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A historical & developmental perspective on medicines discovery of a
”new disease”
• What were the forces which created
an environment to facilitate this
discovery?
– 1962 C. Henry Kempe, MD paper: The
Battered Child Syndrome in Pediatrics
paved the way
– 1978 Kempe paper: Sexual abuse another
hidden pediatric problem, Pediatrics
– Parallel developments in social work,
mental health, rape crises movement, law
– AAP Section on CAN formed in 1989
“Finally we cannot neglect the fact, that at a
time which was particularly full of intellectual
and technical ferment, medicine also benefited
from a more favorable climate for observing
reality and spreading of new ideas”
15th & 16th centuries, Zanobbiu

A historical & developmental perspective on medicines discovery of a
“new disease”

• What happens when a new
“disease” is discovered?
“Public admiration is mixed with suspicion, as
expenditures and expectations rise,
simultaneously with calls for regulation and
accountability”
Pellegrino 1979

A historical & developmental perspective on medicines discovery of a
”new disease”

• Describing a new clinical entity
–
–
–
–

observations of clinical cases by individual physicians
grouping of cases with similar symptoms into classes
leads to recognition of clinical entities
pursuit of treatment modalities
evaluation of therapeutic efficacy The disease of sexual
victimization

“The scientist takes off from the manifold observations of
predecessors, and shows his intelligence, if any, by his
ability to discriminate between the important and the
negligible, by selecting here and there the significant
stepping stones that will lead across the difficulties to new
understanding. The one who places the last stone and steps
across to the terra firma of accomplished discovery gets all
the credit. Only the initiated know and honor those whose
patient integrity and devotion to exact observation have
made the last step possible”
Zinsser, 1940

A historical & developmental perspective on medicines discovery of a
”new disease”
• Physicians begin to conduct
examinations of alleged child
sexual abuse victims
–
–
–
–

motivated by desire to understand the
medical sequel to sexual abuse
grapple with the interpretation of findings
search for ways of improving visualization
searching for ways to preserve and
objectively document observations

• Wading into unchartered waters
– Any physician examining a child for
sexual abuse in decades of the late
70’s and early 80’s was a pioneer
• few colleagues to validate
observations
• minimal literature to guide physicians
• no diagnostic criteria

A historical & developmental perspective on medicines discovery of a
”new disease”
• Child protection and law
enforcement communities seek
alliance with medicine
–
–
–

doctors share observations amongst colleagues and
develop study groups sporadically around country
doctors share observations with colleagues at
increasingly frequent conferences on child abuse
doctors show willingness to learn from colleagues
in child protection, mental health and law

• Core of “Experts” surface
–

Requisites to becoming an expert
• Willing to examine a patient who is alleged to
have been sexually abused
• Overcome genitaphobia
• Developing working knowledge of sexual
victimization and willing to take history from
child victim
• Willing to enter the lions den to defend basis
on which diagnosis is based

A historical & developmental perspective on medicines discovery of a
”new disease”

Genitalia are placed under the
microscope
“Where the telescope ends, the
microscope begins. Which of the two
has the greater view”
Victor Hugo,1830

What is the gold standard for the best outcome following an
investigation?

• Prosecution?

• Therapeutic?

What is more likely to provide clarity and certainty to what a child
might have experienced?

•
•
•
•

Medical history
Physical examination
Laboratory tests
Forensic evidence

Who is this man?
What is his relevance to medicine?

Willie Sutton

Q: Why do you rob banks?
A: Because that’s where the money is.

Sutton’s Law: The idea of looking for the obvious, before going
further a field, when diagnosing.

Medical history in child sexual abuse

Obtaining a medical history and
integration into the formulation
of a medical diagnosis

Why the importance of the medical history?

“the patient who comes to us has a
story that is not told, and which as a
rule no one knows of. Therapy only
really begins when we understand
that wholly personal story. It is the
patient’s secret, the rock against he
is shattered. If I knew his secret
story, I have the key to the
treatment. The doctor’s task is to find
out how to gain that knowledge.“
-Carl Gustav Jung, 1961

Principals guiding obtaining and preserving the medical
history/verbal “evidence”

• Manner in which the history is obtained will determine the
admissibility of “verbal” evidence
– Verbatim documentation of questions asked and the child’s exact
response

• Questions are crafted in a manner that are open ended
– Continuum of suggestibility:
Open ended Focused Specific

Leading

• Purpose of medical examination for diagnosis and/or treatment
documented

Principals guiding obtaining and preserving the medical
history/verbal “evidence”

• Characteristics important to assessing the reliability of medical
history
–
–
–
–
–
–
–
–
–
–

Spontaneity
Statements elicited by questioning
Consistent statements
Child’s affect and emotion when statement made
Play or gestures that collaborate the child’s statement
Developmentally unusual sexual knowledge
Idiosyncratic detail
Child’s belief that disclosure might lead to their own punishment
Child’s or adult’s motive to fabricate
Medical evidence of abuse

Myers, EB, Legal Issues in the Medical Evaluation of Child Sexual Abuse, in Finkel, MA, Giardino,
AP, eds; Medical Evaluation of Child Sexual Abuse, 2009 AAP

Purpose of the medical examination in suspected CSA
• Diagnosis & Treatment of
“Abnormality”

– Acute and healed genital and anal
trauma
– Extra-genital trauma
– Sexually transmitted infections

• Diagnosis & Treatment of
“Normality”

– Wellness
– Altered body images
– Specific and nonspecific worries

• Prosecutorial

– Evidentiary collection
– Purview of law enforcement

Medical Model of Diagnosis: tried, true and applicable to the
diagnosis of CSA …

•Understanding pathophysiology of a
disease entity
• Understanding the clinical expression of
a disease
• Developing clinical skills in eliciting
medical history
• Formulation of a preliminary diagnostic
impression
• Integration physical examination
findings with laboratory tests and
medical history into a diagnosis
•The “Disease of Sexual Victimization”

Not the first step in making the diagnosis!

The Nuts & Bolts of the Medical History

Factoid

It is inherently traumatic for
children to have to recount
the details of their experience
and thus they should only
have to tell it once.
• Basis for such?

Hershkowitz I, Terner A, The Effects of Repeated Interviewing on Children’s Forensic
Statements of Sexual Abuse, Appl. Cognit. Psychol. 21: 1131–1143 (2007)
Lamb, M.E., Hershkowitz, I., & Lyon, T.D. (2013). Interviewing victims and suspected
victims who are reluctant to talk. APSAC (American Professional Society on the Abuse
of Children) Advisor, 25(4), 16-19., Published (2013)

Taking the medical history

•
•
•
•

Explain and demystify the examination
Anticipate fears and anxiety
Two way dialogue
Build rapport through asking questions and sharing of
information
• I talk to a lot kids just like you every day..
• Why did you decide to tell?
• Hard to tell? Why hard for you?
• How did you feel after you told?
• Whose fault do you think it was?
• Worries, concerns?
• If you could say something to or ask the person that
did something what would you want to ask then or
tell them?
• What do you want to happen now that you told?

The clinical presentation of the “Disease of Sexual Victimization”

• Dynamics of Sexual Victimization
– 1. Engagement
– 2. Sexual interaction
– 3. Secrecy
– 4. Disclosure
– 5. Suppression

Engagement

• Access and opportunity
• Enticement
• Deception

Engagement: obtaining historical details

• Who was the person(s) who did something that
just didn't seem ok?
• How do you know this person(s)?
– What were the circumstances that allowed
access? Caretaking role of individual?
• Where did this happen the first/subsequent/last
time(s)?

Engagement: obtaining historical details

• When was the first/last time something
happened?
– With young children who cannot provide
specific date’s questions then try to relate an
experience to an important life event such as
a birthday, starting or ending school, a
family trip, before or after a holiday help
narrow the time.
• How often did it happen? Why did it stop?

Sexual Interaction

• Progressive sequence - variable rate
• Interaction most consistent with child's
developmental age
• Exposure - fondling - oral genitalpenetration
• Most perpetrators have little intent to
physically injure the child

Sexual Interaction

•
•
•
•
•
•
•

Genital exposure
Observation of a child
Kissing
Fondling
Masturbation
Fellatio
Cunnilingus

• Penile penetration of vagina
and/or anus
• Digital penetration of vagina
and/or anus
• Vulvar coitus
• Pornography

Sexual Interaction

• Did the person who did this have a name for
what he/she was doing?
– Coercion, deceit, threats, rewards and/or
bribery
• What was the first thing the person did that just
didn't seem ok?
– Details of the first inappropriate sexual
interactions and the progression of the sexual
contact over time.

Sexual Interaction

• Questions that elicit specific details surrounding sexual
interactions with a focus on signs and symptoms that
may have medical significance and provide insight into
the potential for physical injury or contracting an STD.
– When that (insert specific) happened how did that
feel?
– Effect feelings/body or both?
– If physical discomfort bother while/after or both?
– Every feel that sensation before/again?
– Notice anything that made you know you were
hurt?
– Clean afterward?

Idiosyncratic Historical Details

•Body image concerns
•Age inappropriate descriptions of
sexual activities
•Post fondling dysuria
•Post sodomy burning
•Excited utterance

Secrecy Phase

• Primary task of perpetrator
• Eliminates accountability
• Enables repetition

Secrecy: continued

• Child persuaded or pressured to maintain secret
through:
– Rewards
– Embarrassment
– Fear of punishment
– Fear of abandonment or rejection
– Threats
• Elicit statements made to the child regarding secrecy,
threats, intimidation and/or child's perceived
consequences
– Did the person who did this want you to tell?
• Anticipatory guidance: substitute surprises for secrets

Disclosure:

• Planned disclosure
• Accidental disclosure
• Elicited disclosure

Disclosure: Accidental

• Neither the child nor the perpetrator
prepared to share secret
• Revealed because of external circumstances
–
–
–
–
–
–

Sexually stylized behaviors
Spontaneous age inappropriate statements
Observation by a third party
Ano-genital trauma
Sexually transmitted disease
Pregnancy

Disclosure: Purposeful

•
•
•
•

Conscious decision to tell
Reason for disclosure
Child’s expectation
Planned intervention

Disclosure: Obtaining details

• Most kids never tell about those kinds of
experiences why did you decide to tell?
• What do you want to happen now that
you told?
• Most kids find it difficult to tell about
those kinds of experiences what made it
so difficult for you to tell?
• How do you feel now that you told?
• If you could say something to the person
who did that what would want to tell
them?
• Whose idea was it to do this stuff?

Suppression Phase

• Limits access, interaction and information
• Increasingly abusive verbal threats by
perpetrator
• “Ganging up” on child to recant
• Perpetrator undermines credibility of child

Examining the Child Victim

• Preliminaries
–
–
–
–
–
–
–
–
–

Obtain historical details of the alleged events
Clarify additional information to be obtained
Develop rapport and trust of child
Explain the purpose of the examination
Tell the child what will happen
Determine the child’s names for body parts
Encourage the child to ask questions
Assess the cooperativeness of the child
Child selects adult ally to be present during the
examination
– Encourage child to participate in “head to toe “
examination

Immediate Examination: Criteria

•
•
•
•

Age inappropriate sexual contact within 72 hours
Genital trauma within 72 hours
Possibility of a sexually transmitted disease
Possibility of pregnancy

Deferred examination criteria

• Disclosure of age inappropriate sexual contact greater than 72
hours
• Uncooperative child

Examination room

Head to toe examination

Who is this Greek God?

Hymen
Factoid:
•

Children are born without hymens

•

Children lose their hymens

•

Hymens are injured during gymnastic and horseback riding

Fact:
• All children are born with hymens except in rare congenital
disorders
•

Ambiguous genitalia

•

Distal vaginal agenesis

•

Transverse vaginal septum

Hymen

“Total absence of hymen, reports of which are found in the
older literature, has not been observed by modern authors,
while not denying the possibility consider this phenomenon
exceedingly rare”
G. Gelhorn, American Journal of Obstetrics and Diseases of Women and
Children, 1904

“To say that this delicate piece of membrane is from the nonphysical point of view a more important structure than any
other part of the body is to convey but a feeble idea of the
importance of the hymen in the eyes of the men of many past
ages and even of our own times and amongst our own people”
Ellis, Erotic Symbolism , 1912

Hymenal orifice diameter

Factoid:
• The transverse hymenal orifice diameter is valuable as a
sole indicator of sexual abuse.

Fact:
• The transverse hymenal orifice diameter has minimal
utility in making the diagnosis of child sexual abuse. Early
studies by Cantwell that suggested a measurement > 4
mm as predictive has not been born out in further studies.
Cantwell, H. (1981). Vaginal inspection as it relates to child sexual abuse in girls
under thirteen. Child Abuse & Neglect, 7, 545-546.

Medical examination findings

Factoid:
• The medical examination is frequently diagnostic of
sexual abuse

Fact:
• The medical examination confirms sexual abuse in less
than 5% of cases
• The medical examination rarely differs from that of the
non abused child

Medical examination findings

• Adams JA, Harper K, Knudsen et.al. (1994) Examination findings in
legally confirmed child sexual abuse: it's normal to be normal.
Pediatrics 94(3):310-7
236 children, normal in 28%, nonspecific in 49%, suspicious in
9%, and abnormal in 14% of cases, 1% abnormal anal
• Berenson, AB, Chacko, MR et.al. 2000. A Case-Controlled Study of
Anatomic Changes Resulting From Sexual Abuse. Am J Obstet
Gynecol 182:820-834
192 abused children, 4 had transections diagnostic of sexual abuse
otherwise non specific

Eliciting idiosyncratic historical details

• Eliciting signs and symptoms that reflect
residual to sexual contact

Symptoms and Signs

•

Girls
– 60% described >1 symptoms / signs
• 53% genital pain
• 37% dysuria
• 11% bleeding

•

Caregivers
– sx / signs
• 17% genital pain
• 19% dysuria
• 4% bleeding
– 24% sought medical care (n=38)
• 12% during abuse period (n=19)

IN or ON:
Reconciling discrepancies

Determining the child's perception of their experience
– use of Ortho anatomic model
Addressing any discrepancy between child's perception
and their examination findings
– educating the judge and jury

Eliciting idiosyncratic historical details

• Determining the child's perception of their
experience
– use of Ortho anatomic model

IN or ON:
Reconciling discrepancies

Clinical issue: Determination of Virginity

Factoid:
• Women have bleeding with first
intercourse
• A physician can tell with certainty if
a women is a virgin
Fact:
Bleeding with first intercourse
Pain with first intercourse
• None 44%
•None 32%
• Slight 35%
•Slight 22%
• Moderate 9%
•Moderate 15%
• Heavy 12%
•Severe 31%
Kellogg ND, Menard SW, Santos A. Genital Anatomy in Pregnant Adolescents:
''Normal'' Does Not Mean ''Nothing Happened”. Pediatrics 2004;113;e67
Whitely N. The first coital experience of one hundred women. JOGN 1978 JulAug;7(4):41-5

Anal penetration

Midsagittal View of Anus

Dilation of Anal Sphincter
with Downward Pressure by
Convex Side of Penis

Healing of ano-genital trauma

• Retrospective interpretation of changes in anogenital anatomy
• Understanding healing chronology of acute trauma
• Regeneration of labile cells without residual
• Repair results in formation of granulation tissue -repair
• Appreciate limitations of retrospective interpretation

Finkel MA. (1989) Anogenital trauma in sexually abused children.
Pediatrics 84(2): 317-322
McCann, J., Voris J. & Simon, M. (1992). Genital injuries resulting from sexual
abuse: a longitudinal study. Pediatrics, 89(2), 307-317.

Forensic evidence

• Christian CW, Lavelle JM, DeJong AR et.al. (2000) Forensic
evidence findings in prepubertal victims of sexual assault.
Pediatrics. 106(1)100-4.

•273 children <10
24.9% + when examined less than 44 hours, 90% of + < 24 hours,
No positive swabs after 9 hours
64% of evidence from clothing/bedding, 35% of children had
clothing/bedding collected

• Young, KL, Jones JG et al. (2006) Forensic laboratory evidence in
sexually abused children and adolescents, Arch Pediatr Adolesc
Med. 160(6):585-8
•80 children & adolescents presenting within 72 hours
16 positive for semen (13 adolescents)
No seminal products recovered from any pre pubertal child, when
retrieved only + on clothing/bedding

Looking back

Formulating a Diagnosis: basic tenets

•
•
•
•

Objectively state the facts
Do not exaggerate the meaning of a particular finding
Know the limitations of what can be said
Do not co-mingle hearsay and clinician obtained history when
formulating a diagnosis
• State limitations
• Presume that diagnosis will be challenged
• Make sure that every statement is defensible and rests on sound
scientific footings

Formulating a Diagnosis:
basic tenets

• Utilize the diagnosis section to explain and educate those who will
have access to the report
• Issues for which an explanation can be helpful
– Why evidence does not exist when history of injury
– Why evidence does not exist when child states that an object
was placed inside them
– How a child can acquire a sexually transmitted disease without
genital to genital contact

Common Case Scenarios

•

Medical history/behaviors are clear and descriptive of
inappropriate sexual contact but no physical diagnostic
residual is present.

•

Medical history/behaviors are clear and descriptive of
inappropriate sexual contact with symptom-specific
complaints reflective of genital and/or anal trauma.

Common Case Scenarios

•

Medical history/behaviors are clear and descriptive of
inappropriate sexual contact and physical diagnostic
residual is present (i.e. acute/healed injuries, STD, other
physical forensic evidence)

•

Medical history/behaviors are suspicious and/or concerning
that child either experienced something inappropriate
and/or exposed to something inappropriate and the
examination is without physical diagnostic residual.

Less Common Case Scenarios

• A child presents with a concern by a caretaker without
historical or behavioral details to support the concern.
• A sexually transmitted disease is diagnosed in a young child,
and no explanation for how the child contracted the disease is
evident following a complete investigation.
• Upon examination, the clinician identifies a healed injury
with no prior suspicion of abuse and for which no historical or
behavioral indicators are presented.

Less Common Case Scenarios

• Witnessed inappropriate sexual interactions without physical
diagnostic residual.
• Medical findings that mimic sexual abuse upon evaluation
are found to be associated with medical conditions and not
the result of abuse.
• Concerns arising in family with custody/visitation
arrangements in young child requiring genital care.
• A child presents with fabricated or misinterpreted behaviors
and/or a history alleging sexual abuse.

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of
inappropriate sexual contact but no physical diagnostic residual is
present.
The medical history presented by this 9 y.o. white female
reflects her experiencing progressive engagement in a
variety of inappropriate sexual activities initially
represented to her in a caring and loving context and
progressing to utilize treats. Although she did not complain
of experiencing any physical discomfort following the
genital fondling, oral genital contact or the touching of her
uncles genitalia she has expressed a concern which merits
attention. She told me that she was worried that she
thinks that people can tell that she had to do those
disgusting things just by the way that people look at her.
She also provided historical details of contact with “icky
stuff” coming from her uncles penis placing her at risk for
contracting a sexually transmitted disease. I have
evaluated her the possibility of such and will initiate
treatment and follow-up should anything be positive.

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of
inappropriate sexual contact but no physical diagnostic residual
is present. cont...
Her physical examination does not demonstrate any acute or
chronic residua to sexual contact nor would be anticipated to
in light of the her denial of discomfort associated with the
contact. Her body image concern is common among children
who experience sexual abuse. I do not believe there is any
alternative explanation for this child’s history of progressive
engagement in sexual activities, threats to maintain secrecy,
detailed description of a variety of sexually explicit
interactions and concerns about body image other than from
experiencing such. The most significant impact of sexual
victimization is psychological. She should be seen
immediately by a clinical child psychologist to assess the
impact of her sexual victimization and develop a therapeutic
plan.

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of inappropriate
sexual contact with symptom-specific complaints reflective of
genital and/or anal trauma.
This 5 y.o white female provided a detailed medical history
reflecting genital to genital contact and discomfort associated with
such. Although her perception of the genital to genital contact as
demonstrated on an anatomic model of the genitalia involved
penetration into her vagina, her examination indicates that any
genital to genital contact that occurred was limited to the structures
of the vaginal vestibule. Following the genital to genital contact she
provided a history of discomfort in the form of dysuria. Her review
of systems was negative for any alternative explanation for dysuria.
The symptom of dysuria temporally related to the genital to genital
contact reflects trauma to the periurethral area as a result of
rubbing. The trauma incurred to the distal urethra was superficial
and has since healed without residual as anticipated.

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of inappropriate
sexual contact and physical diagnostic residual is present (i.e.
acute/healed injuries, STD, other physical forensic evidence)
This 6 year old white female provided a clear and detailed history
reflecting her experiencing genital to genital contact and being
coerced into placing her mouth on her fathers genitalia. The genital
to genital contact was perceived by her to involve penetration into
her vagina. She provided a history of bleeding and pain following
the genital to genital contact. Although her disclosure of abuse
occurred 1 month following the last contact her physical
examination demonstrates residual to such in the form of a healed
transection of the posterior portion of the hymen extending to the
base of its attachment. Cont…

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of
inappropriate sexual contact and physical diagnostic residual is
present (i.e. acute/healed injuries, STD, other physical forensic
evidence) cont…
This finding is diagnostic of the residual to the introduction of a
foreign body through the structures of the vaginal vestibule,
the hymenal orifice and into the vagina. She did not complain of
physical discomfort associated with the history of oral genital
contact although she stated that the alleged perpetrator peed in
her mouth placing her at risk for a sexually transmitted disease.

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of
inappropriate sexual contact but no physical diagnostic residual is
present.
The medical history presented by this 9 y.o. white female
reflects her experiencing progressive engagement in a
variety of inappropriate sexual activities initially
represented to her in a caring and loving context and
progressing to utilize treats. Although she did not complain
of experiencing any physical discomfort following the
genital fondling, oral genital contact or the touching of her
uncles genitalia she has expressed a concern which merits
attention. She told me that she was worried that she
thinks that people can tell that she had to do those
disgusting things just by the way that people look at her.
She also provided historical details of contact with “icky
stuff” coming from her uncles penis placing her at risk for
contracting a sexually transmitted disease. I have
evaluated her the possibility of such and will initiate
treatment and follow-up should anything be positive.

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of
inappropriate sexual contact but no physical diagnostic residual
is present. cont...
Her physical examination does not demonstrate any acute or
chronic residua to sexual contact nor would be anticipated to
in light of the her denial of discomfort associated with the
contact. Her body image concern is common among children
who experience sexual abuse. I do not believe there is any
alternative explanation for this child’s history of progressive
engagement in sexual activities, threats to maintain secrecy,
detailed description of a variety of sexually explicit
interactions and concerns about body image other than from
experiencing such. The most significant impact of sexual
victimization is psychological. She should be seen
immediately by a clinical child psychologist to assess the
impact of her sexual victimization and develop a therapeutic
plan.

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of inappropriate
sexual contact with symptom-specific complaints reflective of
genital and/or anal trauma.
This 5 y.o white female provided a detailed medical history
reflecting genital to genital contact and discomfort associated with
such. Although her perception of the genital to genital contact as
demonstrated on an anatomic model of the genitalia involved
penetration into her vagina, her examination indicates that any
genital to genital contact that occurred was limited to the structures
of the vaginal vestibule. Following the genital to genital contact she
provided a history of discomfort in the form of dysuria. Her review
of systems was negative for any alternative explanation for dysuria.
The symptom of dysuria temporally related to the genital to genital
contact reflects trauma to the periurethral area as a result of
rubbing. The trauma incurred to the distal urethra was superficial
and has since healed without residual as anticipated.

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of inappropriate
sexual contact and physical diagnostic residual is present (i.e.
acute/healed injuries, STD, other physical forensic evidence)
This 6 year old white female provided a clear and detailed history
reflecting her experiencing genital to genital contact and being
coerced into placing her mouth on her fathers genitalia. The genital
to genital contact was perceived by her to involve penetration into
her vagina. She provided a history of bleeding and pain following
the genital to genital contact. Although her disclosure of abuse
occurred 1 month following the last contact her physical
examination demonstrates residual to such in the form of a healed
transection of the posterior portion of the hymen extending to the
base of its attachment. Cont…

Diagnostic Conclusion Examples

• Medical history/behaviors are clear and descriptive of
inappropriate sexual contact and physical diagnostic residual is
present (i.e. acute/healed injuries, STD, other physical forensic
evidence) cont…
This finding is diagnostic of the residual to the introduction of a
foreign body through the structures of the vaginal vestibule,
the hymenal orifice and into the vagina. She did not complain of
physical discomfort associated with the history of oral genital
contact although she stated that the alleged perpetrator peed in
her mouth placing her at risk for a sexually transmitted disease.

Inappropriate medical conclusions

Inappropriate, unbridled diagnostic conclusions
“The hymen has been reduced to only a ring surrounding the
opening to the vagina. Through this hymenal remnant, one can
visualize nonstratified epithelium within the vaginal canal. It has
not yet cornified as would have occurred in somebody who was
constantly being subjected to vaginal penetration. It would
appear that this child has been subjected to penetration by some
object greater than 1.0 cm in diameter, but less than 5.0 cm. On
physical examination, physical findings of vaginal penetration
consistent with digital penetration as opposed to penile
penetration are found. These findings are within medical
certainty and are based on the following:”
“Physical findings consistent within medical certainty of anal
penetration are found. The basis for these conclusions are as
follows: appearance of the vulva and perianal areas with erythema,
fan shaped scarring, anal ruggae irregularities, lack of hymen etc.
Based on the appearance of the vaginal orifice, it is doubtful that an
erect male phallus was the instrument used to penetrate the
vagina, although certainly an adult male finger could have caused
the damages noted.”

Unbridled advocacy as heard in court…

“Did you see an intact hymen or did you not see an intact hymen
or was there one or not one? “No there was definitely no hymen
sir” Did you see this when you spread the labia apart? “I didn’t
spread the big labia but he small labia you could not spread, they
were fused together, they were scarred” But you were able to
observe that there was no hymen? “Definitely. The cavity was
right in front of me there was nothing obstructing it.“
“Didn’t you say that based on discoloration of the anus was what
lead you to place the time frame as being 12 to 18 weeks, plus or
minus 4 to 6 weeks, Are you now saying that the plus or minus
was not related at all to the anus? “Actually , I wouldn’t even …
when I put 12 to 18 weeks I couldn’t choose to eradicate the plus
or minus 4 to 6 weeks. I had to put it because I cannot come and
say I’m God. I’m not God. When I put 12 to 18 weeks that’s is
the time frame that I am really setting for that child”

If I can be of help: finkelma@rowan.edu

