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Examination and Documentation of Sexual Violence 

Documenting Guidelines 

 

Health workers have a professional obligation to record the details of any consultation with a 

patient. The notes should reflect what was said (by the patient, in her own words) and what 

was seen and done (by the health worker). In cases of alleged sexual abuse, the taking of 

accurate and complete notes during the course of an examination is critical for the following 

reasons: 

 As medical records can be used in court as evidence, documenting the 

consequences of sexual violence may help the court with its decision-making as well 

as provide information about past and present sexual violence. 

 Documenting that a patient has been a survivor of sexual violence will alert other 

health care providers who later attend the patient to this fact and so assist them in 

providing appropriate and sympathetic follow-up care. 

 Documentation can provide administrators and policy-makers with an estimate of 

the incidence and prevalence of sexual violence that can be used to guide 

decisions about allocating  

 

How and what should be documented? 

Mechanisms for documenting consultations include hand-written notes, diagrams, 

body charts and photography. Some states or local authorities provide standard forms or 

programs for recording the details of medical consultations. Some states or local authorities 

provide standard forms or programs for recording the details of medical consultations. A 

sample programs has been prepared by WHO (see WHO Handouts). 
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In sexual abuse cases, documentation should include the following: 

- demographic information (i.e. name, age, sex); 

- consents obtained; 

- history (i.e. general medical and gynecological history); 

- an account of the assault; 

- results of the physical examination; 

- tests and their results; 

- treatment plan; 

- medications given or prescribed; 

- patient education; 

- referrals given. 

In the interests of patient safety, health workers are advised not to make a note of the 

names, addresses or telephone numbers of any shelter or safe houses given to 

the patient. It is usually sufficient to make an entry in the records to the effect that, “Patient 

was given referrals for emergency shelter and counseling”. 

 

Documenting cases of sexual abuse: a check-list for health workers 

- Document all pertinent information accurately and legibly. 

- Notes and diagrams should be created during the consultation; this is likely to be far 

more accurate than if created from memory. 

- Notes should not be altered unless this is clearly identified as a later addition or 

alteration. Deletions should be scored through once and signed, and not erased 

completely. 

- Ensure that the notes are accurate; deficiencies may cast doubts over the quality of 

the assessment. 

- Record verbatim any statements made by the survivor regarding the assault. This is 

preferable to writing down your own interpretation of the statements made. 

- Record the extent of the physical examination conducted and all “normal” or relevant 

negative findings. 

 

 

Source: WHO Guidelines for Medico-legal Care of Victims of Sexual Violence, page 94 to 96 

More information: Handout/Documents in WHO Guidelines for Medico-legal Care of 

Victims of Sexual Violence, page 107 to 128 


