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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 
• 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. 
• This SOP aims to: 

• Ensure proper medico-legal examination 
• Preserve forensic evidence 
• Provide compassionate victim-centered care 
• Assist administration of justice 
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• Maintain uniformity of practice 
 

(3) Scope 
This SOP applies to, 

• 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 
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(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 
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(7.2)  Equipment 
• SAFE kit /Rape kit 

 
 
 

• Gloves 
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• Sterile Swabs 

 
 
 

• Evidence Envelopes 

 
 
 

• Labels 
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• Paper bags 

 
 
 

• Camera (if available) 
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• Speculum (non-lubricated) 
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• UV light (if available) 

 
 
 
• Measuring Scale 
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• Blood collection tubes 
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• Documentation forms (MLEF – Medico-Legal Examination Form) 
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(8) Flow Of Medico - Legal Management of Sexual Assault (SAFE 

Guidelines) 
 

 
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, 

• MLEF issued by Police or 
• Court Order or 
• 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 

 



13 
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(9.3) Step 3 – CONSENT 
• Request informed written witnessed consent (IWWC) for 

o Examination 
o Sample collection 
o Photography 
o Colposcopy 
 

 
 
(9.4) Step 4 – HISTORY 
 

(9.4.1) History Before Incident 
Record, 

• Previous consensual intercourse 
• Menstrual history 

o Menarche/ Age of Menarche: 
o Last Menstrual Period 

• Contraceptive use 
• Obstetric history 

o Symptoms of pregnancy-Yes/ No 
o Number of children/type of deliveries 

• Past medical/ surgical history. 
o Hospitalization(s) with reasons Medications 
o Allergies 
o Disabilities (specify) 

• Mental health history 
• Drug/ alcohol use 
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(9.4.2) History of Incident 
Record, 

• Date, time, and place 
• Assailant details 
• 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 

• Bathing 
• Washing genitalia 
• Urination 
• Defecation 
• Brushing teeth 
• Changing clothes 
• Vomiting 
• Use of pads/tampons 

 
(9.5) Step 5 – OBSERVATIONS 

• Clothes disturbed or torn 
• Alcohol smell 
• Fearful behavior 
• Emotional state 
• Eye contact 
• Clothing condition 
• Distress 
• Crying/depression 
• Gait abnormalities 
• Physical discomfort 
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(9.6) Step 6 – PRELIMINARY INVESTIGATIONS 
 
(9.6.1) Photography 

• Photographs 
o Injuries 
o Bite marks 
o Clothing damage 
o Stains 

• Use 
o Scale/ruler 
o Proper lighting 
o Identification number 

 
(9.6.2) Radiology / Imaging 

• Arrange 
o X-rays 
o Ultrasound 
o CT/MRI if indicated 

 
(9.7) Step 7– CLOTHING EXAMINATION 

• Examine clothing before body examination 
o Document the following  

▪ Type of clothing 
▪ Tears 
▪ Stains 
▪ Disturbance 
▪ Missing buttons/hooks 

 
• 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 
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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 
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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 
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• Pack the brassier separately in the brassiere envelope 
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o Pack the underwear seperately in the underwear envelope 
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(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 

• General physical Examination 
o Vital signs 
o Height 
o Weight 
o Signs of intoxication 
o Nutritional status 

 
• 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) 
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▪ (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 
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(3) Threatening Injuries 
 

• Slap marks 

 
 
• Smothering injuries 
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• Strangulation marks 
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(4) Para-sexual Injuries 

 
• Hostile Bite marks (with teeth marks) 

 
 

• Love bites (suction petechiae without teeth marks) 
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• Suction petechiae 
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Evidence Collection from Body 
 
 Fingernail Swabbing/Scrapings 

• NOTE: Fingernail clippings are preferred. If patient refuses clippings, collect 
swabbing/scrapings. 

•  Remove folded paper from envelope and place, unfolded, on a flat surface 
• Hold patient’s left hand over the paper and gently clip the entire nail, allowing the 

clippings to fall on the paper. 
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• For swabbing, dampen a sterile swab from additional swab and swab under the 
nails. Place the air-dried swab in the folded paper. 
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• Then, pack in the fingernail scrapping/swabs envelope 

 
 
Oral Swabs 

• Collect for: 
o Semen detection 
o Saliva evidence 

 
• Carefully swab the buccal area and gum line. Be sure to collect the swabs 

from the upper and lower buccal areas and gum line, rotating the swabs during 
collection. 
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• Place the swabs in the swab box. Mark the swab box “Oral”. 
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o Now prepare a smear, air dry and  
o pack 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. 
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o Buccal Swab Brush 

  
 

 
o Cotton Buccal Swab 
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Head Hair Samples 
• NOTE: Collect a minimum of 10 Cut hair from various scalp locations. 
• Remove folded paper from envelope and place, unfolded, on a flat surface. 
• 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. 
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(9.8.2) GENITAL EXAMINATION 
Observe 

• Pubic hair 
• Labia majora/minora 
• Fourchette 
• Hymen 
• Vaginal wall 
• Cervix 
• Bleeding/discharge 
• Foreign materials 

 
Sample Collection 
 
Pubic Hair Combings 

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

 
• using the comb provided, comb the pubic hair in downward strokes to 

allow any debris or loose hairs to fall onto the paper. 

 
 

• Remove the paper from under the patient. 
• Place the comb in the center of the paper and refold so as to retain the 

comb and any evidence collected. 
• Note: hair for DNA testing is packed in folded paper and stored in 40 C 
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Pubic Hair Cut Samples 

 
 

• 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. 
• Collect minimum of 3-cut pubic hairs from various regions of the pubic area. 

 
• Pack in the pubic hair envelope 
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External Vaginal/ Swabs 
• Moisten swabs provided with a minimal amount of distilled water. 
• Holding the swab briskly swab the external genitalia, including along 

the folds. 
•  In a female patient, swab between the labia majora and the labia 

minora. Be sure to rotate the swabs during the collection procedure. 
 

 
 

• In a male patient swab the coronal sulcus, entire penis and scrotum. 
• The swabs should be air dried for at least 04 hours prior to packaging. Place 

the swabs in the box and mark “Genital / Penile”. 
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Internal Vaginal Swabs 

  
 

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

 

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

 

 
High Vaginal Swab 
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3. Endo Cervical Swab 
 

• Prepare the smear using the swab. 

 
 
Photo-micrograph of the smear showing sperms  
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• The swabs should be air dried for at least 04 hours prior to packaging. Place the swabs 

in the swab box and label “Vaginal.” 
 

   
 

Finally, pack in the vaginal swabs/smears envelope.  
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Hymenal Examination 
• Type of hymen 

• If <1-year girls -  
▪ 50% Fimbriated,  
▪ 50% Annular, 

 
• If >1-year girls – 

▪ (a) 10% Fimbriated Hymen (folded hymen) 
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 (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 it is assessed by the insertion of Fingers 

(1) <1 year- almost 100% closed 
.  
(2) Pre- pubertal- < 1 cm  
   a. cannot insert even 5th finger  

  
 

 
3. If Pubertal- about 1 cm  
   a. still cannot insert even 5th finger 
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4. Post pubertal- <1.5 cm  
 a. Now can insert only the 5th finger 

 
 
 

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

 
 
Also assess the following also 

• Fresh/healed tears 
• Tenderness 
• Redness 
• Swelling 

 
Important Interpretations 

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

 
• 1. Bumps or tags of the Hymen 
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2. Attenuation of the Hymen 

  
 
 
3. Cleft or notch of the Hymen 
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• Complete Hymenal Tears- interpretation  
Tear extends to vaginal wall 
1. Anterior half tears - congenital folds > traumatic tear  

 
2. Posterior half tears - traumatic > congenital 

 
 
 

• Fresh Tears 
• Old Tears 

 
(9.8.3) ANAL EXAMINATION 
Observe 

• Perianal area 
• Anal opening 
• Anal canal 
• Lubricants 
• Blood 
• Semen 
• Reflex anal dilatation 
• Injuries/scars 
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Collect - Anal swabs 
1) External Anal Swab 
2) Internal Anal Swab – to prevent contamination with external samples use 

non-lubricated proctoscope. 
 

 
• 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. 
•  The swabs should be air dried for at least 04 hours prior to packaging. Place the 

swabs in the swab box and check mark “Anal”.  
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• Then, pack in the rectal swabs/smear envelope 
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(9.9) Step 9 – LABORATORY TESTS 
1. Saliva- screening for alcohol 

Saliva Alcohol Test (QED) - Quantitative evaluation of alcohol  
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1. Blood For Quantitative Analysis 

(a) Alcohol & Toxicology- GREY tube with (K oxalate and Na fluoride) 
  Blood (10 ml) 
  in the last 4 days. 

 
  

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

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

 
  

Purple Tube 

Red Tube 
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2. Urine – for Screening - 12 Drugs + Alcohol (Methyl Glucuronide) 
 
Multi-Drug Screen test Kit 
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3. Urine- screening for alcohol-Qualitative analysis 
o If taken within 96 hours (4 days) 
o 50 ml 

  
 
Pack in Polythene bags 
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4. Pregnancy test 

 
 
 
5. STI screening 
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• 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 
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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 
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(9.13) Step 13 – REPORT PREPARATION & GIVING OPINIONS 
Prepare 

• MLEF documentation 
• Medico-Legal Report (MLR) 

 
Opinion Should Include 

• Nature of injuries 
• Mechanism of injuries 
• Age of injuries 
• Consistency with history 
• Evidence of penetration 
• Evidence suggestive of intercourse 
• Laboratory findings 
• Toxicology findings 
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(10) Format for collecting Medico-Legal information in alleged 

sexual abuse including diagrams  
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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 
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(12) Important Interpretation Principles 
• Absence of Injuries Does NOT Exclude Sexual Intercourse 
• Possible due to 

• Delayed presentation 
• Lubrication 
• Stretchable hymen 
• Lack of resistance 
• Intoxication 

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

• Spermatozoa in high vaginal swab 
• Pregnancy 
• Certain STIs 

 

(13) Chain Of Custody 
All samples must 

• 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 

• Courts 
• Police 
• Relevant medical professionals 

 

(15) Documentation 
Maintain: 

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