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corroborating the child's account and in
providing evidence in criminal proceedings
which require a high standard of proof. A
deferred examination may miss rapidly
resolving anogenital signs.4
A seldom discussed alternative is sedation of

an otherwise unexaminable child. Although
this makes assessing the child's response to the
examination impossible, it is probably irrele-
vant to the diagnosis if a good interview and
examination are carried out.5
Ketamine hydrochloride, a sedative,

amnesic, and analgesic drug, produces disso-
ciative anaesthesia, a trance-like cataleptic
state. It has been used extensively outside the
operating theatre for burn ward procedures,
taking bone marrow biopsy samples, dental
work, and other distressing procedures.6
Respiration and protective airway reflexes are

maintained,6 rendering assisted ventilation
or endotracheal intubation unnecessary.

Supplementary oxygen is rarely needed, but
should be available.6 Ketamine temporarily
increases blood and intracerebral pressures

and rarely causes laryngospasm. The recom-

mended dose of 1-2 mg/kg intravenously or 4
mg/kg intramuscularly, with 0-1 mg/kg
atropine as an antisialagogue provides anaes-

thesia for several minutes. Previous fasting is
desirable, but not obligatory, as gag and
coughing reflexes are preserved.6 The
hypnopompic hallucinations and irritability
common in adults are rare in children and
respond well to diazepam.6 Transient diplopia
and nystagmus are common. Amnesia of the
procedure is universal.

In cases of suspected child sexual abuse,
genital examination under ketamine sedation is
not a substitute for a properly conducted
examination of an informed, relaxed, partici-
pating, conscious child by a skilled examiner.
If these conditions cannot be met, however, it
may be considered. It is safe, effective, and
can be administered in an ambulatory setting
if resuscitation equipment and oxygen are

available.6
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Commentary
Examination of children suspected of being
sexually abused is an increasing part of paedi-
atric practice,1 and all paediatricians must be
competent to undertake the anal and genital
part of this examination. The examination is a

vitally important part of any assessment where
child sexual abuse is suspected and should be
undertaken by trained doctors.

Anxieties can arise for a number of reasons.

(1) Work in child sexual abuse can be difficult

and time consuming. (2) Cases may be
controversial when parents vigorously dispute
that abuse has happened. (3) Doctors may feel
uncertain of their knowledge of normal and
abnormal findings, although recent pub-
lications should help in writing reports and
presenting evidence at case conferences or
courts.2 3

The examination itself, however, may raise
specific worries for professionals, carers, and
child. Concern that the examination itself may
be interpreted by the child as further abuse
needs to be discussed. Some of these concerns
may be appreciated by the doctor who may feel
inhibited not wishing to cause further upset to
the child or adult. Misunderstanding can add
to the difficulties.

Parents and others advising them may think
that the procedure will involve an internal
examination whereas inspection is now usual
practice. Explanation and preparation (for
example by parent, social worker, doctor, or
nurse) will reassure.
Most children will have been upset, fright-

ened, or confused by the abuse and may bring
those feelings to the examination. However,
children also recognise when people are there
to help them and for many the medical exami-
nation will reassure that someone has noticed
and heard their distress.
What of those children who either refuse or

are too frightened to cooperate? Every doctor
(even the most experienced and skilled) sees
a few of these. It is worth asking a few
questions in this situation: Can the child tell
of any specific worries? Who will accompany
the child? (Let the child decide who they
would like with them.) Would a female or
male doctor be more appropriate? What has
the child been told? (For example, it will
hurt, don't cooperate, you don't need to have
this done if you don't want.) Has the child
been adequately prepared? Is the child old
enough to give consent?4 Is the child being
left to make the decision on their own and
therefore left with the responsibility for
their own protection?It goes without saying
that a doctor should never force an examina-
tion against a child's wishes. Very often
additional time can be sought for work with
the child and another appointment made
when the child has had further time to
think.

So when is it reasonable to turn to anaes-
thesia or sedation? In practice there are very
few situations but where the child is frightened,
cooperative but unable to relax sufficiently and
there is some special urgency, it may be indi-
cated. Rarely there are major injuries which
require assessment and surgical repair and
anaesthesia is then usually needed.

It is important to remember that some
children are drugged before abuse and others
feign sleep during the abuse. One should be
sensitive to what 'putting you to sleep' may
mean to the child. Paediatricians must stress
the positive value of a skilled examination in
child sexual abuse for the protection and
support of the child and encourage and
reassure adults and children alike.
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A matter ofsome gravity

The undoubted fact that children are subject to the earth's
gravitational attraction is the basis of three papers in the July
1993 issue of Pediatrics.
In 1989 and 1990 in Washington State there were 2658

admissions to hospital of people aged 19 years or less with
injuries caused by falling (Frederick P Rivara and colleagues,
Pediatrics 1993; 92: 61-3). The numbers of admissions were
fairly evenly distributed over the first four quinquennia of life
and boys outnumbered girls by 1 8 to 1. There were 11 deaths
but only one was of a child younger than 10 years. Younger
children most commonly fell from a height whereas adolescents
commonly fell on the same level. Seventy four percent of
patients had limb fractures or dislocations, 22% head injuries,
25% soft tissue injuries, and 4-5% internal injuries. The authors
calculate that the annual cost of fall injuries in Washington State
is about 4-5 million dollars. Each year about one child in 100
attends a casualty department after a fall and one in 10 of those
is admitted to hospital.
The problem of falls from windows and balconies is addressed

in a paper from Los Angeles (Deborah Lehman and Nancy
Schofield, pages 121-4). Over a period of 4-5 years 158 children
were admitted to the Children's Hospital, Los Angeles, having
fallen from a building. The records of 151 of these children were
reviewed. Ninety three fell from a window, 36 from a balcony,
and 22 from other parts of the building. Ninety five percent were
less than 10 years old and 54% were younger than 3 years. There
was one death and 15 children were left neurologically impaired.
One hundred and one children suffered fractures, most
commonly of the skull. The authors suggest fresh attempts at
parent education and a review of building safety regulations.

Falling off a bed is often given as an explanation when non-
accidental injury is suspected. At the Children's Hospital in
Camperdown, Australia, 235 children, aged 6 years or less, fell
from a cot or a bed between January 1983 and August 1992
(Thomas J Lyons and R Kim Oates pages 125-7). Thirty three
were infants of less than 12 months. Twenty nine children
suffered trivial injuries, mostly to the head. In addition, one child
had a fractured clavicle and another a skull fracture. Neither of
these injuries was in any way complicated. The maximum height
fallen (climbing over cot rails) was 4-5 feet. Most children falling
off a bed at home would fall a shorter distance and onto a softer
surface. These authors conclude that when serious injuries are
said to have resulted from falling from a bed the reliability of the
history should be questioned. I think we already knew that but
this study adds to the evidence.
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