involved in
the core of these children. Case consuliarion ro
setvice providers, ogencies and instirutions also is
offered.

The commument of projecr staff 1o improving care
for victims of child sexual abuse is extended 1o all
children in the nation. Thesraff is worlking to develop

- wrilfen  raining materials thar con be helpful o

professionals in other seirings and orher junsdictions

The problem of child sexual abuse 1s complex and
hos been winually 1gnored for many years
Corsequently, the projeda Includes a research
component that focuses on sudying the issues
involved and dispelling the myths thar have grown
up around this 1aboo subjecr

The project staff is convinced  thar the best way to
prorecr children from sexual abuse 15 10 educare
patents and other concemeéd members of the
communily iaff s avanlable 1o community groups
for special presentaions Parent educaion marenals
may be obrained from the projec
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Foreword

When a child is sexually abused many parents become
very concerned about their child’s welfare. Parents want to be
helpful, but unfortunately they are not always familiar with
how to handle the problem or just what to expect from the
agencies which become involved in handling their cases.

If parents of child sexual abuse victims can understand
the problem and know what to expect, they will be batter able
to help their child feel and behave as well as they did before
the incident took place. (

Child Sexual Abuse Victim Assistance Project
Children’s Hospital National Medical Center
111 Michigan Avenue, N.W.
Washington, D.C. 20010
o 202-745-5682
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Parents Need....

Advice and information to help themselves understand
and handle their feelings about what has happened to their

child. This experience is usuaily upsetting and confusing to
parents, too.

It is not easy to talk about the abuse with children,
relatives or friends. But talking as if it was just another bad
experience may help your child not worry as much.

It is important to remember that even though your child
does not have major physical injuries, the experience of child
sexual abuse can effect them emotionally.

Be patient, be kind, allow your child to express his or her
feelings without prying. The sincere wish to understand and a
positive attitude are very important to your child.

Never take the law into your own hands. Get help from
your police officer, social worker, nurse, physician, minister
or other professional.

You Are Not Alone....

Each year thousands of children in the United States are
victims of sexnal abuse. In the District of Columbia alone,
there are over 300 complaints reported to the D.C.
Metropolitan Police Department each year.

Only one out of every ten casesis reported; therefors, it can
be estimated that each year there are over 3000 cases of child
sexual abuse in Washington, D.C,

S
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Behavior Changes In

Sexually Abused Children....

The behavior of your child may change for a time.

Your child may be very upset.

Your child may have....

...disturbed sleeping patterns such as nightmares, fear of
going to bed, fear of sleeping alone or bedwetting

...Joss of appetite

~irritable nature and lose patience easily

«Inore temper tantrums

.the wish to withdraw from usual activities

«difficulty at school such as poor concentration, short
attention span and loss of interest in classroom activities.

Some children are not changed by the experience, so
don’t look too hard for things that aren’t there.

How Long Do These Chan
In Behavior Last?

They usually last a couple of weeks depending on the
age cf the child, the relationship of the child to the offender
and the specifics of the incident. : ’

The child’s reaction depends very much on how the
parents and other important people handle the situation. If
the child feels loved, many problems can be avoided,

!
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What Preventive Measures
Should Be Taken?

Have the names, addresses and phone numbers of your
child’s playmates available at all times,

Tell your child when you expect them to come from .
school and what play activities you will allow.

Tell your child that his or her body is private and to seek
help immediately if any person attempts to do things to
their body that they don’t like.

Caution your child against playing alone in isolated
places.

Tell your child how to reach you or another adult in
cases of emergency.

LRI
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What Should Be Done
To Help Your Child?

Regardless of the situation, never blame your child for
what has happened. Help your child understand that
you arenot angry with him or her and thatheorshedid nothing
mg. Let your child know thatyou are concerned about their
feelings.

Seek information and advice from your police officer.

Follow the instructions of the police and hospital staff,
It is important to know when and where to bring your child
for return appointments. Always ask questions if you are
not sure you understand what you have been told.

Answer your child’s questions to the best of your
ability.
Don't pressure your child to talk about the experience.

However, if the subject comes up, discuss it honestly and
openly. :

Try to return to your family’s usual activities as soon as
possible,

Respect the privacy of your child; don't tell a lot of
people about the abuse. '

Avoid becoming “over protective” of your child.

Give your child and other children in your home safety
information. But, make sure to avoid making them more
afraid of people than they already are. They should know
that although there are some bad people to watch out for,
there are alsa a lot of good people around.

Work out your feelings with someone you trust, such as
a friend, a relative or professional counselor.

Be honest with your child as much as possible. They
need to trust you more than ever at this time,
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What To Expect At The Hospital.... | . What To Tell A Child About
o S bt el s, i ey The Police Interview....

It is important to take your child to the doctor to make W

; fo the | S Y A police detective from the Sex Offense Branch will ask
:f?nl}:c %-o?e has not be?n senou%ly injured or contracted 4y you and your child questions about what happened.
Therefore a sexually abused child should have a l' f ’ ] The pilice should know what happened, where, when

complete physical exam by a doctor as soon as possible { and whe else was present at the time,

after the incident occurs. . . . X
This information will help the police officer to decide

i
1
The doctor will examine your child, fill out a legal <’ { I  what to do next.

report and do certain lab tests which may be used as o .
evidence in court. o o It is important for the police officer to talk with your
, . | I child alone.
_The doctor will ask you what has happened in order to | S
decide what type of lab test must be done. . . Usually the child’s statement is taken again at the

Most children 1v;tvho are sexually abused are not | oL police station and typed up to take to court.
seriously injured physically. However, if they have been 3 ’. Th : . .

Sex ) A : e police may ask your child to look at pictures of
tlﬁtﬁed m any way, the doctor will tell you how t,o care for ne suspects and to tell what the person looks like.
. [ Pl | .

It is usually necessary to have a second medical a P The police will ask qgestioqs about the person, like who
appointment in two weeks to make sure new problems have ‘ o Co . heorshe is. The police will agk ifthe person is known to you
not developed. | ik . ‘ ' or your child, and if he or she is a relative.

The doctor or nurse will call a specially trained person oy It usually takes a while to get all the details that are
from the Child Protection Center to speak with you and : " . . needed. Be patient and try to help your child by remaining
your child. i P | | calm, .

The Child Protection Worker will answer any question “ . | Th . : iy 1
you may have and help you and your child talk about the T - / ' or her :adz-ﬁc::eaf;:; ﬁﬁgﬁ %‘;ﬁ aanjig;: to go with him
experience and what to expect at the hospital orin the court. f‘ P \ .

The Child Protection Worker will meet with you to N e
make sure there are no serious emotional problems for you g P }

= | :

and your child as a result of this experience.




What You And Your Child |
Can Expect At Court.... (.

If a person ig arrested, your child may have to go to the
courthouse to speak with the prosecutor. The prosecutor

must decide whether or not to file charges against the §
person whois accused of abusing your child. The prosecutor . o
will review the results of the medical examination and lab T 1
tests; heorshe will also look at the typed statement your EEN - 1
child gave to the police and other information about the Lo Co ok |
incident. !

You may be asked if you want to press charges. If you
press charges, a judge will decide if the person who abused
your child should be kept in jail until the day of the trial, or
released until then. ;

If you or your child must go to court, you will receive a '
“subpoena.” The subpoena will tell the date, time and room : -
where your child must appear. :

LA oA

The person who abused your child may hire a lawyer.
This lawyer may want to talk to your child or you before the
trial date. You and your child do not have to talk to this
person; you can if you want to.

PR

If the person who abused your child says he or she is T b .,~
guilty, you and your child will not have to go back to court ol
anymore. If the person who abused your child says heisnot i f
guilty, your child should be prepared for the trial. It may T o r
take several months from the time an arrest is made until I I
your child may have to go to court for the trial. After the - ]

trial is over, you will not have to go to court any more. S Lo ‘ .

When you go to court with your child, take along a i ﬁ
quiet toy, coloring book or something to keep your child o R
busy during the long wait. i

T
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What Is Child Sexual Abuse?

Since childhood sexual curiosity is normal, it is important
to understand what is meant by child sexual abuse.

In the broadest sense of the term, child sexual abuse may
refer to any situation of forcible sexual activity involving a
child 16 years old or younger or

..5exual contact between a child and another person in
which threats, bribery, or similar methods are used to get
the child to participate or \:z

..any sexual contact between a child and an adult or
..5ex crimes against children such as rape, fondling,
incest, molestation, exhibitionism, sodomy, childhood
pornography and child prostitution.

The victim can be found in all social and economic levels
and in all ethnic groups. ;

Who Are The Offenders?

The offenders come from all economic and sthnic groups
and a variety of social backgrounds.

Most childrven (both boys and girls) are sexually abused by
people known to them or members of their family.

Some children are abused by members of their family.
A few children are abused by complete strangers.

— 1
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For Additional Information Contact:

Child Protection Worker Phone Number

Child Sexual Abuse
Victim Assistance Project

Children’s Flospital National Medical Center

111 Michigan Avenue, N.W.
Washington, D.C. 20010

Other Community Agem;ies:
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Children’s Hospital National Medical Center
Washington, . )
This brachure was made possible through ,
Grant #77TDF-99-0066 from the Law Enforcement
Assigtance Administration.
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