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Ghosts under a child’s bed:  
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a gynaecologist’s point of view
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Child sexual abuse can be a devastating experience, which can strongly influence the future of the affected child. It is 
extremely important to properly understand approach and treat children after such a trauma. In order to do so, a physician 
needs to keep the following in mind; the child’s safety, the need for a clinical and mental examination, the child’s mental 
health, reporting the incident(s) to the authorities and forensic evidence. Proper treatment includes protection for poten-
tial sexually transmitted diseases, as well as treatment of the physical and emotional damage. An adequate, organised 
approach to such a patient is essential to be able to help after child sexual abuse.
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Kísértet a gyermek ágya alatt
A gyermekkori szexuális erőszak rendkívül káros következményekkel jár, meghatározó negatív következményei vannak az 
érintett gyermek jövője szempontjából. Nagyon fontos, hogy az ilyen traumát átélt gyermekhez megfelelő megértéssel 
közelítsünk és megtaláljuk a számára alkalmas terápiát. Ennek megvalósításakor a kezelőorvosnak az alábbiakat kell tel-
jesítenie: a gyermek biztonsága, fizikális és mentális vizsgálata, a gyermek mentális állapotának felmérése, jelentés-
kötelezettség a hatóságok felé, valamint igazságügyi szakértői bizonyítékok gyűjtése. A kezelésnek ki kell terjednie a sze-
xuálisan terjedő lehetséges betegségek megelőzésére, a fizikailag és érzelmileg okozott károsodások kezelésére.  
A megfelelő és jól szervezett ellátás elengedhetetlen a szexuális erőszakot átélt gyermek kezelésekor.

Kulcsszavak: gyermekkori szexuális zaklatás, szexuális erőszak, szexuálisan terjedő betegségek, humán papilloma vírus pro-
filaxisa

Introduction

Child sexual abuse (CSA) can be a terrible experience, with 
an everlasting impact on the psychological and physical 
wellbeing of the victim [1]. From a medical and a human 
rights perspective, the ethical and clinical aspects of the 
item would the changing European legislation concerning 
sexual abuse.

According to the law, rape is “any act of sexual penet-
ration of any kind and by any means, committed on a per-
son who does not consent” [2, 3]. Definitions about abuse 
vary, but there is only consent if it was given before or dur-
ing the act by anyone mentally able to assess the scope of the 
agreement, older than 16 years [4]. In Hungary, the age of 
consent is 14 [5]. Under the age of 14, each act of sexual 
penetration is considered rape because consent below that 

age is seen as inappropriate. Between 14 and 16 years, if 
there is no consent of the victim, it is rape [4, 5].

There is a directive in the European Union battling child 
sexual abuse [6]. According to the WHO, “a child is a per-
son 19 years or younger unless national law defines a person 
to be an adult at an earlier age.” [6] Voyeurism, fondling, 
child prostitution, child pornography, sodomy, oral genital 
stimulation, verbal stimulation, exhibitionism are part of 
CSA [4, 7]. Sexual assault is a crime of indecent violence 
and aggression that may lead to rape. The percentage of 
adult women and men with previous history of sexual abuse 
at a young age, is estimated to be an average of 20-25% [8]. 
In recent years, in the daily practice, more attention is paid 
to the care of children and adolescents of suspicious behav-
iour.
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Detecting child sexual abuse
CSA should be considered when a child’s behaviour is 
changing towards abnormal behaviour [8, 9]. There are cer-
tain signs that are indicators for abuse, such as anxiety, com-
portment that is different to what is described as normal by 
parents and relatives, unclear and uncertain or even alarm-
ing explanations for injuries, and complaints about genital 
pain [8, 9]. When one or more of these signs are present, 
further tools can be helpful for the diagnosis of CSA. It is 
then preferable to refer possible victims to health care pro-
viders who are specialised in treating these children. The 
role of the physician is to decide about the need to report 
the incident(s), to assess the physical, emotional, and behav-
ioural consequences, to provide information to parents, and 
to provide a comprehensive treatment and follow-up [9].

How to approach a case
Five important issues should be addressed when CSA is sus-
pected; the child’s safety, the need for a clinical and mental 
examination, the child’s mental health, reporting the inci-
dent(s) to the authorities and forensic evidence.

Child’s safety

Firstly, we will address the child’s safety. When it comes to 
safety, it is up to the health care provider to determine 
whether the child is in danger. In 70-90% of the cases the 
child victim knows the aggressor [8]. To guarantee the 
welfare of the child, hospitalisation can be recommended in 
certain cases.

Clinical examination

The physician should perform a thorough physical exami-
nation to determine injury and collect forensic evidence 
where it is possible. A clinical protocol drawn by doctors 
from various disciplines certainly helps to physically evalu-
ate a child suspected to be the victim of sexual abuse [9].

Heger and colleagues conducted a comprehensive study 
that included the review of physical examinations per-
formed on 2,384 children evaluated for suspected child sex-
ual abuse in a regional referral [10]. They found that, over-
all, only 4% of the children had abnormal findings. The first 
important point was that the child and family typically 
know the perpetrators, and physical force is not often a ma-
jor component. Secondly, disclosure of the abuse is often 
delayed up to weeks or even to months after the abusive 
contact [10, 11]. Mucous membranes heal rapidly and often 
without scars. It is rare that a child will not cooperate during 
the examination. When an examination is impossible and 
necessary for medico-legal purposes, an examination under 
general anaesthesia is necessary. The presence of a parent or 
adult can help to reassure the child during the investigation. 

A detailed description of all genital structures is manda-
tory [9]. When examining a child, the victim should be 
placed in the supine position. The major labia may be 
grasped between the thumb and index finger of each hand 
and gently spread laterally and downwardly. By applying 

slight traction, the hymen will be better visualized. In the 
knee-chest position, one gets a better view of the posterior 
edge of the hymen, vagina and anus [9]. The diameter of the 
hymen has been the subject of numerous studies, which rep-
resent many controversies [10 –14]. It is generally believed 
that a child of five years has a vaginal introits with a diame-
ter of about 5mm, which increases annually by 1mm. When 
examining a 10-year-old child, one can expect a diameter of 
10mm [9]. However, this measurement is dependent on nu-
merous factors such as position, traction, degree of inflam-
matory swelling, etc. [9].

A colposcopic examination could allow a better view of 
lesions [9]. In case of suspected anal injury, an anuscope can 
be used [15]. It should not be forgotten that in such cases a 
detailed history has to be made (e.g. constipation, diar-
rhoea, us of laxatives, difficulty sitting). It is important that 
lesions and deviations be recorded accurately or even doc-
umented through photographs [9, 16].

Furthermore, bacteriological and serological samples 
for the detection of hepatitis B and C, syphilis, human im-
munodeficiency virus (HIV), gonococci and chlamydia 
must be carried out. The WHO states there should be 
screening and referral for HIV infection [17]. It takes two 
to six weeks for HIV to be detectable in the human serum. 
To allow sufficient time for antibodies to develop, a fol-
low-up visit approximately 12 weeks after most recent sex-
ual exposure may be necessary to collect sera. Further test-
ing should be carried out until six months after the latest 
exposure [17].

According to Garland [18], the likelihood of possible 
abuse in childhood before the age of 18 increases with age. 
If it occurs, prevalence of human papilloma virus (HPV) 
transmission varies from 3.4% to 33%. Of the penetrative 
sexual abuse of boys (3-17%) and girls (8-31%), 70% will 
occur before the age of HPV vaccination. Being aware there 
is diversity in genotypes of HPV [19], vaccination even at a 
young age is in children at risk of repeated abuse, more than 
ever indicated [18, 20].

Mental examination
When assessing a case of CSA, it is essential that a child be 
not only physically examined, but also assessed for mental 
health problems such as post-traumatic stress disorder 
(PTSD) or depression. Appropriate emergency mental 
health care is important. Signs that should alarm a physician 
are recurrent abdominal aches, headaches, changes in 
behaviour, enuresis, insomnia, reduced appetite, anxiety, 
depression, or a decline in school results. As mentioned 
earlier, the child and its surroundings often know the 
aggressor. The frequency of assault may vary; it can be a 
singular event or a series of repeated assaults, sometimes 
on-going at the time of presentation, repeatedly. In the latter 
case, the child usually knows the offender and he/she/they 
is/are often part of the family [9].

The recovery prognosis from the emotional trauma varies 
depending on the child's ability to cope with the trauma and 
its aftermath, the response of the child’s environment to the 
victimisation, the age when the abuse occurred, the relation-
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ship of the aggressor to the child, the length of time over 
which the abuse occurred, the pattern of the abuse [8, 9].

Child protective services, legal procedures and medical 
health services should be non-judgmental and caring. The 
comparison between victims of CSA and 5-year-old non-
abused children shows more disturbed behaviour, lower 
self-esteem, increased tendency for depression and anxiety 
in abused children [9]. Retrospective studies of adults with 
severe personality disorders and self-mutilation have a cor-
relation with histories of sexual abuse [21].

Reporting to the authorities and 
collecting forensic evidence
Next, it is important to report the incident(s) to the 
authorities. The physician needs to determine if there is 
evidence of suspected abuse. The documented evidence can 
then be presented to the authorities. Therefore, adequate 
forensic evidence collection is mandatory. If the abuse was 
recent, the child should be immediately referred to those 
capable of gathering this evidence. It is recommended to 
collect forensic material up to 72 hours after the sexual 
abuse occurred. In Belgium, forensic evidence is best 
collected using a sexual assault set (S.A.S.). This is a box 
provided by the National Institute for Criminality and 
Criminology (N.I.C.C.), which allows the physician to take 
a variety of samples. It is extremely important to avoid 
contamination by the examiner. Any possible traces of DNA 
are to be collected to best identify the perpetrator; at vulvo-
vaginal level, orally, anal swabs, or anywhere elsewhere on 
the body where blood, semen or saliva may be found. In 
Hungary, a guideline for standard management is available 
at the University of Debrecen [22]. Depending on the nature 
of the abuse, the presence of spermatozoa can be detected. 
In cases of vaginal sexual contact they remain at an average 
of 2-3 days thereafter, on average up to 1 day in case of anal 
intercourse and up to 21 hours at oral contact [16]. After 
applying the sexual assault kit, it is sealed and sent to the 
authorities. It is important to know that the SAS is not 
analysed systematically, but only on the request of the 
authorities. It is therefore of utmost importance to take 
double samples and to continue with further monitoring of 
the patient for medical reasons.

Treatment
Besides the previously discussed need for adequate 
psychiatric treatment, clinical consequences are to be 
treated or even prevented. A history of sexual aggression is 
associated with many long-term behavioural sexual issues, 
such as unprotected intercourse, having a greater number of 
partners, prostitution (exchange of sexual favours for 
money, drugs or shelter) [8, 9, 21]. This risky sexual 
behaviour ultimately leads to an increase of STIs in this 
population. Post-traumatic stress symptoms can be 
expressed through self-destructive coping, such as excessive 
drinking, suicidal thoughts, and self-blame. This young and 
vulnerable population has a real need for continuous 
guidance.

Firstly, it is important to discuss sexually transmitted in-
fections (STI). Besides chlamydia, gonorrhoea, herpes sim-
plex and syphilis, the child can be at risk for HIV and HPV 
[23, 24]. A vaginal swab should be taken at every examina-
tion, first void urine can be tested for chlamydia, and sero-
logical STI testing should be carried out. If any sexual con-
tact with ejaculation took place and if the offender is a risk 
person, a post-exposure anti-HIV treatment will be neces-
sary. Post-exposure STI prophylaxis should be started as 
soon as possible, within 72 hours. As mentioned before-
hand, serological testing for HIV should be carried out fre-
quently until six months after the latest exposure to the ag-
gressor. Heavy preventive antiretroviral drugs are the only 
treatment to eradicate HIV [17, 25, 26].

ETHICAL SIDE NOTE; The question arises whether ag-
gressors should be obliged to undergo a blood test knowing 
that the right of the offender stops where the victim’s right 
to be protected starts. Perhaps more importantly: will it 
make a difference?

Another important STI like problem is HPV, for which 
there is no routine post exposure prophylaxis. Genital HPV 
infection is rare in virgins and can be transmitted through a 
variety of forms of sexual abuse; genital-genital contact, 
genital-anal contact, oral-genital contact, fondling, digital 
anal/genital penetration and non-penetrative sexual contact 
[23, 27]. A child’s sexuality can be influenced by the society 
in which it grows up and is triggered by social, emotional, 
physical, cultural, economic and political factors [1, 9, 21]. 
Speculating about the onset of sexual activity is therefore 
not evident. Identifying HPV genotype-specific distribution 
and related cervical lesions in underage children was recent-
ly studied [19, 28]. An unexpectedly high frequency of HPV 
infections in underage girls is confirmed and also indicates 
that the genotyping profiles are somewhat aberrant from 
what is described for an adult population [19]. The child’s 
immature cervix is more vulnerable for HPV pathogens 
[19]. Unger has described anogenital warts as a marker for 
CSA [22]. The impact of vaccination will limit the useful-
ness and the significance of this exam. The success of future 
HPV vaccination programs depends on the timing of vacci-
nation, especially before and even after unplanned exposure 
[20, 29–33]. The implementation of a nonavalent vaccine in 
the post-exposure prophylaxis of sexual abuse could be-
come crucial to controlling the disease [32].

Limitations are that vaccinations are currently not rec-
ommended for young children under the age of nine or 
even newborns. Supporting prophylactic (not therapeutic) 
HPV vaccination is triggered by the knowledge that the 
safety period obtained by the implementation is longer than 
30 years [32, 34]. In a brave new world we should consider 
vaccinating much earlier, even at birth remains an open 
question.

Conclusion
Although the exact prevalence is unknown, it is estimated 
that 12-40% of children in the USA experience some form 
of childhood sexual abuse [35]. Approximately one in five 
women have experienced childhood sexual abuse. Incest, 



67

Ghosts under a child’s bed Delphine Gallant MD et al.

once thought to be rare, occurs with alarming frequency. 
The mean age of abuse is estimated to be 12 years. Survivors 
come from all cultural, racial, and economic groups.

Detection and thorough examination is essential to be 
able to adequately help a victim of CSI. When approaching 
a patient, it is important to take into consideration the 
child’s safety, to complete a detailed physical examination, 
to evaluate the mental health of the child, to report the inci-
dent to the authorities and to be capable of collecting ade-
quate forensic evidence. It is only possible to help a child 
when these five points are taken into consideration.

When treating a patient, pay attention to mental as well 
as physical wellbeing. Offering a three-day post-exposure 
prophylaxis kit can relieve the patient and its surroundings 
of extra stress. Emergency contraception should be included 
in this kit and HPV-vaccination is an option. Child sexual 
abuse calls for protection, the risk of on-going HPV expo-
sure is greater in these vulnerable children. It is not accept-
able that someday these raped children could die from a 
disease that can be prevented by a vaccine. To ignore chil-
dren’s rights is destroying their beliefs that the world is 
good, there is hope we will soon vaccinate children at a 
much younger age and definitely always in case of abuse.
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