Trainee Content for Day 1, Segment 6
Indicators of Sexual Abuse:
Elements Used to Identify Child Sexual Abuse and Exploitation
This section of the curriculum outlines the elements that are examined to determine whether sexual abuse has occurred.  Many of these elements are often referred to as indicators of child sexual abuse.  The elements are divided into four broad categories:

· Reporting (including aspects of the allegation and disclosure); 

· Physical (including medical indicators); 

· Behavioral (including emotional indicators for the victim); and 

· Familial (including family and caretaker dynamics).
Reporting Elements

Several elements must be considered that relate to the reporting of the allegation, including the circumstances of the disclosure of the sexual abuse by the child or another person.

1.  Credibility of the report (and the reporter) 

This element includes looking at a report and who reported it, and determining whether the report is credible.

· Social workers should consider the clarity of the report, including whether the reporter had direct knowledge of the incident, or whether they are able to provide specific information as to time, place, etc.

· When evaluating a report of sexual abuse, the social worker should consider if there is some advantage to an involved party related to the sexual abuse allegation.  This is most common in cases when sexual abuse allegations arise in the context of a divorce and custody dispute.
· Consider the reporter’s motive for reporting.  For example, a school social worker or teacher might be perceived as credible while a parent engaged in a custody battle might be much less so.  More credible reporters may include medical personnel, school staff, and mental health professionals.

· The alleged perpetrator or the non-offending parent may, individually or together, attempt to undermine the credibility of the reporter or the credibility of the child’s report.  For example, they may attack the reporter and say the reporter has a vendetta against the perpetrator. 

2.  Type and credibility of the child’s disclosure

The circumstances and type of the disclosure must be considered when attempting to determine if sexual abuse occurred.  
· A direct, unprompted verbal disclosure by the child is most highly correlated with sexual abuse. Such disclosures may happen inadvertently or intentionally.

· The specificity of the disclosure is important.  Disclosures with specific details about where they were, what they were wearing, and what exactly the alleged perpetrator did may be more reliable than vague disclosures that lack detail.
· Children will sometimes recant a disclosure of sexual abuse once they have made it, depending on the response of their family or the person to whom they made the disclosure.

· Often, children’s disclosures are tentative.  They “hint” at what is going on (“I don’t want to go home…”; “I don’t like my Dad anymore”; or “I know someone who….”) to test the waters of how non-offending parents and other adults might respond.

· Disclosures made to a trained interviewer in a forensic setting (such as a multi-disciplinary interviewing center) are more reliable, since the interviewer is specifically trained to ask questions that do not influence the disclosure.

· It is also possible for children’s statements to be misunderstood because of bizarre, fantasy-like, or implausible aspects of the disclosure. 
 Any disclosure of sexual abuse, no matter how tentative or bizarre, should be evaluated seriously by CPS and law enforcement.

More information on child disclosures will be covered in Segment 8.

CSA and custody dispute: CPS workers are frequently called upon to evaluate CSA allegations in the context of custody and visitation disputes. Many investigators in CPS and law enforcement question the credibility of allegations made under these circumstances. 

Reports of sexual abuse do increase during those times, for any number of reasons—including the fact that the discovery of the abuse itself may have prompted the divorce. Social workers should evaluate the validity of sexual abuse allegations that occur during child custody disputes—by examining the particular information related to the case. 

It is much more likely that children will deny true abuse than make false accusations. 

3.  Corroboration of disclosure/report

Corroboration is defined as the confirmation that some fact or statement is true through the use of some kind of observable evidence.  Since there is often no direct evidence of sexual abuse, corroborating evidence often helps to confirm whether sexual abuse occurred.  Corroborating evidence should be observable.

Since sexual abuse is often shrouded in secrecy and coercion, the only two witnesses to the event are generally the perpetrator and the victim.  In some cases, however, someone witnesses sexual abuse, and this should be considered.

· The statements and observations of other parties about the allegation may be considered. This might include the statement of teachers, non-custodial parents, and others who are able to verify some of the facts related to the report.

· The statement of the alleged perpetrator may be considered.  If law enforcement has obtained a confession or some other incriminating (or vindicating) statement from the alleged perpetrator, this should be considered.  Remember that interviews with alleged perpetrators should be coordinated with law enforcement whenever possible.

· Other corroborating evidence, such as copies of letters/emails/text messages, pictures, or videotapes should be considered.

· Corroborating evidence may support details about the case.  For example, if the child talks about it happening in a bed with Superman sheets, and those sheets are indeed, in the closet, then that would be considered corroborating evidence.  Other examples of corroborating evidence include witness statements, medical exams, pictures of bruises, and witness statements (e.g., a neighbor provides a statement that the stepdad babysat the girls every Saturday morning).
· Corroboration could include verification/observation of injuries to the body (aside from the genitalia) that were sustained during the sexual abuse. These might include bruises or injuries sustained trying to restrain the child, for example (e.g., finger tip bruises on arms). Injuries to the genitals are covered in Elements 6 and 7.

Corroboration of other facts related to the report should also be considered, such as whether the alleged perpetrator and victim were together at the time of the alleged incident.

4.  Statements about prior unreported sexual abuse 

· Of these children by any caregivers, or 

· By these caregivers toward any children

For families that both are and are not involved with CWS, there may be a history of unreported sexual abuse of the children or a history of unreported maltreatment by the parents/caregivers of any children (in or out of the household).  CWS social workers should assess for possible unreported maltreatment history, not only to complete a comprehensive picture in the identification process of child maltreatment, but also because:

· these are important factors in the assessment of safety, risk, and protective capacity, 

· these are important pieces of information to consider in the development of case planning services for children, youth, and families involved with CWS, and 

· these factors may affect the eventual placement of the child(ren) with extended family, friends, or non-relative foster caregivers.

Prior suspicions or allegations of sexual abuse may be more likely to go unreported, since allegations of sexual abuse are considered taboo to discuss.  This is also culturally mediated, in that a family may have handled the prior report of sexual abuse without involving the child welfare system (such as having the perpetrator attend church services, sending the child or perpetrator away for a period of time, etc.).

Note: For this element, consider statements about sexual abuse that are not related to the current report.  The current report or allegation could be a longstanding abusive situation, and this would not be prior abuse. Examples of prior unreported abuse would include sexual abuse of the same child by another perpetrator, or sexual abuse of another child under the care of the caregivers.

5.  History of CWS Involvement

· With these children, and/or

· With these caregivers

Because of the family dynamics involved in sexual abuse, there may be sexual abuse in the family that involves another family member or a member of the extended family who has access to the children. In addition, prior reports of abuse and neglect in the family may indicate lack of supervision, which would create an opportunity for a sexual perpetrator to befriend or coerce a child victim.

· Prior CWS involvement indicates there is a higher risk of maltreatment.  Review prior records carefully to see if there is a pattern and to gain a thorough understanding of the case history.  In some cases, multiple allegations of sexual abuse have been made on a family, or against a particular member of the family. A family with significant resources to pay for legal services may be able to successfully have the cases closed by the Juvenile Court, but multiple prior allegations may indicate that the alleged perpetrator or non-offending parent are able to successfully cover up allegations of abuse. CWS social workers should make sure to obtain as much information as possible about prior allegations of sexual abuse, either in their county or another jurisdiction.

· Prior Juvenile Court involvement indicates increased risk of maltreatment.  This indicates there were family issues and problems that required a high level of intervention.  It indicates a history of maltreatment to the child or a sibling of the child.

· Children freed for adoption/never reunified indicates high risk.  These include children who were made dependents of the court for some type of maltreatment; the parents were offered services for their return and did not substantially comply with their reunification plan.  Based on the history, this indicates a risk for other children living with those parents.

· If parents have other children who are not living with them, this may be a risk factor. Make sure to inquire if parents have had any other children who do not live with them now. 

· If parents have deceased children, make sure to include this information as well. Inquire about and note the date, cause, and location of death.  This can also be a risk indicator.

Physical Elements

When a child has been physically involved in sexual activity, there may be physical indicators or injuries that can be validated through a medical examination by medical personnel trained in the identification of the signs of child sexual abuse.  This is not true in all cases, however; some children who have been sexually abused will have no physical indicators of the abuse, even when a comprehensive forensic examination is conducted within 72 hours of the alleged abuse.

6.  Presence of illness or injury(ies)

This element refers to current illness or injury as a result of sexual abuse that can be documented. These might include (adapted from Rycus & Hughes, 1998, p. 163):

· Physical injury to the genitals or another part of the body related to the circumstances of the abuse (for example, marks or indicators of restraint)
· The presence of sexually transmitted diseases

· Suspicious stains, blood, or semen on the child’s underwear, clothing, or body

· Vaginal discharge, bleeding

· Genital pruritis (itching)

· Presence of a vaginal foreign body

· Recurrent bladder or urinary tract infections

· Early, unexplained pregnancy, particularly in a child whose history and behaviors would not suggest sexual activity with peers

· Encopresis, constipation secondary to anal discomfort

These illnesses may or may not be discovered as part of a forensic medical examination completed as part of the investigation and assessment of the allegations.

Note: Children who have been sexually abused often come to the attention of medical professionals with general medical symptoms or somatic complaints, such as stomach aches, insomnia, etc.  These are considered under Element 15.

7.  Report of past illness or injury (ies)

This element refers to past injuries or illnesses, as above, which were not reported or recorded as sexual abuse at the time of occurrence.  Examples of this might be a report by a parent or other caregiver that they had noticed soreness or redness in the vaginal area after previous contact with the alleged perpetrator, but had assumed that it was due to a problem with hygiene. Conversely, a caregiver might report that the child has a chronic rash in the genital area, and that they have been working with the pediatrician to address the problem. 

Whenever possible, the social worker should have the parent sign a release of information form so that they can verify the information provided with the child’s medical provider. 
8.  Explanation of illness or injury (ies)

This element refers to the explanation given to the injury or illness.  It is highly unlikely that a young child would develop an STD accidentally, and injuries to the genital area are fairly rare.  Medical or nursing personnel with experience in evaluating sexual abuse should be consulted when evaluating this element.

When attempting to determine whether sexual abuse has occurred, it is vital to verify all the claims and explanations for illnesses and injuries.  The information that you receive from the parent may differ from the physician’s assessment, and this should be noted.  

Information from a doctor or other health professional should also be assessed critically, particularly if the health professional is not specially trained in sexual abuse.  
· Some family physicians may not consider that sexual abuse is a possible cause of a given medical condition, especially if they have a longstanding relationship with the family.  
· Conversely, some medical professionals may become convinced that sexual abuse has occurred, when an alternative hypothesis appears more likely.

9.  Developmental abilities of the alleged victim

The developmental ability of the victim may make them more vulnerable to coercion by the alleged perpetrator, or make them more easily manipulated or threatened by the perpetrator.  Developmental abilities can refer to a child’s growth, motor skills (gross and fine), cognitive development, verbal skills, and social/emotional development.  Vulnerability of the child should be considered. Of course, younger children have less developmental abilities. Children who have impaired or reduced developmental abilities, particularly in comparison to their peers, may have more vulnerability to abuse.  This is particularly relevant for children with delayed language skills.  They may also be more dependent upon their caregivers, thus increasing the power differential.

Children with impaired or reduced developmental ability have an increased risk of being maltreated.  Child maltreatment may affect development which in turn can precipitate further abuse (American Academy of Pediatrics, 2001). 

10. Developmental abilities of alleged perpetrator

Note: This element only applies when the alleged perpetrator is also a child.

Sexual behavior should be considered in light of the developmental level, rather than just the age.  In cases of sibling abuse, or sexual activity between an older child and a younger child, the developmental abilities of the alleged perpetrator should be considered.  The impact on the victim should be the overriding concern when identifying sexual abuse.

11. Medical assessment findings

Medical Evaluation of Sexual Abuse

An important part of the sexual abuse investigation is the forensic medical exam.  In California, law enforcement officers often authorize sexual abuse examinations as part of their investigation.  However, CPS workers may also authorize
 the exam and may choose to do so even if law enforcement has declined, because the medical exam has both physical and psychological benefits (see below).  CPS workers should be familiar with what the usual protocol is in their county for obtaining an exam.  Many counties have specialized, child-friendly pediatric sexual assault clinics as part of their county’s Multidisciplinary Interview Center/Child Advocacy Center.  Other counties perform both acute and non-acute (see below) exams at hospital emergency rooms. 

Types of Medical Evaluations

There are two types of sexual abuse examinations:  acute evidentiary (immediate, same-day) and non-acute (as soon as possible after disclosure). 

Acute examinations include:

· Collection and preservation evidence (semen, saliva, hair, fibers on clothes, etc.) following a recent sexual abuse/assault episode (usually within past 72 hours, sometimes longer); 

· Evaluation, documentation, and treatment of any injuries;

· Evaluation for and prophylactic treatment for STDs and pregnancy; and
· Provision of crisis intervention services.

Most child abuse forensic examinations are of a non-acute nature (over 72 hours since last incident of abuse/assault) because of the dynamics of delayed disclosure (discussed above).  

Non-acute forensic examinations include:

· Evaluation, documentation and treatment of any injuries;

· Evaluation and documentation of old or healing injuries/trauma; 

· Provision of (post-disclosure) crisis intervention;

· Assurance of the physical and psychological well-being of the child.

When Should Children Be Referred for a Forensic Medical Examination?

· In all cases in which the most recent episode of abuse/assault occurred within the last 72 hours (these children should be taken to an emergency room or 24-hour evidentiary clinic).  Note: Due to advances in forensics/evidence gathering techniques, some jurisdictions perform forensic medical examinations after longer intervals.  When an assault has been disclosed, check with the forensic medical practitioner to see if an immediate examination is warranted.
· When there is a disclosure of penetration, regardless of time elapsed.

· When there is evidence by history of pain, trauma, or infection, regardless of time elapsed.

· When the child has physical complaints related to the abuse.

· If the disclosure is incomplete or the details are unclear and this might be clarified by an examination.

· When the child or family has questions that would best be answered by an expert medical practitioner.

· When the child would benefit from reassurance that he/she is “okay.”

In summary, the medical evaluation is a very useful tool for CPS workers.  Children benefit both physically and psychologically from the opportunity to meet with a medical specialist to talk about their bodies.  Medical examinations can also yield forensic evidence that is admissible in both dependency and criminal courts, or medical examiners can explain why the absence of findings may be consistent with a child’s statements. CPS workers are encouraged to develop relationships with the medical evaluators in their counties and to ask for explanations of the findings and the forms/documentation associated with the sexual abuse medical exam. 

Behavioral Elements

12.  History of sexually abusive behavior by someone in the home or with access to the child

This is perhaps the most important indicator of possible sexual abuse, aside from a clear verbal disclosure by the child.  Adults with a history of sexual interest in children are very likely to re-offend, particularly without intensive treatment.  The CWS social worker should ascertain whether anyone who had access to the children has a history of sexual behavior with children, either reported or unreported.  The non-offending parent may or may not have knowledge of the history of the perpetrator, and may or may not believe the allegation (see Familial Elements).
Note: For this element, consider behaviors that are not related to the current report.  The current report or allegation could be a longstanding abusive situation, and this element would not be relevant. This element would apply to sexually abusive behavior toward other children, either within or outside the home.

13.  Developmentally or socially inappropriate sexual knowledge and/or sexual behavior
Non-abused children and sexually abused children may exhibit common sexual behaviors (see the Toni Cavanagh Johnson charts earlier in this curriculum).  This may make it difficult to distinguish between sexual behaviors that appear to be the result of sexual abuse and those that are not.  

Sexual behaviors that are common for non-abused children include self-stimulating behaviors, exhibitionism, and behaviors related to personal boundaries.  Less frequently seen behaviors in non-abused children are more intrusive, such as putting the mouth on sex parts or putting objects into the vagina or rectum.  Behavior that suggests a child’s explicit or inappropriate knowledge of adult sexual behavior and compulsive masturbation warrant further investigation. 
The CWS social worker should pay special attention to the onset of a shift in behavior(s) away from the child’s baseline, and whether this coincides with the onset of the abuse that was alleged, or with the alleged perpetrator’s access to the child.  An example of such a shift in behavior is when a child’s clothing or style of dress changes from one style to another (either more provocative style of dress or very covered up). 
14.  Self-protective behavior by the alleged victim

This element includes physical and behavioral methods that the victim uses to protect themselves from the sexual abuse.  The child may attempt to prevent the abuse from happening long before the abuse is disclosed.

Examples of protective behavior might include:

· Attempts to make themselves as unappealing as possible sexually (e.g.,weight gain, poor hygiene, etc.)

· Wearing layers of clothing to make body contact more difficult

· Refusal to visit the alleged perpetrator after the onset of the abuse, or attempts to avoid unsupervised contact with the alleged perpetrator

· Temper tantrums when returning to the care of the alleged perpetrator

15.  Indicators of emotional distress by alleged victim

Children who have been sexually abused may display a variety of indicators of emotional distress.  The presence of these indicators of distress does not in and of itself indicate that a child has experienced sexual abuse, however.  All of them are also signs of trauma or distress that could be caused by other forms of abuse, or other sources of stress. The indicators below are broadly grouped in terms of trauma-related indicators, depression-related indicators, anxiety-related indicators, and other indicators.

When evaluating these indicators, the CWS social worker should pay special attention to the onset of the behaviors, and whether this coincides with the onset of the abuse that was alleged, or with the alleged perpetrator’s access to the child.

Trauma-related indicators:

· Physiological reactivity/hyperarousal (hypervigilance, panic, and startle responses, etc.) 

· Retelling and replaying of trauma and post-traumatic play

· Intrusive, unwanted images and thoughts and activities intended to reduce or dispel them

· Sleeping disorders with fear of the dark and nightmares

· Dissociative behaviors (forgetting the abuse, placing self in dangerous situations related to the abuse, inability to concentrate, etc.)
· Cutting behaviors
Anxiety-related indicators 

· Obsessive cleanliness

· Self-mutilating or self-stimulating behaviors

· Changed eating habits (anorexia, overeating, avoiding certain foods)

Depression-related indicators

· Lack of interest in participating in normal physical activities, loss of pleasure in enjoyable activities

· Social withdrawal and the inability to form or to maintain meaningful peer relations

· Profound grief in response to losses of innocence, childhood, and trust in oneself, trust in adults

· Suicide attempts

· Low self-esteem, poor body image, negative self-perception, distorted sense of one’s own body

Other indicators

· Personality changes

· Temper tantrums

· Running away from home

· Premature participation in sexual relationships

· Prostitution

· Aggressive behaviors or irritability

· Regressive behaviors in young children (thumb sucking or bedwetting)

· Poor school attendance and performance

· Somatic complaints

· Accident proneness and recklessness

· Excessive piercings

· Dressing down, dressing in thick layers, padding or taping down genitals

· Perfect child/extremely high achiever/overly controlled/rigid
· Heightened sexualized behavior

· Indiscriminate sex

16.  Coaching or grooming behaviors

The CWS social worker should try to determine if the perpetrator groomed or prepared the child for the abuse, by providing special attention to the child, or by escalating the type and intensity of sexual contact. 

Gathering and assessing this information can be difficult, since grooming or coaching behaviors are often subtle, and difficult to distinguish from normal expressions of care and affection by adults.  Sexual perpetrators often provide the same kind of attention that is appropriate for a parent or grandparent to provide to children.

Sexually abusive adults often groom or initiate children by disguising their motives through the use of games, secrets, toileting/bathing, and tickling and/or wrestling. Offenders often “teach,”  “help,” and “mentor” older children. They may treat children to special gifts, special time, and special favors. They may use kid games (videogames, Gameboy) and interests (sports, motorcycle riding) to connect with them and/or to use for coercive purposes. They may also expose children to sexual talk and pornographic movies to desensitize them to sexuality and have frequent physical contact (tickling, wrestling, hugging, touching) to desensitize children to touch.  

Familial Elements

17.  Isolation of the child

The more isolated a child is socially and emotionally, the fewer opportunities they will have to disclose abuse. Moreover, if they feel emotionally isolated, they may be less compelled to disclose.  A child who is socially or emotionally withdrawn may also present a “safe target” for a perpetrator. But this isolation may also be a reaction to the abuse.
This element also includes active attempts by the alleged perpetrator to keep the child isolated from outside social contacts or influences that might cause them to disclose the abuse. This might include physically isolating the child from outside contacts such as social groups, school, church, etc.  The child may also be isolated in the home, or even self-isolating from his or her normal activities. The perpetrator might also engage in isolating behaviors and have, for example, little contact with adult peers.  Isolation encompasses both the physical aspect of isolation as well as emotional separateness.
18.  Coercion/threats made to the child to prevent disclosure

The perpetrator will sometimes threaten harm to the child if they disclose the abuse to their parent or another adult.  Threats might include, but are not limited to:

· Threats of physical harm to the child or the child’s family

· Threats to a treasured object of the child, such as a family pet

· Threats that the family will dissolve, or that the child will never see the alleged perpetrator again (especially in cases of incest)

· Threats that appear fantastical to an adult, but may be believable by the child, such as threats that the child will “go to hell” or that the perpetrator will use some sort of supernatural powers to harm the child
· Threats regarding the safety of the family

· Promises of gifts 
Other coercive behaviors may also be present, such as bribes or special prizes given to the child by the perpetrator in exchange for keeping the “secret” of the abuse.

A non-offending parent who does not believe that the abuse occurred may threaten the child as well.

The CWS social worker should pay special attention to coercion and threats when children appear extremely anxious and fearful about the disclosure, or make frantic attempts to recant their previous disclosure.  A forensic interview may be able to sort out whether threats or coercion were evident.

19.  Current caregiver’s substance abuse

A significant number of children in this country are being raised by parents with addictions.  With more than 1 million children confirmed each year as victims of child abuse and neglect by state Child Protective Service agencies, state welfare records have indicated that substance abuse is one of the top two problems exhibited by families in 81% of the reported cases
.  Cases of sexual abuse may also involve substance abuse by the parent or guardian.

· Children may be poorly supervised by parents who are under the influence, out looking for drugs, passed out, and coming down off of drugs, or who leave children unattended when under the influence.  The inebriated or high parent may leave children in the care of inappropriate caregivers who may subject them to physical abuse, sexual abuse, or neglect.  Parents who are under the influence have compromised judgment and compromised ability to provide appropriate nurturing, care, and supervision to children.  

· Loss of impulse control by parents/caregivers under the influence can lead to violence and abuse, including sexual abuse.  There may be an overlap with domestic violence and substance abuse.  

· People may lie/minimize while under the influence of drugs or alcohol.  

20.  Opportunity for the abuse to occur

When identifying whether sexual abuse occurred, the CWS social worker must consider the opportunity that the alleged perpetrator had to abuse the child.  This includes the home environment, and the capacity of the non-offending parent to perceive that the abuse may be occurring and protect the child if they suspect that it is.  

The non-offending parent may have a great deal of difficulty recognizing the possibility of sexual abuse, even when it seems obvious to an outsider.  The alleged perpetrator may hold great emotional power over the caregiver, with the result that the caregiver might not be able to see sexual abuse as a possibility.  Examples of this might include when the alleged perpetrator has very high status in family’s community, such as a church elder or a community leader.  

There may be lack of boundaries in the home, such as no set sleeping locations or the child/ren not having their own bed/space or privacy.  
The non-offending caregiver may also have to work long hours, and may not have the resources to provide licensed child care for supervision of the child.

Note: This element is often more important in determining that sexual abuse did NOT occur, i.e., in cases where there was no possibility of contact between the alleged perpetrator and the alleged victim.  This is because most children are alone with other children or adults at least part of the time.  This does not mean that sexual abuse may occur, unless there are other circumstances that make the opportunity particularly striking.  These might include, for example, a parent who refuses to supervise a child or children even in a situation that might be sexualized.

� For more information, see Everson, Mark (1997). Understanding bizarre, improbable, and fantastic elements in children’s accounts of abuse, Child Maltreatment, Vol. 2, No. 2.


� For more information, see Faller, 1991.


� There is a distinction between “authorization” and “consent.”  Authorization refers to the legal authority that requests that the exam be completed at public expense.  Consent refers to permission to perform the exam and release the results to those with legal authority to obtain the results.  Children over 12 must consent to the exam themselves, but the exam should not be performed by force even on younger children.  Refer to Family Code 6927 and 6928 for further information on consent issues with minors.





� National Association for Children of Alcoholics. (1998). Children of alcoholics: Important facts. Rockville, MD.
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