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Abstract 

 

Introduction: The purpose of this project was to describe current pediatric sexual assault 

nurse examiner (SANE) education and practice in the state of Ohio and to describe 

regulation of pediatric SANE practice in states where practice is regulated. Information 

from the surveys was used to develop a proposed model of universal clinical standards 

and program requirements for pediatric SANE practice in the state of Ohio. 

Method: Two surveys were developed for the project.  The Ohio Pediatric SANE survey 

was used to describe Ohio pediatric SANE practice.  Coordinators of Ohio pediatric 

SANE programs were asked to complete the survey via email or telephone.  The Pediatric 

SANE Regulatory Survey was used to describe state regulation of pediatric SANE 

practice.  International Association of Forensic Nurses (IAFN) state chapter presidents or 

members of IAFN living in a state without a state chapter were asked to complete the 

survey via email or telephone. 

Results: Twenty-one pediatric Ohio SANE programs were surveyed resulting in a 95% 

response rate.  Most provide care only to acute patients.  Education, clinical training and 

ongoing requirements varied among the programs. All fifty states were surveyed 

regarding state regulation of pediatric SANE practice.  Seventeen states have a model of 

regulation of pediatric SANE practice.  States regulating pediatric SANE practice varied 

regarding initial educational, clinical requirements and ongoing practice requirements. 

Discussion: Data from the surveys was utilized to develop a proposed model of universal 

clinical standards and program requirements for pediatric SANE practice in the state of 

Ohio.  
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Chapter 1 

 

Nature of the Project 

 

Introduction 

 

 Sexual abuse of children is a problem of epidemic proportions in the United 

States.  Child protective services determined approximately 70,000 children were victims 

of sexual abuse in 2007 (U.S. Department of Health and Human Services, 2008).  Sexual 

abuse is defined as engaging a child in sexual activity that the child cannot comprehend, 

for which the child is developmentally unprepared and cannot give informed consent, or 

that violates societal taboos (Leder, Knight, & Emans, 2001). 

The American Academy of Pediatrics (1991, 2005) guidelines on child sexual 

abuse medical evaluation is that it must include a thorough examination of the anal and 

genital area to assess for signs of acute and/or chronic trauma.  Forensic evidence should 

be collected to secure biological trace evidence of epithelial cells, semen, saliva, and/or 

blood if the child or adolescent presents for care within 72 hours of the latest incident and 

when history of abuse or physical findings warrant collection (Kellogg, 2005). 

 Examinations for suspected sexual abuse/assault must be conducted not only with 

sensitivity for the child, but also with attention to detail and in accordance with protocols 

that will meet legal standards for evidence. The goals of the medical evaluation for 

suspected child sexual abuse/assault include: identification and documentation of trauma, 

collection of trace biological evidence, diagnosis and treatment of sexually transmitted 

infections (STI), and when appropriate, reassurance to the child and family that the 

child’s body is normal and will heal despite what he/she may have experienced (Kellogg, 

2005). 
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 Historically, medical evaluations for suspected acute sexual abuse/assault were 

performed in Emergency Departments (ED) by attending physicians and/or residents. 

Concern arose among professionals regarding the potential trauma caused to victims of 

sexual abuse/assault by the medical evaluation. These included long waits in the 

Emergency Department and care provided by busy ED physicians with little training in 

rape evidence collection and ano-genital examination.  Due to these concerns, the sexual 

assault nurse examiner (SANE) role was developed to provide care to adults and older 

adolescents. Later the scope of practice for SANE nurses expanded to include children 

and younger adolescents. 

A sexual assault nurse examiner (SANE) is a registered nurse educated to provide 

expert assessment of victims of sexual assault including documentation of injuries (both 

genital and non-genital), and collection and preservation of forensic evidence for use in 

court (Ort, 2002).  Sexual assault nurse examiners are also educated to provide emotional 

support to the victim and family, STI and pregnancy testing and prophylaxis, referrals to 

appropriate counseling resources, and expert testimony in court.  The first SANE 

program began in the late 1970s. Today there are over 450 programs in the United States; 

approximately half of the programs provide care to pediatric patients (Campbell, 

Patterson, & Lichty, 2005).    

 Pediatric SANE education is comprised of a 40 hour-didactic course and a clinical 

preceptorship. The course content includes the dynamics of sexual abuse/assault, the 

multidisciplinary team concept, medical forensic assessment of victims, the elements of a 

forensic interview, evidence collection, forensic analysis, DNA testing, and therapeutic 

communication (Ort, 2002).  The clinical preceptorship is guided by recommendations 
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from the International Association of Forensic Nurses (IAFN), which state that a clinical 

preceptorship should be required for all pediatric SANE nurses. The preceptorship should 

include assessment of growth and development, normal anatomy and physiology, head to 

toe examination and detailed genital inspection (IAFN, 2001).  Additionally, IAFN 

(2001) recommends that sexual assault/abuse examinations and related evidence 

collection be reviewed by an experienced SANE or physician who routinely provides 

evaluation and treatment for pediatric sexual assault/abuse patients.  Certification in the 

pediatric SANE role can be obtained through the IAFN, although it is not a requirement 

for practice.   

Following completion of formal SANE education by the novice pediatric SANE 

nurse the individual SANE program where the nurse is employed is responsible for 

providing additional clinical experiences and validation of skill competencies for the 

nurse. Institutional adherence to the IAFN guidelines is crucial in order to maintain the 

rigor necessary for competent and comprehensive pediatric SANE care.  

Problem 

Standards for pediatric SANE education and practice in the state of Ohio are not 

well established.  The number of SANE programs providing care to pediatric patients in 

the state and the competency of the staff providing that care are largely unknown and 

standards for care are not universal.   

The recommended IAFN guidelines for SANE education and standards for SANE 

practice are not mandated or regulated in the state of Ohio.  The institution at which the 

pediatric SANE is employed ultimately determines the SANE’s education and practicum, 

clinical competencies, and standards of practice. The Ohio Attorney General (AG) 
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provides financial reimbursement to institutions for SANE exams.  The Ohio AG accepts 

the guidelines of the IAFN as minimum requirements for SANE education and practice.   

IAFN guidelines for SANE clinical practice and competencies are not as well defined 

with limiting statement such as “until proficiency is demonstrated” as defined by the 

standards of the local program (IAFN, 2001).  The Ohio AG currently has no procedures 

in place to determine if a pediatric SANE program demonstrates competence in providing 

care and is in accordance with IAFN guidelines.  

Clinical training, orientation, and transition to independent SANE practice are 

determined by each institution that employs a SANE.  In Ohio, there exists a lack of 

standardization of training and clinical experiences which has resulted in a wide variance 

of SANE practice and expertise among institutions in the state of Ohio.  Further  

compounding the problem in Ohio is that many pediatric SANEs practice in rural areas 

and may evaluate only two or three children or young adolescents in a year.  The 

continuing development of clinical expertise is limited by lack of clinical experience, 

lack of exposure to expert SANEs, and missed opportunities. 

A macro system change is necessary to define pediatric SANE practice in the 

state of Ohio and establish uniform education, clinical standards, and practice 

requirements. Many states have established criteria for SANE practice. Some programs 

are administered through the state board of nursing and others by the attorney general’s 

office (Plichta, Clements, & Huseman, 2007).  In these states a nurse must demonstrate 

completion of didactic and clinical education in order to practice as an adult/adolescent 

SANE and/or a pediatric SANE.  Many states then certify their nurses in SANE practice 

and require demonstration of continuing competence to maintain SANE 
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certification/practice in the state.  A similar program with structured guidelines is needed 

in Ohio.  It is important to describe the components of current pediatric SANE practices 

in Ohio to identify training, competency, and practice deficits.  Support from major 

stakeholders such as the Ohio IAFN, Ohio Chapter of the American Academy of 

Pediatrics (AAP), Ohio AG’s office, and each pediatric SANE program is crucial in order 

to describe pediatric SANE care and establish uniform clinical standards and program 

requirements for the state of Ohio.  

Purpose 

The purpose of this project was to describe current pediatric SANE education and 

practice in the state of Ohio and identify or describe models of state regulation of 

pediatric SANE practice in states where practice is regulated; and to compile the data 

from these assessments to present to Ohio IAFN and the Ohio Chapter of the AAP to 

develop a model of universal clinical standards and program requirements for pediatric 

SANE practice in the state of Ohio. 

Significance to Nursing and Health Care 

To comprehend the significance of pediatric sexual assault nurse examiner 

(SANE) care it is vital to understand the patients to whom care is being provided.  Child 

sexual abuse/assault can result in serious consequences for victims including post-

traumatic stress disorder, attention deficit hyperactivity disorder, and behavior problems 

such as withdrawal, sexualized behavior and acting out (Mullers & Dowling, 2008).  

Problems with depression, anxiety, suicide, bipolar disorder, violence and substance 

abuse can also develop as a result of sexual abuse (Putnam, 2003).  Disclosure of 

abuse/assault presents the victim with significant medical and psychotherapeutic 
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treatment issues such as ongoing fears and threat to personal safety, disruption of 

personal relationships, and the trauma of the child protective service/law enforcement 

investigative process as well as the prosecutorial process (Plichta, Clements, & 

Houseman, 2007).  Heger (1999) states the detrimental effects of sexual abuse/assault on 

the victim can by mitigated by comprehensive medico-legal assessment and psychosocial 

intervention.  Thus, quality pediatric SANE care is essential for child and adolescent 

victims of sexual abuse/assault.   

 Pediatric SANE nursing care has a significant affect on the health and safety of 

children.  The ability to recognize ano-genital trauma and physical findings concerning 

for sexual abuse/assault is a crucial aspect of the pediatric SANE role.  Competent 

collection of trace forensic evidence (rape evidence kit) is also essential.  Failure to 

complete either of these tasks competently can leave children at risk for continued abuse 

and potentially lead to the sexual abuse of other children.  Serious ramifications also can 

arise when physical findings of trauma or sexual abuse are documented erroneously: 

children and families are exposed to emotional distress and upheaval, children can be 

removed from their homes and placed in foster care, and an innocent person could be 

prosecuted (Hornor, 2009).  Competent pediatric SANE care is essential for the children 

of Ohio.  Universal clinical standards and program requirements for pediatric SANE 

practice in the state will help ensure competent care is provided.  
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Project Objectives 

The project objectives were 

1. To describe current pediatric SANE practice in the state of Ohio. 

2. To describe current models of regulation of pediatric SANE practice being 

utilized in other states. 

3. To share assessment data with Ohio IAFN and the Ohio Chapter of AAP to 

develop a model of uniform clinical standards and program requirements for 

pediatric SANE practice for proposal for utilization in the state. 
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Chapter 2 

Review of Literature 

 The literature review for the project focused on a model of program evaluation, 

SANE literature pertaining to adults and children, and models of SANE practice 

regulation literature. 

Program evaluation 

 Program evaluation is defined as thoroughly collecting information about a 

program or about some aspect of a program in order to make necessary decisions about 

the program (Lewis, 2007).  Lewis’ program evaluation model was used to guide the 

project. Program evaluations may include needs assessments, accreditation, cost/benefit 

analysis, effectiveness, efficiency, formative, and/or outcomes.  The type of program 

evaluation conducted is dependant upon the program decisions that are necessary and 

what information is needed about the program (Lewis, 2007). 

 Program evaluations can be conducted to verify that the program is doing what is 

expected of it (Lewis, 2007).  Program evaluations can improve delivery mechanisms to 

be more efficient and less costly and identify program strengths and weaknesses to 

improve the program. Program evaluation can also be utilized to fully examined and 

describe effective programs for duplication elsewhere. 

 Effective program evaluation needs to consider the program in terms of inputs, 

process, outputs, and outcomes (Sanders, 2009).  The resources needed to run the 

program are inputs.  The process refers to how the program is carried out.  Outputs are 
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measured by units of service.  Outcomes are defined by the impacts on the clients 

receiving services.  Process-based evaluations are focused upon fully understanding how 

a program works and how it produces results (Lewis, 2007).    

 It is imperative to consider ethical needs when designing a program evaluation 

(Lewis, 2007).  Informed consent should be obtained from program participants.  The 

program evaluation must be thoroughly discussed with participants.  Participation should 

be voluntary and confidentiality protected. 

 This project required a program evaluation of pediatric SANE care in the state of 

Ohio and of the regulatory models for pediatric SANE practice utilized in other states. 

Lewis’s model of project management was followed.  Ohio pediatric SANE practice was 

assessed by examining both process and outputs.  Information regarding both process and 

outputs was elicited from all pediatric SANE programs in the state of Ohio. The process 

utilized by other states to regulate pediatric SANE practice was also thoroughly 

examined.  

 The following table summarizes the application of Lewis Model of Project 

Management to the project. Lewis’ model served as a theoretical framework to guide the 

descriptions of Ohio pediatric SANE care and models of state regulation of pediatric 

SANE care utilized in other states. 
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Table 2.1.  Application of Lewis Model of Project Management 

Lewis Model of Project Management Pediatric Sexual Assault Nursing Care in 

Ohio 

Define purpose of program evaluation  

 

Determine if pediatric SANE programs in 

Ohio meet standard for practice established 

by IAFN. Fully describe programs of state 

regulation of pediatric SANE practice 

utilized in other states. 

Process and outputs Information regarding process and outputs 

elicited from all pediatric SANE programs 

in Ohio. Process utilized by other states to 

regulate pediatric SANE practice was 

thoroughly examined. 

Methods utilized - surveys Surveys utilized to elicit information from 

pediatric SANE programs in Ohio and to 

better understand state regulation of 

pediatric SANE practice in other states. 

Ethical needs Ethical rights of participants considered 

and protected. 

Analyze and interpret information Information received from both Ohio 

pediatric SANE programs and from other 

states regarding pediatric SANE regulation 

was analyzed thoroughly. 

Conclusions Conclusions were made regarding Ohio 

pediatric SANE practice based upon 

information obtained regarding Ohio 

pediatric SANE practice and models of 

state regulation of practice utilized in other 

states. 

   

 The literature discussing both pediatric and adult SANE practice also helped to 

guide the project. Much has been documented in the literature regarding the 

improvements to the care of adult victims of sexual assault by the addition of SANE; 

however there has been much less research devoted to pediatric SANE care.  The 

literature reflects previous efforts to evaluate SANE care and provides crucial guidelines 

to the proposed project. 
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Adult SANE literature 

 Much of the adult literature has focused on timeliness of care and quality of care.  

Derhammer, Lucente, Reed, & Young (2000) compared the care of adult sexual assault 

victims at Lehigh Valley Hospital before and after the implementation of a SANE 

program.  Findings indicated the addition of a SANE program did not result in a decrease 

in total time in the emergency department but there was an increased amount of time 

devoted to the examination.  Documentation of the exam and evidence collection was 

improved by the addition of SANE. 

 Ciancone, Wilson, Collette, & Gerson (2000) studied SANE programs and care 

provided in the United States.  A questionnaire addressing patient and staff 

demographics, administration attributes, examination procedures, and medical and legal 

issues was mailed to 92 SANE programs with a 66% response rate.  The SANE programs 

were found to be consistent across the country regarding staffing, STI and pregnancy 

prophylaxis, and documentation techniques.  The SANE programs were found to be 

inconsistent in the use of STI cultures, HIV testing, and alcohol and drug screening. 

 Stermac and Stirpe (2002) compared the efficacy of SANE care at a hospital-

based sexual assault care center in Ontario, Canada to that of physician examiners.  The 

time of care of 515 sexually assaulted women; 256 receiving care from a physician and 

210 from a SANE nurse, was compared.   Average assessment times were shorter for 

victims seen by SANE (3 ¼ hours) compared to physicians (4 hours).  Physicians had 

more interruptions while providing care (25.1%) than did SANE (20%).  

 Campbell, Townsend, Long, Kinnison, Pulley, Adames, and Wasco (2006) 

measured the consistency with which SANE programs in the United States provided 17 
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medical and emotional care services to adult sexual assault victims.  A random sampling 

of SANE programs was selected with 110 SANE programs participating.  The SANE 

with the most experience in SANE nursing from each program participated in a phone 

interview.  SANE programs were found to consistently offer forensic evidence collection, 

STI prophylaxis, information regarding HIV, information on pregnancy risk, and referrals 

to community resources. 

 Data from this same study examined adult SANE program goals and their 

influence on patient care practices (Patterson, Campbell, & Townsend, 2006).  Three 

types of emphasis in SANE programs were identified: the prosecution of cases as primary 

goal; attending to patients’ emotional needs, supporting feminist values, empowering 

patients, and changing community response to rape as primary goals; and least 

importance on prosecution of cases and average importance on the other goals. Programs 

focused on prosecution as a primary goal were less likely to provide comprehensive 

services, especially patient education. 

 Plichta, Clements, and Houseman (2007) described models of care for adult 

victims of sexual assault utilized in Virginia emergency departments.  Nurse managers of  

82 emergency departments in Virginia were surveyed.  Five models of care emerged: no 

SANE services (27.4%); victims transferred off-site for services (14.5%); partial 

coverage of ED by SANEs (16.1%); SANEs called in from off-site (6.5%); and full 

coverage of services by ED SANEs (35.5%).  Models involving SANEs called in from 

off-site and full coverage of services by ED SANEs were more likely provide a SANE to 

every victim, provide emergency contraception, screen for date rape drugs, offer a rape 
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crisis advocate in the room during the exam, and offer comfort care including shower 

facilities and fresh clothing. 

 Logan, Cole, and Capilo (2007) described adult SANE program working 

relationships with community agencies, intersection with law enforcement policies, and 

perceived benefit of SANE to survivors.  A random sample of 243 SANE programs was 

surveyed.  Interviews were conducted with SANE program coordinators via phone to 

provide more information regarding the intersection of SANE and law enforcement 

policies, examine SANEs’ perceptions of working relationships with community 

organizations, examine the perceived benefit of SANE programs for survivors, and elicit 

barriers and potential solutions to barriers to various program issues.  There was relative 

consistency among programs for forensic documentation tools, although 20% of SANE 

programs reported never using a colposcope.  Only 38.5% of SANE programs reported a 

formal system to inform about case outcomes.  Slightly over half of the programs 

required survivors to report the assault to law enforcement for a SANE to complete the 

forensic exam. 

 Campbell, Long, Townsend, Kinnison, Pulley, Adames, and Wasco (2007) 

explored SANEs experiences providing expert witness testimony in court. The most 

experienced SANE from 110 adult programs participated in a telephone survey and 

answered questions regarding court testimony.  Nearly three fourths (73%) of participants 

had provided expert testimony in court, an average of 15.7 times.  Nearly half (43%) 

described their most recent court testimony appearance as fine with no problems.  SANEs 

reporting problems with court testimony stated testimony was emotionally unnerving, 
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they experienced difficulties with both defense attorneys and prosecutors regarding the 

credibility of the victim, the quality of the evidence, and their qualifications as a SANE.    

Pediatric SANE literature 

 Hornor, Scribano, and Hayes (2006) evaluated SANE knowledge and recognition 

of normal prepubertal anatomy and knowledge of clinical indicators of acute child sexual 

abuse.  A 33-item questionnaire developed by Ladson et al (1987) was revised by Hornor 

and McCleery (2000) to include demographics pertinent to SANE practice. The 

questionnaire had been previously utilized to assess physician knowledge and pediatric 

nurse practitioner (PNP) knowledge.  Participants were queried regarding normal and 

abnormal prepubescent genital anatomy and their recognition of the association between 

sexual abuse and sexually transmitted infections in prepubescent girls.  Questionnaires 

were mailed to 412 SANE programs in the United States and Canada; 166 (43%) of the 

programs participated in the study. Slightly over half (58%) of participants stated that 

they examined prepubertal children in their SANE practice.  The majority (66%) 

examined five or fewer pediatric patients per month.  A photo of a normal prepubescent 

ano-genital examination was presented to the SANE participants and they were asked to 

identify anatomic parts.  The hymen is a genital structure that is essential to child sexual 

abuse exams.  An examiner must be able to identify the hymen and determine if it is 

normal or abnormal.  Although only 89% of SANE participants correctly identified the 

hymen, this proportion was greater than that for general practice PNPs (59%), and 

physicians (59% and 62% respectively for studies in 1987 and 1999).  SANE participants 

were also questioned regarding their knowledge of the relationship between sexual abuse 

and sexually transmitted infections.  SANE nurses were asked if a positive culture or lab 
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result in an otherwise healthy 6-year old girl would be suggestive of sexual abuse and 

reportable, or if it may have been transmitted in a non-sexual manner. All (100%) SANE 

participants knew that a positive gonorrhea culture was concerning for sexual abuse and 

should be reported to child protective services compared to 95% of PNPs and 95% and 

92% of physicians, respectively.  It should be stated that the physicians and PNPs who 

participated in the previous studies were not child abuse specialists and had received little 

to no training related to sexual abuse/assault.  

 Bechtel and Gallagher (2008) evaluated whether the use of pediatric SANE nurses 

in a pediatric emergency department improved the medical care of pediatric and 

adolescent sexual assault victims.  Indicators measured were: having an ano-genital exam 

completed and if injury was present; evaluation for STIs; prophylaxis for STIs and 

pregnancy; evaluation by a social worker; and referral to sexual assault crisis services.  

The medical records of 114 patients were reviewed; 60 evaluated by SANE and 54 

evaluated by ED attending physicians/resident physicians.  Nearly all (98%) of patients 

were girls.  There were no differences in the two groups related to time of day presenting 

to the ED; time after assault presenting to the ED; sex; age; or race.  Patients who 

received care from a SANE were more likely to have an ano-genital exam completed 

(71% v 41%) and to have an injury noted (21% v 0%).  Patients who warranted testing 

were more likely to have testing for gonorrhea and Chlamydia (98% v 76%) and 

serologies for Hepatitis B and C (95% v 80%) and HIV (93% v 72%) when a SANE 

provided care.  There were no significant differences between the two groups in obtaining 

serology for VDRL, provision of prophylaxis for gonorrhea, Chlamydia, or HIV.  SANE 

involvement in care was associated with a significant increased likelihood or receiving 
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pregnancy prophylaxis (85% v 64%).  Social work involvement did not vary among the 

two groups, however, patients receiving care from a SANE were more likely to be 

referred to Rape Crisis Center form mental health counseling and support (98% v 30%).  

The addition of a pediatric SANE to the treatment team clearly improved quality of care 

for sexual assault patients seen at Yale-New Haven Children’s Hospital’s pediatric 

Emergency Department.  However, it is concerning that even with a SANE involved 29% 

of patients did not have documentation of the completion of an ano-genital exam – a 

crucial element of care for a sexual assault victim.   

 Paterson and Campbell (2009) examined the contributory role of the pediatric 

SANE in the process of prosecution of child sexual abuse.  Utilizing a quasi-experimental 

design they compared prosecution outcomes for child sexual abuse victims examined by 

a pediatric SANE (95) and those examined by non-pediatric SANE (54).  Pediatric SANE 

records and police files were examined by a research assistant to gather the following 

information: age of victim; type of examiner; if suspected offender was a juvenile or 

adult; relationship between the victim and offender; type of sexual victimization; if the 

detective submitted the evidence collection kit to the crime lab for analysis; and if the 

detective referred the case to the prosecutor’s office.  Pediatric SANE nurses saw 

significantly younger children aged less than 6 years (56% v 46%) and fewer of their 

cases involved penetration (52% v 68%).  Fewer evidence kits collected by pediatric 

SANEs were positive for DNA (13% v 33%) which could be explained by seeing 

younger children who did not give history of penetration.  More cases seen by pediatric 

SANEs resulted in a plea bargain/trial conviction (36% v 17%).  
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 Quality of pediatric SANE care was also assessed by Hornor (2010) utilizing 

patient satisfaction surveys, pediatric SANE assessments of their training, and ED social 

worker/ED physician evaluation of pediatric SANE care.  Patient satisfaction survey 

results were overwhelmingly positive and supportive of pediatric SANE care.  Three 

fourths (75%) of responding parents stated that they strongly agreed with the following 

statement: I had confidence and trust in the pediatric SANE nurse caring for my child.  

Pediatric SANE assessment of training revealed that the nurses clearly felt shadow call, 

clinical days at the child advocacy center, and didactic training to be beneficial aspects of 

training.  ED social workers and ED physicians were supportive of pediatric SANE care 

and 100% of social workers and 89% of physicians felt pediatric SANE care improved 

the quality of care given to acute sexual abuse/assault pediatric patients.     

Models of SANE Practice Regulation Literature 

 The IAFN has established guidelines for the training and practice of pediatric 

SANEs.  It is imperative that these guidelines be followed.  Some states have models of 

regulation in place to insure that pediatric SANE practice is reflective of IAFN 

guidelines; others do not.  Published literature discussing state regulation of SANE 

practice is limited and often details of the regulatory process are not discussed.   

 Colorado has developed a state-based curriculum for pediatric SANE practice 

which includes 48 hours of classroom education followed by 90 hours of supervised 

clinical practice (Sievers, Murphy, & Miller, 2003).  Funding for this training is provided 

through state grant funds from the Colorado Coalition Against Sexual Assault (CCASA).  

A SANE coordinator is employed full-time by CCASA to provide the SANE classroom 

education and ongoing technical assistance to SANE programs.   
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 Kentucky legislators established the SANE credential in 1996 (Collins-Williard, 

2006).  SANE credentials in Kentucky are issued through the board of nursing.  The 

SANE nurse must complete 40 hours of didactic training and 60 hours of clinical 

training.  A SANE nurse is employed as a statewide SANE coordinator.  However, 

Kentucky defines SANE nursing as providing care to only adults and adolescents 14 

years and older.  Pediatric SANE nursing is banded in the state of Kentucky.  

 Adult SANE nurses in the state of Oregon are certified by the Attorney General’s 

office.  Requirements for certification include the completion of a 40-hour didactic 

training and a clinical preceptorship (Huhtanen & Walters, 2005).  This certification 

process is codified within the Oregon Administrative rules.  Both adult/adolescent and 

pediatric SANE practice are certified by the state of Oregon. 

 The Alabama board of nursing has codified basic requirements for pediatric and 

adult SANE practice.  Certification is not required in the state of Alabama 

(www.abn.state.al.us).  New Hampshire requires state certification for adult SANEs and 

is developing a certification process for pediatric SANEs (www.nhcadsv.org/SANE). 

Texas has a certification program through the Attorney General’s office for both adult 

and pediatric SANEs (www.oag.state.tx.us/victims/sane.shtml). Adult SANE nurses are 

certified by the attorney general’s office in the state of Maine; however, pediatric SANEs 

are not.  Maine is currently developing criteria for state pediatric SANE certification.  

 

 

 

 

http://www.abn.state.al.us/
http://www.nhcadsv.org/SANE
http://www.oag.state.tx.us/victims/sane.shtml
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Chapter 3 

Methods 

Research Design 

 The project utilized a descriptive cross-sectional design to describe current (1) 

pediatric SANE practice in Ohio and (2) current models of regulation of pediatric SANE 

practice in other states.  Two surveys were developed for this project   The project was 

approved as an exempt protocol by the Ohio State University Institutional Review Board. 

Sample 

 The Ohio Hospital Association website was used to obtain a list of all of the acute 

care hospitals (N=179) in the state of Ohio.  The charge nurse working in the emergency 

department of each hospital was contacted via telephone to determine if that hospital 

currently had a pediatric SANE program and the name and contact email and phone 

number for the SANE coordinator.  The SANE coordinators in hospitals with pediatric 

SANE programs (N=21) providing SANE care to children and adolescents 15 years of 

age or younger were included in the survey.  The pediatric SANE coordinator/supervisor 

of each program was invited to participate in the project. 

 The national IAFN website was accessed to obtain a list of IAFN state chapter 

presidents and/or IAFN members in each state and their contact information. The 

president of each chapter (N=30) or an IAFN member residing in states without an IAFN 

chapter (N=20) was contacted via email, phone, or both and invited to participate in the 

project.  
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Methods 

 Informed consent was explained to all project participants as being implied by 

completion of the survey. The author was responsible for identifying pediatric SANE 

programs/IAFN state chapter presidents/members and data collection. . Ethical 

needswere considered.  Participation in the project was voluntary.   

 Once the list of existing pediatric SANE programs in the state of Ohio was 

identified, pediatric SANE coordinators were contacted via email by the author for 

administration of the Ohio Pediatric SANE survey.  When no email response was 

received in one week the author contacted pediatric SANE coordinators via telephone or 

repeat email for administration of the survey. 

 The IAFN website was accessed to obtain contact information.  Not every state 

has an IAFN state chapter but every state has SANE nurses who are members of IAFN. 

IAFN state chapter presidents/members were contacted via email by the author for 

administration of the Pediatric SANE Regulatory survey.  When no email response was 

received in one week the author contacted the state IAFN president/member via 

telephone or email for administration of the survey. 

 Data were electronically entered by the participants into an electronic Checkbox 

survey database.  The survey responses were completely de-identified. 

 A response rate of greater than 90% was anticipated for both surveys. Barriers 

included difficulty reaching individuals per phone/email (pediatric SANE coordinators 

and state IAFN chapter presidents/members).  This barrier was averted by making repeat 

emails/phone calls. 
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Instruments 

The Ohio Pediatric SANE survey (Appendix I) was used to describe Ohio 

pediatric SANE practice. The survey items for the Ohio Pediatric Sane Survey were 

developed from IAFN guidelines for pediatric SANE practice and also the Ohio AAP 

protocol for acute pediatric/adolescent sexual abuse examinations to address content 

validity (IAFN, 2001; Ohio AAP 2000).  The survey was also reviewed by the members 

of the author’s final DNP project committee for content validity. The survey was 

administered via email or telephone by the co-investigator and took 15 minutes to 

complete. The table below describes the purpose of each survey item. 

Table 3.1. Ohio Pediatric SANE Survey 

Ohio Pediatric SANE Survey Item Use of Survey Item 

Type of abuse/assault (acute vs. chronic) Types of pediatric SANE patients seen 

Number of pediatric SANE patients seen 

per program 

Demographics of pediatric SANE care 

Number of years each program provided 

pediatric SANE care 

Demographic of care and program 

experience with care 

Number of nurses providing pediatric 

SANE care 

Demographic of care and program ability 

to provide comprehensive (24hr/7 day) care 

Practice specialty of collaborating 

physician; collaborative relationship with 

child abuse physician and or NP; 

collaborative relationship with child 

advocacy center 

Level of expertise of collaborators for the 

program 

Number of nurses IAFN certified Formal documented knowledge of pediatric 

SANE care 

Photo documentation and case review Elements of SANE practice; individual 

accountability of each SANE nurse; and the 

level of quality assurance within the 

program 

Frequency and type of court testimony Court testimony by pediatric SANE nurses 

Shadow call with an experienced pediatric 

SANE; clinical time at child advocacy 

center; and clinical time at a children’s 

hospital 

Pediatric SANE clinical training 

requirements 
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The Pediatric SANE Regulatory Survey (Appendix II) was used to describe state 

regulation of pediatric SANE practice by describing: if a formal model of state regulation 

of practice is used in the state; the regulatory body which oversees SANE practice; initial 

pediatric SANE practice criteria; and ongoing pediatric SANE practice criteria. The items 

included in the Pediatric SANE Regulatory Survey were developed from IAFN practice 

guidelines for pediatric SANE and the Ohio AAP protocol for acute examination of 

child/adolescent sexual abuse/assault (IAFN, 2001; Ohio AAP 2000).  The survey was 

also reviewed by members of the co-investigators DNP final project committee for 

content validity.  The Pediatric SANE Regulatory Survey was administered via email or 

telephone and took 15 minutes to complete.  The table below describes the purpose of 

each survey item. 

Table 3.2. Pediatric SANE Regulatory Survey 

Pediatric SANE Regulatory Survey Item Use of Survey Item 

Didactic training requirements, clinical 

training requirements, experience in 

pediatric nursing 

Initial pediatric SANE practice criteria 

State pediatric SANE certification, IAFN 

pediatric SANE certification required, 

relationship with expert in child sexual 

abuse examination, continuing education 

requirements, photo documentation, and 

review of cases 

Ongoing practice requirements 

 

Data Analysis 

Data from both the Ohio Pediatric SANE survey and the SANE Regulatory 

survey was stored electronically in secure Checkbox survey database spreadsheets.  The 

author had access to and was responsible for maintaining the data spreadsheets.     
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 Descriptive statistics were used to analyze the data.  The mean, median, and range 

were determined for continuous variables; i.e., number of pediatric SANE patients seen 

per year by the program. Frequencies were computed for nominal level variables. 
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Chapter 4 

Findings 

Results 

 The results are presented in terms of the project objectives. All one hundred 

seventy-nine acute care hospital emergency departments in the state of Ohio were 

contacted via telephone to inquire regarding the existence of a pediatric SANE program 

at the facility.   

Pediatric SANE Practice in Ohio 

Objective one was to describe current pediatric SANE practice in the state of 

Ohio. At the time of completion of data analysis on March 29, 2011 there were twenty 

active pediatric SANE programs in the state of Ohio.  Program coordinators from each 

active program were invited to participate in the project by receiving an email containing 

the Ohio Pediatric SANE survey (see Table 4.1 for a listing of programs). A response rate 

of 95% was achieved for the Ohio Pediatric SANE survey with one program not 

responding despite repeated attempts at soliciting a response.   

 Ohio pediatric SANE coordinators (n=21) were asked if their programs saw acute, 

chronic, or both acute/chronic patients.  The majority of Ohio pediatric SANE programs  

(86%; n=18) provided care to only acute patients – those presenting with the latest 

incident of sexual abuse/assault occurring within the past 72 hours. Chronic care was 

provided in 4% (n=1) of programs and both acute/chronic in 10% (n=2) of programs.  

Nearly half (43%) (n=9) of pediatric SANE programs in Ohio have their nurses interview 

the patient regarding the sexual abuse concern; 43% (n=9) do not interview.   
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Descriptive statistics were used to analyze survey questions containing continuous 

variables (see Table 4.2).  There was one program that reported seeing no acute pediatric 

SANE patients and 200 non-acute patients.  Excluding programs providing care to only 

chronic pediatric SANE patients then the range of patients seen per year would be 0 to 

200 with a mean of 75. The number of years that Ohio programs have provided pediatric 

SANE care ranged from 0.5 to 10 years with a mean of 6.1.  The number of nurses 

educated to provide care to pediatric SANE patients in each program ranged from 1 to 13 

with a mean of 5.5.  Nurses certified in pediatric SANE nursing by IAFN in each 

program ranged from 0 to 3 with a mean of 0.5.  IAFN pediatric SANE certification was 

required by 10% (n=2) of programs within 2 years of beginning pediatric SANE practice.  

Specialty roles of collaborating physicians varied among programs.  See table 4.3. 

Specific aspects of pediatric SANE care varied among Ohio Pediatric SANE programs. 

(See Table 4.4) 

Over two thirds (67%; n=14) of Ohio pediatric SANE programs require shadow 

call with an experienced pediatric SANE and clinical days at a child advocacy center or a 

children’s hospital as aspects of clinical training. The number of exams that SANE 

trainees are required to shadow an experienced SANE ranges from 0 to 6 with a mean of 

5.6 exams. The number of days that SANE trainees are required to spend at a child 

advocacy center or children’s hospital ranges from 1-5 with a mean of 3. Requirements 

for pediatric SANE practice and testimony in court also varied among Ohio Pediatric 

SANE programs (see Table 4.5) 
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Table 4.3 

 

Frequencies and Percentages for Ohio Pediatric SANE Survey Part 1(N = 21) 

 

Variable     N  Percentage 

 

Practice specialty of collaborating physician 

 

 Adult ED physician   6  29 

 

 Child abuse physician   6  29 

 

 Pediatric ED physician  4  19 

 

 Pediatrician    3  14 

 

 Family practice physician  1  5 

 

 No response    1  5 

 

Collaborative relationship with physician or NP with expertise in child sexual abuse 

 

 Yes     19  90 

 

 No     1  5 

 

 No response    1  5 

 

Collaborative relationship with child advocacy center 

 

 Yes     14  67 

 

 No     6  29 

 

 No response    1  5 

 

Pediatric SANE care provided 24 hours per day 7 days per week 

 

 Yes     15  71 

 

 No     4  19 

 

 No response    1  5 
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Table 4.4 

 

Frequencies and Percentages for Ohio Pediatric SANE Survey Part 2 (N=21) 

 

Variable     N  Percentage 

 

Photo documentation of exam required 

 

 Yes     19  90 

 

 No     1  5 

 

 No response    1  5 

 

 Every exam if possible  17  80 

 

 Abnormal only   2  10 

 

 No response    2  10 

 

Review of pediatric SANE cases 

 

 Review every case   15  71 

 

 Review only when requested  4  19 

 

 No review    1  5 

 

 No response    1  5 

 

Review of pediatric SANE case completed by 

 

 SANE coordinator   15  71 

 

 Peer review    5  24 

 

 Physician    4  19 

 

 Child abuse physician/NP  4  19 

 

Pediatric SANE interview patient regarding sexual abuse concern 

 

 Yes     9  43 

 

 No     9  43 

 No response    3  14 
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Table 4.5  

 

Frequencies and Percentages for Ohio Pediatric SANE Survey Part 3 (N=21) 

 

Variable     N  Percentage 

 

Pediatric SANE fact witness testimony 

 

 Yes     15  72 

 

 No     3  14 

 

 No response      14 

 

Pediatric SANE expert witness testimony 

 

 Yes     8  38 

 

 No     11  52 

 

 No response    2  10 

 

Pediatric nursing experience required 

 

 Yes     9  43 

 

 No      11  52 

 

 No response    1  5 

 

IAFN pediatric SANE certification required for ongoing care 

 

 Yes (after 2 years of practice)  2  10 

 

 No      18  85 

 

 No response    1  5 

  

 

Models of Regulation of Pediatric SANE practice 

 Objective two was to describe current models of regulation of pediatric SANE 

practice being utilized in other states.  IAFN state chapter presidents or IAFN members 
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representing states where there were no chapters were surveyed regarding state regulation 

of pediatric SANE practice in all fifty states (response rate 100%).  Nearly one third 

(34%; n=17) of states reported state regulation of pediatric SANE practice (see Table 

4.6).  Pediatric SANE practice was regulated by the Attorney General’s Office (53%; 

n=9), Board of nursing (29%; n=5), or other office (18%; n=3) including State 

Department of Health and New Mexico Coalition for Sexual Assault.  Completion of a 

state designed pediatric SANE didactic curriculum was required by 65% (n=11) of states 

and another IAFN curriculum was required by 35% (n=6).  State clinical training 

requirements varied among states.  See Table 4.7 for state training and practice 

requirements. 

Less than half of the states (41%;n=7) required their pediatric SANE nurses to 

complete a minimum number of pediatric exams each year to continue practicing; if the 

state required a minimum number of exams the requirement ranged from 1 to 20 with a 

mean of 6.  Over half (59%; n=10) of states required pediatric SANE continuing 

education hours to maintain pediatric SANE practice with the number of hours ranging 

from 4 to 20 with a mean of 12. Slightly more than half (53%; n=9) of states required 

photo documentation of pediatric SANE exams and if the state required photo 

documentation nearly all (89%; n=8) expected photo documentation of every exam if 

possible.  

 



 32 

 

Table 4.7 

 

Frequencies and Percentages for Pediatric SANE Regulatory Survey 

 

Variable      N  Percentage 

 

State clinical training requirements 

 

 Shadow call with experienced SANE  16  94 

 

 Clinical days with sexual abuse expert 11  65 

   (physician or nurse) 

 

 Clinical days at a child advocacy center 6  35 

 

 Clinical days at a children’s hospital  2  12 

 

Experience in pediatric nursing required 

  

 Yes      2  12 

 

 No      15  88 

 

State pediatric SANE certification required 

 

 Yes      10  59 

 

 No      7  41 

 

IAFN pediatric SANE certification required 

 

 Yes      3  18 

 

 No      14  82 

 

Relationship with child sexual abuse expert  5 

   (physician/NP at CAC or Children’s Hospital)  

 

 Yes      11  65 

 

 No      6  35 
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Discussion 

 Pediatric SANE nursing in Ohio is in a state of flux.  There were several hospitals 

without pediatric SANE programs which expressed interest in developing a program yet 

had no firm plans at the time of data collection.  There were also pediatric SANE 

programs that shared difficulties in maintaining their programs and concern that 

ultimately their programs could fail.  The Ohio Attorney General Victims of Crime 

Office reimburses facilities for sexual abuse/assault exams but does not regulate or 

support pediatric SANE practice at individual institutions within the state.  There are a 

few programs in the state that have been innovative and received grant funding for 

starting a program or obtaining equipment (i.e. colposcope or camera) but long term 

maintenance of the program is the responsibility of the individual institution.  The Ohio 

Chapter of IAFN is a vehicle for pediatric SANE programs to meet and discuss issues 

and brainstorm regarding solutions, however, attendance at quarterly meetings is most 

often limited to fifteen or less participants.  Communication and support is needed among 

and for Ohio pediatric SANE programs. 

 The majority (86%; n=18) of pediatric SANE programs in Ohio provide care to 

only acute child and adolescent victims of sexual abuse/assault.  This is in keeping with 

the mission of SANE care and provides for proper utilization of resources in the state of 

Ohio. There are currently twenty-five child advocacy centers scattered throughout the 

state of Ohio which are prepared to provide a multi-disciplinary approach to the 

assessment of non-acute child and adolescent sexual abuse/assault.  A child advocacy 

center by definition must be able to provide expert medical examinations for child sexual 

abuse/assault.  Children and adolescents who present with non-acute sexual abuse/assault 
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are truly better served by a multi-disciplinary assessment completed at a child advocacy 

center that would include child protective services, law enforcement, and prosecution 

involvement.   

 When examining the mean number of patients seen per year by Ohio pediatric 

SANE programs (75 for acute and acute/chronic), the number of patients seen appears to 

be adequate enough to develop competency with the care.  However, when the range of 

patients seen per program is more closely examined and it is noted that there are eight 

programs that provide care to less than 50 pediatric SANE patients per year concerns 

arise regarding the ability to develop and maintain competency among the nurses 

providing care. 

 Acute pediatric SANE patients present to emergency departments 24 hours per 

day/7 days per week/ and 365 days per year.  Only four programs in the state stated that 

they did not provide pediatric SANE care 24 hours per day/7 days per week. There are 

ten programs in the state that have five or less pediatric SANE trained nurses with four 

programs having only one nurse.  The ability of these programs to provide 

comprehensive care to child and adolescent victims of acute sexual abuse/assault is 

questionable and the ability to sustain these programs at a high level of care without 

burnout of individuals due to overwork is a true concern. 

 The distribution of practice specialty for collaborating physicians revealed a 

strong collaboration between pediatric SANE programs in Ohio and child abuse 

physicians, pediatric emergency physicians, or pediatricians.  The majority of programs 

have a collaborating relationship with a child advocacy center. Also, an overwhelming 

91% (n=19) of programs reported a collaborative relationship with a physician or nurse 
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practitioner with expertise in child sexual abuse examinations.  These are physicians and 

nurse practitioners who have clinical expertise in performing hundreds or more often 

thousands of sexual abuse exams and can serve as a mentor to continually develop the 

skills of the pediatric SANE. Collaborative relationships in Ohio appear to be appropriate 

and supportive of best practice. 

 The number of nurses who have achieved IAFN certification in pediatric SANE 

nursing is low in the state of Ohio; only 10 nurses in the state are certified. Pediatric 

SANE certification is relatively new with testing first offered by IAFN starting in the 

spring of 2007. There are four states that require IAFN certification for ongoing pediatric 

SANE practice and an additional eight who require a state certification for pediatric 

SANE practice. Certification is a measure of knowledge and competency in providing 

care.   

 Review of pediatric SANE cases assists in assessing competency of care.  It is 

encouraging that 71% (n=15) of Ohio pediatric SANE programs review every pediatric 

SANE case.  The majority are reviewed by the SANE coordinator of the program and 

next most frequently equally reviewed by physicians, peer review, and child sexual abuse 

physician or nurse practitioner.  Photo documentation of the ano-genital exam is an 

important aspect of case review with nearly all (81%; n=17) of Ohio pediatric SANE 

programs requiring photo documentation of every exam as possible. 

 All pediatric SANE nurses must complete a 32 to 40 hour didactic education.  In 

the state of Ohio nurses are receiving the education from the Mayerson Center at 

Cincinnati Children’s Hospital (48%; n=10) or another IAFN curriculum based education 

(52%; n=11).  The Mayerson Center had been awarded a grant that allowed them to 
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provide a comprehensive pediatric SANE educational program, however, the grant is 

currently in jeopardy due to loss of state funding.  It will be a loss to Ohio pediatric 

SANE practice if the Mayerson Center is unable to continue providing the education.  

Over half (67%; n=14) of Ohio pediatric SANE programs require clinical days at a child 

advocacy center or children’s hospital and shadow call with an experienced pediatric 

SANE as a component of their pediatric SANE education.  It is of concern that there are 

29% (n=6) of programs in the state that do not require this essential clinical training 

component.  

 Approximately one third (34%; n=17) of state IAFN chapter presidents/members 

reported a state model for the formal regulation of pediatric SANE practice; 16 of which 

allow pediatric SANE practice and 1 of which disallows pediatric SANE practice. The 

Kentucky Board of Nursing defines SANE practice as providing care to only patients 14 

years of age and older.  Hawaii is an unusual state when discussing pediatric SANE 

practice. Different counties have separate regulations regarding child sexual abuse 

examinations.  The more populous counties of Honolulu and Maui have a physician 

model for child sexual abuse examinations and pediatric SANE nurses are not utilized in 

these counties.  However, Kauai and Hawaii counties utilize pediatric SANE nurses 

(referred to as forensic nurse examiners but required to have IAFN SANE training) for 

child sexual abuse/assault examinations.  

State regulation of practice allows for uniform standards of pediatric SANE care 

throughout the state. State regulation defines criteria for entry into practice and 

maintenance of practice; this burden no longer falls upon individual institutions to define 

and enforce.  Every individual pediatric SANE nurse in the state must meet uniform 
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minimum practice requirements and each pediatric SANE program has a defined set of 

educational and practice standards that must be met.  Individual programs could always 

place additional educational and/or practice/clinical requirements upon their nurses but 

all programs in the state would function under uniform minimum standards of practice 

and education.       

 Over half of states (65%; n=11) who regulate pediatric SANE practice require and 

provide a state designed curriculum didactic education for pediatric SANE nurses.  

Having a uniform didactic education provided by the state assists pediatric SANE 

programs in obtaining education for nurses who wish to become pediatric SANEs; the 

process is streamlined and individual programs do not have to scramble to obtain the 

financial resources to pay a trainer to provide the education or to develop an educational 

program of their own. Clinical education requirements among states with regulation of 

pediatric SANE practice overwhelmingly include precepting call with an experienced 

pediatric SANE nurse (94%; n=16) and clinical days with a child sexual abuse expert 

physician or nurse (65%; n=11) and less so clinical days at a child advocacy center (35%; 

n=6) or clinical days at a children’s hospital (12%; n=2).  Uniform clinical education 

requirements throughout the state is a crucial element of ensuring component practice; 

experiences such as actually working cases with an experienced pediatric SANE nurse 

are a critical element in the establishment of competency for the novice pediatric SANE. 

Although the IAFN has defined clear education guidelines for pediatric sexual assault 

nurse examiners that offer solid guidelines for the development of didactic and clinical 

educational programs having a universal state didactic educational program and clinical 
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requirements helps to ensure that every pediatric SANE program in the state adheres to 

each and every IAFN guideline.    

 Only 12% (n=2) of states who regulate pediatric SANE practice require 

experience in pediatric nursing to become a pediatric SANE nurse.  This is to be 

expected.  Pediatric SANE programs practice throughout a state in both urban and rural 

populations.  If a nurse lives/works in an area without a children’s hospital it is difficult 

to have pediatric nursing experience. Requiring pediatric nursing experience as a 

prerequisite to pediatric SANE nursing could leave areas of a state without an adequate 

number of pediatric SANE nurses. 

 Nearly half (47%; n=8) of states who regulate pediatric SANE practice provide 

and require state certification in order to practice pediatric SANE nursing.  Only 21% 

(n=4) require IAFN pediatric SANE certification.  The reason for this dichotomy could 

be that IAFN pediatric SANE certification has only been offered since 2007.  Perhaps as 

the IAFN pediatric SANE certification becomes more solidified by time more states will 

begin requiring the certification for pediatric SANE practice thus allowing for a national 

standard of competence in pediatric SANE nursing. 

 Nearly three fourths (71%; n=12) of states require pediatric SANE programs to 

have a collaborative relationship with a physician or nurse practitioner expert in child 

sexual abuse examination at a child advocacy center or a Children’s hospital.  This 

collaborative relationship helps to ensure quality pediatric SANE care – pediatric SANE 

nurses, physicians, and nurse practitioners learn much from each other when 

collaborating to provide care in these often emotionally charged, technically difficult 

cases. Teamwork is vital in the care of pediatric SANE patients. 



 39 

 Maintaining competence at any skill requires use of those skills. Requiring a 

minimum number of yearly pediatric SANE exams for each nurse to complete would 

certainly help to ensure continued competency. Yet less than half (47%; n=8) of states 

regulating pediatric SANE practice require nurses to complete a minimum number of 

exams each year to maintain competence.  Obtaining continuing education related to 

pediatric SANE is another method of insuring competency and staying current with 

changes in practice. Over half (65%; n=11) of states regulating pediatric SANE practice 

require their pediatric SANE nurses to obtain a number of hours of continuing education 

related to pediatric SANE.  Photo documentation of ano-genital exams ensures quality of 

care by: allowing for a more complete review of the examination and reviewer agreement 

with pediatric SANE interpretation of exam findings; utilization of photo in court for 

testimony purposes, and utilization for teaching and peer review.  Over half (59%; n=10) 

of states who regulate pediatric SANE practice require photo documentation of ano-

genital examinations.    
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Chapter 5 

Summary 

 The project was completed to describe current pediatric SANE practice in the 

state of Ohio and models of state regulation of pediatric SANE practice utilized in other 

states.  Participants were surveyed to elicit the information.  The information will be 

utilized to devise a plan for the future of pediatric SANE practice in the state of Ohio. 

Limitations 

 The author assumes that participants answered survey questions honestly and 

accurately. Accurate knowledge of the subject matter would be expected of Ohio 

pediatric SANE coordinators and IAFN state chapter presidents/members, however, that 

knowledge is not guaranteed.   

Implications 

 The Lewis model of project management provided a framework from which to 

thoroughly describe and analyze pediatric SANE practice in Ohio and models of state 

regulation of pediatric SANE practice currently in use in the United States. The results of 

the Ohio Pediatric SANE survey and Pediatric SANE Regulatory survey have provided 

pertinent information regarding pediatric SANE practice.  The next step of the process 

will involve taking this information to the stakeholders in Ohio; Ohio IAFN, Ohio AAP, 

and Ohio Attorney General’s office, to discuss planning for Ohio.  Ohio Pediatric SANE 

practice is strong; however, there is a lack of uniformity across the state which could be 

corrected by Ohio implementing a model of state regulation for pediatric SANE practice.  

See Appendix III for a proposed model for state regulation of pediatric SANE practice in 
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Ohio which the plans to present to the Ohio IAFN chapter, Ohio AAP subcommittee on 

child maltreatment, and Ohio Attorney General’s Office. 
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Table 4.1 

Ohio Pediatric SANE Programs 

 

Name of program       Region of state 

  

Adena Regional Medical Center     South central 

Bluffton Hospital       Northwest 

Cincinnati Children’s Medical Center    Southwest 

Dayton Children’s Medical Center     West 

Fairview Hospital        Northeast 

Firelands Regional Medical Center     Northwest 

Hillcrest Hospital       Northeast 

Knox Community Hospital      North central 

Lima Memorial Health System     Northwest 

Marion General Hospital      North central 

Med Central Health System      North central 

Nationwide Children's Hospital     Central 

NORD Center        Northeast 

Rainbow Babies and Children     Northeast   

St. Joseph Health Center      Northeast 

St. Vincent Mercy Medical Center     Northwest 

Southeastern Ohio Regional Medical Center    Southeast 

Toledo Children’s Hospital      Northwest 

Wood County Hospital      Northwest 

Wooster Community Hospital     Northeast 
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Table 4.2 

 

Ohio Pediatric SANE Practice 

  

      Mean  Median Range 

# pediatric SANE patients per year  75  70  0-200 

 

# years provided pediatric SANE care 6.1  6  0.5-10 

 

# nurses pediatric SANE nurses  5.5  5.5  1-13 

 

# nurses IAFN certification   0.5  0  0-3 

 

# yearly court testimony of nurses  4  3.5  0-12 

 

# precepted cases required   5.6  4  0-20 

 

# clinical days CAC/children’s hospital  3  2  1-5  
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Table 4.6 

 

States Regulating Pediatric SANE Practice 

 

State   Agency   Certification   

 

Alabama  Board of Nursing   

Colorado  Attorney General  Yes – state and IAFN 

Illinois   Attorney General  Yes – IAFN 

Maine   Attorney General  Yes – state 

Maryland  Board of Nursing  Yes – state SAFE 

Massachusetts Mass Dept Public Health Yes – state 

Mississippi  Attorney General  No 

Nevada  Board of Nursing  No 

New Hampshire Attorney General  Yes – state and IAFN 

New Jersey  Board of Nursing  No 

New Mexico  New Mexico Coalition No 

   Of Sexual Assault 

North Carolina Board of Nursing  No 

Oregon  Attorney General  Yes – IAFN 

Texas   Attorney General  Yes – state 

Vermont  Attorney General  Yes – state 

Virginia  Virginia IAFN  No 

 

 

Kentucky  Board of Nursing  (prohibits pediatric SANE practice) 
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Appendix I 

Ohio Pediatric SANE Survey 

 

1. Describe the type of pediatric SANE patient seen in your program.   

      Acute only (latest incident of sexual abuse/assault less than 72 hours)  

     Chronic only (latest incident of sexual abuse/assault greater than 72 hours)           

Both acute and chronic.  

2. Number of pediatric SANE patients seen per year by the program. _______ 

3. Number of years program has provided pediatric SANE care. _______ 

4. Number of nurses in the program able to provide SANE care to pediatric patients. 

________ 

5. Practice specialty of collaborating physician. 

  Adult ED physician 

              Pediatric ED physician 

  OB/GYN 

  Family practice physician 

  Pediatrician 

  Child abuse physician 

   Other _________ 

6. Collaborative relationship with physician or nurse practitioner with expertise in 

child sexual abuse examination.  

7. Number of nurses in the program IAFN certified as a pediatric SANE. _____ 

8. Photo documentation of pediatric SANE exam is required?  

9. How often photo documentation required? 

  Every case as possible 

  Abnormal only 

10. Describe review of pediatric SANE cases.  

    No review 

    Review only when requested 

    Review every case 

11.  Review of pediatric SANE cases is completed by?  

           SANE coordinator 

      Physician 

       Peer review 

            Child sexual abuse physician or nurse practitioner 

12. Frequency of court testimony for pediatric SANEs 

       Number of times per year ____.   

13.   Expert witness?  

14.   Fact witness? 

15.   Pediatric SANE nurse interview patient regarding sexual abuse/assault? 

16.   Collaboration with child advocacy center? 

17. Didactic training requirement for pediatric SANE nurses in the program.  

           Cincinnati pediatric SANE training 

      Other IAFN training        

18. Pediatric SANE clinical training requirements in the program.   

Shadow call with pediatric SANE nurse.  
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Number of precepted cases ____ 

Observation days at a child advocacy center.  

Number of days ____ 

      19. Pediatric nursing experience required. Yes 

20. Is pediatric SANE care provided 24 hours a day/7 days per week?  

21. Is IAFN pediatric SANE certification required for ongoing SANE practice for 

your nurses?  

If yes when 

 After one year of practice yes 

 After two years of practice yes 
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Appendix II 

Pediatric SANE Regulatory Survey 

 

1. Does your state have a formal model of state regulation of pediatric SANE 

practice?   

2. If yes the state regulatory body?  

 Board of nursing 

Attorney General’s Office 

Other 

3. Initial pediatric SANE practice criteria. Type of didactic training?  

State designed curriculum that all pediatric SANE nurses must attend  

Other IAFN approved provider 

4. Clinical training requirements include (answer may include more than one).            

Clinical days at a Child Advocacy Center 

           Clinical days at a Children’s Hospital 

               Clinical days with expert in child abuse expert (physician or nurse) 

               Precepting SANE call with an experienced pediatric SANE nurse 

5.    Experience in pediatric nursing? 

      6.     Ongoing practice requirements 

State pediatric SANE certification.  

IAFN pediatric SANE certification.  

Relationship with expert in child sexual abuse (physician or nurse practitioner 

at CAC or Children’s Hospital).  

7.  Do pediatric SANE nurses need to complete a given number of pediatric exams 

per year to continue to practice?  Yes 

            If yes the number of exams ____. 

    8.      Continuing education related to pediatric SANE required.  Yes 

     Number of hours ________ 

8. Photo documentation of pediatric SANE exams is required?  Yes 

           If yes?  

Every exam if possible 

Abnormal exams only 

Other 
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Appendix III 

Proposed Model of Ohio Regulation of Pediatric SANE Practice 

 

Regulating body: Ohio Attorney General’s Office 

 

To perform pediatric SANE exams in the state of Ohio the Ohio Pediatric SANE must 

complete didactic and clinical requirements outlined below.  These minimum standards 

are consistent with educational guidelines established by the IAFN. 

 

The goal of the clinical training is for the Pediatric SANE to become proficient in caring 

for the pediatric sexual abuse/assault patient.  It is expected that the clinical requirements 

will be completed within 12 months of the didactic course.  

 

Requirements for Attending Pediatric Sexual Assault Nurse Examiner Training: 

 The applicant must: 

1. Possess a current license to practice as a registered nurse in the state of Ohio. 

2. Have at least one year of experience in practicing as a registered nurse. 

 

Requirements for initial Ohio State Pediatric SANE Certification 

 The pediatric SANE must: 

1. Attend entire 40 hours Ohio Pediatric SANE Training, or past completion of 

equivalent out of state training that complies with the Ohio curriculum. 

2. Completion of Clinical Components including: 

2 days of observation at a Child Advocacy Center/Children’s Hospital 

participating in the care of 10-15 child/adolescent sexual abuse examinations 

(acute or chronic) with a physician or nurse practitioner with expertise in child 

sexual abuse examinations. 

Shadow call with an experienced pediatric SANE nurse for a minimum of 5 

acute cases or more until preceptor and novice both feel comfortable with care 

provided. 

 

Requirements for Renewal of Ohio State Pediatric SANE Certification (required 

every three years) 

1. IAFN pediatric SANE certification. 

2. Completion of at least 3 pediatric/adolescent SANE exams per year and 10 in 

three years. 

3. Each exam must be reviewed (see program requirements). 

4. Maintain a clinical log of pediatric/adolescent SANE exams done over the 

three years. 

5. Maintain current Ohio nursing license. 

6. Complete a minimum of twelve hours of continuing education (over a three 

year program) related to the multifaceted needs of the pediatric/adolescent 

sexual assault patient or the SANE role. 

7. Evidence of participation in peer review of cases at least once per quarter.  

Include dates of attendance.  
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Requirements for Ohio Pediatric SANE Programs  

1. Collaborating relationship with physician or nurse practitioner expert in 

child/adolescent sexual abuse/assault examinations.  This individual does not 

have to be involved with every pediatric SANE case but available to program 

as a resource. 

2. Collaborating relationship with a pediatric emergency physician, pediatrician,  

other physician, or advanced practice nurse who has had training in child 

sexual abuse examination. This individual/s is/are involved in a collaborative 

role for every pediatric SANE patient. 

3. Photo documentation of every exam if possible. 

4. Review of every exam by expert physician/nurse practitioner or pediatric 

SANE coordinator. 

5. Peer review of cases on at least a quarterly basis. 

6. Employ only Ohio State Certified Pediatric SANE nurses. 

 

Ohio Curriculum for Pediatric SANE Didactic Training (as per IAFN Pediatric 

Educational Guidelines for SANE) 

1. Multidisciplinary team concept 

2. Child maltreatment 

3. SANE roles and responsibilities 

4. Dynamics of child sexual abuse/assault 

5. Medical forensic examination 

6. Nursing management 

7. Criminal justice system 

8. Ethics 

9. Evaluation 
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