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The traditional methods of proving character and traits of character, for example,
truthfulness, are governed by the 400 series of the Rules of Evidence and are fairly
strictly limited. The limitations are based upon the fundamental premise that the
credibility of any witness is solely the province of the jury. Thus, except in very limited
circumstances, it is improper for one witness to comment upon or vouch for the
credibility of another witness, and such testimony is inadmissible as it “invades the
province of the jury.”

However, in sex offense cases, the testimony of expert witnesses often comes
very close to being in conflict with the well-recognized principle that one witness may
not comment upon the credibility or truthfulness of another witness. How does the
thoughtful judge ensure that expert testimony offered in these cases if proper, and
admissible?

Of course, one must start with Rule 702 of the Rules of Evidence, which was
revised effective for actions commenced after October 1, 2011. The changes to Rule 702
seem to reflect a legislative intent more closely to mirror F.R.E. 702 and to adopt the
standard for judging the admissibility of expert testimony as set out by the United States
Supreme Court in Daubert v. Merrell Dow Pharmaceuticals, Inc., 509 US 579, 125 L. ed.
2d 469 (1993). Rule 702 reads as follows:

(a) If scientific, technical or other specialized knowledge
will assist the trier of fact to understand the evidence or
to determine a fact in issue, a witness qualified as an
expert by knowledge, skill, experience, training, or
education, may testify thereto in the form of an opinion,
or otherwise, if all of the following apply:

(1) The testimony is based upon sufficient facts or data.

(2) The testimony is the product of reliable principles and
methods.

(3) The witness has applied the principles and methods
reliably to the facts of the case.



One of the reasons that our North Carolina Supreme Court may have initially
rejected the Daubert standard in Howerton v. Aria Helmet, Ltd. 358 NC 440, 597 S.E. 2d
674 (2004) is that our Supreme Court worried that State Court trial judges did not have
the resources available to them to carry out such rigorous scientific evaluations as have
become the practice in the federal courts after Daubert. Indeed, this is a challenge for us
and may become an even greater challenge for a thoughtful judge if the parties are not
well-prepared and well-versed on what are the parameters of proper expert testimony in
both adult sex offense cases and child sex offense cases.

Let us look at each of these types of cases separately. First,

The Adult Sex Offense Case

Burgess and Holmstorm coined the phrase Rape Trauma Syndrome in 1974 to
describe the behavioral, somatic, and psychological reactions of rape and attempted rape
victims. RTS was later included in the American Psychiatric Association’s Diagnostic
and Statistical Manual of Mental Disorders (DSM 4" ed. 1994). Critics have questioned
the scientific bases for RTS evidence in court, arguing that research on the rape trauma
syndrome is not probative on issues of prior consent, prior trauma, nor the cause of a
complainant’s current behavior. There is a danger that expert testimony may be offered
which is unsupported by research. Well-known researchers Frazier and Borgida
expressed their conclusions regarding court testimony.

“In sum, experts in recent cases have described a broad range of
symptoms and behaviors as consistent with RTS, some of which
do not appear to be based on research. Testimony that is not
research based often seems to be prompted by a defendant’s claims
that a complainant’s behavior was inconsistent with having been
raped. If virtually any victim behavior is described as consistent
with RTS, the term will soon have little meaning. Indeed, some
critics have argued that this is already the case . . . .” Frazier and
Borgida, Rape Trauma Syndrome: A Review of the Case Law and
Psychological Research, 16 Law and Human Behavior 293 (1992).

In looking at courts around the country, it appears that the prosecution may offer
RTS evidence for two purposes: (1) to prove lack of consent by the alleged victim or (2)
to explain post-incident conduct by a victim that jurors might perceive as inconsistent
with a rape claim. Courts are widely divided over the first use but generally accept the
second. North Carolina appellate cases appear to follow this pattern (even though these
are cases of child victims).

State v. Hall, 330 N.C. 808, 412 S.E.2d 883 (1992) (an expert may testify that a



victim suffers from post-traumatic stress disorder for corroborative
purposes and to assist the trier of fact to understand the behavior of a
sexual assault victim).

State v. Gamez, 228 N.C. App. 329, 745 S.E.2d 876 (2013) (by precedent, an
expert may testify that a victim suffers from post-traumatic stress disorder
for corroborative purposes and to assist the trier of fact to understand the
behavior of a sexual assault victim).

If one looks at Gamez closely, the prudent trial judge might proceed cautiously.
Even though the Court of Appeals found no error in a child sex offense case when the
trial court admitted an expert’s opinion that the alleged victim suffered from post-
traumatic stress disorder (PTSD), the Court noted that it was deciding the issue based
upon the version of Rule 702 as it existed before the 2011 revision. Moreover, the Court
decided the case under an abuse-of-discretion standard and according to Howerton.
Query is the result different under revised Rule 702 and the Daubert standard rather than
the Howerton standard?

Perhaps even more important in Gamez is that the Court notes that the testimony
of such an expert must be limited to corroboration of the alleged victim and may not be
admitted to prove that a rape or sexual abuse has in fact occurred. However, the Court
noted that a special instruction limiting the admissibility of testimony solely for
corroboration is proper and must be given upon request, but in this case defendant did not
make such a request for a limiting instruction of the trial judge. In light of this ruling, it
may be wise for the trial court to give such an instruction even absent a request.

The other area of expert testimony that often arises is testimony concerning
genital injuries offered by the prosecution to show that a sexual assault has in fact
occurred. The trial court should be very cautious in admitting such testimony under
revised Rule 702 and Daubert. The most compelling reason for caution is that (perhaps
counter intuitively), genital injuries can be observed after both consensual and
nonconsensual sexual activity. The research in this area is ongoing, and there is no
generally-accepted scientific consensus. There is research to show that both consensual
and nonconsensual sex may result in lacerations or tears in the genital area.

What is important is accurate documentation of any medical findings to
demonstrate the basis for the expert’s opinion. The U.S. Department of Justice Office on
Violence Against Women has published a helpful guideline in its National Protocol for
Sexual Assault Medical Forensic Examinations — Adults/Adolescents (2013). The
protocol contains recommendations regarding the use of a forensic scale or ruler, up-to-
date photography, and accurate labeling and identification of photos. The full 145-page
Protocol is available online at https://www.ncjrs.gov/pdffiles1/ovw/241903.pdf; a
summary is attached as Exhibit A to this paper.



https://www.ncjrs.gov/pdffiles1/ovw/241903.pdf

The Child Sex Offense Case

The child sex offense case presents even more complex questions concerning
proffered expert testimony than the adult sex offense case. This is true for a variety of
reasons but particularly because there has been such a wealth of misinformation and
misconceptions about these cases. For example, there has long been the adage about
children not lying in these cases; for anyone who uses common sense and their own
experiences with children, one will conclude that this is clearly a myth. Another example
is the adage that a child would not know enough about sexual activity to make up a false
allegation, but again this ignores different cultures and socio-economic norms which are
not often recognized nor understood. Finally, there is the issue of susceptibility of
children to suggestion which is peculiarly problematic in the case of warring parents and
particularly of concern when the war of the parents pre-dates an allegation of a child sex
offense committed by one of the parents.

Perhaps the most useful information to use in understanding the issue of whether
a particular medical finding is indicative of sexual contact or whether it is seen in
children who have not been sexually abused is the widely-accepted and widely-used by
child medical evaluators, “Medical Evaluation of Suspected Child Sexual Abuse: 2011
Update,” Adams, JA, Journal of Child Sexual Abuse (2011) (Attached as Exhibit B). The
table included in the document as Appendix A is very enlightening it covers a chart of
findings that are commonly seen in non-abused children, findings in which there is no
consensus as to being caused by trauma or sexual contact.

Assessing the accuracy of a child forensic interview is extremely difficult due to
the fact of scientific consensus as to the suggestibility of child witnesses and the disparity
in training and techniques of forensic interviewers. Also, unlike the adult diagnosis of a
recognized psychiatric disorder, children can exhibit a broad range of behaviors that may
be associated with personality differences, family stability or lack thereof, and a parent’s
response to disclosure.

The psychological evidence of sexual abuse must be distinguished from medical
evidence of abuse. As stated in United States v. Whitted, 11F.3d 782 (8™ Cir. 1993):

“A doctor can . . . summarize the medical evidence and express an
opinion that the evidence is consistent or inconsistent with the victim’s
allegations of sexual abuse . . . . [H]owever, a doctor’s opinion that sexual
abuse has in fact occurred is ordinarily neither useful to the jury nor
admissible . . . A doctor also cannot pass judgment on the alleged victim’s
truthfulness in the guise of a medical opinion, because it is the jury’s
function to decide credibility. (785-786).



Expert testimony that the absence of physical trauma may be consistent with
sexual assault may be admissible, so long as the expert does not offer any opinion as to
whether the child is telling the truth about being sexually abused. Moreover, a cautious
expert will testify that his physical findings are inconclusive as to whether any abuse has
even occurred.

In cases where there is no independent evidence of abuse, the credibility of the
child complainant becomes of utmost importance. In these types of cases, prosecutors
have sought other types of evidence to substantiate a claim of sexual abuse. The “Child
Sexual Abuse Accommodation Syndrome” (CSAAS), first coined by Dr. Roland Summit
in 1983, is an example of this type of evidence. Dr. Summit described five factors typical
of child sexual abuse: (1) Secrecy, (2) Helplessness, (3) Entrapment and
Accommodation, (4) Delayed, Conflicting and Unconvincing Disclosure and (5)
Retraction. The syndrome was developed as a tool to assist professionals in treating
sexually abused children; the syndrome is not a diagnostic tool. In other words, the
syndrome does not detect sexual abuse; it assumes abuse and attempts to explain a child’s
reaction to it. Therefore, the use of this syndrome and testimony about it should be
avoided.

The black letter law in North Carolina cases is basically that an expert may give
opinion testimony as to the credibility of a child in a sexual offense prosecution only
where the physical evidence supports a diagnosis of abuse. See, for example, State v.
Davis, 191 NC App 535, 664 S.E.2d 21 (2008). However, there are some cases in which
the black letter law is violated where the Court of Appeals has declined to reverse. See,
for example, State v. Treadway, 208 NC App 286, 702 S.E.2d 335 (2010), in which the
admission of clearly improper opinion testimony as to child abuse in the absence of
physical evidence was held not to be plain error, in light of other evidence in the case.

One has to read the cases very carefully before ruling on an issue at the trial level.
There are very thin lines that may not be crossed. For example, even when there is
physical evidence of actual sexual abuse, an expert may not testify that the defendant
caused the abuse. State v. Streater, 197 NC App 632, 678 S.E.2d 367 (2009).

State v. Frady, 228 NC App 682, 747 S.E. 2d 164 (2013) is another interesting
case which illustrates how difficult it may be for a trial court to determine the proper
limits of expert testimony. In its rebuttal evidence, the State introduced expert testimony
to rebut the defendant’s testimony that no sexual assault occurred. The expert testified
that the child’s disclosure was consistent with sexual abuse. The expert answered that
her opinion was based upon:

“The consistency of her [the child’s] statements over time, the fact that she
could give sensory details of the event which include being made wet and



the tickling sensation . . . [a]nd her knowledge of the sexual act that is
beyond her developmental level.”

The Court of Appeals found reversible error here, noting that while the expert did
not diagnose the child as having been sexually abuse, “ she essentially expressed her
opinion that [the child] is credible.” The Court continued:

“We see no appreciable difference between this statement and a statement
that [the child] is believable. The testimony neither addressed the
characteristics of sexually abused children nor spoke to whether [the child]
exhibited symptoms consistent with those characteristics.”

Contrast Frady with the result reached in State v. Pierce, NC App, 767 S.E.2d
860 (2014). The court found error when a pediatric nurse practitioner testified to the
opinion that her medical findings were consistent with the victim’s allegation of sexual
abuse. The nurse performed a physical examination of the victim. She testified that in
girls who are going through puberty, it is very rare to discover findings of sexual
penetration. She testified that “the research, and, . . . this is thousands of studies,
indicates that it’s five percent or less of the time that you would have findings in a case of
sexual abuse—confirmed sexual abuse.” With respect to the victim, the expert testified
that her genital findings were normal and that such findings “would be still consistent
with the possibility of sexual abuse.” The prosecutor then asked: “Were your medical
findings consistent with her disclosure in the interview?” She answered that they were.
The defendant argued that the expert’s opinion that her medical findings were consistent
with the victim’s allegations impermissibly vouched for the victim’s credibility. The
court noted that the expert “did not testify as to whether [the victim’s] account of what
happened to her was true,” that she was believable or that she had in fact been sexually
abused. “Rather, she merely testified that the lack of physical findings was consistent
with, and did not contradict, [the victim’s] account.”

However, the Supreme Court did find plain error in State v. Towe, 366 NC 56,
732 S.E.2d 564 (2012). Here, an eminently qualified physician “well-versed and
experienced in the field of child sexual abuse” was allowed to go too far in her testimony
by the trial judge, even when no objection was made by the defendant.

Although most of Dr. Everett’s testimony as admissible, her direct examination
by the state concluded with the following exchange:

Q Dr. Everett, do you have an opinion, ma’am satisfactory to
yourself and based upon your knowledge, training and experience,
as to whether lack of physical findings in [the victim’s]
examination in inconsistent with having been sexually abused?



A Yes.

Q What is that opinion?

A The lack of any findings would not be inconsistent with sexual
abuse.
Q Have you done research, or read treatises, or otherwise studied

physical findings in children that claim sexual abuse?
A Yes. There have been articles in the literature.

Q And do you have an opinion, ma’am, based upon your knowledge,
experience and training, and the articles that you have read in your
professional capacity as to the percentage of children who report
sexual abuse who exhibit no physical findings of abuse?

A I would say approximately 70 to 75 percent of the children who
have been sexually abused have no abnormal findings, meaning
that the exams are either completely normal or very non-specific
findings such as redness.

Q And that’s the category that you would place [the victim] in; is that
correct?

A Yes, correct.

The Court basically determined that the expert had testified that the victim was
sexually abused but was in the category of sexually abused children who do not exhibit
physical signs of such abuse. The Court went on to hold that “the trial court’s failure to
intervene sua sponte in the face of such erroneous testimony” constituted plain error.

It is clear that the trial judge as the gatekeeper under Daubert must be
knowledgeable about the parameters of expert testimony in sex offense cases in order not
to fall into the trap of committing plain error. It is also clear that the number of these
types of cases decided under the plain error standard indicate that in many cases defense
counsel do not bring the issue clearly in focus by way of a timely and well-presented
objection. In light of these concerns, the prudent trial judge may be well-advised to
conduct a voir dire of any proposed expert outside the presence of the jury, even if this is
not requested by defense counsel. This may be the best way for the judge not only to
educate herself about what the prosecution is proposing to ask of the expert but also to
reflect upon and research the issue in a thoughtful way.
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by caretaking activities and perinatal exposure, and this could result in the
development of warts in the genital or anal area in infants and young chil-
dren. Children with anogenital warts who are outside the age range where
someone is assisting them with toileting hygiene and who do not have warts
on other parts of their bodies deserve a very careful evaluation for suspected
sexudl abuse. While each case should be evaluated on its own merits, it is
reasonable to recommend reporting to child protective services if lesions of
HPV are found in an older child, even if the child denies a history of sexual
abuse.

THE IMPORTANCE OF ACCURATE INTERPRETATION
OF MEDICAL FINDINGS

Most examinations for signs of sexual abuse are done some time after the last
incident of abuse, and this is one of the main reasons why abnormal genital
findings are rare. Because most examinations are normal or show signs that
could have explanations other than abuse, many physicians and nurses who
provide sexual abuse medical evaluations may have limited experience with
cases of acute trauma. The National Children’s Alliance (NCA) has published
revised medical standards for members who work in accredited facilities,
which recommend photo documentation as the standard of care (National
Children’s Alliance, 2008). One of the standards listed, on page 23, states:
“Photo-documented examinations are reviewed with advanced medical con-
sultants. Review of all exams with positive findings is strongly encouraged.”
Medical providers at these accredited facilities and in other settings now
have the opportunity to obtain timely, anonymous expert review of sexual
abuse medical findings via a new Web-based system (TeleHealth Institute
for Child Maltreatment [TICM]; www.thicm.org).

Digital images of examination findings in either photographs or video
clips can be uploaded to the Web site along with the medical history and the
examiner’s interpretation of the findings. When a case is posted, a physician
from a panel of national experts will be notified to review the case anony-
mously and will send a response within 48 hours. The expert will provide
an opinion as to whether or not he or she agrees with the examiner’s inter-
pretation of the medical findings or may recommend that additional photo
documentation is necessary in order to provide a review. There is a mini-
mal $25 per case charge to the examiners who want to take advantage of
this resource as part of quality improvement activities for child sexual abuse
medical evaluations.

The purpose of the THICM is to make child sexual abuse expert
review available to all child advocacy center medical providers and to other
providers who perform child sexual abuse medical evaluations throughout
the United States, regardless of location. However, it must be cautioned that
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the service is designed solely to provide reviews by an expert for educational
and quality improvement purposes. It is not intended for initial diagnostic or
treatment purposes or to serve as a second opinion for a specific case. This
service is not a replacement for a consultation or meant to address issues
related to a specific patient.

HOW WELL DO EXPERTS AGREE?

As a follow-up to an online survey assessing agreement on medical findings
conducted in 2007, the author recently sent a 12-question survey through the
listserv of the Ray Helfer Society, a group of physician experts in child abuse
evaluation. One hundred members responded to all items. The results are
shown in Appendix B. Since the listing of findings in Appendix A includes
those findings for which there is no consensus among experts as to their
interpretation with respect to trauma or abuse, it appears that all findings
listed there currently should still be considered indeterminate.

The results of the SurveyMonkey survey conducted in 2007 were
reported at the Pediatric Academic Societies’ annual meeting in Denver,
Colorado, on April 30, 2011 (Adams et al., 2011). The survey consisted of
questions on identification and interpretation of medical findings in cases
with photographic images and case information and questions assessing
knowledge of findings from research studies. Correct answers were the con-
sensus answer of at least six of seven expert physicians, with a total possible
score of 41.

Among those respondents who self-identified as child abuse pedia-
tricians, the mean score was significantly higher than the mean score of
pediatricians, advanced practice nurses and sexual assault nurse examin-
ers. Except for child abuse pediatricians, participants who examined fewer
than five children monthly for suspected sexual abuse answered fewer than
70% of the questions correctly. Multiple regression analysis showed that
in addition to being a child abuse pediatrician, having cases reviewed at
least quarterly by a recognized expert in child sexual abuse evaluation and
reading The Quarterly Update, a newsletter with summaries and critique of
published literature in child abuse medicine, were significantly associated
with higher score on the survey. A complete discussion of the study and the
results has been submitted for publication elsewhere.

CONCLUSION

A systematic review of published research and expert opinion is still needed
to help determine the diagnostic significance of specific acute genital
and anal injuries, nonacute findings in adolescents, anal findings in both
children and adolescents, and specific sexually transmitted infections. These
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reviews may provide evidence suggesting that some of the findings listed in
Appendix A should be interpreted differently.

Medical providers and other members of multidisciplinary teams work-
ing with children who may have been sexually abused are advised to
remember that medical findings are rarely the most important part of an eval-
uation for suspected sexual abuse. The absence of signs of injury in a child
who gives a clear disclosure of sexual abuse, even if the contact involved
vaginal or anal penetration and resulted in symptoms of pain, bleeding, or
both, does not mean that the child was not abused in the manner he or she
described. Studies have documented rapid and complete healing of both
major and minor genital and anal injuries following sexual assault (McCann
et al., 2007a; McCann et al., 2007b). If medical findings are identified that are
felt to be signs of trauma or sexually transmitted infections, it is advisable
for providers to either seek a second opinion from an expert consultant or
utilize the anonymous expert review services through the Web-based TICM
as a method of continuing quality improvement.

Further revisions of the approach-to-interpretation table may be nec-
essary as researchers conduct new studies and publish systematic reviews
of previously published literature. Medical providers are invited to contact
Dr. Adams with comments and suggestions at jadams@ucsd.edu.
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APPENDIX A

Approach To Interpretation Of Medical Findings In Suspected Child

Sexual Abuse: 2009

This table lists medical and laboratory findings; however, most children who
are evaluated for suspected sexual abuse will not have signs of injury or
infection. The child’s description of what happened to him or her and the
child’s report of specific symptoms in relationship to the events described is
an essential part of the full medical evaluation.

Findings Documented in Newborns or Commonly Seen in
Nonabused Children

(The presence of these findings generally neither confirms nor discounts a
child’s clear disclosure of sexual abuse.)

NORMAL VARIANTS

N

x

10.
11.
12.

Periurethral or vestibular bands

Intravaginal ridges or columns

Hymenal bumps or mounds

Hymenal tags or septal remnants

Linea vestibularis (midline avascular area)

Hymenal notch/cleft in the anterior (superior) half of the hymenal rim
(prepubertal girls), on or above the 3 o’clock—9 o’clock line with patient
supine

Shallow/superficial notch or cleft in inferior rim of hymen below
3 o'clock-9 o’clock line

External hymenal ridge

Congenital variants in appearance of hymen, including crescentic,
annular, redundant, septate cribiform, microperforate, and imperforate
Diastasis ani (smooth area)

Perianal skin tag

Hyperpigmentation of the skin of labia minora or perianal tissues
in children of color, such as Mexican-American and African-American
children
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13.
. “Thickened hymen” (May be due to estrogen effect, folded edge of
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Dilation of the urethral opening with application of labial traction

hymen, swelling from infection, or swelling from trauma. The latter is
difficult to assess unless follow-up examination is done.)

Findings Commonly Caused by Other Medical Conditions

15.

16.

17.

19.

20.
. Venous congestion or venous pooling in the perianal area (Usually due

Erythema (redness) of the genital tissues (May be due to irritants,
infection, or dermatitis.)

Increased vascularity (“dilatation of existing blood vessels”) of vestibule
and hymen (May be due to local irritants or normal pattern in the non-
estrogenized state.)

Labial adhesion (May be due to irritation or rubbing.)

Vaginal discharge (There are many infectious and noninfectious causes.
Cultures must be taken to confirm if caused by sexually transmitted
organisms or other infections.)

Friability of the posterior fourchette or commisure (May be due to
irritation, infection, or an examiner’s traction on the labia majora.)

Anal fissures (Usually due to constipation, perianal irritation.)

to positioning of child. Also seen with constipation.)

Conditions Mistaken for Abuse

22.
253,
24.

25.
206.
27.

28.

Urethral prolapse*

Lichen sclerosus et atrophicus*

Vulvar ulcers (May be caused by many types of viral infections, including
Epstein-Barr virus [EBV] and influenza, or by conditions such as Behcet's
disease or Crohn’s disease.)*

Failure of midline fusion, also called perineal groove*

Rectal prolapse (Often caused by infection, such as Shigella sp.)*
Complete dilation of the internal and external anal sphincters, less than
2 centimeters in AP diameter, revealing the pectinate line*

Partial dilation of the external anal sphincter, with the internal sphincter
closed, causing the appearance of deep folds in the perianal skin that
can be mistaken for signs of injury*

. Marked erythema, inflammation, and fissuring of the perianal or vulvar

tissues due to infection with Group A beta hemolytic streptococci*

INDETERMINATE FINDINGS: INSUFFICIENT OR CONFLICTING
DATA FROM RESEARCH STUDIES, OR NO EXPERT CONSENSUS

(These physical and laboratory findings may support a child’s clear disclo-
sure of sexual abuse, if one is given, but should be interpreted with caution
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it the child gives no disclosure. Report to child protective services may be
indicated in some cases.)

30. Deep notches or clefts in the posterior/inferior rim of hymen that extend
through more than 50% of the width of the hymen

31. Deep notches or complete clefts in the hymen at the 3 o'clock or
9 o'clock location in adolescent girls

32. Marked, immediate anal dilation to an AP diameter of 2 ¢m or more, in
the absence of other predisposing factors such as chronic constipation,
sedation, anesthesia, and neuromuscular conditions

33. Genital or anal condyloma accuminata in child, in the absence of other
indicators of abuse. Lesions appearing for the first time in a child older
than 5-8 years may be more suspicious for sexual transmission.*

34. Herpes Type 1 or 2 in the genital or anal area in a child with no
other indicators of sexual abuse. Isolated genital lesions caused by HSV-
2 in a child older than 4-5 years may be more suspicious for sexual
transmission.”

Findings Diagnostic of Trauma and/or Sexual Contact

(The following findings support a disclosure of sexual abuse, if one is given,
and are highly suggestive of abuse even in the absence of a disclosure,
unless a clear, timely, plausible description of accidental injury is provided
by the child and/or caretaker. Photographs or video recordings of these
findings should be reviewed by an expert in sexual abuse evaluation for a
second opinion to assure accurate diagnosis.*)

ACUTE TRAUMA TO EXTERNAL GENITAL/ANAL TISSUES

35. Acute lacerations or extensive bruising of labia, penis, scrotum, perianal
tissues, or perineum (May be from unwitnessed accidental trauma or
from physical or sexual abuse.)

36. Fresh laceration of the posterior fourchette, not involving the hymen
(Must be differentiated from dehisced labial adhesion or failure of mid-
line fusion; see #25. Posterior fourchette lacerations may also be caused
by accidental injury or by consensual sexual intercourse in adolescents.)

RESIDUAL (HEALING) INJURIES

(These rare findings are difficult to assess unless an acute injury was
previously documented at the same location.)

37. Perianal scar (May be due to other medical conditions such as Crohn’s
disease, accidental injuries, or previous medical procedures.)
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Scar of posterior fourchette or fossa (Pale areas in the midline may also
be due to linea vestibularis or labial adhesions.)

INJURIES INDICATIVE OF BLUNT FORCE PENETRATING TRAUMA (OR FROM
ABDOMINAL/PELVIC COMPRESSION INJURY IF SUCH HISTORY 1S GIVEN)

39.
40.
41.

42.

43.

Extensive bruising on the hymen

Laceration (tear, partial or complete) of the hymen (acute)

Perianal lacerations extending deep to the external anal sphincter (Not
to be confused with partial failure of midline fusion.)

Hymenal transection (healed): An area between 4 o’clock and 8 o’clock
on the rim of the hymen, where it appears to have been torn through, to
or nearly to the base, so there appears to be virtually no hymenal tissue
remaining at that location. This finding has also been referred to as a
“complete cleft” in sexually active adolescents and young adult women.
Missing segment of hymenal tissue. Area in the posterior (inferior) half
of the hymen, wider than a transection, with an absence of hymenal
tissue extending to the base of the hymen, which is confirmed using
additional positions or methods.

PRESENCE OF INFECTION CONFIRMS MUCOSAL CONTACT WITH INFECTED
AND INFECTIVE BODILY SECRETIONS; CONTACT MOST LIKELY TO HAVE BEEN
SEXUAL IN NATURE

44,

45.
46.

48.

Positive confirmed culture for gonorrhea, from genital area, anus, or
throat, in a child outside the neonatal period

Confirmed diagnosis of syphilis, if perinatal transmission is ruled out
Trichomonas vaginalis infection in a child older than 1 year of age, with
organisms identified by culture or, in vaginal secretions, by wet mount
examination

. Positive culture from genital or anal tissues for chlamydia, if child is

older than 3 years at time of diagnosis and if specimen was tested using
cell culture or comparable method approved by the Centers for Disease
Control

Positive serology for HIV if perinatal transmission, transmission from
blood products, and needle contamination have been ruled out

DIAGNOSTIC OF SEXUAL CONTACT

49.
50.

Pregnancy
Sperm identified in specimens taken directly from a child’s body

*Changed from the version published in 2007. Adapted from Adams et al.
(2007, pp. 163-172).
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APPENDIX B
Results of an Online Survey of 100 Members of the Ray E. Helfer
Society, Spring 2009

Experience level:

a. Conduct more than 20 evaluations per month
b. Conduct 10 to 20 evaluations per month

¢. Conduct less than 10 evaluations per month
d. Not currently clinically active

Supervise or review others cases?

a. No

b. Fewer than 10 cases per month

. Review 10 to 20 cases per month

. Review more than 20 cases per month

c.n

Familiar with the Approach to Interpretation Table published in 2007?

a. Yes
b. No or unsure

Should the table be updated based on research findings?

a. Yes
b. No
¢. Possibly
d. Unsure

32
35
25

8

13
38
35
14

96

16
23
36
25

Agree with “indeterminate” for deep notch in posterior hymen, prepubertal

girl?

a. Yes
b. No
¢. Unsure

If you don't agree, how should it be interpreted?

I do agree

Should be considered more normal

Should be considered suspicious for trauma
Should be considered suggestive of trauma
Other

oo os

50

32
11
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Agree with “indeterminate” for deep notch in posterior hymen, adolescent

girl?

a. Yes
b. No
¢. Unsure

If you don’t agree, how should it be interpreted?

I do agree

Should be considered more normal

Should be considered suspicious for trauma
Should be considered suggestive of trauma
Other

o fp T

How should condyloma accuminata in a child be interpreted?

a. Indeterminate for sexual transmission, regardless of age of the child
b. Indeterminate, less worrisome if < 2yrs old

¢. Indeterminate, more concerning if child older than 5-8 years

d. Other

How should genital herpes simplex infection in a child be interpreted?

a. Indeterminate for both HSV-1 and HSV-2
b. Genital HSV-2 more suspicious for sexual transmission

66
20
8

N

—
N Co WO Wt

20
35
49

41
18

c. Both HSV-1 and HSV-2 more suspicious if child is outside age range

where caretaker is performing genital hygiene on child
d. Other

40
-



