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About the National Institute of Justice 

The National Institute of Justice is a research, development, and evaluation center within the U.S. 
Department of Justice. Established in 1979 by the Justice System Improvement Act, NIJ builds upon the 
foundation laid by the former National Institute of Law Enforcement and Criminal Justice, the first major 
Federal research program on crime and justice. 

Carrying out the mandate assigned by the Congress, the National Institute of Justice: 

• Sponsors research and development to improve and strengthen the criminal justice system ~!1d related 
civil justice aspects, with a balanced program of basic 'and applied research. 

• Evaluates the effectiveness of federally-funded justice improvement programs and identifies pro­
grams that promise to be successful if continued or repeated. 

• Tests and demonstrates new and improved approaches to strengthen the justice system, and recom­
mends actions that can be taken by Federal, State, and loc~ governments and private organizations 
and individuals to achieve this goal. 

• Disseminates information from research, demonstrations, evaluations, and special programs 
to Federal, State, and local governments; and serves as an international clearinghouse of justice 
information. 

• Trains criminal justice practitioners in research and evaluation findings, and assists the research com­
munity through felJ.owships and special seminars. 

. Authority for administering the Institute and awarding grants, contracts, and cooperative agreements is 
vested in the NIJ Director, in consultation with a 21-member Advisory Board. The Board recommends 
policies and priorities and advises on peer review procedures. 

NIJ is authorized to support research and experimentation dealing with the full range of criminal justice 
issues and related civil justice matters. A portion of its resources goes to support work on these long-range 
priorities: 

• Correlates of crime and determinates of criminal behavior 
• Violent crime and the violent offender 
• Community crime prevention 
• Career criminals and habitual offenders 
• Utilization and deployment of police resources 
• Pretrial process: consistency, fairness, and delay reduction 
• Sentencing 
• Rehabilitation 
• Deterrence 
• Performance standards and measures for criminal justice 

Reports of NIJ-sponsored studies are reviewed by Institute officials and staff. The views of outside 
experts knowledgeable in the report's subject area are also obtained. Publication indicates that the report 

) meets the Institute's standards of quality, but it signifies no endorsement of conclusions or 
recommendations. 
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The Sexual Assault Center and the Child Protec­
tion Center-Special Unit are two of 35 programs 
which have earned the National Institute's "Exem­
plary" label. Programs may be proposed for con­
sideration by the operating agency, local government 
or criminal justice planning unit, or State Criminal 
Justice Council. Those which present the most clear­
cut and objective evidence of success in terms of 
each of the selection criteria are examined by an 
independent evaluator to verify their: 

• Overall effectiveness in reducing crime or 
improving criminal justice 

• Adaptability to other jurisdictions 
• Objective evidence of achievement 
• Demonstrated cost. effectiveness 

Validation results are then submitted to the Exem­
plary Project Review Board, made ~~ of U.S,. 
Department of Justice and State offIcIals, whICh 
makes the final decision. 

For each E~emplary Project the National Institute 
publishes a range ~f information materi~ls, ~ncluding 
a brochure and a detailed manual. PublIcatIOns are 
announced through the National Criminal Justice 
Reference Service. To register for this free service, 
please write: 
NCJRS, P.O. Box 6000, Rockville, MD 20850. 

For further information concerning the policies and 
procedures of the Sexual Assault Center and the 
Child Protection Center - Special Unit, contact: 

Ms. Doris Stevens, Director 
Sexual Assault Center 
University of Washington/ 
Harborview Medical Center 
325 Ninth Avenue 
Seattle, WA 98lO4 
(206) 223-3047 

Ms. Joyce N. Thomas, Director 
Child Protection Center-Special Unit 
Children's Hospital National Medical Center 
111 Michigan Ave., N.W. 
Washington, D.C. 20010 .. 
(202) 745-5682 
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GHAPTER 1: INTRODUCTION AND OVERVIEW 

1.1 Scope of the Problem 

Little is known with certainty about child sexual abuse--why it happens, how 
frequently it happens, or how to prevent it. But as more and more cases are 
reported and documented I an ugly picture begins to emerge: 

•. ~s many as 1100,000 to 500,000 children may be sexually abused 
each year. They range in age from infancy to adolescence. 

• The sexual acts!Ycommitted upon a child victim are no differ­
ent than those cOlnmitted upon an adult victim; their impact 
may be psychologically devastating for a child. 

"-:'::;::. 

1The National Center on Child Abuse and Neglect projects a lower 
bound of 60-100,000 cases annually, based upon intrafamily cases reported to 
Child protection authorities in 1978. National Center on Chilq. Abuse and 
N:eglect, Child Sexual Abuse: Incest, Assault, and Sexual Exploitation 
(Washin~ton, D.C.: U.S. Department of Health, Education,and Welfare, 
Agency for Children, Youth, and Families, 1978). This estimate considers 
only children who were sexually abused by members of the same household. 

Based on the nUlllber of sexual offenses against children reported in 
a one-year period to law enforcement and child protection agencies in four 
locales, Sarafino projected a nationwide annual incidence of 336,200. 
Edwa,rd P. Sarafino, "An Estimate of Nationwide Incidence of Sexual Offenses 
Against Children," Child welfar~, Vol. 58 (February 1979): 127 .... 134. In 
projecting actual incidence from reported incidence, the author assumed that 
unreported inc~dents were three to" four times the number of reported inci-
dents, an assumption which is open to question. , 

Based on retrospective interviews with adult women, Gagn'onestimated 
that half a million girls under age 14 are sexually abused each year. 
J .H. Gagnon, "Female Child Victims of Sex Offenses," Social Problems, Vol. 
13 (1.965): 176-192. In this study, sexual abuse wa'lS very loosely defined 
to include victims of e)~hibitionism, voyeurism, or .. even obscene ,language. 

In sum, each of 'the above estimates has serious drawbacks that preclude, 
a conclusive statement about the actual incidence of child sexual abuse. 

1 
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• ~ictims are predominantly girls, although boys are 
victimized too. Offenders are almost invariably male, 
both adults and juveniles. In most cases, thz offender 
is someone known to the child and. her family. 

• Intrafamily abuse, or incest, may continue for years. 
sometimes more than one child in the family is vic­
timized. 

• Child sexual abuse is not restricted to anyone social 
or economic class. 

The magnitude of the impact that sexual abuse may have on a child depends on 
the child's relationship to the offender and the support she receives from 
her family. Experts agree that repeated sexual abuse by a family member 
carries a high potential of lasting damage to the child, especially if she 
becomes enmeshed in a volatile family situation. While the mother may 
suspect or even know about the incest,3 she may wittingly or unwittingly 
act in collusio~ with the offender by not taking steps to protect her child. 
She may fear a family break-up, which would threaten her own emotional 
stability and, possibly, her only source of income. She may fear the inter­
vention and humiliation that would follow disclosure to authorities. The 
mother may simply refu~e to face the facts--at great cost to her child. 

In some situations where the offender is someone known to the child, even a 
family member, the mother does reject the offender and support the child. 
Here; the trauma of being abused by a trusted individual may be tempered 
somewhat by the unquestioning support of another trusted person. Even so, 
the child may suffer guilt if her disclosure leads to the separation or 
divorce of her parent·s or to the public disgrace of the offender. Coun­
selors have observed that anger and love co-exist uneasily when the abuser is 
a parent, close relative, or friend. These ambivalent feelings only sharpen 
the pain of revelation. 

A different constellation of emotions typifies the situation where a child is 
sexually assaulted by a stranger. Because such incidents frequently involve 
violence, there is a greater danger of physical harm than in incestuous 

2Throughout this manual, feminine pronouns are used to describe vic­
tims of sexual abuse and masculine pronouns are used to describe offenders. 
The decision to use these pronouns merely reflects the realities of child 
sexual abuse today as evidenced in available statistics. It is not meant to 
imply that all victims are girls, or that all offenders are men. 

3From a counseling perspective, the term "incest" extends beyond the 
natural family to include sexual activity perpetrated by a step-parent or 
even a live-in boyfriend. This extended definition of incest will be used 
throughout the manual. 
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abuse. However, the psychological impact may be less severe in cases 
of stranger assault because parents almost invariably rally to the child' s 
side and seek professional assistance to. resolve .. the crisis • Effective 
crisis intervention and short-term therapy may suffice (i,t.o help the child and . ~ 
family overcome their shock and resume their lives as before. 

As startling as th~y are, aai~s like these are familiar to counselors 
of the Sexual Assault Center in Seattle, Washington, and the Child Protection I 
Center-Special Unit in Washington, D.C. Both of these projects recogniz~d .~ .. 
that certain problems are unique' to the treatment of child sexual abuse 
victims a~d have taken notable steps to resolve those problems. Both proj­
ects were named Exemplary by the National Institute of Justice on the 
strength of these accomplisqrnents. This manual documents the achievements of 
these two projects in the hope that others will follow their lead. 

1.2 Deficiencies in the Treatment of Child Victims 

Regardless of the details of the abusive incident, professionals who work 
with the victims seem to agree that a major determinant of the child's 
response to her situation is the reactions of those around her, whether 
Earents, counselors, police, or prosecutors. It is precisely the anticipa­
tion of these reactions that inhibits many victims from reporting the 
abuse to their parents, and parents from reporting to authorities. 

What generally happens when a child does tell someone that she has been 
sexually abused? First, she may encounter disbelief. Unwilling to accept 
the reality that children are sexually abused by adults, many people 
are prone .to attribute the child's complaint to her creative imagination. 
This reaction is perhaps most common when a child accuses a close. family 
member or friend. A child Wl:lP encounters disbelief or hostility upon her 
first disclosure may be unwilling to risk a similar reaction from other 
persons and may, instead, choose to live with her secret and suffer continu­
ing abuse. 

If the child has been physically injured, she may be taken to a hospital 
emergency room or doctor's office. She is subjected to ~n examination which 
may be as frightening as the incident itself. In addition, the examining 
physician is likely to question her about the details of the abuse, often 
using language the child does not understand. 

The language barrier is e.xacerba ted if the child's case enters the criminal 
justice system. Police and prosecutors often use language which is not 
easily understood even by adult laypersons. Moreover, children tend to 
perceive and relate events differently than adults do, and certain details 
of their stories may change from one telling to the next. The child's 
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inability to tell a cogent story may cause untrained police and prosecutors 
to doubt her truthfulness and dismiss the case as the child's fantasy. 
Similar problems may beset the older child or adolescent; while the language 
barriers are not as severe, an allegation of sexual abuse may still trigger 
doubt and disbelief among interviewers, particularly if the victim has a 
history of misbehavior or status offenses. She may be l.'equired to justify 
her actions much al? though she herself were accused of misconduct. 

Not all cases of child sexual abuse are reported to the criminal justice 
system. However, most jurisdictions do mandate that cases of intrafamily 
abuse be reported to the local child protection agency, which is usually 
responsible for investigating the veracity of complaints of child abuse and 
for protecting child victims from future threat. Pending the outcome of an 
investigation, which may take several weeks, the child may be removed from 
the home--regardless of whether the offender is being detained or is under a 
no-contact order. Social workers in child protection agencies often lack 
training specific to child sexual abuse, and, consequently, may be uncomfort­
able with sexual abuse case~~ and unsure of how to handle them. 

In sum, the child may receive wholly inadequate treatment at every turn, even 
from those whose job it is to help her. 

1.3 Development of Child Victim Assistance Programs 

The child victim's plight has not escaped notice. In 1978, the Law Enforce­
ment Assistance Administration (LEAA) awarded grants to both of the projects 
discussed in this manual. And, in fiscal year 1980, the u.S. Congress 
appropriated $4 million to the National Center on Child Abuse and Neglect 
(NCCAN) to support special programs to serve child victims of sexual abuse. 
NCCAN estimates that at least 250 such programs now exist. 

Many of these programs are relatively new; some are less than two years old. 
They vary greatly in numerous respects. Underlying the variations in ap­
proach are two highly controversial issues: the etiology of incest and 
the manner in which the criminal justice system should be involved in child 
sexual abuse cases. The first issue, the cause of incest, falls within the 
realm of human psychology. Is a father's sexual misuse of his own child a 
symptom of some larger family dysfunction in which the mother and child play 
significant roles? Or is it the result of the father's sexual behavior 
disorder or his inability to find suitable outlets for his own anxieties and 
frustration? While these questions have been raised time and again in the 
literature, the answers ~re still very much in debate. The position adopted 
by a program will profoundly affect the. course of '\treatment provided to 
incestuous families. -
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The second issue of controversy among professionals in this field is whether 
~nd how to involve the' criminall~j!lstice system. Certainly child sexual abuse 
~s a crime in all states, but many social workers and mental health couns.e­
lors view the criminal justice system as disruptive of the family and threat­
e.ning to the child. Others believe that child sex offenders must be h~ld 
accountable for their actions, and hence that offenders should be reported 
and prosecuted. Still others believe that criminal conviction is the best 
available means of assuring that the offender begins and completes approved 
therapy. 

The two projects that are the subject' of this manual--the Sexual Assault 
Center in Seattle, Washington, and the Child Protection cehter-special unit 
in Washington, D.C.--both believe that incidents of child sexual abuse should 
?e reported' to police and that offenders should be prosecuted for their 
crimes. Both projects support prosecution as a means of holding the offender 
accountable for his actions and deterring others from following a similar 
course; in Seattle, project counselors also see prosecution as a means of 
obtaining court-ordered therapy for the offenders. Staff in Seattle assert 
that, child sexual abuse--even incest--is a behavioral disorder of the offend­
er; they do not counsel offenders but reftr.'l% them elsewhere so that project 
staff can concentrate their resources on the child. In D.C., the project 
recently received a grant to provide therapy for juvenile intrafamily sex 
offenders. ' 

Four additional programs were identified by an official of the National 
Center on Child Abuse and Neglect as representative of current approaches to 
both incest treatment and criminal justice system involvement. The four 
programs are described briefly below. 

( 1 ) The Child Se)mal Abuse Treatment Program ( CSATP) , Santa Clara County, 
California. Founded in 1971 by humanistic psychologist Dr. Henry Giarl.'etto, 
CSATP is among the most extensively documented and best known programs in the 
field of incest treatment. Offenders, victims, and other family members are 
involved in individual, group, and family counseling wi·th the goal of reduc­
ing the victims' and sibling~' trauma and reuniting the families, if they so 
d.esire. Coordinated with the program are two self-help groups, Parents 
United and Daughters and Sons United, to which all CSATP clients are refer­
l:ed. CSATP is administratively located in the Juvenile Probation Department 
(the mandated child abuse report;i.ng agency) and is closely linked to other 
criminal justice agencies in Santa Clara County. CSATP emphasizes that the 
adjudication process is important to coerce offenders into counseling. The 
Santa Clara program has been replicated with state funding in 30 locales in 
California; outside California, 35 additional programs have adopted elements 
of the CSATP approach. 

(2) Child Abuse unit for Studies, Education, and Sources (CAUSES), Chicago, 
Illinois. CA,USES provides individual therapy to sexually abused children, 
their families, and "significant others" (e. g., mother's boyfriend). CAUSES 
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tries to avoid involving their clients in the criminal justice system if at 
all possible, believing that coercion is not necessary to keep familie.s in 
treatment and, in fact, could be counterproductive to rehabilitation. The 
program often prepares reports for the court regarding families whose situa­
tions become known to criminal justice officials, usually recommending 
therapy rather than prosecution. CAUSES receives its cases of child sexual 
abuse from the Department of Child and Family Services (DCFS) in Cook County 
and is required to report all cases of reincidence. Until recently, DCFS 
would not notify police until a second incident Qccurred, a policy consistent 
wi th Illinois law. However, in April 1981, the Department announced a new 
policy of reporting all substantiated incidents of child sexual abuse to 
police. It remains to be seen if this policy will affect the treatment 
approach taken by CAUSES. 

(3) The Joseph J. Peters Institute, Philad~lphia, Pennsylvania. Launched in 
1955 as a psychiatric program for sex offenders, the Institute in 1970 began 
treating victims, too. Staffed primarily by social workers and psychia­
trists, the Institute receives approximately 400 referrals of child victims 
per year, of whom about 150 are incest victims. The Institute provides 
individual and group therapy for incest daughters, fathers, and mothers, plus 
couples therapy and family therapy where appropriate. The average length of 
treatment for incest victims and families ranges from six months to one 
year. This program does not initiate contact with the criminal justice 
system, although they do provide psychiatric evaluations of offenders 
upon request of the Philadelphia Department of Adult Probation. The proj­
ect's clinical services are supported almost entirely by the city's Office 
of Mental Health and Mental Retardation. 

(4) Proj ect Against Sexual Abuse of Appalachian Children (PASAAC), Knox,ville, 
Tennessee. A special project of Child and Family Services of Knox County, 
Inc., PASAAC is a private nonprofit agency serVing one urban and five rural 
counties. The project handles predominantly incest cases, but treats other 
sexual assault victims and their families when their caseload permits it; 
otherwise, these families are referred to other counselors in the community. 
PASAAC therapy is family-centered, utilizing crisis intervention, individual, 
group, and marital counseling, and play therapy for children. PASAAC only 
becomes involved in the criminal justice system after the state's Children's 
Protective Services agency has referred the case for prosecution. For 
example, staff work with the count.y district attorneys to prepare child 
victims for trial if their cases are being prosecuted. Occasionally, they 
write reports or recommendations for the court, but only upon request. 

All six programs treat victims of nonfamily sexual abuse as well as incest 
victims. All but the Sexual Assault Center treat offenders in addition to 
victims and other family members. The projects are more evenly split 
on the issue of criminal justice system involvement: CSATP, the Sexual 
Assault Center, and the Child Protection Center-Special Unit favor involve­
ment and work closely with criminal justice agencies; the other three proj­
ects only work with those agencies when it is necessary or requested. To 
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Cia.te, there is no comparative research to suggest that one treatment modality 
may be more effective than another. 

In the spring of 1980, the Sexual Assault Center in Seattle and the Child 
Protection Center-Special Unit in Washington, D.C., submitted applica­
tions for the National Institute of Justice's Exemplary Projects Program. 
Based on the criteria of that program--that the candidate project demonstrate 
evidence of measurability, goal achievement, efficiency, accessibility, and 
replicability--both projects were identified as models worthy of considera­
tion by those who are planning to initiate or expand services for child 
victims of sexual abuse. 

1.4 The Exemplary Projects 

In1tially funded under the Law Enforcement Assistance Administration's Family 
Violence Program, the Sexual Assault Center and the Child Protection Center­
Special Unit have much in common: 

• Both are located in hospitals--Harborview Medical Center 
in Seattle, and Children's Hospital National Medical 
Center in Washington, D.C. 

• Both provide medical care, cr1S1S intervention, and 
counseling for victims and their families. 

• Both believe strongly in criminal prosecution of child 
molesters, and both have found ways to make the legal' 
system less threatening to the childv~ctim. 

• Both are committed to improving the community's response 
to child victims through specialized training and public 
awareness activities. 

Most important, both projects have succeeded in focusing the community's 
attention on a problem of serious proportions. 

1.4.1 Medical Care 

Both projects have taken steps to ensure that child victims 'receive sensitive 
yet thorough medical attention. " The initial medical exam serves three pur­
poses: to treat physical injuries the child may have ~uffered as a res~lt ~f 
the sexual abuse and to reassure the chil,d and fam1ly that the ch11d 1S 
"okay"; to test for venereal disease and pregnancy; and to collect medical 
evidence in support of investigation and prosecution. In both Harborview 
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Medical Center and Children's Hospital National<i,Medical Center, physicians, 
nurses, and social workers have been trained to recognize and respond to the 
child victim's special needs. 

In Washington, D.C., the law requires all children's testimony to be support­
ed by corroborating evidence. Medical evidence of sexual abuse is the most 
frequent source of corroboration. A new Medical-Legal Sexual Assault Evi­
dehee Form designed by th~'project has greatly enhanced the quality of cases 
presented for prosecution. Detailed protocols guide aLl aspects of' the 
examination and suggest techniques that are sensitive to the child's con­
Ct:~rns. Because nearly 60 percent of the project's clients are referred 
through the emergency room or other divisions of the hospital, the medical 
prdtocols specifically instruct physicians to contact the project's on-call 
counselor. 

Befote interviewing the child, the project counselor confers with the 
examining physician and police officer (if present) to avoid asking questions 
the child has already amlwered. The initial interview with the family takes 
place within the emergency treatment area in a small room filled with books 
and toys for the child's comfort. This interview focuses on the -family's 
reactions to the incident, since their behavior is critical to the child's 
recovery. Because project counselors have observed that families tend to 
keep their medical appointments, the first formal counseling se~sion is often 
scheduled to coincide with the follow-up medical exam. 

Project staff believe that childhood venereal disease is always transmitted 
sexually, and so they have instructed hospital physicians to refer all cases 
of childhood gonorrhea to them for counseling and follow-up to determine the 
source of contact. Also, the project successfully persuaded the city's 
Public Health Department to institute special sites where children can be 
tested for venereal disease. 

In Seattle, fewer than 20 percent of the victims are referred through 
the emergency room. Many have no immediate medical trauma; others are 
treated by private physicians or clinics and referred, to the project for 
counseling. Often, children who have no apparent inju:r:ies are nevertheless 
examined by a project pediatrician for venereal disease and pregnancy and to 
reassure them that, despite the abuse, they are "okay." A project counselor 
will stay with the child throughout the exam if the child wishes. The 
medical protocol developed by the project instructs all hospital physicians 
in child-oriented techniques of examination--for example, holding the child 
on the doctor's lap rather than examining her on the table. Emergency cases 
are briefly counseled by a trained social worker in the emergency room, who 
also schedules an appointment for the child and family with project staff 
within the next day or two. 
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1.4.2 Counseling and Therapy 

In Seattle, all six project counselors are experienced, master's level social 
workers, who\\ share a firm belief that the child's needs are of paramount 
importance. Bec·ause half of the children they see have been abused by 
t30meone in the same household, protection of the child from repeated abuse is 
critical. ' 

Counselors work closely with caseworkers from the state's Children's Protec­
tive Services (CPS). CPS has three key responsibilities: (1) to substan­
tiate reports of child abuse; (2) to develop a plan for dealing with the 
medical and emotional consequences suffered by the victim; and (3) to 
protect the child from further abt'lse, which might entail petitioning the 
court for a no-contact order or placing the child outside the home. 

Individual counseling for victims and non-offending family members focuses 
primarily on ensuring the child's continuing protection, addressing the 
impact of the abuse on the child's life, and above all, making sure that 
the child understands that the abuse was not her fault. Project staff also 
lead counseling groups for adolescent victims and for mothers of incest 
victims. 

Project counselors in Seattle do not treat offenders because, they say, to do 
so would interfere with their advocacy for the child. Instead, offenders are 
referred to other therapists identified by the project. project counselors 
maintain close contact with offender therapists to coordinate the family's 
treatment and to support reconciliation if the family so desires. 

In Washington, D.C., the project director is a +egistered nurse/public 
health administrator. Counseling staff include a elinical psychologist, a 
master's level psychiatric nurse, and three master's level social workers. 
Staff view the child victim as their principal client, although counseling 
usually includes other family members. 

Play therapy is the key to communicating with children. Through dolls, 
stories, and art, victims are able to describe the abuse and express their 
feelings. Cases are reviewed at weekly staff meetings and each . counselor 
receives clinical supervision from the appropriate disciplinary depart­
ment in the hospital. 

The project's orientation is primarily crisis intervention and therapy, 
although victims involved in legal proceedings are counseled until their 
cases reach final dispositi()n. Because complex incest cases require more 
extensive therapy, they are frequently referred to the Psychiatry Depart­
ment. The project recently received a. grant from the National Center on 
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Child Abuse and Neglect to provide counseling to intrafamily juvenile sex 
offenders. 

1.4.3 Support and Encourag~ment in Prosecution 

The D.C. project is legally required to report cases of child sexual abuse to 
police. 'rhe staff williingly comply with this requirement, for three rea­
sons: ( 1) victims or fanlilies may be unwilling to report the abuse them­
selves; (2) in the District of Columbia, only the police have the authority 
to remove a child or offender from the home; and (3) staff believe the of­
fender should be. held acco~ntable to the victim and the community for his 
conduct. In Seattle, the project staff report cases of intrafamily abuse to 
Children's Protective Services, which, in turn, files a report with police. 
The Seattle counselors have observed that sex offenders tend to resist volun­
tary tr.eatment and are likely to commit additional offenses. Thus, they en­
courage the victim and her family to prosecut.e with the goal of obtaining 
court-ordered treatment for the offender. 

In Washington, D.C., victims and their families are guided through the 
complexities of the legal system by the project's full-time criminal justice 
specialist, an attorney. The slpecialist advises project staff on such issues 
as whether a certain child is legally competent to testify or whether a case 
is strong enough to be prosecuted. For cases that are prosecuted, the 
specialist accompanies the vilctim through every phase of the prosecution, 
preparing her in advance of ea,ch proceeding and explaining the outcome .By 
virtue of formal agreements with police and prosecutors and a special order 
from the Juvenile Court, tihe cI:'iminal justice speci,alist also tracks cases as 
they progress through the system. To ensure that child victims receive the 
utmost attention and understanding, the project has provided extensive 
training to police officers cilnd prosecutors. All of the city's criminal 
justice and social service agencies are represented on the project's Commun­
ity Advisory Council, which helped to develop the project's training curricu­
lum. 

In Seattle, project counselorl3 accompany their child clients to all criminal 
justice proceedings. Project training has been incorporated into the curric­
ulum of the State Police AcaOlemy; prosecutors, probation officers, and other 
criminal justice and social service personnel also receive training periodi­
cally. Project staff also h1iive worked to introduce new techniques and atti­
tudes to criminal justice and social service personnel. These innovations 
are all geared toward easing the victim's trauma: 

• Police and prosequtors conduct, joint interviews to 
relieve the child from the traditional burden of telling 
her story so many times to so many people. Written 
interview guidelines prepared by the project ex.plain the 
several stages 9f child development, and outline 
approaches to questioning that are appropriate to each 
stage. 
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• All child sexual abuse caseSI are prosecuted by a single 
deputy prosecutor from begi~~n.ing to end. 

• The project has been creditlad with persuading the 
prosecutor's office and Chi,ldren' s Prote'ctive Services 
to establish special sexual; abuse units. 

I, 

The Seattle project's most valued iiibcomplishmetlt is the network i.t ~as 
created among agencies involved in t;reating and prosecuting cases of ch~ld 
sexual abuse. Representatives of the prosecutor's Special Assault Unit., the 
Sexual Abuse Unit of Children's Prot:ective Services, the Seattle and King 
County Police Departments, and other slervice agenc:Les meet weekly with Sexual 
Assault Center staff at the prosecut6r's office to review and discuss indi­
vidual cases currently being processe~i, to identify problems in case process­
ing and suggest solutions, and, most important, to encourage and reinforce', 
mutual understanding of what needs td be done, for, both victims and offenders 
in cases of child sexual abuse. 

1.4.4 Community Outreach 

Both projects do more than provide after-the-fact intervention and therapy. 
Project staff in both cities ,. maintain a heavy schedule of public speaking 
engagements in which they describe the problem of child sexual abuse and the 
projects' approaches to treatment through lectures"brochures, and films. In 
Seattle, counselors take their program into the schools, where a special film 
and brochure are presented to children. 

Both projects have extended their outreach to professionals in the medical, 
criminal justice, and social servi.ce fields. The D.C. project hosted the 
first nationalc~nference on the subject of child sexual abuse, attended by 
more than 200 professionals. The Seattle project has conducted workshops and 
community forums in many communities across the country and received a grant 
from the National Center on Child Abuse and Neglect to operate a regional 
Treatment-Training Institute. 

1.4.5, Project Accomplishments 

worthy: 
The achievements of both the Seattle and D.C. projects are note-

Washington, D.C. 

• The number of victims referred to the project increased nearly 
30 percent oyer the three years of project operations. 
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• A growing' number of requests for information and case 
consultat;ion suggests that the project is recognized as 
an expert; resource among professionals in related 
fields. 

• The project has developed a model curriculum for training 
criminal justice, social service, health care, and 
mental health personnel. Those who have partici-
pated in the project's extensive training say that it 
has improved their interviews and rapport with child 
victims and their families. 

1\ The prpject's use of diagnosed gonorrhea as a possible 
indicator of abuse is an innovation in the field. 

• The Meldical-Legal Sexual Assault Evidence Form designed 
by thf~ project was adopted by the D.C. police for adult 
sexual assault cases as well as child cases. 

• The pirojecthas devised a system that allows, for the 
first; time, careful tracking of cases through the 
crim:lLnal and juvenile justice systems. 

• A full-time Director of Research is compiling a compre­
hens::l ve data base on child sexual abuse victims. 
Nume;rous reports and papers based on the project's 
find.ings have been published and presented at profes-
sional conferences. . 

Seattlel, Washington 

• 

• 

• 

• 

The project succeeded 
nebi70rk among the key 
and prosecuting cases 

in forming a cohesive, supportive 
agencies/involved in treating 
of child sexual abuse. 

II 
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The project is credited with !hhe institution of several 
new, investigative procedures '~hat accommodate the 
special needs of the child victim. 

While conviction rates have remained uniformly high (80 
to 90 percent) since project inception, the number of 
cas,es filed and disposed of in the King County courts 
ha~i more than doubled, from 82 in 1978 to 193 in 1980 .• 

Fandlies' increased. willingn'ess to prosecute can be 
attributed at least in part "to the realistic prospect of 
trElatment of the offender--r10t incarceration--as the 
fil1ial outcome. Recent figures show that only 14 percent 
of 'convicted adult offenders are imprisoned, 19 percent 
arel committed to inpatient treatment, and the remainder 
arel sentenced to probation or jail-based work release on 
condition of treatment from a community-based therapist. 
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The availabili~y of offender therapy resourc~s in the 
Seattle community can be traced to the proj~lct' s efforts 
to locate and develop qualified experts. Ttle courts' 
acceptance of therapy as.· a sentencing option can be 
attributed to the project's successful advocacy. 

Both projects have experienced increasing caseloads, a tribute to their 
success in informing the public of their services and in persuading reluctant 
families to seek help. Perhaps an even greater tribute, though, is the fact 
that both projects are continuing with local support. By the end of 1980, 
both projects had completed their terms of LEAA funding. In Seattle, the 
Sexual Assault Center is supported by a number of contributors: the State 
of Washington, the City of Seattle, Harborview Medical Center, a research 
grant from the National Institute of Mental Health, and most recently, a 
$170,000 award from the National, Center on Child Abuse and Neglect to estab­
lisha regional Treatment-Training Institute. 

The D.C. project has a similar array of funding sources: Chi1dren's Hospital 
National Medical Center, a $50,000 NCCAN grant to treat juvenile sex offend­
ers, $40,000 in private foundation funds and, in fiscal year 1982, a $100,000 
appropriation from the District of Columbia. The project has instituted a 
third party billing syste~ which is expected to cover nearly one-third of its 
total costs. 

1.5 Guide to the Manual 

Each Exemplary Project is described fully in a separate section of the 
manual, but, as shown below, the chapters in the two sections correspond 
to one another to allow readers to contrast various features and driiw itheir 
own conclusions as to which are most applicable in their communities. 

The first section presents the approach taken by the Sexual Assault Center in 
Seattle. Chapter 2 traces the history of its special Child Victim/Witness 
Project, explains the project's philosophy toward treatment, and presents its 
funding history. Chapter 3 describes organizational structure and staff 
composition. Chapter 4 details the medical care and counseling services 
provided. Chapter 5 explains the project's relationship to child protection 
agencies and criminal and juvenile justice agencies in King County, focusing 
on the tight network that was created among them to serve the needs of child 
victims. Finally, Chapter 6 discusses the various strategies employed by the 
project to reach the general public and professionals in related fields. 

II 
'\ 

The second section, which presents the approach of the D.C. Child Protection 
Center-Special Unit, is similarly structured. Chapter 7 describes its estab­
lishment as a special focus of the pre-existing Child Protection Cent.er, 
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presents i t.s philosophy and goals, and discusses its funding sources. Chap­
ter 8 descl,ibes the project's organization, staffing, and internal training 
procedures. Chapter 9 presents the program's treatment approach, from ini­
tial medical examination to counseling, including decisio!}s on case termina­
tion and re:ferrals. Chapter 10 discusses the project's involvement with 
Child Protective Services and the criminal and juvenile justice systems in 
the District of Columbia. Chapter 11 describes the project's communityout­
reach efforts and its professional training activities. 

The manual then turns to a more general disc~ssion of evaluation .and moni­
toring practices (Chapter 12) and replication issues (Chapter 13). 

Chapter 12 suggests a number of goals that are relevant to child sexual abuse 
victim assistanq~ programs, offers ways of measuring a project's achievement 
of those goals, and presents the accomplishments of the Sexual Assault Center 
and Child Protection Center-Special Unit. The chapter also contains a brier 
discussion of routine data collection for purposes of monitoring caseloads. 
and day-to-day activities. 

Chapter 13 concludes the manual with a discussion of critical issues to be 
considered in replicating aspects of the Exemplary Projects. Topics that are 
covered include the legal environment, program affiliation, interagency 
coordination, professional training, and sources of funding. 

No attempt is made in this .:.nanual to compare the Sexual Assault Center to the 
Child Protection Center-$pecial Unit (or to any other program of this genre) 
or to suggest that one approach is preferable over another. Indeed, the 
literature in this area is insufficient to support any such comparisons. The 
reader should recognize that the Sexual Assault Center and Child Protection 
Center-Special Unit are only two of many programs currently operating t2 
serve child victims of sexual abuse. other approaches may be equally valid. 
By identifying and documenting the achievements of these two Exemplary 
Projects, this ffi9nual is intended to provoke serious thought about alterna­
tive strategies for assisting children who have been sexually abused. 

4Additional information ~y be available from the National Center on 
Child Abuse and Neglect which is currently supporting many such programs. 
Write to: Children's Bureau, NCCAN, P.O. Box 1182, Washington, D.C. 20013. 

14 

:~' 

THE SEXUAL ASSAULT CENTER, 

SEATTLE, WASHINGTON 

'I . ~ 

j 

, 



" 

.. -, 

I, 

. . , 

~'1 
.1 • .. 

- . 

". 

/' ," 

." 

7 I 

! 

1'i 

I 
-I 

t i 
* ,. 

, ,I.' 
-I: 

J( 

CHAPTER 2: PROJECT DEVELOPMENT AND APPROACH TO TREATMENT 

The Child Victim/Witness project in Seattle developed out of the Sexual 
Assault Center, a rape victim assistance program that began operating 
in 1973. Over the years, the Sexual Assault Center treated a growing 
number of child victims. Staff became increasingly aware of problems unique 
to children and began to identify ways of resolving these problems. Putting 
these solutions to the test was the initial purpose of the special project. 
This chapter brief ly traces the development of the Child Victim/Witness 
Project, describes its philosophy toward treating cases of child sexual 
abuse, and discusses -the project's funding history. 

2.1 Treatment of Child Victims Prior f;o Project Inception 

Little is known about the official response to child victims of sexual abuse 
in Seattle--or anywhere--in years prior to the creation of a special project 
to treat them. However, a study conducted by a University of Washington law 
student in 1975 offered a view of case processing ,once an incident of child 
sexual abuse was reported to police in King County: 

A police officer visited the victim at the crime scene or at her home, 
interviewed her brief ly, and prepared a report of the incident. By the 
next day, this report would be followed up by a detective from the depart­
ment's morals unit, who again visited the child to interview her in greater 
depth. The detective would then prepare the case and file it with the 
Prosecuting Attorney's Office, where it would be assigned to one of seven or 
eight deputy prosecutors who specialized.in roorals cases. Again" the victim 
was interviewed. At any time the vict:im might be referred for medical 
treatment, counseling, or to Children's Protective Services1 each such 
referral, of course, resulted in yet another telling ?;.f the incident. Case 
files did not indicate the frequency of such referrals. 

1Christine McKenna, itA Study in King County of child Victims of Sexual 
Assault." Unpublished manuscript, University of Washington, 1975. 

2pretrial release data were reported only 'for the 24 incest suspects 
in the sample. All were released on bond or personal recognizance, providing 
the defendant stay away from the victim. Case files did not indicate the 
extent of compliance with these no-contact orders. 
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Half the 94 cases studied3 involved a preliminary hearing in which the 
child confronted her offender,' testified, and was cross-exa.mined.· More 
than one-third of the offenders (37 percent) were charged with indecent 
liberties; less frequently charged were rape (20 percent), carnal knowledge 
(18 percent), sodomy (12 percent), soliciting a minor (eight percent), 
assault (one percent), and other offenses (unspecified, four percent). 
Seventeen, or 28 percent, of the cases went to trial, which, of course, 
entailed multiple interviews, a courtroom appearance, testimony, and cross­
examination. Eighty-one of the 94 offenders (86 percent) were convicted 
either by guilty plea or trial (four defendants were acquitted and nine cases 
were dismissed). Of the 81 convicted offenders, 67 percent were convicted on 
a lesser charge. 

convicted offenders received' the following sentences: 16 were sentenced to 
jailor prison, eight were committed to western State Hospital's Sexual 
Psychopath Program, 48 received deferred sentences (in which sentencing is 
delayed pending the, outcome of the defendant's adherence to certain concli­
tions for a specified period), and 11 receiv~d suspended sentences. 4 

Conditions were us~~lly attached both to the deferred and suspended senten­
ces; for example, the offender might be prohibited from seeing the victim, or 
he might be required to stay sober and employed or to report for outpatient 
therapy as recommended by a court-appointed psychiatrist. Case files did not 
record the offenders' compliance with these conditions. 

The research report noted two problems in particular with the above proceed­
ings: (1) child victims were required to repeat their stories anywhere from 
two to six or .~ore times; and (2) while these cases were handled by members 
of morals uni t!;, police and prosecutors in those units lacked training in 
child development and behavior. These observations prompted the following 
recommendations: 

• Police agencies should appoint a youth officer respon­
sible for all investigations of child sexual abuse 
cases. 

• This individual should receive speciali~ed training in 
problems of child behavior through courses in coun­
seling, social work, or child psychology. 

':'.::'" --3,,------
The King County Prosecutor's Office actually handled far more than 

94 child victims and sexual offenses. The study was based on the prosecu­
tor's files D.t:: sexual assault cases in which the victim was 18 years old 
or younger. Frequently, case files included ~ore than one victim, defendant, 
offense, or charge; in these .;instances, infOlrnation was recorded only on the 
first victim listed and on the offense which gave rise to the final count 
filed by the prosecutor. 

4 The study reports 81 convictions and 83 sentences but does not explain 
the cause of this discrepancy. 
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• The first interview with the child should be taped to 
obviate the need for additional interviews. 

• The child should be referred for counseling within 24 
hours of the report; in incest cases, the .entire family 
should be referred. 

• A Family Counseling Center should be·c:eeated to treat 
incest cases, to serve as:; an advocate for chil,d victims 
in criminal justice proceedings, and to monitor the 
defendant's behavior on pretrial release. 

• The youth officer should also serve as an advocate and 
accompany the child during all prosecutor interviews. 

In advancing these proposals, the report cautioned that the police and child 
protection agencies could in many cases be working at cross-purposes: "The 
coordination necess~y to effectuate both investigation and child welfare 
would be difficult." . 

As that report was being prepared, the Sexual Assault Center, located in the 
Harborview Medical Center, was handling increasing numbers of child victims. 
Created primarily to serve adult rape victims, the Sexual Assault Center had 
never publicized a special interest in treating children under age 16. 
Still, the Center t!'ieated eight children in its first three months of opera­
tion (september-Dece~er 1973), 79 in 1974, 110 in 1975, and 156 in 1976-'"-a i 

97 percent increase over three years. 

Early in 1977, the Director of Social Services in Harborview Medical Center 
learned of the Law Enforcement Assistance Administration's Family Violence 
Program, which was to include two demonstration projects explicitly for child 
victims of sexual abuse. ':'In January 1977, Sexual Assault Center staff sub­
mitted a proposal, citing their own experience with child victims as well as 
the findings of the 1975 study just reviewed. In this proposal, they ob­
served that while most child victims and their families are interested in 
prosecution, many decline to press charges because of the damage that they 
feel might result from pursuing the case through the criminal justice 
system. To increase reporting of child sexual abuse and improve conviction 
rates, it was argued, steps must be taken to relieve the victims' trauma and 
to ease their way through legal proceedings. 

5 McKenna, "A Study in King County," p. 45. 
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2.2 Philosophy and Goal Statement 

Sexual Assault Center staff maintain that victim treatment and criminal 
prosecution are both important components of their program, regardless of the 
relationship between the victim and offender. To them, the child's needs are 
paramount. Counseling should be provided for an indefinite period. Also, a 
victim's family may be unable to recognize and articulate the child's needs, 
and may be unaware of available resources to help. In such cases, the sup­
port 0f an experienced social services advocate is critical. 

Protection of the child from future abuse is vi tal in cases of intrafamily 
abuse, or incest. Unlike many mental health pr9fessionals, Center staff 
conceptualize incest as an outlet for the offender's sexual behavior disor­
der, not as a symptom of family dysfunction, and argue that the offender must 
assume full responsibility for his behavior. But the Center's primary moti­
vation for supporting criminal prosecution is not the prospect of punishment 
for the offender:;:>but of treatment. Center staff maintain that only the 
courts wield the clout necessary to keep a sex offender in treatment. The 
Sexual Assault Center does not itself provide services to offenders because, 
they say, to do so would interfere with their advocacy for the children. 
Instead, offenders are referred to local therapists identified by the Center 
and recommended to the court. 

The Center's initial grant proposal to LEAA was ambitious. Much of what they 
proposed to accomplish was predicated on their past experience with both 
adult and child victims. Indeed, some of the suggested activities were 
already in place for adult victims and needed only to be extended to child 
victims. The goals, related objectives, and suggested activities were 
enunciated in the initial proposal as follows: 

Goal A: To increase the rate of reporting incidents of sexual abuse of 
children 

Objectives: 

• to increase community awareness of the problem; and 

• to increase community awareness of the resources to cope 
with the problem. 

The activities proposed to meet these objectives included: reaching a 
general audience through pamphlets, media appearances, and speaking engage­
ments; providing information on child sexual abuse to educators and personnel 
from medical and social service agencies; and creating a community network to 
facilitate the referral of appropriate cases to the Sexual Assault Center. 
The extent to which the Center has undertaken these acti vi ties, and the 
degree of the Center's success in achieving Goal A and its rela ted obj ec­
tives, are addressed in Chapter 6. 
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Goal B:To maintain the cooperation of the victims and their families 
throughout criminal justice system prosecution efforts 

Objectives: 

• to provide sensitive medical care for sexually assaulted 
children 'and obtain forensic evidence; 

• to provide crisis intervention and supportive counseling 
services to sexually abused children and their families; 

• to provide criminal justice system personnel with training 
in child. development .and in the social and psychological 
nature of the crime of child molestation; and 

• to research and develop new procedures for aCCOmmO­
dating child victim/witnesses within tpe criminal 
ju.!;ltice system. 

The activities proposed to meet the objectives listed under Goal B included: 
employment of a staff pedi.;),trician to examine child victims, 1nonitor their 
continuing medical needs, and train other physicians at the hospital and in 
the community; development of counseling protocols for Center staff that 
incorporate advocacy for the child. in any criminal justice proceedings; and 
provision of training for police and prosecutors in the medical, social, and 
psychological ramifications of child sexual abuse. Finally, a team composed 
of Center staff,police, and prosecutor representatives would be created to" 
consider the following proposed innovat,ions: 

• instituting special protocols for handling child victims 
in the hospital, police department, and King County 
Prosecuting Attorney's' Office; 

• minimizing the IEmgth of time between initial reporting 
of sexual abuse and interviews with police and prose­
cutor; 

" • providing a less intimidating physical setting for 
interviewing the child victim; 

• minimizing the number of interviews for purposes of , 
investigation and prosecution and the number of different 
persons who interview the child witness; 

• videotaping the initial interview with the child for use \ 
by criminal justice sys,tem personnel who need to evaluate 
the child's ability to testify; 

• having a special "childcourtroom" for preliminary 
hearings and trials; and 
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Child victims and their families receive a broad range of services 
from the Sexual Assault Center in Harborview Medical Center. 
Photo by Charlie Kirry, Harborview Medical Center 
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• appointing a child advocate to represent and protect 
the child victim/witness throughout the prosecution 
process. 

These suggestions closely parallel the recommendations made in the 1975 re­
port on case processing in King County. And, as Chapters 4, 5, and 6 will 
demonstrate, many have since been implemented. f 

i , 

2.3 Funding History t ~) 
In october 1977, the Sexual Assault Center launched its Child Victim/ 
Witness Project with a $90,000 award from LEAA. The level of funding 
requested had been predicated on the expectation that 100 children would be 
treated by the project in its first year. However, by the end of February 
1978--halfway through the grant year--the project had already treated 133 
children and projected that a tot~l of 300 would be seen before the grant 
year ended. 

In March 1978, the project requested supplemental funding in the amount of 
$80,115. This award allowed the Center to hire additional counselors and 
supported occasional use of legal, law enforcement, and psychiatric consult­
ants. The greatest proportion of the supplemental funds ($54,000) supported 
the production of the project's film, Double Jeopardy, described in Chapter 
6. In the project's second and third years, its LEAA funding increased to 
$166,081 and $193,657, respectively. These increases partially reflected the 
project's commitment to provide technical assistance to 21 demonstration 
sites of LEAA's Family Violence initiative. 

While LEAA provided substantial support, the project had access to additional 
financial resources as well. The Child Victim/Witness project has always 
been viewed as a tully integrated subgroup of the Sexual Assault Center, and 
LEAA monies were pooled with funds from other contributors. At the time this 
manual was written, the Center received funding from federal, state, and 
local sources, as follows: 

) 
The National Institute of Mental Health awarded the Center a two-year grant 
to examine the post-rape experiences of adult victims in situatibns where 
drugs or alcohol had been use,d either by the victim or her assailant. This 
grant provided $130,034 in its first year (July 1979 through June 1980) and 
$152,462 in its second (through June 1981). 

In July 1980, the National Center on Child Abuse and Neglect, a division of 
the U.S. Department of Health and Human Services" awarded $170,000 to the 
Sexual Assault Center to establish a regional Treatment-Training Institute to 
provide periodic training to selected individuals from ten states. 
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The state of ~lashington's Department of Social and Health Services awarded 
two separate contracts to the Center in 1981. The first, in the amount of 
$54,414, allo~ls the Center to provide training and consultation to seven 
communities l~utside King County. A one-day workshop in each community 
focuses on the Center's approach to "networking" (described in Chapter 5) 
and counseli.ng for child victims and their families; a two-day works,90p will 
be held for persons who provide substitute care for children (e. g., foster 
parents). A $28,542 contract from the same Department supports the prepara­
tion of an educational packet, including a 20-minute videotape, for medica], 
personnel that explains how to care for sexual assault victims, collect 
medical evidence, and utilize the packet for their own training of other 
medical f3taff. 

The Ci·ty of Seattle has partially funded the Center since its inception in 
1973. Under this contract, the Center provides direct counseling and advo­
cacy services to adult and child rape victims and their families,. training 
to medical professionals in Harborview Medical Center, and educational pro­
graIns for various community groups and agencies. In calendar year 1980, 
the city provided $156,600 to the Center, and $180,550 is budgeted for 1981. 
These awards include funds for subcontracting to the local rape crisis cen-­
ter, which operates a telephone hot line and provides victim accompaniment 
services. 

In the last half of 1980, the Center was awarded $17,000 from King County to 
assist the county's Youth Service Bureaus in forming support groups for 
adolescer),t sexual assault victims. 

Finally, Harborview Medical Center itself supports some of the Center's 
administrative and counseling activities. Its support amounted to $31,835 in 
fiscal 1980 (July 1979-June 1980) and $47,578 in fiscal 1981. 

The bulk of the Center's revenues are used to pay staff salaries. The Center 
pays no rent for its space in Harborview Medical Center. Other expenses, 
such as consultant fees or travel, are incurred in executing the work sup­
ported by particular grants; for example, travel costs were incurred in 
performing the technical assistance required during the. second and third 
years of the LEAA grant. 

The diversity of the Center's funding sources provides the Center with 
greater stability as some sources constrict and others expand. Many grants 
are of short duration, but because they overlap considerably, and because the 
Center has had some assurance of stable support from the city and the medical 
ceilter, the Center has never been financially hard-pressed. Moreover, each 
grant has allowed the Center to expand its own scope of activities and en­
hance its value to the community. 
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However, the complexity of the Sexual Assault Center's finances makes it 
extremely difficult to isolate the costs of providing direct services-~coun­
seling and a<ivocacy--to sexual assault victims. All cou,nseling staff are 
involved in public education, professional training, technical assistance, 
and research activities in addition to their. counseling caseload, and they do 
not record the fraction of time spent on suqh indirect services. Nor is it 
possible to isolate the cost of treating child vs. adult victims, be~ause, as 
noted above, the Child Victim/WitnesS Project has always been fully ~ntegrat­
ed with the Sexual Assault Center, not only in terms of finances, but in 
practice as well. AI,l counseling staff work with adults and children alike 
and do not record the proportion of their time spent with each. 

LEAA funding of the Child Victim/Witness Project expired in September 
1980, but the services for child victims initiated under the grant have 
become routine for Sexual Assault Center staff. While the Sexual Assault 
Center continues to treat both adults and children, it has gained national 
prominence recently for its child victim program. The rema~nd~r of th~s 
manual refers to the project as the Sexual Assault Center, as ~t ~s known ~n 
the field, but focuses solely on the Center's activities regarding child 

victims. 
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CHAPTER 3: STAFFING AND CLIENT PROFILE 

3.1 Staff Composition 

As depicted in the organ{zation chart in Figure 3.1, the Sexual Assault 
Center operates with a relatively small core staff. Its 6.5 (full-time 
equivalent) counselors are all experienced, master's level social workers. 
The director is also a social worker (MSW) with considerable clinical and 
administrative experience. Center funds also support an emergency room 
social worker who is specially trained to provide crisis intervention coun­
seling to emergency victims of sexual abuse. The Center's counseling staff 
is occasionally supplemented by second-year graduate students from the 
University of Washington's School of Social Work. Also on the Center's 
payroll are two part-time pediatricians who are members of the hospital's 
Pediatrics Department, but work exclusively with the Sexual Assault Center. 
Six administrative/clerical positions complete the Center's staffing arrange­
ment. 

All counseling staff provide crisis intervention, short- and long-term ther­
apy to adult and child sexual assault victims and their families. In addi­
tion, they often intercede in behalf of their clients with various criminal 
justice and social service agencies in the Seattle area. All are involved 
to some extent in planning and conducting community education and profes­
sional training programs. Some may pursue individual interests as well. 
For example, one staff social worker was primarily responsible for the Cen­
ter's NIMH grant to study the role of alcohol or drug use in rape incidents 
and how substance abuse affects the victim's subsequent recovery. She took 
the lead in writing the grant proposal and continues to play a major role 
in performing the research. 

The two pediatricians on the. Center staff supervise resident physicians who 
provide direct patient care to many of the child victims. They are also 
responsible for training medical personnel, pediatric residents, and medical 
students at Harborview Medical Center, at other local hospitals, and in 
private practice to recognize symptoms or indicators of sexual abuse, to 
conduct thorough and sensitive examinations of child victims, and to gather 
the necessary evidence for legal purposes. One of the pediatricians had 
worked with the Center to develop the Child Victim/Witness Project and 
developed the medical protocol now being used by physicians in numerous 
locales. This individual is often called upon in court as an expert witness 
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Clinical Staff 

SAC social workers 
(6.5 FTE)** 

Pediatricians 
(2 part-time) 

Emergency room 
social worker 

Social work stu­
dents (volunteer) 

iJ 

Figure 3.1 
Sexual Assault Center Organization Chart 

Director, 
Sexual Assault Center 

Support Staff 

Administrative 
assistant 

Research assistant 
Program assistant 
Office assistants 

( 2) 

Consultant Staff* 

Child psychiatrist 
Evaluator-research 
assistant 

Rape Relief staff 
member 

Law enforcement 
officers 

King County prosecu­
ting attorney 

CPS caseworker 

*Not listed are additional consultants retained for purposes relati~g only to adult clients. 
**Full-time equivalent • 
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on medical issues pertaining to child sexual abuse and has been an integral 
mel.iber of the proj ect' s technical assistance team. 

As shown in Figu~e 3.1 above, the Center augments its core staff with 
several consultants. Some have fairly explicit, well-defined roles: 

• the psychiatric consultants evaluate certain child 
clients as ordered by the court or r~quested by Center 
counselors; 

• the evaluators were retained under the LEAA grant 
to assess the Child Victim/Witness Project's achieve­
ments; and 

• the "rape relief" consultant is a paid employee of 
Seattle Rape Relief, an organization that provides a 
hotline and peer support primarily for adult sexual 
assault victims; however, the Sexual Assault Center 
occasionally calls on this group for assistance in 
community outreach programs, victim transportation, and 
court accompaniment of child victims. 

The consultant positions from the Seattle and King County Police Departments, 
Children's Protective Services, and the King County Prosecuting Attorney's 
Office were retained under the LEAA grant for a more general purpose: to 
meet as a team with the Sexual Assault Center staff to develop and institute 
new techniques to make criminal justice proceedings less threatening to the 
child victim, and to participate in technical assistance presentations around 
the country. Because team members' work with the new project would not be 
part of their routine job requirements and they would have to meet on their 
own time, the Center staff felt that the best way to ensure continuing parti­
cipation was to develop a contract and pay each team member a consultant fee. 
Now that the LEAA grant has expired, the Sexual Assault Center can no longer 
compensate these people for their participation in the weekly meetings. Over 
the years, however, the team members have formed a friendly alliance among 
themselves, and the rewards they receive from each other as a voluntary 
"support group" will sustain their continuing involvement. The various 
methods used by the Sexual Assault Center to achieve interagency coordination 
are described more fully in Chapter 13. 

3.2 Staff Recruitment and Training 

Because the Sexual Assault Center is located in Harborview Medical Center, 
which is a teaching hospital of the University of Washington, all Center 
staff are recruited through the University. Job listings are formally 
posted, and the hospital's personnel department conducts the initial screen­
ing of all applicants. At a minimum, project counselors must be master's 
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The child's home may be a more comfortable setting for a counseling 
session. Photo by Charlie Kirry, Harborview Medical Center 
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level social workers with some related e;;"perience. Interviews with job 
applicants focus on clinical skills, attitudes and beliefs about sexual 
assault, and whether t~ey are comfortable working both with child and adult 
victims. Applicants are told they must be able to deal with the crisis 
atmosphere that pervades the Center's day-to-day activities. They are also 
forewarned that conflicts may arise in their attempts to advocate for clients 
within other agencies, but that they must be persistent. 

The Sexual Assault Center has experienced relatively little turnover among 
its counseling staff. Consequently, when a new counselor is hired--typical­
ly, upon award of a new grant or contract--training is provided on a highly 
personalized level. Initial orientation to the Center and its activi­
ties consists of assigned readings on topics of child development, sexual 
abuse, and the criminal justice systemi observation of veteran Center staff 
during counseling sessions; and an introduction to the other agencies with 
which the Center works. This orientation period continues for about one 
month. 

The new counselor then assumes a limited caseload under close supervision 
from a senior counselor for another six months. Case charts, on which the 
counselor records the actions taken in the course of therapy, are used to 
moni tor the counselor's perf ormance. Weekly staff meetings provide a forum 
for advice, consultation, and ongoing training for the counseling staff, as 
\1Tell as discussion of more general issues pertaining to the Center, such as 
the need for more physical space or the Center's approach to upcoming funding 
opportunities. 

3.3 Client Profile 

The Sexual Assault Center serves anyone alleged to have been sexually as­
saulted or abused. While the Center technically serves only King County, 
approximately ten percent of its clients reside elsewhere. 

Child sexual assault or abuse is defined by the Center as "overt sexual 
contact between an adult and a child, or between a child and a person who 
is significantly older or larger, or where force is used." For the purposes 
of case management and statistics, a child is defined as being age 16 or 
younger. Since 1978, the first full year in which the Center received fund­
ing for the Child Victim/Witness Project, child victims have accounted for 
more than half of the Center's total caseload, 53 percent in 1980. 

Table 3.1 on the following page presents descriptive data for the child vic­
tims treated by the Sexual Assault Center. Eighty-three percent of the 
victims are girls, and 17 percent are boys. Thirty-eight percent of the 
victims are 13 to 16 years old, 62 percent are under age 13 i 17 percent 
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Table 3.1 
Child Victim Chari.lcteristics, 1980: 

Victim Characteristics 

Total Victims 

Sex: 

Males 
Females 

Age: 

0-4 years 
5-8 years 
9-12 years 
13-16 years 
Unknown 

Race: 

Caucasian 
Black 
Dpanish American 
Native American 
Asian 
Other 
Unknown 

Relationship to Offender: 

Intrafamily 
Natural parent 
Step-parent 
Other parental figure* 
Other relative** 

Non-family 
Acquaintance 
Stranger 

Unkn01lm 

Sexual Assault Center 

Number 

730 

'124 
606 

127 
172 
155 
275 

1 

551 
60 
10 
16 
5 

18 
70 

373 

326 

31 

Perceht 

(17%) 
(83%) 

(17% ) 

(24%) 
(21%) 
(38%) 
« 1%) 

(76%) 
(8%) 
(1%) 
(2%) 
(1%) 
(2%) 

(10%) 

(51%) 

(46%) 

(4%) 

* Adoptive or foster parent, parent's partner, gt'andparent. 
**Uncle, sibling, cousin, other relative. 

Source: Sexual Assault Center Statistics, ~anuary-December 1980. 
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129 
103 
78 
63 

229 
97 

\\ 

(18%) 
(14%) 
(11%) 

(9%) 

(31%) 
(13%) 
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are not' yet five years old. Child sexual abuse occurs among all ethnic 
grou1j's, in proportions that resembl~the ethnic breakdown of seat:le gene:-­
ally: 87 percent white, seven percent black, one percent Nat1ve Amer1-
can, four percent Asian, and one percent "other." Table 3.1 also indicates 
that approximately half of the Center's child clients are victims of intra~ 
family abuse, where the perpetrator is a parental figure or relative. Only 
1~ percent were abused by strangers. 

Center staff collected data on the nature of the coercion and abuse suffered 
by 677 child victims treated by the Center between October 1977 and July 1979 
(see Table 3.2). These data show that a significant proportion of these 
children were subjected to actual or threatened physical force, and that the 
nature of abuse spanned the full range of sexual behaviors. 

Table 3.2 
Nature of Coercion and Abuse 
Inflicted Upon" Child Victims: 

Sexual Assault Center 

Nature of Abusive Incident 

Total Victims 

Nature of Coercion 
Used force 
Force threatened, 
Adult coercion 
Tangible enticements 
Other 
Unknown 

Nature of Abuse (totals more than 100%) 
Genital fondling 
Vaginal intercourse 
Oral-genital contact 
Attempted intercourse 
Forced masturbation 
Digital penetration 
Anal intercourse 

Number 

677 

180 
99 

280 
34 
21 
63 

353 
203 
169, " 
1,20 
72 
61 
49 

Percent 

27% 
15% 
41% 

5% 
3% 
9% 

5'7% 
33% 
27% 
19% 
12% 
10% 

8% 

Source: Sexual Assault Center Statistics, October 1977-June1979. 

""'j 
J 

1 U. S. Department of Commerce, Social and Economic Statistics Admin­
istration, Bureau of the Census, 1970 Census of Population, Vol. 1: Charac­
teristics of the Population, part 49, Washington, p. 49-55. 
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The Center' also has f9und .that child clients are likely to suffer repeated 
incidents of abuse, especially if the offender is a frunily member. Table 3.3 
below shows that, in 1980, 82 percent of incest victims suffered repeated 
incidents of abuse, compared to 29 percent of non--incest victims treated by 
the Center. Conversely, fully half of the non-incest victims suffered a 
single incident by a ~ingle assailant, compared to only flO percent of incest 

II victims. 
,) 

Table 3.3 
Number of Assailants and Number of Incidents 

Reported by Child Victims, 1980: 

Multiple Incidents 

Single assailant 
Multiple assailants 

Single Incident 

Single assailant 
Multiple assailants 

Unreported 

TOTAL 

*Errors due to rounding. 

Sexual Assault Center 

All Child Victims Incest Victims 

353 
54 

407 

216 
27 

243 

80 

730 

(48%) 

--L?!2. 
(56%)* 

(30%) 

-Llli 
(33%)* 

( 11%) 

276 
30 

306 

37 
5 

42 

25 

373 

(74%) 

~ 
(82%) 

(10%) 

..JJ.!l 
(11%) 

(7%) 

Non-Incest 
Victims 

77 (22%) 
24 l..2!l. 

101 (28%)* 

179 (50%) 
22 Llli 

201 (56%) 

55 (15%) 

357 

Source: Sexual Assault Center Statistics, January-December 1980. 

In sum, the Sexual Assault Center treats a large number of children who have 
suffered various forms of sexual abuse, often at the hands of a family mem­
ber. Victims are both male and female and come from all et.~nic groups. 
Most children seen at the Center are pre-adolescent 1 some are mere infants. 
Like adult rape victims, children are often subjected to a range of sexual 
acts, often commi tted by force or the, threat of force. The v.ictims are 
likely to have suffered repeated incidents. Chapt~r 4 describes the clinical 
services provided to these children by Sexual Assault Center staff • 

34 , . 

", 

·1·.

'···.1 . '1 
.J 

1.:.1 

II t·; 

>. 

.. 1 
.J 
¥l 

j 

'/ 

i 
; 
\:1 

I 
~ 
l 

CHAPTER 4: CLINICAL SERVICES 

This chapter focuses on the Sexual Assault Center's approach to clinical 
treatment for child victims of sexual abuse. It describes the medical exam­
ination and continuing care provided by Center pediatricians and presents 
the counseling techniques employed by the Center's social workers • The 
Center's intervention with offender therapists and social service and crim­
inal justice agencies is discussed in Chapter 5. 

4.1 Referral Sources 

Child victims of sexual ·abuse are referred to the Sexual Assault Center from 
a number of sources. Table 4.1 lists referral sources for 1980, distinguish­
ing between incest and non-incest victims. Overall, most child victims were 
referred by law enforcement agencies (18 percent) and Children's Protective 
Services (34 percent). Incest cases were more likely than non-incest cases 
to come from Children's Protective Services (CPS), which is consistent with 
that agency's mandate to receive reports of intrafamily abuse and neglect,. 
Conversely, non-incest victims were more likely than. incest victims to be 
referred by police. 

Virtually all cases of child sexual abuse occurring in the Seattle vicinity 
and reported to police or CPS are referred to the Sexual Assault Center for 
treatment. The director of CPS' Sexual Abuse Unit estimates that. 95 percent 
of. her Unit's cases are shared with the Center. Officers in the Seattle and 
King County Police Departments routinely refer and transport victims to the 
Sexual Assault Center. Officers of the Bellevue P~lice Department, the third 
major law enforcement agency iI?, the area, do not. typically transport victims 
to the Center since there is a closer emergency room in their jurisdiction, 
but they do inform victims and'families of the Center's services. 

4.2, Overview of Client Services 

Once a child sexual abuse victim is referred to the Sexual Assault Center, 
whether by telephone or in person, a full range of treatment services b~comes 
available. These services fal~ into three general categories: medical care, 
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Table 4.1 
Referral Sources for Child Victims, 1980: 

Sexual Assault Center 

Total Incest Non-Incest 
Victims Victims Victims 

Children's Protective Services (CPS) 251 (34%) 192 (52%) 59 (17%) 
Police 129 (18%) 24 (6%) 105 (29%) 
Family of client 72 (10%) 34 (9%) 38 (11%) 
Social service agency 54 (7%) 30 (8%) 24 (7% ) 
Other medical facility 53 (7%) 31 (8%) 22 (6%) 
Friend or neighbor 33 (5%) 13' (4%) 20 (6%) 

. Self 34 (5%) 10 (3%) 24 (7%) 
Prosecutor 27 (4%) ,8 (2%) 19 (5%) 
Rape Relief (volunteer organization) 23 (3%) 3 (1%) 20 (6%) 
Other 25 (3%) 15 (4%) 10 (3%) 
Unknown 29 (4%) 13 (4%) 16 (4%) 

TOTAL 730 373 357 

Source: Sexual Assault Center Statistics, January-Decerr.ber 1980. 

counseling, and legal advocacy. A child victim may receive any or all of the 
Center's services, depending on what is needed. Table 4.2 below shows the 
various combinations of services provided by the Sexual Assault Center to 
child victims in 1980. Virtually all received at least some form of coun­
seling, 41 percent received medical care, and 31 percent received legal 
advocacy assistance. More detail on each of these services is provided in 
the sections which follow. 

4.2.1 Medical Care 

The initial medical examination of a child sexual abuse victim serves three 
purposes. From a medical standpoint, the primary purpose is to detect 
injuries, pregnancy, or venereal. disease that may have resulted from the 
abuse. From a law enforcement standpoint, the initial exam is critical for 
collecting forensic evidence if the abuse occurred within 48 hours of the 
exam. (In 1980 I only 18 percent of the child victims contacted the Center 
within 48 hours of the incidept.) From a. counseling standpoint, it provides 
an c~portunity for the physiciaI~ to reassure the child and her fam:i).y,~that 
she ~s not physically "different" from other children because of the sexual 
abuse. 
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Table 4.'2 
Direct Child Client Services, 1980*: 

Sexual ~~sault Center 

Total Incest Ncn-Incest 
Child Victims Victims Victims 

Counseling only 306 (42%) 173 (46%) 133 ( 37%) 
Counseling and legal advocacy 128 (18%) 68 (18%) 60 (17%) 
Medical only 18 (3%) 8 (2%) 10 (3%) 
Medical and counseling 185 (25%) 67 (18%) 118 (33% ) 
Medical" counseling, and legal advocacy 93 (13%) 57 (15%) 36 ( 10%) 

TOTAL 730 373 357 

*The figures in this table refer only to services provided in the calendar 
month of the client's initial direct contact with the Center. 

Source: Sexual Assault Center Statistics, January-December 1980 

Only persons whose lives are in danger take priority over child sexual abuse 
victims who are brought to the emergency room. Social workers are in the 
emergency room around-the-clock and have been trained by Center 'staff to 
respond appropriately to child sexual abuse victims. Typically, the social 
worker briefly interviews the child and family (or accompanying adult) to 
assess the nature of the abuse or assault and, to determine whether immediate 
medical treatment is required. If so, the social worker will contact a 
pediatric resident in the hospital and apprise him or her of the incident so 
that the child will not need to be questioned again. > All hospital resident,s 
are trained periodically and supervised by the Sexual Assault Center's pedia­
tricians (see Chapter 6), making them sensitive to the child's medical and 
emotional needs and fully aware of the evidentiary requirements for criminal 
investigation. 

Emergency room procedures apply only to 17 percent of the Center's child 
victims. The remainder have no immediate medical tt,auma and go directly to 
the Sexual Assault Center for counseling. Still, u-'flless the child has been 
examined by a private physician or clinic, the Center schedules a routine 
medical exam through the hospital's outpatient Pediatr.1.cs Clinic. An examin­
ing room desi<;l11ated for sexual assault victims (adult and child) is equipped 
for collecting the' necessary medical evidenceandcondt:,cting a gynecological 
exam. A medical. protocol designed by the Center's staff pediatrician ( see 
Appendix A:" 1 ) guides the examination and instructs the i~hysiCian to use the 
least intrusive techniques possible. Far example, if ext~rnal signs and the 
child '5 report show no apparent evidence of attempted va::IJinal penetration, 
there is no need to subject the child to a complete. vag:i,nalexamination. The 
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physician may hold a small child on his or her lap'rather than making the 
child lie down on the table. If the child desires, the emergency room social 
worker will remain with her throughout the exam. If injuries are present, 
they are photographed as legal evidence of abuse. 

According to the Center's protocol, the child is routinely scheduled for a 
follow-up exam after one week to test for gonorrhea, and again after eight 
weeks to test for syphilis. The emergency room social worker arranges 
for the child to meet with a counselor from the Sexual Assault Center, 
usually within a day or two, and the Center counselor is responsible for 
monitoring the child's compliance with the follow-up examinations. 

Forty-one percent of the children treated by the Center in 1980 received 
medical care at Harborview Medical Center (see Table 4.2 above). Non-incest 
victims were more likely than incest victims to receive medical care at 
Harborview (46 percent vs. 35 percent respectively). This is because nonfam­
ily cases tend to involve single, violent assaults, compared to the prolonged 
abuse which typifies an incestuous situation. Also, Center staff have 
observed that increasing numbers of child sexual abuse victims are being 
treated by private physicians or community clinics. Staff pediatricians have 
done extensive outreach to these groups to ensure that these children are 
properly diagnosed and treated and to encourage physicians to collect medical 
evidence where possible before referring the victims to the Sexual Assault 
Center for counseling. 

4.2.2 Counseling 

Regardless of how closely the disclosure of sexual abuse follows the actual 
event, Sexual Assault Center counselors consider the victims to be in a 
crisis situation. They provide crisis intervention services, short-term 
counseling, and long-term therapy in some cases. Individual counseling 
sessions may be held at the Center or at the victim's home. Centrally 
located in downtown Seattle, Harborview Medical Center is easily accessible 
by public transportation. 

Center counselors name t,hree major goals of victim therapy: ( 1) to see that 
the child is no longer.in a potentially dangerous environment~ (2) to assist 
the child in addressing th.e impact of the. incident on her life (this may be 
impractical for very young children) ~ and (3) to ensure that the victim 
understands and believes that she was in no way responsible for the abuse and 
that there is nothing ''1rong with her. The victim's parents must plan how 
they will protect the child in the future~ they must come to grips with the 
impact the abuse has had on their own lives; and, in incest cases,they must 
decide whether they will continue to share a household. 
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The parents '; response to the child's initial disclosure of sexual abuse is 
usually a critical factor in determining the child's own response. For 
example, a three-year-old who tells, her mother that her babysitter was 
playing "doctor" with her probably has no awareness of the sexual nature of 
their "game." If the parents' reaction to this report is stronglynegati ve, 
the child may begin to blame herself for doing something wrong. The mother's 
reaction in incest cases is especially critical, for if she chooses to be­
lieve that the offender, usually her husband, is not at fault, her daughter 
is likely to feel confused,. guilty, and alone. Consequently, in the initial 
counseling session, the Center social worker assesses the parents' ability to 
cope with the situation and to prote~t the child from further abuse. 

The frequency and intensity of counseling depend on several factors. Cases 
requiring the most immediate and urgent treatment include children in danger 
of being remolested, children who have no support system other than the 
Center (i. e., whose parents or guardians do not believe them), and children 
(or families) who have especially severe reactions to the abusive incident. 
If the offender shares the household, the first order of business is to 
separate the child from the offender. State law requires the Sexual Assault 
Center to report such cases to Children' s Protective Services, which then 
initiates proceedings to assure the9hild's continued safety. Although 
Center counselors strongly encourage a report to police in all cases, the 
decision is reserved for the child and family. (The frequency of reports to 
CPS and police are di'scussed in Chapter 5.) 

,The child's parent or guardian is asked to sign a release of confidentiality 
form, a request that is only rarely refused. This guar.antees that the Center 
can coordinate with CPS, police, and prosecutors to arrive at a treatment 
plan that is most advantageous to the child and £am~lY. It also means that 
the Center can discuss the case with offender therap~sts, compare the offend­
er's version of the incident against the victim's version, and work toward 
integrating counseling plans for various family members (see Chapter 5). 

The Center describes its approach to therapy as "an eclectic one which 
attempt1 to meet the victim at her level in respect to her feelings about the 
abuse." Of course, the techniques are modified according to the victim's 
age and the nature of the abuse. Although incest victims typically require 
the most intensive intervention, Center staff also recognize the medical and 
emotional concerns of the non-incest victim and counsel them accordingly. In 
all cases the counselor provides a forum for the victim to express her 
emotions ~nd to receive encouragement and support, ultimately helping the 
victim to expiate fee!lings of guilt, responsibility, and ~l~me. II The c~un~e~­
or also introduces cmd models. assertive skills, emphas~z~ng the v~ct~m s 
right and ability to make decisions for herself about her body and other 

areas of her life." 

1university of Washington/Sexual Assault Center, Grant application 
to the National Center on Child Abuse and Neglect: "Regional Child Sexual 
Abuse Treatment Training Institute, II ,May 1980. 
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Small children often use dolls to describe what happened to them. 
Photo by Charlie Kirry, Harborview Medical Center 
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In incest cases, victims often feel that they were to blame for the offend­
er's actions and the subsequent upheaval of the family. The critical goal of 
therapy is for the victim to understand that she was exploited and that the 
offender was solely responsible. Therapy with the mother and siblings 
follows much the same pattern. Early counseling sessions may focus on the 
logistics of finding food and shelter if the mother and children are leaving 
home. Once the family's living arrangements are settled, the counselor helps 
them deal with their feelings of isolation and the effects of the abuse on 
their lives. Important issues include the family's victimization and the 
mother's feelings of guilt and responsibility. The counselor helps the 
mother to understand that her primary role is to protect her children, and 
that the offender must accept full responsibility for the incest. The 
counselor then explains the mother's role in encouraging the offender to seek 
treatment and helps her to assess her options with regard to her marriage or 
her partner. center staff have developed several handouts which are given to 
families to explain the Center's view of sexual abuse as the offender's be­
havioral problem. 

To help victims and families overcome feelings of isolation and "being 
different," the Center also leads support groups for adolescent victims and 
for wives or partners of sexual offenders. These groups are conducted by 
social workers from the Center and an offender therapist is involved in the 
mothers' group. The Center also helped to plan for additional support groups 
wi th the Youth Service Bureaus under a special "mini-grant" from King 
County: two groups for pre-adolescent victims, two groups for early adoles­
cent victims, two groups for older teens, one group for sexually abused boys, 
and one for siblings of victims. Finally, a highly structured, six-week 
support group is offered for adult women who were molested as children. 

Individual and group therapy will continue for as long as the client desires 
or as required by the court or Children's Protective Services. The Center 
makes it a firm policy to allow the victim to guide the course of therapy in 
terms of length of treatment, although staff will sometimes encourage clients 
to continue their therapy. The average length of treatment depends on the 
type of case, and can range from several weeks to over a year. 

Occasionally, the Center will refer victims who appear to be severely dis­
turbed to a psychologist or psychiatrist for evaluation, diagnosis, and 
treatment. Sometimes the court or the child's attorney will request such an 
evaluation. For some cases, the distance between a child's home and the 
Sexual Assault Center may preclude frequent visits, either at the Center or 
at the child's home, so Center counselors will refer the family to therapists 
who are more conveniently located. Through the Center's outrealch and train­
ing activities, they have identified therapists and counselors throughout 
Washington state whose approach to treatment is consonant with that of the 
Center, and feel comfortable referring families when it is necessary. Still, 
Center counselors often maintain contact with these counselors, particularly 
if the child or other family members attend group sessions at the Center or 
if the offender is in treatment and the family intends to reunite. 
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4.3 Summary of Clinical Approach 

To a certain extent, the Sexual Assault Center has adopted a fairly tradi­
tional social work approach to victim treatment that emphasizes indivi­
dual and group counseling, identification of social service needs and the 
resources to fill them, and intervention with appropriate agencies and 
bureaucracies on behalf of their clients. But a major point of departure 
from many victim treatment programs, particularly those treating incest 
cases, is the Center l s decision not to treat offenders as part of the family 
unit. Instead, the Center has actively sought to identify, develop, and 
coordinate with experienced sex offender therapists. Reconstitution of the 
family, if desired, is not attempted until all' are assured t,hat the offende:r.' 
is sufficiently rehabilitated, the victim fully understands that she was not 
to blame, and the mother understands the significance of her role in pro­
tecting the child. A second major point of departure in the Sexual Assault 
Center's approach is the degree of its involvement with the criminal justice 
system, as described in the following chapter. 
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CHAPTER 5: COORDINATION WITH OTHER AGENCIES 

In many communIties, child protection agencies and law enforcement agencies 
appear to work at cross-purposes: the child protection workers attempt to 
keep families intact wherever possible, and law enforcement officers attempt 
to apprehend offenders and bring them to justice. These goals tend to con­
flict when the offender is a family member. Through effective advocacy, the 
Sexual Assault Center has succeeded in convincing child protection and crim­
inal justice personnel that they do, indeed, share a common goal: namely, 
to protect the child victim and other potential victims from future abuse. 
Center staff believe strongly that the criminal justice system I s clout is 
vital in ensuring that offenders receive treatment and that children are pro­
tected. Also described in this, chapter are the ways in which victim and 
offender treatment plans are coordinated for incestuous families wishing to 
reunite. Together, the Sexual Assault Center, Chil~en's Protective Servi­
qes, key criminal justice agencies, and offender therapists have developed 
a system of case processing that benefits e'lTeryone--especially the child. 

5.1 Coordination with Children's Protective Services 

Under Washington s tate I s child abuse and neglect statutes, Children's Pro­
tecti ve Services (CPS) is the agency mandated to recei ve all reports~\ of 
child abuse perpetrated by a caretaker or parental figure, including int~~­
family sexual abuse. CPS is then~esponsible for investigating the report to 
determine whether abuse did, in fact, occur al1Q. whether the child is in a 
threatening environment. This inveetigation is typically completed within 
four weeks. If CPS finds that the, child was sexually abused, they may 
petition the Juvenile Court for a no-contact order on the offender. If the 
victim's mother appears unable to protect her child from continuing abuse, or 
if the offender does not comply with the no-contact order, CPS can petition 
the Juvenile Court for an order removing the phild from the home, temporarily 
or permanently. This latter action is taken, only as a last resort, for two 
reasons. First, separating the victim from the family in this way may sug­
gest to the child that she is to blame for the abuse. Second, Center staff 
cite incidents where the father, left in the home after the victim was placed 
elsewhere, molests other children in the family • 
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Upon finding that a.buse or neglect has occurred, the Juvenile Court may im­
poce orders requiring the offender, victim, or other family members to.under­
go treatment. CPS is responsible for monitoring the family's compliance with 
the court's orders and for seeing that the family receives the necessary 
mental health and social services. While CPS does provide some counseling 
services directly, most families are referred to other agencies for special­
ized care, housing assistance, income supplements, and other emergency sup­
port. CPS intervention terminates when the caseworker believes there is no 
further danger to the child. 

King County is served by five CPS units, each responsible for a certain geo­
graphical jurisdiction. However, in November 1979, the CPS Sexual Abuse 
Unit, consisting of five social workers, was established exclusively to 
handle cases of sexual abuse in Seattle. (Sexual abuse victims residing 
elsewhere in King County are still treated by the appropriate geographic 
unit.) This new unit owes its existence largely to advocacy efforts of the 
Sexual Assault Center and the unit's supervisor, who has worked closely with 
~ne Center over the years and shares its philosophy and approach to treat­
ment. 

The referrals between the Sexual Assault Center and CPS are reciprocal. As 
mandated by law, cases that come first to the attention of the Sexual Assault 
Center are reported to CPS for investigation, necessary protective actions, 
and development of a treatment plan, which may include assistance with tem­
porary shel ter or income in addition to various forms of counseling ~ In 
1980 , 82 percent of the Center's incest cases were reported to CPS. In 
turn, cases that are reported first to CPS are almost invariably referre~ to 
the Sexual Assault Center for medical care, counseling, and legal advocacy 
services. The supervisor of the CPS Sexual Abuse Unit estimates that her 
unit sees approximately 45 new cases per month, and that nearly all of them 
are also clients of the Sexual Assault Center. 

Together, the CPS Sexual Abuse Unit supervisor and Center staff developed a 
standard protocol (see Appendix A-2) which instructs the CPS caseworker to 
notify police after a report of intrafamily sexual abuse has been substanti­
ated to the caseworker's satisfaction. A special form ensures that police 
receive standard information on each referral. The protocol also delineates 
the respective responsibilities of CPS and police investigations: the CPS 
caseworker focuses solely on the child victim and other non-offending family 
members; the assigned police detective is responsible for interviewing the 
alleged offender and for investigating any criminal activity •. 

1 Included in the 18 percent of incest cases not reported to CPS are 
cases involving a relative not residing in the child's horne (such as an uncle 
or cousin) where Center staff have determined that the abuse is not likely to 
recur, and cases involving an older sibling, which do not mandate a report 
to CPS or police under Washington law. Still, nearly one-fifth of the 
incest cases not reported to CPS were reported to police for investigation. 

~ , 
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5.2 ·Coordination with the Criminal Justice SystE!m 

5.2: 1 Law Enforcement Agencies 

Washington larl;';'manda1:cs that incidents of coild sexual abuse be reported to 
eith7r law enforcement authorities or CPS. While the Sexual Assault Center 
:out~ne:y reports ,to CPS all cases involving a caretaker or parental figure, 
~~s pol~cy regard~ng reports to police in any case, regardless of the rela­
t~onshi~ between victim and offender, is to leave the decision to the victim 
and, fam~ly. In 1980, 56 percent of the Cent:er' s child cases were reported to 
poI~ce. 

Of the 26 law enforcement ,agencies in Ki~g County, three are significant to 
the Sexual Assault Center ~n terms of the 'volume of child sexual abuse cases 
reported: the King County, Seattle, and Bellevue Police Departments. 2 The 
Center has developed comfortable relationships with each, anCL}each department 
ha~ ad0.J?te~ many of the Center's suggestions for improving their response to 
ch~ld v~ct~ms. 

Center st~f had lo~g enjoyed a friendly rapport with detectives in the King 
County Pol~ce Department's Sex Crimes Unit, by virtue of their earlier work 
to improve ~ervices for adult rape victims. Consequently, these detectives 
were recept~ve to the suggestions offered by project staff to limit the 
number of interviews required of the child victim. The result was the joint 
police/prosecutor interview, described in Section 5.2.3 below. 

Recently, the King County Sheriff centralized his department, a move opposed 
by the Sexual Assault Center because it dissolved the Sex Crimes Unit. The 
Center met with.the Sheriff and later with County officials in an attempt to 
reinstate the Unit. Shortly thereafter, the three detectives who had com­
prised the Sex Crimes Unit were assigned to a new unit which, although it is 
ru;>t called a Sex Crimes Unit, continues, to handle sexual assault cases in 
King County. 

~n its ~arly years~ the Sexual Assault Center experienced considerable diff­
~culty ~n formulat~ng a rapport with the Seattle Police Department. Various 
commanding officers within the department had· not· been receptive to the 
sug~estions of Center staff or other community agencies. The Center persist­
ed ~n efforts. to reach the Police Department by documenting the problem in 

2 
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The Seattle and Bellevue Police Departments are responsible for law 
7nforcement. within their respective city limits; the King County Department 
~s respons~ble for enforcement in unincorporated areas and municipali.ties 
that do not have their own departments. 
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reports to local, state, and federal agencies. Soon, the Center was asked to 
meet with top officials in the Police Depal:'tm"mt. A new sergeant was assi.gn­
ed to the Sex Crimes Unit, and he has since become a key member of the child 
sexual abuse treatment network in Seattle. This sergeant assisted in devel­
oping a guide for interviewing child victims of sexual abuse (see Appendix 
A-3 and discussion below) and has instituted joint police/prosecutor inter~ 
views fOr cases originating in Seattle. 

The third large law enforcement agency in King County is the Bellevue Police 
Department. Bellevue officers routinely inform child victims and their 
families of the services available from the Sexual Assault Center, but dis­
tance prevents them from transporting the families to the Center directly. 
Through frequent contacts on individual cases, Center staff have developed a 
comfortable rapport with officers from this department. 

5.2.2 King County Prosecuting Attorney's Office 

If the family chooses to press charges, the King County Prosecutin'g Attor­
ney's Office, Special Assault Unit, handles the case. The Chief of this 
unit credits the Sexual Assault Center with instigating its creation in 
November 1979. Some time previously, the Prosecuting Attoipey's Office had 
instituted a sexual assault screening unit. Because such cases often result­
ed in guilty pleas and rarely went to trial, assignment to this unit was 
perceived as good "training" for new attorneys with little trial experience 
ant!. low caseloads. Counselors from the Sexual Assault Center and Seattle 
Rape Relief sponsored training sessions for the prosecutors and recommended 
instituting special procedures especially for child victims. With the strong 
internal support of several newly hired female attorneys, the Prosecuting 
Attorney's Office implemented prosecution for sexual assault victims age 12 
and under. 

Soon the Office saw a large surge of these cases. It became evident that in 
order to implement vertical prosecution on a large scale, and to apply the 
procedures to all sexual assault cases, a separate Special Assault Unit would 
be needed. Today, the Unit is staffed by eight deputy prosecutors who handle 
all adult and child sexual abuse cases (and other chj,ld abuse cases) in King 
County. 

5.2.3 Case Processing 

The poi.nt at which case processing "begins" depends on which agency receives 
the initial report of child sexual abuse. If it is the Sexual Assault 
Center, the case might never be reported to a law enforcement agency because, 
although Center staff strongly encourage a report to police, the decision is 

left with the family. However, if the case involves intrafamily abuse, the 
Center is mandated by law to report the case to CPS, which in turn notifies 
police according to their protocol. If CPS receives the initial report, the 
sequence of events is as described above in Section 5.1. If Seattle or King 
County Police are ,the first to receive a report of child sexual abuse, the 
officer responding to the call briefly interviews the child or parent at th~ 
scene (usually their horne), and informs them of the services available from 
the Sexual Assault Center. 

If the facts warrant and the family is cooperative with continuing investiga­
tion, a detective will arrange for a meeting in which the child and parent 
~will be interviewed by the detective and prosecuting attorney. (In intra­
f~mily cases, the detect,ive notifies CPS as well.) A Center counselor 
usually accompanies the child to the joint police/prosecutor interview and to 
any subsequent proceedings~: 

This interview is conducted in a special room' at the prosecutor's office 
which has child-sized furni ture ~ toys, and books. A one-way mil:'ror allows 
others (CPS or parents, for example) to observe the interview without in­
truding. The prosecutor usually leads the questioning, assisted by the 
interview guide designed by the project, which suggests questions that are 
appropriate to children at differeIi't developmental stages • This a~torney 
will handle the case until final disposition. Like the joint interv~ew and 
use of the one-way mirror, this innovation reduces the "need for repeated 
questioning. Indeed, because most cases result in guilty pleas and. there is 
no trial, the initial interview of the child is often the only one "required. 

For the small fraction of cases that go to ,trial, the Sexual ,Assault Center 
provides additional support services. A counselor accompanies the child and 
family to all court proceedings, preparing them in advance and debriefing 
them afterwards. Although the "hearsay" rule preclude,s them from testifying 
on behalf of the child, Center counselors and pedi'C:i'i:.ricians frequently serve 
as expert witnesses. Several information packets have been d~veloped to 
supplement the expert testimony, including research on: the l~fe span of 
sperm, anal assault, characteristics of sexual abuse victims, and Rape Trauma 
Syndrome. The Special Assault Unit Chief gives enormous credit to the Ce~ter 
for maintaining the family's interest and willingness to pursue prosecut~on, 
supporting them throughout the process and even beyond final disposition. 
Center staff are frequently .:lsked to contribute the,ir suggestions for treat­
ment or incarceration to the' prosecutor's sentencing recommendation to the 
court, and the Special Assault Unit Chief notes a relatively high degree of 
concurrence with the Center's recommendations among judges. 

The Sexual Assault Center also takes the lead in generating and maintaining 
high levels of enthusiasm among the social service and crimi~al justice 
professionals involved with these cases. Each week, representat~ves of the 
prosecutor's Special Assault Unit, Seattle and KiIJ:g Co,:nty Police Depart­
ments, Children's Protective Services, Seattle Rape Rel~ef, and the Sexual 
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Artwork can be used to assess the child's progress in therapy. Photo 
by Charlie Kirry, Iiarborview Medical Center 
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Assault Center meet at the prosecutor's office. While these meetings are 
guided by no formal agenda, they are central to the Center's success in 
introducing innovations to agencies that are traditionally reluctant to 
accept change. During a typical meeting, for example, the ten or twelve 
persons present discussed a case of child sexual abuse reported on a nearby 
military base; the prosecutor had contacted the Special Assault Unit of the 
King County Prosecuting Attorney's Office for advice. Another topic at that 
meeting was the recent sentence imposed on a juvenile who had been convicted 
of sexually assaulting several women and girls. Sexual Assault Center staff 
were disappointed that this offender, whom they believed needed residential 
treatment, had been returned to the community on probation, and the entire 
team discussed ways of enhancing their involvement in Juvenile Court deci­
sions. 

To summarize, the Sexual Assault Center can be credited with helping to 
develop and implement several innovations in the handling of child victims 
of sexual abuse: 

• joint interviews by police and prosecutors; 

• a children's interviewing room at the prosecutor's 
office equipped with a one-way mirror; 

• vertical prosecution; 

• the Special Assault Unit in the prosecutor's office; 

• the Sexual Abuse Unit in Children's Protective Services; 

• standard protocols for reciprocal referrals among 
police, CPS, and the Sexual Assault Center; 

• an interview guide that suggests appropriate 
questions for children at different developmental 
levels; and 

• weekly meetings of all personnel who are involved in 
handling these cases. 

The Center's approach has created a team of professionals from agencies that 
historically have been isolated, joining them in a common effort to help 
child victims and offenders. 

5.3 Coordination with the Juvenile Justice System 

The Sexual Assault Center to date has had less success in instituting change 
'within the juvenile justice system. Child sexual abuse cases in which the 
alleged offender is a juvenile are investigated by the juvenile divisions of 
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the respective police departments. Center staff report that officers in 
these divisions remain unconvinced of the Center"·s approach--particularly the 
need for offenders to receive treatment--and, therefore, are less cooperative 
in referring these cases to the(, Sexual Assault Center. In the Seattle Police 
Department, the Chief of the Sex Crimes Unit has proposed that all sexual 
abuse cases involving a child victim be assigned to his unit, regardless of 
the alleged offender's age. Cent.er staff are also attempting to resolve the 
problem by working more closely with individual officers in these divisions. 

Similar difficulties characterize the Center's interaction with attorneys in 
the Juv.enile Division of the King County Prosecuting Attorney's Office. This 
division has not yet implemented the joint interviews and vertical prosecu~· 
tion that characterize the Special Assault Unit's approach. However, office 
policy requires attorneys to rotate through the various divisions every six 
months. To date, three attorneys who had worked with the Special Assault 
Unit have since been transferred into the Juvenile Division. They have high 
expectations of bringing the innovations of the Special Assault Unit along 
with them. 

5.4 Outcomes of Prosecution 

The charges that most frequently apply to child sexual abuse cases are statu­
tory rape, forcible rape, indecent liberties, and incest. All are feloni es • 
Conviction on the more serious charges of statutory and forcible rape car­
ries a mandatory sentence of up to 10 years either in prison or in western 
State Hospital's inpatient sex offender program. Victims and families in 
incest cases are often reluctant to pursue these charges, for two reasons: 
(1) many do not want the offender to be incarcerated, and (2) such cases 
are more likely to go to trial, thus increasing the tension for the child. 
Incest is rarely charged because it requires proof of a blood relationship 
and carries the minimum penalty of the sex offenses. Consequently, parti­
cularly in intrafamily cases, an initial rape charge is often reduced to the 
lesser offense of indecent liberties. Because conviction on a charge of in­
decent liberties is more likely to carry a sentence of probation on condition 
of treatment, this outcome supports the Sexual Assault Center's goal of ob­
taining treatment for offenders. Cases that are not reduced to lesser 
Charges are typically violent stranger assaults. Center staff clearly recog­
nize that such offenders often are inappropriate for treatment in the commun­
ity and require some form of incarceration. 

Table 5.1 displays the outcomes of 215 child sexual abuse cases filed in the 
King County criminal court in 1980, as of April 1981. Of the 193 cases that 
had reached final disposition, 72 percent were disposed by guilty plea and 
11 percent were convicted at trial, for an overall conviction rate of 83 per­
cent. Six percent of the cases resulted in acquittals and two percent in a 
hung jury. Nine percent were dismissed before trial, for reasons including 
death of the defendant, parent noncooperation, and failure of the child to 
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Table 5.1' 
Disposition of Child Sexual Abuse Cases 

Filed in 1980, as of April 1981 
King County, Washington 

TOTAL CASES FILED 
Cases Pending 
Total Cases Disposed 

Hung jury, not retried 
Acqui t.tals 
Dismissals before trial 

Guilty Pleas 

Felony 
Misdemeanor as charged* 
Reduced misdemeanor 
Insanity plea 

Convictions at trial 

Felony 
Lesser misdemeanor 

Total Conviction Rate 

Trial Rate 

Intrafamily 
Abuse 

120 
12 

108 

2 (2%) 
7 (6%) 

12 (11%) 

79 (73%) 

75 
2 
2 
o 

8 (7%) 

8 
o 

81% 

16% 

Nonfamily 
Abuse 

95 
10 
85 

1 (1%) 
5 (6%) 
5 (6%) 

61 (72%) 

57 
1 
3 
o 

13 (15%) 

12 
1 

87% 

22% 

Total 

215 
22 

193 

3 (2%) 
12 (6%) 
17 (9%) 

140 (72%) 

132 
3 
5 
o 

21 (11%) 

20 
1 

83% 

19% 

*The applicable misdemeanor offense is communication with a minor for immoral 
purpqses. 

Source: Special Assault Unit Statistics, King County Prosecuting Attorney's 
Office. 
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satisfy tests of competency as a witness. The Special Assault Unit Chief 
points out that the nine percent dismissal rate for child sexual abuse cases 
is lower than the rate for adult sexual alt;sault cases, which is 14 percent. 

The table also identifies some variations in outcome between intrafamily and 
nonf amily cas es • Nonfamily cases were lnore likely to go to trial, and the 
outcome of trial was more often conviction than it was for intrafamily cases. 
It is important to recall, though, that even though an intrafamily case may 
be acquitted in criminal court, the family may still fall under the auspices 
of the Juvenile Court which can order therapy upon risk of having the chilo 
removed from the home. The Special Assault Unit Chief observed that intra­
family cases experience lesser success at trial because juries and some 
judges are reluctant either to believe a child who accuses a parent of sexual 
abuse, or to intervene in a family by finding the parent guilty. To counter­
act this problem, prosecutors are relying more heavily on expert witnesses to 
educate juries about the facts of child sexual abuse, and are lobbying for 
legislative changes to the hearsay r~le whereby the victim's counselor could 
testify regarding the facts of the case as related by the child. 

Before sentencing a convicted sex offender, the court frequently will order 
a psychiatric or psychological evaluation to determine whether the offender 
is a sexual psychopath under Washington law. 3 The law defines a sexual 
psychopath as a person whose sexual behavior or proclivities render him (or 
her) a "menace to the health or safety of others" and sets forth explicit 
criteria for assessing whether an offender should be so classified. Those 
who are ruled "sexual psychopaths" by the court may be committed to western 
State Hospital, an inpatient mental health facility, for a 90-day evaluation. 
If this assessment concludes that the offenders do not present a risk to the 
community, they are generally sentenced to probation or jail work-release on 
condition of treatment; sexual psychopaths who are found to be too dangerous 
to be in the community, yet amenable to treatment, will be sentenced to in­
patient treatment at western State for two to three years. Those who resist 
treatment are sentenced to prison. Generally, offenders who do not present a 
risk to the community are evaluated locally and receive treatment as part of 
a probation or work-release plan without undergoing the Western State evalua­
tion. 

As shown in Table 5.2 below, only 14 percent of adults convicted of charges 
relating to child sexual abuse in 1980 were sentenced to jailor prison. 
Nineteen percent were committed to western State Hospital for inpatient 
treatment. By far the majority of convicted adult offenders (67 percent) 
were sentenced to probation or a jail work-release program on condition of 
treatment in the community. Intrafamily offenders were more likely than 
nOnfamily offenders to receive a sentence that incorporates treatment (74 
percent and 59 percent, respectively). The King County Probation Department 

3 
R.C.W. Chapter 71.06. 
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Table 5.2 
Sentencing: Outcomes or Child Sexual Abuse Cases 

Filed in 1980 and Sentenced as of AEril 1981 
King County, Washington* 

Intrafamily Nonfamily 
Abuse Abuse Total 

Total Sentences 80 75 155 

Treatment only 18 (23%) 11 (15%) 29 (19%) 

Treatment + jail time 
(work-release) 41 (51%) 33 (4,4% ) 74 (48%) 

Straight jail « 1 year) 0 (--) 4 (5%) 4 (2%) 

Inpatient treatment 
(Western State) 13 (16%) 17 (23%) 30 (19%) 

Prison (> 1 year) 8 (10%) 10 (13%) 18 (12%) 

*Initial sentence only. Does not reflect offenders who fail ,:to comply with 
community treatment requirements and are, later sentenced to imprisonment or 
residential care. 

Source: Special Assault Unit Statistics, King County Prosecuting Attorney's 
Office. 

monitors' the offenderE1' compliance with community-based sentences and can 
recommend that the coillrt reconsider the sentence if the offender fails to 
comply. The Special AI3sault Unit does not keep data on the frequency of such 
recommendations. 

While statistics are not available for juveniles prosecuted for child sexual 
abuse, the sentencing options resemble those available for adult offenders: 
incarceration, probat±:on on condition of treatment in the community, and com­
mitment to a resident,Lal treatment facility. The Adolescent Clinic, run by 
the University of Washington, was tho first treatment program :!-n the country 
exclusively for juven:i.le sex o.ffenders. The Clinic treats a mixed outpatient 
population of voluntary clients and those under court order. Directors of 
the Adolescent Clinic: recently developed an inpatient program for juvenile 
sex offenders at a rElsidential facility; a second juvenile residential pro­
gram is in the planni11g stages. 

The Sexual Assault Cell1ter played a key role in expanding the use of treatment 
p:t'ograms as a sentenoing option for sex offenders. Center staff worked to 
identify mental health counselors and therapists who shared their philosophy 
of child sexual abuse and to develop their treatment programs through 
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educational support and referrals. The Center's suggested referrals for 
convicted offenders are often incorporated into the prosecutor's sentencing 
recommendation to the court, which usually concurs. As a result of the 
Center's developmental efforts, there are a number of specialized, experi­
enced community-based programs and private therapists to whom sex offenders 
may be referred in the King County area. 

All offender treatment resources recommended by the Sexual Assault Center 
require their clients to sign a blanket release of confidentiality. It is 
absolutely critical for the offender therapist to know the victim's perspec­
tive in order to deal effectively with the offender. Conversely, victims and 
families are often quite concerned about the offender, and information about 
his progress in therapy can help to enhance their own progress. Center coun­
selors maintain regular contact with offender therapists, sharing information 
with them and with family members, monitoring the progress of therapy, deter­
mining when the offender and family are ready for visits and when they are 
ready to reunite, if that is their goal. 

5.5 Summary of Coordination Activities 

The Sexual Assault Center has assumed a "catalyst" role in working with and 
mediating between criminal justice and social service agencies--agencies 
which traditionally have worked independently of each other and, at times, at 
croI5s-purposes. The level of interagency coordination achieved in Seattle is 
exemplified by the supportive weekly meetings among police officers, prosecu­
tors, CPS caseworkers, and Center counselors. Moreover, the Center has suc­
ceeded in identifying a range of offender treatment facilities in the Seattle 
area, and has worked with them towards common criteria for offender placement 
and treatment decisions. As a result of the Center's extensive advocacy ef­
forts on behalf of sexually abused children, professionals who work with 
chilli sexual abuse cases in Seattle now share a philosophy and approach to 
treatment that benefits victims and offenders alike. 
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CHAPTER 6: COMMUNITY OUTREACH ACTIVITIES 

Outreach to the general public and the professional community has ~lway~ b~en 
an integral part of the Sexual Assault Center's efforts to help ch~ld v~ct~ms 
of sexual abuse or assault. If the public at-large :emains u~aware of ~pe­
cial services offered by the project, many children ~n need w~ll ~ una~d~d 
and project resourc~s will be undertitilized. outreach, to, profess~o~aIS ~s 
equally critical, because they may be the first to see v~ct~ms and th~~r f~­
ilies. They must learn to recognize signs of abuse and to empath~ze w~th 
child victims and families if their intervention is to be helpful. Moreover, 
professionals in related fields are likely t~ b~ referra7 sources for the 
project, and their support is vital to the proJect s operat~ons. 

6.1 Community Awareness 

From the Sexual Assault Center's perspective, the ultimate goal of comm~nity 
awareness activities is to increase reporting rates, thereby f~Imell~ng a 
greater number of child victims, family members, and offenders ~nto ~reat­
mente In its initial proposal to LEAA, the Sexual Assault Center descr~bed a 
two-pronged approach that still applies today. The first element is directed 
toward the lay population to explain the scope Of. the problem, how to recog­
nize indicators of child sexual abuse, and what to do if abuse is suspected. 
The second component is designed for professionals--teachers, school nu:ses, 
physicians, and mental health personnel. It focuses largely on how to ~den­
tify victims and encourages the audience to refer suspected cases to the 

Center for treatment. 

community outreach is accomplished in various ways, including radio and tele­
vision appearances, newspaper features, and distribution ~f Center-de~eloped 
brochures and handouts. The brochures are designed for d~fferent aud~ences, 
but all serve to introduce the Sexual Assault Center and its approach to 
treatment. To date, four brochures have been produced: 

• 

o 

"What if your child has been sexually molested 
(for parents of victims); 

" 

"The sexually abused child and the law" (for families 
considering prosecution); 
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• 

• 

"The hardest crisis a woman may ever face" (for mothers/ 
wives); and 

"This pamphlet is for you" (for child victims). 

The brochure for child victims is reproduced in Appendix A-4. The Center 
also distributes several handouts which explain in greater detail the Cen­
ter I s philosophy and approach to treatment, e. g., "Sexual Abuse wi thin the 
Family" and "Sexual Abuse of Children--The Offender." 

All counseling staff accept speaking engagements with community groups 
throughout the Seattle/King County area and sometimes beyond. These presen­
tations typically involve a general discussion, d~stribution of Center ~ro­
chures and other reading materials, and the screen~ng of several short f~lms 
that graphically illustrate the many problems associated with child sexual 
abuse and its treatment. At one recent presentation for school counselors, 
three films were shown (all were commercially produced): 

The first film demonstrated the absurdity of cross-examinations in rape 
trials that force the victim to justify her actions as though she were on 
trial. 

1 
The second film documented a 't:"ap" session of fo~r young women 

who had been incest victims as children ; each woman descr~bed her feel­
ings then and now and explored how the experience has affected her adult 
life. 

:1 The third film is intended for potential child victims themselves. Its 
theme is simply that the child has the right to say "no," even to ~n adult, 
even to a parent. This concept is foreign to many children who are taught 
to obey their elders without question. Because the film is shown to child­
ren as young as four or five, it is instructive to describe its approach to 
this very sensitive topic. 

The film shows three scenarios of attempted sexual abuse. The first is a 
stranger in the playground, offering money to a small boy if he will go for a 
ride in t~he man's car. Fortunately, the boy calls to his older brother, who 
tells the man to go away and later calls the police. The message is clear 
and familiar to most children: never accept anything from a stranger. 

1Rape : A New Perspective. Produced by Su~erhill Productions, Inc., 
available through Motorola Teleprograms Inc., 7 m~n., color. 

2Incest: The Victim Nobody Believes. Produced by the J. Gary Mitchell 
Film Company, San Anselmo, CA, 20 min., color. 

3 Child Molest:ation: When to Say No. Aims Instructional Media Serv-
ices, Inc., Glendalle, CA, 20 min., color. 

.1.) 
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In the second scenario,. a friendly neighbor invites a ten-year-old girl to 
his apartment. Even though she is acquainted .with the man, the girl is im •• 
mediately suspicious. She says th~t her mother would disapprove, and after 
some verbal interchange she runs home, frightened. She tells her mother, who 
reports the man to a local dhild abuse hotline·. In the postscript, we iearn 
that a police check revealed the man to be a known child molester in other 
communities, and that he is eventually hospitalized for treatment. 

The third scenario is a case of intrafamily abuse perpetrated by a stepfath­
er. He and the young girl are home alone watching television when he reaches 
out and pulls her toward him. The little girl tries to fend.him off, and he 
twists her arm. There are no blatant sexual advances. When the mother re­
turns, she takes her daughter to a hospital to have her/arm examined and ex­
plains to her that the stepfather is a sick man. 

J!'ilm presentations are followed by group discussion and a qu~stion-answer 
period. The counselor describes the services provided by the Sexual Assault 
Center and provides a list of names and telephone numbers for other local 
contacts--child abuse and rape hotlines, Children's Protective Services, and 
nearby therapists and clinics. 

The schools have always been a primary target of the Center's public aware­
ness campaigns. Center staff believe that this may ultimately be the most 
effective strategy for preventing child se%ual abuse. Only by alerting the 
children themselves to their rights, the nature of the threat, and the re­
sources available to help them can such a hidden offense be prevented. To 
ensure that parents and faculty understand the need to broach this discom­
forting topic with children, and that they are prepared to answer some 
difficult questions the children may raise, the Center's school program is 
conducted in a sequence of three presentations. The first is for the 
parents (Parent-Teacher-Student Association), the second is for teachers and 
counselors, and the third presentation is for the children themselves. The 
Center reports that its school presentations reached approximately 6,000 
persons over the three years of LEAA funding, and the program is continuing 
on a limited basis. 

6.2 Professional Training 

Professional training activities have always occupied a high priority posi­
tion within the Sexual Assault Center's victim assistance program. Through 
their work with individual cases and the associated daily contacts with 
social workers, mental health counselors, medical personnel, and profession­
als in criminal justice agencies, Center staff are closely attuned to prob­
lems that may arise in the treatment of child victims. And, because the 
Center's interdisciplinary training program is ongoing and routine for most 
agencies that are directly concerned with cases of child sexual abuse, the 
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Center can tailor its training efforts to resolve these problems quickly. 
Although the Center does not formally evaluate its training program, staff 
counselors' believe that victims and families' are receiving better treatment 
from these~agencies than they had in the past. This section describes the 
Center's approach to professional training. 

6.2.1 Criminal Justice Training 

[T]he narrative account of a four-year-old tends to be 
rambling and disjointed, containing both relevant and 
irrelevant details. S/he entertains one thought at any 
given moment and cannot conceive of multiple thoughts as an 
integrate.d whole. For the four-year-old, concepts of time, 
space, and distance are personalized and 'not logical and 
orderly. It is apparent that the abilities of the pre­
school child fall far short of the traditional requirements 
which the legal system has for witness performance, and 
there is nothing that can be done to mak~ a four-year-old 
participate like an adult witness would. 

This excerpt from the Sexual Assault Center's initial grant proposal to LEAA 
fully captures the need for training among criminal justice personnel. 
Learning to tailor questions to a child's '. developmental stage is cri tical, 
because the child's statement is frequently the strongest--if not the only-­
evidence to support a criminal prosecution,., Cases of child sexual abuse 
:r:arely have witness testimony or physical evidence to corroborate the child's 
testimony. Furthermore, intrafamily cases are typicf·l,ly exacerbated by in­
ternal strife that may inhibit the child and foster'l!' lack of cooperation. 
Thus, in order to make the most of a child's testimony, and~~o fashion the 
best case possible, police and prosecutors alike must learn to deal effec­
tively with troubled children and sometimes with equally troubled families. 
Presentations for criminal justice personnel generally cover the following 
topics: 

• nature, incidence, prevalence, causes, and consequences 
of child sexual assault; 

• identification, diagnosis, and treatment of child victims; 

• crisis intervention; 

• interviewing the child victim and the family; 

4sexual Assault Center, "The Sexually Abused Child as a Victim/ 
Witness," grant proposal to the Law Enforcement Assistance Administration, 
1977, p. 10. 
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• family dynamics of child sexual assault; 

• child development; 

• criminal and juvenile justice systems as they relate to 
child sexual assault; and 

• medical examination. 

In the first year of LEAA funding (October 1977-septe~er 1978), the Center 
made 11 presentations to 141 personnel, including police sergeants, juvenile 
detectives, and guardian ad litems for the Juvenile Court (individuals named 
to represent the child in~buse/neglect proceedings). In the project's sec­
ond year, Sexual Assault Center training became a formal part of the training 
program for all new police recruits at the Washington Police Academy. In 
both years I Center staff were key speakers a.t overnight retreats for deputy 
pr,psecutors and police detectives that were co-sponsored by Seattle Rape Re­
lief and the King County Prosecuting Attorney's Office. In the third year, 
the Center added the King County Probation and Parole Department to its list 
of target agencies for training. Over the three years of LEAA support, the 
Sexual Assault Center reached n~flrly 2,aOO criminal jl.1stice personnel in ,the 
State of Washington. Still , cod~selors point to the daily dialogue between 
themselves and various agency members as perhaps the most effective 'means of 
enhancing their knowledge of child sexual abuse • 

To accompany its professional. training ef~orts, the Sexual Assault c-snter 
developed and produced two films. Child Abuse: Police Intervention is 
specifically designed for training police in~effective techl6iques of inter­
viewing abused children. The other film", Double Jeopardy, is bro;ider in 
scope and is used in virtually all professional training and tech~~cal 
assistance provided by the Center. It,~s generally not screened at communi­
ty presentations because its approach assumes that the aUdience is knowl­
edgeable of the criminal justice system. 

Double Jeopardy presents the Center's approach ito victim treatment and its 
emphasis on prosecution of the offender. The f;::fm portrays several scenarios 
of a child victim's experience in the crimin~J justice system: 

• The police detective who interviews the child demands an 
accurate, to-the-minute chronology of events, not 
realizing that young children are incapable of providing 
such an account. 

SChild Abuse: Police Intervention. Available through Motorola Tele-
programs Inc., color. 

6Double Jeopardy. Produced by Cavalcade Productions Inc., available 
through Motorola Teleprograms Inc., 40 minutes, color. 
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• The detective's manner is brusque and disinterested. He 
is repeatedly interrupted by telephone calls and cannot 
follow the child's story. 

• The prosecuto'} uses language that is incomprehensible to 
the child. He is insensitive to the child's intellec­
tual abilities and, like the detective, appears uncomfort­
able ~ith the subject matter. 

While these examples may be exaggerated in the film, they amply demonstrate 
why many families are reluctant· to subject their children to the ordeal of 
criminal prosecution. 

Double Jeopardy also provides examples of cases processed with Sexual Assault 
Center intervention. One victim whose case goes to trial is counseled and 
accompanied at every stage by a supportive Center staff member. A little boy 
is intervie\qed at his horne by a police detective and CPS caseworker who taik 
at the child.' s level. A pediatrician talks comfortingly to a little girl and 
allows her to select the gown she will wear during her exam. Throughout the 
film, the narrator explains the Center's strong emphasis on prosecution and 
the need for medical, social service, and criminal justice personnel to adapt 
traditional procedures to the child victim. 

The film is accompanied by a discussion guide which poses 
considered and discussed by trainees after the presentation. 
address critical issues raised in the film, for example: 

questions to be 
These questions 

• In one scenario, the child's case is prosecuted by a 
female attorney. How important do you think this is in 
eliciting the necessary testimony from the child (and 
her mother)? Are there potential pitfalls in having a 
female prosecutor of a male sex offender'? 

o What reforms could be made in the handling of child 
sexual abuse cases without jeopardizing the defendant's 
right to a fair trial? 

• After the police/prosecutor interview, there is a 
discussion wi'th the child of the merits of proceeding 
with prosecution. Do you think the child is too young 
for such an experience? How can possible additional 
trauma to the child be weighed against the hazards of 
not prosecuting an accused sex offender? 

• Is the defendant's presence likely to affect the testi­
mony of a young child? In such cases, should an excep­
tion be made to the aefendant's right to confront his 
accusers? 
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These questions are intended to provoke serious thought about a number of· 
issues germane to the treatment of child sexual abuse victims. Double' 
Jeopardy is highly acclaimed and received a prestigious film-maker's award. 
It is available commercially for purchase and rental and is also on loan from 
several child abuse resource centers aroun1.l the count:ty. 

6.2.2 Medical and Social Service Training 

Mental health counselors and all new Children's Protective Services casework­
ers are routinely introduced to the Center's services and receive periodic 
training from Center staff. Also, the Center's pediatricians have been par­
ticularly active in training medical personnel. Because Harborview Medical 
Center is a teaching hospital, r.esideht physicians are rotated frequently 
and training on the medical examination, legal evidence gathering ,medical 
care, and counseling of child sexual abuse victims is provided to, each new 
group. Most of these new physicians eventually set up practice in the 
Seattle/King County area so that th€l pool of Seattle physicians who have 
received specialized training in trea't.i,ng ch.i,ld v~ctims continues to grow. 
The Center's pediatricians also work with ,co!llmlIDity clinics and other child­
serving medical facilities in the area, and mos.t. now refer victims to the 
Center for counseling and advocacy services. 

In addition to these formal training sessions, the Sexual Assault Center has 
sponsored several conferences in the community to educate mental health pro­
fessionals on the characteristics and treatment of sex offenders, counseling 
approaches ""ith victims and families, and ways of coordinating with criminal 
justice agen.cies. In its second and third years of LEAA funding, the Center 
provided technical assistance to LEAA Family Violence Projects in 21 loca­
tions. At each site, the technical assistance team conducted community for­
ums or workshops that focused primarily on interagency coordination. To pre­
sent the perspective of each agency involved in the network created in 
Seattle, the technical assistance team usually consisted of a Sexual Assault 
Center counselor, a pediatrician, one or more criminal justice personnel, and 
occasionally a CPS caseworker. 

The Center's pediatricians and counselors have also published a number of 
article.s outlining their philosophy and techniques: 

Anderson, S., and Kennelly, K., "Sexual abuse: 'l'he interface be-' 
tween treatment and the law,1I presented at the Fourth National Con­
ference on Child Abuse and Neglect, Los Angeles, California, 
October 1979. 

Bach,C., et al., IIAdolescent sexual abuse and assault,1I Journal 
of Current Adolescent Medicine (January 1980). 

Berliner, L., IIChild sexual abuse: What happens next?1I Victim­
ology: An International Journal (Summer 1977). 
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Berliner, L., Conte, J., and Nolan, D., "Police and social work 
cooperation: A key in child sexual assault cases," FBI Law Enforce­
ment Bulletin (March 1980). 

Berliner, L' t and Stevens, D., "Special techniques for child witness­
es I" in L. Schultz (ed.), The Sexual Victimology of Youth. Spring­
field, Ill.: Charles C. Thomas, 1980. 

Conte, J., and Berliner, L., "Prosecut ion of the offender in cases, 
of sexual assault against children," Victimol0..9Y. (1980). 

Conte, J., and Berliner, L., "Child sexual abuse: Implications for 
practice," accepted for publication in Social Casework 1 1981. 

As their titles suggest, these publications address all aspects of the treat­
ment of child sexual abuse victims: medical care, counseling techniques, 
criminal prosecution of the offender, as well as the coordination that is re­
quired among physicians, counselors, and criminal justice personnel. 

Based on the Center's demonstrated success in handling child sexua.l abuse 
cases and the quality of training it has provided in Washington state, the 
National Center on Child Abuse and Neglect awarded the Sexual Assault Center 
a grant to establish one of five Regional Treatment-Training Institutes in 
the country. Every six weeks, approximately 25 trainees receive instruction 
and clinical observation at appropriate sites in the Seattle area. Much of 
the training is provided by representatives of the various agencies tied into 
the Sexual Assault Center's network, including police agencies, CPS, offender 
therapists, Seattle Rape Relief, and the King County Prosecuting Attorney's 
Office. The schedule for the first session of the training institute held in 
January 1981 is attached in Appendix A-5. 

6.3 Summary of Community Outreach Activities 

The Sexual Assault Center regards its outreach activities as a critical ele­
ment of child victim assistance. Community awareness presentations are on­
going in a continuing effort to increase reporting levels so that more 
victims will seek and receive medical care and counseling. The Center's 
school program is a preventive measure, designed to alert young children to 
potential threats and to advise them of where they can get help. Finally, 
extensive training has ensured that professionals in related fields will 
recognize indicators of child sexual abuse, know how to interview affected 
children and their families, and work cooperatively with Center counselors 
towards a common goal of improved treatment for child victims. 
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CHAPTER 7: PROJECT DEVELOPMENT AND APPROACH TO TREATMENT 

As its name suggests, the Child Protection Center-Special Unit emerged from 
an existing progt'~m that treated abused children in need of protection. Over 
the years, however, the Special Unit has established its own reputation among 
professionals in Washington, D.C., and beyond who are knowledgeable in the 
field of child se~lal abuse. This chapter summarizes the three-year history 
of the project, presents its stated philosophy and approach, and discusses 
its funding sources. 

7.1 Treatment of Victims Prior to Project Inception 

In 1975, a Child Protection Center was established in Children's Hospital 
National Medical Center as a demonstration project of the National Center on 
Child Abuse and Neglect (NCCAN), an agency of the U.S. Department of Health 
and Human Services (formerly the Department of Health, Education and Wel­
fare). Its purpose was to coordinate medical, counseling, and advocacy 
services for children who are abused by parents or legal caretakers. As the 
Child Protection Center became known within the hospital, physicians began 
referring children who were sexually abused in addition to those who were 
physically abused, without regard to the relationship between the child and 
the offender. While the Child Protection Center did accept many children 
who had been sexually abused by someone outside the immediate family, the 
terms of its grant did not provide for their treatment. Consequently, the 
services that could be provided to these children were somewhat constrained 
by a lack of funds • 

A retrospective study conducted in 1978 found that the Child Protection 
Center treated 151 child victims of sexual abuse in the two and one-half 
years from October 1975 to March 1978 (when the Special Unit began full 
operations) • 1 Only 21 percent of the offenders in these cases were members 

1 . 
Ne~l K. Makstein, Ann Marie McLaughlin, and Carl M. Rogers, "Sexual 

Abuse and the Pediatric Setting: Treatment and Research Implications," paper 
presented at the annual convention of the American Psychological Associa­
tion, New York, New York, September 1979. 
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of the victim's immediate family; the remaining 79 percent were ,outside the 
family (27 percent were other rela ti ves, 35 percent were friends and ac­
quaintances, ,and 18 percent were strangers). Thus, the majority of sexual 
abuse victims referred to the Center were technically ineligible for treat­
ment. 

The study also found that in the period examined, older children tended to 
receive more services than younger children. While the victims ranged in age 
from 11 months to 16 years, the teenagers were more likely to be referred for 
ongoing psychotherapy, and the number of crisis counseling sessions they had 
with staff of the Child Protection Center was considerably greater. Finally, 
the study reported that formal criminal proceedings were undertaken in 36 
percent of the cases, but no outcome data were available. 

The Child Protection Center staff soon learned that handling cases of sexual 
abuse required different procedures and linkages with different agencies than 
did cases of physical abuse and neglect. This was particularly evident for 
cases of nonfamily abuse as opposed to intrafamily abuse. Project staff 
began to develop a grant proposal for a special unit exclusively to treat 
children who had been sexually abused, regardless of their relationship to 
the offender. After exploring several funding possibilities--the National 
Center on Child Abuse and Neglect, the National Institute of Mental Health, 
the Department of Justice--they learned of LEAA's Family Violence Initiative. 
The Special Unit began to take shape in October 1977 with an award of 
$127,480. 

7.2 Philoso::;IJY, Approach, and Early Effort 

The Special Unit states as its primary goal, "to assure improved responses to 
the needs of victims of child seKual abuse and their families in the District 
of Columbia by the legal, medical, and social service systems." It is im­
portant to note that the child is perceived as the principal client, for the 
Unit recognized early in its development that cases of child sexual abuse 
typically pose a choice bel:'ween three c;I.ient targets: the child victim, the 
parent-child relationship, or the family as an entity. In its written.philo­
sophical statement, the Special Unit explains its reasons for ~3elect~ng the 
child as its focus: 2 

1) The child is the dired: victim. Family members develop 
needs in reaction t9 the incident itself and to its 
effect on the child, btlt these may lack the intensit~y 
and immediacy of those of the child. 

2Child 
Policies of 

Protection Center-Special Unit, "The Philosop)ilical Bases 
the Child Sexual Abuse Victim Assistance Project," pp. 
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2) The interests of the child victim may not coincide with 
the interests of other family members (for example, 
when 1~e offender is a close friend or relative of a 
paren1:) • 

3) In in<=est cases there may not be a set of needs common 
to an}{ of the family members. In fact,some needs may 
be inimical to those of other family members. For 
example, the mother may be forced to choose between her 
child and her husband. To prosecute the offender would 
likely entail a family split, and some mothers may elect 
to ac<;:ept an incestuous situation rather than lose 
their husband's company and financial support. Such a 
decision is obviously detrimental to the child, who 
either will continue to be victimized or be removed 
from her home. 

4) Some family members may require individual mental health 
services as a precondition to participation in conjoint 
family therapy. 

In sum, Unit sbaff believe that to select a relationship or group as the 
client could mean that the child victim's needs would be ineffectively 
addressed. In some incest cases, providing family therapy in an attempt to 
keep the family in'tf,",ct might risk further abuse to the child. Indeed, other 
children in the family may also be in danger. Moreover, focusing on the 
parents' relatio:nship may detract from the attention given to the child as 
the ultimate vic1:im of aberrant family dynamics. 

The initial grant proposal set forth five explicit objectives which have 
guided the Unit's; operations ever since: 

• to do(:ument the special needs of victims of child 
sexual abuse and their families and identify methods of 
addressing those needs; 

• to iml?rove the knowledge and skills of law enforcement 
personnel in the sensitive management of victims, 
witnesses, and families; 

• to improve the knowledge, skills, and mutual cooperation 
of medical and social service$, personnel in thecollec­
tion and transmission of evidence and information to 
the l~~gal system; 

• to improve interaction, coordination, and cooperative 
case management among the legal, medical, and social 
service systems; and 
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• 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 
victims and their families. 

The activities associated with these objectives fall into three categories: 
(1) direct clinical services (medical examination and treatment, crisis 
intervention and counseling, and guidance regarding ancillary services and 
criminal justice involvement); (2) education and training for professionals 
and the general community; and (3) research on the nature of child sexual 
abuse and its effects on the victim and family. 

In designing the Special Unit, the Child Protection Center wished to avoid 
transferring expert counselors from the existing program, and so the new Unit 
was to be staffed by new hires. For the month of February 1978, Child 
Protection Center staff helped the Special Unit staff acclimate to their new 
positions, providing a general introduction and orientation to the hospital 
and its procedures, plus some in-service training on the topic of child sex­
ual abuse. They also worked with the Special Unit to develop case management 
and review procedures and associated forms and to establish referral arrange­
ments within the hospital and with community service agencies. The Special 
Unit began providing direct clinical services in March 1978 wi·th a ready 
supply of clients. 

The Special Unit also moved quickly to achieve its educational and training 
objectives. The first contact was the serge$llt in charge of the Metropolitan 
Police Department's Sex Offenses Branch. Discussion centered around two 
topics: collection of medical evidence, and police attitudes toward hospital 
procedures. Through these meetings and observations in several early cases, 
Unit staff learned that police had been misinterpreting one of the key lab­
oratory findings concerning the presence of sperm. A finding of "non-motile 

" b . d sperm was e~ng construe as an absence of sperm, when the sperm were indeed 
present but no longer viable. This problem was especially critical because 
District of Columbia law requires corroborating evidence for all children' s 
testim::my; in sexual abuse cases, which typically lack witnesses, medical 
evidence is often the only source of corroboration. The need for training 
police officers was obvious, not only to familiarize them with relevant medi­
cal language, but to educate them on more general issues: how to discrimi­
nate abuse from normal sexual activity, how to identify when parental neglect 
is a contributing factor, and how to work with hospital personnel and under­
stand their procedures. 

Because the criminal and juvenile justice systems in the District of Columbia 
are complex (as described in Chapter 10), the Special Unit commissioned a 
local attorney to prepare a detailed study of how a case is handled when an 
incident of child sexual abuse is reported to authorities. This document has 
been extremely valuable to Unit staff in their dealings with law enforcement 
officers and prosecutors, and its author was later hired as the Unit's 
criminal justice specialist. 
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Another step taken in the Unit's early stages was to convene its Comm~nity 
Advisory Council. Its membership was diverse, including representatives of 
Children's Hospital, D.C. General Hospital (a public facility), police, 
prosecutors, child advocates, and others. Most of these individuals had 
\-lorked with the Child Protection Center and thus were familiar with the 
issues and problems of child sexual abuse. The Council's primary purposes 
have been to assist in the Special Unit's public education efforts, to 
enhance interagency collaboration, and to identify ways of improving the 
treatment of child victims and their families. The Council's composition and 
functions are discussed in Chapter 11. 

In sum, the first three months of the Special.Unit's operations were focused 
on laying the groundwork for expanding and improving the services available 
for child victims of sexual abuse. Agreements were made with hospital staff 
to ensure that all victims coming to their attention would be referred to the 
Unit. Contacts were made with key personnel of medical, social service, and 
criminal justice agencies. Specific training needs were identified--both 
among police and axoong Unit staff--and steps were taken to address those 
needs. The concrete results of these early activities. are described in 
subsequent chapters. 

7.3 Funding: Past, Present, and Future 

The Child Protection Center-Special Unit completed its third and final year 
of LEAA discretionary funding in January 1981. Table 7.1 shows the project's 
funding history since 1978. Initially funded at $127,480, the Unit soon 
found that the staffing level was inadequate to handle the full scope of 
project activities, and requested additional funding to support an increase 
in clinical and administrative staff. The Unit also requested a three-month 
extension of the grant year (without additional funds) to compensate for the 
late start-up date r&sulting from delays in hiring. Total first-year funding 
thus amounted to $179,398. In its second year, the Unit's total budget was 
$260,324, and third-year funding was $265,857. Children's Hospital National 
Medical Center supplied the required matching funds each year. 

As is true of most human service programs, the bulk of the Special Unit's 
budget pays staff salaries. Attempts to compute an average cost per client 
are futile, however, for several reasons: 

• The Unit does not differentiate its costs by type of 
service p~ovided (direct client services vs. profes­
sional training and community education). 

• Uni t staff do not record the number of hours they devote 
to clinical services. 
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Personnel 

Fringe 

Travel 

Equipment 

Supplies 

Consultants 

Other** 

Indirect 

TOTAL 

(LEAA funds) 

(Children's 
Hospital) 

'l'able 7.1 
Funding History 

'Child Protection Center-Special Unit 

Year 1 
Total 

10/77-12/78 
(includes 
supplement) 

$114,003 

9,690 

3,975 

2,400 

13,350* 

6,950 

29,030 

$; 179 ,398 

($161,176) 

($18,222) 

Year 2 
1/79-12/79 

$161,631 

13,738 

2,222 

700 

2,496 

4,100 

9,330 

66,107 

$260,324 

( $206.,628) 

($53,696) 

Year 3 
1/80-12/80 

$165,198 

14,041 

1,862 

1,300 

1,000 

3,950 

10,940*** 

67,566 

$265,857 

($188,423) 

($77 ,434) 

*First year consultants included curriculum specialists, a film pro­
ducer, and an independent evaluator. The URSA Institute assumed the eval­
uation function in year 2 as part of an LEAA-funded evaluation of family 
violence projects. 

**"Other" includes computer services, emergency room laboratory services 
for clients unable to pay, mental health referrals to the Psychiatry De­
partment, and printing charges. 

***Includes a $9,715 special award to host an LEAA "cluster" conference on 
the subject of child sexual abuse. 

Source: Child Protection Center-Special Unit documentation. 
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• Direct services may also be provided to members of a 
victim's family, but the exact number and extent of such 
services are unknown. 

In anticipation of the expiration of LEAA funding in January 1981, the Spe­
cial Unit worked to adapt a third-party billing procedure already in use by 
the Child Protection Center. As of December 1980, when this procedure became 
effective, clients are charged for the Unit's services if they are covered by 
private medical insurance or by Medicaid, which includes all child victims of 
intrafamily abuse. The Unit's services covered under third-party billing 
include all medical examinations, crisis intervention., mental health screen­
ings~ public health evaluations, counseling, and family therapy. A trial 
application of the third-party hilling system indicated that perha~s 30 per­
cent of the Unit's total costs (1':lpp:r;ox:imataly $80,000) could becoveredt.his 
way. 

Children's Hospital continues to support the Unit with a commitment of 
$77 ,000. Also, the Unit was recently awarded a grant from the National 
Center on Child Abuse and Neglect to treat juvenile intrafarnily sex offenders 
(see Chapter 9 for discussion); this grant amounts to $50,000 for each of 
three years. Two private foundations (the Children's Hospital Board of Lady 
Visitors and the Child Health Center Board) awarded a total of $15,000 to the 
Unit. Finally, the District of Columbia Mayor and City Council authorized 
$100,000 for the unit to be available October 1981. Several additional 
applications with various funding sources are still pending. 

Certainly the primary thrust of the Unit's funding initiatives has been the 
maintenance of its direct clinical services to child victims. Hospital funds 
and third-party billing should suffice to cover most treatment needs. Still, 
the Unit places a high priority on its community education, professional 
training, and research commitments, and continues to seek additional funding 
sources. 
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CHAPTER 8: STAFFING AND CLIENT PROFILE 

8.1 Staff Composition 

Located in Children's Hospital National Medical Center, the Child Protection 
Center-Special unit is administratively responsible to its "parent" project, 
the Child Protection Center (CPC). However, the Special Unit functions in­
dependently of the CPC. 

As the organization chart in Figure 8.1 shows, both CPC and bhe Special Unit 
fall within the hospital's Office of Child Health Advocacy. This Office was 
established in 1973 to coordinate hospita~ services with existing services in ' 
the community, to identify unmet service needs, and to develop new programs 
to meet those needs. In addition to CPC and the Special Unit, the Office of 
Child Health Advocacy also a&ninisters a screening and treatment program for 
lead poisoning, a Comprehensive Health Care Program of satellite clinics 
throughout the city, and a research division. 

The organization chart illustrates the Special Unit's current staffing con­
figuration. It is instructive, however, to recount the unit's growth over 
the three years of operation, since the addition of new staff tends to paral­
lel the Unit's changing needs and expanding interests. 

When it began operations in March 1978, the Special Unit hf.!,d only seven, 
staff, four of whom were part-time. The original staff were as follows:' 

• The project director, a registered nurse holding a 
master's degree in Public Health Administration. 

" 

While much of the project director's time is spent on 
administrative and managerial functions, she maintains a 
small caseload and is considered a member of the Unit's 
clinical team. 

• A social worker, primarily responsible for providing 
counseling and criminal justice advocacy to child 
victims and their families. Through her prior position 
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Figure 8.1 
current,Organizationa! Chart* 

Child Protection Center-Special ,Unit 

Children's Hospital 
National,Medical Center 

Office of Child 
Health Advocacy 

Director 

Research 
Foundation 

CPC Admin. 
Staff 

Ch.tld Protection 
Center (~PC) 

nii:ec'tor 

CPC Clinical 
Staff 

CPC-Special Unit 
Project Director 

, , 
o , 

Psychiatric Consul tanf-I..-"rr-· -'---..,---1 
o 

Pediatrician-----".-------I 

Criminal Justice 
Services 

criminal Justice 
Specialist 

D 

I , , ., , . 

r---·--- (Fiscal Management) ___ oJ 

~--------------~ 
Communi ty (\ 

Advisory CouncIl 

o (CAC) , 

Administrative 
Assistant 

(Full:"time) ., 

Clinica:J.. 
Services 

l~\ ,~[~) ~\ 

~o-~~ ______ --~ __ - __ ~~~. __ R_,e_s-e~a~r-c-h--~, 
f". ~_ 

I 
Research ·D~re"ctor. 0 

(Assistant Proj~ct Director) 

.' "/ " 0 ,C)" 
'DataJ Coordinator (haI'f-tiIlle) 

I 
, Clinical Servic,es C.oordin.1\'t.or '. ., J '(( , ' .. 

Social Worker (2 h~lf-time) 
,I,,' , \\ 

Paych,iatricNurse' .? 
=~~ I .. ' .,' 

Clinical P!;ychOlogist" (half-:ti~e) 
,0" ,\)" 

*Adapted from Child Protection Center~Special Unit Progr~ Status Report, 
1980, p. 4. ('''' 
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with a Child ProtE!ction Unit in Virginia, the social. 
worker had first;';'nana experience wl"t,h the treatme~t . 
needs of abused children. 

• A h~lf-time pediatrician whose role included establishing 
liaison,and,:r.eferral arrangements with various depart-: 
ments of the hospital, training medical personnel" and 
revising hospital protocols for examining and treating 
child victims of sexual abuse. ' 

~ 

three indi viduals qomprised the Unit's clinical staff. All partici­
heavily irithe Unit'$ community and professional outreach activities as 
,The remaining~taff compris~d the Special Unit's research component: 

• A director of,resaarch with a Ph.D. in: social psychology 
an,d considerable research background. His rQlewas to 
develop and implem~nt appropriate dat~ collection forms 
and research instruments toward the establishment of a 

II 
comprehensive data base on child victims and ,:their 
response to treatment. This individual has since been 
named'as$i$tant project director. 

• A half-time data coordinator responsible for data 
, colle,ction and recordkeepirig. ' .. 

1:~' "t Two part-time (10 percent each) research associate 
consultants, both already employed by the hospital, 
provide guidance and technical assistance to tne 
director of research. in developing instruments and 
prep~ring evaluation,re.J;>0rts. 

Within one month after they began providing direct services to child victims 
and their families, Spe9ial Unit staff realized t,hat" they had underestimated 
the need for clinical ser,vices personnel. Today, the clinical staff alone 
numbers 4.5 (full-time equivalent):' the project dir~ctor,the Qriginal 
sod:al worker (now coordinator for clinical ser1Tices), plus. two half-time 
social workers, a psychiatric nurse, and,' a half-time clinical !?sYchol09"ist. 
T~e psyqhologist joiriedthe Special Unit in its third, year, when the pedia­
trician moved from "half-.time to ,90n.sul tant status", This change in the 
peqiatr±'cictn's role reflected ar~,d\l!,fed" need ,for his a$sistance in 'd,eveloping 
medical proto&,=ols and cqn,!:ribut:ing to medical sect,io~s bf theCUnit' s ,.training 
curriculum. 'Also contributing to the Special 'unit. 's clin,ical staf,fis "a 
child psychiatrist who has a private ~factice and conSUlts with the Unit on 
difficult cases,. jI 

,/" 

(. 

,As discussed .in the prec~ding chaJ?ter, 1;he Special Unit"had cOlnmissioned a 
",local attorney to res~arch,the'p,!=,ogress of child sexual abuse cases through 

Fp.e criminal. justice" sy~t~ . ,in the" ,District of CqlUmbia. _, This individual' 
a'oon joined the SpE(\iia~o Un~.t\ as its 'full-time criminal justice specialist. 

(j 
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He serves both as an advocate for the victims and as counsel for Unit staff. 
When necessary, the criminal justice specialist prepares clinical staff to 
provide expert testimony and interprets statut~s and regulations. Qccasion­
ally, he has filed motions to quash defense subpoenas for project case 
records. Recently, he testified before the U.S. Congress regarding proposed 
changes to the D.C. Criminal 'Code. Finally, the specialist is involved in 
all training and public awareness activities and has published articles on 
the legal aspects of case handling. More detail on his victim advocacy 
functions is provided in Chapter 10. 

The interdisciplinary mix of project staff was intentional. Each staff 
member specializes in a particular skill or subject area; for example, one 
counselor might specialize in home visits, another in prepubertal venereal 
disease. With their varied, academic training and professional experience, 
clinical staff members often bring different perspectives to case management 
which, they feel, broaden their understanding both of individual- cases and of 
child sexual abuse generally. Qf course, differences in ,approach and termi­
nology sometimes 'lead to disputes which are resolved through group discus­
sion (see Chapter 9). 

Writbm' job descriptions for each staff position are contained in the Special 
Unit's "Policies and Guidelines" manual (described in the following section). 

8.2 Staff Training 

Although the Special Unit has experienced little 'turnover among its profes­
Sional staff in the last three years, an orientation program and schedule 
were developed for new staff. A written outline provides a complete overview 
of the Unit's administrative, clinical, research, and training activities. 
Instructional sessions are scheduled over a 2-1/2 week period and involve 
most of the staff as instructors. The project 'director gives the initial 
overview and discusses the Unit's public education film (see Chapter 11) and 
their training program for social service, mental health, and criminal jus­
tice personnel. She· also explains the Unit IS approach to detecting sexual 
abuse through cases of childhood venereal, disease. The staff pedfatrician 
provides a brief outline of the medical aspects of child sexual abuse; the 
crimina~ justice specialist discusses the legal aspects. The clinical 
coordinator covers the Unit's counseling services, mental health aspects of 
treatment, and the Unit' se: supervisory practices. Other'~;Uni t co~nselors de-" 
scribe intake procedures and the " project's approach to incel~J treatment. 
Finally, the research director describes the research Pfi>,gram and the forms 
and records that are maintained. '-.J 

The orientation schedule and outline are contained in the Unit's "Policies 
and Guidelines" manual which is a useful training reference in itsei~~:~ This 

C ........ ' 

manual includes a written job description for each staff position; memoranda 
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from the criminal justice specialist concerning disclosure of data and pro­
cedures for obtaining informed consent!romparent!3 to provide clinical ser­
Vices; docUmentation of various Unit procedures and hospital pplicies; copies 
of all case management ,protocols and data collection forms, aldng with in­
structionsfor their use'; and a directory of referral sources in the Washing­
ton metropolitan area. 

Another reference docum~nt available to new staff is the curriculum developed 
by the Unit for training personnel of" o~:her . agencies. This volume should 
answer any questions a new hire may have concernin.g the etiology of child 
sexual abuse and its treatment in the medical, criminal justice, and social 
services arenas. Both the "Policies and Guidelines" manual and the training 
curriculum illustrate the broad range of topics that are important for pro­
fessio~als who work with child sexual abuse\victims.The tables of contents 
are included in Appendix B-1. 

All clinical staff receive guidance and supervision from the. Unit.'s coordi­
nator for clinical services. In addition, each is assigned a supervisor from 
the specialized department of the hospital that. represents the staffmember'·s 
academic training; for example , the psychiatric .nurse receives supervision 
from the nursing depar,tment, the clinical psycIlologist from the psychology 
department. The Special Unit believes that departmental supervision is 
especially important for an interdisciplinary team such as theirs. Whi;I.e 
each staff member certainly beriefits from the diversity of experience repre­
sented on the team, input from someone with a similar academic background and 
perspective on treatment is equally valuable. 

,~ " 

8.3 ,Client Profile 

When staff of the Child Protection Center first conceived of the Special 
Unit, they noted that existing legal definitions of child sexual abuse were 
not adequate to describe the full range of cases that had been referred for 
treatment. The D.C. child abus,e law was too narrow because it refers only .. to 
abuse perpetrated by a parent 'or caretaker, therebY:",excluding ~l),. nonfamily 
assaults,. Conversely, criminal statutes were too broad because they include 
sexual \\a~tivity am:mg consenting children (under age '16). Center staff gen­
erally ilbelieve :that sex play between children or adolescents is normal ex­
Plorat$~e behavior unless there is an element of coercion. The Special Unit 
has si~lce de,veloped its own operating definition of child sexual abuse: 1 

1. incidents of sexual assault involving physical force in 
which a child (younger 'than 16 years) is ,;the victim; 
and/or 

1Child Protection Center-Special Unit, "The. Philosophical Ba!;les 
Policies of the Child Sexual Abuse Victim Assistance Project," p. 5. 

r; . .] 

77 

for 



'/ " 

2. 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, misrepre­
sentation of moral standards, or similar tactics; 
and/or 

3. s~xual conduct or interaction between a child and an 
adult or other person, even with the fre~ cooperation of 
the child, when such activity is in.appropriate to the 
age and level of maturity of the other person. 

While most of the children treated by the Special Unit fall into one of" these 
categories, the Unit also. engages incase-finding through diagnosed cases of 
childhood gonorrhea. Like venereal disease in adults, diagnosed gonorrhea in 
pre-pubertal children is always transmitted sexually. Some medical profes­
sionals, however, are reluctant to believe that young children are involved 
in sexual activity; consequently, they prefer to treat the symptoms without 
exploring the underlying cause. Until the source of infection (i. e., the 
sexual contact) is removed, unfortunately, the symJ?toms will recur." The 
Child Protection Center-Special Unit has instructed all hospital physicians 
to refer childhoqd gonorrhea cases to the Unit for follow-up of the source of 
contact 'and any necessary counseling. This method of case-finding is a u­
nique aspect of the Special Unit and accounts for approximately 11 percent of 
new cases each year.. . 

Initially, the Special Unit treated only victims age 12 and under. In gen­
eral, .adolescents are less' likely than children to come to Children's Hospi­
tal for emergency care, and in its early stages, the Unit felt a need to 
specialize. Still, in 1979 the Unit began accepting teenagers up to age 18, 
for three reasons: (1) 18 is the upper age limit for patients at Children's 
Hoapital, which maintains a separate division for Adolescent Medicine; (2) 18 
is the legal age of consent i'h the District of Columbia; and (3) staff per­
ceived the treatment needs or adolescents to be similar to those of younger 
children. Based on all 1978, 1979, and 1980 sex abuse cases, the Unit re­
ports the mean client age to be 9 years, 1 month. 

Table 8.1 below summarizes other descriptive data from project statistics. 
To date, more than one-fourth of their clients have, been male. Forty-two 
percent of the cases have been intrafamily cases, and 58 percent have been 
nonfamily cases. Only six percent of the victims were 15 years of age or 
older; th~ Unit suggests that many teen~ged victims go to D.C. General 
Hospital (where there is a Sexual Assault Follow-Up Unit) for treatment 
rather, than to a pediatric hospital. '" 
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Table 8.1 
Victim Characteristics 

Child Protection Center-Special Unit 

Victim Characteristics 

Total Intakes~ 

Age Distribution 
0-3 yrs.,> 
3-6" ' 
6-9 
9-12 
12-15 
15-18 

Sex Distribution 
Male 
Female 

Relationship to Offender 
Nonfamily 

Stranger 
Acquaintance! 

neighbor/friend 
Other 

Intrafamlly 
Parent/stepparent/ 

mother's boyfriend 
Related by blood 

or marriage 

\ 

62 
158 

16 

97 
73 

Nmnber 

518 

39 
116 
129 
110 

91 
33 

518 

137 
381 
518 

236 
(15%) 
(39%) 

( 4%) 
170 

,(24%) 
(18%) 

406 

*Only those intakes on which complete data were collected. 

Percent 

( 8% ) 
(22%) 
(25%) 
(21%) 
(18%) 
( 6%) 

(100%) 

(26%) 
( 74%) 

(100%) 

(58%) 

(100%) 

Source: Child Protection Center-Special Unit statistics, January 1, 1978-

July 20, 1980. 

Table 8.2 presents the nature of abuse and means of coercion inflicted ';Ipon 
child victims treated by the Special Unit in 1978, 1979, and 1980. Vag~nal 
intercourse occurred in 40 percent of the cases, anal intercourse occurred in 
21 percent, and oral sodomy occurred in 21 percent of the cases. Nearly half 
of the. cases involved physical coercion. In 15 percent of the cas~s, the 

0, offende;i:' haddecei ved the child' by misrepresenting moral standa;,d,s--:. g. , 
"This is how daddies help their daughters learn to relate to boys. Br~bery 
and threats were also frequently used. 
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Ta\ble 8.2 { 

Nature. of Abuse and,Means of coerdion 
Child Protection Center-Special Unit 

Nature of Incident Percent 

Nature of Abuse (non-exclusive categories) 
Vaginal intercourse 
Anal intercourse 
Oral sodomy 
Fondling 
Digital penetration 
Penetration by foreign c1bject 

-,~C40% 

21% 
21% 
25% 
12% 

3% 

Mealls of Coercion (non-exclusive categories) 
Use of physical force 49% 
Threat of physical harm 40% 
Misrepresentation of moral, 15% 

standards 
Bribery 
Reliance on adult authority:, 
Non-physical threats ., 

16% 
18% 

8% 

Child Protection Center-Special Unit statistics, 1978, 1979, and 
1980. 
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CHAPTER 9: CLINICAL SERVICES 

" First and foremost, the child Protection Center-Special Unit is designed to 
provide direct clinical care to child victims of sexual abuse: medical exam­
ination and tre,atment, crisis intervention an.d .counseJ..i,ng, referrals' for 
other needed services. ,The Unit is recognized t:h't"oughout the D.C. metropoli­
tan area as a unique' source of specialized care. This chapter describes the 
procedures for referring app;oopriate clients to the Unit and for t;reating 
those children when they arri~e. . . 

9.1 Referral Sources 

The Special !1nit characterizes itself primarily as a crisis intervention 
project, and this orientation is reflected in the. sources of the Unit IS cli­
entele: most clients (59 percent) 'ar~ referred through the Children I s Hospi­
tal Emerge'ncy Room or other divisions of the hospital. It is hospital p&licy 
for all staff to refer totheUni tall'" patients.who aJ.lege to be victim.sof 
sexual abuse, as well as those who exhibit sigrls 8f "i~ordinate sexual behav­
ior" because of· the possibility that su.ch children have been abused. Simi­
larly, hospital staff refer al"l cases of prepubertal gonorrhea so that the 
Unit can assess the possibil,j.ty of abu~e and,work with the!?ublic Health 
Department to f.ollow up tile !:;iource of contact. ,(Coordination with the public 
Heal th Department is di scussed further in Sectioh 10.2.) The Uri!:!. t reports 
that 81 percent of its intakes are cases of sexual abuse; nine percent. are 
cases of childhood venereal disease'; six percent involve inappropriate sex 
play; and four percent involve physical injuries to genitals or unexplained 
yagi.nal blet~ding, but no evidence or allegation of abuse. 1 

The second major source o~ referrflls is the Metropo~i tan Police Department, 
which accounts fo+33 percent of the Unit,'s active caseload. D~C~ police'are 
prohibi t,ed by statutefromr~ferring residents·' to the project be'ca,uiSe of its 
location within a private hospital, with two exception~:( 1) it, is an 

. emergency and Children I s Hospital is the clo~est hospital, or (2)" the person 
:exp!icitly requests to be taken ~;here. The q:ity maintains a public"h6spital, 
D.C. General, and police are required to iilst:ruct victims and' fa.milies that a 

1Child Protection Center~Special 
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medical examination is necessary and will be performed free of charge at P.C. 
General. There are no reliable data on the proportion of child sexual abuse 
victims who ask police to take them to Children's Hospital; the project esti­
mates that they see approximately 70 percent of the child sexual abuse vic­
tims who report to the police. 

The remaining eight percent 9f the Unit's clients are referred by private 
physicians, other hospitals, and Child Protective Services. Some cases are 
referred by court personnel. In keeping with its crisis intervention orien­
tation, the Special Unit, requires that cases referred by these sources in­
volve either a recent incident of sexual abuse or a recent disclosure, usual­
ly within several weeks. Victims, reporting past incidents may be referred to 
therapy s~rvices in the community. The Unit will also refer victims who 
reside in' neighboring counties of Maryland and Virginia. To assist them­
selves in making these referrals, Unit staff developed a directory of mental 
health services, both public and private, in the District and vicinity. To 
compile this directory, the Unit solicited recommendations from its Community 
Advisory Council, followed by telephone contacts to determine each serviceis 
eligibility criteria (if any), costs, and interest in treating child sexual 
abuse victims. 

9.2 The Medical Examination 

Child'~ victims of sex)lal assault require medical attention for three reasons: 
(1) to treat injuries that may' result from the assault; (2) to test for sex­
ually transmitted diseases and pregnan,cy; and (3) to collect medical evidence 
of the assault--e.g., the presence of "sperm, genital, or rectal trauma. The 
latter reason: is quite critical becau.se the District 'of Columbia require~ 
that all children1s testimony be supported by corroborating evidence. 
Because child sexual abuse incidents rarely involve witnesses, medical evi­
dence is often the only source of corroboration. 

Most child sexual abuse victims treated by the Special Unit are referred 
through the Children's Hospital emergency room, where they are accorded high 
priority unless there are patients whose lives are in danger. A special 
waiting room directly within the emergency room entrance has been designated 
for these children and is furnished with toys and books for their comfort. 

2 
only Georgia, Nebraska, and New Yc>:rk have similar requirements. See 

Josephine Bulkley and Howard A. Davidsoni! "Child Sexual Abuse: Legal Issues 
arid Approaches," American Bar Association, National Legal Resource Center for 
Child Advocacy and Protection, Washington, D.C., 1980, p. 16. 
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Hospital physicians are instructed to use examination techniques that 
are lef~ frightening to the child. 
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Upon their arrival in the emergency room, the child and family (and police 
officer, if present) are first seen by a nurse, who in turn relates informa­
tion to the attending physician. The doctor then contacts the Special Unit, 
which is on-call around-the-clook via a personal paging system. The Unit's 
counseling staff maintain a rotating on-call schedule, so that in an emer­
gency situation, a trained counselor can arrive at the hospital within 30 
minutes to talk with the child and family. 

Emergency room staff, both physicians and rr\.lrses, recei ve periodic training 
from Unit staff on how to recognize signs of sexual abuse in chl,ldren of 
varying ages, how to conduct the initial examination, and how t.o use the 
protocols designed by the Unit. Early in the Unit's history, the staff 
revised an existing emergency room protocol for examining victims of child 
sexual abuse. This protocol guides physicians through the initial examina­
tion step-by-step. It instructs them never to begin the exam,.,until they feel 
assured that the child is calm and, above all, never to coerce the child. To 
comfort the child, the protocol recommends that the nurse or a trusted parent 
accompany her during the exam. It identifies for the doctor the tests and 
specimens that are necessary for evidentiary purposes, all of which can be 
completed with only one vaginal culture. Because medical "'.evidence is so 
crucial to the prosecution, the protocol also instructs hospital personnel in 
recordkeeping practices that are necessary to preserve the chain of custody. 

Early in the Unit's history, it was discovered that po~~ce had'been misinter­
preting some critical laboratory findings, submitted by several D.C. hospi­
tals, regarding the presence of sperm in the vaginal specimens of sexual 
assault victims. As a result, many cases had been dropped mistakenly for 
lack of corrobo;t"ating evidence. To ensure that this problem w,ould not per­
sist, Unit pediatricians provided training to D.C. police to improve their 
under'stan<1ing of laboratory findings. The Special Unit also designed a new 
Medical-Legal Sexual Assault Evidence Form onto which all test results are 
transcribed. This form, reproduced in Appendix B-2, has been adopted by the 
Metropolitan Police for use in both child and adult sexual assault cases. 

Victims are screened for venereal disease at the initial exam and again with­
in two weeks. The Special Unit prepared a Gonorrhea Culture Protocol which 
instructs physicians to test for gonorrhea in every child with vaginal or 
urethral discharge. The ,protocol discusses the techniques of screening for 
gonorrhea, suggests a list of questions to ask of the child and parents to 
ascertain how the disease was transmitted, and lists the reports that must be 
made to the city's Epidemiological Services Office, DHS Public Health repre­
sentative, and the Child Protection Center-Special Unit. The project's 
efforts to identify sexually abused children through diagnosed cases of ven­
ereal disease is a unique feature among programs of its kind. 
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9.3 Counseling 

9.3.1 Initial Interviews and Case Scheduling 

Counseling begin~ in the emergency room. The Child Protection Center-Special 
Unit staff rotate to maintain a 24-hour on-call schedule so that an experi­
enced counselor can respond to calls from the emergency rQom wi thin 30 ,min­
utes. To guide emergency room personnel and Uni'i:.counse16rs in' managing the 
diverse types of cases seen ~t Children's Hospital, a set of protocols has 
been developed as new situations arise. Each protocol clearly spells out 
persons to notify and forms to complete in the given situation. Following 
are the protocols in use as of January 1981: 

n 

• Management of Cases in Which the Victim and/or Offender 
Lives Outside of the District of Columbia 

• Management of Cases in Which the D.C. Police are Already 
Involved 

• Management of Those Cases Where the Team Has Not Been 
Notified at the Time of the Incident 

• Adolescent Rape Cases 

• Cases Which are Transferred from Another Hospital 

• Cases Involving Fondling, Exhibitionism, or Pornography 

• Management of Cases Involving a Child Who is Two Years 
Old or Younger with no Evidence of Physical Injury 

• Management Guidelines for Intrafamily Sexual Abuse 
Cases 

• Situations Involving ~xtensive Sexual Play or Inapprop­
riate Sexual Behavioi' 

Obviously, any given case may fall into two or more of these categories. 
Likewise; the materials in the protocols overlap considerably. This duplica­
tion was intentional, so that when the counselor identifies the most salient 
feature of a given case, the corresponding p:cotocol will provide all· the 
necessary information. Selected examples of these protocols appear in 
Appendix B-3. 

Upon arrivil;1g In the emergency room, the Unit counselor confers first with 
the attending physician and police officer (if present) so that the victim 
will not hav'e·to tell her story to yet another stranger. The counselor meets 
with the victim and family after the medical examination in the playroom 
located near the, emergency room entrance. This interview often focuses more 
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on the family than on the victim, since the family's response to the incident 
may be critical to the child's recovery. The counselor assesses the parents' 
reaction clnd attempts to impress upon them the child's need for counseling 
assistance. This intake interview usually requires between 45 minutes and 
one and one-half hours ,. 

The victim is then scheduled for her first counseling session within the 
following week or on the same day as the follQw-up medical exam~ Unit staff 
have found that parents are more likely to obs'erve medical appointments than 
counseling sessions. This meeting is still considered part of the assessment 
phase. The counselor tries to determine if the crisis has passed, how the 
victim and family are adjusting to th~ fact of the incident ana any ensuing 
criminal justice proceedings, and whether the parents can adequately protect 
the child. 

Counselor and victim meet weekly during the initial cr~s~s and about every 
other week thereafter, depending on the victim's needs. The counselor also 
meets with parents and siblings, both at the hospital and at horne, to assess 
further the horne environment, the child's emotional condition, and family 
relationships. The frequency of counseling sessions depends largely on the 
severity of the case. Those accorded highest priority are cases involving 
physical injury, incest, rectal sodomy, adolescent rape ~and prepubertal gon­
orrhea. Victims who are prosecuting their cases also receive preparatory 
counseling for each proceeding, as described in the next chapter. 

9.3.2 Counseling Techniques 

Specific counseling techniques vary with the child's age and cognitive abil­
ities. Older children may be asked directly why they are at the hospital~ 
younger children are encouraged to describe the abuse and their fe9lings 
through creative play with dolls and crayons. The child may be asked to draw 
a person, a common therapeutic technique which allows the ,child to portray 
graphically incidents which she may not be able to descr:i:be verbally. For 
example, a drawing which overemphasizes the mouth could indicate that the 
child had experienced some form of oral sex. A drawing of the family may 
suggest the dominant characters and the child's perception of family rela­
tionships. Or the child may re-enact the incident using dolls. The coun­
selor continues to question the child, using language and imagery that are 
familiar to her: 

• What does a good/bad mommy (daddy) do? 

• Who in your family is a pest? Who bothers you? 

• What's your saddest time? Your happiest time? 

• What three wishes would you make? 
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Some children find it easier to talk about sensitive issues when they 
whisper into the counselor's ear. 

87 

, 
.X 



" 

o Do you ever have scary dreams? 

Children who are non'-responsive or unduly anxious will be referred to the 
hospital's Psychiatry Department for evaluation. Some cases are referred 
to the Psychiatry Department for ongoing treatment, usually those considered 
by the Unit to be 'very complex, for example, a teenager who has run away from 
home because her mother 'blames her for an;",i.ncestuous situation. Speci~l Unit 
staff meet approximately every two weeks with a child psychiatrist to discuss 
these cases. In one meeting: for example, the discussion revolved around the 
relationships of a 17-year-old incest victim with her mother, sister, and 
stepfather (the counselor was also treating the mother and sister); the pos­
sible impact of the incest on her later life; and how much more the Unit 
counselor should do before referring the girl to the Psychiatry Department 
for continuing therapy. 

9.3.3 Case Planning and Decisionmaking 

Early in the course of therapy the counselor identifies treatment goals that 
are appropriate to each child. For example, a victim who feels responsible 
for the incident must understand that the offender, not she, is responsible. 
School reports, behavioral checklists completed by tha parents (in" Appendix 
B-6), and the judgment of the Special Unit clinical staff are used to measure 
the victim's progress in therapy. 

All case management and planning decisions are made jointly by the Special 
Unit clinical team at weekly staff meetings. Each new intake is scheduled 
for a team review within one week. of the initial interview and is reviewed 
again every five to six weeks the1."oaft.er. 'rhe Unit's clinical coordinator 
sets up an agenda in advance of €.,ach meeting, listing cases initiated since 
the last meeting, those scheduled for regular review, and problem cases of 
which she is aware. She then chairs the ensuing discussion. Each counselor 
presents new cases and the trE)latment steps already taken, and the clinical 
team develops a tentative treatment or intervention plan. These plans are 
intended to address the full l,ange of the victim's needs--criminal justice, 
social service, medical, and mel'.tal health services--and are updated whenever 
the case comes up for its schedul~d review. 

Victims typically remain in treatment until all problems relating directly to 
the abuse have been resolved as assess~d by the clinical team; victims exhib­
iting problems not related to the sexuaJ. abuse may be referred elsewhere for 
continuing treatment. Decisions to close cases, or refer them are also made 
by the clinical staff as a group. The Unit considers a number of factors in 
case termination: (1) medical examination reveals no further problems; (2) 
social service referrals have been made; (3) 'the case is disposed in the 
criminal justice system; and (4) theshort...;terrn crisis is resolved. Of 
course, therapy is never terminated against the wishes of the victim and 
family. 

88 

,~ 

.-
pi 

I. 

" 

1",,* :,;;"I!. ... ,.:...2-. ... ~---..~...: < __ ,_~,~' ... , • -".:.,. 

, ., 
·1 

'~ 
II 

~ 
,~j '\ 

\' ii 
1,\ \\ ..•. 

Tabl~ 9
i
,\.1, below \\ i1.iustrates the outcomes for 399 victims treated b¥ the 

Spec~alpn~ t betw'\~en January 1978 and March 1980 • Approximately one-third of 
the casJis were te\brn.i.nated because the Special Unit staff had determined that 
their c~t'ises were \\re~olvedi 44 percent 'l1ere referred elsewhere for cont;i..nuing 
treatme~~t ; and 21

1,1 percen~ could not, be located o~ refused tr~atment. Cases 
may alsp be termiLnated ~f the med~cal/psycholog~cal evaluat~on reveals no 
ind:i,,(lat~~on,Of . se,dtbalabuse, or if the Special Unit is unable to identify a 
venerea~1 d~sease ~.ontact. 
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Table 9.1 
Reasons for Case Termination 

Child Protection Center-Special Unit 

Rea:~on Specified 
I Percent of Cases 

cri~\is Resolved 
Refeirred to Another Agency for 

,I 
Fo!l.low-up Care Other than 
Melltal Health 

'I 
Refe~lred for Long-Term Mental 

HeJIlth Care 
Terrnii6ated by Client (Client Refuses 

'1 
Tret~tment ) 

Proje(~t Unable to Locate Client 
;1 

34% 

27% 

17% 

12% 
9% 

99% (rounding 
error) 

'\ 
Source: Chili'! protecb'}On Center-Special Unit, Program Status Report, 

1980, p. 12. \1 
i\\ 
II 

\ 
The Unit reports the average length of treatII!fnt to be 14 to 16 ~eeks, with 
some cases extending for \ six months or more. Victims who are prosecuting 
their cases will be counheled until their cases are closed. The Unit is 
proscribed from following ~p on referral~ made to other ':~gencies by the terms 
of the D.C. Mental Healt~ Information Act,'which requires the client's 
written consent prior to ea&~interagency discussion of diagnosis and treat­
ment of mental health proble~~. 

9.3.4 Juvenile,lntrafamily Sex Offender Treatment Program 

In October 1980, the Child Protection Center-Special Unit was awarded 
a grant from the National Center on Child Abuse and Neglec(to develop 

Protection Center-Special Unit, Program Status Report, 1980, 
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a specialized treatment program for juvenile intrafamily sex offenders. 
Offender, victim, and parents (and sometimes other family members) will be 
enrolled in therapy at the Special Unit, both individually and as a familv 
if appropriate. Offenders become eligible for treatment only after the!; 
juvenile justice status has been resolved (e.g., their cases were adjudicat­
ed, they agreed to a pretrial diversion program, or they were sentenced to 
probation). This policy assures that Special Unit counselors will not en­
connter any conflict of interest as they treat both victims and offenders 
concurrently. 

Sta:f for the Juvenile Treatment Program includes 1.5 (full-time equivalent) 
soc~al ';o]orkers, a consulting psychologist, and part-time services from the 
Special Unit director, assist.ant director, and criminal justice specialist. 
A maximum of 30 "juveniles and their families will be treated at any given 
time. 

As of September 1, 1981, the program had received 30 referrals. Ten cases 
were in active treatment, three had been closed, and the remaining 20 cases 
never entered treatment, for several reasons: (1) the referral cam~ from a 
suburban area and treatment was sought elsewhere; (2) staff were unable to 
locate the family; (3) the referral proved to be ineligible for services; and 
(4) no charges had been petitioned and the family denied that sexual moles­
tation had occurred. The Unit has since decided to broaden the program to 
nonfam.ily juvenile sex offenders as well as intrafamily offenders. 

""r,I" "" --"-,-"",-,.",,~ . ., ... ,, '''':''''-'~'_:'''':_~''_:'_'''''' __ '_''_'''''':''''_'_.''' 

A child's drawing can vividly portray the details of sexual abuse. 
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CHAPTER, 10: COORDINATION WITH OTHER AGENCIES 

Since its inception, the Special Unit has firmly adhered toa policy of re­
porting all incidents of child sexual abuse to the appropriate agencies. 
D.C. law requires that all cases of intrafamily child abuse be reported 
either to the Metropolitan Police Department or to Child Protective Services 
to ensure the child I s protection from future: threats. On the other hand, 
reports to police are voluntary for incidents that are not perpetrated by a 
family member. Still, the Special Unit reports these cases routinely, cit~ng 
three reasons: 1 

• as a private non-profit facility, Children,' s Hospital 
has no authority .,to protect the child from future 
danger; 

• staff believe that offenders should be held accountaple 
to the community for their conduct; and 

• in some instances the child's parents/guardians may be 
unwilling to report the incidents themselves. 

To ensure that reports to authorities are made in a routine fashion, the 
Special Unit has developed protocols and formal agreements with the relevant 
agencies. These and other cooperative arrangements are discussed in the 
following sections. 

10.1 Coordination with Criminal and Juvenile Justice Systems 

10.1.1 Reporting Procedures 

The District. Of Columbia's child abuse and neglect reporting statute provides 
that incidents of intrafamily child abuse must be report,ed either to the 
Metropoli tan Police Department or to Cltild Protective Services (CPS). In 

1Child Protection Center-Special Unit, "The Philosophical Bases for 
Policies of the Child Sexual Abuse Victim Assistance Project," pp. 8-9. 
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practice t however, incidents of child abuse (in which injuries are perpe­
trated'by a family member) are reported to polic~. Incidents of neglect (in 
which the injuries are attributed to the parent' ~~ or guardian's failure to 
meet the child's normal physical, intellectual, and psychological needs) are 
typically reported to CPS. The law does not explicitly addres'lS ~he need for 
reports between police and CPS in many of these cases. 

! 

In 1979, the Special Unit and its Community Advisory Council d~veloped a pro­
cedu.re whereby all concerned agencies would be promptly notified of child 
sexual abuse incidents. Under this strategy, th~ Special Unit reports all 
known cases of child sexual abuse directly to the Metropolitan Police Depart­
ment,Sex Offenses Branch. This Branch is responsible for investigating all 
sex offenses involving an adult suspect, regardless of the relationship be­
tween the victim and offender. The Sex Offenses Branch, in turn, notifies 
the Police Department's Youth Division, which investigates cases involving 
juvenile suspects as well as cases of intrafamily abuse and neglect. If the 
reported incident does involve intrafamily abuse, the Youth Division conducts 
an investigation and forwards a report to CPS. 

The Special Unit observes this policy in virtually all cases. Project data 
indicate that of 529 cases known to the project between February 1978 and 
December 1980, only 72 were not reported to D.C. Police: 37 did not involve 
sexual abuse, 18 were cases of gonorrhea where sexual abuse was not substan2 
tiated, three were incidents that occurred outside the District of Columbia, 
and 14 were cases where the victim was not treated at Chil~en's Hospital. 

" 
/1 

CJ 

10.1.2 Investigation and Prosecutron 

A male/female team of pl,ainclothels detectives from, the Metropolitan 'Police 
Department's Sex Offenses, Branch responds to all l,eports from the Special 
Unit. The youth Division, with support from the Se~c Offenses Branch~ inves­
tigates cases involving juvenile suspects and casesiof intrafamily abuse and 
neglect. When interviewing a child victim, the detectives prefer to be, iso­
lated from an "audience'~ situation in order to de1relop a close, personal 
rapport with the child. Typically, the same team is assigned throughout the 
life of the case, from inl.tial report to final disposit:Lon~ This "vert,ical 
investigation" procedure' has been utilized by the S,ex Offenses Branch for 
many years. 

Criminal prosecution of adult offenders in, th~ Distrilct of Columbia is han­
dled by the U.S. Attorney's Officei juvenite offenders are prosecuted by the 
Office of the Corporation Counsel which also handles child abuse and neglect 

2 \ 
Fifty incidents that occurred outslide the District were report.ed to 

appropriate authorities. 
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proceedings .:1 Neither agency has adopted a vertical mode of prosecution, so 
that child viCtims may be interviewed by as many as six or eight attorneys as " 
their cas£!s progress through the criminal justice system. To help alleviate 
the stress that accomI'Janies these interviews, the Special Unit has placed a 
heavy emph'isi~on training for prosecutors and law enfm:cement offtcers , 
focus'ing on interviewing techniques and ways of, J:i:elping th~: child feel more 
comfortable (see Section 11.3.3 fora.dditional !:informatio;il on the Unit's 
criminal j~stice training efforts). / 

:1 

r.' 

'10.1.3 The Criminal Justice Specialist 

The Special' unit's link to, the criminal/juvenile justic::e system is through 
its ~riminal justice specialist, who serves as general counsel, victim 
advocate, a~d researcher ,for the project. 

As general counsel, the criminal justice specialist prepare,s memoranda and 
consults with Unit staff, about legal issues such as confidentiality 9f mental 
health in£ormation, assessing a child's ability to testify, the use of expert 
witnesses and the disclosure of data for research purposes. Prior to his . ,. " 
emp,loyment with the Unit, ,he prepared a detailed description of how child 
sexual abuse cases progress through the criminal justice system. Recently, 
he represented the Unit in testimony responding to proposed changes in the 
D.C. Criminal Code. 

Ii As a victim advocate, the criminal justice specialist's primary function is 
to, encourage the cooperation of child victims and tl).eir families with law 
enforcement and prosecution. First, he explains to them the need to,appre­
hend and prosecute the offender. "Then, if the family chooses to pursue 
their cas~, the specialist prepares them in advance of e~ch procee~in;, 
defining terms, giving a tour of the courtroom, and rehears~ng the ch~ld s 
testimony. He also accompanies the child to sche~'\:lled appointments and 
debriefs the family afterwards. 

As a researcher, the criminal justice specialist developed a system for' 
tracking all known child sexual abuse cases throughout the criminal and 
juvenile justice systems, from the initial report to police to final disposi­
tion of th,e offender. Files of the Metropolitan Police Department Sex 
Offenses Branch, U.S. Attorney's Office, and D.C. Corporation Counsel are all 
open to the criminal justice specialist. Through special court order, he 
a] se obtained access to the files of the Juvenile Court which are highly 
c~nfidential' and heavily protected. This latter achievement allows" the 
criminal justice spec~,a,list to track information on juvenile offenders and 
intrafamily abuse cases and to accompany victims in Juvenile Court pro­
ceedings. This case tracking system is exceptionally comprehensive and 
provides a summary overview of case ,processing in the D.~. crimina,l, and 
juvenl:ile justice systems. The data collection form used 'by the cr~~nal 
justice specialist and the cumulative report for February 1978-December 1980 
are contained in Appendix B-4. 
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[n Washington, D. C., the project's criminal justice specialist main­
tains close contact with prosecutors. 
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An important side effect of the case tracking activities is the opportunity 
for the criminal justice specialist to meet police, prosecutors, and judges 
on a personal level. Through informal discussions and casual conversation, 
the criminal justice specialist can gradually work to sensitize these persons 
to the special needs of child victims. In turn, the specialist can learn 
about issues and problems from the court's perspective and relate this knowl­
edge to Unit counselors who may be able to work with the victims to improve 
the strength of their legal case8. In sum, the data collection responsibil­
ities of the criminal justice specialist have enhanced his relationships with 
prosecutors and court officials, thereby setting the stage for a meaningful 
dialogue between the project and the criminal justice system. 

10.2 Coordination with Child Protective Services 

Historically, the Child Protection Center (the Special Unit's parent project) 
had experienced strained relations with Child Protective Services, due to 
some competitive interest in handling similar cases. By including the CPS 
director in the Unit's Community Advisory Council, however, this problem was 
avoided and cooperative referral systems were developed. The system for re­
porting suspected child sexual abuse cases to CPS was described above: the 
Special Unit reports indirectly to CPS via the Police Department's Sex 
Offenses Branch and Youth Division. Occasionally, the Special Unit refers 
cases requiring neglect investigations directly to CPS; such referrals con­
stitut,e about four percent of all referrals made by the Unit. Conversely, 
CPS rE!fers cases to the Special Unit for medical evaluation when the case­
worker suspects sexual abuse; these referrals are relatively rare because 
medical examinations are most effective within 48 hours after the abuse has 
occurred. 

10.3 Coordination with the Public Health Department 

Consistent with its unique focus on identifying incidents of sexual abuse 
through diagnosed cases of childhood venereal disease, the Special Unit 
has pursued a formal, collaborative link with the city's Public Health 
Department. Spec~al Unit staff met with public health officials to discuss 
several important issues: the need for a designated testing center for 
children, the need to condu.ct contact investigations of childhood gonorrhea 
cases, and the need to establish policies governing the investigation of 
cases and reports to other agencies (i.e., police and CPS). 

With the assistance of its Community Advisory Council, the Special Unit drew 
up a formal Interagency Agreement with the Public Health Department, Venereal 
Disease Control Division (VDCD). Under the terms of this agreement, VDCD 
designated a liaison person to provide epidemiologic follow-up of all child­
ren age 15 or younger who are diagnosed with syphilis or gonorrhea and 
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reported to the liaison representative within 24 houl;"s of diagnosis. The 
official request for follow-up investigation is made by a Special Unit staff 
member through the Children's Hospital laboratory manager. The agreement 
further stipulates that the VDCD liaison will not become involved in legal 
proceedings; except perhaps as an expert witness. . 

The Special Unit also succeeded in persuading the Public Health Department to 
set up" two venereal disease screening sites specially designated for testing 
chil~en. Finally,' the Special Unit has provided considerable training for 
publ~c health nurses, as described in Chapter 11. 

'~ 
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"J :: CHAPTER 11: COMMUNITY OUTREACH ACTIVITIES 

Outreach to the general public and proJessional audiences has always ranked 
high on the Special Unit's list of priorities. The Unit employs an array of 
techniques to enhance general ~wareness of the problem of child sexual abuse 
and to assist professionals in dealing with the victims. This chapter pre­
sents the many outreach activities of ,the Child Protection Center-Special 
Unit: sponsoring task groups, conducting a community awareness program, 
developing and providing specialized professional training, . and, reaching a 
national audience through conferences and publications. 

11.1 Task Groups 

11.1.1 The Community Advisory Council 

Among the first steps taken by the newly created Special Unit was to convene 
a Community Advisory Council. Council members are professionals ana adminis­
trators in agencies concerned with child sexual abuse: D.C. public schools, 
other crisis assistance programs, law enforcement (Sex Offenses Branch and 
Youth Division), prosecutors (U.S. Attorney's Office and Corporation Coun­
sel), p;robation, Child Protective Services, other medical fa,cilities, and the 
general community. Total membership has ,varied in size from 21 to 32. 

The Community Advisory Council was particularly instrumental in developing 
the scope and activities of t~e Special Unit. Its priIJlary purposes were to 
enhance public education and awareness of the new project; to help set goals, 
objectives, and priorities; to provide a vehicle for exchanging information 
about procedures for handling child sexual, abuse cases; and to improve coor,­
dination between Children's Hospital and"other agencies. 

In the first two years of project operations, the Council was divided into 
three subcommittees: Publl'c Education, Case Management, and Medical-Legal 
Education and Mental Health. Each subcommittee can claim credit for several 
accomplishments. 

Medical-Legal Education and Mental Health. This subcommittee was most 
heavily involved in developing and reviewin,g the Special Unit's extensive 
trainfng curricula" discussed in Section 11.3 below. Members helped develop 
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the new Medical-Legal Sexual Assault Evidence form which w:as ultimately adop­
ted by the Metropolitan Police Department for;' both adult and child sex 
offense investigations. They also contributed, to the development of the 
Special Unit's protocols for examining victims, and reporting cases to the 
appropriate authorities. 

Public Education. Among the first activities of this subcommittee was to 
formulate an education and public relations plan so that the general public 
would quickly become aware of both the problem of child sexual abuse and the 
Special Unit's services for victims and families. As a result, the Special 
Unit has received extensive media coverage and staff are much in demand' as 
speakers for various community groups. Members of the subcommittee reviewed 
and revised the project' stwo brochures (discussed in Section 11.2). Their 
recommendations of other counselors, therapists; and mental health centers in 
the D.C, area formed the basis for the Community Resource Directory now used 
by Unit counselors in referring clients for additional services. Members of 
this subcommittee also constituted the core of a Speakers Bureau which 
addressed community groups on behalf of the Special Unit. 

Case Management and Review. This group was primarily concerned with identi­
fying avenues of interagency cooperation in handling cases of child sexual 
abuse. They succeeded in establishing a cooperative reporting system whereby 
the Special Unit reports all cases to the Police Department's Sex Offenses 
Branch, which in turn notifies the Youth Division; if the case involves 
intrafamily abuse, the Youth Division investigates and forwards a report to 
Child Protective Services. This system ensures that all concerned agencies 
are properly and punctually notified of all child sexual abuse cases treated 
by the Unit. The Case Review subcommittee also helped to fashion an agree­
ment between the Special Unit and the D.C. Public Health Department whereby 
the two agencies work together to ensure that all cases of prepubertal gon­
orrhea are followed up both to identify the source of contact and to deter­
mine whether abuse had occurred. 

All Advisory Council members have arranged for the Special Unit to provide 
training to their age'ncies. More recently, they reviewed the proj ect ' s 
testimony regarding proposed revisions to the D.C. Criminal Code.' Fj.nally, 
as the years of LEAA funding drew to a close, the Community Advisory Council 
turned its attention to securing funding for the Special Unit. The Council 
no longer meets on a regular basis, but is still available to advise the Unit 
upon request. 

11.1.2 The Cross·Jurisdictional Council 

The proximity of Children's Hospital to surrounding communities in Maryland 
and Virginia, coupled with the hospital's prestige in the Washington metro­
politan area, have given rise to a number of cases referred to Children's 

98 

~~~==-=-=I\~~'--~'~{-------
.. I .. 

o 

" 

j 

HOl:ipital with comp~,\;!:~ jurisdictional problems. For example, a child who 
lives in Maryland may' have been abducted from her home and assaulted in the 
District. Should the child be treated by' the Special Unit or should she be 
referred to a therapist closer to home? Which law enforcement agency is 
responsible for the investigation, and how can they work together? 

To answer questions like these and to ensure that victims will be treated 
competently, the Special Unit periodically convenes a Cross-Jurisdictional 
Forum.' Invited to these meetings are mental health and criminal justice pro­
fessionals from Montgomery,Prince Georges, arid Baltimore Counties in Mary­
land; Arlington, Alexandria, and Fairfax Countiles in Virginia; and the Dis­
trict of Columbia. A different set ot persons has attended each meeting, 
but the participants typically represent ,rape victim assistance programs, 
protective services agencies, and law enforcement agencies. The agenda cen­
ters on sharing information about procedures used in each jurisdiction and 
resources available to treat child victims. More recently, the meetings have 
focused on formaliz;i.ng lines of authority when complex cases occur, providing 
in-service education, and encouraging networking. 

11.2 Community Awareness o 

The Special Unit ,has devoted considerable energy toward enhancing public 
awareness of both the problem of child sexual abus,e and the Unit's ayailabil­
ity to counsel victims and, families. Two factors are especially critical to 
the prevention and treatment of child sexual abuse: (1) the ability of par­
ents and teachers to recognize physical and behavioral signs of sexual 
abuse, and (2) their willii'lgness to report the incident and seek help for ,'the 
victims. All Unit staff are involved in public awareness activities, al­
though the Unit's director, clinical coordinator ,and criminal justice spe­
cialist are perhap~ the most active. 

Unit staff have appeared on numerous radio and television talk shows. Be­
tween Sep,tember 1979 and June 1980, for example, they appeared on five tele­
vision shows, including "The Baxters," a nationally syndicated' issues pro­
gram, and six radio shows, including the nationally syndicated "Parenting 
Plus." News articles highlighting the project have been published in the 
New York Times, Washington Post, Washington Star, and the CBS Editorial 
Service. A brochure developed by the Unit is distributed in local libraries, 
hospi tals, day care centers, and by agencies represented on the Unit's Com­
munity Advisory Council. In addition, a parent information booklet is given 
to parents of all children seen by the Special Unit. 

Early iIi the Unit's history, the staff developed a slide-tape show, later 
converted to film,for making presentations to large audiences. (Several of 
the photographs in this manual were taken from t~e original slide show.) 
Entitled Child Sexual Abuse: Trauma and Treatment, the film provides facts 
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about child sexual abuse and explains the approach to treatment offered by 
th~ Special Unit. The film discusses the hidden nature of the crime and ex­
plains the difference between normal sexual activity and abuse, noting that 
children are deemed incapable of giving informed consent to sexual activity. 

The film then describes the Unit's approach to treatment; beginning in the 
emergency room. It explains the need for the physician to develop a rapport 
with the child before the examination and suggests a few techniques to help 
th~ child relax, e.g., letting the child play with the medical instruments or 
whisper into the doctor's ear. The scene then shifts to the playroom and 
shows how the child relates the incident through drawings, stories, and 
active play. Finally, the film introduces the criminal justice system and 
the role of the criminal justice specialist. .The audience is reminded that 
relatively few cases of child sexual abuse ever go to trial, so that most 
victims are spared the interview~ and appearances. For the minority who do 
go to court, the film shows the specialist and child as they tour the court­
room and talk to prosecutors. The film concludes with a meeting of Unit 
staff as they review their current caseload. 

This 23-minute film is a standard feature of virtually all of the Unit's 
appearances with community groups and professional organizations. Speaking 
engagements are perhaps the Unit's most effective means of outreach, for they 
allow Unit staff to contact various groups representing a cross-section of 
the community. For example, in the first six months of 1980, the Unit gave 
presentations to the Arlington, Virginia, chapter of the National Organiza­
tion for Women, faculty and staff of the D.C. public schools, the Action 
Federal Women's Program, the D.C. Rape Crisis Center, a group of foster 
grandparents, and students from the University of Maryland and George Wash­
ington University. The Unit also conducts more extensive training with 
members of medical, counseling, and criminal justice professions, described 
in the following section. 

11.3 Professional Training 

Professional training is a key component of the Special Unit's efforts to 
assist child vi<;tims of sexual abuse. There are three broad goals of the 
training effort: 

(1) to increase the capacity of other agencies to cooperate 
and communicate with each other around common case 
management problems; 

1 Child Protection Center-Special Unit, Fourth Quarterly Report sub­
mitted to LEAA, 1979, p. 5. 
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(2) to increase knowledge and skills in specific case manage­
ment in other settings; and 

(3) to encourage the development of new and more effective 
treatment methods. 

The Unit's director estimates that one-half ofth~ Unit's total resources are 
expended on training presentations and workshops. 

Training sessions range in length from one hour to three days, depending on 
the audience and the material to be conveyed. Typically, the Special unit 
initiates the training effort. E'or example, a needs assessment questionnaire 
was mailed to supervisory personnel in adult, juvenile, and intrafamily 
branches of the D.C. Superior 'Court Probation Office prior to launching a . 
training program. In addition, Community Advisory Council members were \ 
approached to supply the necessary impetus for Special Unit presentations in 
their respective agencies. Some ager,.cies have since requested and received 
i'refresher" training from Special Unit Staff. All clinical staff participate 
in the professional training activities. 

As noted above, the Special Unit's staff have prepared a multidisciplinary 
curriculum which is cross-indexed so that sections most appropriate to medi­
cal, social services, or criminal justice personnel can be easily identi­
fied. For example, instruction on interviewing t~chniques for young children 
is relevant to virtually every audience, but instruction on the mechanics of 
collecting forensic evidence has a more limited audience of medical person­
nel and law enforcement officers. The index to this curriculum is included 
in Appendix B-1. 

The Unit periodically evaluates theeffecti veness of its training sessions. 
(The pre-test and post-training participant e~aluation forms used in a recent 
seminar for public health nurses are included i.n Appendix B-5.) Evaluations 
of training sessions for pediatric nurse practitioners ,and personnel of the 
D.C. public schools concluded that the format, content, and usefulness of the 
training were rated excellent by the respondents, and that participants.were 
able to enhance their skills in interviewing, case finding, and crisis coun­
seling. 3 

2Joyce N. Thomas, Testimony to the D.C. City Council Committee on 
Human Services, November 1980, p. 16. 

3Child Protection Center-Special Unit, First Quarterly Report to LEAA, 
1980, p. 5 • 
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11.3.1 Medical Training 

The Special Unit gives presentations to the staff 02 Children's Hospital as 
part of the biannual Grand Rounds for all staff physicians and interns and as 
part of an ongoing lecture series for the Outpatient Division. Unit staff 
have also provided training in the Grand Rounds for the Psychiatry Department 
and for nurses. This training focuses on the collection and transfer of 
medical and laboratory evidence, techniques for interviewing the child vic­
tim, reporting requirements, hospital treatment procedures, and childhood 
venereal disease. The Unit routinely invites local pediatricians to the 
Grand Rounds and l:).a.s hel d seminars for physici ans in private practice. 

The Special Unit has also provided medical training to staff of other hospi-
• tals as distant as Children I s ~ospital in Oakland, California, and as close 

as Baltimore City Hospital. Unit staff have been asked to speak ,at confet­
ences of medical associations such as the National Black Nurses Association 
and the National Association of Nurse. Practitioners and Nurse Associat.es. 
Training for public health nurses and other public health specialists focuses 
primarily on the investigation of childhood'venereal disease cases, l~gal re­
porting requirements, methods of collecting medical evidence, and strategies 
for conducting contact investigations. 

11.3.2 Social Service and Mental Health Worker Training 

The Special Unit is also commi,tted to providing training for social service 
and mental health personnel. This category includes social workers in the 
hospital as well as those in Child Protective Services and counselors in com­
munity mental health centers. The Unit has conducted a joint training ses­
sion for probation officers in the D.C. Superior Court and caseworkers in 
<;hild Protective Services. They also gave an all-day presentation for school 
nurses, counselors, protective service workers, and social workers at the 
Family Planning Institute in Baltimore. In ~ne recent thrlee-month period, 
Unit staff visited two community mental health centers in the Washington, 
D.C., vicinity to train counselors in identifying and treating child victims 
of sexual abuse. 

11.3.3 Criminal Justice Training 
/) 

j: 
I 

"i 

I: 
II 
II 

A large proportion of the Special Unit's training commitme.nts are ~,ith agen-
cies of the Washington, D.C., criminal justice system. De·tectives in the Sex 
Offenses Branch and Youth Division of the Metropolitan Police Department re­
cei ved training in evidentiary issues, interviewing techniql.les., and concepts 
of child deve],opment. Recently, qfficers in the Sex Offenses Branch rece! ved 
additional training in techniques of interviewing adplescent victims. 
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Prosecutors from the U. S. Attorney' s 'i'Office ahd the Office of the D. 'C. 
Corporation Counsel received training in techniques for interviewing and 
minimizing trauma to the child victim, methods of:.. obtaining medical and 
forensic corroboration, factors related to child wi"~ness. credibility, and 
issues in interagency collaboration in incest cases. ''\ Volunteer attorneys, 
who represent the children's interests iti.' abuse and \ neglect proceedings, 
received similar training, with special emphasis on nre psychodynamics of 
incest and alternatives to removing the child from the hdfe.' 
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\ 11.4 Conferences and Publications 

In November 1979, i;:he Child Protection Center-Special Unit ~\7sted the first 
national cqnference on the subject of child sexual abuse, atte~ded by approx­
imately 260 professionals.~rom across the country. Agenda t~pics included 
federal funding patterns,hw'lan sexuality, and incest treatment\ Topics for 
small group discussion included, among many others: .\\\\\ 

• emergency medical management; ~ 

~ 

• crisis intervention--theory and practice; , 
\ • childhood gonorrhea; 

• interviewing the child victim; 

• clinical assessment and treatment gQ~ls; 

• the child victiIl1':r-short-term and long-term reactions; 
and 

• promoting professional collaboration in case management. 

I 

Several months later, in April 1980, the Law Enforcement Assistance ~dminis­
tration asked the Special unit to host a colloquium entitled, "Child:Victims 
of Sex Offenses and the Criminal Justice System." Approximately 2.$ repre­
senta'cives of,ch,ild sexual abuse victim assistance programs, criminal, justice 
agencies, and' LEAA offices attended. Discussioris center~d around tl::e bene­
fits of invoking the criminal justice system' in cases of child sexua: abuse, 
aspects of the system that are detrimental to the child, and strate~ies for 

,,-implementing change. As a resu~t of these two conferences, the spec}al Unit 
has acquired a national reputation in the field of child sexual abus!= treat­
ment. The Unit will sponsor its second national conference in M1Y 1982. 

Also contributing to the Unit's visibility are the staff's publica'tions in 
academic journals and presentations ~t national meetings of pro~:e,ssiona:l 
organizations. Following is a partial list of papers presented or piUblished 
by the SpecialUni t staff: 11 
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• Horstmann, N.M., and Berg, R.F. Problems of sexually abused child~ 
~en: Clinical implications. Paper presented at the annual meeting 
of the American Psychological.· Association, Los Angeles, August 1981. 

• Lloyd, D.W. An Overview of the statutory, Police Investigative, and 
District of Columbia Superior Court procedures Relating to Children 
Who Are victims of Sexual Abuse. Unpublished manuscript, 1978, 
copyright pending. 

• Lloyd, D. Medical-legal aspects of sexual abuse.. Pediatric Anna.ls, 
March 1979. 

• Lloyd, D.W. Unequal protection: The criminal defendant and the 
child victim. Paper presented at the annual meeting of the American 
Psychological Association, Montreal, September 1980. 

• Makstein, N.K., MCLaughlin, A.M., and Rogers, C.R. Sexual abuse and 
the pediatric setting: Treatment and research implications. Paper 
presented at the annual meeting of the American Psychological Associa-' 
tion, New York City, September 1979. 

• Rogers, C.M. 
implications. 
Psychological 

Sexual abuse and the courts: Empirical findings and 
Paper presented at the annual meeting of the American 

Association, Montreal, September 1980. 

• Rogers, C.M. Child sexual victimization and the prevention problem. 
Paper presented at the annual meeting of the American Psychological 
Association, Los Angeles, August 1981. 

• Simrel, K., Berg, R., and Thomas, J. Crisis management of child sex­
ual abuse cases. Pediatric Annals, March 1979. 

• Thomas, J. Venereal diseases in children: A case of sexual abuse. 
Response, 1979, 2 (6). 

• Thomas, J. 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, Novem­
ber 1979. 

• Thomas, J. Nursing management of child sexual abuse. RN Magazine, 
in press. 

• Thomas, J. Early identification and intervention as a prevention 
method. Paper presented at the annual meeting of the American Psy­
chological Association, Los Angeles, August 1981. 

• Thomas, J., and Simrel, K. 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, November 1979. 

In addition, the unit's procedures and policy manual, while not written for 
general dissemination, could be useful to practitioners seeking to replioate 
aspects of the Special Unit' s approach. The prolific documentation of the 
Child Protection Center-Special unit shOUld be most valuable to others seek­
ing to enhance services for child victims of sexual abuse. 
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CHAPTER 12: EVALUATION OF CHILD SEXUAL ABUSE PROGRAMS 

Specialized treatment programs for child victims of sexual abuse are an emer­
gent phenomenon. There is little precedent to guide them in developing 
treatment approaches, nor are there standards against which to gauge their 
performance. Indeed, it may be argued that any treatment for these children 
is preferable to none, and thus, merely by virtue of their existence, these 
programs are performing a valuable service for society. The Sexual Assault 
center in Seattle and the Child Protection Center-Special Unit in Washington, 
D.C., however, are not satisfied with such a claim. Both projects have form­
ulated explicit goals and objectives and have taken steps to measure their 
achievements. In doing so, their efforts have contributed to a field that is 
gaining increasing recognition. Moreover, routine data analysis has enabled 
the projects to identify problems and trends so that steps can be taken to 
address them. 

Formal assessment of program effectiveness generally follows a standard, 
five-step approach: formulating the question, designing instrume~ts, design­
ing the study, collecting the data, and utilizing the r~sults. Although 
nel.ther of the Exemplary Projects has undertaken such a formal approach to 
evaluation, the methodology is a useful device for discussing the tasks of 
program assessment. Consequently, this chapter is organized into six corre­
sponding sections; 

1 

12.1 Articulation of Goals: why this step is important and 
how the projects have stated their goals 

12.2 Instrument Design and Data Collection: forms used by 
the projects, routine analyses that are performed, and 
examples of how the findings contribute to program im­
provements 

12.3 Approaches to Evaluation: distinctions between process 
and impact evaluations and techniques used by the Exem­
plary Projects 

U.S. Department of Justice, 
Office of Juvenile Justice and 
(Washington, D.C.: Government 

Law Enforcement Assistance Administration, 
Delinquency Prevention, Eyaluation Issues 
Printing Office, June 1978), pp. 10-14. 
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12.4 Demonstration of Goal Achievement: enumeration of 
the Erojects' stated goals and supportive evidence 
of their achievement 

12.5 Impact Assessment: An Example: brief description 
of a published study of the effectiveness of an in­
cest treatment program 

12.6 Summary: purposes and outcomes of routine assess­
ment of project performance 

12.1 Articulation of Goals 

The importance of developing explicit program goals cannot be understated. 
Written goals serve to shape a program's operations and to ensure that all 
staff members share a common perception of purpose and priority. However, 
merely stating a general program mission will not suffice for purposes of 
assessing goal achievement. Rather, the program's goals and objectives must 
be stated in measurable terms, for example, "to reduce recidivism" or "to in­
crfaase project caseloads." Once the project's goals have been properly 
articulated, the stage is set for the subsequent steps of evaluation. 

The goals presented below are a composite of the goals and objectives set 
forth by the two Exemplary Projects. They are stated in general terms so 
that they should apply to most child sexual abuse victim assistance projects. 
To clarify this presentation, project goals are grouped into three categor­
ies: victim support goals, community awareness goals, and training goals. 

Victim Support Goals 

• to provide crisis intervention and supportive counseling 
services to victims and their families; 

• to provide protection from sexual abuse to actual and po­
tential child victims; 

• to improve the response of the medical care system to 
victims; '~ 

.; 

• to improve ·the response of the crimina,']. justice system to 
victims; and c.:, ':' 

• to improve interaction, coordination, and cooperative case 
management among legal, medical, and social service systems. 
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Community Awareness Goals 

• . to increase community awareness of the problem of 
child sexual abusei and 

• to increase community awareness of the resources 
available to deal with the 1':;"9b;Lem. 

Training Goal 

• to provide training to professionals in related fields. 

The following sections of this chapter discuss the techniques employed by 'the 
Exemplary Projects to assess their achievement of these goals. section 12.4 
presents the evidence supporting each project's accomplishments. 

12.2 Instrument DeSign and Data Collect:on 

Measuring the achievement of long-term goals is only one component of a pro­
gram's self-assessment efforts. Sound management of a child sexual abuse 
victim assistance program, as with any human services program, also requires 
a periodic analysis of client characteristics, project caseloads, and ser­
vices rendered. Such an analysis can identify, ,: for example, whether certain 
population groups are underrepresented in the project's clientele, whether 
the clients' treatment needs are changing, or whether a particUlar source of 
referrals appears to be waning. In other words, frequent monitoring of the 
proj ect ' s acti vi ties can reveal problems or changing trends which require 
staff attention. 

In order to develop a strong data base, both the Sexual Assault Center and 
the Child Protection center-Special Unit have designed forms to capture im­
portant information on each client receiving treatment from the project. 
Data collection ·forms used by the Seattle Sexual Assault Center are repro­
duced as Exhibits 1 and 2. Staff social workers complete the patient profile 
form shortly after their initial interviews with the client and fill out the 
case checklist as each, case progresses through the medical exam, is reported 
to police or Children's Protective Services, or enters prosecution. The 
statistics are collected monthly and reported annually by a staff research 
assistant. The annual report for clients seen by the Sexual c!\.ssault Center 
in 1980 is contained in Appendix A-6. 

An annual review of these statistics over the life of the project has 
revealed important trends. .,For example, '~~ increasing proportion of child 
victim15:.are not receiv.ing ini:tial medical ciJ;ire at HarborvieWI Medical Center, 
but r';:"fher' from privcite physicians and community cl,inics~ Based on this 
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EXHIBIT 1 
S.A.C. Patient Profile 

For Administr.tive Use Onl 

(1-6)-

(7-6)- ~_.&...._-,I Worker ID* 

(9-l4)-I"'_..L.._+_-:"_-4~_"'_~_...!1 Dat. of initial . _ HHC/SAC cont.ct 

(15-l6)~ f I Age (Child, te.n, or .dult if .x.ct age 
L-L-J is unknown): 

(17)- 0 
(18)- D 

(19)- 0 
(20)- D 
(21-22) 1 

(23)- D 

(24)- o 

S.x 1 ••• 1., 2 • female 

Race: 
1 • C.llcuiali 
2 • Bl.ck 

5 • AIIian 
6 • oth.r, 

3 • Spani.h-Alla.rican '::-_=-_~..-
4 • N.ti va A1nerican o. Do not know 

DPA/Medicaid (w.lf.re): 
1 • yell, 2 • no, 0 • Do not know 

DeveloPDenta11y disabl.d or handicapped 
1 • yes, 2 • no, 0 • Do not know 

Who r.ferred client to HMC/SAC? 
01 • S~lf-referred 07. Soci.l .gency 
02 • Friend/n.ighbor 08 • Doctor/medical 
03 • Family member 09. Pro •• cutor 
04 • CPS 10 • oth.r: 
U5 • Police 11 • Media ----
06 • Rape Relief 00 • Do not know 

Time lapse since l.st u.ault/incident: 
1 • Less than 48 hours 
2 .. 2 d.ys to 2 w.eks . 
3 • 2 week. to 6 months 
4 • 6 month. or longer 
9 • No abuse found 
o • Do not know 

Number of a.sailants and incidents: 
1 • Single incident, single offender 
2 • Single incident, multiple offender. 

(such .. in gangr.pe) 
3 • Multiple incidents, .ingleoff.nder 
4 • Multiple incid.nts, multiple offenders 

(.uch as in incc.t c •••• with parent 
and uncle both off.nding over tim.) 

9 • No abuse found 
o • Do not know 

(271-

(28)-

(29)-

(30)-

(31·)-

(32)-

(33)-

(34\)-

(35)·· 

**** (64)-

D 

D 

o 
o 

(Blank) 

Type of Ass.ult: (If more than one, code 
mo.t significant to victim) 

1 • Rape 
2 • Attampted rape 
3 • Child mole.t.tion(stranger/.cquaintance) 
4 • Child inc.st (adult living in hame or 

relative in or out of home) 
5 • Other: 
7 • Adult ,-m=-o:"l;":e:':s:":t::::e-:;d-.s-c":'h-:i":'l-:;d--:-( s-'t~r-a-n-g-e-r /""'a-c-q-u. 
8 • Adult, incest as child 
9 • No abu.e found 
o • Do not know 

Loc.tion of assault: 
1 • Victim's home 
2 • Assailant's hame 
3 • Other's hane 
4 • Victim'. c.r 
5 • Assailant's c.r 

6 • public place: 

7· other 
9 • No abus~ found 
o • Do not know 

Neighborhood where ... ault occurred 

H.s the abuse been reported to CPS 

(1 • yes, 2 • no, 9 • No abuse found, 
o • Do not know) 

Has the abuse b.en reported to police? 

1 • yes, Seattle PO 
2 • Yes, King County Shetiff's Department 
3. Yes, other: ___________ _ 
4 .. No 
9 • No abuse f'ound 
o • Do not know 

SERVICES PROVIDED TO VICTIM (intake month) : 
(Code .t l.ast one service) 

I I He,.d.i)cal exam J~ 1· yes 

D
~ ---, 

N counseling 2 • no 

D CJS Advocacy 

o 
o 

Seattle Rape Relief involvement: 
1 - yes, 2 ~ no, 0 • Do not know 

Is victim mamber of female-h.aded household? 
1 • Yes (woman financially re.pon.ible 

for .. elf and/or others) 
2 • No or Joint (spouse/partn.r hous.holds, 

include adult mal. victims) 

(2S-26)i, __ ..L-_..IIRelation.hiP of usailant to victim: (If more 
- . than on., code mo.t significant to victim.) 

o • Do not know 

6/81 

1 / 

01 • Stranger 11 • Sup-parent 
02 • Acquaintanc. 12 • Fo.ter parent 
03 • Friend o,f. f~ly13 • Parent'. live-in 
04 • Neighbor partner 
05 • CO-worker 14 • Parent'. partner 
06 • Babysitter (not live in) 
07 • Exhusband/lover 15 • Other relet1 WI: 

(adult victim) 
08 • Husband/lover . 16 • Grandparent 

(.dul t victim) 17. uncle 
09 • Natur.l p.rent 18 ~ Sibling 
10 • Adoptive p.rent 19 • Cousin 

20 • DO NOT IQfOW 
21 • NO ABUSE FOUND 

. .. ~, .-

(65-6611 , RIBb.r of family mllllbers and friends of 
L. _~_.,J_ vi9tiln contacted. 

(3.6)- D 
D 

For Admini.trative Use Only 

POE: 

(37)- Initial Hedical: ____________________ _ 

(38-421-1L-__ -'-_--'-_--'-_--'-_.J 

(43-471-1 

:===:==~= 
(48-521.1~-----~---~-----~-----~~.~.~ •• ~ 
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EXHIBIT 2 

Case Checklist 

,1 
. 1. Date of' initial exam: 

Reason, if no exam: 

~ Positive Negative 

GC (EUROV) 

VDRL 

PAP 

(\ 

Gravindex 

MAT ---
-'--

f' __ (yes) __ (no) 

~ Positive Negative 

GC (EUROV) 

PE!!.IOD _, _(yes) __ (no) 

3. a-Week VDRL __ 

CPS INTERACTION 

1. Repor~ed to ,CPS 

Date, _________________________ __ 

Caseworker .l{,::&_pl;:;h::.;..' ...!*~)~ ____ _ 

2. _Not reported to CPS 

Reason: 

NAMES AND PHONE NUMBBRS OF SIGNIFICANT 
OTHERS INVOLVED WITH CLIENT 

1. 

5. 

111. 

CJS INTERACTION 

Reporting: 

1. _ Not reported 

Reason: 

2. Police jurisdiction: 

Ditte of report: 

3. Detective: 

Date of interview: 

4. Prosecuting Attorney: 

Date of interview: 

Prosecution: 

1. 

2. 

Declined: date: 

Reason: 

__ Charged: date: 

With what: Indecent liberties 

Incest 

Statutory Rape: 10 

- 2° 3° 

'i~ \ 

MisdemeanOr (sex offense) 

Other: 

DispOSition: 

1. Plead to original charge 

Date: 

2. Plea bargaj.ned: date: 

What .charges: 

3. __ Dismissed by State 

Date: 

Reason: 

'. ~iTrial: date: 

Convicted 

What charges: 

Mistrial 
_ Acquitted 

Dismissed by Court 
Reason: , 
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observation, the Sexual Assault Center has concentrated its training and out­
reach more heavily on doctors in the comm;i:mity, encouraging them to treat 
child sexual abuse victims sensitively and to collect the forensic evidence 
necessary for prosecution. In addition, the Center found that a large pro­
portion of their clients are molested at a very early age; for example, 1980 
data show that 41 percent of the child victims treated were under eight years 

. old and that 62' percent were not yet 13 years old. This finding has prompted 
the Center to place greater emphasis on their awareness program for elemen­
tary schools. 

Data collection and analysis have always been principal ccomponents of the 
Child Protection Center-Special Unit in Washington, D.C.; the project has had 
a full-time director of research since its inception. The Unit's counseling 
staff maintain detailed records for each case in order to build a comprehen­
sive data base on the types of cases being handled by the program, the needs 
of the child and family, and the effectiveness of the Unit's services. The 
data collection instruments designed by the Special Unit are, fri themselves, 
a significant contribution to the field, especially in their attempt to cap­
ture complex in:t:ormation such as parental and child responses to counseling. 
Several forms are filled out for each case (selected examples a.Epear in 
Appendix B-6): 

• Intake Note, filled out by the intake counselor to 
record identification information on both the child 
and her parent, scheduled laboratory work, the intake 
counselor's initial impressions from the parent and 
child interview, and the status of law enforcement 
activity, if any; 

• Case Summary Form, on which is recorded demographic 
information on the victim, details of the incident, and 
preliminary observations of parental reactions; 

• Child Behavioral Checklist, completed by parents to 
assess the physical, interpersonal, affect, and 
behavioral problems manifested by the child victim; 

• Parental Response Follow-Up Form, completed by the 
-;;tinselor after each session with a parent to assess the 
parent's feelings along several dimensions; 

• Clinical Services Summary Form, on which the st~ff log 
all events in the treatment of each case--for example, 
counseling appointments' or referrals for other services; 

• Medical Sununary Form, a single page on which all labora­
tory results are compiled; and 

• Directory of Involved.p~rso~nel, on which is recorded 
the names of both the Children's Hospital staff and the 
personnel of other agencies (e.g., criminal justice, 
CPS, school) contacted in each caSe. 
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The D.C. project staff caution that if the number of forms becomes too large, 
'or if the structure of the forms is too complex i recordkeeping can become 
burdensome to the program's counselors. Thus, the possible value of each 
form must be weighed against the time that will be required to maintain 
records on each case and to compile that information. 

In reporting its case summary stati,stics, the:Spec,ial Unit distinguishes be­
tween three categories of clients: intakes, who are interviewed directly by 
a Unit counselor; incqming referrals, who are e~pected to bec~me intakes but 
have not been interviewed at the time the report is prepared;' and consults, 
who are known to the project only through telephone contact with the victim, 
a family member, or an outside agency or counselor • For research. purposes, 
the Unit attempts to compile as! much information as possible on all three 
categories, though tlle most extensive data are obtained on project intakes. 
The criminal justice, specialist, for example; tracks the cases of incoming 
referrals as well as' those ,of Unit intakes, thus providing a more complete 
picture of case processing (see Chapter 10). 

The Unit's research director prepares both quarterly reports and cumUlative 
reports which tabulate selected data from the time of project inception to 
the date of the report. Table 12.1 shows a sample quarterly statistical 
report. The Unit has purchased a limited amount of computer t.ime from George 
Washington University, and the results of various'f,lnalyses have been publish­
ed in. journal articles and presented at. confeI;'el1d~s. Unfortunately, finanT 
cial constraints have so far precludErd a thorough analysis of much of th~ 
data colle~ted by the proje.ct. r., 

12.3 Approaches to Evaluation 

Performance assessmen:ts of human services programs can be described as either 
process evaluations,' which are "accomplished through careful and systematic 
documentation of staff activities, project at":fibutes, recipients, etc., and 
the condit.ions and changes in any of these;" or impact evaluations, which 
are designed to demonstrate thj extent to which project activities created 
some change in fi target group_., In an optimal situation, both process and 
impact evaluations would be performed concurrently so that program adminis­
trators would learn not only whether their programs were having the desired 
effects (impact), but also which e,l~ments of t~e programs may have contribu­
ted to or detracted from the program's success. 

2 . 
Evaluation Issues, 

3 ipid., p.' 4 • 

4I~id., p. 5. 

op. cit., p. 4. 
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Table 12.1 
summary Intake statistics 9/16/80 - 12/15/80 

Child Protection Center-Special Unit 

MALE VICTIMS 
-----------------~\:. 

Case Type (Base N=62)* 

Alleged Sexual Abuse 
Childhood Goriorrhea 
other 

Column Total 

Type of Offense 
(Base N 53) 

More serious** 
Less serious 

Column Total 

victim Age (Base N=62) 

Under 8 years 
8 years or older 

Column To·tal 

Offender Age (Base N=50) 

Under 18 years 
18 years or older 

Column Total 

Offender Relationship 
(Base N-53) 

Parental Figures 
Other relatives 
Others, knDwn to victim 
Strangers 

Column Total 

N 

13 
0 
1 

14 

12 
1 

13 

6 
8 

14 

7 
5 

12 

0 
1 

12 
0 

13 

(%BaSe N) 

21% 
0 
2 

23% 

23% 
2 

25% 

10% 
13 

23% 

14% 
10 

24% 

0% 
2 

23 
0 

25% 

FEMALE VICTIMS 

N 

40 
4 
4 

48 

32 
8 

40 

20 
28 

48% 

9 
29 

38 

20 
8 
9 
3 

40 

(%BaSe N) 

65% 
6 
6 

77% 

60% 
15 

75% 

32% 
45 

77% 

18% 
58 

76% 

38% 
15 
17 

6 

75% 

TOTAL 

N 

53 
4 
5 

62 

44 
9 

53 

26 
36 

62 

16 
34 

50 

20 
9 

21 
3 

53 

(%Base N) 

86% 
6 
8 

100% 

83% 
17 

100% 

42% 
58 

100% 

32% 
68 

100%. 

38% 
17 
39 

6 

100% 

*Base Us vary because the unit did not have complete information on all cases 
at the time the table was compiled. 

r / 

**More serious offenses are those involving o:r'al or anal sodomy or vaginal 

intercourse. 

Source: Child Protection center-Special Unit, Fourth Quarterly Report to LEAA, 

1980. 
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While process evaluations often take the form of very detailed, qualitatively 
analytic case studies ,i!I!Pactevaluations require the imposition of experi­
mental conditions and data collection techniques that maybe b~yond the re­
sources of many progr.ams. Many of the goals listed for the two Exemplary 
Projects in Section 12.1 can be assessed either through process or impact 
evaluation. Both the Sexual Assault Center and the Child Pro.tection Center­
Special Unit have opted for .process evaluations, .. not only because of':>.h.e 
complexity of impact evaluation, but because the outcomes of process evalua­
tion more closely suited .their immediate need to improve upon project opera.­
tions as specified in their stated goals. As described in the publication, 
Evaluation Issues, cited above, a process evaluation: 

involves more than monitoring project activities and careful 
documentation of project characteristics. It also requires 
judging the quality, adequacy, or appropriateness of the 
procedures and making necessary adjustments. S 

Using this definition of process evaluation, both qualitative 
tive mea~ures are integral to assessing goal achievement. 
approach taken by the two Exemplary Projects, as described in 
section. 

12.4 Demonstration of Goal Achievement 

and quantita­
This is the 

the following 

Th.is section presents the outcomes of assessments undertaken by the Sexual 
.Assault Center and the Child Protection Center-Special Unit in their efforts 
to demonstrate goal achievement. For readers interested in pursuing impact 
evaluations, an example is provided in Section 12.S of an evaluation of 
counseling effectiveness in one well-kngwIl incest treatment program. Readers 
desiring greater detail in the methodology and techniques of impact evalua­
i;:ion are encouraged to consult a standard E;\valuation textbook. 6 

12.4.1 Victim Support Goals 

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

Nei ther the Sexual Assault Center nor the CIUld Protection Center-Special 
Uni t can estimate the proportion of child s:,~xual abuse victims in their 

t' 

SEvaluation Issues, Ope cit., p. 4. 

6see , f0r example, Carol H. Weiss, Eva:tuat.ion Research (Englewood 
Cliffs, N.J.: Prentice-Hall, Inc., 1972), or I! Emil J. Posavac alld Raymond , 
G. Carey, Program Evaluation: Methods and Ca.sd;~ Studies (Englewooq Cliffs, 

c:",; N.J.: Prentice-Hall, Inc., 1980)., 
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respective jurisdictions'that are receiving project services. The problem 
lies in the hidden nature of the crime. Many incidents are never reported"to 
authorities, so that programs have no way of knowing how many childrena,re 
treated by other medical or counseling agenc'ies or how 'many a,re not treate9 
at all. In Seattle, l';"ef erral agreements with Children i s Protective Servic,es 
and the major police departments suggest that the Sexual Assault Center is 
treating virtually all victims known to those authorities. In D.C., the 
Special unit certainly treats all victims referred to Children' s Hospital, 
but because the police are prohibited by law from making direct referrals to 
a private hospital unless specifically requested by the victim or family, an 
unknown proportion of child victims are taken elsewhere. The project esti­
mates that 70 l'ercent of child sexual abuse victims in D.C. are treated at 
Children's, Hospital. 

Both projects compile data on the services they provide to children referrE~d 
for treatment. Table 12.2 shows the services provided by the Child Protec­
tion Center-Special unit to cliemts treated since 1979. The project does not 
rO\J.tinely report these data in terms of what percentage of clients receive 
various combinations of services. 

Table 12.2 
Direci: Services Provided 

Child Protection Center-Special Unit 

Type of Direct Service 

Psychological Assessment/Evaluation 
Crisis Int.'ervention (Short-term 

Counseling/Therapy) * 
Medical Follow-Up Services** 
Case Tracking/Court Accompaniment 
Other*** 

Percentage of 
Services Provided 

26% 

46% 
11% 

9% 
8% 

*AII project intakes receive at least one :~counseling/crisis inter­
vention session. 

**Excludes intake exam provided to 98 percent of Special unit clients. 
***Includes interviews with client attorneys, consultation with other 

hospitals or physicians, and handling related problems with sibliri,gs. 

Source: Child Protection Center-Special Unit statistics. 

J' 
Table 12.3 shows the direct services provided by the Sexual Assault Center. 
The project reports the combinations of services provided to both inClest 
victims and nonfamily assault victims. 

In addition to document.ing the services they( now provide to child l,seJ~al 
abuse victims, both the Child Protection Center-Special Unit and the Sel!CUal 
Assault Center h;.lve documentation of the relative dearth of, services aViHl-

J 
',( 
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Type of Service Provided 

Medical only 
Medical and counseling 
Counseling only 
Counseling and legal 

advocacy 
I Medical, counselipg, and 

legal advocacy 

TOTAL 

Table 12.3 
Direct Services Provided 

Sexual Assault Center 

"Total" 
Child Victil'nS 

%, of '\~~\ 
N Clients' 

18 2% 
185 25% 
306 42% 

128 18% 

93 13% 

730 100% 

Nonfamily 
Assault 

% of 
N Clients 

10 3% 
118 33% 
133 37% 

60 17% 

36 10% 

357 100% 

Source: Sexual Assault Center statistics, 1980. 

':. 
, ' 

Incest 
Victims 

% of 
N Clients 

8 2% 
67 18% 

173 46% 

68 18% 

57 15% 

373 99% 

able in years prior to project inception (see Chapters 7,' and 2, respect.i \re­
ly). i~n the District of Columbia, an analysis was performed on the chafac­
terist:l~cs of sexual abuse victims, treated by the Child Protection Center 
beforerthe Special Unit was created. In, Seattle, a law student had independ­
ently ,!conducted a study of the management of these cases within the criminal 

I ' "i i ' justi1ie system. These studies found serious deficienc es n the servJ.ces 
avai121ble to assist ch:l.ld victims, both in Seattle and Washington, D.C. Both 
proje~~ts have succeeded in deve,loping specialized counseling programs where 
there;; had been none before. 

0' 

:1 
Goal ,2: ---,,..-
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The most drastic means of attempting to protect these children is to remove 
them from their homes or to remove the offender if he shares the household. 7 

In the District of Columbia, as in most jurisdictions, when an arrest is 
made, the offender is frequently placed under a no-contact order by the crim­
inal court as a condition of pretrial release. A similar order may be im­
posed by the juvenile (or faIriily) courts as a means of protecting the child 
pending further investigation and disposition of the case. However, often 
there is some delay in obtaining these orders from the co\.trt. Removing the 
child from the horne is usually considered to be the last resort. In fact, 
the Special Unit's statistics reveal that in nearly three years of project 
operations, ,from February 1978 to December 1980, only 18 child sexual abuse 
victims were committed to foster care. 8 

Protecting potential victims from sexual abu~le is a matter of prevention. 
Because prevention is a long-term goal, howevElr, it is difficult to measure 
the effects of a project's efforts to reduce the actual incidence of child 
sexual abuse. Through their many outreach and public awareness activities, 
both projects have taken steps to inform the community of the reality of 
child sexual abuse and ways to recognize and treat children who have been 
victimized. A major target of the projects' public awareness campaigns has 
been the schools--parents, teachers and counseling staff, and students. This 
effort probably constitutes the most effective strategy for preventing sexual 
abuse of children. 

Goal 3: To improve the response of the medical care system to 
victims. 

Both the Sexual Assault Center and the Child Protection Center-Special Unit 
have developed protocols to guide physicians in conducting thorough and sep­
si tive examinations of child sexual abuse victims. Both projects providE! 
extensive training in the use of their protocols and examination techniques 
to hospital physicians f interns, and nursing staffs, in emergency rooms and 
outpatient clinics not only in their own hospitals, but in other medical 
facilities and private offices. Police and prosecutors in both jurisdictions 
report that the projects' protocols for interviewing child victims have sig­
nificantly improved the quality ,of cases presented for prosecution. Finally, 
in Washington, D.C., the Special Unit has persuaded the city's Public Health 
Department to establish two venereal disease screening sites that are desig-

7 
It should be noted that the "home" may not haV'e been intact at the 

time of the incident--e.g., a chi~d may be abused by her biological father 
who is divorced from her mother, but abuses his daughter at visitations. In 
other circumstances, a mother may choose to leave the horne wi~h her children. 
Also, children placed in foster homes are, .not guaranteed inununity to sexual 
abuse; they may fall prey to unscrupulous foster parents oroldar children in 
the horne. 

8Child Protection Center-Special Unit, Fourth Quarterl'y Report to 
LEAA, 1980. 

118 

',)! 

o 

11'1 
" J 

tl ,'j , I 

'I ~ 

il 
fJ 
f." 
" I II 
11 
11 
fl f 
~l I 

11 
fl 

II 
( l!' 

i 

I 
~ 
~ 
11 [ 

! 
I 

f 
Jl 
!j 

-I 

, 

,~1' -MI it, . tiLl" .IM 

nated for testing children. Further detail on improvements in the medical 
arena is provided in Chapters 4 and 9. 

Goal 4: To improve the response of the criminal justice system to 
child victims and their families. 

As was noted in Chapter 1 and will be discussed more fully in Chapter 13, 
there is considerable controversy among mental health, social service, 
medical, ~nd even criminal justice professionals as to the appropriateness of 
criminal justice involvement in child sexual abuse cases. 'Some child victim 
assistance projects, like the Sexual Assault Center and the Child'Protection 
Center-Special Unit, strongly endorse criminal prosecution; others make it a 
policy to keep their clients out of the system wherever possible., Regardless 
of their stance towards criminal justice system involvement, however, all 
programs should recognize that a certain proportion of their clients will be 
drawn into that system nevertheless. Thus, it becomes critical to take steps 
to make the experience of prosecution less traumatic for victims and their 
families and to make'the system more responsive to 'their ,needs. 

In Seattle, prior to the project's inception, the dase management problems in 
the criminal justice system were severe, as described in Chapter 2. After 
one year under the LEAA grant; the Sexual Assault Center retained a consult­
ant to evaluate the outcomes of project interve~tion in the criminal justice 
system. Based on personal interviews with police and prosecutors in King 
County, the ,evaluator reported the following results: 9 

9 

.. 

• As a result of discussions between Center staff and law" 
enforcement personnel, a joint detective/prosecuting at­
torney interview of the child victim was instituted to 
reduce the number of times the child had to recount the 
specifics of the abuse incident. 

• Criminal justice respondents reported that they were more 
effective interviewers of children as a result of project 
training. 

• Presence of a counselor during the interview was report­
ed by law enforcement and criminal justice personnel to 
be helpful. It gave the child a sense of security and 
enabled the interviewers to obtain more details. In one 
particularly difficult case, the detective requested that 
the counselor conduct the interview while he took notes. 

Jon R. Conte, Memorandum to Lucy Berliner, December 30, 1978. 
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• Child sexual abuse cases are assigned to a prosecuting 
attorney who sees the case through the pretrial and 
trial process. Prosecutors who were interviewed felt 
that this vertical system resulted in more sensitive 
handling of the child victim as well as more effective 
prosecution of cases. 

• The project identified a network of experts in the 
evaluation and treatment of juvenile and adult offenders 
and advocated with prosecutors and the courts for 
particular sentencing alternatives. 

While Seattle project staff stress that they leave the decision to press 
charges up to families, both they and the prosecutor's staff report that few 
families drop charges once they decide to prosecute. Indeed, the Chief of 
the Prosecuting Attorney's Special Assault Unit credits the Sexual Assault 
Center with "keeping cases together" throughout the ordeal of criminal prose­
cution. Data col.lected in three separate studies appear to support this con­
clusion, although the actual impact of the Center's efforts h.as not been 
measured directly. In 1973 and 1974, prior to project start-up, 94 cases had 
been disposed of in King County Superior Court. 10 A later study found 
that 84 cases had been disposed of in 1978 alone, the first year of project 
operations. 11 The number of cases processed continues to increase. In 
:1980, the Special Assault Unit of the King County Prosecuting Attorney's 
Office filed 215 child sexual abuse cases, .and 193 reached disposition (the 
remainder were still pending as of April 1981).12 Only 17 cases were 
dismissed before trial, for reasons including noncooperative parents, death 
of the defendant, or a later determination that a child was incompetent to 
testify. The Special Assault Unit Chief noted that this eigh.t percent dis­
missal rate was considerably lower than that .of cases involvin<;J adult victims 
of sexual abuse, which was 14 percent for cases filed in 1980. 

The Sexual Assau.lt Center's emphasis on prosecution has be/Em coupled with 
aggressive efforts to identify and utilize offender treatment programs and to 
have offenders referred for treatment as one of the outcomes. of prosecution. 
This dual emphasis may account for the "project's success, according to the 
Chief of the Prosecutor's Special Assault Unit. Prosecution of offenders 
without the possibility of treatment is unlikely to win th'e cooperation of 
victims and their families, especially if the offender is either a family 
member or known to the family. 

10Christine McKenna, "A Study in King County of Child Victims of Sexual 
Assault: Results and Recommendations for Police and Prosecutors," unpublish­
ed manuscript, Seattle, Washington, Summer 1975. 

11Jon R. Conte and Lucy Berliner, "Prosecution of the Offender in Cases 
of Sexual Assault Against Children," forthcoming in Victimo!£9x.. 

12 
Special Assault Unit statistics, King County ProsE~cuting Attorneyis 

Office, 1981 • 
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Table 12.4 shows that the prop'ortion of sentences explicitly requiringcoun­
seling appears to haVe increased over the three time periods .for which sen­
tencing data were compiled. In 1973-74, some proportion of the 48 deferred 
sentences incorporated counseling in the community; in 1978, the figure was 
51 percent; and in 1980., approximately 66 percent of the sentences required 
outpatient counseling. At the same time, the proportion of sentences to in­
patient treatment at Western Sta:t;e Hospital also increased, from 10 percent 
in 1973-74, to 14 percent in 1978, and 19 percent in 1980. 

Table 12.4 
Sentences Imposed on Defendants 

Convicted of Crimes Involving Child Sexual Abuse, 
1973-74, 1978, and 1980, King County, Washington 

Sentence ImEosed* 1973-74 1978** 
N % N % N 

Jailor prison 16 19% 44 60% 22 
Western State Hospital 8 10 10 14 30 
Counseling 38 51 103 
Restitution 15 20 
Deferred*** 48 58 

,Suspended 11 13 
Other (usually court costs) 55 74 

TOTAL 83 100% 162 NA 155 

1980 
% 

14% 
19 
67 

100% 

*:Reporting categories differ among the three studies. 
The study reports patterns of mUltiple sentences for 74 convicted defend­
ants, e.g., 21 defendants (28 percent) were sentenced both to jail/work­
release and counseling. The column in the table reflects the percentage 
of total sentences that incorporate each alternative, and thus the total 
exceeds 100 percent. 

***Reporting for outpatient therapy was a condition commonly attached to de-
ferred sentences, although the study does not report the actual frequency. 

Sources: Christine McKenna, "A Study in King County of Child Victims of 
Sexual Assault: Results and Recommendations for Police and Prosecutors " un-
published manuscript, Seattle, Washington, Summer 1975, p. 35; , 

Jon R. Conte and LUcy Berliner, "Prosecution of the Offender in Cases of Sex­
ual Assault Against Children," forthcomingin Victimology, p. 13; 

~~:~~al Assault Unit statistics, King County Prosecuting AttorneY'Sl:~hffice, 
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The Child Protection Center-Special Unit in Washington, D.C., ,also has taken 
steps to improve the c;r.iminal justice system respo?se to chi~d vic~,;ims .T~e 
Unit's criminal justice specialist works closely w~th the ch~ldren and the~r 
families to ensure that they understand the need for prosecution and the pro­
cedures involved. He takes the children for a tour of the courtroom and re­
hearses their testimony so they will be better prepared for defense cross­
examination. He also advises Unit counselors regarding their clients' appar­
ent readiness for court so that counselors can focus their efforts on (;'!ach 
client's individual needs. The criminal justice specialist's direct assist­
ance is perhaps the most visible way in which the Special Unit supports vic-

tims in the legal proceedings. 

Training seminars and presentations are another vehicle used by the project 
to press for change in the system. Prosecutors, both in the U.S. ,Atto:ne~'s 
Office and the D.C. Corporation Counsel, and police have been tra~ned ~n ~~­
terviewing techniques and basic principles of child development. (The proJ­
ect's training efforts are described more fully in Chapter 11.) Also, the 
criminal justice specialist testified at hearings regarding a propos,a~ to 
reorganize sexual assault offenses into a new chapter, o~ t~e D.C. cr~m~nal 
Code. The Unit's recommendations pertained to: (1) el~m~nat~ng the requ~re­
ment for corroborative evidence; (2) eliminating cross-examination on the 
victim's sexual history, except under extraordinary circumstances; (3) vot~ng 
down a proposal to allow voluntary intoxication as a defense; and (4) requ~r­
ing harsher penalties for sexual offenses invol,ving a c~i~d. ,some of these 
recommendations were incorporated in the D.C. c~ty Counc~l s f~nal proposal. 
However, the legislative process in the District of columbia is unique in 
that all proposed revisions must be reviewed and appr~ved in the U. S. Con­
gress. Congress did not pass the City Council's proposal, and the laws per-
taining to child sexual abuse remain unchanged. 

Finally, as a result of the criminal justice specialis!'~ ~iligence in 
tracking all known cases of child sexual abuse from the ~n~ t~al r 7Port ~o 
police to final case disposition, the Child Protection Center-Spec~al, u~~t 
possesses perhaps the most comprehensive picture available of the process~ng 
and outcomes of child sexual abuse cases in a single jurisdiction. The crim­
inal justice specialist's records reveal that only a small, ~~er of ca~es 
"fallout" of the D.C. criminal justice system because of v~ct~m or fa~ly 
noncooperation, and, although ~t is difficult to document, it may be surmised 
that the Special Unit's constant support and encourage~en:- ~elp to persu~de 
families to pursue prosecution. Also, through the spec~al~st s case track~ng 
activities he has cultivated informal contacts with prosecutors, and they 
have corne ~o rely on him for advice regarding a child's ability to testify, 
the availability of elTidence, or recommendations for expert witnesses. 
Finally I the project has taken concrete steps to address the ,singl~ major 
cause of case attrition, the lack of corroborative evidence, by ~mprov~ng the 
evidence reporting form used by police and by advocating for the elimination 
of the corroborative evidence requirement from the D.C. Criminal Code. 
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Goal 5: To improve interaction, coordination, and cooperative case 
management among the legal, medical, and social service 
systems. 

An incident of child sexual abuse, may corne to the attention of a number of 
professionals in both public and ,pri vate agencies: physicians, caseworkers, 
therapists, police, and attorneys. If the incident is reported to authori­
ties, two or mOre of these persons are likely to become involved in what 
should be a cohesive, complementary strat~gy for helping the child and family 
to overcome th~ immediate crisis and n.t~we forward with their lives. The 
agencies l1'Ost frequently sharing resp:bri~;ibility for case management will 
depend largely on the types of cases that are reported in the community 
(i.e., intrafamily or nonfamily) and the attitudes of key personnel in those 
agencies ~' Unfortunately, however, in many communi ties the medical, mental 
health, social service, and legal professions are unaccustomed to working 
together and may view each other as adversaries. Both the Sexual Assault 
Center and the Child Protection Center-Special Unit have assumed a "catalyst" 
role, taking steps to bridge the gaps among these professions in order to 
achieve cooperative case management. 

In Washington, D.C., the Special Unit's creation of the Community Advisory 
Council was its first attempt to persuade agency representatives of the need 
to adopt a common goal in managing child sexual abuse cases. As noted in 
Chapter, 11, Council members include officials in law enforcement, prosecu­
tion, child protection services, probation, public health, and various com­
munity groups. Inclusion of CPS was a significant accomplishment because 
that agency had experienced conflicts with the Child Protection Center prior 
to the SpecialUni t' s inception. The Cross-Jurisdictional Forum is another 
group of agency representatives convened by the Special. Unit to encourage 
coordination of case handling. This group is attempting to define the lines 
of authority that apply when cases involve more than one' jurisdiction, a 
situation that occurs frequently in Washington, D.C. Finally, ,the Special 
Unit attempts to foster interagency coordination in its extensive training 
sessions and professional conferences, where the need for cooperative case 
management is a featured topic. 

In Seattle, therollowing accomplishments have been attributed to the initia­
t.ive of Sexual Assault Center staff: 

• 
• 

institution of joint police/prosecutor interviews; 

creation of the Special Assault U~~Of=t~e King County 
Prosecutor's Office; ~ 

creation of the Sexual Abuse Unit of Childr~protective 
Services; 

• development of a CPS protocol for informing police of re­
ported Child sexual abuse; and 
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• institution of weekly meetings of Sexual Assault Center 
staff, police, prosecutors, and CPS. 

These weekly meetings exemplify the Sexual Assault Center's approach to child 
victim assistance. The meetings take place in an atmosphere of mutual re­
spect and commOn purpose. Questions both specific to individual cases and 
general to the subject of improved case management are raised, and everyone's 
voice is heard. It is important to note, too, that in recent years several 
sex offender therapists have become active members of the network of agencies 
involved in aspects of child sexual abuse, maintained by the Sexual Assault 
Center. Not yet represented in this network, however, are the juvenile divi­
sions of the Seattle Police Department and King County Prosecuting Attorney's 
Office. Project staff have indicated that members of these divisions remain 
unconvinced of the Center's approach to case management (for reasons discus­
sed in Chapter 5). The Sexual Assault Center has accelerated its outreach to 
these groups in hopes that they will eventually adopt the strategies used by 
agencies in the network. 

12.4.2 Community Awareness Goals 

Goal 1: To increase community awareness of the problem of child 
sexual abuse. 

Chapters 6 and 11 described the outreach efforts of the Sexual Assault Center 
and the Special Unit, respectively. Both projects are heavily committed to 
speaking engagements and presentations for a wide range of community groups. 
Both have appeared on local television and radio talk shows and have contrib­
uted to newspaper articles discussing the problem of child sexual abuse. The 
Sexual Assault Center has additionally developed a special program for pre­
sentation to school-age children, their parents and teachers. Both projects 
estimate that they have reached several thousand people through their commun­
ity awareness programs. 

Goal 2: To increase community awareness of the resources available 
to deal with the problem. 

One measure of achievement of this goal is increasing project case load over 
time. If the general public comes to know that an effective resource is 
available to assist them, particularly when there were no resources before, 
then that resource should experience an increasing caseload. 

Both projects have demonstrated increased caseloads in the years since their 
inception. In the District of Columbia, the predecessor Child Protection 
Center had treated 151 child victims of sexual abuse in the two and one-half 
years between October 1975 and March 1978, when the Special Unit began opera­
tions. In calendar year 1978, the Special Unit treated 150 child sexual 

124 

.-

, , 

s 

abUSe victims. The number of project intakes increased in 1979 to 185 d 
again in 1980 to 194. C i ' an oncurrent w th the increase in client caseload, the 
Spec,tal Unit has recorded a substantial increase in requests for cDnsulta­
tion: from 45 in 1978, to 107 in, 1979, to 114 in 1980. Clearly, the Special 
Unit is recognized as a valuable source of advice and assistance in the Wash­
ington metropolitan area. 

In Seattle, the Sexual Assault Center also has experienced an increase in 
case load. The project has recorded the number of child victims treated by 
the Cent,er since 1974, as shown in Table 12.5 below. The Law Enforcement 
Assistance Administration funded the Center's Child Victim/Witness Project 
in October 1977, and it was in that year that the Center saw-its most drama­
tic increase in child clients. The caseload has continued to rise ever 
since. 

Year 

1974 
1975 
t976 
1977* 
1978 
1979 
1980 

," 

Table 12.5 
~~nual Case load of Child Victims 

~~al Assault Center 
" 

Percent Increase 
l Over Previous Years 

79 
110 39% 
156 4;2% 

'251 '61% 
359 43% 
5:?5 46% 
739 39% 

*Year in which the Child Victim/Witness Project was initiated. 

Source: Sexual Assault Center annual statistics, 1974-1980. 

12.4.3 Training Goals 

Goal 1: ,TO provide training to professionals in related fields. 

Enume:ration of the vari,ous professional training activities of the Sexual 
Assault Center and the Child Protection Center-Special Unit was provided in 
Chapters 6 and 11, respectively. Both have offered extensive trai~ing to 
members of the me di.ca 1 , social services, mental health, and criminal justice 
pro~essions both locally and elsewhere in the country. In Seattle, the Cen­
ter s training is a fully-incorporated comI;>onent of the State Police Academy 
In 1980, the Center was awarded a grant to develop a regional Treatment~ 
Training Inst.itute for agencies dealing with child sexual abuse victims in 
10 states. 
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The Special unit in Washington, D.C., has developed a multi-disciplinary cur"­
riculum which is cross-indexed. for police, nurses, physicians, and .social 
workers. The cross-index allows members of each discipline to' identify 
quickly those topics that are most appropriate to their interests. certain 
subjects, such as facts and myths about the incidence of child sexual abuse, 
case management procedures, and issues and problems of victim tr~atment, are 
germane to all four disciplines. other topic~, are clearly audl.ence-speci­
f ic--for example, medical examination protocols are relevant only to nurses 
and physicians; the child's need for a "friend" during interviews and court 
proceedings has more meaning for police and prosecutors. The table of con­
tents to the curriculum is contained in Appendix B-1. 

The Special unit has attempted to evaluate the effectiveness of its training 
in enhancing participants' knowledge of child sexual abuse and its treatment. 
The pretest and participant evaluation instruments used in a recent speci~l 
unit training session for public health nurses are attached in Appendix B-5. 
The results of these evaluations have not been compiled, but the Unit's re­
search director reports that they have been uniformly positive in 'terms of 
measures of increased understanding among training participants, and that 
findings have been used to refine the unit's training approach •. 

The Sexual Assault center also has developed an instrut/fen'<: to capture the 
reactions of participants in its Treatment-Training Inst~tute. unl~ke the 
pretest-posttest evaluation of the D.C. Special Unit, howev~r, Seattle s form 
does not test increases in knowledge of specific items, but rather asks re­
spondents to rate the usefulness of various components of the two-week train­
ing session. The results are currently being analyzed by an independent 
evaluator. 

12.5 Impact Assessment: An Example 

Although it lfIay be impractical for a child victim assistance program to 
attempt a full-scale impact evaluation, such studies can provide the most 
reliable evidence of the effectiveness of project services. To date, there 
has been one published attempt to evaluate the counseling services provided 
by a child sexual abuse victim assistance program. This was a study of in­
cestuous families in therapy at the Child ~exual Abuse Treatment Program 
(CSATP) in santa Clara County, California. 1 This study is brief ly sum­
marized here as an example for readers who may wish to undertake similar 
research within their own programs. 

13This summary is taken from Jerome A. Kroth, Child Sexual Abuse: 
Analysis of a Family Therapy Approach (Springfield, Ill.: Charles C. Thomas, 
1979) • A brief description of the CSATP approa,ch to treatment appears in 
Chapter 1 of this manual. 

126 

• . ! 

(i 

For his sample, the evaluator selected three ,matched groups of 17 clients 
each, at varying stages of their therapy: intake (2-3 weeks into therapy), 
midterm (average 5.1 months of therapy), .and near'i:ermination. (average". l,1. 
months of treatment). By selecting a one-time cross-section of subjects:! at 
various stages in the c~urse of treatment, this design simulates a tradition­
al longitudinal study of a single sample, which typically requires a year or 
more bf tracking subjects. 

The clients participating in the evaluation were perpetrators (nine per 
group) and unrelated non-offending spouses (eight per group), involving a 
total of 70 child victims. The victims themselves, however, were not includ­
ed in the study. The three groups were matched across ten criteria to ensure 
comparabili ty of the results. These ten variables were: ( 1) .age of perpe­
tra.tor, (2) age of non-o:ffending l?a:r:ent,. (3) age of victim, (4) percent of 
pre-adolescent victims, (5) percent of hom6s~xual relationships among victims 
and perpetrators, (6) duration of molestatioi1, (7) educational level of per-, 
petra tor, (8) educational level of non-offeno,ing parent, (9) relationship of 
perpetrator to victim, and (10) total number of victims involved. 

" 

Clients in the three sample groups were asked to complete instruments that 
contained more than 40 measures of the effectiveness of the CSATP approach to 
therapy. While reincidence is certainly a critical measure of counseling 
effectiveness, particularly in incest cases, the child and other family mem­
bers may suffer emotional and behavioral reactions that also should be ad­
dressed in therapy. 'l'hus, in this study, respondents were asked to report on 
family relationships, victim's behavior, and their feelings about themselves 
and each other over th\9 last two months. The 40 measures used in the study 
are briefly described ill five categories, as follows: 

(1) Crisis Resolution: e.g., nervous and psychosomatic 
symptoms of victims (nail biting, bedwetting, faint­
ing); respondent's closeness to a "nervous breakdown." 

(2) Data on Victims' Social Behaviors: e.g., instances of 
running away from home, changes in school grades, fre­
quency of absence from school, use of drugs or alcohol. 

(3) Data on the Family: e.g., likelihood of perpetrator and 
spouse staying together, frequency and adequacy of sex­
ual relationships between perpetrator and spouse, feel­
ings of guilt and responsibility for the molestation. 

(4) Data on the Perpetrator: e.g., frequency of drunkenness 
or drug abuse, number of days missed from work, degree 
to which perpetrator feels he hqs a sexual problem. 

(5) Recidivism: e.g., number of sexual contacts between 
perpetrator and victim; assessment of whether the ' 
victim, perpetrator, or spouse would report future 
incidents; and feelings that molestation would hap­
pen again. 
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The evaluator found almost unifoi'tilly positive effects ofCSATP therapy 'when 
comparing the intake sample to the midterm and near termination groups, many 
of which were statistically significant. For example, ab the beginning of 
therapy, 47 percent of the respondents reported that the child victims exhib­
i ted nervous or psychosomatic symptoms (e. g ~, nail biting, bedwetting). Only 
30 percent of the midterm sample and six percent of fge near termination 
sample reported such symptoms among the child victims. None of the neg­
ative findings was statistically significant. 

While the findings of this study appear to offer strong evidence that CSATP 
therapy is effective, there are f,::>ur important caveats to the particular de­
sign that was used: 

• inforn~tion on child victims was gathered from perpe­
trators and non-offending spouses, not from the child­
ren themselves; 

• because the study was cross-sectional in design, it did 
not account for clients who may "drop out" at various 
points between intake, midterm, and termination; 

• although matching was used to ensure comparability among 
the three groups, there may have been some critical vari­
ables distinguishing the groups that were not considered 
in the matching process; and 

• the evaluation only examined incestuous' familtss, 
not the larger picture of child sexual abuse. 

To be sure, the measures employed in the evaluation of the CSATP approach to 
incest treatment are closely tied to the program's own goals and objectives 
and may not be applicable for other treatment programs. For example, many of 
the measures used here would not apply to either the Sexual Assault Center or 
the Child Protection Center-Special Unit, since both projects emphasize 
treatment of the child victim over treatment of the family unit. However, 
even if the measures do not apply, the cross-sectional longitudinal design 
used here may be a feasible way to assess the effectiveness of a therapeutic 
program for child sexual abuse victims. By substituting performance measures 
that are more suitable to the individual program's treatment goals and objec­
tives, this evaluation technique could probably be adapted to mosr. programs' 
needs. 

14 
Kroth, Child Sexual Abuse, op • cit., p.~ 9 Q" 

15 
Ibid., p. 136. 
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12.6 Summary 

Clearly, both the Sexual Assault Center and the Child Protection Center-Spe­
cial Unit have taken important steps toward improving society's response to 
the child victims of sexual abuse.. By routinely monitoring certain statis­
tics, they have been able to target their e1:forts on those areas most in 
need. For example, when the Sexua.l Assault Center discovered that a rising 
proportion of children were receiving their initial medical examination from 
Cbctors in the community, the Center focused new training programs on physi­
cians in private practice and community clinics. When the Special Unit dis­
covered that key evidentiary information had been misinterpreted by police 
investigators, they revised the evidence collection form to make it more 
understandable to non-medical personnel. 

In addition, both projects have documented solid accomplishments in virtually 
every aspect of their multifaceted programs. While neither project has 
undertaken the complex and difficult task of impact evaluation, their at­
tempts to demonstrate goal achievement, both quantitatively and qualitative­
ly, represent an important first step toward designing and conducting studies 
of program effectiveness in this innovative eLrea of child victim assistance. 
The URSA Institute is completing a comprehensive study of the two Exemplary 
Projects as part of an evaluation of the I,aw Enforcement Assistance Adminis­
tration's Family Violence in:ltiati ve. T.he 'results of this study, expected 
later in 1982, should represent a major ccmtribution to the literature on 
treatment of child sexual abu:se victims. 
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CHAPTER 13: REPLICATION ISSUES 

As the problem of child sexual abuse has gained public recognition, victim 
assistance programs like the Sexual Assault Center in Seattle and the Child 
Protection Center-Special Unit, in Washington, D.C., have emerged across the 
country. The National Center on Child Abuse and Neglect estimates that at 
least 150 such programs are presently operating, but little documentation 
exists to describe how they operate or what the results of their intervention 
have been. Examination of the two Exemplary Projects and other available 
documentation does revea,l certain key issues that must be addressed by pro­
gram planners or administrators seeking to improve services for sexually 
abused children. 

For example, in order to construct a coherent and effective treatment strat­
egy, program staff must aJ::rive at a consensus on basic philosophical issues 
such as the causes of incest and the advisability of criminal justice system 
involvement in child sexual abuse cases. Second, program staff must be fully 
aware and knowledgeable of the legal requirements and conventions that tend 
to define the management of reported cases of child sexual abuse in their 
jurisdictions. Also, staff should consider the ways in which their impact on 
the community may be enhanc:ed or constrained, by the program's independence or 
affiliation with other agencies. There may be ways to expand or strengthen 
the program's formal or informal links to criminal justice and social service 
agencies to improve coordination in case management. Many of these agencies 
could benefit from specialized training provided by project staff. Finally, 
in the face of rapidly declining federal, state, and local government bud­
gets, staff must give serious thought to their program's future and poten­
tial funding sources. Thi:s chapter introduces and discusses these issues so 
that readers can benefit from the experiences of others in formulating their 
own programs. 

13.1 Philosophical Issues 

There is no standard, unbrersally accepted approach to treatment of child 
sexual abuse, particularly when the abuse occurs within the family. As 
discussed briefly in Chapter 1" child victim assistance programs sharply 
disagree on 'cwo major points: the etiology of incest and the need for in­
volvement in the criminal justice system. The positions taken on these 
issues by program staff ~:ruide the course of the treatment they provide. 
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Thus, in designing or expanding a program for child sexual abuse victims, it 
is important to consider the program options associated with differing per­
spectives. 

13.1.1 The Etiology of Incest 

The mere acceptance of the fact that incest does happen is, in itself, a 
breakthrough. Freud dismissed reports of incest as symptoms of the child's 
Supposed sexual desire for the parent. 1 In this tradition, many psychia­
trists and mental health counselors have treated such reports as fantasies or 
dreams without considering whether their clients might, in fact, be telling 
the truth. 

Today, most therapists and couns!aling professionals accept reports of incest 
as factual accounts. The mystery now is why it occurs: Why do some adults 
b.lrn t.o children for sexual ,9"ratification, even when adult partners are 
availa,ble? 

There are two major schools of thought on this subject. One maintains that 
incest is a symptom of disturbed family dynamics, that an unfortunate mix of 
personali ty and circumstances leads a father to turn from his wife to his 
daughter. An example of such a situation appeared in a 1980 newspaper arti­
cle: 

Joe was desperately trying to cope with several personal 
crises. His mother had just died, his father was dying of 
cancer, and his marriage was breaking down. His wife had 
recently embraced religion and her new interest drove her 
apart from her family. Her interest in Eexual activity 
dissipated after she had a hysterectomy. Joe began to look 
to his stepdaughter, 14, for cornfort. 2 

Many authorities in incest treatment cite cases like this one, in which the 
mother is either absent entirely or lacks authority in the horne and adopts a 
dependent role. At the same time, an elder daughter gradually assumes her 
mother's responsibilities--housekeeping, child care, and, sometimes, conjugal 
mate for her father. In such cases, an apparent role reversal within the 
family "sets the stage"for incest. 

1Sigrnund Freud, The Basic Writings of Sigmund Freud, ed. A.A. Brill, 
Book Two: The Interpretation of Dreams (New York: The Modern Library, 
1938), pp. 308, passim. 

2Excerpted from Linda Matchan, "He Knew It Was Wrong, But ••• " The 
Boston Globe, October 26, 1980. 
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Counselors who espouse this "family dynamics" view of incest typically pro­
,vide therapy to all involved family members, both individually and, i,f all 
agree, as a family. The Child Sexual Abuse Treatment Program in Santa Clara 
County is an example of this treatment modality. There, the aim of individ­
ual therapy is, to help each family member to recognize his or her role in the 
incest and to adopt a more appropriate role in the family,~ 

Proponents of this theory generally believe that' in~est offenders are an en­
tirely different "breed" from pedophiles, or' chile! molesters. While both 
types of, offenders seek children for sexual partners, pedophiles are .thought 
to be responding primarily to psychological rather than family disturbances. 
Hence t the approach to treatment of pedophiles and their victims differs 
markedly from the approach to incest treatment. 

The Seattle Sexual Assa~lt Center takes a very different perspective. Coun­
selors there believe thclt incest offenders are quite similar to other child 
molesters: both suffer :Erom sexual behavior disorders and are solely respon­
sible for their actions. Center counselors cite these facts to support their 
view: 

• incest offenders have been known to molest more than one 
child in a family; 

• incest offend,ers have been known to molest children 
outside the f;'amilY; and 

• incest offenders have often been found to have pedo­
philic histories prior to their m~.rriages. 

This belief has led the Sexual Assault Center to employ a treatment modality 
that differs markedly f:rom the approach used by the Santa Clara County pro­
gram and most "family qynamics" therapists. The Sexual Assault Center does 
not counsel o,ffenders or provide ,family therapy , even if an incestuous family 
wishes to maintain the family unit. Instead, Center staff routinely refer 
offenders to other therapists who specialize in sex offender treatment. If 
an incestuous family desires to reunite, the Center maintains contact with 
the offender's therapist so that the family's treatment can be coordinated. 

Regardless of whether a program chooses to employ family therapy or to treat 
offenders separately, all counselors interviewed in the course of preparing 
this manual agreed that whether the family continues as a ~nit is the fam­
ily's decision, and the counselor's job is to assist each family in reaching 
its .goals. 
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13.1.2 Involvement of the Criminal Justice System 

Sexual abuse of a child (usually defined as an individual under age 16)15 a 
crirn~ in all states. Like adult rape, however, child sexual abuse is vastly 
underreported. A retrospective study of 796 college students found that 63 
percent of the women and 73 percent of the men who had experienced sexual 
abuse as a child had not reported the incident to anyone, not even parents or 
siblings. 3 Even if an incident is reported to police, the case may not be 
prosecuted. In the District of Columbia, for example, only 37 percent of 
suspects named in child sexual abuse cases between February 1978 and December 
1980 were indicted (or waived indictment).4 

There are many reasons why a case of child sexual abuse might not be prosecu­
ted. Police may be unable to apprehend a suspect. A child may be unable to 
testify satisfactorily or supply enough evidence to support a viable case. 
Or an untrained prosecutor may not know how to make the most of available 
evidence in a case that appears to be uhopeless." However, according to many 
counselors, a major reason so few incidents of child sexual abuse are prose­
cuted or even reported is the families' fear of the impact of investigation 
and prosecution on their child. 

Aspects of criminal prosecution that can be especially damaging to the child 
are those that increase the pressure on her as a key witness: repeated 
interviews, protracted proceedings, the need for the child to identify the 
suspect in a lineup and to confront him at trial. When the offender is a 
family member, critics have charged, the criminal proceedings contribute 
unnecessarily to family dissension and force mothers and children to turn to 
public assistance when the father is incarcerated or required to live apart 
from his family. Anticipating that criminal proceedings would only aggravate 
an already stressful situation, many families decline to report the crime, 
regardless of the relationship between the ch:l~ld and the offender. Many 
child victim counselors, particularly those who'; work predominantly with in­
cest cases, agree with this view of the criminal justice system and strive 
to keep their cli.ents out of that system whenever possible. 

Both the Sexual Assault Center in Seattle and the Child Protection Center­
Special Unit in Washington, D.C., strongly endorse criminal prosecution of 
child molesters, regardless of th~i~ relationship to the victim. The princi­
pal advantage of criminal prosecutiol~' they argue, is the threat of sanction 
for the offender. In Seattle, .counselors believe that only under court sen­
tence will a sex offender complete the prescribed course of therapy. In 
contrast, opponents of criminal justice system involvement assert that such 

3David Finkelhor, 
Press, 1979), p. 67. 

4 . Child Protect~on 

December 15, 1980. 

Sexually Victimized Children (New York: The Free 

Center-Special Unit statistics, February 22, 1978-
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coercion is not necessary to keep an offender in treatment and may even be 
detrimental to the rehabilitative prqcess. One researcher has asserted that 
the mere fact that a report has been filed may be sufficient in it~elf, even 
without prosecution, to deter recidivism among incestuous families. 

Staff of both the Sexual Assault Center and the Child Protection Center-Spe­
cial Unit are fully cognizant of the potential for added stress and trauma 
inherent in criminal proceedings. Because they believe so strongly that the 

. perpetrators of child sexual abuse should be held accountable for' their 
a,ctions, however, these projects have undertaken to make the experience of 
prosecution less threatening for the child. Staff of both projects point out 
that, regardless of a program's philosophy concerning the need for criminal 
prosecution of child sexual abuse cases, many such cases will enter the crim­
inal justice system nevertheless. The projects' experience has shown that 
tpere are ways to change that system, to work within it for the child's bene­
fit, and to prepare the child for upcoming legal proceedings. These and 
other issues pertaining to the legal environment are discussed in.the follow­
ing section. 

13.2 The Legal Environment·; 

. If program staff are to build an effective 'strategy for assisting child 
victims and their families, they must begin with a working knowledge of the 
reporting practices and prosecution procedures for child sexual abuse 
cases in their jurisdictions. A sound understanding of local laws and 
practices is essential for two reasons: first, it helps program staff to 
gain acceptance and credibility with police and prosecutors; and second, it 
enables staff to identify problems in the "system" and to recognize avenues 
for change. This W'system" can be qui1:e complex, since it may involve social 
service agencies as "well as criminal and juvenile justice agencies, and civil 
as well as criminal proceedings. 

13.2.1 Understanding the "System" 

The relationship between the child and the offender will determine the extent 
to which law enforcement and social service agencies become involved when an 
abusive incident is revealed. If the offender is not a member of the child's 
family and there is no evidence that parental neglect contributed to the abu­
sive incident, then the only relevant authoritieo are police and the criminal 
or juvenile courts (depending on the age of the offender). Of course, these 

5 . 
Jerome A. Kroth, Child Sexual Abuse: Analysis of a Family Therapy 

Approach (Springfield, Ill.: Charles C. Thomas, 1979), pp. 125-126. ': 
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agencies only enter the picture if someone (usually the victim or family) 
chooses to report the incident and prosecute the offender. 

If, however, the child was abused by a member of his or her immediate family, 
the system of agencies involved is far more complex. Child abuse and neglect 
statutes in most states require that such cases be reported to some "mandated 
agency," typically the jurisdiction's child protection agency. In Santa 
Clara County, California, however, the Juvenile Probation Department is the 
mandated agency. In the District of Columbia, such cases may be reported 
either to police or Child Protective Services, although in practice, abuse 
cases are first reported to police and neglect cases are reported to CPS. 
Any program seeking to assist child victi~s of intrafamily abuse must develop 
a solid relationship with the mandated agency in its jurisdiction if it hopes 
to receive referrals for treatment. (Many programs are directly affiliated 
with a mandated agencY1 see Section 13.3.) 

By law, the mandated agency is responsible for investigating every report of 
child sexual abuse by a family member or resulting from parental neglect. If 
the report is substantiated, the mandated agency must take steps to protect 
the child from continued abuse. These steps may include, among others, fil­
ing a petition with the juvenile or family court to initiate. civil ~r~c:ed­
ings on behalf of the child, or reporting the case to pol~ce to ~~~t~ate 
criminal proceedings. The child may be removed from her home pending the 
results of the agency's investigation and the court's finding. Alternative­
ly, the offender may be placed under a no-contact order requiring him to 
vacate the home until the case reaches disposition. In some instances, both 
criminal and civil actions may be initiated. 

Many child protection workers prefer to take intrafamily child sexual abuse 
cases to the juvenile or family court rather than criminal· court. Because 
the role of the juvenile court is to protect and assist children, the pro­
ceedings of such courts a,re sensitive to the child's concerns. For exam­
ple6 : 

• A judge may interview a child privately in chambers, 
rather than in f~lJ,l view of her family and others 
present at the hearing. 

• Juvenile proceedings are closed to the public, and jury 
trials are rare. 

6Much of this discussion is drawn from Josephine Bulkley and Howard A. 
Davidson Child Sexual Abuse: Legal Issues and Approaches, National Legal 
Resource' Center for Child Advocacy and Protection, American Bar Association, 
Washington, D.C., September 1980. 
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• Child abuse and neglect proceedings require a less 
rigorous burden of proof (preponderance of e;idence 
rather than proof' beyond a reasonable doubt) 1 frequent­
ly, the child's testimony is not necessary to support a 
case. 

These attribute~ offer compelling reasons to favor juvenile proceedings, but 
there are certa~n drawbacks. For example, juvenile proceedings t.end to move 
slowly. A. child. who. is "temporarily" placed outside the home pending the 
res~lts of ~nvest~gat~on and the court's findings may be separated from her 
:a~ly f.or w~eks or eV,en months. Anoth~r, perhaps more serious, disadvantage 
~s the Juven~le court s lack of author~ty over adult offenders. A juvenile 
court may o~der family therapy, for example, but the parents may ignore the 
order, know~ng that the court cannot sanction them directly. In such cases 
the court's most "effective" recourse to protect the' child may be to plac~ 
h~r in foster care.

7 
. It should be noted, though, that, a sizable propor­

t~on of the of~ende~s ~n child sexual abus~ cases are themselves juveniles, 
over whom the Juven~le cour~ does wield sanctioning power. In Washington, 
D.C., for example, 56 percent of the suspects in cases reported to police 
between February 1978 and December 1980 were juveniles. 

In many cases, criminal proceedings are initiated in conjunction with child 
abuse and neglect proceedings to provide for judicial authority over an adult 
offender. While the criminal justice system also has disadvantages, particu-. 
larly for. t~e chi~d victim, many child victim assistance programs have found 
ways to m~t~gate ~ts negative effects. 

13.2.2 Mitigating the Negative Impact of Criminal Proceedings 

Because many child sexual abuse cases are ultimately prosecuted in the crim­
inal courts, a child victim assistance program should seek, to improve the 
child's experience in the criminal justice system even if program staff be­
lieve that criminal prosecution is unnecessary or undesirable. There are 
three avenues by which a program can have an impact: reducing the need for 
court appearances and trial, changing certain investigative and prosecutorial 
procedures, and providing direct support for successful prosecution. 

Reducing the Need for Court Appearances and Trial. There are two ways by 
which a child victim assistance program can work to reduce the child's in­
volvement in crimihalproceedings:. (1) to lobby for increased use of plea 
bargaining, and (2:) to advocate for the expanded use of diversionary programs 
for the offenders. 

7 
Domestic violence statutes in 34 states do allow the juvenile or 

family court to remove an offender from the home via a protection or no-con­
tact order. See Bulkley and Davidson, supra at pp. 8-9. 
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It should 'b~trecalled that, both in Seattle and Washington, D.C., most child 
sexual abuse)l cases are settled by guilty plea: in Seattle, only 36 cases 
(19 percent '-of all cases filed in 1980) involving adult defendants went to 
trial; in Washington, D.C., only six adult defendants went to trial between 
February 1978 and December 15, 1980. Thus, only a small minority of child 
victims are subjected to the repeated interviews and court appearances that 
typify the trial experience. 

In King County (Washington), prosecutors cite a dual incentive for plea bar­
ga~n~ng. First, because conviction on statutory or forcible rape charges 
carries a mandatory sentence of incarceration, many families are unwilling to 
pursue their cases if the suspect is a family member or close friend. 
Second, conviction on a charge of indecent liberties, a lesser offense, 
typically carries a sentence of probation or work-release on condition of 
treatment. This is the outcome preferred by members of the child sexual 
abuse treatment "network" created in King County by the Sexual Assault 
Center. Thus, pursuing a plea to a reduced charge is likely to win the 
family's continuing cooperation, not only by relieving the child from numer­
ous court appearances, but by removing the threat of incarceration for the 
offender. At the same time, it ensures that the offender will be enrolled in 
a rehabilitation program under the court's supervision. 

In other communities, the preferred approach is to channel the offender into 
a diversionary program. This usually takes the form of deferred prosecution, 
in which court proceedings are delayed pending the outcome of the, 0gfender's 
participation in a rehabilitative program as specified by the court. 

It is evident that both the approach to prosecution taken in Seattle and the 
use of diversionary programs rely on the availability of offender therapy 
resources in the community. Not every community enjoys the range of treat­
ment providers that exist in the Seattle area; project staff advise that such 
resources must be cultivated by identifying mental health counselors who may 
be interested in treating this client pop1,llation and working with them to 
ensure that their methods will be effect.i";,,e and consistent with the goals of 
the child's therapist. Of course, where lithe child victim assistance program 
treats intrafamily offenders as well as~ victims, the need for additional 
therapy resources will not be as critical.' 

Changes in Investigative and Prosecutorial Procedures. There are other ways 
to minimize the pain inflicted on the child and family whose case enters the 
criminal justice system. The accomplishments of the projects in Seattle and 
Washington, D.C., were described in Chapters 5 and 10, respectively: 

8 Josephine Bulkley (ed.), Innovations in the Prosecution of Child Sex­
ual Abuse Cases (Washington, D.C.: American Bar Association, National Legal 
Resource Center for Child Advocacy and Protection, 1981). 
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accompaniment and advocacy in court proceedings; 

in D.C., the staff attorney's dual role as child advo­
cate and general counsel for the project; 

in Seattle, joint! intervi~ws by police and prosecu­
tors; 

special interviewing rooms at the hospital or prosecu­
tor's office; 

extensive training of police and prosecutors; and 

vertical prosecution in the King,County Prosecuting 
Attorney's Office. 

Other remedies that have been suggested in the literature include: 

• 

• 

• 

videotaping the child's first interview to obviate the 
need for repeated questioning, as has ~e7n dOije for 
adult rape vic'l:.ims in Baton Rouge, Lou~s~ana; 

appointing a special child advocate who conducts 
official interviews with the

l
shild as is done in 

Israel, Denmark, and Sweden; and 

all 

designating a "child courtroom" in which the child 
would interact only with the judge, prosecutor, defense 
attorney, and the special child advocate; the defendant, 
jury, audil~ce, and family would observe through a one­
way glass •. 

--.; 

Ii 
\', 

While many of these changes cannot be implemented directly b:Y'ii :victim 
assistance project itself, the project can certainly supply the ~mpetus 
required to stimulate innovative thinking and see that changes are made. 
Project staff must try to work closely with other agencies and encourage them 
to adopt the program,' s philosophy ~toward treatment. Methods of achieving the 

9U•S • Department of Justice, Law Enforcement Assistance Administration, 
National Institute of Law Enforcement and Criminal Justic~, An Exemplary 
Project:' stop Rape Crisis Center, by Debra WhitcoruPi Deborah A. Day, and 
Laura R. Studen (Washington, D.C. : Government Prj,nting Office, October 
1979) • 

10see discussion in Christine McKenna, "A Study in King County '?f Child 
Victims of Sexual Assault: Results and Recommendations for Police and Prose­
cutors," unpublished manuscript, Seattle, Washington, Summer 1975, pp. 37-

38. 
11David Libai, "The Protection of the Child Victim of a Sexual Offense 

in the Criminal Justice System," 15 Wayne L. Rev. 977, 1016-17 (1969). 
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interagency coordination necessary for instituting changes in the system are 
discussed in Section 13.4. 

Direct Support for Prosecution. The prosecution of child sexual abuse cases 
is often hampered by lack of evidence, for two reasons: ( 1) usually there 
are no witnesses other than 'the child, and (2) frequently there are no physi­
cal signs of abuse. It is the responsibility of the prosecutor to address 
these concerns, but a child victim assistance program can assist in two ways: 
( 1) by enhancing the quality of evidence available, and (2) . by supplying ex­
pert witnesses. T2 

Only the District of Columbia, Georgia, Nebraska, and New York still require 
corroboration in all sex offense cases involving minors; 17 states require 
corrobora tion in special or limited circumstances. As was shown in Chapter 
12, this requirement poses a significant obstacle to prosecuting child sexual 
abuse cases in Washington, D.C. However, even in states where corroborative 
evidence is not required, such evidence maybe considered desirable to "shore 
up" the child's testirony. 

Medical evidence of sexual abuse is perhaps the most commonly used form of 
corroboration, and there are ways in which a child victim assistance program 
can help to improve the quality of this evidence. "In Harborview Medical 
Center, for example, external signs of abuse are photographed by the examin­
ing physician. In Washington, D.C., the Child Protection Center-Special Unit 
revised the medical evidence form used by police to record all pertinent in­
formation regarding sexual abuse. In both locations, physicians are. trained 
in methods of gathering evidence and in the use of examination protocols that 
ensure that nothing is overlooked. 

In both Seattle and Washington, D.C., prosecutor.s are increasingly looking to 
project staff for expert witness testimony. The purpose of such testimony is 
to add weight to the child's case; unfortunately, some judges and jury mem­
bers still have trouble believing a child's testimony regarding incidents 
of sexual abuse. While project staff in D.C •. typically do not themselves 
provide expert testimony, they do recommend others who can, usually child 
psychiatrists or pediatricians from Children's. Hospi t;al. In Seattle, the 
project's staff pediatrician and, more recently, project counselors have 
testified on the nature of child sexual abuse a:nd its effects on the child 
and family. 

12Again, for greater detail, see Bulkley ancil Davidson, supra, at pp. 
15-18. 
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13.3 Program Affiliation 

\! 

A projec·t' s affiliation significantly affects the number and type of clients 
referred, the project's ,.;relationship to other agencies, and its policy toward 
reports to authori.ties. Both Exemplary Projects are physically located in 
hospi tals and are independent of local criminal justice or mandated child 
abuseceporting agencies. Other programs are operated as special units of 
the mandated agencies in their communities. There are definite advantages 
and disadvantages to both options. 

13.3.1 The Independent Agency 

The staff of the Sexual Assault Center and the Child Protection Center-Spe­
cial Unit cite several advantages of their independent status, and particu­
larly their location in a hospital: 

• An independent agency is perceived as a "neutral II 
setting (in contrast to police or CPS) by families who 
otherwise might be reluctant to report .. an incident. 

• Location in a hospital allows the proj~~t to train 
physicians and nursing staff in more sen),itive exami­
nation techniques for children. It also allows the 
project to reach many sexually abused children when they 
are brought to a hospital emergency room. 

o In some jurisdictions, the independent program may 
be in a better position, as an lIoutside catalyst," to 
advocate for change withig CPS or the criminal justice 
system. -<:"':::~ 

~~~::::::::-:::::--.. 

~-~ . 

• The project is in a better position td"treat all child 
victims, regardless of their relationship to the offender. 
Projects affiliated with a child protection agency, for 
example, are likely to receive only children who are 
abused by family members. In contrast, projects affili­
ated with a criminal or juvenile justice system may be 
missing incestuous families who fea~ the system's 
intervention_ 

In sum, the independent program is lik,ely to be viewed as less threatening to 
the victim and family, can establish its own policies and practices with less 
bureaucratic interference, and can advocate for change .i,n other agencies' 
practices as an outside catalysfl~. The two Exemplary pr~jects value. these 
benefits of their independence. At the same time, they recognize some dis­
tinct disadvantages: 
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• Funding may be perennially uncertain, since it may 
depend on grants or other "soft" sources of support. 
An independent project must compete with other human 
services agencies for limited funds from local govern­
ment and private foundations. 

• Because they are outsiders to the official "system" for 
child sexual abuse case management, project staff may 
lack credibility in the eyes of some personnel from 
other agencies (e. g., police, prosecutors) •. Also, cases 
may not be routinely referred to the project by the 
mandated agencies. 

The Sexual Assault Center and the Child Protection Center-Special Unit have 
found ways to mitigate these disadvantages. Staff in Seattle have become 
skilled at grantsmanship and presently have several sources of funding. In 
addition to diversified grant support, the Special Unit in D.C. has institut­
ed a third-party billing system that covers much of its direct services. 
Both projects are receiving local funding and continued support from the hos­
pitals in which they are located. Issues of funding are discussed further 
in Section 13.6. 

Second, both Exemplary Projects have developed agreements with the mandated 
reporting agencies in their respective jurisdictions, whereby those agencies 
refer sexually abused children to the proje.cts for counseling and medical 
care. However, in D. C., police are prohibit<ad from making direct referrals 
to the project because it is in a private facility (Children's Hospital). 
The proportion of child victims who are not treated by the project for this 
reason is unknown. 

Third, both projects have taken steps to enhance their credibility in their 
communities. In D.C., the project formed a Community Advisory Council com­
posed of representatives of all relevant agencies. As high-level adminis­
trators in their respective agencies, Council members lend credence to the 
project and can ensure that their staffs will respond favorably to the proj­
ect! s efforts. Counselors in Seattle emphasize that their comprehensi ve 
understanding of the "system" as it relates to child sexual abuse victims 
has persuaded skeptics of their credibil'ity. Direct' contacts with individ­
uals in other agencies and weekly interagency meetings have reinforced the 
project's standing in the community. 

13.3.2 The Affiliated Agency 

Many child sexual abuse victim assistance proj ects are branches of their 
jurisdiction's child protection agency. The principal advantages of such an 
affiliation are: 
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a gu~ranteed source of referrals of victims abused by 
, a member of the immediate family;' 

less need for external fqndin~Ji and 

availability of staff who are experienced with the 
cOllnseling and protection needs of abused children, 
although additional training in the special needs of 
sexual abuse victims may still be necessary. 

Potential disadvantages include: 

• inability to treat children who are abused by someone 
outside the family (unless parental neglect was a 
contributing factor); 

• constraints on advocacy efforts with agencies other 
than the parent organization. It maybe inappropriate 
for an agency of one bureaucracy to press for changes in 
another; and 

• unwillingness of existing staff to "specialize" in 
child sexual abuse, forcing the project to bring in 
new staff and provide more comprehensive training. 

Some child sexual abuse projects are affiliated with agencies of the criminal 
~r juvenile justice system. The Child Sexual Abuse Treatment Program (CSATP) 
l.n S~nta Clara County, California, for example, is administered by the 
Juvenl.le Probation Department, which is the mandated reporting agency in the 
county. While it is unusual for a juvenile justice agency to be the mandated 
agency for receiving child abuse reports, this arrangement has a dual advan­
tage for CSATP. First, virtually all known cases of intrafamily sexual abuse 
are referred to the project for counseling. At the same time because the , , , 
proJect l.S also part of the juvenile justice system, it ;is likely to receive 
reports of cases involving offenders who do not share the child's household. 
Moreover, the project's extensive community outreach has made it visible to 
the general public. Many families come directly to the project for assist-
ance rather than reporting first to Juvenile Probation. . 

13.4 Approaches to Intera9~ncy Coordination 

The need for a child sexual abuse victim assistance program to develop 
cooperative working relationships witj:1 other agencies is critical to the 
program.' s success. Police and child protection workers who do not support 
the, project, may not ro~tine:ly r~fer. victims and families for counseling. 
Optl.mally, l.f all agenCl.es J.nvolved.;J.n the handling of child sexual abuse 
cases can achieve a consensus on the best approach to me~ting the needs 
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of all family members, including the offender, the child victim will be the 
ultimate beneficiary. This section discusses several strategies used by the 
Exemplary Projects for developing a coordinated approach: advisory boards,. 
formal. agreements and contracts, and advocacy and, "networking." 

13.4.1 Advisory Boards 

The Child Protection Center-Special Ur;li t in Washington, D. C., is served by a 
32-member Community Advisory Council. Its membership includes the key admin­
istrators of schools and most criminal/juvenile justice, social service, and 
mental health agencies in the metropolitan area. The Special Unit emphasizes 
especially the need to involve each agency's top officials, if possible, for 
they alone have the authorit~ to institute change within their agencies and 
to require training for their staff who deal directly with child victims. It 
was particularly important for the Special Unit to include Child Protective 
Services on the Council, for that agency and the Special Unit's parent proj­
ect, the Child Protection Center, had experienced conflicts which the Spe­
cial Unit wished to avoid. CPS' membership on the Advisory Council ensured 
that the agency would have input in the Special Unit's development. 

13.4.2 Formal Agreements and Contracts 

Both of the Exemplary Projects have used formal agreements and contracts to 
es:tablish ongoing eocperation with other agencies. In D.C., the Special Unit 
ha,s obtained agreements1=rom the Metropolitan Police Department, Child Pro­
tective Services, D.C. Corporation Counsel, U.S. Attorney's Office, and the 
ci ty' s Public Heal th Department to ensure that these agencies will inform 
victims and families of the medical and counseling services available from 
the Special Unit. The agreement with the Public Health Department further 
stipulates that the Special Unit will work with the Department to follow up 
the source of contact for children diagnosed with venereal disease. 

In Seattle, the Sexual Assault Center began with a formal approach, using 
funds from its LEAA grant to secure contracts with representatives of the 
Seattle and King County Police Departments, King County Prosecuting Attor­
ney's Office, and Children's Protective Services. In return for a specified 
consultant fee, those individuals agreed to meet weekly with project staff, 
participate in project training, and work cooperatively with Center counse­
lors to fashion the optimal intervention plan for each child victim. Accord­
ing to a Center staff membert in the early stages of the project's develop­
ment, financial remuneration was necessary to enSt~e that personnel of other 
agencies would devote their personal time and em~rgy to efforts which were 
not part of their work responsibilities. This strategy proved extremely 
effective. Today, even though the LEAA grant has eiICpired and consultant fees 

144 

" 

1. . 

. , ~, 

are no longer provided, the weekly meetings continue and the level of cooper­
ation has grown. The contracts served to initiate a working relationship 
which later became wholly voluntary and routine. . 

13.4.3 Advocacy and Networking 

Staff of the Exemplary Projects consider both advocacy and networking to be 
critical elements of their treatment programs. Effective advocacy means that 
many avenues must be explored to further the child's cause. It often entails 
confronting and surmounting obstacles that block the advocate's Ultimate 
goal, thus creating an adversary relationship between th,e advocate and the 
target agency. For example, in order to boost child sexual abuse cases to a 
high priority position among agencies involved in the treatment "system," 
staff of both projects make frequent informal contacts with key individuals 
who can, in turn, advocate for change within their own agencies. In addi­
tion, the staff criminal justice specialist in D.C. has testified before 
Congress and the D.C. City Council in support of statutory changes that would 
make the legal environment more favorable to prosecution of child molesters. 
In Seattle, project staff appealed to city, county, state, and even federal 
authorities in their attempts to persuade the Seattle and King County Police 
Departments to create special divisions for investigating child sexual abuse 
cases. Staff of both pro,jects accompany child victims to all interviews and 
legal proceedings to ensure that their rights are protected and that their 
stories are clearly understood. 

Both Exemplary Projects have worked to build child sexual abuse networks in 
their communities. Networking implies the development of cooperative rela­
tionships among the various parts of the "system," oriented toward a common 
goal. The projects have taken different routes to establish their local net­
works: in D.C., through the Community Advisory Council, and in Seattle, 
through weekly meetings at the prosecutor's office. While the weekly meet­
ings are perhaps the most visible manifestation of the network in Seattle, 
the underlying strength of the network lies in the consensus as to how these 
cases must b? handled and what the optimal outcomes are. Sexual Assault Cen­
ter staff emphasize that the agencies that comprise such a network are pre­
sent in every community; what is needed is a "catalyst" (and compatible 
personalities) to bring them together. In Seattle, Center staff perform 
that role: they initiated the weekly meetings and now work to maintain high 
levels of enthusiasm and cooperation among participants. Center staff point 
out that the network is a process that requires constant support if it is to 
continue and grow. Without a catalyst, the commitment and dedication of net­
work members might slacken in the face of conflicting work demands. Center 
staff also point to the involvement of "working-level" people, rather than 
agency officials, as a key to the network's success: these people can make 
immediate changes in their own behavior and can. work to influence their peers 
(and supervisors) to change accordingly. 
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In contrast, the Special Unit in D.C. deliberately invited top-level adminis­
trators from relevant criminal justice and social service agencies to sit on 
the Community Advisory Council. Project staff believe that only individuals 
at high levels wield 'the authority necessary to institute major changes in 
policy and procedure, and to ensure that these changes are adopted by 
"working-level" people. Clearly, in selecting an approach to networking, 
project staff must consider both the structural characteristics of relevant 
agencies and personality traits of agency personnel to determine an approp­
riate fit. 

13.5 Professional Training 

Front-line personnel of every agency that works with children who have been 
sexually abused should be trained in techniques of interviewing children and 
working comfortably with victims and families. Police, child protection 
workers, prosecutors, and mental health and medical personnel may be among 
the most critical groups for training. Additional audiences that may be 
tapped for training include: 

• school personnel (teachers, counselors,'nurses); 

e probation officers; 

• guardians ad litem (individuals who represent the 
child's interests in child abuse and neglect proceedings 
initiated in juvenile or family court); 

• staff of day care and recreational facilities; and 

• staff of private and community medical and mental health 
facilities. 

"\\ 
The cross-indexed curriculum developed by the Child Pro~ection Center-Special 
Unit is a useful guide to topics for training each of these professional 
groups (see index in Appendix B-1). 

The primary intent of training professional groups is, of course, to enable 
them to identify sexual abuse in children and to see that the 'l1ictims receive 
appropriate treatment. In addition, both the Seattle and D.C. projects see 
their training sessions as an effective way to explain the special needs of 
child sexual abuse victims and to introduce to other agencies new procedures 
and approaches for addressing these needs. Training can also serve as an 
initial step towards "networking," i.e., establishing referral agreements and 
a coordinated approach to treatment and case management. 
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13.6 Potential Funding Sources 

Both the Ch~ld Victim/Witness Project (in the Sexual Assault Center in 
Seattle) and the child Protection Center-Special Unit in Washington, D.C., 
were launched with LEAA funds. Today, such funds are no longer available. 
Those who are starting a new program or expanding an existing one must look,' , 
elsewhere for support. 

The largest funding source to date at the federal level has been the National 
Center on Child Abuse and Neglect of the Department of Health and Human Serv­
ices (formerly Health, Education an,d Welfare), which in FY 1980 received a $4 
million appropriation to institute programs for sexually abused children. 
The Child Protection Center-Special Unit currently has a grant from NCCAN to 
counsel juvenile intrafamily sex offenders, and the Sexual Assault Center in 
Seattle received NCCAN funds to operate a regional treatment-training insti­
tute. Due to recent budget cuts, however, future funding opportunities from 
NCCAN are uncertain. 

At the state and local level, many human service projects operate under con­
tractual arrangements with appropriate public agencies, such as departments 
of human services or their counterparts. Both the Seattle and D.C. projects 
currently appear as line items in their cities' budgets. While such status 
is difficult to accomplish and must be renegotiated each year, once it is 
captured it should be somewhat easier to maintain. The Sexual Assault Cen­
ter, for example, has received funding from the City of Seattle since 1973. 
A parent agency may also support the project, either with direct funding or 
with in-kind contributions such as free space and utilities, use of equip­
ment, etc., as are provided by the hospitals that sponsor the Seattle and 
D.C. programs. 

Finally, the Special Unit in Washington z D.C., has successfully approached 
private foundations for small grants. Recently, the project instituted a 
third-party billing system (discussed in Chapter 7) that may be applicable 
elsewhere. 

Conclusion 

The recent development of projects like the Sexual Assault Center in Seattle 
and the Child Protection Center-Special Unit in Washington, D.C., attests to 
the growing realization that sexual abuse of children occurs far more fre­
quently than ,.,as once believed. No one now disputes the need for special 
services for child victims. By designating these two projects Exemplary and 
offering this manual on their policies and practices, the National Institute 
of Justice ~ezks to encourage others to build on the successes of these proj­
ects and to explore new ways of helping sexually abused children. 
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APPENDIX A 

MATERIALS FROM THE SEXUAL ASSAULT CENTER, 

SEATTLE, WASHINGTON 

A·1: Medical Protocol 

A.2: Children's Protective Services Protocol 

A·3: Interview Guide 

A.4: Information Brochure for Child Victims 

A.S: Agenda, Treatment·Training Institute, January 1981 

A.6: Client Characteristics, Annual Data Tabulatic1ns, 1980 
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APPENDIX A-1 

HARBORVIEW MEDICAL CENTER - SEXUAL ASSAULT CENTER 

EMERGENCY ROOM PROTOCOL - CHILD/ADOLESCENT PAT!E~~S 

INFORMATION FOR ALL INVOLVED WITH PATIENT: 

1. See immediately. Even though no physical trauma may be present, victims 
of sexual assault should receive high priority (immediately following 
acutely ill or ,injured patients). 

2. Provide maximum support to parents as well as to the child/adolescent 
victim., Do not be judgmental nor allow emotional responses (e. g. anger, 
outrage) to interfere with providing optimal care. 

l. Only those DIRECTLY involved in care should talk with the patient; give 
the patierJt and parents your name and exp'la,in your r.ole. 

4. Do not discuss sexual assault cases with anyo~e without the consent of the 
parent or legal guardian and the patient, if an adolescent. 

S. "~pe" and "Sexual Assault" are legal, no,f;: 'medical, terms. Do not use other 
than as "History of Sexual Assault". 

6. The chart may be legal evidence. "Hearsay" staternentsirom those who first 
see the child/adolescent may be admissible in court. All statements should 
be accurate, objective and legible. 

EMERGENCY ROOM PERSONNEL: 

1. Provide private facilities for the victim (ER 9 or the Quiet Room). Complete 
registration there. 

2. Contact the ER physician immediately if there is evidence of moderate to 
severe physical tra~. 

3. Obtain consent for care from the parents or legal guardian. If such consent 
cannot be obtained, contact the hospital administrator or the Juvenile Court 
for temporary consent. Examination of the adolescent should not be done 
without her/his consent unless a life-threateni'ng ernergencyexists. 

4. Contact social worker immediately. 
:I, 

5. If the assault occurred within the past 48 hours, c9ntact the pediatric 
resident immediately. If the assault occurred more than 48, hours ago, the 
social worker will ascertain need for medical care. 

6. The sexual assault tray and ~aginal kit (containing Pedersen and pediatric 
specula) should be placed in exam room. (Check and replaoe items daily.) 

7. Chaperone pelvic examination. A;:ferna.le chaperone ,dhospit~l employee) should 
be present for all pelvic examinations. Do not have the patient undress 
~~til j~~t before the physical examination. 

~, 
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SOCIAL WORKER: 

1. Assess immediate emotional needs of child and parents. Respond appropriately. 

2. Confirm that the pediatric resident has been notified. 

3. History: Obtain alone or in conjunction with the physician. 

a) Ascertain as much of the history as possible from parents or accompanying 
persons first, away from patient. 

b) See patient alone to obtain history (unless parent or other person is 
needed for support, i.e., in the very young child). 

c) Determine and use the patient's terminology for parts of the body, sexual 
acts, etc. Use aids, i.e., toys and picture books, as needed. Questions 
should be appropriate for age and developmental level. 

d) Obtain a directed history of the assault. Do not ask "why" questions, e.g., 
"Why did you go to his house?". Phrase questions in terms of "who, what, 
where, when", e.g., "Did the offender use oral, finger, penile contact to 
mouth, vulva, vagina r rectum?"; "How long ago did it happen?"; "Did pene­
tration or ejaculation occur?"; "What kind of force, threat or enticement 
was used?"; "From whom did the patient seek help?". 

e) When the physician arrives, present history and impressions (out of patient's 
hearing) and complete history-taking conjointly. 

4. Explain to patient and parents the reasons for questions asked, types of 
medical/legal tests needed, and possible treatment. 

5. Obtain special consents, i.e., for photographs, release of clothing, release 
of information (specify to whom) • 

6. Assist with the physical examination, if indicated. 

7. Discuss reporting to police and/or Children's Protective Service. Police 
may be contac:ted to come to the Emergency Room for an initial report. 

8. Assessment and Counseling: 

a) Assess behavior and affect. 
family. iDo not return child 
ment changes in housing. 

Ascertain support systems of patient and 
home unless the environment is safe. Docu-

b) Explain anticipated emotional problems. Give patient and parents SAC 
handout. 

c) Encourage consulting with the Sexual Assault Center. 

9. Record on Sexual Assault Report form services offered to patient: 

a) Medical appoin~~ent for follow-Up care. 
b) Ongoing counseling or advocacy by SAC. 
c) Children's Protective Service referral, when indicated. (Referral to 

CPS is le!gally mandated when the offender is a family member or when 
the home environment does not protect the child from further sexual abuse.) 

d) Referrals made to other agencies. 
e) Victim's Compensation brochure, form, and brief explanation. 

'Sexual Assault Center 
Harl;lorview Medical Center 
Seattle, Washington 
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PHYSICIAN: 

1. Medical History: Ascertain history from social' worker and parents. Corro­
borate with patient. Do not needlessly repeat questions. Use "History of 
Sexual Assault" form #0245. ' 

a) Use vocabulary appropriate for age and developmental level. Use patient's 
words to describe and ~)Cplain meaning if needed, Le., "He put his 'thing' 
in me."(penis). Use picture books or toys as aids as needed. 

b) Ascertain activity post-assault: changes of clothing; bathing; douching; 
urinating; defecating; drinking. 

c) Obtain menstrual, contraceptive, VD history as needed. 
d) Obtain pertinent medical history: chronic illnesses; allergie~u etc. 
e) Discuss VO prophylaxis, hormonal pregnancy prevention and abortion. Ascer­

tain patient' sfeelings in these are,as. 

2. Approach to Examination: 

a) Be gentle and empathetic. Explain what you are doing in a calm manner and 
voice. Take time to relax the apprehensive patient. 

b) If supportive, have parent stay with child during the examination. Allow 
the adolescent the option of having whom s/he wishes to be present. 

c) Allow the patient to feel as much in control of his/her body during the 
exam as possible. Verbalize an understanding of his/her anxiety. 

d) Use appropriate gowns and drapes to ensure modesty and decrease f~elings 
of vulnerability. 

e) Unless there is physical trauma which is apparent or must be ruled out, 
the complete examination does not need to be done (i.e. use of stirrups, 
speculum). All tests can be done with a glass pipette and cotton swabs. 
1) A small child may lie across the mother's lap in a "frog-leg" position. 
2) An older child may lie on the exam table in the same position. 
3) An adolescent may lie on the table in the same position or in stirrups. 

f) Use a REASONAeLE approach. Use only those parts of the protocol ~ppropriate 
for age of child and type of assault. 

3. Physical Examination: Perform with hospital employee as chaperone. 

a) General: 
clothing. 

Document emotional status; general appearance of pati~nt and 

b) Document areas of trauma on TRAUMAGRAM and describe in detail. 
c) Examine areas involved in s~xual assault, i.e., oral, vaginal, rectal, penile. 

Very carefully document even minor trauma to these areas; Photograph areas 
of trauma as indicated (per evidence collection checklist). 

d) Ask patient to point with ftnger to exact area involved. Ask how much 
further offender penetrated. 

e) Describe developmental. level (Tanner Stage), external genitalia, type and 
condition of hymen and diamet~r of introitus. 

f) Do exam as indicated by age of patient, type of assault and degree of 
injury. If injuries are extensive or cannot be determined due to lack of 
cooperation, consider examination and treatment under general anesthesia. 

4. Medical Tests: 
a) Culture body orifices involved for gonorrhea. If history is uncertain, 

'~1ul ture all orifices. 
b) Obtain gravindex to rule out pregnancy as indicated. 
c) Obtain VORL baseline. May be defer:t~ed in the young child or apprehensive 

adolescent. 

Sexual Assault Center 
Harborview Medical Center 
Seattle, Washington 
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PHYSICIAN (continued): 

5. Legal Tests: 

a) UV light - semen fluoresces. Examine areas of body and clothing involved 
(in dark elfter visual adaptation). 
1) Save clothing fluorescing for police (as per evidence collection checklist). 
2) Swab body areas fluorescing with saline moistened swabs. Place swabs 

in red top tubes. (Follow evidence collection checklist.) 
b) Wet mount preparation: 

1) Aspirate or swab areas of body involved (pharynx, rectum, vaginal pool) . 
Saline'moistened swabs may be used; however, aspiration with a glass 
pipeteafter flushing area with 2cc. of saline is preferred. 

2) Place drop of secretions on glass slide, plus drop of saline; examine 
immediately. 

3) Physician should examine several fields under high power with light 
source turned down. Document presence or absence of sperm and number 
of motile/nonmotile seen per high power field. 

c) Permanent smears: 
1) Physician will make two preparations. One slide will be a routine PAP 

from the endocervix and vaginal wall areas (may be deferred in child). 
The second slide will be a smear from the posterior vaginal pool, rectum, 
pharynx as indicated. Obtain in the same manner as the Wet Mount. 

2J Put both slides promptly into the PAP bottle, back to back. DO NOT 
ALLO~l TO AIR DRY. (Follow evidence collection checklist.) 

3) Physician will complete and sign PAP form noting "History of Sexual 
Assault; please do routine PAP and document presence or absence of sperm". 

d) Acid Phc)sphatase: 
1) Colluct in same manner as for wet mount preparation. 
2) Place saline moistened swabs or secretions from pipette in red top tube. 

(Follow evidence collection checklist.) 
e) Other tests - as indicated or as police request (mainly to identify assail­

ant), i.e., ABO antigens (collect as for acid phosphatase); fingernail 
scrapings; pubic hair combings. 

6. Treat.ment: 

a) Injuries - treat and/or consult with other specialties as indicated. Give 
tetanus prophylaxis as indicated by history; follow CDC-Public Health 
recommendations (available in ER). 

b) Pregnancy prophylaxis - may be given If a vaginal assault occurred at mid­
cycle, without contraception, and patient understands risks "and side effects 
of estrogens to be given and is willing to have an abortion should preg­
nancy occur despite medication. Do not prescribe if there has been other 
unprotected intercourse during this cycle or any possibility of pre-existing 
pregnancy. Obtain a negative gravindex before instituting therapy . 
1) Hormonal therapy - Estinyl: 2.5 mg b.i.d. for 5 days.' (Prepacks in ER). 

2) Antinauseant therapy - Bendectin (ii h.s. as needed for nausea and 
vomiting). Give routinely to use as needed (Prepacks in ER). 

Sexual Assaul'c Center 
Harborview Medical Center 
Seattle, Wash:Lngton 
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PHYSICIAN (continued): 

c) VO prophylaxis 
1) Not given routinely but as indicated, e.g., high patient anxiety, possi­

bility patient will not return for follow-up care, known disease, multi­
ple rapists. 

2) Therapy (over 12 years of age) : 
a) Probenecid 1 grn orally +~pillicin3.5gm orally stat; OR 
b) Probenecid 1 gm orally followed in 30 minutes by procaine penicillin 

G 4.B million units IM; OR 
c) If penici.llin allergy, spectinomycin 4 grn IM OR tetracycline 500 mgrn 

g.Ld. l{ 4 days. 
3) Therapy (wlder 12 years of age): use age and weight appropriate dosages. 

d) Treatment for anxiety and/or difficulty sleeping - as indicated (rarely 
needed in children under 12 years; use age appropriate dosage when given). 
Adult therapy as follows: 
1) Mellaril 10 mgrn one-half hour before sleep (may repeat once, if necessary; 

do not exceed 20 mgm/day. Give a 3-day supply (60 mgrn); OR 
2) Valium 5 mgm one-hellf hour before sleep (may repeat once p.r.n.). Do not 

exceed 10 mgrn/day. Give 3-day supply (30 mgrn). 

7. Final Care 

a) Verbally express concern and availability for help as needed. 
b) Reinforce social worker information; reinforce that patient is physically 

intact and is not responsible for the assault/abuse. 
c) Discuss medical problems which may arise and encourage family to call 

as needed. 

B. Final Diagnosis 

a) History of Sexual Assault. 
b) Presence or absence of sperm. 
c) Specific diagnosis of injuries, contusions, lacerations, etc. 
d) Other pertinent medical diagnc)ses. 

9. Follow-up 

a) Pediatric Clinic appointment in one week. 
b) Repeat gonorrhea cultures at follow-up visit; VORL in 8 weeks; other as 

indicated. 
c) Consultation from other specialties as indicated. 

7/78 

Sexual Assault Center 
Harborview Medical Center 
325 Ninth Avenue 
Seattle, WA 98104 
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APPENDIX A-2 

CHILDREN'S PROTECTIVE SERVICES - SEAnLE POLICE DEPARTMENT SEX CRIMES UNIT 

- PROTOCOL FOR CHIL~ SEXUAL ABUSE CASES -

RCW26.44 .030 Reports" Duty and authority to make - Duty of receiving agency 

(3). The department or any law enforcement agency receiving a report o~,an 
incident of abuse or neglect pursuant to tMs chapter, involving a \child 
or adult developmentally ,disaQled person who had died or has had physical 
injury or injuries inflicted upon him other than by accidental means or 
who has been subjected to sexual abuse shall report such incident to the 
proper county prosecutor for appropriate action. 

" 

As this RCW mandate relates to cases of child sexual abuse and where, the offense 
occurred within the Seattle city limits and involves an adult offender, CPS workers 
"and SPD Sex, Crimes Detectives are encouraged to use the following protocol: 

(1). TIMELY NOTIFICATION BY CPS TO SPD. 

(2). 

Il11I1ediatelyafter the initial CPS interview with the child' victim and/or 
other fanri,ly menDers \~nd when the CPS worker substantiates the allegations 
of the referral or stt~ongly suspects them to be true a referral shall be 
made to the SPO, Sex Crimes Unit. 

USE OF CPS REFERRAL FORMTO,;'SPD. 
,>t-

In order to facilitate more timely notification by CP$to SPD, the attached 
form has been developed. The CPS worker shall fill in as much of the iden­
tifying information in the appropriate blanks as possible and then use the 
rest of Page 1 and 2 to provide any additio,nal information. 

(3) .",: 'EMERGENT CASES. 
) , 

(~ ,.' In the initial CPS investigation where there is anemergen'ty, especially 
, involving the placement of a chi ld, the CPS worker shall call 911 and ask 

for the assistance of a Patrol Officer. The Sex Crimes Unit is not in­
volved in the placement of children. If there is an emergency in regard 
to the seriousness of the offense cOlllllitted and illlT1edtate apprehension of 
the offender should be considered~ the CPS worker sh,a11 call 911 for Patrol 
Assistance and/or the Sergeant of\$ex Crimes. 

However, in those cases where chi ld\l~ctims want to give their statement 
illlllediately or where there are addition~l reasons to have the "joint inter­
view" set up as quickly as possible or where there are other emergent cir­
cumstances, the CPS worker shall illlllediately call the Sex Crimes Unit 
Sergeant and report the case, also explaining the emergent needs. A ref­
erral form should follow as soon as possible after this contact. 

(4). JOINT INTERVIEW. 

It will be the responsibility of the assigned SPD detective to set up the 
"joint interview" with a Prosecuting Attorney and to then notify the CPS 
worker of the date and time. It will then be the responsibility of th~ CPS 
worker to notify the Sexual Assault Center and/or any other involved parties 
about the "joint interview. II j!.. . 

Preced'ing page blank 157 

,l._ ',,..n I Wi l.Im At -

.. I. 

() 

r 

, 

_r 



,.,l!:. 

. , 

PROTOCOL FOR CHILD SEXUAL ABUSE CASES 
Page Two 

(5). CPS INVESTIGATION. 

The CPS investigation and initial interview shall focus on the child 
victim and other non-offending family members, not on the alleged offender. 
Since the legal rights of the all~ged offen~er maY.be c~mpromised if state­
ments are made prior to constitut10nal caut10ns be1ng glVen" there sh~l~ be 
no interrogation of the alleged offender by CPS in regard to the spec1flc 
allegations until SPD begins thei: ~n~estigation an~ agrees to any ~PS 
interrogation. It is the responslblllty of the ass~gned ~PD ~etect~ve to 
interview the alleged offender and to carry out an lnvestlgatlon WhlCh may 
result in criminal charges being filed. 

if in the initial CPS family interview, the alleged offender i.s present, i.t 
is appropriate for the CPS worker to notify him of the allegations, to ex­
plain the CPS role in the investigation, to inf0rl!l him th~t the RCW man~ates 
CPS to report the situation to the police and to lnform h1m ~hat.there 1S 
the possibility of criminal charges. The CPS worker shall not 91ve legal 
advice to the alleged offender nor shall they make statements about the 
police investigation other than the fact that there may be one. 

(6). CASES WITH INCONCLUSIVE EVIDENCE. 

In those cases where CPS has made a referral to SPD but whel"e there is in­
conclusive evidence for criminal charges, SPD will p:ep~re an o!fens~ report 
to keep on file in the event of future offenses. ThlS lnformatl0n wll1 only 
be available to people within the Criminal Justice System and CPS. 

(7). STATUTE OF LIMITATIONS, 

CPS workers shall make referrals of child sexual abuse to SPD reg~r~les~ of 
whether or not the time of the offense is beyond the statute of 11m1tat10ns. 
Timely notification to SPO is important. 

Any question in regard to this protocol should be directed to: 

Jane Morgan 
Casework Supervisor 
CPS Child Sexual Abuse Unit 
721-4102 

Sergeant Dick Ramon 
SPD Sex Crimes Unit 
625-2457 
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APPENDIX A-3 

INTERVIEWING CHILD VICTIMS 

GUIDELINES FOR CRIMINAL JUSTICE SYSTEM PE'RSONNEL 
IACK,OROUND INFORMATION 

The following Inues affect the chUd's ability to give a hlltory of 
_xual assault and influence the cooperativene" of victim and family. 

I. Child'i Dew.!opmenta' Le .. ' 
A child's cognitive, emotional and lOCia' growth occurs in sequen. 
tl.1 phases of Increaslng'y COmplex levels of development. Pro­
gr(¥SSion occurs with maltery of one stage leading to concentration 
on the next. 

Cognlt, .. -Preconceptua" concrete, Intuitive thinking In the young 
child gradually deveiopi toward comprehenilion of abstract con. 
cepts. Time and space begin al personalized notionl and gradually 
are identified as logical and Qf'dered concepts. 

Emotlona'-The young child perceives her/himlelf egocentrically 
with little ability to identify herlhimself in a context. S/he is depen. 
dent on the family to meet all needs and invests adults with total 
authority. T~e child often reflects the emotional responses of the 
parents. Slhe gradually shifts to greater reliance on peer relation. 
ships and emotional commitmen'is to people outside the family. 

"'a.'ora'-The young child is Spontaneous, outgoing and explo. 
live with few Internal controls and only a tentative awareness of 
external limits. Slhe has a shori attention spari. A Child most often 
expresses f .. lings through behavior rather than verbally. As the 
child grows, S/he develops internal controls and. establishes a 
sense of identity and independence. Peers and other adulls have 
increaSing influence on behavior, 

lI.s.xualAllault 
Characteristics of the assault aUect the child's emotional percep. 
tion of the event ano to a great extent determine the response. The 
closeness of the Child's relatIonShip to the offender, the duriltion 
of the offense, the amount of secrecy surrounding the aiSsault, and 
the degree of violence are the factors which have the greatest 
Impact on ttie Child's reaction. The child may very well have ambiv. 
alent feelings toward the offender or be dependent on him for 
othernMds. 

Ill. "elpon .. to Child 
The child is fearful of the consequt!nces'~\1 reporting a sexual 
assault. The response of .the family support system and ollicial 
agencies will directly affect the resolution c~ the phYChologlcal 
trauma arid her/his cooperativeness as ,1 witness The child fears 
S/he will be diSbelieved or blamed fot the assault and almost 
alVlays is hesitant about reporting.':',' 

INTERVIEWING c';mf~ VICTIMS 
I. Prepart", for 'nt.mew :~<,:" . -',." ~"",."", 

Prior to interviewing the Child, obI .. !" relevant information from 
parents/guardian. and if applicable. Ctiild Prote(;~jV\! Services case. 
worker, phYlician, and/or Sexua'<Allault Center/Rape Relief 
counselor, 

A. Explain your role and procedures to above personnel. and enlist 
their cooperation. 

B. Determine child'sgener.' developmental status: age; grade: 
liblings; family composilion; capabilities: ability to write, read, 
count, ride a bike, tell tim ..... remember events; any unusual prob. 
lems: physical, intellectual, behavioral; knowledge of anatomy 
and .. xual behavior; family terminology for genital areas, 

C. Review circumstances of assault (as reported already by child 
to other perlon): what, where, when, by whom, and to whom 
reported; exact words of child; other persons told by chUd; how 
many have inierviewed child; child's reaction toaasaull; how 
Child f .. ls about It and what, if any, behavloralligns 0.' distress 
(nightmares, Withdrawal, regression, acting out) have occurred. 

D. Determine what reactions and changes childl:la. been exposed 
to following revelation of the a .. ault(s): believing; supportive; 
blaming; angry; ambivalent; parents getting a divorce; move to 
a new home. 

II., leg Inning the Interylew 
A. Setting-The more comfortable for the child, the more informa. 

tion s/he is likely to share. 

1. Flexibility-A c,hild likes to move around the room. explore 
and touch. sit on the floor or adult's lap. 

2. Activity-Playing or coloring occupy child's phYSical needs 
and allows her/him to talk with less guardedness. 

3. Privacy-Interruptions distract an already short attentIon 
Ipan, divert focus of interview, and make self·conscious or 
apprehensive child withdraw. 

4. Support-If the child wishes a parent or other person 
present, it should be allowed. A fflghtened or insecure child 
will not give a complete statement. 

B. EstabliShing a relationship 

1. Introduction-Name, brief and Simple explanatIon of role, 
and purpose: "'am the lawyer (or legal person) on your side; 
my job is to talk to children about these things because we 
want to them to stop happening," 

2. General exchange-Ask about name (last name), age, grade, 
school and teacher's name, siblings. family composition. 
pets, friends. activities. favorite gamesrTV shows. (It 'often 
helps to share personal information when appropriate. e.g .. 
children,pets.) 

3. Ass'l!!S level of sophistication and ability to understand 
concepts-Does . .child read, write, count, tell time; know 
colors or shapes; know Ihe day or date; know birthdale; 
remember past events (breakfast. yesterday. last year); 
understand before and afler; know about money; assume 
responsibilities (goes around neighborhood alone, Slays at 
home alone, makes dinner, etc.) 

III. Ob~alnlng Hlltory of Sexultl A .. ault-

A. f.'rellminaries 

1. Use language appropriate to child's level: be sure child' 
ilnderstands words. (Watch for signs of confusion. blank. 
ness, or embarrassment; be careful with words like incident, 
occur, penetration, prior. ejaculation, etc.) 

2, Do not ask WHY questions ("Why did you go to Ihe house?" 
"Why didn't you lell?") They tend to sound accusatory. 

3. Never threaten or try to force a reluctant child to talk. Pres.' 
sure causes a child to clam up and may further traumatize 
her/him. 
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·4. B8 aware that the child who has been inatructed or 
threatened not to tell by the offender (ESPECIALLY if a 
pa,ent) will be very reluctant and full 01 anxiety (you '11111 
usually notice a change In the child's affect while talking 
about the assault). The f.ars often need to be allayed. 
-"It's not bad to tell what happened." 
-"You won't get in trouble." 
_·You can help your dad by telling what happened." 
_·It wasn't your fault." 
- ·You're not to blame." 

5. Int.rviewer'S affectiye response should be consonant with 
child's perception of assault (e.g., don'l emphasize jail for 
the offender if the child has expressed positiye feelings 
toward him.) 

6. Ask direct, simple questions as open-ended as allowed by 
child's leYfll of comprehension and ability to talk about the 
.asault. 

B. Statement 

1. WHAT 
-"Can you tell me what happened?" 
-"I need to know what the man did." 
-"Did he eyer touch you? Where?-
- "Where did he put his finger?" 
- "Haye you eyer seen him with his clothes off?-
-"Did you eYer see his penis (thing. pee pee, weiner) get big?" 
- "Old anything eyer come out of it?" 

Once basic information is elicited, ask specifically about 
other types of sexual contact. 
- "Old he eYer put it into your mouth?" 
- -Did he eyer make you touch him on his penis?" 

2. W"~O 
Child's response here will probably not be elaborate. Most 
children know the offender and can name him, although In 

some cases the child may not understand relationship to 
self or family. Ascertain from other sources what is the 
exact nature/extent of the relationship. 

3. WHEN 
The response to this question will depend on child's ability, 
ho~" recenlly assault happened, lapse between last incident 
and report, number of assaults (children will tend to confuse 
or mix separate inCidents). If the child is untler six, informa· 
tion re: time is unlikely to be reliable. An older child can often 
narrow down dates and times using recognizable eYents or 
associating assault with other incidents. 
-"Was it before your birthday, the weekend, Valentine's 

Day?" 
-"Was it nighttime or daytime?" 
-"Old it happen after dinner, 'Happy Days', your brother's 

bedtime?" 

Se,:ual Assault Center 
Harborview Medical Center 
325 Ninth Avenue 
Ro9m IC-66 
Seattle, WA 98104 
(206) 223-3047 
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4. WHERE 
The assault usually occurs in the child's and/or offender's 
home. Information about wliich room, where other family 
members wiere, where child was before assault may be 
learned. 

5. COERCION 
What kind 01 force, threat, enticement, pressure was used to 
Insure COOpl!lration and secrecy? 
- "Did he tell you not to lell?" "Whal did he say?" 
-"Did he SillY something bad would happen or you would 

get in troul)le il you told?-
-"Did Ihe min say it 'illS a secret?" 

C. Assessing credilbllity and competency 

1. Does child dl!lscribe acts or experience to which s/he would 
not haye normally been exposed? (AYerage child is not famil· 
iar with eredion or ejaculation until adolescence at the 
earliest.) 

2. Does child dE/:scribe circumstances and characteristics typo 
ical of seKual assault situation? ("He told me that it was our 
lecret-; "He siaid I couldn't go oul if I didn't do it"; "He told 
me it was sex education".) 

3. How and under what circumstances did child tell? What 
were exact words? 

4. How many limes has child given the history and how can· 
sistent is it rogardlng the basic facts 01 the assautl (not 
times, dates, c:ircumstances, sequence of events, etc.)? 

5. How much spOlntaneous informatioh can child proyide? How 
much promptil)g is required? 

6. Can child defilne difference between truth and a lie? (This 
question is no\~ actually very useful with young children be· 
cause they learn thiS by rote but may not understand the 
concepts.) 

IV. ClosIng th.lnt~rvi.w 

A. Praisellhank child lor information/cooperation. 

B. Proyide mformation 

1. Child-Do not extract promises from child regarding testify· 
Ing. Most Child:ren cannot prOject themselves into an un· 
known siluatlonand predict how they WIll behaye. Questions 
about testifYing in court or undue emphaSIS on trial will haye 
litlle meaning and often frightens the child (causing night· 
mares and apprl!henslon). 

2. Parent.-ProvidEI simple, straightforward mformation about 
What will happen next In the criminal justice system and 
approximately when. the likelihood of tflal. etc. 

C. Enlist cooperatlon--Let them know who to contact for status· 
reports or in an emer,gency; express appreciation and under· 
standing lor the effclrt they are making by reporting and follow· 
ing through on procElss. 

D. Answer Queslions; sl:>liclt responses. 

This materite/ was preparedl~/th support from grant t#77-DF·10·0016 
awarded to the Sexual Assaul't Center by 'he Law Enforcement Ass/s, 
tance Administration, U.S. Depilftment of Justice. 

160 

s), 

., . 

APPENDIX A-4 

SEXUAL ASSAULT CENTER 
BROCHURE FOR CHILD VICTIMS 

This pamphlet is for you. 

We hope that by reading it you will understand a little better what has 
happened to you and to other kids. 

We are called the Sexual Assault Center or S.A.C. for short. All of the 
girls and boys we see here at S.A.C. have been sexually assaulted or molested 
by a grown-up or an older kid. Sexual assault or molestation is when a 
grown-up or older kid does something sexual with a child, like touching the 
child's private parts or making the child touch him. The grown-up may touch 
the private parts of his body to the child's or make the child lick or suck 
his private parts. He may make the child undress or make the child look at 
him with no clothes on. Maybe one of these things happened to you. 

It is wrong for an adult to do these things with a child. It is against the 
law, like stealing or shooting someone. Most of the time it is a grown-up 
man or teenage boy who has this problem. Sexual assault happens a lot to 
kids, both boys and girls. Usually the p~rson who does this, called the 
offender, is someone you know. It may be a babysitter, a neighbor or friend 
of the family, mom's boyfriend, or a relative, like an uncle, grandfather, 
dad or step-dad. Sometimes the person who does this is a stranger. 

The grown-up who does this to a child has a serious problem and needs help. 
Even if the offender has stopped doing this with you now, he may do these 
things with another child. He can't stop doing it unless he gets help. You 
did not cause him to do these things to you. It is not your fault that it 
happened. It is the grown-up's fault, and he must get help to change. 

You know who molested you. For some other kid, it might be some other 
person. But there are a lot of things that are probably the same for you as 
for other children who've been molested. 

Most offenders 
tricking them. 
are things you 

get the kids to go along with it by hurting or scaring or 
Some of the things offenders say to get a child to give in 

may have heard before: 

"What I'm doing is okay: it's sex education." 

"I'm doing this to punish you." 

"I'm doing this to help you, so you won't have problems 
with boys." 

"This won't hurt you." 

"I'm doing this because I love you." 

"I need you to do this because your mom (or my wife) 
doesn't give me enough sex." 

"I need this. Do it to make me feel better." 
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"If you don't do this, you'll get in trouble." 

"I'll hurt you or kill you if you don't do this." 

"If you do this, I won't touch your little sister." 

Sometimes an offender will give a kid 
or toys or special treats. Sometimes 
the kid to go along, he just does it. 
you touch him. 

things the kid really wants, like money 
the offender doesn't do anything to get 

He just starts touching you or having 

The offender tries to make the kid keep quiet about what has happened. 
Things that offenders say to kids to keep 1:hem from telling are: 

"You will get in trouble if you tell." 

"This is our secret." 

"Just forget what happened." 

"This is nobody' s busines s • " 

"If you tell, you will be sent away or go to jail." 

"If you tell your mother, she won't believe you." 

"If you tell, I will be sent away or go to jail." 

"The family will break up if you tell. II 

"Your mother will have a nervous breakdown." 

"I will beat you up it you tell anybody." 

"I will say that you are lying." 

"Your mother will hate you." 

Sound familiar? Sometimes the offender won't even have to say any of these 
things. You just feel that something bad would happen if you told and when it 
happened it would be all your fault. 

Were you scared to tell? Most girls and boys are. Some kids never do tell 
because they are so afraid of what might happen. Sometimes, after a long 
time when they finally do tell someone, like mom or another relative, the 
person doesn't believe them. Then they have to keep telling and maybe even 
have to tell in front of the offender. All of this can be really scary. 
Usually there are a lot of upset feelings •.. 

What has happened to you and to other kids when they told or when someone 
found out can be very different. Feelings about what has happened can be 
different, too. Each of you has different feelings because each person is a 
little different, and each situation is different. How you feel about what 
happened to you depends on a lot of things. It depends on how much you like 
or don't like the person who molested you, or if you got really scared or 
hurt when it happened. How you feel also depends on whether or not you have 
people in your life who help you and take care of you. Some of the different 
feelings kids have are: 

"It was all my fault." 

"I did something wrong." 
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"I caused'a lot of problems." 

"I feel different from kids my age." 

"I don't like him to do that." 

"I'm really mad." 

"I'm really scared, and I don ~ t know what to do." 

"I'm really sad." 

"I made more trouble by telling." 

How you feel now that people know what has happened is probably different 
from other kids. The feelings you have are your special feelings. Feelings 
can't be wrong. The way you feel is probably different than the way other 
kids or even your best friend or your mom feel. It's not okay for anyone to 
tell you what feelings you should have. 

When children have been sexually assaulted, like you, they :might have some 
worries or feelings they don't understand. Some kids have problems, some 
don't. Some kids have a whole bunch of problems. For some the worst problems 
happen whe.'l they are being molested, before anyone else knows what's happen­
ing; for otb~rs the-worst problems don't happen until later. There are lots 
of different kinds of problems boys and girls who have been molested might 
have. 

They might find it hard to fall asleep or have nightmares. 

They might not feel like eating. 

They might be upset and feel like crying or want to be 
around mom. 

They might not want to be left alone at night or any, 
other time. 

They might be afraid of men. 

They might find that they can't concentrate in school. 

They might be afraid of the offender. 

They might not be able to stop thinking about what 
happened. 

Have you had any special problems or feelings you don't like? 

'~ 

We know that when somebody first found out or you told somebody about what 
was happening, you and everyone else were probably pretty upset. Maybe 
everyone still is upset. Even when what has happened is over and,you are 
safe, it is a hard thing for you and the people who love you to forget. 
Sometimes some pretty big changes can happen. If a kid isn't safe at home, 
she or he may have to stay somewhere else or in a foster home for a while. 
If ,the offender was the father, he may have to leave home. A kid may also 
have to go to the doctor and have a check-up to make sure she or he hasn't 
been physically hurt. This may be scary ,and confusing. 
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All of these changes and scary feelings can really make a person pretty 
upset, whether they're young or old. You may be upset, too, because some of 
these things have happened to you. 

Do you need someone to talk to? Lots of kids do. You might want to talk 
about the feelings you have or get some help with problems you're having. 

we have counselors here at S.A.C. who are ca,1:!oed social workers. They will 
let you talk to them about anything you want. They've talked to lots of 
other kids and have an idea about what you might be going through. 

The social worker can talk to you about: 

what has happened or is happening now 

how you feel about yourself or the offender 

how you feel about your parents 

things you are afraid of 

what is going to happen to you, to the offender, to your 
family 

The social worker can help you: 

talk to the police or caseworker 

understand what court is all about 

work on problems at school 

get out of trouble 

There may be other things that you want to talk about or that you want help 
with. You can write them here. 

Things I want to talk about -------------------------------------

Things I want help with 

Later on if you want to talk to some other kids your age who've had the same 
thing happen to them, the social worker can introduce you to a group of kids 
you can talk with. ~"'O 

It is 
too. 
they? 

important to remember that S.A.C. is on your side and other people are 
You probably know some of the people who are on your side now. Who are 

Are they your mother? your friends? ,your teacher? the police? 

My name is and I, will be your 
social worker at S. A. C. I am on yo\;tr side and I'm ready to listen and answer 
your questions. You can call me at, 223-3047. 
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These are some words you may have heard lately: 

Caseworker: a person who works for Children's Protective Services and talks 
with kids and families about what is happening; this person tries to make 
sure that kids will be taken care of by their parents and that they won't be 
hurt or assaulted anymort!:~. 

Children's Protective SeJ:,vice or CPS: this is a group of people who work for 
the state to protect children who are not being taken care of or who are 
being hurt or sexually assaulted. 

Counselor or Social Worker: a person who understands the emotion.al side of 
problems, or someone you talk to about things you are thinking or feeling. 

Court: this is the place where judges decide if a person has done something 
wrong. If an offender goes to court the judge will decide if he did assault 
a child and what his punishment should be and what kind of help he should 
get. 

Feeling: what happens inside of you when you think about certain things, 
like being mad or sad or happy. 

Foster Home: a family who takes care of kids who cannot stay at their own 
home for awhile because of problems there. 

Offender: a grown-up or teenager who makes a child do sexual things with 
him or with her. 

Sexual: anything that has to do with the private parts of a person's body, 
those parts of the body which are different for boys and girls. 

Sexual assault/sexual abuse/molestation/rape/incest: these words all mean a 
grown-up or older kid doing something sexual to a child. It is a crime for a 
grown-up to do these things with a child. 

Victim: a child who is made to do sexual things by a grown-up or teenager. 

Worry: to feel troubled or uneasy. 

Are there other words you don't understand? 
your counselor what they mean: 

ROUGH DRAFT OF FORTHCOMING BROCHURE FROM: 

Sexual Assault Center 
Harborview Medical Center 
325 Ninth Avenue 
seattle, WA 98104 
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AM 

9:00-
10:15 

10: 15-
10:30 

10:30-
12:00 

12:00-
1:30 

~1 

1:30-

M:>NDAY 1/26 

Introduction -
Welcome ~ Review 
of Agenda 
Explanation of 
Seninars 
(K. Kennelly 
D. Stevens 
S. Anderson) 

Break 

Sex between 
adults & kids: 
Why its not 
okay. 
Sex roles/ 
sexism 
Victimization 
(L. Berliner) 

LlUlch 

2:15 Double Jeopardy 
(film) 

2:15-
3:15 Medical/legal 

overview 
(S. Anderson) 

3:15- Overview Child Sexual 
4:30 Abuse 

Range of CSA 
Incest 
Incest Victim movie 
Incest video -
optional 
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APPENDIX A-S 

CHILD SEXUAL ABUSE 1REA1MENT/TRAINING INSTI1UrE 

I WESDAY 1/27 
AM 
9:00- Children's Pro-
12:00 tective Service 

(J. Ramon) 

I ft<r 

~2:00 -Ltnch 
1:30 

WEOOESDAY 1/28 mtlRSDAY 1/29 

AM The Victim & Treatment 
9:00- Criminal Justice Approaches 
10:00 System 

Role of the Police AM 
(D. Ramon) 9:00- Interviewing the 

10:00-Role of the Prose-
11:00 cutor 

(M. Barbieri) 

10: 30 Sexually Abused 
Child 
Male Victims 
(0. Manaois) 1:00- Offender Treat-

2:00 ment - outpatient II:OO-Networking Between 10:30-Assessment & 
(R. Wolfe) 12:00 Commtnity Agencies 12:00 Treatment of the 

2:00- Child })evelop-
3:30 ment - noma1 VS. PM 

child sex abuse 

(L. Berliner) Sexually Abused 
Child 

(E. Ernst) 12:00- LlUlch 
1:30 

3: 30 - COlllllUlli ty Educa - • _ . h 
4:30 tion & Prevention 1.30 Ad~7acy 10 t.e 

(S Anderson) 3:00 Cr1ffi1na1 Just1ce 
• System 

(E. Brom) 

.".. . 

n), 
I . 

... I ~ 

12:00-

1-1 Approaches 
(L. Berliner) 

1:30 Ltnch 

PM 

1:30- Group Treatment 
i3:00 for the Sexually 

Abused <lIild 
(E. Ernst) 

3:00- Mothers - Treat-
4: 00 ment Approaches 

Individual/Group 
(K. Kennelly) 

4:00- Issues for Minor-
5:00 ity Victims 

(M. Sorenson) 

FRIDAY 1/30 
AM 

9: 00- Adult Women Victim-
10:00 ized as Children 

(N. Ousley/ 
C. Monastersky) 

10:00- Juvenile Sex 
11:30 Offender Program 

11:30- Offender Treatment-
12:30 CognitiveRestruct-

uring 
Confrontive Group 
Treatment 
(F. Wolfe) 

12:30- Ltnch 
1:30 

1:30-
3:30 

3:30-
4:30 

Information Sources 
in Your Community 
(K. Markey/ 
P. Gregorio 

Wrap-Up 
Plan for Next Week 
(K. Kennelly) 

1" 
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CHILD SEXUAL ABUSE 1REA1MENT/TRAINING INSTI1UTE 

Institute Presentors 

Shirley Anderson, MD, :MPH 
Pecliatrician 
Sexual Assault Center 

Mary Kay Barbieri ' 
Special Assault Unit 
King County Prosecutor's Office 

Lucy Berliner, MSW 
Social Worker 
Sexual Assault Center 

Evelyn Brom 
Project Coordinator 
LEAA Sexual As saul t 
Prevention Grant 

Seattle Rape Relief 

Elise Ernst, MSW, M.Ed.. 
Social Worker 
Sex Abuse Unit 
Children's Protective Service 

Paul Gregorio, MLS 
Librarian 
Region X Child Abuse 

and Neglect Resource Center 

Kathleen Kennelly, MSW 
Project Coordinator 
Child Sexual Abuse 
Treatment/T1~ainin.g Institute 

Orlando Manaois, MSW 
Social Worker 
Sexual Assault Center 

Kate Markey, MLS 
Librarian 
Sexual Assault Center 

Caren Monastersky, MSW 
Social Worker 
Sexual As saul t Center 

Nancy Ousley , MSW 
Social Worker 
Sexual Assault Center 

168 

Jane Ramon, MSW 
Casework Supervisor 
Child Sexual Assault Unit 
Children!s Protective Service 

Richard Ramon 
Sergeant 
Sex Crimes Unit 
Seattle Police Department 

Florence Wolfe, MA 
Behavioral Therapist 
Northwest Treatment Associates 

Roger Wolfe, MA 
Director 
Northwest Treatment Associates 

Doris Stevens, MA, ACSW 
Director 
Sexual Assault Center 

SAMPLE ELECTlVES* 

POSSIBILITIFS FOR 2nd WEEK SEMINARS 

Name ---------------------------------
Please indicate your first 3 choices of the below listed seminar topics: 

(use HI to show your 1st choice) 

1. __ Co11ection of Medical/Legal Evidence (S. Anderson) 

2. __ Issues for Rm'a1 Cormnmities (M. Forttme) 

3. __ , Evaluation and Research (M. Bell) 

4. __ Grant Writing and Ftmding Sources (D. Stevens) 

5. __ Education in the Schools on Child Sexual Abuse (K. Kennelly) 

6. __ Development of a Specialized CPS Unit for Child Sexual Abuse (J. Ramon) 

7. __ Developmen~ of 'Expert Witness Expertise (L. Berliner) 

8. __ Religious Concerns in Family Violence (M. Forttme) 

9. __ Cotmsel~g and Advocacy for the Developmentally Disabled Child 
and AQ01~scent (E. Ryerson) 

lO. __ Awareness of Sexual Abuse and Self ~rotection Techniques 
for Developnenta11y Disabled People (E. Ryerson) 

11. __ Adolescent Rape Victims (B. Grav ) 

12. __ Deve1opment of a Commtmity Task Force on Incest Treatment (J. I:ay1or) 

13. __ An Historical Feminist Perspective on Child Sexual Abuse (K~ Markey) 

l4. __ Team Building (C. Monastersky) 

*Curricultnn and electives will vary with each'session 
although basic materials will remain the same 
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ETHNIC ORIGIN: 
Caucasian 1032 74.8\ 481 34.9' 74.1\ 

Black 127 9.2' 67 4.9' 10.3i 

Native American 35 1.5' 19 1.4\ 2.9' 
Hispanic 21 2.5' 11 0.8\ 1.7\ 

Asian 11 0.9\ 6 0.4\ 0.9\ 

Other 23 1.7\ 5 0.3\ 0.8\ 

Unreported 130 9.4\ 60 4.4\ 9.3' 
1j79 100.0\ 649 47.1\ 100.0' 

POINT OF ENTR.Y'TO SAC: 
Emergency Room 467 33.9' 344 24.9\ 53.0% 

Sexual Assault Center (SAC) 908 65. at 304 22.1\ 46.8% 

other or Unreported 4 0.3\ 1 O.H! 0.2% 

1379 100.0% 649 117.1% 100.0% 

INITIAL MEDICAL CARE AT HMC: 
Emergency Room 453 32.9% 335 24.3% 51. 6% 

Clinic (P,lldiatr;i.c or Gynecology) 167 12.1\ 21 1.5% 3.2\ 

None 759 55.0\ 293 21. 3% 45.2% 

1379 100.0\ 649 47.1% 100.0% 

1,379 represents the total count of victims who sought services through the Sexual Assault Center (SAC) in 1980. 
It does not retlect counseling with victims' friends and families. 

Adult is a client 17 years of age or older. Child is a client 16 years of age or younger. 
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551 40.0' 75.5' 
60 4.3\ 8.2' 
16 1.U 2.2\ 

10 0.7\ 1.'" 
5 0.4\ 0.7\ 

18 1.3' 2." 
70 5.1\ 9.6\ 

730 52.9\ 100.0' -':' 

123 8.9\ 16.9\ 

604 43.8% 82.7\ 

3 0.2% 0.4\ -----
730 52.9\ 100.0% 

/' 

118 8.5% 16.2% 

l46 10.6\ 20.0\ 

466 33.8% 63.8% 

730 52.9% 100.0% 
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SERVICES PROVIDED: 
Medical Only 

Medical and Counseling 
Counseling Only 

Counseling and Legai Advocacy 
Medical, COunseling,. Legal Adv. 

WHO R~E~D CL1ENT TO SAC: 
Police 

Child Protective Services (CPS) 
Rape Relief 
Family of Client 
Social Service Agency 
Other Medical FacU.ity 
Friend or Neighbor 
Self 
Prosecutor 
other 
Unreported 

'''-'-,I } 

LOCATION OF ASSAU,LT: 
Victim's Home 
Assailant~s Home 

"Public Place , ! 

~~s!l;!ilant 's Car 
JWil:~~S HOille 

Victim's Car 
Other 
unreport,ed 

0. If" ,'-'c.b 
" ,c • 

. , 
\' 

", . 

SEXUAL ASSAULT CENTER 

SAC TOTAL 
Number 
of SAC 
Clients 

42 

486 

540 

170 

141 
1379 

365 

273 

98 
101 

98 

108 

74 

114 
49 

52 

-,~ 
1379 

63~ 

216 

206 

88 

39 

13 

29 
154 

1379 

s), 

, ,: 

I of 
SAC 
(N=1319) 

3.U 
35.21 
39.21 

12.31 

10.2' 
100.01 

26.5' 
19.U 

7.1\ 

7.3\ 

7. lit 
7.81 
5.41 
8.31 

3.5' 

3.8' 
3.41 

100.01 

46.0' 
n 15. 7' 

14.9' 
6.41 

2.8' 
0.9% 

2.1% 

11.2' 
100.0\ 

~.-"""--'----.~ 

(':,J 

.. 0 

Client Characteristics - 1980 

ADULT TOTAL 
Number 
of Adult 
Clients 

24 

::':01 

234 

42 

48 
649 

236 

22 

75 

29 

44 

55 

41 

80 
22 

27 

18 

649 

256 

92 

127 

63 

19 

10 

16 

66 

649 

, ,r; 

c 

I of 
SAC 
(N=1379) 

1.71 

21. 8% 
17.0% 

3.U 
3.51 

47.11 

17.11 

1.6' 
5.41 
2.U 

3.21 

4.0' 
3.0\ 

5.81 
1.6\ 

2.01 

1.3' 
47.11 

18.
i

n 
6.7~ 

9.2' 
4.5% 

1.41 
0.7t 

1.2,% 
4.81 

47.11 

11 

I of 
Adults 
(N=649) 

3. " 
46.4% 

36.01 

6.51 
7.4% 

100.01 

36.4% 
3.4% 

11.5' 

4.5' 

8.51 

6.3' 
12.3' 

3.41 
4.11 

2.8' 
100.0' 

39.4\ 

14.21 
19.6\ 

9.71 

2.9% 

1.5' 
2.51 

10~21 

100.0% 

/ 

Page 2 

Number 
of Child 
,:Uents 

18 

185 

306 

128 

93 
730 

129 

251 

23 
72 

54 

53 

33 

34 
27 

25 

29 
730 

378 

124 

79 
25 

20 

3 

13 

88 

730 

\, \ 

CHILD TOTAL 
, of 
SAC 
(N=1379) 

1.31 

13.4% 

22.21 

9.31 

6.71 

52.9' 

9.3' 

18.2' 
1.71 

5.2, 

3.9\ 

3.8' 
2.41 
2.51 

2.0' 
La. 
2.U 

52.9' 

27.4%" 

9.01 

5.71 

1,.8% 

1.5' 
0.2' 

0.9' 

~jI% 

52.91 

\ of 
Children 
(N=730) 

2.5' 
25.31 

41. 9' 

17.6' 
12.1\ 

100.0' 

17.71 

34.4, 

3.U 
9.91 

7.4% 
7.3\ 
4.S'~ 

4. " 
3.71 

3.41 

3.9' 
100.0t 

51.81 
17.01 
10.81 

3.41 
2.71 

0.4' 
1. 8\ 

12.11 

100.01 
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RELATIONSHIP OF ASSAILANT TO VICTIM: 

Stranger 

Known to Victim - Not Incest: 
Acquaintance 
Friend 
Neighbor 
Babysitter 

Ex-husband/Ex-lover 
Husband/Lover 
Co-WOrker 

Tctal Known - NOt Incest 

Known to Victim - Incest: 
Natural Parent 
Step-Parent 

Adopti ve ,Parent 
Foster Parent 
Parent's Partner 
Grandparent 

Total Parental Figure! 
Cousin 
Uncle 

Other Relative 
Sibling 

Total Non-Parental Figure 
Total Known - I~cest 

Total Known to Vi" .. :!!!! 

Unreported 

Grand Total 

II 

,I , ) 

SEXUAL ASSAULT CENTER 

SAC 
Number 
of SAC 
Clients 

374 

199 

107 
37 
50 

15 
10 

4 
422 

211 ' 

137 

7 

6 

44 
29 

434 

12 

21 

18 
39 

90 

524 

946 

59 

1379 

TOTAL 
% of 
SAC 
(N==1379) 

27.1% 

14.4% 

7.8% 
2.1\ 

3.6% 
1.1% 
0.7\ 

0.3% 
30.6\) 

15.3\ 

10.0' 

0.5' 
0.4% 
3.2% 

2.U 

31. 5%) 
0.9% 

1.5% 

1.3\ 

2.8\ 

6.5%) 

38.0%) 

68.6% 

4.3% 

100.0% 

" 

Client Characterist~,cs - 1980 

Number 
of Adult 
Clients 

277 

124 

37 

6 

o 
14 

8 

4 

193 

82 

34 

o 
1 

2 

5 

124 

2 

2 

9 

14 

27) 

151) 

344 

28 

649 

ADULT TOTAL 
% of 
SAC 
(N==1379) 

20.1\ 

9.0% 

2.1\ 

0.4% 

0.0% 

1.0% 

0.6\ 

0.3' 

14.0%) 

5.9% 

2.5% 

0.0% 
0.1% 

0.1% 

0.4% 

9.0%) 

0.1% 

0.1% 

0.1\ 

1.0% 

2.0%) 

11.0%) 

25.0% 

2.0% 

47.1% 

¢ 

% of 
Adults 
(n=649) 

42.1\ 

19.1% 

s.n 
0.9% 

9.0% 

2.2% 
1.2% 

0.6% 
29.7%) 

12.6\ 

5.2% 

0.0' 

0.2% 

0.3' 
0.8\ 

19.1%) 

0.3\ 

0.3\ 

1.U 

2.2% 

4.2%) 

23.3%) 

53.0% 

4.3\ 

100.0% 

Page 3 

NUiilber 
of Child 
Clients 

97 

75 

70 

31 

50 

1 
2 

o 
229 

129 

103 

7 

5 

42 

24 

310 

10 

19 
9 

25 

63 
373 

602 

31 

730 

-ff:j 
'. ... 

,\:?'" 

CHILD TOTAL 
% of 
SAC 
(N==1379) 

7.0% 

5.4% 
5.1% 

l.3% 

3.6% 

0.1% 

0.1\ 

0.0' 

16.6&) 

9.4% 

7.5, 

0.5' 

0.'" 
3.0' 

1.7% 

22.5') 

0.7\ 

1.4% 

0,.7% 
1.8\ 

4.6%) 
27.1\) 

43.7% 

2.2% 

52.9% 

'-' ." .. ' 

% of 
Children 
,(N=730) 

13.3\ 

10.3% 

9.6% 
4.2% 

6.8\ 

0.1% 

0.3' 

0.0% 

31.3%) 

17.7% 
14.1\ 

1.0% 

0.7\ 

5.7% 

3.3\ 
42.5%) 

1.4% 
2.6% 

1·.2% 
3.4% 

8.6%) 
51.1%) 

82.4% 

4.3% 

100.0% 
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SEXUAL ASSAULT CENTER - Client Characteristics - 1980 

SAC TOTAL 
NUDib~r \ of 
of SAC SAC 
Clients (N=13I!L 

TIME LAPSE Since Last Incident & SAC Contact: 
Less than 48 hours 
2 days up to 2 weeks 
2 weeks up to 6 months 
6 months or longer 
Unreported 

NUMBER OF ASSAILANTS 5 INCIDENTS: 

479 
237 
215 

271 
177 

1379 

Single Assailant/Single Incident 568 
Single Assailant/Multiple Incidents 512 
Multiple Assailants/Single Incident 84 
Multiple Assai1ants/Mu1t. Incidents 108 
Unreported 107 

1379 

REPORTS TO POLICE AND/OR CPS: 
Reports Only to Police, 

Seattle 354 
.King County 114 
Other Police Departments 58 

Total Only to ~ 526 

Reports Only to CPS 

Reports Both to Police , CPS, 
Seattle 
King County 
Other 

Total Both To Police , CPS 

Not Reported 

CO.,and Total 
"\ 

211 

59 
102 

91~.,._ 
\\ 252 

357 

33 

1379 

" . 

34.7\ 

17.2t 
15.6\ 
19.7\ 
12.8\ 

100.0' 

4l.2t 
37.U 
6.U 

7.at 
7.8\ 

100.0' 

25.7\ 

8.2' 
4.2' 

38.U 

15.3\ 

4.3' 
7.4\ 

6.6\ 
18.3\ 

25.9\ 

2.4\ 

100.0\ 

-=::--= 

Nwnber 
of Adult 
Client,s 

346 
70 
43 

167 

23 

649. 

352 

159 
57 
54 
27 

649 

265 

60 
27 

352 

14 

4 

5 

8 

17 

247 

ADULT TO,\,AL 
, of 
SAC 
(N=1379) 

25.U 

5.U 

3.U 
i2.U 

1.n 
47.U 

25.5' 

11.5' 
4.lt 

3.9\ 

2.0' 
47.ll 

19.2' 

4.3' 
2.0' 

25.5' 

l.0' 

0.3\ 
0.4\ 

0.6\ 

1.3\ 

17.91 

1.4\ 

47.U 

\ of 
Adults 
(N=649) 

53.3\ 
10.8\ 
6.6\ 

25.7\ 

3.6\ 

100.0' 

54.2' 
24.5' 
8.8\ 
8.3\ 

4.2' 
100.0\ 

40.St 

9.2' 
4.2' 

54.2' 

2.2\ 

0.6\ 

0.8' 
l.2\ 

2.6\ 

38.1% 

2.9\ 

100.0\ 

" , 

" ' 

Page 4 

NUiiiber 
of Child 
Clients 

133 
167 
172 
104 
154 
730 

216 
353 

27 
54 

80 
730 

89 

54 
31 

174 

197 

55 
97 
83 

235 

110 .. ~.' 

14 

730 

o 

CHILD TOTAL 
, of 
SAC 
(N=1379) 

9.6\ 

12.1\ 

12.5' 
7.5\ 

11.2\ 

52.91 

15.6' 
25.6\ 

2.0' 
3.9' 

5.81 
52.9\ 

6.5' 
3.9\ 

2.2' 
12.6\ 

14.3' 

4.0' 
7.0' 

~o..L 
17.0\ 

8.0\ 

l.0\ 

52.9\ 

-. 

\ of 
Children 
(N=730) 

18.2' 
22.91 

23.6\ 

14.2' 
21.,U 

100.0' 

29.6\ 

48.3' 
3.7\ 

7.'" 
_~/t.:J!.L 
100.0' 

12.2\ 

7.4\ 

4.2\ 

23.8\ 

27.0' 

7.5\ 

13.,3' 

11.4\ 

32.2\ 

15.1\ 

1.9\ 

100.0\ 
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AGE: 
o 4 years old 

5 B years old 
9 - 12 years old 
13 - 16 years old 
Child: Age Unknown 
Total Children 

17 years old 

1B years old 
19 years old 

20 years old 

21 - 30 years old 
31 40 years old 
41 50 years old 

51 - 60 years old 
61 80 years old 

Adul t: Age Unknown 
Total Adults 
Grand Total 

I? 

SEXUAL ASSAULT CENTER Client Characterisitcs - 19BO Page 5 

BREAKDOWN OF AGE BY GENDER OF TOTAL SAC POPULATION 

SAC TOTAL 
Number 
of SAC 
Clients 

127 

172 

155 
275 

1 

730 

57 
41' 

46 

29 
276, 

BJ, 

215 

10 

6 

77 

649 

% of 
SAC 
(N=1379) 

9.2% 
12.5% 

11.2% 
19.9% 

0.1% 
52.9% 

4.1% 

3.0% 

3.4% 

2.1% 

20.0% 
5.9% 

1. 9% 
0.7% 

0.4% 

5.6% 

Number 
of Male 
Clients 

29 

51 
26 

lB 

o 
124 

2 

o 
3 

o 
11 

2 

2 

o 
1 

3 

24 

148 

MALES 
% of 
SAC 
(N=1379) 

2.1% 

3.7% 

1.9% 

1.3% 
0.0% 
9.0% 

0.1% 

'0.0% 

0.2% 
'0.0% 

0.8% 
0.1% 

0.1% 

0.0% 

0·1% 
0.2% 
1. 7% 

10.7% 

% of 
Males 
.(N=14B) 

19.6% 

34.4% 

17.6% 
12.2% 

0.0% 

83.B% 

1.4% 

0.0% 
2.0% 

0.0% 

7.4% 
1.4% 
1.4% 
0.0% 

0.6% 
2.0% 

--~!""~-

16.2% 
100.0% 

NUiliber 
Female 
Clients 

9B 

121 
129 

257 

1 

606 

55 

41 

43 

29 
265 

79 
24 

10 
5 

74 
625 

FEMALES 

% of 
SAC 
(N=1379) 

7.1% 
8.8% 

9.3% 
,,' 

18.6% 

-.!hl.L 
413.9% 

4.0% 

3.0% 

3.2% 
2.1% 

19.2% 

5.8% 

1.8% 
0.7% 

0.3% 
5.4% 

WOMEN VICTIMS OF CHILD SEXUAL ABUSE - (ADULTS WHO WERE ABUSED AS CHILDREN) 

PRESENT AGE: 

18 

21 
20 years 'old 

24 years old 
25 44 years old 

45 54 years old 

60 - 64 years old 

Adult: Age Unknown 

TYPE OF ASSAULT: 

Number 
of 
Women 

22 

21 

40 

5 

1 

30 

Child Mo1estation-Stranger/Acquain~ance 
Child Incest 

1B 

101 
119 

% of 
SAC 
(N=1379) 

1.6% 
1.5% 

2.3% 

0.4% 

0.1% 

2.2% 
B.6% 

1.3% 
7.3,% 
8.6% 

% of 
Adults 
(N=649) 

3.4% 
3.2% 

6.2% 

O.B% 

0.2% 

4.6% 
18.4% 

2.B% 

15.6% 
18.4% 

% This 
Group 
(N=!l9) 

1B.5% 

17.7% 

33.6% 

4.2% 

0.8% 
25.2% 

100.0% 

15.1% 

84.9% 
100.0% 

---:---'~-------------:-------------;~-----""'-'------''''J; ---:.~£--.. '., -'~~'~'-- 'It p 
~. 

G ._~ 

1\ .; " ' 

" .' " 

. . ~ ., . 
c), 

II' 

% of 
Females 
(N=1231) 

B.O% 

9.8% 
10.4% 

20.9% 

0.1% 

'~9. 2% 
\\ 

4\5% 
~, 

3.3%' 

3.5% 
2.4% 

21.5% 

6.4% 
2.0% 

0.8% 

0.4% 

6.0% 
50.8% 

100.()%-
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SEXUAL ASSAUL'I' CENTER Cl~ent Characteristics - 1980 
Addendum Page 1 

BREAKDOWN OF TOTALS FOR CHILD CLIENTS 

GENDER OF VICTIM: 
Female 
Male 

ETHNIC ORIGIN: 
Caucasian 
Black 
Native American 
Hispanic 
Asian 
Other 
Unreported 

POINT OF ENTRY TO' SAC: 
Emergency Room 
Sexual Assault Center (SAC) 
Other/Unreported 

INITIAL MEDICAL CARE AT HMC: 
Emergency Roo,!, 

Clinic (Pediatrics or Gynecology) 
None 

CHILD VICTIMS OF NON-FAMILY ASSAULT 
Number 
Children 
Non-Fam. 

274 
83 

357 

268 
28 
.8 

4 

3 
11 

35 
357 

105 
250 

2 
357 

102 

53 
202 
357 

, of 
SAC 
IN=1379) 

19.8\ 
6.01 

25.h 

19.n 

2.0' 
0.61 
O.lI 

0.2' 
O.st 
20'S' ' 

25.81 

7.61 
l8.U 

O.U 
2s.h 

7.n 
3.st 

14.61 
2s.h 

\ of 
Children 
(N=730) 

37.5' 
It.,4' 
n.h 

36. " 
3.st 
1.U 

0.61 
0.41 

1.S' 
4.st 

48.h 

14." 
34.2' 
'0.31 

14.0' 
7.2' 

27. " 
49.9\ 

, of 
Non-Fam. 
(N=357) 

76. iii 
'23.21 
100.eli 

7s.n 
7.9\ 

2.2' 
1.U 

O.Bi 
3.U 

9.st 
100.0' 

29.4' 

70.0' 
0.61 

100.0' 

28.61 

14.8\ 
56.61 

100.01 

Number 
of Child 
Incest 

332 
41 

373 

283 

32 

8 

6 

2 

7 

3S 
373 

18, 

354 
1 -3'73--

(} 

16 
93 

264 
373 

CHILD VICTIMS OF INCEST 
, of 
SAC 
(N=1379) 

24.U 

3.0' 
27.h 

20.5' 
2.31 

0.61 
0 .... 

0.2' 
0.5' 
2.61 

27.h 

1.lI 

25. " 
O.U 

27.h 

1.2' 
6.8t 

19.U 
27.11 

, of 
Children 
(N=730) 

45.5' 
5.61 

SI-;Ir 

38. st 
4.n 
1.11 
O.st 
O.lI 

0~9\ 

4.st 
s1.h 

2.51. 

48.5' 

O.U 
51.11 

2.2' 
12. " 
36.2\ 
s1.u 

, of 
Incest 
(N=311L 

89.01 

11.0' 
100.0' 

75.9\ 

8.61 
2.U 

1.61 

0.5' 
1.9\ 

9.n 
100.0' 

4.st 
94.9' 
0.3' 

100.n 

4.3' 
24.~' 

70.8' 
100.0' 

,---"-----::;:;......::;.::;"- ---'-::::;-~~---- --~ -=-="- -
357 represents the total count of child victims(l6 years 'or Unaer)~wh';~s~U9ht services through the Sexual Assault Cente~ (SAC) in 1980, who were 

assaulted by ill stranger or hy' an acquaintance not in the victim's fiIJIIilY • 

373 represent$ the total child victims who were assaulted by a family member, that is, who were incest victims. 
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~ERVICES PROVIDED: 
Medical Only 
Medical and Counseling 

Counseling Only 
Counseling and Legal Advocacy 
Medical, Counseling, & Legal Adv. 

WHO REFERRED CLIENT TO SAC: 

Police 
Child Protective Services (CPS) 

~ Rape Relief 
co Family of Client 

Social Service ~gency 

Other Medical Facility 

Friend or Neighbor 

Self 

Prosec9tor 

Other 
Unreported 

LOCATION OF ASSAULT: 

/" 

. ,-

Victim's Home 

~sailant's Home 

Public Place 

Assailant's Car 

Other's Home 

victim's Car 
Other 

Unreported 

, . 

Addendum 
SEXUAL ASSAULT CENTER - Client Characteristics - 19BO 

BREAKDOWN OF TOTALS FOR CHILD CLIENTS 

CHILD VICTIMS OF NON-FAMILY ASSAULT CHILD VICTIMS OF INCEST 

Number 
Children 
Non-Fam. 

10 

11B 
133 

60 

36 

357 

105 

59 

20 

38 
24 

22 

20 

24 

19 

10 

16 

357 

93 

74 

76 

24 

17 

2 

12 

59 

357 

• l \', 

% of 
SAC 
(N=1379) 

0.7% 

B.6t 
9.61 

4.3% 

2.61 

25.8\ 

7.6% 

4.3' 

1.n 
2.B' 

1.7% 

1.6% 

1.4% 

1.7% 

1.4% 

0.7% 

1.2' 

25.8' 

6.7% 

5.4% 

5.5% 
1.7% 

1. 2% 

o.n 
0.9' 
4.3% 

25.8% 

% of 
Children 
(N=730) 

1.4% 

16.2% 

18.2' 

8.2' 

4.9' 

48.9' 

14 .4' 
8.1\ 

2.7% 

5.2' 
3.3% 

3.0t 

2.7% 

3.3% 

2.6t 

1.41 

2.2' 
48.91 

12.7% 

10.1\ 

10.4% 
3.3% 

2.3~ 

0.3t 

1.7% 

B.n 
4B.9% 

, , 

" 

%,of 
Non-Fam. 
(N=357) 

2.8% 

33.0% 

37.3' 

16.8% 

10.1\ 

100.0' 

29.41 

16.5' 

5.61 

10.7% 

6.7% 

6.2' 

5.61 
6.7% 

5.3' 
2.8\ 

4.5% 

100~0' 

26.0% 

20.7% 

21. 3% 

6.7% 

4.8% 

0.6% 

3.41 

16.5% 

100.0% 

. Number 
of Child 
Incest 

B 

67 

173 

68 

57 ---
373 

24 

192 

3 

34 

30 

31 

13 

10 

8 

15 

13 

373 

2B5 

5'0 

3 

1 

3 

1 

1 

29 --.-,,--
3ij' 

% of 
SAC 
(N=1379) 

" ~. 

0.6% 

4.9' 

l2.6t 

4.9t 

4.1% 
27.1\ 

1.8, 

13.9' 

0.2' 

2.5' 
2.2t 

2.3t 

0.9' 

0.7t 

0.6' 

1.1% 

0.9.' 
27.1% 

20.7t 
3.6\ 

0.2t 

O.lt 

0.2' 
0 • .1, 
0.1% 

2.U 

27.1% 

, of 
Children 
(N=730) 

1.lt 

9.2t 

23.7t 

9.3' 

7.8' 

sl.lt 

3.3t 

26.3t 

0.4\ 

4.7t 

4.lt 

4.2' 

1.U 

1.4\ 

1.1% 
2.0t 

1.0. 

51.1% 

39.lt 
6.9% 

0.41 

O.lt 

0.41 

0.1% 

0.1% 

4.0t 

51.lt 

Page 2 

% of 
Incest 
eN=373) 

2.U 

18.0% 

46.4%-

18.2\ 

15.3' 

100.0' 

6.41 

51.5\ 

0.8\ 

9.1\ 

8.0' 

8.3,' 

3.5' 
2.71 

2.2\ 

4.0' 

3.5' 
100.0' 

76.3' 
i3.4t 

0.8% 

0.3' 

0.8' 

0.3' 

0.3\ 

7.8' 
100.0% 
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RELATIoNSHIP CF ASSAILANT TO VICTIM: 

Stranger 

Known to Victim - Not Incest: 
Acquaintance 
Friend 
Neighbor 
Babysitter 

Ex-hue~nd/Ex-lover 
Husband/Lover 

TOtal Known - Not Incest 
Known to Victi. - Inceeta 

Natural Parent 
Step-Parent 
Adpptive Parent 
Foeter Parent 
Parent's Partner 
Grandparent 

TOtal Parental Figur~ 
Cousin 
Uncle 

Other Relative 
Sibling 

Total Non-Parental Figure 
Total Known - Incest 

Total Known to Victim 

Unreported 

Grand Total 

Addendum Page 3 
SEXUAL ASSAULT CENTER 

Client Characteristics _ 1~80 

CHILD VICTIMS OF 
Number I of 
Children SAC 
Nun-Fam. (N=1379) 

97 7.01 

75 5.41 
70 S.U 
31 2.3\ 
50 3.61 
1 O.U 
2 O.U 

229 16.61) 

229 16.6\ 

31 2.3% 

357 25.9% 

o 

BREAKDOWN OF TOTALS 
NON-FAMILY ASSAULT 

I of I of 
Children Non-Fam. 
(N=730) (N=357) 

13.31 27.U 

10.3\ 21.0' 
9.61 19.61 
4.21 8.7\ 
6.81 14.01 
O.U 0.3' 
0.3\ 0.61 

( 31.31) 64.2') 

31.3% 64.2% 

4.3% 8.7% 

48.9% 100.0% 

FOR CHILD CLI~NTS 

NUiiber 
of Child 
Incest 

CHILD VICTIMS OF INCEST 
I of I of 
SAC Children 
(N=1379) (N=730) 

129 9.41 17.71 
103 7.51 14.U 

7 0.5, 1.01 
5 0.41 0.71 

42 3.0t 5.71 
24 1.71 3.31 

310 22.51) 42.51) 
10 0.71 1.41 
19 1.U 2.61 
9 0.71 1.2, 

25 1.81 3.4t ---61¥ 4.61) 8.61) 
373 .) 27.U) 51.11) 

373 27.11 51.11 

0 0.0% 0.0% 

373 27.1% 51.1% 

~. , I.' 
~, 

'._': 

I of 
Incest 
(N-373) 

34.61 
27.61 
1.91 
1.3' 

11.31 
6.41 

83.11) 
2.71 
5.11 
2.-41 
6.7, 

16.91) 
(100.01) 

100.01 

0.0% 

100.0% 
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SE~UAL ASSAULT CENTER - Client Characteristics _ 19BO Addendum Page 4 

CHILD VIC,TIMS OF 
Number % of ., 
Children SAC 
Non-tam. (N=1379) 

TIME LAPSE Since Last Incident & SAC Contact: 

..... 
(X) 
o 

Less than 4B hours 

2 days up to 2 weeks 

2 weeks up to 6 months 
6 months or longer 
Unreported 

NUMBER OF ASSAILANTS & INCIDENTS: 

Single Assailant/Single Incident 

Single Assailant/Multiple Incidents 

Multiple Assailants/Single Incident 

Multiple Assailants/Mult .• Incidents 
Unreported 

REPORTS TO POLICE AND/OR CPS: 
Re~6rt8 Only to Police: 

Seattle 

King County 

Other Police Departments 
Total Only to Police 

Reports Only to CPS 

Reports Both to Police 5 CPS: 
Seattle 

King County 
Other 

Total Both to Police & CPS 

Not Reported 

Unknown 

Grand Total 

.-._, ...... '.-~-~-,---

, . 

115 
B6 

69 

27 

60 

357 

179 

77 

22 

24 
55 

357 

83 

50 
2B 

161 

63 

20 

32 
12 

64 

60 

9 

357 

'0 

B.3% 

6.2% 

5.0% 
2.0% 

4.3% 
25.B% 

12.9% 

5.6% 

1.6% 

1.7% 
4.0% 

25.B% 

6.0% 

3.6% 

2.0% 

11.6% 

4.6% 

1.4% 

2.3% 

0.9% 

4.4% ,. 

0.6% 

25.B% 

, , 

BREAKDOWN OF TOTALS FOR CHILD CLIENTS 
NON~FAMILY ASSAULT 

% of % of 
Children Non-Fam. 
(N=730) (N=357) 

15.7% 
11. B% 

9.5% 
3.7% 

B.2% 
4B.9% 

24.5% 

10.6% 

3.oi 
3.3% 
7.5% 

48.9% 

22.1% 

0.6% 

2.7% 

4.5% 

1. 6% 

8.8% 

8.2% 

1.2% 

48.9% 

32.2% 
24'~1% 

19.3% 

7.6% 

16.8% 

100.0% 

50.1\ 

2l~6% 

6.2% 

6.7% 
15.4% 

100.0\ 

:23.2% 
14.0% 

7.8% 
45.0% 

17.7% 

5.6% 

9.0% 

3.4% 

16.8% 

2.5% 

100.0% 

CHILD VICTIMS OF INCEST 
Number % of % of 
of Child SAC Children 
Incest (N=1379) (N=730) 

1B 

81 

103 

77 

94 
373 

37 

276 

5 

30 
25 

373 

6 

4 

3 

13 

134 

35 

65 

71 

171 

50 

373 

Ii 

_ji 

:"i 
\ "." 

\!:i 

1.3% 

5.9% 

7.5% 

5.6% 

6.8% 

27.1% 

2.7% 

20.0% 

0.4% 

2.2% 
1.8\ 

27.1% 

0.4% 

0.3% 

0.2% 
0.9\ 

9.8I.ti 

2.5% 
4.7% 

5.2% 
12.4% 

,3.6% 

0.4% 

27.1% 

2.5% 
11.1% 
14.1% 

10.5% 

12.9% 

51.1% 

5.li 
37.8\ 

0.7% 

4.U 

3.4% 
51.1% 

0.8% 

0.5% 
0.4% 

18.4% 

4.8% 

8.9' 
9.7% 

23.4% 

6.9% 

0.7% 

51.1% 

% of 
Incest 
(N=373) 

4.B% 
21.7% 

27.6% 

2ih7% 
25.2% 

100.0% 

9.,9% 

74.0% 

1.3% 

8.U 

6.7% 
100.0% 

1.6' 
1.U 

0.8% 

3.5% 

35.9% 

9.41 
11.4% 

19.U 

45.9\ 

13.4% 

1.3% 

100.0\ 

j !t 
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APPENDIX B 

MATERIALS FROM THE CHILD PROTECTION CENTER­

SPECIAL UNIT, WASHINGTON, D.C. 

B·1: Table of Contents, Policies and Guidelines Manual; 
Table of Contents, Child Sexual Abuse Training Curriculum 

B·2: Medical·Legal Sexual Assault Evidence Form 
B·3: Case Management Protocols 

B·4: Criminal Justice Case Tracking Form and CUl11ulative Data 
B·5: Training Evaluation Forms 
B·6: ' Data Collection Forms 
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APPENDIX B-1. 
.' 

POLICIES AND GUIDELINES MANUAL 

TABLE OF CONTENTS 

ADMINISTRATION " 

A) Program Overview 

Program Philosophy 
Staff Roster 
Accountability 

Organiz~tion Chart 
Use of Project Data 
Personnel Orientation 
Time: Compertsa tory Time 

On-Call Policy 
Travel 

B) Library System 

C) Hospital Pe.rsonnel Handbook 

CLINICAL SERV~CES 

A) Statement of Purpose 

Definitions 
Child Sexual Abuse 
Incest/Typology 
Intake/Incoming aeferrals/Consult 

B) Protocols: CHNMC 

Informed Consent 
Emergency Room 
Adolescent Medicine 
Venereal Disease Cas~ Management 
Reporting V.D. Cases 
Laboratory Procedures 
Admissions Guidelines 

C) Protocols: CPC/SU 

General Case Management/iprocedures 
Team Approach 
Consultation Request 
Case Tracking Process 
Lab Results Retrieval 
In-Patient Services 
ER/Playroom Regulations 
Billing System 
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D) Specific Case Management Guidelines 

Assessment Process 
Priority of Cases 
Adolescent Rape Cases 
Police Involvement 
Intrafamily Sexual Abuse Cases 
Fondling, Exhibitionism and P9rnography 
Out of Jurisdiction Cases 
Team Not Notified 
V.D. Contact Investigations 
Transfers From Other Hospitals 
Children 2 Yrs. aid and Younger 
Other Sexually Transmitted Diseases 
Sexually Abused Adolescents 

E) Clinical Record 

Sample Forms 
Intake Log/Pink Card System 
Consultation aIi'd Incoming Referrals 
Clinical Services Summary' (Guide) 
Audit 
Case Closure 

F) Mental Health Referrals 

CPC Counseling Service 
CHNMC Out-Patient Psychiatry 
Program Psychiatric ConSUltant 
Admission/Public Facilities 
Admission of Minors to M.H. Facility 
Other Agencies 

LEGAL ASPECTS 

A) Reporting 

B) 

G) 

General Guidelines 
Adolescent Patients 
Other Jurisdictions 
Communicable Diseases Regulations 

Consent Information 
ER Examination and Treatment 
Informed Consent 
Minors 
Parental 
Adoption 

Guardianship and CUstodial .,Rights 

Transfer of Information 

Hearsay Evidence . 
Mental Health Information Disclosure 
Recommendat~on for DispositionQ 
Cooperation With Prosecutors 
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D) Child Abuse ana Neglect Act 
Public Law 95-266 
District of Columbia Act of 1977 

" MC!:ryland 
.!Virginia 

E) M~ntal Health Act No. 2-292 
DisGlosu.re 

.. /",: 
1,) 

F) Legal Process of Case Handling 

INTERAGENCY ASPECTS 

A) Systems 

B) Community Advisory Council 
FunctionS/Responsibilities 
Members 

C) Cross Jurisdictional Council 
Function/Purpose 

-Members 

D) Public Health Agreements 
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APPENDIX B-1 

CONTENTS OF TIlE CURRICULA 

1 ;" ... ,.11i l' L i on/Fo rwa rd/ Acknowledgement 

1. GENERAL ~lATERIALS 

A. Statement of pl).rpose of the CSAVAP 
1. definition 

B. Summary of the proposal 
1. the problem 
2. proj eet design 
3. advisory panels 
4. training 
5. research and evaluation 

II. POLICE CURRICULUH HATERIALS 

A. Goals and objectives 

B. Suggested topic,sets 
1. summary of services to child vict ims 
2. relationship of the criminal justice process to treatment 

of the victim 

3. summary of child sexual abuse victim statistics 
4. Court accompaniment 
5. medical corroboration of sexual abuse 
6. other types of corroboration 
7. confidentiality of medical information 
8. protocols for handling sexual abuse cases in the emergency 

room and clinical laboratories at the hospital 
9. relationships of health care professionals with police 

10. phYSiological development of children 
11. Psychosocial, psychosexual, and cognitive/development of 

children 
12. family. dynamics When sexual assault OCcurs 
13. techniques for interviewing children 
14. interviewing other members of the victim's family 
]5. role play of interviewing a child 
16. a conclu.ding note 

C. Statistical overview of the sexual abuse of children 
1. references 

D. 
Criminal justice statistics on child :;exual abuse 

1. age of victim Table ill 
2. sex of victim Table #2 
3. age of alleged offender Table #3 
4. relationship of alleged offender to victim Table #4 

E. Child se~ual abuse fact sheet/bibliography 

Precedilg pag~ bla.n~ 
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N. 
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P. 

Corroboration of sexual abuse (case 1m¥') 

Medical corroboration of sexual offenRes 

Corrobora Lion 
1. states that prohibit 
2. states' that require 
3. states with unknown positiong 

Consent to examination 

Accompanying the child to court 

Court a~companiment 

Confidentiality 
1. ~hild abuse reporting statutei 
2. freedom of· information and privacy statutes 
3. ethical requirements of professi()nal organizations 
4. resolving disputes over disclosure of confidential 

information 
5. District of Columbia statute 

S~mple 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 wi tness > 

Persons who may interact with the child victim of sexual abuse 

The court process 
1. adult defendant 
2. neglect 

Case examples \~.,. 

1. Tracy 
2. Frank 
3. Jeanette 
4. Sharon 
5. discussion questions 

Q. State sex abuse statutes 
1. footnote 
2. footnote 
3. footnote 

III. HEDICA1 CURRICULUM MATERIALS 
1-';:) 

A. Goals/objectives 

B. Purpose qj immediate medical intervention 
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APPENDIX B-2 
Medical-Legal Sexual Assault Evidence Form 

P.D. 124 3/79 METROPOl.tTAN POLICE DF.PARTMF.NT ·Wa$hin~ton. D,C.· MEDICAL EXAM OF ALLEGED SEXUAl. '.';SI\I)LT'IICTI'.1 

1. General Information: a. Name h. Alleged Assault: Date 

c. DOB d. Age ___ e. Sex ___ f. Race ___ g. Ponce Notified: Date ________ Time 

h • Address i. Medical Exam: Date Time 
. i. Phone Location (Name) 

k. Parent/Guardian I. Type of Alleged Assaul.t 

TO BE COMPLETED BY EXAMINING PHYSICIAN .. PLEASE USE INSTRUCTIONS ON REVERSE SIDE 

2. General Appeqrance: 

3. General Physical Complaints Head Face Neck Chest Abdmn Back Arms Legs Perineum Anus Ext. Genitalia Description: 
a. Pain ............. , ................... 0 0 0 0 0 0 0 0 0 0 0 
b. Soreness .......................... 0 0 0 0 0 0 0 0 0 0 0 
c. Tenderness ...................... 0 0 0 0 0 0 0 0 0 0 0 
d. Other .............................. 0 0 0 0 0 0 0 0 0 0 0 

4. Geneml Physical Exam Head Face Neck Chest Abdomen Back Arms Legs Description: 
a. 'B~uises ............................ 0 0 0 0 '0 0 0 0 
b. Redness .......................... 0 0 0 0 0 0 0 0 
c. Swelling ......................... 0 0 0 0 0 0 0 0 
d. Lacerations .................... 0 0 0 0 0 O. 0 0 
e. Blood ............................. 0 0 0 0 0 0 0 0 

5. Gynecological/ Anal EXam Perineum Labia Introitus Vagina Cervix Anus Pen is/Scrotum Description: 
a. Bruises ........................... 0 0 0 0 0 0 0 
b. Redness ......................... 0 0 0 0 0 0 0 
c. Swelling ........................ 0 0 0 0 0 0 0 
d. Lacerations ................... 0 0 0 0 0 0 0 
e. Blood ........................... 0 0 0 0 0 0 0 
f. Discharge ..................... 0 0 0 0 0 O. 0 
Additional Description: 
a. Introitus (incl. approx. size in children) 

b. Hymen Condition 
c. AnaITone ____________________________________________________________________________ ~ ______________________ __ 

6. General Behavior 
a. Calm .............................. 0 Yes 
c. Yes· No Response Only .... 0 Yes 
e. Crying ............................. 0 Yes 
g. Over-Talkative ................ 0 Yes 
i. Agitated ........................ 0 Yes 
k. Support Person Needed... 0 Yes 

oNo 
oNo 
o No 
Cl No 
o No 
oNo 

b. Sluggish ......... 0 Yes 
d. Withdrawn ....... 0 Yes 
f. Angry ............... 0 Yes 
h. Restless .......... 0 Yes 
j. Hysterical ......... 0 Yes 
I. Other ............... 0 Yes 

o No 
oNo 
ONo 
oNo 
o No 
oNo 

Description: 

7. Additional Observations/Remarks 8. Diagnosis/lmpressions 

9. 

10. 

a. 

Medical Evaluation: In your opinion are'tM medical findings above suggestive of and/or compatible with: 
a. General Physical Exam Yes·Recent Yes·Past No Unknown Comments: 

1. Injury Resulting From Violence ........... 0 0 0 0 
b. Gynecological/Anal Exam 

1. External Genital Contact ...................... 0 
2. Labia Penetration ................................. 0 
3. Vaginal Penetrat'ion ............... ,.............. 0 
4. Anal Penetration ................... " .... ;........ 0 
5. Oral Contact ..................................... .,. 0 

Hnlng Done Not Done Type Result 
a. ·Semen .............. 0 0 
b. Sperm ............. 0 0 
c. Gonorrhea ...... 0 0 
d. Syphilis ........... 00 
e. Pregnancy...... 0 0 
f. Other ............ 0 0 

Diagnostic Procdrs Done Not Done Type . Result 
a. X·Ray ............ 0 0 
b. Consultation .. , 0 0 
c. Other .............. 0 0 

o 
o 
o 
o 
o 

o 
o 
o 
o 
o 

Vagina 
o 
o 
o 

o 
o 
o 
o 
o 

Anal 
o 
o 
o 

Oral 
o 
o 
o 

Comments: 

.12. Treatmqnt Done Not Done 
a. Hospitalization. 0 0 
b. Suturirig . ........ 0 0 
c. Medicatiotl ....... 0 0 
d. Other ................ 0 0 

Type Purpose 

13. Instructions for Follow·up: 

Signarure of examining Phy;ician Sigflarure of Po/ice Repre~enrarive 

I her~by authorize to release the original copy of this report and copies 01 any other 
reports pertaining to this examination (including repor~~ of laboratory and diagnostic procedures) \0 the D.C. Metropolitan PolIce De;J~rtment. 
the D.C. Department of Human Resources, lht> Office t:'lthe United States Attorney of D.C .• and the Office of the Corporation Counsel of 
D.C. to be used for official purposes. 

Signarure of Person Examined 
----,_Q-?<~.-?----------------------------195 

SignarJre of Parenr/Gu;udian of Person·f;';amlned 

Preceding page blank 
.•. _------._---------
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INSTRUCTIONS FOR COMPU3TING MEDICAL EXAMINATION FORM, 

PURPOSE OF FORM 

This form for recording the results of the "Medical Examination of AllegeJsexual Assault Victim" is a form_designed to be used for legal 
purposes, including investigation of the alleged crime and prosecution of persons alleged to have cor:nmitted the crime of sexual assault. The 
medica~examination and information recorded on the form are aimed at obtaining a record of medical evidence with regard to, questions indicating 
occurrence of recent penetration, previous penetration, and other recent and/or previous genital al)d/or oral contact. 

GENERAL INSTRUCTIONS 

All sections of this form, except section 1 (General Information), shall be completed by the examining physician using medical examination 
findings, and in the manner indicated in these instructions. All sections should be completed, and no questions left unanswered. 

The use of medical abbreviations and terms should be avoided so that police and court representatives may have a complete understanding 
of the conditions described. 

SPECIFIC INSTRUCTIONS 

1. General Information: .0.11 items in this section shall be completed by the police representative prior to the medical examination by the 
physician. 

2. General Appearance: Indicate and descr,ibe general appearance including condition of clothes and presence of foreign matter such as dirt 
on clothes or body. 

General Physical Complaints: Use check marks in appropriate blocks to indiFate the current physical complaints expressed by"the person 
examined. Under description, indicate the complaint and describe further. 

\ " 

General Physical Examination: Use check marks in appropriate blocks to indicate the findings of the examination. Under description, 
indicate the injury and describe further, 

Gynecological/Anal Examination: Use check marks in the appropriate blocks to indicate the findings of the examination. Under descrip' 
tion, indicate the injury and describe further. Under additional description, indicate and describe the appearance of the introitus including 
the approximate size in children; the condition of the hymen; and the condition of the anus, where applicable. 

General Behavior: Check ALL of the terms listed, indicating either by "yes" o'r "no" which best describes the general behavior of the 
person at the time of the examination. Under description, comment and/or describe further, as appropriate. ' 

Additional Observatior;:;/Remarks: Describe any additional medical findings not already indicated and/or described in other sections. 

Diagnosis/Impressions: Indicate any specific diagnosis and/or impressions made based on medical examination findings. Label each of 
these as appropriate, i.e., diagnosis, impressions. 

Medical Evaluation: Answer ALL questions by indicating either "Yes-Recent", "Yes·Past", "No", or "Unknown" in the appropriate 
blocks. "Yes-Recent" and "Yes·Past" allow for an approximate time frame in which the condition occurred. 

Testing: Check either "Done" or "Not Done" to indicate testing done. Indicate name and/or type of test done. Indicate results of test if' 
known at the time of medical examination. Check "Vaginal" and/or "Anal" and/or "Oral" to indicate the type of tests done. 

Diagnostic Prgcedures: Check either "Done" or "Not Done" to indicate diagnostic procedures done. Indicate name and/or type of 
procedure dOlie, Indicate results of procedure i,f known at the time of medical examination. 

Treatment: Check either ';'Done" or "Not Done" to indicate treatment given. Indicate type and/or name and purpose' of treatment done., 

Instructions for Follow-up: 
heal th follc':J·up. 

Indicate specific instructions given to the person at the time of the medical examination for medical and/or 

Signature of Patient: Signature of patient is obtained by the representative of the Metropolitan Police Department. If the patient is a 
. minor, the responsibility for obtaining the signature of the parent or guardian is assumed by the representative of the Metropolitan Police 

Department. If the parent or guardian cannot be located, the representative of the Metropolitan Police Department will authorize the 
examination and release of reports. See D.C. Code Title 2, Section 161, et. seq. (1973 edition). 

Distribution: Original. MPD, Copy" Prosecutor, Copy 2· Hospital, Copy 3· Public Health Nurse, DHR 
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APPENDIX, B-3 

MANAGEMENT GUIDELINES FOR INTRAFAMILY SEXUAL ABUSE CASES 

INTROOUCTION 
;,~ 

11 

IN CASES INVOLVING ALLEGATIONS OF INTRAFAMILY SEXUAL ABUSE (SEE PROJECT 

DEFINITION) THE CHILD VICTIM AND THE FAMILY UNIT tS OUR PRIMARY CONCERN. 

SERVICE PROVIDED TO THE CHILD VICTIM AND FAMILY MEMBER IS DESIGNED TO MEET THE 

>""ElESTINTEREST OF THE CHILD, WHICH IS DETERMINED BY COMBINING MAXIMUM INPUT 

FROM THE CHILD AND CAREFUL ~SSESSMENT OF FAMILY DYNAMICS. AN INITIAL TEMPORARY 

S~PAR~TION OF THE V1CTIM AND THE OFFENDER IS ESSENTIAL: THE OFFENDER IS EN-

COURAGED TO LEAVE THE HOME. BUT IF THE OFFENDER DOES NOT LEAVE THE CHILD 

SHOULD BE PLACED IN A SAFER ENVIRONMENT PENDING LEGAL DISPOSITI~N OF THE CASE. 

SUPPORT TO'THE FAMILY, EITHER TO RECONSTITUTE OR SEPARATE, SHOULD BE 

BASED ON THE DECISION OF THE NON-OFFENDING PARENT AND SIGNIFICANT bTHERS WITHIN 
THE FAMILY UNIT. 

INITIAL CONTACT IN THE EMERGENCY ROOM: 

1- THESE CASES ARE CONSIDERED AS ~ENTAL HEALTH EMERGENCIES AND ARt HIGH PRIORfTY 
FOR SAT INTERVENTION~ 

2- THE EMERGENCY ROOM PROTOCOL ON SEX ASSAULT CAS6SHOULD BE FOLLOWED, ~UCH AS 

THE PHYSICAL EXAMINATION, LAB TEST~ NOTIFICATION OF SEX OFFEN~E BRANCH (727-
4151) AND NOTIFJCATION OF THE YOUTH DIVISION (~76-6762) IF THE OFFENDER IS' 

EITHER A JUVENILE LIVING IN THE HOME OR A PARENT, A GUARDIAN OR CARETAKER. 

TEAM INTERVENTION: 

3- AN ASSESSMENT OF FAMILY DYNAMICS IS NECESSARY IN ORDER TO INCURE ~HE S~FETY 
AND WC:LLBEING OF THE CHILD. ISSUES FOR, DISCUSSION SHOU,LD INCLUDE: I-' 

A- AGE OF CHILD 

B- RESIDENCE OF CHILD 

C- RESIDENCE OF OFFENDER 

0- RESPONSE AND ATTITUDE bF NON-OF~ENDING PARENT 
E- FAMILY STRUCTURE AND RELATIONSHIPS 

F- DiSCLOSURE PATTERN (TO WHOM, WHEN~ WHY) 

G- FAMILY RESPONSE TO DISCLOSURE (CHILD-ORIE~TED, 
BLAME) 

OR SIGNIFICANT ADULT. 

OFFENDER-ORIENTED, S~LF-

H- D~NAMICS OF SEXUAL ASUS'fVE. INCIDENCE: (ONSET, DURATION, BEHAVIOR:OF 

CHILD, IMME'DIATE REAC'f'ION OFFENDER) 

1- FAMILY SUPPORT SYSTEMS WITHIN THE HOM~~OR OUTSIDE INFLUtNCES{SUCH AS: 

WHO ARE OECISION MAKERS, WHAT IS THE CQ~YING"STYLE, WHO IS A FAMILY 

C~GE AGENT AND WHAT IS THE FAMILY'S EXPECTATION OF OUTCOME) 

4-'AN ASSESSMENT OF THE VICTIM IS I~PORTANT IN ORDER TO GAIN A BETTER UNDERSTANDING" 

OF THE I MPACT", OF THE INC I'DENT AND THE SYSTEMS INVOLVEMENT ON 'THE CH I LD. TH I S 

ASSESSMENT SHOULD INCLUDE SEPARATE CLINJCAL SESSIONS WITH THE NON-OFFENDING RARENT 
OR SIGNIFICANT ADULT AND THE CHILD VICTIM. 

A- THE PARENT (OR SIGNIFICANT ADULT) INTERVIEW SHOULD INCLUDE: 
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-HIS 
-HIS 
-HIS 
-HIS 

OR HER REACTION AND ATTITUDE TOWARD THE VICTIM 
OR HER S!NSE OF PERSONAL RESPONSIBILITY OR BLAME 

o ri . 
OR HER KNOWLEDGE OR OBSERVATION OF ANY BEHAVr~RAL C~AN~ES 
OR HER IMPRESSION OF THE CHILD'S RELATIONSHIP TO THE OFFENDER 

-HOW 
-WHAT 

HE OR SHE WOULD DESCRIBE THE CHILD'S GENERAL PERSONALITY TRAITS AND 
1s THIS CHILD'S NORMAL SCHOOL PERFORMANC£ LEWEL 

B- THERE SHOULD NOT BE EXTENSIVE QUESTIONING OF THE CHILD REGARDING THE 
DETAILS OF, THE INCIDENT. WHENEVER POSSIBLE, THIS INfORMATION SHOllL,9 
BE OBTAINED F.ROM OTHERS SUCH AS THE PARENT, OTHER FAMILY MEMBERS, POLICE,ETC. 

THE CHILD ASSESSMENT SHOULD INCLUDE: 

-HIS OR HER PERCEPTION OF TOTAL SITUATION (DISCLOSURE, PARENTAL REACTIONS, 
POLICE, OFFENDER ROLE, CHILD'S ROLE) 

-QUALITY OF REPORT 
-AGE-APPROPRIATE COMMUNICATION SKILLS 
-AGE-APPROPRIATE COGNITIVE SKILLS 
-DEVELOPMENTAL/EMOTIONAL LEVEL 
-EMOTIONAL STABILITY 
-EXPECTATIONS AND CONCERNS 

5- IF IT BECOMES NECESSARY FOR TEMPO~ARY SEPARATION BETWEEN THE CHILD AND OFFENDER, 
THE FOLLOWING RECOMMENDATIONS SHOULD BE MADE TO THE YOUTH DIVISION OFFICER,P.O. 
OR P.S. WORKER: 

/ --.. ~:;::;-~::-:) 
-THE OFFENDER SHOULD BE ENCOUR){GED TO LEAVE THE HOME 
-IF THE CHILD MUST BE REMOVED, THERE SHOULD BE ATTEMpTS TO ASCERTAIN 

SUGGESTIONS FROM FAMILY MEMBERS AS TO PLACEMENT WITH A RELATIVE OR FRIEND 

6- EACH CASE WILL REQUIRE CLOSE INTERAGENCY COORDINATION WITW THE ASSISTA·!r 
CORPORATION COUN~EL, VOLUNTEER ATTORNEY'S OFF~CE, AND THi PR6BATION OFFICER 
OR PROTECTIVE SERVICE WORKER. THE PURPOSE OF SUCH COORDINATION IS TO: 

- HELP EVALUATE THE BASIS OF ANY BEHAVIORAL OR EMOTIONAL. CHANGES 
-'ASSESS THE IMPACT OF FAMll.Y SEp,ARATION 
- ASSESS THE IMPACT OF SEXUAL ABUSE 
- MAKE RECOMMENDATIONS FOR TREATMENT INTERVENTIONS 

ASSESS THE CHILO'S ABILITY TO TESTIFY AND THE IMPACT OF SUCH TESTIMONY 
ON THE CHILD 

-MAKE RECOMMENDATIONS FOR FAMILY RECONSTITUTION AND ONGOING SUPERVISION. 

7- IF THE OFFENDER IS AN ADOLESCENT OR SIBLING WHO LIVES IN TtiE HOME, IT US 
RECOMMENDED THAT THE ADOLESCENT OR SIBLING IS EVALUATED FOR C~ARACTER DISORDER 

-PSYCHOSIS -DEGREE OF FORCE 
-REALITY TESTING -ATTITUDE TOWARD AUTHORITY 
-IMPULSE CONTROL -ACCEPTANCe OF RESPONSIBILlTY 

-CAPACITY FOR VIOLENCE -RELATIONSHIP TO OFFENDER 

-DELUSIONAL SYSTEMS 
-MOTIVATION/AMBITION 
-SEXUAL DEVELOPMENT (AGE APPROPRIATE) 

-EMOTIONAL STABILITY 
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IT 'Is (~ECOMMENDED THAT THESE EVALUAT IONS BE DONE BY CHNMC PSYCHOLOGY DEPARTMENT, 
FORENSIC PSYCHIATRY, CHILD PROTECrrON CENTER/SPECIAL UNILOR OTH=:R COMMUNITY 

.MENTAL HEALTH FACI~ITI£S. 

I{ o' 

8- IF THE OFFENDER IS AN ADULT RELATIVE WHO LIVES INTKE HOME, A SIMILAR 
" EVALUATION SHOULD 8E DONE BY FORENSIC PSYCHIAIRY OR OTHER COMMUNITY MENTAL 

! ~1 

HEALTH FACUlTIES. 
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MANAGEMENT OF CASES INVOLVING A CHILD WHO IS Two YEARS OLD OR 
YOUNGER WITH NO EVIDENCE OF PHYSICAL INJURY 

INTRODUCTION: 

I~ SITUATIONS IN W~ICH A PARENT OR OTHER ADULT SUSPECTS A CHILD UNDER TWO 
YEARS HAS BEEN SEXUALLY ABUSED, THESE CASES SHOULD BE REFERRED TO THE SAT ON­
CALL WORKER FOR EVALUATION. THESE ARE MEDIUM PRIORITY CASES, THEREFORE EACH 
CASE IS ASSESSED ON A CASE BY CASE BASIS. FOR MANAGEMENT OF THESE TYPE CASES, 
USE THE FOLLOWING PROCEDURE. 

1- THE PROTOCOLS FOR INTAKE SHOULD BE FOLLOWED AS USUAL 
2- THE TRAUMA INDEX CARD SHOULD BE COMPLETED FOR FUTURE RE~ERENCE 
3- IF A SUSPECT IS IDENTIFIED OR IF ANY LAB TESTS ARE POSITIVE, THE SEX OFFENSE 

BRANCH SHOULD BE NOTIFIED. IF A PARENT, GUARDIAN OR CUSTODIAN IS THE SUSPECT, 
THE YOUTH DIVISION MUST BE NOTIFIED. SPECIAL ATTENTION SHOULD DE FOCUSED 
ON THE RELATIONSHP TO THE OFFENDER, RESIDENCE OF THE CHilD/OFFENDER, PARENTAL 
REACTIONS, OBSERVATIONS OF PA'REt.IT/CHILD INTERACTIONS, E..EHAVIOR OF CHILD, ETC. 

4- THE INTERVIEW OF THE PARENT OR ACCOMPANYING ADULT SHOULD INCLUDE: 

WHAT IS THE BASIS O~ HIS OR HER SUSPICION AND AREA OF CONCERN 
- INFORMATION ABOUT THE INCIDENT 
- WHAT PARENTAL ACTION WAS TAKEN (REPORTING TO POLICE, CALLING NEIGHBOR, ETC.) 
- WHO IS THE SUSPECT 

WHAT IS THE PARENT'S EXPECTATION NOW ~HAT THE CHILD HAS BEEN BROUGHT IN 
HOW DOES THE PARENT USUALLY COPE WITH STRESSFUL SITUATIONS 

- WHAT IS THE CHILD'S USUAL BEHAVIOR LIKE; HOW IS THE BEHAVrOR DIFFERENT 
AND OVER WHAT TIME FRAME HAS IT CHANGED 

- WHAT ARE THE CARETAKING ARRANGEMENTS 

5~ PARENT COUNSELING SHOULD INCLUDE: 

- IDENTIFICATION AND RECOGNITION OF PARENTAL FEELINGS 
SUPPORTIVE COUNSELING RE: FEARS, FEELINGS OF HELPLESSNESS, ANXIETY, DEPRESSSION 

- ALLEVIATION OF PARENTAL ANXIETY TO INCLUDE EXPECTED REACTIONS, PROVISION 
OF INFORMATION REGARDING MEDICAL/LEGAL IMPLICATIONS. 

\~, ~\ 
6- FOLLOW-UP SHOtlLD I NC~,y;PE: 

!) 

PHONE CONTACT TO ALLOW CLOSURE IF NO LAW ENFORCEM~NT ACTIVITIES ARE INVOLVED 
- OFFICE VISIT IF THERE IS CONTINUED PARENT.i\L'\)CONCERN OR BEHAVI~L CHANGES IN 

CHILD 
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2. 

3. 

4. 

5. 

APPENDIX B-4 

CRUlINAL JUSTICE SYSTilll:SEXUAL ABUSE CASE TRACKING FORN' 

Intake date: Name of child: ____________ -c ______________ ~ ------------------
Case reported to the police? ____ Y ____ N If no, give reason : ________ _ 

If yes, give: Complaint No.: Complaint date: 
Sex Offense Br. Detective: ---~------, Y.D. Office-r-:,----"-------
Date of formalinter~~ew with victim/family: ______ ~ ________ ~ __ ~ __ ~-------

Probable offender identified? Y N ---- ---'"-~ 
If yes, arrested by the police? Y N 
If no, give reason:? ________________________________________________________ __ 

Charged by the govt. ? ____ Y ___ -'N 

If no, give reason:.~ __ ----____ ------__ --------------------~-----------------

If yes, for violations of which code sections? 

__ 22-103 __ 22-501 22-1901 

22-2705 22-2301 _22-3501 (a) __ 22-3501 (b) 22-3502 

Other. ( __ ~~~~~------~~~--~_--------------------~) 
Division: Criminal _____ Family 
Jacket No.: Govt. Attorney: 
Victim identification of offender: Known to victim 

_______ Line-up _____ Shot.,-up ______ Photo array 

Disposition: 
, _____ Dismissed by judge (please place an "X" on the graph belot., to 

indicat~ when) Reason: 
---------------------------~--------

_____ All ch~rges dropped or dismissed by government attorney (please plilce 
an "X" on the graph beIOt.,) Reason: 

----'-~------------------

No indictment ----____ Acquitted at trial by ____ -'-_Judgc _____ Jury 
___ -:~lis t rhll. ReasQn: __ --, __________ ---, _________________ __ 

_____ ,Convictcd: 

_______ At trial by Judge Jury 
Pled guil ty 
Charges found or pled gUilty to: 

Sentence received (if any): 
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6. Hotions to Suppress: 
Hade Grunted 

a) Tangible evidence 
b) Documents 
c) Statements 
d) Identification 
e) Other 

7. Continuances (enter total number) 
a) missing ,~vitness (include subpeonas not issued) ,Govt. ___ Defense ___ _ 
b) missing defendent Govt. Defense 
c) preparation Govt. Defense ----
d) no judge available Govt. 

Total number of days lost thru continuances: Govt. Defense '----
8. Graph (Insert date(s) in parenthesis belo~v graph lin~) 

~A '------P-+I-----p-4li-l-·----~!--d-------+!--------+I--~'~~.------~\,----
rrest resen- re l..m. Gran Arrllignment Pretrilll", Trial Sentencing 

( ) 
ta tion hearing Jury mo tions \, 
( ) ( ) ( ) ( ) ( ) '\ ( ) 

\ 
9. Additional comments about case outcomes: 

,',.' 

.~~': 
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APPENDIX B-4 

Cumulative Law Enforcement Status of JF 
Proj ect Intake Cases, February 22, 1 978-December 15, 1980 

Child Protection Center-Special Unit 
\1 

420/ *CPC-SJ reports to D.C. M.P.D. Sex OffeI)se Branch 
12/ ~e~orts "Unfounded" (miscellaH~r;tl1s inves,tigations) 

134/ Reports "Information Only" (miscellaneous investi­
gations) 

2/ Reports with continuing investigation 
272/ Reports established as case~;" 

5/ _ Cases ''Unfounded'' 
18/ Cases with continuing investigation 

242/244 Cases· forwarded to prosecutors 
7/ 6 Case closed, charged on other victim 

B. 122/107 Cases with adult suspects 
6/ 6 Cases closed because family refused ,to press charges 

42/ 38 Cases closed because arrest warrant application 
denied by Asst. U.S. Attorney 

/ Cases closed because arrest warrant application 
denied by- judge , 

,I 

2/ 2 Arrest warrants iSl3ued and outstanding 
72 / 61 Suspects arrested \; '\ 

, "" 2/ 2 Defendants n::pt charged ("No'\J;>apered") " 
17/ 13 Defendants nbt indicted by grand jury 

6/ 6 Defendants awaiting indictment by grand jury 
47/ 40 Defendants indicted or waiving indictment 

6/ 3 Defendants awaiting trial 
3/ 3 Defendants with charges dismissed 
2/ 2.Y>efendants acquitted at trial 

4/ 4 Defendants convicted at trial 
32/ 28'Defendants convicted by guilty plea 

6/ 5 Defendants awaiting sentencing 
14/ 12 Defendants sentenced to imprisonment 
16/ 15 Defendants placed on probation 

C. 120/137 Cases with juvenile suspects 
4/ 4 Cases closed because f~ly refused to press charges 

37/ 48 Cases closed becauJ:le cus1:.ody order application 
denied by Asst. Corporation Counsel 

/ Cases closed because custody order application 
denied by judge 

1/ 1 Custody orders issued and outstpnding 
78/ 84 Suspects take.n into custody 

15/ 15 Respondents not petitioned ( "No papered") 
63/ 69 Respondents petitioned " 

9/ 10 Respondents awaiting trial 
18/ 21 Respondents with petitions dismissed 
'/ Respondents acquitted at trial 

7/ 9 Respondents wahring trial by consent decree .1, 

*Number of victims/number of offenders. 
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4/ 4 Respondents adjudged'delinquent at trial 
25/ 25 Respondents adjudged delinquent by guilty plea 

/ Respondents awaiting disposition 
2/ 2 Respondents with cases closed at disposition 

8/ 9 Respondents committed to residential care 
26/ 27 Respondents placed on probation* 

51/ Cases reported to D.C. M.P.D. Sex Offense Branch in which later ~=--

investigation by D.C. M.P.o. Youth Divisiol}'br D.C. D.H.R. Pro­
tective Services found supported allegatiohs of child abuse or 

\\ . neglect \\ 
11/ \1 Respondents not petitioned ("No papered" )by 

, Asst. Corporation Counsel 
_~40~/ ___ Respondents petitioned 

10/ Res'pondents await:1"ng trial 
7/ Respondents with petitions dismissed 

__ / __ Respondents found not to be abused or neglected 
at trial-.. '.-~ 

/ Respondents adjudged abused' or negiected at trial -....:.--

23/ Respondents adjudged abused or neglE;!cted by stipulation of facts 
~ / Respondents awaiting disposition 

~16~/ __ Respondents committed to foster care 
__ 7~/ ___ Respondents placed under prot~dtiva supervision 

3 non-DC not reported 

50 non-DC reported 

14 DC no police (consult) 

37 DC no police (not sex abuse) 

18 DC no police (gonorrhea only) 

*Includes respondents receiving c9nsent decrees 'i. 

Source: Child Protection Center-Special Unit, Fourth Quarterly Report':to 
LEAA, 1980. 

.;/ 
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APPENDIX B-5 

CHI LD SEXUAL ABUSE 
PUBLIC HEALTH NURSING INTERVENTION, 

PRE-TEST'-

1.0.# 
(last 4 digits of home 
telephone #) 

Section I. 

1. 

2. 

3. 

4. 

5. 

, 

6. 

For:- the que.$tions in this section, pleas.e choose the one best answer for 
each. 

The incubation period for gonQrrhea is usually: 
1 to 3 days 5 to 20 days 

. 3 to 9 d,ays ==1 to eight w;t:: ks 

Jane Doe, age 7, was found to have an active case of ;vaginal G.C. S~e was 
treated with L.A. Sicillin 300,00 3 days post Rx the culture was negative. 
When retested 6 weeks later, the results were once again positive. The 
most likely explanation is: ~ 
__ a penicillinase-producing strain of G .C. 

reinfection 
inappropriate treatment 

== false-positive testing results 

Jane, 5 years old tells you that she has beerf sexually assault;,d by her uncle 
wh~J frequently babysits with her. You legally must report tH~s case: 

\if the uncle is also found to have G.C. 
--if a medical examl:~)ation supports the childls story ~. 
--regardless of whether there is j:ldditional supporting eVidence 
==if you feel reporting is in the childls best interests 

Gonorrhea in children under 12 years of age appears' to be most frequ~ntly 
transmitted through: 

kissing 
--sexual play 
--sexual abuse 
--bathing with others i 

contact with exposed objects (towels, sheets, etc.) 

The primary goal of crisis intervention counseling is to: 
cure family members of underlying psychopathologies. . 

--help family members regain pre-crisis levels of functioning 
--establish behavioral criteria for crisis resolution. 
--identify existing family problems and refer them to appropriate agencies 
-- for help , 

Which of the following is 110t true of cases of child sexual abuse? 
the offender is usually someone known to the child or family 

-, -force is seldom used . 
'--few children under 7 years of age are abused 
-most ,incidents occur in the childls or offenderls home 

7. In treating pharyngeal G. C., the treatment of choice should be (assuming no 
specific contraindications): 
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Pro Beneci& 1. q/Pro Penicillih G I. M. 
--Pro Benecid 1.q/Ampicillin or, Amoxicillin 
--PedPro Spectinomycin 
--Pro Bececid 1.q/L.A .. Bicillin -- \\ 

6. Which of the following would not routinely be considered part of G.C. home 
visit assessment 

verifying who lives in the household/ 
-establishing when symptoms first appeared 
-exploring whether other family members have had symptoms 
==discouraging testing of all family members 

Section II. 

For the questions below, please mark all of the responses for a particular 
guestion that are correct (i.e., more than one response may be correct. 

1. Th~-Dest current evidence suggests that gonorrhea in children is: 
extremely tare for those under 11 years of age 

-mainly contracted from inanimate objects (towels, etc.) 
==non-infectious after the fir,;:;t week of symptoms c 

usually asymptomatic . 
==usually associated with some form of sexual conta.ct 

2. Which of the following groups ar'e required under D. C. laws to report all 
cases of physici:ll abuse, neglect, or sexual abuse perpetrated by Cd parent 
or caretaker? ,'" 

private pediatricians 
-public health nurses 
-hospital emergency room personnel 
-teachers 
-social workers 

3. When conducting a home assessment when a child has been found to have G. C. , 
you should: 

4. 

5. 

begin with general questions and move to the more specific 
-avoid directly asking about family sleeping arrangements 
--assess the child's developmental level 
_assess parental knowledge Clbout the disease 

be insistent that the child must tell you who gave him or her the 
disease . 

Which of the following staments are generally true about mothers 
where father/daughter incest has occurred? 

they consciously or unconsciously sanction the relationship 
-.-. they fear close relationships 
--they have feelings of hostility toward their daughters 
==they have feelings of hostility toward their mothers 

Father/daughter incest usua'lly: 
begins well before the daughter reaches puberty 

--occurs between the father and the Y9ungests daughter 
-reflects a psychotic pattern of adjustment in the father 
-involves all daughters in the family if left untreated 
_stops when the daughter is capable of becoming pregnant 

206 

in families 

. 
" 

'" 

.' , 

; '1 
; f 

"1 

I 
.'j 

'j 

··1 

~ 

·-~--qF""""""",~~\i:~-,;4.~'7''''',:I:>::~l'dh_' !" t* ......... ··l,;.t})~t' .. rrt"'.,...'~!O-"·,\<,..II""..,.,,..,,...·., T':'·W~"';; .• ' ' 

(: 

Section III. 
~ 

1. List 3 medical indicators of possible sexual abuse: 

2. List 3 behavioral indicators of possible sexual abuse: 

3. List 4 components of a home assessment for G. C. cases: 
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APPENDIX B-5 

PUBLIC HEALTH NURSES TRAINING: 
PARTICIPANT EVALUATION 

I. D. # ______ _ 
(last 4 digits of home tel. #) 

Date 

I. Part I 

A. 

B. 

C. 

Please rate each of the training sessions listed below on the two scales 
provided. One scale is concerned with the qUCility of the presentation, 
i.e. how well organized the presentation was and how the presenter was 
able to hold your interest. The second scale is concerned with how use­
ful the actual content will be in your own professional work. If you 
missed a session or can't remember a session enough to make a rating, 
check the appropriate statement. 

Introduction to the problem: CSAVAP Activities 

very poorly done very well done 
1 2 3 4 5 

not at all useful very useful in 
in my work 1 2 3 4 5 my work 

can't rate session 

Child Sexual Abuse: A Community Health Problem 

very poorly done very well done 
1 2 3 4 5 

not at all useful very useful in --in my work 1 2 3 4 5 my work 

can't rate session 

Common Medical, Behavioral & Family Indicators 

very poorly done v·ery well done 
1 2 3 4 5 

not at all useful very useful in 
in my work 1 2 3 4 5 my work 

can't rate session 
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D. Reporting Responsibilities .of .the PHN 

very poorly done 

not at all useful 
in my work 

1 2 3 4 

2 3 4 

can't rate session 

5 

5 

E. Home Evaluation: A Technique for Assessment 

very poorly done 

not at all useful 
in my work 

1 

1 

2 3 4 5 

2 3 4 5 

can't rate session 

F.\. Attitudes, Myths & Concerns in Case Management 

G. 

very poorly done 

not at all useful 
in my work 

Interviewing Skills: 

very poorly done 

not at all useful 
in my work 

1 

1 

1 

2 3 4 

2 3 4 

can't rate session 

Parent &. Childf _
dI tc:o-

2 3 4 

2 3 4 

can't rate session 

H. Crisis Intervention: ,Suicide Prevention 

very poorly done 

not at all useful 
in my work 

1 

1 

2 3 4 

__ "1 

2 3 4 

can't rate session 
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5 

5 

5 

5 

very well done 

very useful in 
my work 

very well done 

\~ery useful in 
my work 

very well done 

very useful in 
my work 

very well done 

very useful in 
my work 

very well done 

very useful in 
my work 

,} 
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J. 
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Q. 

L. 
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Dynamics of Incest 

very poorly done 

not at all useful 
in my work 

1 

1 

2 3 4 

3 4 

can't rate session 

Sexually Transmi.tted Diseases .. & Chilc:i Abuse 

very poorly done 

not at all useful 
.in my work 

1 

1 

2 3 4 

2 3 4 

can't rate session 

Prevention/Parent Education 

very poorly done 

not at all useful 
in my work' 

Community Referrals 

very poorly done 

not at all usef.ul 
in my work 

1 

1 

1 

1 

2 3 4 

2 3 4 

can't ra~e session 

2 3 4 

2 3 4 

can't rate session 

5 

5 

5 

5 

5 

5 

5 

very well 'done 

very useful in 
my work 

very well done 

very usef·ul in 
my work 

very ,lwe:U done 

very useful in 
my work 

very well done 

very useful in 
my work 

OVerall, did you think the training was a worthwhile use of your 
time? 

not worthwhile 
at all 
a 

1 

/t 

'i 
" 

very worthwhile 
2 3 4 

\'" 
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II. Part II 

B. 

C. 

D. 

E. 

F. 

Please specify what you thought were the most important points made 
during the training. 

Please specify up to three things you might do pifferently or ways 
in which your feelings have changed as a result of this training. 
(If any) 

In terms of the handouts you received, which were the three that you 
think will be most useful to you? 

The least useful? 

Taking a wild guess, how often do you think you will refer to any of 
these handouts during the next year? 

once a week . once a month 

___ couple of times 

every couple of months 

not at all 

Did the slide/tape presentation give you a good picture of the issues 
in~olved in child sexual abuse? What did you like most about 'this 
presentation? __________________________ ~ ____________ ~ ____________ _ 

------~--------------------~.~'---------------------------------------

In terms of organizing this type of training in the future, are there 
any changes you would have us make that would make the training 
better? (i • e., which things should be covered more, which less, which 
not at all, or comments on the style of presentation used by t~e proj­
ect staff) 

Additional comments 
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Child's Name: 

Problem Status* 
On- In- Emer-
going creased ,gent 

II 

----_. -------- ------
."i 

(\ 

I 

------ --------. ------

----- -------- ------

APPENDIX B-6 

CHILD BEHAVIO~L ~~CKLIST 
(PARENTAL REPo.RT) 

Severity ofProblem** 
Not a Slight Mod. 
Prob. Prob. Prob. 

,-

1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 

J, " 

Date: 

Maj. 
" " 

Prob. " 
PHYSICAL 

4 Speechprob. ( ) 

4 Enuresis ( __ day __ night) 
,! 

4 " Encopresis 
4 Headaches 
4 Stomach aches 
4 Other ( ,) 

4 Other ( ) 

-----------------------------------------------------------------INTERPERSONAL (P=parents; A= 
other adult; PE=peers; s=sib 

1 2 3 4 Verbal aggres. P A PE 
1 2 3 4 Phys. aggres. P A PE 
1 2 3 4 Withdrawn P A PE 
1 2 3 4 Soc. Sex. Act. P A PE 
1 2 3 4 Picked,on P A PE 
1 2 3 4 Sex. Expl.Lang. P A PE 
1 2 3 4 Disobedient P A 
1 2 3 4 Disruptive (school) 
1 2 3 4 Other ( ) 

1 2 3 4 Other ( ) 
. . -----------------------------------------------------------------AFFECT 

1 2 ,3 4 Crying 
1 2 3 4 _ Temper tantrums 
1 2 3 4 Fear of dark 
1 2 3 4 Other fear ( ) 

1 2 3 4 Nightmares' 
1 2 3 4 Nervous or jittery 
1 2 3 4 Lethargic 
1 2 3 4 Acts guilty 
1 2 3 4 Acts depressed 

'.', 1 2 3 4 Flat affect 
1 2 ~, 4 Other ( ) 

1 2 3\\ ·4 Other ( ) 

----------------------------------~------------------------------. .. GENERAL BEHAVIORAL 
1 2 3 4 Thumb-sucking 
1 2 3 4 Under-eating 
1 2 3 4 Over-eating 
1 2 3 4 Masturbation 
1 2 3 4 School avoidance 
1 , 2 3 4 Poor academic performance 
1 2 3 4 Other ( ) 

1 2 3 4 Other ( ) 

---------------------------------------------------------------------------------------*Ongoing = problem existed before incident and not heightened by incident; 
Increased = problem existed before incident but is worse since incident; 
Emergent = new problem 

**Parental assessment of how serious or important the problem is. ?') 
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APPENDIX B-6 
PARENTAL RESPONSE FOLLOW-UP FORM 

Date ------
Child's Name:, ______________________________________________________ ~ ____________ __ 

SA Project Caseworker:, __________________________________ ...,.-_ 

Instructions: Based on .today' s discussion with the parent or caretaker, please circle the 
number which, in your opinion, most closely reflects theirf~elings at this 
t'ime on each of. these dimensions. (If both,P9rents were present, please 
complete for each, ihitialing each answer with an "f" for father or an "m'" 
for mother.) 

Concerned for well-being of 
the child (protective) 

Angry, hostile, or punitive 
towar,d the child (blaming) 

j" 

Seli-blaming, angry, or 
punitive toward self 

Sorry for self, concerned 
with impact on own life 

Concerned for, protective 
of the offender 

Angry, hostile, punitive 
toward the offender 

Concerned about the impact 
of this event on other family 
members (excluding offender) 

Not at all . Slightly 

I 

I 2 

1 2 

1 2 

1 ' 2 

1 2 

1 2 
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Moderately Very 

4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 
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APPENDIX B-6 

CLINICAL SERVICES SUMMARY FORM 

NAME OF CHILD: CASE COORDINATOR: ____________ -

I. Clinical Intake III. Case Consultations 
With* Date 
- _1'1_. _" 

A. ' Date : __ 1 __ 1_' _'_ 
B. Intake Worker: 
C. Conducted: ___ in person _._: _via tel. _1_1-

_1_1-
_1_1-

D. Source :. __ self-presenting 
---llolice 

oth,er 
E. Site: ER OPO Other 
F. Time: From AM PM 

To AM PM 

j, j 
_,_1_1_. 
_1_1-

II. Referrals Made 
To* 

IV. Case Closure 

j j 
_1 __ 1-
_1_1-
_1 __ 1-
_1_1-

V. Direct s,rvice Appointments 
Date ' Worker with** 
_1_1_. __ 

I I 
I' I· . 

__ 1--_1--- _ .. ____ __ 
__ 1 __ 1_-
_1_1-

j j 
VI. Therapeutic Telephone Contacts 

Date Length, (in min.) 
1_1-

~_/­
_1_1-
_1-.-1-

A. Date: __ 1 __ 1 __ 
B. Reason: 

unable to locate 
__ family terminated against 

caseworkers advice 
case transferred or referred to 
another agency 
transferred for long-term mental 

---health services 
crisis resolved 
other 

Purp.Qse(s)*** 
! \ 

Q 

Length (in min.) 

Date Length (in min.) 
1 __ 1-

_1_1-
_1_1-
_1_1-

-;---------------------------------- ---;;------------------ -;;;-----------------
];1. S • -Protective Services 
Y'.D.-Youth Division 
Si. O. B. -Sex Offense Branch 
O.J.-Other Police Jurisdiction 
P.H.S.-Public Health 
D.H.R.-Other Dept. Human Resources 
CMHC-Community Mental Health ctr. 
C.P.C.-Child Protection Center 
PSY-CHNMC psychiatry 
Ad.Med.-CHNMC Adolescent Medicine 
CHNMC-Other Hospital Staff 
U.S. Att.-U.S. Attorney 
C.C.-Corporation Counsel 
Ch.Att.-Childs Attorney 
O-Other 

V-Victim 
M-Mother 
F-Father 
S-Slbling(s) 
P.C.-OtherPrimary 

Caretaker 
A.R.-Adult Relative 
o-Otn~:r: 

1-Medica1 Services 
2-Counseling 
3-Legal Accompaniment 
4-M.H." R.N., or S.W. 

Assessment 
5-Home Visit 
6-0ther 
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