STANDARD OPERATING PROCEDURE (SOP)
On

Sexual Assault Forensic Examination (SAFE)

of an Alleged Rape Victim



Standard Operating Procedure (Sop)
For Sexual Assault Forensic Examination (SAFE)
Of An Alleged Rape Victim

(1) Title
Standard Operating Procedure (SOP) for Sexual Assault Forensic Examination (SAFE) of
Alleged Rape Victims for Medico-Legal Purposes

(2) Purpose
e To provide a standardized, ethical, sensitive, and legally acceptable method for the
medico-legal examination, evidence collection, management, documentation, referral, and
reporting of alleged rape victims.
e This SOP aims to:
e Ensure proper medico-legal examination
e Preserve forensic evidence
e Provide compassionate victim-centered care
e Assist administration of justice



e Maintain uniformity of practice

(3) Scope
This SOP applies to,
e Specialists in Forensic Medicine
Medical Officers performing medico-legal duties
Demonstrators and trainees in Forensic Medicine
Nursing officers assisting SAFE examinations
Government hospitals conducting medico-legal examinations




(5) Responsibilities

The examining doctor shall

Conduct examination sensitively and professionally
Request informed consent

Collect and preserve forensic evidence

Maintain confidentiality

Arrange referrals and treatment

Provide medico-legal opinion

Maintain chain of custody

Prepare medico-legal reports

(6) Principles of Examination
The examination shall be,

Respectful

Confidential

Non-judgmental

Trauma-informed

Conducted with privacy

Performed with minimum re-traumatization

Scientifically accurate

Legally acceptable

Human rights of the survivor must be respected throughout the examination.

(7) Requirements

(7.1) Personnel

Specialists in Forensic Medicine / Grade Medical Officer/Government
Medical Officer

Female chaperon for female victims

Nursing officer or assistant



(7.2) Equipment
o SAFE kit /Rape kit

e Gloves




e Sterile Swabs

e Labels




e Paper bags




Speculum (non-lubricated)




e UV light (if available)

e Measuring Scale




e Blood collection tubes




e Documentation forms (MLEF — Medico-Legal Examination Form)
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(8) Flow Of Medico - Legal Management of Sexual Assault (SAFE
Guidelines)

]
o

[ Survivor reaches the Healthcare Institution ]

A |
73 Y

Through self referral/Non-legal [ Referred by Police/Court ]
Referral

BT T -E A i B i it e e B i L Bl B e

[ Provide emergency medical care at outpatients dept./ASE/POC/Word l

A
4 2

Medico Legal Services Mandatory Medicolegal
Offered Services
If Refused [ If Acce ] © Guideline is offective :
pted ¢
(Can't refuse in child from tris poln

abtfe) g

l
Other services counselling Provide Medico Legal
EC, STl etc. Services

EC-emergency contraception
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(9) Medico - Legal Management of Sexual Assault Victim
It is a Thirteen (13) Stepped Process

A PC HO PC ELVis R3
1. Authority
2. Preliminaries
3. Consent
4. History
5. Observations
6. Preliminary Investigations
7. Clothing Examinations
8. Examinations
9. Laboratory Tests
10. Visit to scene
11. Referral
12. Review of victim
13. Report Preparation & Giving Opinions

(9.1) Step 1 - AUTHORITY

Ensure examination is requested through,

e MLEF issued by Police or
e Court Order or
e Referred by another consultant

(9.2) Step 2 — PRELIMINARY NOTES

Record,
Examinee’s

o Full name

o Date of birth

o Sex

o Marital status

o Contact details of the examinee
Date and time of examination
Place of examination
Language used
Interpreter details if applicable
Delay in presentation and reasons

12
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(9.3) Step 3 - CONSENT

Request informed written witnessed consent (IWWC) for
o Examination

Sample collection

Photography

Colposcopy

o O O

1

IConsent for Medico-Legal examination, Investigation and reporting.
Name of the Medical Institution:

(Name of the examnes) give my consant to Dr

to perform the following at the medco-legal examination . {Tick appropriate boxes).

Obtain mformmation about the incdent & Conduct a dinical examination
(including PV, PR éxamination)

2 Collection of evdernce

3. Obtan photographs

4. Special consent for medical referral

5  Provide evidence & medical information to the police and/or courts
[Signature/ thurmbd impression: Date & time:

Name & signature of withesses:

ooooos#

OOOoodn &

(9.4) Step 4 — HISTORY

(9.4.1) History Before Incident

Record,
e Previous consensual intercourse
e Menstrual history
o Menarche/ Age of Menarche:
o Last Menstrual Period
e Contraceptive use
e Obstetric history
o Symptoms of pregnancy-Yes/ No
o Number of children/type of deliveries
e Past medical/ surgical history.
o Hospitalization(s) with reasons Medications
o Allergies
o Disabilities (specify)
e Mental health history
e Drug/ alcohol use

14




(9.4.2) History of Incident
Record,

e Date, time, and place

e Assailant details

e Type of sexual act
Threats/intimidation
Use of force
Bleeding, pain, ejaculation
Weapons used
Drug/alcohol involvement
Consent-related circumstances

(9.4.3) History After Incident
Record
e Bathing
Washing genitalia
Urination
Defecation
Brushing teeth
Changing clothes
Vomiting
Use of pads/tampons

(9.5) Step S — OBSERVATIONS
e Clothes disturbed or torn

Alcohol smell

Fearful behavior

Emotional state

Eye contact

Clothing condition

Distress

Crying/depression

Gait abnormalities

Physical discomfort



(9.6) Step 6 — PRELIMINARY INVESTIGATIONS

(9.6.1) Photography
e Photographs
o Injuries
o Bite marks
o Clothing damage
o Stains
. Use
Scale/ruler
Proper lighting
o Identification number

o O

(9.6.2) Radiology / Imaging
e Arrange
o X-rays
o Ultrasound
o CT/MRI if indicated

(9.7) Step 7- CLOTHING EXAMINATION

e Examine clothing before body examination
o Document the following
= Type of clothing
Tears
Stains
Disturbance
Missing buttons/hooks

e Collect trace evidence from clothes

o According to — Locard’s Principle - “Every contact leaves a trace

o Use SAFE KIT whenever possible

o Take out the catch paper from the catch paper envelope

16
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o Request the victim to stand on the catch paper

o Request to remove her/his clothes one by one
o Dust them on the catch paper
o Fold the catch paper with trace evidences




o Pack in catch paper envelope

o Now, the removed clothes such as, Brassiere, Underwear, Other stained

clothes, etc. should be air dried under shade and pack in separate envelopes as
showed below.

o Packaging of clothes
= Use safe kit bags or Use paper bags
= Avoid plastic bags
= Label separately
= Maintain chain of custody

18



e Pack the brassier separately in the brassiere envelope

19



o Pack the underwear seperately in the underwear envelope

20



(9.8) Step 8 —- EXAMINATION

Performed simultaneously with Trace Evidence Collection.
(9.8.1) Extra-Genital (Bodily) Examination
(9.8.2) Genital Examination
(9.8.3) Anal Examination

(9.8.1) Extra-Genital (Bodily) Examination
e General physical Examination
o Vital signs
Height
Weight
Signs of intoxication
Nutritional status

o O O O

e Injury Examination
o 4 Types of injuries

(1) Resistance Injuries (occur due to resistance by the victim when the
suspect attempts to remove clothes or apart the legs) Eg.
= (a) Abrasions over hips (when attempting to remove underwear)

| -

21



= (b) Inner thigh contusions (when attempting to apart legs)

(2) Restraining Injuries (occur due to restraining of the victim in a
desired position by the suspect)
=  Wrist bruises
= Back injuries
= Forearm grip marks

22



(3) Threatening Injuries

° Slaﬁ marks

23



e Strangulation marks

24



(4) Para-sexual Injuries

o Hostile Bite marks (with teeth marks)

e Love bites (suction petechiae without teeth marks)

25
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Evidence Collection from Body

Fingernail Swabbing/Scrapings
e NOTE: Fingernail clippings are preferred. If patient refuses clippings, collect
swabbing/scrapings.
e Remove folded paper from envelope and place, unfolded, on a flat surface
e Hold patient’s left hand over the paper and gently clip the entire nail, allowing the
clippingsto fall on the paper.

27



e For swabbing, dampen a sterile swab from additional swab and swab under the
nails. Place the air-dried swab in the folded paper.

28



e Then, pack in the fingernail scrapping/swabs envelope

Oral Swabs
e Collect for:
o Semen detection
o Saliva evidence

o Carefully swab the buccal areaand gum line. Be sure to collect the swabs
from the upper and lower bucca areas and gum line, rotating the swabs during
collection.

29



e Placethe swabsin the swab box. Mark the swab box “Oral”.

30



0 Now prepare asmear, air dry and

(]

ack in the SAFE envelope

Buccal Swab for victim DNA sample

Collect victim DNA reference sample.

Have the patient rinse his /her mouth with water prior to this evidence

collection step. Remove components from kit envelope.

Open the swab protector and slide the protector back to expose the swab head.
Using the swab, vigorously swab the inside of both sides of the patient’s cheek for 5
to 10 seconds.

The swabs should be air dried for 03 hours before packaging. During drying
make sure that the swab is not contacting with any surface (bench top or wall of
the tube etc.)

Pull the swab head back into the protector and re-close the protector around the swab
head.

31



o Buccal Swab Brush

o Cotton Buccal Swab

32



Head Hair Samples
e NOTE: Collect a minimum of 10 Cut hair from various scalp locations.
e Removefolded paper from envelope and place, unfolded, on aflat surface.
o Place the hairs in the center of the paper and refold paper so as to retain the hairs

Samples from body surface

Collect dried secretions by lightly moistening two of the provided swabs with distilled
water, and then thoroughly swabbing the area with both swabs.

Re-swab the area with two additional dry swabs at the same time.

Mark on each swab box whether the swabs are the first or second swabs. Also identify
on

each box whether or not the swabs are suspected semen, saliva, blood, or other. If other,
please describe.

Place each set of swabs in the appropriate box.

Identify the location from which the samples were removed on the anatomical drawings
on the envelope.

33



(9.8.2) GENITAL EXAMINATION
Observe
e Pubic hair
Labia majora/minora
Fourchette
Hymen
Vaginal wall
Cervix
Bleeding/discharge
Foreign materials

Sample Collection

Pubic Hair Combings
e Remove the folded paper and comb provided in the “Pubic Hair Combings” envelope.
e Unfold the paper and place under the patient’s buttocks

e using the comb provided, comb the pubic hair in downward strokes to
allow any debris or loose hairs to fall onto the paper.

e Remove the paper from under the patient.

e Placethe comb in the center of the paper and refold so asto retain the
comb and any evidence collected.

e Note: hair for DNA testing is packed in folded paper and stored in 4° C

34



Pubic Hair Cut Samples

e Remove folded paper from envelope and place, unfolded, on a flat surface. Place hairs
in the center of the paper and refold so as to retain the hairs.
e Collect minimum of 3-cut pubic hairs from various regions of the pubic area.

e Pack in the pubic hair envelope

35
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External Vaginal/ Swabs
e Moisten swabs provided with aminimal amount of distilled water.
e Holding the swab briskly swab the external genitalia, including along
thefolds.

¢ Inafemale patient, swab between the labia majora and the |abia
minora. Be sure to rotate the swabs during the collection procedure.

e Inamale patient swab the coronal sulcus, entire penis and scrotum.
e Theswabsshould beair dried for at least 04 hours prior to packaging. Place
the swabsin the box and mark “Genital / Penile”.

37



Internal Vaginal Swabs

Endo Cervical
Swab

High Vagmal
Swab

Low Vagmal
Swab

1. Low Vaginal Swab
e Carefully swab the vaginal vault using swabs.
e Get swabsfrom low vaginal, high vaginal/posterior fornix.

Low Vaginal Swab

38



2. High Vaginal Swab
e Prevent contamination with low vaginal sperms.
e [fhymen is torn - use non-lubricated speculum
e if hymen is intact- use glass-sheathed swab

High Vaginal Swab

39



3. Endo Cervical Swab

Prepare the smear using the swab.

Photo-micrograph of the smear showing sperms

40



e The swabs should be air dried for at least 04 hours prior to packaging. Place the swabs
in the swab box and label “Vaginal.”

41



Hymenal Examination
e Type of hymen
. If <1-year girls -
=  50% Fimbriated,
= 50% Annular,

. If >1-year girls —
(a) 10% Fimbriated Hymen (folded hymen)

.

42



(b) 10% Annular Hymen (found right round)

(c) 50% Crescentic Hymen (only in the lower half)

~.

(d) Few- Fenestrated, Septate, Imperforate Hymen.
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Transverse diameter of the hymen should be assessed -
o itis assessed by the insertion of Fingers
(1) <1 year- almost 100% closed
(2) Pre- pubertal- <1 cm
a. cannot insert even 5Sth finger

l"
- :
1“ ‘/,f
)
}

y

3. If Pubertal- about 1 cm
a. still cannot insert even 5th finger

l}‘

- |
)
y

4
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4. Post pubertal- <1.5 cm
a. Now can insert only the Sth finger

5. If index finger can be inserted, suggestive of finger penetration,

45



6. If 2 fingers can be inserted, suggestive of penile penetration

Also assess the following also
Fresh/healed tears
Tenderness

Redness

Swelling

Important Interpretations

e Partial Hymenal Tears interpretation
o Tears do not extend to wall of the vagina
o Partial tears can Heal in 3 different shapes

e 1. Bumps or tags of the Hymen

46



2. Attenuation of the Hymen

3. Cleft or notch of the Hymen

47



e Complete Hymenal Tears- interpretation
Tear extends to vaginal wall
1. Anterior half tears - congenital folds > traumatic tear

2. Posterior half tears - traumatic > congenital

e Fresh Tears
e Old Tears

(9.8.3) ANAL EXAMINATION
Observe
e Perianal area
Anal opening
Anal canal
Lubricants
Blood
Semen
Reflex anal dilatation
Injuries/scars

48



Chronic Anal Injuries

Collect - Anal swabs
1) External Anal Swab
2) Internal Anal Swab — to prevent contamination with external samples use
non-lubricated proctoscope.

e NOTE: Swabs may be moistened with a minimal amount of distilled water for
the comfort of the patient.

Carefully swab the anus. Swab perianal, anal, and deep anal areas.
e Theswabsshould beair dried for at least 04 hours prior to packaging. Place the
swabs in the swab box and check mark “Anal”.

49



Then, pack in the rectal swabs/smear envelope

50



(9.9) Step 9 —- LABORATORY TESTS

1. Saliva- screening for alcohol
Saliva Alcohol Test (QED) - Quantitative evaluation of alcohol

i

® _ OraSure Technologies, Inc.

00 G M. Ouen

Dt A 1601 6 YA £3063, 7015 OraSore Tedeohpim, nc.
mm‘ CADS pad O Spwr™ am piiwed of Ouurn Theaokogh, e
e LA VR -2 R00 - Ovienda The LKA, 148208551000 Bard 33710 son BVS
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QED" |

1. Blood For Quantitative Analysis
(a) Alcohol & Toxicology- GREY tube with (K oxalate and Na fluoride)

Blood (10 ml)

in the last 4 days.
L

S —ebet®
B
. wmee

o B

‘. el Grey Tube

eP - . . .

52



(b) Forensic samples - Victim’s DNA - PURPLE tube with EDTA
Blood- 10 ml

Purple Tube

(3) For serum studies - RED topped tube — plain bottles -
blood 10ml

: ps Red Tube

S A
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2. Urine - for Screening - 12 Drugs + Alcohol (Methyl Glucuronide)

Multi-Drug Screen test Kit

ﬁ.

|
Multu Drug Screen Test P

[ g ey

Multl Drug Screen Test
' |

Read the drug strips at 5 minutes.

c [ ¢
T e C n C 1 ¢
T2} T T n T

Ti(*) 29 T(+)
Negative [+) Poslitive (+) Invalid

[Uuuuuu&.[] J
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3. Urine- screening for alcohol-Qualitative analysis
o If taken within 96 hours (4 days)
o 50ml

Pack in Polythene bag

55



4. Pregnancy test

CORE A" = [

For sell-testing
Ml Cors Yeonnstiogy Go e, CEOMT

| S

Control Line .
Test Line

Max Line

!

Positive Negative

S. STI screening
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e Microscopy for spermatozoa

Photomicrograph of sperms in a smear.
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(9.10) Step 10 — VISIT TO SCENE

Where necessary

Visit crime scene
Correlate forensic findings
Assist reconstruction
LOCARDS

Evaluate

Victim
Assailant
Clothing
Weapons
Environment

A TIYAFTTYA

oN-a%-3C2e
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(9.11) Step 11 - REFERRALS

Gynecology

Psychiatry

Clinical psychology

STD clinic

Surgery

ENT
Dental/maxillofacial units
MDT for age estimation

(9.12) Step 12 - REVIEW OF VICTIM

Arrange

Follow-up examination
Review of injuries
Psychological support
STI follow-up
Pregnancy follow-up

59



(9.13) Step 13 - REPORT PREPARATION & GIVING OPINIONS
Prepare

e MLEF documentation

e Medico-Legal Report (MLR)

Opinion Should Include
e Nature of injuries
Mechanism of injuries
Age of injuries
Consistency with history
Evidence of penetration
Evidence suggestive of intercourse
Laboratory findings
Toxicology findings

60



(10) Format for collecting Medico-Legal information in alleged
sexual abuse including diagrams

FORMAT FOR COLLECTING MEDICO-LEGAL INFORMATION IN ALLEGED
SEXUAL ABUSE

(Use only for doctor’s reference)

Please fill/tick appropriately, Fead tha entre form and refer the guldeline before completicn,
MLEF rumber : | Police staton : ]Daooﬂuuo
: Date of _ Dlto ofmul:

Fullmmn of m

Date of birth: | Age: [ Years Morths:
If sge is not known, estimated soproximate age:
Sex

‘Marital status: Unmarried/ Married

Contact details of the examinga: A0crass:

ShO%e ouaiee

| 2.1 PRELIMINARY INFORMATION:
Nam of examinaton: I
om & time oftho commommnnt of the axamination:
Examinee produced by (mame, rank/number, station =tc):
(Paben, Priscon, NOPA Probsstion, Referral feom Seaetal, allwr )
Reasons for production:

Examinee 2ccompanied by if any [if relevant- name and relationship):

Name of the Institution:
Bed Head Ticket rumber:
Date & time of admiszan:
‘Ward mumber:
| (ktach phobecopy of oed head bicket 1 relevan: cates) —p— i
Interpreter used for history taking: T Yes I No
Name af interpretes:

Relationship of the interpreter | Family | Friend | Specfy
Language uzed (please spacdy in detail]:

2.2 INFORMATION GIVEN BY THE POLICE OFFICER: (where relevant)

2.3 INFORMATION GIVEN BY THE NEXT OF KIN JACCOMPANYING PERSON: (where relevant)
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wmmhiolmuo\em«maamm Tk appropess e braes)
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L ranito evidnch B medics | Iformation 1o the patce cot/or cowts B &£l

signane) thumb impeessdon: Date & rime:

Name % signatre of witnesses:
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- A Y

HISTC

4.1 HISTORY GIVEN BY THE EXAMINEE IN HIS/HER OWN WORDS

4.1.2 FORCE/INJURIES INFLICTED BY THE VICTIM ON THE PERPETRATOR DURING THE INCIDENT

4.2 DESCRIBE THE RELEVANT ACTS FOLLOWING THE INCIDENT

4.3 FREVIOUS SEXUAL ACTIVITY {(when & where medico-legally relevant)

4.4 PAST MEDICAL/SURGICAL HISTORY (where relevant)

Hetpitalization|s) with ressons
Medications

Allerges

Disabiities (specify):

4.5 MENSTRUAL & OBSTETRIC HISTORY

IAenarche/ Ags of Menarche:

Last Menstrual Peciod; | MeEnsraation at the time of incident: Yes/ No

_ Yymrptoms of pregnarcy: Yes/ No | Period of smenarrhoes:

Number of children/type of defiveries: | Use of contraception:

Past history of abortions:

4.6 SOCIAL HISTORY
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5.1, SAMPLES

OBTAINED {VICTI

]

’

Type

Yes

No

Sendto lsb

Dateftime of
collection

Cralzwab

QOral smear

Swab from introitus

Vaginal swab

1. low

1. Hgh

3. Cervical

(where releant & not contraindicatad)

Pesiaral swain

Anal swabs ([opening/canal)

Anel yrnees

Carenelameer

Externel penile smear

Dried bedy fluids/stainy/lubricarts

Salive swabs from bate marks

Cantrel ywebs

Matted pubic bair

et e b b s

Head hair combings & comb

Cut head hair

Frger nail scrapings

Blood for DNA

Tempon or sarvtary ped

Fareign matter

Cthers

5.2, CLOTHING COLLECTED

5.3. TOXICOLOGY SAMPLES
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If samples 2r= handed aver or ary instruction gaven to a palice officer, chtzin the sgnature of the officer.
I [Nsme E number] of polica ststion
was informec and Instructed by Dr o
1. Admit 1o haspital
2. accompany for specalst referrals
3. hanc over the samples
4. accompany for investigations
5
E.

ooooa

. get maghtrate ordler
othar

Signatare of the police officar Date & time
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6.1, OBSERVATIONS

6.2, GENERAL PHYSICAL EXAMINATION

Fallor: | Pulse:  Helght:

| Waignt:

Disabilities:

Other;

Built and neyrishment.

6.3. CLOTHING

6.4, EXAMINATION OF INJURIES AND SCARS
{se diagam fmm provided (<o armonnel)

6.5. REVIEW OF SYSTEMS
Negatins sanipt w rotes babaw)

6.6. GENITAL AND PARA GENITAL EXAMINATION
Breast
Pubic hair
Axiliary hair
Svidance of pregnancy/delivary|describe briefy)
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6.7. FEMALE GENITAL EXAMINATION
se dagam toom proeded (oo averme 1|

6.8, USE OF ANY INSTRUMENT FOR GENITAL EXAMINATION (if relevant)

6.9, ANAL EXAMINATION
Uee dhagram faem aeodded (500 annexura |1l

7.1, LABORATORY

6.10. MALE GENITAL EXAMINATION
Us e dhagram 1o or o ihed | ee arneaure 1Y]

mmm

Interpretation

Fregnarcy test [HCG/ 8
_.ttv‘ndu)

UFR

Stains and swabs for

Phatographs taken by

& PHOTO DOCUMENTATION{where refevant)

fecommend follow-up photographs to be taken In 1-2 days |where relevant)
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Referral Indicaticn for referrnl | Dauto & tme of referral Opnicn

ST

Peychiatry

Gyrsewlogy 8 Obstetrss
| Surgery /Urology
Radiology

Other

Condusions and opinions

11. NAME, SIGNATURE & DESIGNATION OF THE EXAMINER

11.1. Namo/s of others partidpated/observed the examination:

12, DATE/S AND TIME/S OF REVIEW:
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Annexure ||

Pcsition

Techrigque
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Annexure Il

I Anatomica! sites on the extesnal genitalia of 8 mature I

PGS DTy

- Gyt o s

< Lrndwal mfon

- Labin ingfs

Labarr s

| — o Hygman
Pesans vimname —— —F ~
5 ;

BOX 1

Female genital anatomy and recommended
terminology

® Tho vaginal vestibule s the space in frort of tha fymenal membrane that is
anclosed by the laba minora. This is sometimas incorrectly refared to as the

introltus.

® feference to ihe hymenal opening should be made usng the term “hymenal

orifice” and not “introftus” In order 10 avold conhusion,

e Thafossa navicularls Is the concave area batween the posterior attachment
of the hymen to the vaginal wall and ihe postarior fourchette [of commissure),
o The posterior fourchette 5 the point where 1he labia minora mest postenarly
and fuse together. It Is only prosent aftar pubarty, thougn this torm Is often

opplied, albelt Incorrsatly, to pre-pubescent girls.

* The posterior commissure i the point where the kibia majora meel and fuse

together, Both bofora and aftee puberty,

Adopt=d from Guidelines for Medico-Legal Cara for victms of sexus| violence WHO 2005
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(11) Medico - Legal Report
Report can be sent in three ways.
1. Medico - Legal report (Health — 1135)
2. SAFE guideline report
3. Free style report

Medico Legal Report

A, Serial number

B. Case No

C. Court:

D.Date of Tral

E. Reference details:

a. MLEF number
b, Date of sue:
¢, Folice station/Court:

F. |dentification:

full name

Date of birth:

Age:

It date of birth s net known estimated age
Sex

Address

G. Preliminary detalls

Place of examination

Date and time of the sxamination:
Examination performead by:

The examinee was produced by:
Hospitat

Date and time of sdemission

BHT number:

Ward:

Data of review: (If reviewed)

H. Information about the Incident:

Skortreiavant history:

74



I, Physical examination:

General examination:

Systemnic examination: (if mdicated)

Wounds and scars:

Maental state;

1. Exasvination of genitalia; (where relevant)

K. Examination of the anus and perianal area: (where relevant)

L Medical investigations and results: (where relevant)

M. Referrads and review

N. Opinion:

0. Recommendations {where relevant)

F. Remarks (where relevant)

Signature of the Medical officer;
Name and qualfications:
Designation and place of work:
SLMC registration No:

Date: Mlace:
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(12) Important Interpretation Principles
Absence of Injuries Does NOT Exclude Sexual Intercourse
Possible due to
e Delayed presentation
Lubrication
Stretchable hymen
Lack of resistance
Intoxication

Gentital Injuries Alone Do NOT Prove Rape
“Rape” is a legal determination, not a medical diagnosis.
Confirmatory Evidence of Penile Penetration

e Spermatozoa in high vaginal swab

e Pregnancy

e Certain STIs

(13) Chain Of Custody

All samples must
e Be labelled correctly
Be sealed
Be documented
Include signatures
Be handed over properly to police/Government Analyst

(14) Confidentiality

All records and findings shall remain confidential and disclosed only to
e Courts
e Police
e Relevant medical professionals

(15) Documentation
Maintain:

e (Consent forms
Examination notes
Injury diagrams
Laboratory requests
Referral letters
MLR copies
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