Responding to
child sexual abuse

disclosure

Abstract: In cases of child sexual abuse (CSA), NPs are faced
with a variety of options dictated by community, agency, and
individual resources. This article looks at victim-centered
care from current guidelines and offers resources for clinical

practice decision making when responding to CSA disclosure.

By Carolyn M. Dolan, MSN, JD, FNP-BC, PPCNP-BC and
Micki S. Raber, MSN, FNP-BC, PPCNP-BC

hild sexual abuse (CSA) is a grim yet relevant

topic in NP practice. Because of its correlation

with preventing further abuse and decreasing a
child’s self-blame, early disclosure is always encouraged.!
This article aims to improve understanding of the role NPs
potentially play in responding to victims of CSA and their
parents or caregivers after disclosure. Effective care begins
with acknowledgment of CSA as a uniquely challenging and
specialized area of trauma.

The extent of NP involvement in caring for victims of
CSA hinges on the depth of knowledge, experience, and skills
they possess. NPs must determine if they are adequately
prepared with the education, training, and requisite skills
to safely and competently care for victims of CSA.

Perspective
Disclosure is a vital first step toward recovery; without it,
there is no hope for change. CSA disclosure is “bad news,”
but it is also a gateway toward a better outcome. It elicits
intervention as CSA begins to lose power over the child and

his or her family. The perpet!ator is identified, an investiga-
tion begins, and the child is protected. Hope “arises” to lift
the child and family from the abyss of the secret. Ideally,
even the perpetrator receives treatment.

Disclosure starts a chain reaction process in motion. The
trajectory of an otherwise unfavorable if not devastating
outcome is changed. Disclosure may save the child’s life.
Ideally, every healthcare intervention beyond disclosure is
mindfully orchestrated with the best interest of the child
at the center. Every action taken is done with the ultimate
healing of the child in mind.

Experts currently favor a multidisciplinary team (MDT)
approach, although in some communities, a team of profes-
sionals may not be available. The NP may assume multiple
roles depending on local resources, such as an autonomous
forensic examiner or a supportive assistant with law enforce-
ment and Child Protective Services (CPS). For purposes
of this article, the MDT may include references to a child
advocacy center (CAC), a family justice center (FJC), or a
sexual assault response team (SART).?
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Responding to child sexual abuse disclosure

How is CSA disclosed?

Disclosure of CSA may occur in the following ways:

o The child discloses the abuse.

e The parent(s) or caregiver(s) access healthcare because of
a suspicion or actual knowledge that CSA has occurred
(discovery of the child with the perpetrator, hearing
rumors of day-care/babysitter abuse, or observing an
attempted assault, pornographic solicitation, or kid-
napping).

e A medical forensic exam is requested by another agency
(judiciary, law enforcement, CPS, or the Department of
Health and Human Services).

o CSA is discovered by the examiner incidentally while the
child is being seen for another reason (for example, an
infant presents with vaginal discharge and her urine is
positive for chlamydia and gonorrhea).

Children are at risk for multiple forms of violence (much
of which goes unreported), and CSA is one of many forms
of victimization. Promoting disclosure through education
and prevention (of revictimization) leads to more favorable
outcomes, namely arrest and prosecution, but also family
intervention. Disclosure of CSA should result in:
® assessment
e activation of an MDT response
e victim protection
e a thorough investigation, including identification of the
perpetrator
professional intervention

follow-up.?

Discussing CSA disclosure with the nonoffending parent
or caregiver (the nonoffender) is a formidable task. Often,
the perpetrator is someone known, loved, and trusted by
the family; the news shatters confidence on multiple levels,

resilience. CSA may not be disclosed until the perpetrator
is deceased. A disclosure of CSA often comes after another
victim exposes abuse by the same perpetrator. The triggering
of remembrance or revictimization by the second victim
may precipitate the first victim to break his or her silence
and come forward in support of the first victim and together
seek prosecution.

When the nonoffender accesses healthcare in a coura-
geous first step to protect the child, the NP should offer
praise and acknowledgment of this difficult act.

The Child Abuse Prevention and Treatment Act defines
sexual abuse within the context of child abuse and neglect
as “any recent act or failure to act on the part of a parent or
caretaker, which results in death, serious physical or emo-
tional harm, sexual abuse or exploitation, or an act or failure
to act, which presents an imminent risk of serious harm.*”
State law may define it by more specific statutory language

» <

such as “sexual activity to provide gratification,

»

tion or incest,

molesta-
statutory rape,”
or other sexually exploitative activities, including human
trafficking.*

The impact of CSA is often lifelong, producing physi-
cal, emotional, and social conditions such as posttraumatic
stress disorder (PTSD). All children are at risk for low self-

esteem, aggressive behaviors, shame, guilt, and fear following

» <

prostitution,” “voyeurism,”

CSA, but younger children are at a heightened risk for later
attachment and abandonment issues. Studies of adolescents
suggest a correlation with CSA and difficulty in developmen-
tal progress in terms of social interaction, school attendance
and performance, instability in later relationships, and en-
counters with law enforcement. Higher rates of depression
and a host of maladaptive behaviors related to CSA include
suicide, self-mutilation, and eating and sleep disorders.

Experiencing multiple victimizations of

Children are at risk for multiple forms of
violence (much of which goes unreported), and

CSA is one of many forms of victimization.

different kinds (polyvictimization), es-
pecially in females, places these children
at greater risk for unplanned pregnancy
and illicit drug use.>>*

CSA is divided into emergent,

urgent, and nonurgent categories

producing intense pain and potential violence. The nonof-
fender may feel guilty or irresponsible for not protecting the
child. Cultural differences may impact nonoffender response
in a way that devalues or blames the child, placing him or
her at even greater risk.

CSA is a complex injury because it is usually commit-
ted by a person that the child deeply trusts, fears, loves,
respects, or depends upon for nurturing, guidance, and se-
curity. It may go unreported for years until the child reaches
a place of personal strength (sometimes adulthood) and
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depending on the immediacy of the
victim’s physical needs.” Triage determines acuity, which
determines the order of treatment and events. If CSA dis-
closure is associated with a recent event, it should be tri-
aged as an urgent encounter requiring prompt treatment,
unless there are acute signs of physical trauma necessitating
immediate attention. If the CSA disclosure occurs well
after the immediate event and there are no acute sign (s)
of trauma at presentation, it would reasonably qualify as
nonurgent. NPs should always follow the principle of “start
by believing.”®
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Responding to child sexual abuse disclosure

For safety purposes, once CSA is disclosed, the child
and the nonoffender should be separated from the
perpetrator, if possible. Once immediate security measures
are met, including activating the MDT and/or notifying
law enforcement, the child and nonoffender should be
assured that they will be kept informed of all aspects of
the process. CSA is reportable in every state.

Unless there are immediate physical needs, the manda-
tory reporting procedures of the state are explained, includ-
ing what the child may have said (or displayed) to indicate
that a forensic exam is necessary. An informed consent
for treatment may have been signed by the nonoffender
(particularly in an emergency or urgent care setting) but
if not, it should be obtained.’

Helping the victim ARISE

The education and ability needed to deliver this type of “bad
news,” initiate legal protection of the child, separate the per-
petrator from the child, provide family support, direct the
nonoffender to community resources, and collaborate with
other members of the healthcare team require an in-depth
understanding of multiple intersecting factors of a complex
psychosocial situation. Some communities may not have
available resources, including a CAC, SART, or FJC, and
the NP may have to provide care after disclosure without
adequate professional preparation to include family-focused
multidisciplinary, collaborative, organized, and specialized
care.

To assist NPs in remembering key aspects of victim-
centered care, the authors developed an “ARISE” acronym
that outlines essential interventions from initial assessment
to long-term follow-up incorporating current guidelines. It
stands for Assessment and activation, Reporting and refer-
rals, Information and informed consent, Safety and the
sexual assault medical forensic exam for pediatrics (SAMFE-
P), and Education and empowerment (see ARISE).

A: Assessment and activation

Calmly separate the child from the perpetrator and se-

cure the area. Keep the nonoffender and the child together

throughout the interview and assessment. Ask the following
questions: Why did the child access healthcare? What is the
chief concern? How was CSA disclosed? What level of care
is indicated? Are there immediate security issues? Is the
perpetrator present? What is his or her demeanor?

Follow these principles:

e Remember that children cannot give consent. Never blame
the child by doing or saying anything to cause guilt or
shame.

o Refer to the child as a victim or survivor and not an “al-
leged” victim. The term alleged implies doubt, damaging

www.tnpj.com

ARISE

A Assessment of the situation, and activation of the
MDT (if available)

R Reporting and referral to proper agencies
I Information and informed consent
S Safety and SAMFE-P exam

E Education and empowerment

rapport and violating the first principle of care, which is
to start by believing. Telling children that no one believes
them is a perpetrator tactic.

e Use accurate terminology. Be clear and absolute in lan-
guage. Use the term rape, not sexual conduct, intercourse,
or relations.

Assess family dynamics. There may be an overt reaction
to “loss” similar to other traumatic events. Be prepared
for extreme emotional displays.

Model support. Emphasize that CSA is never attributable
to the victim’s behavior.

Keep the child the core priority.

Help the family understand its role, as victim support is
critical to recovery.!

Sexual trauma history. Collecting a sexual trauma his-
tory is different from a medical history and requires spe-
cialized knowledge. Obtaining a sexual trauma history will
not likely fit neatly into the eight variables for symptom
analysis at the first interview. Nurses who are Sexual As-
sault Nurse Examiner-Pediatric (SANE-P) certified are
specialists in the field of obtaining CSA forensic evidence,
including a sexual trauma history. This history precedes a
sexual assault medical forensic exam unless physical needs
are emergent.

In regards to prosecution, the sexual trauma history
(not the exam) is the single most important component of
evidence. Because victim-centered care avoids repetitious
interviews, law enforcement often utilizes the history that the
NP has obtained. The NP may not have all the details/answers
available for the nonoffender’s questions at this phase, and it
is important to prepare the family for a potentially lengthy
process that should include family counseling.>!! The child
is encouraged to disclose information at his or her own pace
and to continue to disclose additional information at a future
time as needed.

Counseling, education, and referral to other services are
dictated by the level of care, and while vital to overall heal-
ing, may be placed on hold if the child’s immediate physical
health is in danger. If CSA occurred in the distant past and
there is no expectation of physical findings of trauma or
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Responding to child sexual abuse disclosure

DNA evidence, the sexual assault medical forensic exam
may not be done immediately but should be scheduled later
through the local CAC or FJC.

The rationale for delaying or omitting the sexual as-
sault medical forensic exam should be explained to the
nonoffender. Priorities of care are indicated by the child’s
individual needs. Continued emotional support, counseling,
and education are important and may be directly provided
by the NP or shared collaboratively.'»"

CPS, collaboratively with other MDT members (FJC,
SART, or CAC), assists the NP in making the correct next
step, including whether a sexual assault medical forensic
exam (utilizing a sexual assault evidence collection kit [also

Studies regarding childhood memories of CSA, recan-
tation of abuse, and embellishment by children dispel no-
tions that children exaggerate, falsely accuse perpetrators, or
imagine CSA. Children may, out of fear or concern for their
families, themselves, or even the perpetrator, be influenced
to alter the account of CSA. Notably, the child’s testimony,
alone, is considered evidence.'*"’

When the NP understands the far-reaching effects of
CSA beyond physical harm, he or she is better equipped to
educate the child and nonoffender. Even when no physical
signs of CSA are apparent, there is often deep psychologi-
cal harm to the child and family. The nonoffender must be
informed that emotional, behavioral, and developmental

signs are common and more difficult

v 5 The child is encouraged to disclose information

[ - 8 . . .
at his or her own pace and to continue to disclose
additional information at a future time as needed.

to identify and manage than physical
problems.

Damage to the psyche as evidenced
by difficulties faced later by the child in
establishing trusting friendships, secur-

ing emotional attachments, and/or de-

known as a rape kit]) is useful following CSA disclosure.
Decisions concerning referrals for further medical and
psychiatric care and whether the child should be moved
to foster care are based on the best interest of the child.
All care decisions should be explained to the child and
the nonoffender."

The nature of CSA disclosure (like the trauma it pro-
duces) is unlike other injuries. CSA rarely occurs contem-
poraneously with the first incident but more commonly
“leeches out” over years. The account shared initially is often
not the full narrative, but only part of it. A complete history
often emerges over time.'"*> With education and support,
the NP assists the child and nonoffender in understanding
childhood memory concerning traumatic events and cop-
ing. The NP also educates the nonoffender about childhood
remembering of trauma.

Assessing the impact of trauma. One of the strengths of a
trauma assessment is its ability to apply concise methodol-
ogy for obtaining intensive data and deriving a diagnosis
based on an in-depth review of past and present needs,
signs, symptoms, and behaviors, including coping skills and
strengths. Because children divulge history incrementally,
some have debated their credibility (for example, false
accusations) regarding recanting of testimony. Providing
information to the family increases awareness and accep-
tance of childhood remembering and reinforces emotional
recovery. Explaining that a series of interviews may be
needed for the child to “let out” the full story of CSA pre-
pares everyone for long-term counseling and helps set
realistic expectations.'*"

22 The Nurse Practitioner * Vol. 42, No. 12

veloping rich, fulfilling sexual relation-
ships may be devastating. Successfully identifying the needs
and strengths of the child and nonoffender, determining the
depth of psychological trauma and risk for PTSD, assessing
the family dynamics, and developing a plan of care are best
accomplished if there is an operational MDT that focuses
on child advocacy.?'#%

Activation. The NP should identify the strongest avail-
able resources in the community for CSA response and
activate them as early as possible. The multiple aspects
of intervention and continued follow-up are explained
as simply and succinctly as possible, emphasizing that
recovery usually takes a long time and works best when
shared as a family journey and not something the child
does alone.

When the community has an MDT, the victim’s advo-
cate is introduced to the child and family early, often in the
clinical setting. This trained professional is able to establish
rapport, follow the case, and meet regularly with the child
and family. The advocate also attends counseling; arranges
legal and other follow-up sessions via the CAC, FJC, or other
agencies; and provides services such as transportation assis-
tance and sibling childcare while the child and nonoffender
seek counseling. Communities may have a CAC, FJC, SART,
or CPS available through state health and human services
agencies, and data support their value and success over
traditional approaches.>'

R: Reporting and referrals
Mandatory reporting. Once the child’s safety is ensured de-

pending on the extent of risk (which may include placement
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Responding to child sexual abuse disclosure

under the state’s protection), activation of the MDT occurs.
Fulfilling the axiom of care, “first to know, first to respond,
first to report,” mandatory reporting to law enforcement
and/or referring the case to CPS is a priority.

Unexplained injuries, inconsistent history, and other
high-risk factors may offer clues of abuse even prior to or
without disclosure, requiring reporting. The nonoffender
is informed and reassured that CSA falls under mandatory
reporting guidelines (an exception to the Health Insur-
ance Portability and Accountability Act). As mandatory
reporters, the NP receives immunity as a good faith re-
porter.?”?! Referrals are individualized to the child and
the circumstances.

I: Information and informed consent
Informed consent is the standard of care for all aspects of
treatment and procedures because it allows the patient to
be the central decision maker. In CSA, informed consent
(which is not mandatory because the child is a minor and
protected by statutory mandates) is recommended. Once the
mandated report is made, the remainder of the encounter
pertains to meeting medical needs, making referrals, answer-
ing questions about CSA, offering resources for follow-up,
and addressing any other patient concerns.
Communicating with the nonoffender regarding all
treatment actions is vital. Even in the midst of intense clini-
cal decision making and professional multitasking, the NP
continues to explain all care measures to the victim and
nonoffender. Alleviating anxiety through open dialogue
reassures the child and family that they are safe and secure.

S: Safety and the SAMFE-P

Following the SPIKES protocol (see Understanding the
components of the SPIKES protocol), the NP ensures privacy,
provides information succinctly, and notices the emo-
tional response of the child and nonoffender. Throughout
the encounter, the child and nonoffender are given brief,
simple, developmentally appropriate explanations in easily
understandable terminology in regards to all procedures.
A strategy for follow-up is summarized with the child and
family. Parents of school-aged children and adolescents
may want to communicate with educators in the follow-up
phase to ensure that the child has plenty of adult support
at school.

If there is a sexual assault medical forensic exam, the NP
allows the child to make choices and have as much control
over the environment as possible. Complete honesty and
approachability with the child help build rapport.’®* For
example, the NP may ask simple questions such as “Do you
have a dog?” or “Do you like to go to school?” The child is
allowed to choose where to sit on the exam table and handle

www.tnpj.com

Understanding the components of the
SPIKES protocol

The SPIKES protocol is a tool reflecting an effective meth-
odology for communicating bad news. The protocol was
initially developed by Dr. Walter Baile and his colleagues
at the University of Texas M.D. Anderson Cancer Center
and the Toronto-Sunnybrook Cancer Center with an aim
to provide a systematic framework for oncology profes-
sionals, including those in training.

In the years following, the protocol was adapted to other
health specialties and professionals, studied extensively, and
refined only slightly. It continues to offer a cogent, sensitive,
patient-first approach in communicating bad news and has
utility in situations such as CSA disclosure.

S Setting (Make it private): At multiple points along the
spectrum of CSA, “bad news” may need to be com-
municated.

P Patient’s perception (primary): Make the encounter
patient centered. Determine the patient’s comprehen-
sion of the CSA event(s) and traumatic injuries based
on age/developmental stage.

I Invitation (The patient has control): The NP allows the
patient to guide communication. By “inviting the clini-
cian to the conversation,” the patient conveys trust in
the NP to receive information.

K Knowledge: Use easy-to-understand terminology.
Medical vernacular should not be used, as it is likely
to be misunderstood. Speak in plain language to both
the nonoffender and the child.

E Emotional response/empathy: Observe and consider.

S Strategize the future: Wrap-up and do not rush it.

Source: Baile WF, Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP.
SPIKES-a six-step protocol for delivering bad news: application to the patient
with cancer. Oncologist. 2000;5(4):302-311.

Used with permission.

some of the nonthreatening equipment (for example, a
tongue blade) while the NP explains how it is used. Each
step of the exam is discussed simply.

What occurs at every stage of the exam should be de-
scribed in age-appropriate language at a slow and steady
pace that promotes calmness and trust. Statements such as
“This is what is happening now,” “This soft swab is going
to touch your skin,” or “Someone is coming to help your
family” should be utilized. When discussing the situation,
the NP should speak to the nonoffender and the child
together, explaining and repeating instructions if needed.
Explanations should be succinct and frequent: “This is
going to take a few minutes,” “I am going to ask some
questions,” “Would you like me to call someone to look
after the other children?”

CSA disclosure presents in various ways, from horren-
dous trauma including the death of the child to discovery
by an incidental comment from the victim or nonoffender
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Responding to child sexual abuse disclosure

during an otherwise routine encounter. The reason for
seeking healthcare may involve a different chief concern
(for example, bedwetting or vaginal itching). Once CSA
is disclosed, current treatment guidelines recommend
that any victim of CSA be offered a sexual assault medical
forensic exam by a special trained SANE-P, physician, or
other provider who is qualified to perform pediatric foren-
sic exams.'*'> When the NP is providing medical care, the
determination about whether or not to perform a forensic
interview and/or sexual assault medical forensic exam may
fall on his or her judgment. If a forensic exam provider is not
available, the child should be referred to the closest center
where the exam can occur.

A sexual assault medical forensic exam may include the
collection of specimens of body fluids and smears, as well as
photo documentation of signs of injuries, or the lack thereof.
It may involve the use of colposcopy. All documentation,
including lab test results, is preserved as evidence for trial.
Strict adherence to the chain of evidence applies to the han-
dling of all documents and specimens. Generally, a sexual
assault medical forensic exam occurs within 24 hours after
CSA, particularly in younger children, but in adolescents if
the CSA occurred within the past 72 hours the exam may be
done (longer in some regions or if it is thought that DNA
evidence may still be available).™ The child is also assessed
for emergency contraception, postexposure prophylaxis for
sexually transmitted infections (STIs) including HIV, and
treatment for other injuries.

Physical findings may not always support a diagnosis
of CSA and are not essential. The physical forensic exam
may appear normal and forensic testing may or may not
reveal signs of sexual contact. DNA collection may be

SANE-P, NP, or physician may be called in to conduct the
forensic interview and sexual assault medical forensic exam,
or the child may be referred to another facility or CAC, FJC,
or center where a SANE or trained sexual assault physician
examiner can continue care.

The NP should explain CSA as a unique form of trauma
exacting a unique toll on the physiologic processes of the
mind and body. Normally when the body perceives a life-
threatening event, homeostasis is interrupted, and a se-
ries of events occur as the body redirects metabolic energy
to conserve and preserve the system. CSA disrupts stress
regulation, causing the body to remain in a state of hyper-
vigilance experiencing panic for prolonged times, often
precipitated by benign events (a car backfiring, an image on
the TV, a barking dog, a smell, a sound, or a room). Victims
of CSA who experience disordered remembering may also
suffer a disordered stress response activation and chronic
imbalanced homeostasis, all factors that play a role in the
development of PTSD.'®" A complete medical exam should
be offered to all victims of CSA to ensure that there are no
other undiagnosed conditions.'**

The physical exam. If the child presents to the primary
care provider with significant injuries, the medical exam is
done to diagnose and triage traumatic injuries. The exam
provides objective data as to whether the child has sustained
a life-threatening injury and needs emergency care (if not
an emergency facility). The exam is also used to evaluate
the child’s general state of health and to inspect for gross
injuries (old or new) and other medical conditions that need
prompt attention, treatment, or referral. It enables the NP to
assess for developmental, psychological, emotional, or be-
havioral signs or symptoms not correlated with the age and

stage of the child that may need further

no other undiagnosed conditions.

to all victims of CSA to ensure that there are

evaluation, consultation, or referral for

A complete medical exam should be offered intervention. It provides an opportu-

nity for the NP to determine whether
a sexual assault medical forensic exam
will be necessary.

If a sexual assault medical foren-

difficult to obtain, especially after a few days. If CSA oc-
curred recently (less than 72 hours to 1 week), DNA may
be obtainable by forensic collection.™ If DNA is secured,
there is a better outlook for the prosecution. This is an-
other reason to encourage children to speak up and get
help as quickly as possible.

The NP reviews the steps that have occurred, clarify-
ing as needed. Commonly, there are questions regarding
reporting requirements, informed consent, and CPS. If the
NP has little or no training in CSA victim care, his or her

role may be supportive after activation of the MDT. The

24 The Nurse Practitioner * Vol. 42, No. 12
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sic exam is needed and cannot be per-
formed on site, the child is referred to a center where it
can occur. In addition to important forensics, the medical
exam may reveal hidden medical conditions that are un-
addressed and may or may not be urgent (developmental
delay, dental follow-up, need for surveillance). Untreated
medical conditions may support a finding of medical ne-
glect or may be incidental. Other forms of abuse may be
identified as well. Explanation of planned testing, results,
and ongoing support are imperative. Providing care to
victims of CSA has become increasingly more specialized
and includes standardized training, certification, and a
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Responding to child sexual abuse disclosure

competency-based clinical preceptorship with experienced
providers and peer review. The medical provider, regardless
of degree, should have formal education in CSA evaluation
as well as clinical experience in the treatment of STIs.!*!®
Therefore, an examiner who lacks proper qualifications as a
CSA forensic examiner should refer a victim for specialized
care as the appropriate course. Explaining the rationale for
referral to the nonoffender ensures that a forensic exam
can be provided safely and without further delay.

E: Education and empowerment

Victim and family education. After the interview/exam, care-
fully review the findings with the nonoffender, being aware
that a good deal of education may be needed. Often there
is confusion as to what a forensic exam can and cannot de-
termine that should be clarified. The child will likely receive
follow-up through the community CSA or similar agency
where in-depth crisis intervention, family, and mental health
counseling will be ongoing. These expectations should be
explained, explored, and encouraged.

When CSA is approached by the MDT with each mem-
ber having a select role, the NP’s chief function is often that
of forensic examiner. Because the advocate, family coun-
selor, life coach, case manager, or social worker may develop
a stronger rapport with the child, one of these members may
assume a dominant role in providing emotional support
and service resources. Some professionals, including NPs,
are able to work with the child and family over time and
throughout the process of recovery, reintegration of the
family, and litigation (which may take years). NPs should
be adequately prepared for a role in long-term care of the
child and his or her family. Their competencies and/or
subspecialties as well as limitations in caring for the CSA
patient should be disclosed early in the patient-provider
relationship. NPs must determine if their individual edu-
cational preparation, position, and skillset are proficient for
ongoing supportive care prior to assuming a counseling or
long-term advocacy role.

It is important that NPs work collaboratively with ex-
isting resources in their individual communities to avoid
duplication of services. Caregiver satisfaction and support
for CACs is overall positive, and these agencies are generally
preferred. By openly discussing and explaining the role of
the NP and providing information and support, the child
is empowered toward a successful recovery.

Conclusion
Without proper education and training, an NP may pre-
vent a victim of CSA from receiving the help he or she
needs. Disclosing CSA prompts access to care and is linked
to revictimization prevention. Child and parental educa-
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tion initiatives that empower children to prevent victim-
ization/revictimization through early disclosure should be
widespread. Communities are challenged to be proactive
and prepared by having teams of professionals trained
in evidence-based programs in prevention awareness,
personal boundary training, conflict resolution, effective
parenting, and sexual assault to assist children and families
at all stages, from acute injury to recovery. It is crucial for
every member to collaborate with all agencies, particularly
school systems, that interact with children regularly and to
support communities to develop MDTs.?

When CSA is disclosed, much has changed in the child’s
and family’s lives. Many losses have occurred and potential
harm follows the child into adulthood. A chain reaction of
medical and legal events involving an MDT is activated. The
team assists the family in a complex process that lasts for
years. The child, depending on the extent of risk, may have
been removed to foster care. The family will experience a
number of inquiries, assessments, counseling sessions, and
interventions. Utilizing principles of privacy, information
sharing, and encouragement promoted by models such
as the SPIKES protocol and following practice guideline
reminders prompted by the ARISE acronym, NPs can con-
fidently individualize a plan of care for the victim following
CSA disclosure.

Children are known to be resilient survivors. Hope for
healing and recovery cannot begin without disclosure. Treat-
ing CSA including responding after disclosure requires NPs
of specific educational preparation with necessary skillsets
to support victims/families, provide adequate education and
counseling, competently obtain sexual trauma histories, and
perform sexual assault medical forensic exams, including
prophylaxis and treatment of infections. In addition, NPs
must be able to collaborate with MDTs and be available to
follow CSA cases through the legal system.

While the news of CSA is bad, its disclosure is also the
first step toward a better future for its victim. No parent
wants to be informed of CSA or have suspicions confirmed.
However, if CSA remains hidden, it continues. When it is
disclosed, treatment begins and hope arises. @
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