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Suspected Sexual Abuse 



An evidence-based guideline that decreases unnecessary variation and helps 
promote safe, effective, and consistent patient care.

What is a Clinical Pathway?



• Create standardization of clinical care for suspected sex assault/abuse

• Direct appropriate history gathering from the child and family 

• Properly identify who should have forensic evidence collections kits performed 
and how to execute evidence collection appropriately

• Help providers to think about the medical, forensic, safety and mental health 
components required when caring for a child of suspected sex assault or abuse

• Ensure appropriate Department of Children and Families (DCF) reporting

• Link the child to appropriate medical follow up 

• Serve as a guide for medical providers who are determining if a child needs to 
be sent to the children’s emergency department 

Objectives of Pathway



• Create standardization of clinical care for suspected sex abuse/assault 

• Help providers to think about the medical, forensic, safety, and mental health 
components required when caring for a child of suspected sex assault or abuse

• Serve as a guide for outpatient medical providers who are determining if a child 
needs to be sent to the CT Children’s emergency department or not, thereby 
decreasing unnecessary ED visits or transfers from outside hospitals 

• Direct appropriate history gathering from the child and family 

• Properly identify who should have forensic evidence collection kits performed 
and how to execute evidence collection appropriately 

• Ensure proper STI testing and treatment is provided in the correct 
circumstances, based on CDC guidelines

• Ensure appropriate Department of Children and Families (DCF) reporting

• Link the child to appropriate medical follow up

Why is the Pathway Necessary?



Background

This pathway was developed 
to guide decision making and 
assure that medical, 
forensic, and safety 
concerns are 
simultaneously addressed 
when a child presents with a 
concern of sexual abuse or 
assault.

The medical care needed depends on the:

• Age of the child

• Type of sexual contact

• How recently the sexual contact occurred

• The age of the alleged perpetrator

• Symptoms 

• Medical findings on exam

In addition to medical care the following must be 
addressed:

• Need for forensic evidence collection 

• Alerting the proper authorities

• Determination of safe discharge planning

• Mental health needs of the child and family 



Background

674,000 substantiated cases of child 
maltreatment in the U.S. in 2017
o 74.9% - neglect

o 18.3% - physical abuse

o 8.6%  - sexual abuse

Some forms occur in combination



In Connecticut

• According to the Child Maltreatment report of 2017, there 
were 8,442 victims of maltreatment
o401 involved sexual abuse/assault

• Since 2008, there have been over 1,000 children between 
the ages of 2 and 18, referred for CSEC (Commercial 
Sexual Exploitation of Children)
oSince 2016, there have been over 200 cases/year of CSEC



Sexual Assault is a one-time event, 

is often violent and the perpetrator is 

often a stranger or same-aged peer 

Sexual abuse of a child is ongoing, 

often non-violent, and is often 

performed by a known adult 

caregiver or older child

Sexual Abuse vs Sexual Assault

Finkelhor 2014 Journal of Adolescent Health



When to Consider Sexual Abuse/Assault

• A child makes a disclosure of sex assault or abuse

• When another person witnesses sex assault or abuse

• When a child has symptoms of, or a diagnosis of, a sexually transmitted 
disease or is pregnant

• When there are signs of anogenital trauma on exam

• When a caregiver expresses concerns of sex assault or abuse 



The Most Common Finding in a Sexual 
Abuse Evaluation is…

A NORMAL  EXAM



Why Are Sexual Abuse Exams Usually 
Normal?

 Genital and anal structures heal rapidly and completely

 Genital and anal structures are elastic, allowing for penetration 
without injury

 Many sexually abusive acts do not involve injury

 Delayed disclosure results in loss of physical exam findings



This is the Suspected Sex Abuse Clinical 

Pathway. 

We will be reviewing each component in the 

following slides. 



Any child with suspicion of sexual assault or 

sexual abuse should be included.

If there is any suspicion for physical abuse, also 

refer to the care on the Suspected Physical 

Abuse Clinical Pathway. 

Inclusion Criteria: child of any age with concern for sexual assault/abuse (If clinically relevant, refer to the Suspected Physical Abuse Pathway)

Obtain the history (Important: refer to Appendix A):
 First with caretaker alone (leave child with staff)
 If the WHO, WHAT, WHEN is not clear, and child >3 yr old, interview child without caretaker (bring observer) 



Inclusion Criteria: child of any age with concern for sexual assault/abuse (If clinically relevant, refer to the Suspected Physical Abuse Pathway)

Obtain the history (Important: refer to Appendix A):
 First with caretaker alone (leave child with staff)
 If the WHO, WHAT, WHEN is not clear, and child >3 yr old, interview child without caretaker (bring observer) 

The first step is to obtain the history.

Please see Appendix A for history-taking instructions.

• If WHO, WHAT, WHEN are not clear, if possible, 

briefly interview child without caretaker. 

• Have another hospital staff member observe the 

interview. 

• If the child will not separate from the caregiver, do 

not interview the child. 



Gathering the History:

First: Leave the child with staff, when possible, and talk with 

caretaker alone first. Ask the following questions. 

• If WHO, WHAT, WHEN are not clear, and child is >3 years 

old, briefly interview child without caretaker. 

• Have another hospital staff member observe the 

interview. 

• If the child will not separate from the caregiver, do not 

interview the child. 



How to talk to a Child About Sexual Abuse

• Without parent or caregiver present 

• Explain your job is to make sure body is healthy and 

safe, including whole body, even private parts (use 

family’s word)

• Can utilize these questions:

• Are you worried about your body?

• Are you worried about your private part?

• Is someone else worried about your 

body/private part?

• TELL ME or TELL ME MORE ABOUT 

THAT
• What part of ___’s body touched your body?

• What part of your body did _____ touch?

• Did that happen one time or more than one 

time?

• Did that happen today or a different day or 

something else?



For ALL children:

AVOID:

• Coercing or bribing children to talk

• Asking yes/no, multiple choice, or compound 

questions

• Questions that name an action or a person (ie “Did 

Daddy put his pee-pee in your butt-butt?”)

• Showing shock or disapproval



Appendix A has further age-specific 

guidelines for obtaining an accurate 

history. 

It is important to document what the 

child tells you in his/her own words



• All providers are mandated reporters, and each 

case should be reported to DCF as instructed 

here. 

• Contact the ED Social Worker for additional 

support

Provider Notification Process:
 DCF report: call Careline (860-550-6515) and fill out  136 form (Appendix B). Document in EPIC that form was completed. 
 Contact ED Social Worker.



• After calling DCF to report, fill out the “Report of 

Child Abuse or Neglect (136Form)”  which is here 

as Appendix B 

• Document in EPIC form was completed

Provider Notification Process:
 DCF report: call Careline (860-550-6515) and fill out  136 form (Appendix B). Document in EPIC that form was completed. 
 Contact ED Social Worker.



The purpose of the Forensic Evidence FEC is to collect 

bodily secretions from the alleged perpetrator. 

Indications for FEC collections are outlined. 

For those <13 years old, providers will perform a limited 

FEC. 

Indications for Forensic Evidence Collection (FEC):
The purpose of forensic evidence collection is to collect bodily secretions from the alleged perpetrator, which may still be present on the patient.

 Alleged perpetrator  13 yo AND possible genital contact AND 1 of the following:
o Post-menarcheal female with last contact <120 hours ago OR
o Pre-menarcheal female with last contact <24 hours ago OR 
o Male patient with last contact <24 hours ago OR 
o Last contact with patient is unknown and alleged perpetrator has ongoing access to patient

If FEC indicated (see Appendix C for FEC guidelines):
 Call Hartford Sexual Abuse Crisis Services hotline 1-888-999-5545 to come to ED to support patient/family.
 If child   13 years old: call Sexual Assault Forensic Examiner (SAFE) 

o If FEC indicated, proceed to kit collection with legal guardian consent and child assent 
 If child <13 years old: provider to perform limited FEC (see Appendix C)

If FEC is not indicated: 
 Proceed directly to full physical examination



Appendix C has specific guidelines for the Forensic 

Evidence Collection (FEC).

Consent guidelines are given and 

should be reviewed prior to any 

collection of evidence.

If a full kit evidence is indicated, the 

collection kit will have specific 

instructions to follow.

If a limited evidence collection is 

indicated, then the following steps are 

outlined in the appendix.



If a limited evidence collection is 

indicated, then the following steps are 

outlined in the appendix.



ED provider to perform full physical examination even if SAFE completes FEC: 
 Include anogenital exam w/ labial traction, and photographs of non-genital injuries (Important: refer to Appendix D)
 Obtain SCAN consult if abnormal anogenital exam (e.g., acute injury, STI findings), or current anogenital symptoms.

After the FEC is complete, the ED provider 

is still to complete a full physical 

examination that includes an anogenital

exam.

Appendix D provides tips for genital 

examinations.



ED provider to perform full physical examination even if SAFE completes FEC: 
 Include anogenital exam w/ labial traction, and photographs of non-genital injuries (Important: refer to Appendix D)
 Obtain SCAN consult if abnormal anogenital exam (e.g., acute injury, STI findings), or current anogenital symptoms.

Remember that the most common finding 

in a sexual abuse evaluation is a normal 

exam.

Classification of any physical findings is 

reviewed in the next slide.



Normal/Non-Specific Findings

• Normal variants of the hymen
• Any notch or cleft in the 

hymen above the 3 or 9 
o’clock location

• Periurethral bands
• Intravaginal ridges or columns
• Diastasis ani
• Perianal skin tags
• Dilation of the urethral 

opening
• Erythema of the anal or 

genital tissues
• Labial adhesion
• Vaginal discharge not 

associated with an STI
• Anal fissures

Classification of Physical Findings

Adams JA et al. Interpretation of medical findings in suspected child sexual abuse: an update for 2018

Indeterminate Findings

• Posterior deep notch of the 
hymen, but is not a 
complete transection

• Complete cleft or 
suspected transection to 
the base of the hymen at 3 
or 9 o’clock

• Complete anal dilation with 
relaxation of the internal as 
well as external anal 
sphincters in the absence 
of constipation, encopresis, 
sedation, anesthesia, or 
neuromuscular disorders

Positive Findings 

• Acute lacerations or bruising to the 
labia, penis, scrotum or perineum

• Acute laceration to the posterior 
fourchette or vestibule, not 
involving the hymen

• Bruising, petechiae or abrasions on 
the hymen

• Acute laceration of the hymen
• Vaginal laceration
• Perianal laceration with exposure 

of tissues below the dermis
• Residual or healing injuries to the 

genitals or anus (scars) including 
healed hymenal transections 
below 3 and 9 o’clock with no 
discernible hymenal tissue at that 
location 



For females, it is recommended NOT to use a 

speculum. 



Normal male anatomy is also reviewed in 

Appendix D.



Guidelines on steps to take in certain 

situations are also given.



After the examination, further work up and 

Post-Exposure Prophylaxis (PEP) should 

be initiated.

Labs:
For all patients with concern of genital or anal involvement, and alleged 
perpetrator  13 years old.
 Refer to HIV PEP Pathway, if appropriate.
 Blood:

o RPR 
o HIV screening antibody test
o Hepatitis B surface antibody/surface antigen (if concern for incomplete 

vaccination)
o Hepatitis C antibody (if direct blood exposure, or alleged perpetrator

is high risk for Hepatitis C)
 Urine:

o GC/Chlamydia - dirty sample (all females, or males with penile 
discharge or specific concern for GC/chlamydia)

o HcG and trichomonas (if post-menarcheal female)
 Consider additional tests (obtain after FEC if done):

o If clear disclosure of alleged perpetrator s penis in patient s mouth: 
 Throat culture for GC 

o If clear disclosure of the alleged perpetrator s penis in patient s anus: 
 Rectal culture for GC and chlamydia 

o If vaginal discharge
 Affirm testing for trichomonas, BV, yeast (female of any age)
 Pediatric genital culture of discharge in pre-menarcheal females;

Do not touch the hymen or insert swab into the vagina. 
*Do not treat any positive STI results; child will need confirmatory testing at SCAN.

Any patient with report of drug-facilitated sexual assault within 72 hours, or 
if child appears impaired or reported a period of time they cannot remember: 
 Use CT 400 KIT (separate kit from the FEC)
 Collect blood + urine if assault <48 hrs ago; urine only if 48-72 hrs ago

Post-Exposure Prophylaxis (PEP):
Offer an anti-emetic 30-60 minutes prior to starting any PEP.

All patients:
 If within 72 hours of vaginal, anal, oral, or percutaneous contact with blood or semen 

that is possibly or definitely HIV infected: offer HIV PEP (see HIV PEP Pathway)
 Hepatitis B prophylaxis, if indicated (refer to Appendix F – Hepatitis B Prophylaxis)
 Tetanus prophylaxis, if indicated (refer to Appendix G – Tetanus Prophylaxis) 

Pre-menarcheal female or male of any age:
 No prophylaxis recommended for GC, chlamydia or trichomonas. 
 If active signs or symptoms of STI, call SCAN.

Post-menarcheal females:
 If urine HcG negative:

o If exposure  72 hours: Plan-B (give in the ED)  
o If exposure >72 hours and   120 hours: Ella (outpatient Rx needed; Plan B not 

indicated)
o Give anti-emetic 30 minutes prior. 

 If alleged perpetrator  13 yo and possible genital contact within last 120 hours, offer 
PEP for GC, chlamydia and trichomonas:
o GC: 

 If <150 kg: ceftriaxone IM 500 mg x1 
 If  150 kg: ceftriaxone IM 1 gram x1
 If PCN allergy: Consult Infectious Disease

o Chlamydia: 
 If >45 kg: azithromycin PO 1 g x1 
 If  45 kg: azithromycin PO 20 mg/kg (max 1 g) x1
 If azithromycin allergy and >45 kg: doxycycline PO 100 mg BID x 7 days OR 

levofloxacin PO 500 mg daily x7 days 
o Trichomonas: 

 If >45 kg: metronidazole PO 2 g x1 [Contraindicated if pregnant in 1st 
trimester!]

 If  45 kg: no prophylaxis recommended 

Other Considerations:
  13 yrs old: Suspected Commercial Sexual Exploitation of Children (CSEC) 

of adolescent – Appendix E
 Consider Mental Health Screening and/or psychiatry consult if CSEC 

positive, or concern for self-harm



If there is any concern for genital or anal 

involvement, and if the alleged perpetrator is ≥13 

years old, then further work up is indicated. 

Work up for sexually transmitted infections are listed 

here.

Note: if STI testing is positive, do not treat. The child 

will need confirmatory testing at SCAN.

If there seems to be drug involvement, the CT 400 KIT 

should be completed, in addition to the FEC.  



Other Considerations:
  13 yrs old: Suspected Commercial Sexual Exploitation of Children (CSEC) 

of adolescent – Appendix E
 Consider Mental Health Screening and/or psychiatry consult if CSEC 

positive, or concern for self-harm

It is important to also consider potential CSEC. 

Appendix E is the Greenbaum Screening Tool.

The demographic of CSEC is not the 

stereotypical runaway. 

The majority of CSEC live at home, and only 9% 

are AWOL/runaways.

9%
11%

14%

57%

2%7%

Residence at Time of Exploitation

AWOL/Runaway

Congregate care

Foster home

Parent/Guardian Home

Relative/Other Home

Missing/Unknown



Specific PEP guidelines are listed here. Post-Exposure Prophylaxis (PEP):
Offer an anti-emetic 30-60 minutes prior to starting any PEP.

All patients:
 If within 72 hours of vaginal, anal, oral, or percutaneous contact with blood or semen 

that is possibly or definitely HIV infected: offer HIV PEP (see HIV PEP Pathway)
 Hepatitis B prophylaxis, if indicated (refer to Appendix F – Hepatitis B Prophylaxis)
 Tetanus prophylaxis, if indicated (refer to Appendix G – Tetanus Prophylaxis) 

Pre-menarcheal female or male of any age:
 No prophylaxis recommended for GC, chlamydia or trichomonas. 
 If active signs or symptoms of STI, call SCAN.

Post-menarcheal females:
 If urine HcG negative:

o If exposure  72 hours: Plan-B (give in the ED)  
o If exposure >72 hours and   120 hours: Ella (outpatient Rx needed; Plan B not 

indicated)
o Give anti-emetic 30 minutes prior. 

 If alleged perpetrator  13 yo and possible genital contact within last 120 hours, offer 
PEP for GC, chlamydia and trichomonas:
o GC: 

 If <150 kg: ceftriaxone IM 500 mg x1 
 If  150 kg: ceftriaxone IM 1 gram x1
 If PCN allergy: Consult Infectious Disease

o Chlamydia: 
 If >45 kg: azithromycin PO 1 g x1 
 If  45 kg: azithromycin PO 20 mg/kg (max 1 g) x1
 If azithromycin allergy and >45 kg: doxycycline PO 100 mg BID x 7 days OR 

levofloxacin PO 500 mg daily x7 days 
o Trichomonas: 

 If >45 kg: metronidazole PO 2 g x1 [Contraindicated if pregnant in 1st 
trimester!]

 If  45 kg: no prophylaxis recommended 

HIV PEP should be offered if the contact 

occurred within 72 hours, and it was possibly 

(or definitely) HIV infected. 

The link to the HIV PEP clinical pathway is 

provided. 



Specific PEP guidelines are listed here. Post-Exposure Prophylaxis (PEP):
Offer an anti-emetic 30-60 minutes prior to starting any PEP.

All patients:
 If within 72 hours of vaginal, anal, oral, or percutaneous contact with blood or semen 

that is possibly or definitely HIV infected: offer HIV PEP (see HIV PEP Pathway)
 Hepatitis B prophylaxis, if indicated (refer to Appendix F – Hepatitis B Prophylaxis)
 Tetanus prophylaxis, if indicated (refer to Appendix G – Tetanus Prophylaxis) 

Pre-menarcheal female or male of any age:
 No prophylaxis recommended for GC, chlamydia or trichomonas. 
 If active signs or symptoms of STI, call SCAN.

Post-menarcheal females:
 If urine HcG negative:

o If exposure  72 hours: Plan-B (give in the ED)  
o If exposure >72 hours and   120 hours: Ella (outpatient Rx needed; Plan B not 

indicated)
o Give anti-emetic 30 minutes prior. 

 If alleged perpetrator  13 yo and possible genital contact within last 120 hours, offer 
PEP for GC, chlamydia and trichomonas:
o GC: 

 If <150 kg: ceftriaxone IM 500 mg x1 
 If  150 kg: ceftriaxone IM 1 gram x1
 If PCN allergy: Consult Infectious Disease

o Chlamydia: 
 If >45 kg: azithromycin PO 1 g x1 
 If  45 kg: azithromycin PO 20 mg/kg (max 1 g) x1
 If azithromycin allergy and >45 kg: doxycycline PO 100 mg BID x 7 days OR 

levofloxacin PO 500 mg daily x7 days 
o Trichomonas: 

 If >45 kg: metronidazole PO 2 g x1 [Contraindicated if pregnant in 1st 
trimester!]

 If  45 kg: no prophylaxis recommended 

Indications for 

hepatitis B post-

exposure prophylaxis 

is provided in 

Appendix F. 



Specific PEP guidelines are listed here.
Post-Exposure Prophylaxis (PEP):

Offer an anti-emetic 30-60 minutes prior to starting any PEP.

All patients:
 If within 72 hours of vaginal, anal, oral, or percutaneous contact with blood or semen 

that is possibly or definitely HIV infected: offer HIV PEP (see HIV PEP Pathway)
 Hepatitis B prophylaxis, if indicated (refer to Appendix F – Hepatitis B Prophylaxis)
 Tetanus prophylaxis, if indicated (refer to Appendix G – Tetanus Prophylaxis) 

Pre-menarcheal female or male of any age:
 No prophylaxis recommended for GC, chlamydia or trichomonas. 
 If active signs or symptoms of STI, call SCAN.

Post-menarcheal females:
 If urine HcG negative:

o If exposure  72 hours: Plan-B (give in the ED)  
o If exposure >72 hours and   120 hours: Ella (outpatient Rx needed; Plan B not 

indicated)
o Give anti-emetic 30 minutes prior. 

 If alleged perpetrator  13 yo and possible genital contact within last 120 hours, offer 
PEP for GC, chlamydia and trichomonas:
o GC: 

 If <150 kg: ceftriaxone IM 500 mg x1 
 If  150 kg: ceftriaxone IM 1 gram x1
 If PCN allergy: Consult Infectious Disease

o Chlamydia: 
 If >45 kg: azithromycin PO 1 g x1 
 If  45 kg: azithromycin PO 20 mg/kg (max 1 g) x1
 If azithromycin allergy and >45 kg: doxycycline PO 100 mg BID x 7 days OR 

levofloxacin PO 500 mg daily x7 days 
o Trichomonas: 

 If >45 kg: metronidazole PO 2 g x1 [Contraindicated if pregnant in 1st 
trimester!]

 If  45 kg: no prophylaxis recommended 

Indications for 

tetanus prophylaxis 

(and how to 

administer TIG) is 

given in appendix 

G. 



Specific PEP guidelines are listed here.
Post-Exposure Prophylaxis (PEP):

Offer an anti-emetic 30-60 minutes prior to starting any PEP.

All patients:
 If within 72 hours of vaginal, anal, oral, or percutaneous contact with blood or semen 

that is possibly or definitely HIV infected: offer HIV PEP (see HIV PEP Pathway)
 Hepatitis B prophylaxis, if indicated (refer to Appendix F – Hepatitis B Prophylaxis)
 Tetanus prophylaxis, if indicated (refer to Appendix G – Tetanus Prophylaxis) 

Pre-menarcheal female or male of any age:
 No prophylaxis recommended for GC, chlamydia or trichomonas. 
 If active signs or symptoms of STI, call SCAN.

Post-menarcheal females:
 If urine HcG negative:

o If exposure  72 hours: Plan-B (give in the ED)  
o If exposure >72 hours and   120 hours: Ella (outpatient Rx needed; Plan B not 

indicated)
o Give anti-emetic 30 minutes prior. 

 If alleged perpetrator  13 yo and possible genital contact within last 120 hours, offer 
PEP for GC, chlamydia and trichomonas:
o GC: 

 If <150 kg: ceftriaxone IM 500 mg x1 
 If  150 kg: ceftriaxone IM 1 gram x1
 If PCN allergy: Consult Infectious Disease

o Chlamydia: 
 If >45 kg: azithromycin PO 1 g x1 
 If  45 kg: azithromycin PO 20 mg/kg (max 1 g) x1
 If azithromycin allergy and >45 kg: doxycycline PO 100 mg BID x 7 days OR 

levofloxacin PO 500 mg daily x7 days 
o Trichomonas: 

 If >45 kg: metronidazole PO 2 g x1 [Contraindicated if pregnant in 1st 
trimester!]

 If  45 kg: no prophylaxis recommended 

Note: The 2020 MMWR for gonorrhea now 

recommends a higher dosage of ceftriaxone 

alone (rather than with azithromycin). The 

increased dosage of ceftriaxone will help 

prevent resistance patterns, thus no longer 

needing the addition of azithromycin.

We are pending a more comprehensive 2021 

STI guideline by the CDC – please stay tuned 

for any updates. 



• Disposition guidelines are listed after work up and 

PEP is complete. 

• If discharged, outpatient follow up, medication 

adherence, and continuing child’s safety plan 

(including not questioning the child further) is 

important. 

Note: ED providers can now place ambulatory 

referrals in Epic for SCAN (and ID, as appropriate)

Inpatient Admission Criteria: 
Admit to Inpatient/Observation if mental health concerns or physical conditions requiring inpatient level of care. Place SCAN consult. 

Discharge Criteria:
Stable with no injuries or mental health concerns requiring inpatient management; call/report made to DCF; chain of custody maintained on all forensic evidence; appropriate 
testing/treatment provided; safe discharge plan; place Epic order for urgent referral to SCAN, and provide number to SCAN 860-837-5890; if family declining SCAN referral – 

must be referred back to PCP; if on HIV PEP, place Epic referral to ID; if need vaccine completion – refer to PCP;  9 yrs old: refer to PCP to start HPV vaccine series)
Discharge Instructions:

Instruct family not to question child further; continue safety plan for child; follow up with appropriate appointments; begin medications as instructed; 
post-menarcheal females will need repeat pregnancy test every 2 weeks until menses



• Make a DCF report for any concern of sex abuse or assault

• Obtain as much of the history from the caregiver when possible, and 
appropriate

• Perform a physical exam on all patients, including a genital exam, even if 
forensic evidence collection/exam was completed 

• Consult SCAN for any abnormal GU findings 

• Baseline labs should be obtained and all patients screened for HIV PEP need 

• Consider Commercial Sexual Exploitation of Children (CSEC) 

• Ensure safe and adequate follow up plan in place if patient is discharged 

Review of Key Points



• Suspected child sexual abuse T76.22XA

• Parental concern about child sexual abuse T74.22XA

• Parental concern about possible child sexual abuse T76.22XA

• Victim of human trafficking Z65.4

Diagnosis Codes to Utilize 



• Percentage of patients eligible for pathway with order set usage 

• Percentage of patients who have a referral to the Suspected Child Abuse and 
Neglect (SCAN) team 

• Percentage of patients age ≥ 12 years old with pregnancy testing performed 

• Percentage of patients with DCF report completed

• Percentage of patients with completed and/or offered appropriate STI testing 
(HIV, syphilis, chlamydia, gonorrhea) 

• Number of patients with forensic evidence collection completed

• Percentage of patients with forensic evidence collection completed who have a 
referral to the SCAN team 

Quality Metrics



• Nina Livingston, MD

o Suspected Child Abuse and Neglect Team

Pathway Contacts
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Thank You!

About Connecticut Children’s Clinical Pathways Program

The Clinical Pathways Program at Connecticut Children’s aims to improve the quality of care our patients 

receive, across both ambulatory and acute care settings. We have implemented a standardized process 

for clinical pathway development and maintenance to ensure meaningful improvements to patient care as 

well as systematic continual improvement. Development of a clinical pathway includes a multidisciplinary 

team, which may include doctors, advanced practitioners, nurses, pharmacists, other specialists, and even 

patients/families. Each clinical pathway has a flow algorithm, an educational module for end-user 

education, associated order set(s) in the electronic medical record, and quality metrics that are evaluated 

regularly to measure the pathway’s effectiveness. Additionally, clinical pathways are reviewed annually and 

updated to ensure alignment with the most up to date evidence. These pathways serve as a guide for 

providers and do not replace clinical judgment.


