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Summary
Violence in close relationships has been on the Norwegian government’s agenda for the past
two decades. Government action plans have been published to increase the health and social
services’ focus on and clinical practice in the area of violence in close relationships. The aim
of this report is to give an overview of Norwegian legislation and management of violence in
close relationships in the health care services. The health care pathways for victims are
presented as well as treatment for perpetrators.
Background of the report
The Research Centre of the Slovenian Academy of Sciences and Arts (ZRC SAZU)
approached the Brøset Centre for Research and Education in Forensic Psychiatry and invited
it to participate in the project ‘Recognizing and treating victims of violence in close
relationships in health care settings: Guidelines and training for health professionals’. The
main goals of the project were to prepare and implement guidelines for recognizing and
treating victims of violence in close relationships for health professionals and to carry out a
training programme. The project is co-financed within the Norwegian Financial Mechanism
Programme 2009–2014. The coordinator of the project is the Government Office for
Development and European Cohesion Policy of the Republic of Slovenia.
Limitations
In two reports (‘Recognizing and treating victims and perpetrators of violence in close
relationships in the health care service’ and ‘Addressing health approaches to vulnerable
groups’), the Brøset Centre for Research and Education in Forensic Psychiatry compiled an
overview of the Norwegian health care services’ strategies for dealing with violence in close
relationships. General practitioners, the child welfare service and police are often the first
responders to violence in close relationships. Societal dynamics such as gender equality,
marginalisation, education and economic distribution influence violence in society (WHO,
2013). These reports will, however, be limited to describing the health care pathway for
victims of violence in close relationships in Norway, even though they will inevitably briefly
refer to other cooperating sectors. The Brøset anger management model for perpetrators of
violence in close relationships will be presented.
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Recognizing and treating victims and perpetrators of violence in close
relationships in the health care service in Norway

Introduction
Violence in close relationships is defined by using several concepts, such as: domestic
violence, family violence, intimate partner violence, spousal assault, intimate partner abuse
and violence in close relationships. This makes it challenging to describe, especially because
the concepts may be understood differently depending on national and cultural contexts. This
report uses the term ‘violence in close relationships’ and includes violence towards children,
intimate partners (men and women being the perpetrator or victim), ex-partners and others in
the family sphere.
Violence is understood as: “Any act directed against another person which, through causing
injury, pain, fear or offence, makes the other person do something against their will or stops
them from doing something they want to do.” (Isdal, 2000). This includes physical,
psychological, latent, material and sexual violence.

Brøset Centre for Research and Education in Forensic Psychiatry
Norway has three regional centres for research and education in forensic psychiatry and
psychology: Bergen (Helse Vest); Oslo (Helse Sør-Øst); and Trondheim (Helse Midt og
Nord). The Brøset Centre for Research and Education in Forensic Psychiatry is part of St.
Olav's University Hospital, Trondheim, Norway. The research centre is responsible for
research and development in the field of forensic psychiatry. Focus areas are risk assessment
and management, risk associated with severe mental disorders, sexual crimes and sexual
violence, and violence in close relationships. The centre works in a multidisciplinary
environment, consisting of employees from different disciplines with expertise within their
respective fields.
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Public awareness of violence in close relationships: A historical
perspective
Milestones in the efforts to combat violence in close relationships
The historical development of the work to combat violence in close relationships in Norway
has shifted from being a primarily private initiative spearheaded by crisis centres and
voluntary organisations to being part of public policy and responsibility. This development is
summarised below:
1977: Oslo's first crisis helpline is set up.
1978: Norway's first crisis centre, Camilla, opens in Oslo.
1981: The first state-financed scheme for crisis centres and crisis helplines is
established.
1983: The first inter-ministerial action plan, Tiltak mot kvinnemishandling [Measures to
Combat Violence against Women], is launched.
1988: Amendments to the provisions concerning assault and bodily harm laid down in the
General Civil Penal Code made all cases of violence against a former or present spouse or
partner subject to public prosecution.
1991: Norwegian Association of Crisis Centres, an umbrella organisation for crisis centres, is
founded.
1994: The Women's Shelter, an umbrella organisation for crisis centres, is established.
1995: The Act relating to the Prohibition of Female Genital Mutilation is passed.
1996: Advisory service for victims of crime is established.
1998: The first action plan on forced marriage is launched.
2000: The action plan Vold mot kvinner [Violence against Women] (2000–2003) is launched.
2000: The action plan for combating female genital mutilation is passed.
2002: The scheme to provide domestic violence coordinators in all of Norway's 27 police
districts is introduced.
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2002: The action plan Renewed Initiative against Forced Marriage is launched.
2003: Legal basis to allow the police to impose a ban on visits to one's own home (Criminal
Procedure Act, section 222 a) is introduced.
2003: The Committee on Violence against Women submits its report NOU 2003: 31 Retten til
et liv uten vold. Menns vold mot kvinner i nære relasjoner [The Right to a Life without
Violence. Men's Violence against Women in Intimate Relationships].
2003: The law prohibiting forced marriage is introduced.
2004: The Action Plan against Domestic Violence (2004–2007) is passed.
2004: A support centre for victims of crime is established as a three-year pilot project in
Trondheim.
2007: The first Children's Houses are established in Hamar and Bergen.
2007: The Action Plan Against Forced Marriage (2008–2011) is passed.
2008: The Commission on Rape submits its report NOU 2008:4 Fra ord til handling.
Bekjempelse av voldtekt krever handling [From Words to Action. The Need for Action to
Combat Rape].
2008: Turning Point. Action Plan against Domestic Violence (2008–2011) is passed.
2008: The Action Plan for Combating Female Genital Mutilation (2008–2011) is passed.
2010: Act relating to Municipal Crisis Centre Services (Crisis Centre Act) enters into force on
1 January.
2010: Amendments to the Act relating to Children and Parents making all use of violence and
frightening or annoying behaviour or other inconsiderate conduct towards children prohibited.
2012: The Action Plan against Domestic Violence (2012 is passed.
2012: The Action Plans for Combating Forced Marriage and Female Genital Mutilation
(2012) is passed.
2012: The Action Plan against Rape (2012–2014)) is passed.
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2013: Legislative amendments providing the legal authority to implement electronic
monitoring of bans on contacts enter into force on 1 February.
2013: The Action Plan against Forced Marriage, Female Genital Mutilation and Severe
Restrictions on Young People's Freedom (2013–2016) is launched.
(Source: Meld.St.15, 2012–2013)
Political aspects of violence in close relationships
Violence in close relationships is a field that is characterised by the number of actors
involved. The Ministry of Justice has responsibility for coordinating government efforts in
this area. Measures to combat violence in close relationships are developed in a range of
different reports, white papers and action plans.

On 8 March 2013, the white paper on violence in close relationships was presented: Meld. St.
15 (2012–2013) Forebygging og bekjempelse av vold i nære relasjoner. Det handler om å
leve [Preventing and Combating Violence in Intimate Relationships. A Matter of Life].
White papers are prepared by the ministries, in this case the Ministry of Justice and Public
Security. A white paper, or a report to the Storting, is a document submitted by the Norwegian
government to the Storting (Norwegian parliament) regarding an issue which the government
wants to inform or discuss in the Storting without linking it to a final bill or joint resolution
White papers propose future policies or contain reports on public activities in a given area.
White papers are often drafted by ministerial staff in cooperation with the political leadership.
White papers are published without any personal signatures because they are intended to
express the official view of the ministries and the government.
The preamble in the white paper on preventing and combating violence in intimate
relationships reads as follows: “With this report to the Storting, the Government discusses
future policy regarding violence in intimate relationships. The report described the measures
that have been implemented and outlines future work. The aim is that every home should be
an arena for security and care, free from violence. Freedom from violence is a fundamental
prerequisite for growth and self-realisation and for being able to live a good life.”

The report contains several subchapters: chapter 7 deals with the services offered to victims
by the health and care services, and chapter 8 describes what assistance and treatment is

6

available to perpetrators of violence. NOK 75 million has been allocated to the work
described in the white paper.

The actions plans contains the most concrete description of the practical policies for
combating violence in close relationships. Government action plans on violence in close
relationships detail specific goals which the government wants to achieve during its term in
office. The action plans are inter-ministerial documents because the topics come under the
areas of responsibility of many ministries. The first action plan against violence in close
relationships came in 1983. The preamble stated:
“The public responsibility lies in making violence against women an issue of public concern
and to influence the processes that help shape cultural norms in society. We must ensure that
a policy that can contribute to mitigating the problem is practised in different fields and that
can prevent its recurrence as far as possible. Our legal system must work in this field, and
measures must be established to help both the victims and the perpetrators. As an issue of
public concern, violence against women thus raises questions pertaining to policies on gender
equality, family life, the law, welfare, and health.” (Ministry of Social Affairs, Ministry of
Justice, and Ministry of Consumer Affairs and Administration, 1983).
Turning Point. Action Plan against Domestic Violence (2008–2011) was the first action plan
to set the following goal: “The spiral of violence will be halted by improving treatment
services for perpetrators of violence,” and that “The anger management programme
developed by the Brøset Centre for Research and Education in Forensic Psychiatry will be
disseminated to other areas. The programme will teach perpetrators of violence alternative
ways of managing their violence and aggression problems.” The work on disseminating this
programme nationwide is still going on; see the description of the anger management
programme in this report.
The action plans contain concrete measures in areas such as prevention, knowledge and
competence, assistance and treatment, criminal prosecution, and cooperation and
coordination.
The most recent action plan, Et liv uten vold. Handlingsplan mot vold i nære relasjoner
(2014–2017) [A Life without Violence. Action Plan against Domestic Violence] was
launched in 2014. This plan was prepared by six ministries, coordinated by the Ministry of
Justice, and proposes 45 measures for combating violence in close relationships.
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Legislation

Section 219 of the General Civil Penal Code deals with violence and abuse in close
relationships. The Code has been amended several times, and the wording in the current text
reads as follows:
“Section 219. Any person who by threats, duress, deprivation of liberty, violence or any other

wrong grossly or repeatedly maltreats:
a) his or her former or present spouse
b)

his or her former or present spouse's kin in direct line of descent,

c)

his or her kin in direct line of ascent,

d)

any person in his or her household, or

e) any person in his or her care
shall be liable to imprisonment for a term not exceeding four years.
If the maltreatment is gross or the aggrieved person dies or sustains considerable harm to
body or health as a result of the treatment, the penalty shall be imprisonment for a term not
exceeding six years. In deciding whether the maltreatment is gross, particular importance
shall be attached to whether it has endured for a long time and whether such circumstances
as are referred to in section 232 are present.
Any person who aids and abets such an offence shall be liable to the same penalty.”
In a decision passed down by the Norwegian Supreme Court (HR–2010–1426-A) protections
of children's rights in cases involving violence in close relationships was strengthened. A
child who witnesses family violence has the right to independent legal protection, including
an independent right to counsel and to redress.

Which health actors are involved when facing victims of violence from an intimate
partner or other relative?
The municipalities must, pursuant to the Health and Care Services Act, ensure that everyone
residing or staying in the municipalities is offered the necessary health and care services.
Victims of violence and abuse in close relationships must be provided with professionally
sound healthcare (Meld. St. 15 Forebygging og bekjempelse av vold i nære relasjoner. Det
handler om å leve (2012–2013) [Preventing and Combating Violence in Intimate
Relationships. A Matter of Life]). If necessary, they must be referred to the specialist health
service. Health and care services for persons subjected to violence and abuse are part of the
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responsibility imposed on municipalities and regional health authorities. Norwegian
healthcare professional practice in recognizing and treating victims of violence in close
relationships is regulated by two important laws: the Act relating to Healthcare Personnel
(Helsepersonelloven; LOV-1999-07-02-64) and the Patients’ Rights Act (Pasient- og
brukerrettighetsloven; LOV-1999-07-02-63), Ministry of Health and Care Services. The
division of tasks between municipal level and specialist health service level is based on
professional evaluation of the complexity, frequency and degree of severity of individual
cases. By specialist health service is meant both somatic services, mental healthcare, and
interdisciplinary specialist treatment for substance abuse (see Act relating to Specialist Health
Services, section 2–1a), regardless of whether or not the cause is related to violence, abuse or
other reasons.
Everyone in Norway has/should be assigned a general practitioner. When persons subjected to
violence finally seek help, their general practitioner, the emergency medical services or
assault centres are often their first point of contact. Once this happens, they are responsible for
assessing the need for further medical help and other assistance. If there is a need for
specialist treatment, the abovementioned points of contact will refer patients to somatic and/or
mental healthcare, including the District Psychiatric Centre, or to private practice
psychologists or psychiatrists. Examining children who have been subjected to violence or
sexual abuse requires specialist expertise and is therefore a task for the specialist healthcare
service. However, maintaining a professionally sound specialist healthcare service in rural
districts in Norway can be difficult, so cooperation with the municipal healthcare service in
transferring expertise may be called for.
Public health clinics and the school health service are charged with providing healthpromoting and preventive services to pregnant women, children, and young people up to the
age of 20 and to their parents or guardians. All Norwegian municipalities are required by law
to provide public health clinics and school health services. These services must be cohesive,
and must tend to the physical and mental health of children and young people and their
families. These services cover medical examinations, vaccination, assertive community
treatment (home visits), health information and counselling activities. It should be easy to
seek help at the public health clinics and school health service, regardless of the size of a
problem. Users are not expected to pay a user fee for receiving help from the public health
clinics or the school health service. The public health clinics and school health service have
contact with most of the children and their families in Norway. They can help discover cases
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of violence against pregnant women and help children and women who are being subjected to
violence to receive the medical help they need.
Psychosocial support: In 2013 the Government allocated grants to the municipalities towards
recruiting psychologists to the municipal healthcare services. The purpose of this was to
strengthen preventive and psychosocial support in the municipalities. The municipal
psychologists could play an important role in discovering violence in close relationships,
supervising other professional personnel and in gaining an overview of what support services
are available in their municipalities.
Home-based services such as home visits by municipal healthcare practitioners could help
towards discovering and preventing vulnerable groups, such as the elderly and persons with
disabilities, being subjected to violence and assault from close caregivers. This measure was
included in Competence Reform 2015.
Persons subjected to violence can find it difficult to receive dental treatment. In the white
paper St.meld nr.35 (2006–2007) Tilgjengelighet, kompetanse og sosial utjevning —
Framtidas tannhelsetjenester [Accessibility, Competence and Social Equality: The Future
Dental Health Service], it was decided to map dental health among persons who had been
subjected to torture or abuse. As a result, a team of dentists and psychologists was set up with
responsibility for examining and treating persons who had been subjected to torture or abuse
and who suffer from odontophobia.
The purpose of the assault centres is defined as follows: “a healthcare service whose specific
purpose is to provide services to persons who have been subjected to sexual abuse or violence
in close relationships” (Veileder om overgrepsmottak 2007, IS1457 [Guidance on Assault
Centres], issued by the Norwegian Directorate of Health). The aim is to reduce adverse health
consequences in the short and long term. The assault centres are primarily financed by the
municipalities, even though most of them are located in accident and emergency units or
hospitals. The work involved in serving the assault centres involves both the primary and
specialist healthcare services as well as the police.
Other services provided to victims of violence and abuse
Initially, Norwegian crisis centres only offered help to women who had been subjected to
violent in close relationships. The first crisis centre was set up in 1978, and today (2014) there
are 46 of them throughout Norway.
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The services offered by the crisis centres are mostly aimed at women and their children who
have been subjected to material, financial, physical and/or sexual violence by a partner,
boyfriend, sibling or other family members. They are also offered to women who are in
danger of being or who have been subject to forced marriage. Since 2005, the crisis centres
also offer assistance and safe shelter to women who are victims of human trafficking or who
have been exploited in prostitution.
Since January 2010, when the Act relating to Municipal Crisis Centre Services entered into
force, responsibility for operating them was assigned to the municipalities, and men who were
subjected to intimate partner violence could also seek help there. Sections 1 and 2 state the
purpose of the Act and the required content of crisis centre provision:

“Section 1 Purpose of the Act
The purpose of the Act is to ensure a sound, cohesive crisis centre provision for women, men,
and children who are subjected to violence of threats of violence in close relationships.
Section 2 Crisis centre provision requirements
The municipalities shall ensure a crisis centre provision that can be used by persons who are
subjected to domestic violence or to threats of domestic violence and who need counselling or
secure, temporary accommodation.
The service should provide users with support, guidance, and help with contacting other
services in the system and should include:
a) a crisis centre or equivalent safe and temporary accommodation that is free, available
all year round and 24 hours a day, and
b)

free daytime services, and

c)

a year-round, 24–hour telephone helpline offering advice and guidance, and

d)

follow-up during the re-establishment stage; see section 4.

The municipalities should take care of children in a way that is adapted to their specific
needs, and should also ensure that children's rights under other legislation are fulfilled.”
The Act stipulates that the municipalities should ensure that victims of violence receive
cohesive follow-up by coordinating the services provided by the crisis centres and those
provided by other service providers in the system, but major challenges still exist in the
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support system. Only a few municipalities have prepared municipal action plans and have
formal networks and cooperation procedures, and the service provision in most municipalities
is still poorly organised.
The Support Centre for Victims of Incest and Sexual Assault (SMISO) in South Trøndelag is
a private foundation reliant on public funding from state and local authorities and the health
authority. SMISO is also tasked with spreading information and knowledge about sexual
abuse and with highlighting social factors that can contribute to legitimising sexual abuse.
SMISO offers individuals help to self-help for dealing with trauma and moving forward. The
centre is a low-threshold service, and no referral is needed. The services are free, and the staff
and other users are bound by confidentiality.
There are five centres nationwide, which are organised regionally and operated according to
guidelines issued annually by the Ministry of Children, Equality and Social Inclusion in the
form of Circular Q22.
Dissemination
In 2004, the government created the Norwegian Centre for Violence and Traumatic Stress
Studies (NKVTS). The centre's tasks included research and development, education, guidance
and advice. NKVTS conducts research into the phenomenon of violence in close
relationships, risk factors for violence in close relationships, the consequences of violence,
and treatment methods and measures/interventions.
To enhance competence levels, the government created five Regional Resource Centred on
Violence, Traumatic Stress and Suicide (RVTS) in 2007. The objective for these centres is to
help provide a more cohesive service by raising competence levels and improving cooperation
between sectors, agencies and levels of administration. The RVTSs provide services for
competence building, consultation, and guidance on relevant services and organisations.
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Clinical practice in Norway: An example
St.Olav’s University Hospital in Trondheim, Norway has standard procedures when concerns
are raised that a child or adolescent might be exposed to gross neglect by parents,
maltreatment and/or sexual assault, as well as for receiving and treating victims of sexual
violence. The procedures are presented in this chapter.
Neglect, maltreatment and abuse of children and young people. Retningslinje for
bekymringsmelding, utredning, behandling og tverrfaglig oppfølging [Guidelines on
notifications of concern, examinations, treatment, and interdisciplinary follow-up]
Prepared by: Children's Clinic, St. Olav's Hospital
These guidelines are part of a standard patient pathway (see related document: Standardisert
pasientforløp for barn og ungdom hvor det er bekymring for omsorgssvikt, mishandling eller
overgrep [Standard patient pathways for children and adolescents in cases of concern for child
neglect, maltreatment or abuse]. Social paediatrics is defined as paediatric medical services
for and medical forensic evaluation of children subjected to physical or psychological
violence, sexual abuse or neglect. Sound coordination with the Child Welfare Service, the
police, and various areas within the healthcare service plays a key part in the provision of this
service.
Purpose and scope
The guidelines are intended to ensure that children and adolescents receive a sound social
paediatric service. They apply to personnel working with children and adolescents who are
being examined and treated at the Children's Clinic and at other departments at St. Olav's
Hospital treating children under the age of 18. The apply to children and adolescents aged
under 18 who are patients at the Children's Clinic in connection with concerns of neglect,
maltreatment or abuse, or children and adolescents who are referred to the Children's Clinic
by external bodies for examination on the grounds of already established social paediatric
issues.
Responsibility
Heads of clinics, heads of departments, and heads of sections have overall responsibility.

Reporting obligation
Each healthcare professional has independent responsibility for reporting to the Child Welfare
Service any concerns about a child aged under 18 being subjected to violence, sexual abuse or
14

neglect. If the healthcare practitioner has grounds to believe that new violations will occur,
this triggers an obligation to notify the police (duty to prevent; see General Civil Penal Code,
chapter 13, section 139).
In a case concerning neglect, the parents/guardians should be informed that the Child Welfare
Service has been notified. In cases where there is cause for concern of violence and abuse, the
parents/guardians should as a general rule not be notified before a notification of concern is
issued to the Child Welfare Service or a report is issued to the police.

The head of clinic and head of department must be notified when cases are reported to the
police, and the head of unit must be notified in cases of notifications of concern.
Description of tasks: Individual healthcare practitioners
Notifications to the Child Welfare Service
It is important to draw a distinction between cases where there is a strong suspicion and cases
where abuse is one of multiple possible alternatives. The majority of cases are unclear, and in
such cases it may be appropriate to proceed with caution and to consult the Child Welfare
Service before a notification of concern is issued. The decisive factor determining the level of
urgency is the risk to which the child may be exposed to further serious incidents. The
presence of severe injuries suggests a high level of risk.
•A notification of concern must be sent to the Child Welfare Service regarding all children

when there is more than a vague suspicion of maltreatment, regardless of severity.
•Personnel may discuss a case with the Child Welfare Service without naming the child in
order to seek advice about issuing a notification or making a formal report, and about how the
parents or guardians should be informed.
•Parents should be informed that a notification has been sent to the Child Welfare Service.
Avoid discussing the details of the suspicion with caregivers before the notification has been
sent to the Child Welfare Service. Agree with the Child Welfare Service about where, how
and by whom the parents should be informed in such a way as to avoid compromising further
examinations.
•All cases where medical examinations were conducted due to suspected maltreatment and
where no conclusion is reached as to whether or not maltreatment has occurred must be
reported to the Child Welfare Service.
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•Children who are admitted due to excessive intoxication and/or intoxication (particularly in
the case of repeated admissions), self-harming, or who display severe behavioural disorders
may be subject to the reporting obligation to the Child Welfare Service.
•Children who are admitted due to accidental injuries resulting from lack of supervision or
protection may be exposed to neglect, and a notification should therefore be considered.
•In addition to written notifications, we recommend that the healthcare practitioner contacts
the Child Welfare Service directly in person or by telephone to elucidate the findings and give
a risk evaluation of the child's care situation.
•Healthcare practitioners have an independent reporting obligation, but it may be prudent to
discuss the matter with their immediate superior or others with experience in the relevant
issue before deciding to issue a notification of concern.
•The departmental management must always be informed when such notifications are issued.

Description of tasks: Individual healthcare practitioners
Reporting to the police
It may be appropriate to consult the police before filing a report. The decisive factor
determining the level of urgency is the risk to which the child may be exposed to further
serious incidents. The presence of severe injuries suggests a high level of risk.
The reporter must give the police a realistic picture of how strong the suspicion is and of how
certain one can be based on medical evaluation that the injuries have no other possible cause.
Personnel may consult with the police regarding individual cases without naming patients.
The earlier the police are contacted, the better their investigation will be. Sound police
investigation is important for due process protection of both the child and the parents.
Wait only for examination results that are likely to change the situation, and notify the police
about what remains to be done.

Discuss with the police about when and how the parents should be informed. It is important
that the parents are given as little opportunity as possible to confer and coordinate their stories
and remove potential evidence.
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The senior consultant in the department to which the child is admitted and the paediatric
department must be notified before reporting to the police. During daytime hours, the clinic
and department management must be notified.
Maintain contact with the police while the investigation is going on.

Description of tasks: Personnel at the Sexual Assault Centre, personnel in Patient
Admissions, general standby paediatrics
Examinations in cases of suspected violence and neglect
The primary health service and other parts of the specialist healthcare service play key roles in
diagnostics, treatment and monitoring.
The Children's Clinic makes evaluations based on:
Referrals from the primary health service, referrals from the Child Welfare Service, referrals
from other hospitals or clinics in the specialist healthcare service requesting a socialpaediatric evaluation, requests from the police for a medical forensic examination. The
request is received by the nurse in Patient Admissions..

Duties for the nurse when receiving children and adolescents in the cases of suspected
sexual assault:
(See Arbeidsoppgaver for sykepleier i Pasientmottak [Duties for nurses in patient admissions

in cases of sexual assault] and Håndbok for helsepersonell ved mistanke om fysisk
barnemishandling [Handbook for healthcare practitioners in cases of suspected physical child
maltreatment]).
Determine whether the patient should receive acute, sub-acute or elective care. In some cases
it is necessary to recover trace evidence of injuries resulting from violence. These must be
examined as acute cases. If there are fresh injuries such as tears, abrasions or haematomas,
these must be examined as sub-acute cases.

The staff in the Sexual Assault Centre will notify of the time and place for the examination,
what the examination will involve and how the child ought to be prepared.
•Talk to the person accompanying the child without the child being present.
•Talk to the child, possibly without the accompanying person present (the child decides).
•Measure the child's height and weight.
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•Record the child's behaviour (see Bekymring for omsorgssvikt, mishandling eller overgrep.
Observasjon av barnet og samspill med nære omsorgspersoner [Concerns about neglect,
maltreatment or abuse. Observation of the child and interaction with close caregivers]).
•A thorough full-body examination. Describe and document visible injuries using sketches
and photos. Use a tape measure.

Draw sketches of the face and body.
Recovery of trace evidence, drawing sketches and taking samples from girls/women.
Recovery of trace evidence, drawing sketches and taking samples from boys/men.
•Oral cavity Injuries to mucosa, lips and frenulum of tongue, general state of dental health,
trauma to the teeth or enamel (see separate chapter on dental health).
•Supplementary, individually adapted examinations. But remember: maintain a low threshold
in respect of requesting full skeletal X-ray, cerebral CT and eye examinations for children
aged under 2 years.

General blood samples: HB, white, thrombocytes, differential count, MCV, MCH,
erythrocytes, CRP, ASAT, ALAT, amylase, creatinine, NA and K.
In the case of subdural hematoma without a history of trauma: remember metabolic screening.
In the case of venous lake: conduct tests for thrombocytes, APTT, INR and von Willebrand
disease.
In the case of fractures: S-Ca2+, phosphate, ALP, S-PTH, 25(OH) vitamin D, CU and
ceruloplasmin.
In the case of possible abdominal injury: ASAT, ALAT, amylase.
Toxicology (blood and urine) on indications.

Medical record/conclusion
Make a distinction between what you personally observed and what others have told you.
Wait with your conclusion until you have conferred with others after images and other results
of supplementary examinations are ready. Remember that the absence of pathological
findings does not discount the possibility that an assault may have taken place, and that
proven findings are rarely specific.
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Treatment/monitoring
•Somatic treatment/monitoring: treatment of injuries, need for controls?
•Crisis/support therapy: need for Children's and Young Peoples Psychiatric Outpatient Clinic
(BUP)? (This must be cleared with the police if they are/will be involved and no judicial
examination has been carried out).
•Decide whether or not to report to the Child Welfare Service and the police.

Description of tasks: Personnel at the Sexual Assault Centre, personnel in Patient
Admissions, general standby paediatrics, orthopaedics, surgical, and neurosurgical.
Children and adolescents who give concern for sexual abuse
External referrals
External referrals after establishing suspected violence, abuse or neglect can originate in other
parts of the health service, but also from the Child Welfare Service, the police, and in some
case from parents/relatives/patients themselves.

By 'children' is meant girls aged under 16 and boys aged under 18. The Children's Clinic has a
regional function in this connection, with the exception of the Children's House in Ålesund,
and must receive all children regardless of referring agency.
The following age limits apply to the Children's Clinic's area of responsibility:
Girls < 16 years: Girls aged 16–14 can/should be discussed with a gynaecologist, regardless
of factors such as menarche, prior sexual experience, other diseases, and overall maturity.

Girls > 16 years: Referred directly to a gynaecologist.
Boys < 18 years: Examined by on-duty paediatrician.
Boys > 18 years: Examined by a on-duty general practitioner assisted by a nurse from the
Sexual Assault Centre.

Acute treatment
Patient Admissions telephone no.: 72 57 12 12. During the daytime, enquiries are assessed by
the personnel in the Sexual Assault Centre. Otherwise they are assessed by general standby
paediatrics.

Acute care < 72 hours after an incident of violence/assault:
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This is primarily to recover trace evidence, but also because there may be a need for acute
medical treatment such as emergency contraception and infection prophylaxis. Biological
trace evidence is rarely found on prepubertal children more than 24 hours after the incident.
An evaluation of examination needs should therefore be made individually, based on medical
history and circumstances.

Sub-acute
3–14 days following sexual assault.
Medical examination for the purpose of documenting injuries where it may be possible to
prove haematomas and tears/healing wounds.
Attempts are made to perform sub-acute examinations during the daytime by personnel in the
Sexual Assault Centre. Victims/relatives are contacted the first working day after the enquiry
to arrange a consultation.

Examination in emergency situations
Note down the medical history and perform an examination.
Dictate the medical record in the folder called 'Skjermet Sos. Ped' in DocuLive, open the
document 'B1: Skjermet Sos. Ped'. The document 'Rettsmed. SosPed' is an electronic record of
recovered trace evidence developed for adults. It is completed electronically and can be a
suitable documentation tool and checklist for rape issues relating to young people. All
paediatricians have access to 'Skjermet Sos.Ped'.

Anamnesis
•Information from others, preferably without the child being present. What happened? When?
•Symptoms? Prior illnesses, particularly urinary tract, bowel and skin diseases.
•Anamnesis from the child. Be extra cautious if no judicial examination has been carried out.
Use open questions like: Can you tell me what happened? Did something happen? If the child
mentions sexual violations, ask about symptoms such as bleeding, pain, dysuria, discharge or
itching. Ask about menarche, use of sanitary towels/tampons and any prior sexual experience.
The examination
The examining practitioner must use a clean white coat, gloves, and head cap and face mask if
necessary.
•Standard full-body examination using sketches, tape measure and camera. See the sketch of
face and body for indicating injuries.
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•Document all skin lesions. Look particularly for signs of trauma to the neck/attempted
strangulation.

Recovering evidence
Recovering evidence, drawing sketches and taking samples from girls/women.
Recovering evidence, drawing sketches and taking samples from boys/men.
•Recovering evidence from clothes: removing clothes on paper, relevant clothing dried and
packed in paper bags.
•When recovering evidence from skin and dry surfaces, use swabs moistened with 1–2 drops
of NaCl and place in evidence storage bags (2 swabs in the same bag if taken from the same
location). Take plenty of tests. Assume that you do not know the full story.
•Attach loosely sitting foreign material to a post-it note and place in a paper envelope.
•Examinations of and recovering evidence from the oral cavity, genital organs and anus. Use
dry swabs for moist surfaces and place in evidence storage bags.
•Describe and photograph any changes in skin and mucosa. Preferably use a colposcope to
perform the gynaecological examination.
•Microbiological samples: For teenagers: Take 0 tests (secretion, urine, serology) for
chlamydia, mycoplasma genitalium, trichomonas vaginalis, HIV, hepatitis B and C, syphillis.
Aerobic cultivation and fungal cultivation for discharge problems, herpes if signs of genital
sores.
For prepubertal children, microbiological samples should be taken if symptoms of infection or
anamnesis/findings indicating contact with the perpetrator's genital organ. The same tests
should be taken on teenagers.
•Forensic toxicology samples: Take these tests liberally. Test both urine and blood, and send
to the Department of Clinical Pharmacology, St. Olav's Hospital. Order a screening.
•Pregnancy tests are normally positive 4–5 days before the first missed menstruation. HCG in
blood: No pregnancy if the test is low (< 3 IE/L) at least 14 days after most recent
menstruation.
•All material must be labelled with contents, name and location.

After the examination
•Emergency contraception, if necessary: Norlevo 1.5 mg as a single dose as soon as possible
and no later than 72 hours.
•Infection prophylaxis
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◦Prevention of chlamydia Azitromax 1000 mg as a single dose from age 16. If the child is
under 16, dosage must be given according to weight.
◦Engerix B hepatitis B vaccine. Can be used at least with 4 weeks after the assault.
Administered 1, 2, and 4 weeks + 12 months. Half dose (0.5 ml) to children under 16.
•HIV prophylaxis:
Evaluate whether unknown perpetrator, from high-incidence countries, substance abuser, in
the case of genital injuries, anal assault or multiple perpetrators. Contact immunologist. Begin
as soon as possible, no later than 3 days. Link to Generell veileder i pediatri [General
Guidance in Paediatrics].
•Tetanus prophylaxis: In the case of open sores, bites and risk of soil contamination.
•Medication (except HIV medication) must be stored in the Patient Admissions and be given
to the patient free of charge. Write the name of the patient and sign the pre-completed blue
prescription (section 4.3 Post-exposure prophylaxis) and give to the coordinator for refilling.
•Follow-up examination by physician (injuries, infections) and further follow-up (including
psychologist, Child Welfare Service, police, statements). Can be organised in consultation
with the Sexual Assault team.

Duties for nurses following examinations
•Notify the patient that if they want, they can be contacted by a coordinator or another
member of the Sexual Assault Centre. This will happen on the next working day. If the
examination is ordered by the police and the patient has travelled far that evening or night,
clear with the police whether they will refund overnight accommodation at the St. Olav Hotel.
•Give the patient the name and telephone number of the point of contact in the Sexual
Assault Centre.
•Write a brief note on paper about what has happened and place the note in the correct SO
(sexual assault) folder.

No acute help (>14 days following sexual assault)
Enquiries referred to:
Sexual Assault Centre, telephone no. 72 57 12 12, which is physically located in Patient
Admissions. The staff in the Sexual Assault Centre reply with a time for an appointment and
information about the consultation. The examination will be conducted at daytime. The
Sexual Assault Centre will set up the appointment and call the patient in.
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Medical examination
Determine whether the patient should receive sub-acute or elective care (see over). The staff
in the Sexual Assault Centre will notify of the time and place for the examination, what the
examination will involve and how the child ought to be prepared.
Anamnesis
Talk to the person accompanying the child without the child being present.
Talk to the child, possibly without the accompanying person present (the child decides).
Medical examination
Standard full-body examination. Describe and document visible injuries using sketches and
photos.
Examine the oral cavity and anogenital region (describe and document all findings). Use a
camera and a colposcope, and sketch were appropriate.

Microbiological samples
Taken in the case of anamnesis or findings consistent with contact with the perpetrator's
genitals, inflammation or discharge problems in prepubertal girls and of everyone after
menarche.

Test (secretion, urine, serology) for chlamydia, mycoplasma genitalium, gonorrhoea,
trichomonas vaginalis, HIV, hepatitis B and C, syphillis. Aerobic cultivation and fungal
cultivation for discharge problems, herpes if signs of genital sores.

If the assault happened recently, take new tests after 2 weeks (incubation phase) and new
serology test after 3 or 6 months.

Medical record
Make a distinction between what you personally observed and what others have told you.
Wait with your conclusion until you have conferred with others after images and other results
of supplementary examinations are ready. Remember that the absence of pathological
findings does not discount the possibility that an assault may have taken place, and that
proven findings are rarely specific.
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Treatment/monitoring:
•Somatic treatment/monitoring: Infection or prophylaxis that requires treatment (see UK
national guidelines). Need for check-up. If there are no injuries, it is important to tell the
child/guardian (therapeutic value).
•Crisis/support therapy: need for Children's and Young Peoples Psychiatric Outpatient Clinic,
psychologist or psychiatrist? (This must be cleared with the police if they are/will be involved
and no judicial examination has been carried out).
•Decide whether or not to report to the Child Welfare Service and the police.
•The patient is discussed at a meeting of the Sexual Assault Centre.

Duties for the nurse when receiving children and adolescents in the cases of suspected sexual
assault:
Personnel at the sexual assault treatment unit, personnel in Patient Admissions, general
standby in paediatrics, orthopaedics, surgical, and neurosurgical.
Cooperation with surgical field: orthopaedics, neurosurgical, surgical, ear-nose-throat,
maxillofacial surgery.

See the link to the guidelines entitled Child Maltreatment, Sexual Abuse and Neglect.
Surgical patients. Examination and evaluations concerning referral to social paediatric care.
Applies to: healthcare practitioners

Dental health issues. Observation and referral.
Many children referred to social paediatric care experience problems with teeth and the oral
cavity. Pay particular attention to the following:


Pronounced tooth decay



Poor oral hygiene (plaque) may lead to gingivitis (early-stage gum inflammation)



Erosion (damaged to enamel) of the teeth resulting from vomiting and excessive
brushing of teeth



Pronounced resistance and abnormal behaviour in connection with oral examination



Pronounced nausea
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These patients can be referred to a pedodontist affiliated to the 'dental team' at the Ear, Nose
and Throat Clinic, maxillofacial surgery and eye diseases to assess their treatment needs. Use
internal referrals for maxillofacial surgery and request an evaluation by the dental team.

Applies to: Personnel at the Sexual Assault Centre, personnel in Patient Admissions, general
standby paediatrics, healthcare practitioners, secretary

Documentation
In general, records on cases involving concerns about neglect, violence or sexual abuse can be
written in so-called 'skjermet sosialpediatrisk journal' [protected social paediatric records]. If
such a record is created, it must be documented under 'Critical information'. This is done so
that information that such a record exists must be available to other healthcare practitioners
who treat the patient.

All communication with the Child Welfare Service and the police is recorded in this record.
Cases involving sexual abuse and pending cases of violence and neglect are entered in this
record.

Pending cases involving violence and neglect are entered in the open record.

Physicians and clinical head nurses at the Children's Clinic have access to protected records.
Nurses do not generally have access to protected records. When necessary, documentation can
be transferred from open to protected records. For example, nurses working on weekend/night
duties may make entries in the open record and then have them transferred to the protected
record by their immediate superior.

Documentation of findings from medical examinations
Such findings often deal with discolouration and defects in the skin and mucosa, haematomas,
tears, wounds and scars (see related link to Handbook for Healthcare Practitioners). This
involved meticulous work in which the physician systematically examines each body part and
described, sketches and photographs all findings. If this is done at the same time as recovering
evidence, this is integrated with the work on documenting injuries. A template for body
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sketches, a tape measure and a camera (available at the Sexual Assault Centre) is
recommended.

Draw sketches of the face and body
Recovering evidence, drawing sketches and taking samples from girls/women.
Recovering evidence, drawing sketches and taking samples from boys/men.
It is recommended that the patient be examined on at least two occasions at intervals of a few
days. Haematomas often need a little time before becoming visible.
Each finding must be described as follows:
•type of finding
•location
•shape and colour
•length, breadth and height, if appropriate
•pain, heat and swelling, if appropriate
Good quality image documentation is extremely important, because images can say a lot more
than words. Wide shots and close-up photos should be taken of any changes, with a tape
measure positioned beside the finding. A digital camera is available in Patient Admissions.

If the genital organ and anus are to be examined, using a colposcope mounted with a video or
camera is highly beneficial. A colposcope is also available in Patient Admissions.
Digital images are stored in the protected section of the patient's medical record and on CD.
This is done by the staff in the Sexual Assault Centre.

Documentation of notifications of concern and police reports
The Children's Clinic deals with many cases involving notifications of concern and cooperates
extensively with the Child Welfare Service.
Notifications of concern, physician's statements and other correspondence with the Child
Welfare Service and the police are entered in the protected medical record.

Physician's statement
Handbook for Healthcare Practitioners in cases of Suspected Physical Child Maltreatment:
Physician's statements in criminal proceedings.
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Documentation of observations of contact and interaction
Observations are documented in the patient's medical record as detailed and objectively as
possible. The same applies to the child's parents/guardians. See observasjon av samspill
mellom barn og nære omsorgspersoner [Observations of interaction between children and
close caregivers]. A detailed description of what went on and who was present should be
entered in the child's medical record. It should document the appearance of the
parents/relatives and the child in terms of clothing, hygiene and behaviour.

Write down every word verbatim and record who said what.
Avoid attempting to interpret the situation. If it is an interpretation, this should be made
explicit in the conclusion along with a description of who is being interpreted. The physician
decides whether or not a protected journal should be created. If the nurse is unsure of whether
or not the observations should be recorded in a protected or an open journal, he/she should
consult his/her immediate supervisor for guidance.

Documentation when disclosing information to the Child Welfare Service or the police
(see core procedures below).

Elaboration of core procedures:
A note must be entered in the protected record to the effect that information has been
disclosed if evaluations were made by the physician beyond deciding which documents
should be copied.
If a protected record has been created, this is entered as critical information.
If the department receives a request from the Child Welfare Service for a copy of the record
but where no physician's statement or notification of concern is issued, electronic patient
record (E-sak) can be used.
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Child maltreatment, sexual abuse and neglect. Surgical patients. Examinations and
evaluations concerning referrals to social paediatric care.
Prepared by: St. Olav's Hospital

Introduction
These guidelines are part of a standard patient pathway (see related document: Standardisert
pasientforløp for barn og ungdom hvor det er bekymring for omsorgssvikt, mishandling eller
overgrep [Standard patient pathways for children and adolescents in cases of concern for child
neglect, maltreatment or abuse]).

Social paediatrics is defined as paediatric medical services for and medical forensic
evaluation of children subjected to physical or psychological violence, sexual abuse or
neglect. Sound coordination with the Child Welfare Service, the police, and various areas
within the healthcare service plays a key part in the provision of this service.

Purpose and scope
The purpose of the guidelines is to ensure that children and adolescents who are admitted to
St. Olav's Hospital and undergo surgical examinations and treatment receive a social
paediatric care if there is concern that the patient's injuries may result from neglect,
maltreatment, or abuse.

This applies to personnel who work with children and adolescents who undergo examination
and treatment at St. Olav's Hospital.

Responsibility: The heads of department in the surgical field have overall responsibility for
ensuring that children and adolescents who are admitted to the surgical department receive
social paediatric care when child maltreatment or abuse are suspected.

Reporting obligation
Each healthcare professional has independent responsibility for reporting to the Child Welfare
Service any concerns about a child aged under 18 being subjected to violence, sexual abuse or
neglect (Child Welfare Act and Act relating to Healthcare Personnel). If the healthcare
practitioner has grounds to believe that new violations will occur, this triggers an obligation to
notify the police (duty to prevent; see General Civil Penal Code, chapter 13, section 139).
28

Notifications to the Child Welfare Service and the police of strong suspicion of violence,
abuse or neglect must not be unduly delayed pending social paediatric evaluation.

In a case concerning neglect, the parents/guardians should be informed that the Child Welfare
Service has been notified.

In cases where there is cause for concern of violence and abuse, the parents/guardians should
as a general rule not be notified before a notification of concern is submitted to the Child
Welfare Service or a report is submitted to the police.

Description of tasks: Physician, nurse
Duties: Evaluation of anamnesis and examinations in general:
NB: It is vital to undress the child and inspect the entire body.
1. Findings of injuries that cannot be explained
2. Findings of injuries in unusual places (link to figures of bruises).
Sketches to mark the location of facial and bodily injuries.
3. Unusually long time interval between the time of injury and the time for seeking medical
treatment
4. Is the explanation for the injury inconsistent (caregivers are vague about injury
mechanisms, or change their explanation)?
5. Injuries inflicted by pets, and where there is uncertainty as to whether the child is safe from
incurring further injuries.
6. Does the child appear unkempt and/or deprived?
7. Do the parents seem uninterested in the situation, show little emotional engagement or
handle the child in an unusual way? See Observasjon av samspill mellom barn og nære
omsorgspersoner [Observations of interaction between children and close caregivers].

Description of tasks: Orthopaedist, nurse
Duties: Evaluation of fractures:
1. Multiple fractures of varying age
2. Multiple rib fractures, especially posterior in infants
3. Fractures in the sternum, scapula, processus spinosus, lateral clavicula in infants
4. Metaphyseal fractures (bucket-handle fractures)
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5. Long-bone fractures (upper and lower extremities) in children aged below 18 months.
6. Skull fractures after fall from low height (less than 1 metre)

Description of tasks: Orthopaedist, nurse
Duties: Evaluation of burn injuries:
1. Do they resemble cigarette burns (NB: can be confused with impetigo)
2. Delimited and symmetrical burn marks, clearly delineated and with unburned areas.
3. Recurring accidental burn marks (may be due to neglect)

Description of tasks: Neurosurgeon, nurse
Duties: Evaluation of head injuries
1. Subdural hematoma in infants
2. Head injuries with simultaneous apnoea
3. Head injuries with minimal trauma
4. Subarachnoid haemorrhage in infants

Description of tasks: Paediatric surgeon, nurse
Duties: Evaluation of injuries to soft tissue/abdomen/genitals:
1. Bruises
•Bruises in children who are not independently mobile
•Bruises in unusual locations
•Multiple bruises of different ages
•Bruises for which there are no plausible explanation

2. Abdominal injuries
•Abdominal injuries with unclear injury mechanisms (applies particularly to liver and spleen
injuries, but in principle all abdominal organs)

3. Anogenital injuries
•Vague injury mechanism
•Injury to structures inside the labia minora
•Findings of abnormal anogenital anatomy that can give rise to suspicions of genital
mutilation or abuse
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Description of tasks: ENH physician, nurse, dentist, maxillofacial surgery
Duties: Evaluation of oral cavity and facial injuries
•Fractures, bruises and other injuries in the facial region where findings are inconsistent with
anamnesis.
•Bleeding and injuries to the oral cavity that are inconsistent with anamnesis (NB: torn
frenum and injuries to the pharynx).
•Noticeably poor dental health (tooth decay and damage to enamel).
•Papillomas in the oral cavity.
•Examination for problems with swallowing with no somatic explanation.

Description of tasks: Physician
Duties: Referral to social paediatric evaluation:
If a child has one of the above injuries and no obvious 'innocent' explanation, request a social
paediatric evaluation.
Requests during daytime: Patient Admissions telephone no. 72 57 12 12. Will be assessed by
personnel in the Sexual Assault Centre.
Outside daytime hours: General standby paediatrics
The examination will be individual, but there must be a low threshold for conducting the
following examinations of children < 2 years:
1. Full skeletal X-ray
2. Cranial CT
3. Eye examination by an ophthalmologist
•It is important to play down contact with the paediatrician; regard it as part of the medical
examination.
•Do not confront the parents with concerns about child maltreatment.
•Unless otherwise agreed, the paediatrician will be responsible for evaluating notification of
concern to the Child Welfare Service and the police.
•All healthcare practitioners have an independent responsibility for reporting (this will apply
if the physician who received the child is concerned and wants to report but the paediatrician
does not share his concern).
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Related documents (references):
Barnemishandling – håndbok for helsepersonell ved mistanke om fysisk barnemishandling
[Child maltreatment: Handbook for healthcare practitioners in cases of suspected physical
child maltreatment]
Child Welfare Act
Act relating to Healthcare Personnel
General Civil Penal Code

Reception and treatment of victims of sexual abuse at the
Women's Clinic, St. Olav's Hospital

Purpose

Providing specialist medical treatment (treat injuries, prevent infections and pregnancies) and
psychosocial care to victims of sexual assault by means of crisis intervention and organised
follow-up. In addition to providing assistance for potential legal proceedings, through
systematic documentation of injuries and evidence recovery.

Basic information
What is sexual assault?

1. Definition
Sexual assault is used as a generic term when the patient has been subjected to violence,
assault or maltreatment in combination with sexual acts. The terms ‘rape’, ‘sexual relations’,
‘sexual act’, ‘sexual violation’ or other improper behaviour are assigned clear definitions that
refer to specific clauses in the General Civil Penal Code. Rape is mentioned in section 192.
The limitation period for reporting varies in the different sections, depending on the penalty
limit.
2. Incidence
In 2002, 681 rapes were report to the police (1).
Around twice as many contacted the health care services during the acute phase (2).
32

Based on self-reported incidents:
5% of women of reproductive age have experienced rape or attempted rape outside a
relationship (3).
10% have experiences sexual assault by a partner.
12 of 1,000 female students have experienced rape or attempted rape annually (4).
3. Exposure factors (5)


prior exposure to sexual assault



young age



single



mental illness



intake of alcohol or drugs

Description of tasks
1. The main tasks of the health care services:

1.1 Medical treatment



Treatment of physical injuries



Evaluation of need for psychiatric help in an acute situation. NB: Evaluate risk of
suicide.



Evaluate the need for preroral painkillers and anti-emetic medication



Evaluate the need for local relief for vulvar/perineal pain (such as Xylokain ® gel).



Pregnancy test



Evaluate prevention of pregnancy (NorLevo®, Tetragynon® 2 x 2 tablets at 12–hour
intervals) (6)



Examination for genital diseases (urine sample, cultivation and serology).
- Take samples for chlamydia and gonorrhoea from 'exposed' orifices.

- Treatment and prevention of sexually transmitted diseases such as gonorrhoea and
chlamydia
(Azitromax ® 1000 mg single dose) (7).
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In the case of high risk of exposure to HIV or hepatitis B/C, contact an immunologist
as soon as possible (within 1–2 days) to evaluate post-exposure prophylaxis (8, 9).



Tetanus prophylaxis



If suspected involuntary intoxication: toxicological examination


1.2 Medical forensic examination (10,11)



The physician's task is to document findings.



A set of documentation has been prepared (GP–5118) containing:
- Evidence recovery equipment

- Medical forensic record containing detailed guidance on how to conduct examinations
- This equipment is available in the department


Visible injuries and tender areas:
- Describe in the medical forensic record

- Fill in the sketches and use photographs (camera and X-ray)


Sexual contact is documented by describing findings from examination of injuries on
orifices (vagina, genitals, mouth and rectum)



Describe any destroyed/soiled clothing



In the case of suspicion of poisoning/exploitation while intoxicated, take blood and
urine samples and send them to the Division of Forensic Toxicology and Drug Abuse,
Norwegian Institute of Public Health (separate set of samples) or another accredited
laboratory.



Document emotional reactions and physical stress reactions by answering the list of
questions in the medical forensic record.

1.3 Evidence recovery



Biological material (semen, blood, spit, hair) that may contain traces of the suspected
perpetrator or crime scene:
- from relevant orifices (semen, semen discharge)
- from clothing (damage, stains, secretions, blood and hair)
- from sanitary towels, tampons, panty liners



Evidence recovery is relevant for up to one week
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Material from evidence recovery is stored for 3 months in case the client wishes to
report it later. Written and graphic documentation in the case must be stored in a
dedicated archive; see below.


1.4 Physician's statement



A mandate should be provided by the police specifying which questions the physician's
statement should answer.



If it is not provided acute, it should be provided before the physician's statement is issued.



Use the medical forensic record. NB: It is also available in electronic format and can be
issued once completed as a statement.



Do not use the words 'rape', 'assault’, ‘assailant' or 'perpetrator' except for in the
anamnesis.



Document both negative and positive findings



All details must be documented in the report



It should only contain details that are relevant to the police



State the sources of all the information available



Give a summary of:
- General state of health

- Mental state
- Injuries on body and damage to clothing
- Findings and samples from orifices


Medical examinations, treatment, doctor's certificate, appointments for check-ups



Do not conclude by saying that a rape has occurred/has not occurred. The police and the
legal system will consider the circumstances and the question of guilt.

1.5 Follow-up
1.5.1 Medical

Personal following-up is necessary, preferably by the examining physician (12)
Psychosocial follow-up will be given when an appointment is made with the counsellor at the
Rape Crisis Unit. If no appointment is made, record:


Personal reactions.



Network's reactions.
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Who the resourceful members of the network are.



Ask the aggrieved whether the incident should be/has been reported.



Monitor changes in 'marks from injuries' (venous lake).



Subsequent check-ups are arranged for either the outpatients clinic or the primary
physician.

One month later
Pregnancy test, gonorrhoea, chlamydia, vaginosis, urinary infection, HIV, quantification,
antibodies against HIV.
Three months later
Antibodies against HBV, HCV, HIV.
Six months later
Antibodies against HBV
1.5.2 Psychosocial (13)
All women treated at the centre are asked if a counsellor can contact them directly. This
should be coordinated with the medical follow-up.
Making sure that there is a social network is often a topic in follow-up consultations, since
rape can often lead to the social network disappearing and to problems in close relationships
that may result in isolation.
Information on normal crisis reactions. The scope of the crisis intervention depends on need.
Long-term treatment may be called for, and may entail cooperation with services outside the
department.
2. Tasks in relation to the courts

2.1 Expert's statement


The expert's statement must be forwarded to the police as soon as possible once the
client requests this and the incident has been reported; see procedures for completing it
below.



If the case is reported later, the mandate from the police must be provided. Release
from the duty of confidentiality can either be granted by the client at the initial
examination or must be obtained before the statement is released.
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The mandate from the policy and the release from the duty of confidentiality
(normally obtained during the initial examination) must be available before the
physician's statement can be submitted to the police.



The bill for the work performed is issued directly to the police.



All statements sent to the police must also be sent to:

Rettsmedisinsk kommisjon, Justisdepartementet, postboks 8005 Dep, 0030 Oslo.

2.2 Attending court
The physician may appear in court as a: (14, 15)
Witness.


When the witness is a physician, some medical evaluations can be included in the
witness duty.

Expert witness.


An intermediate position between witness and expert. May be asked questions that
require knowledge such as the cause of injuries, prognosis, general knowledge about
the field, etc.

Expert


Appointed by the court to provide a qualified expert and impartial opinion on the
circumstances which the court itself lacks the expertise to be able to consider. As an
expert or an expert witness. one may ask the prosecuting authority in advance to draft
a questions which it wants to have explained.


2.3 Preparing for the court proceedings


Preparations for the court proceedings begin when one is summoned. The case must
be reviewed with the senior consultant. It may also be necessary to consult with a
forensic pathologist.

3. Organisation of the work

3.1 Organisation of the Sexual Assault Centre at St. Olav's Hospital:
The Sexual Assault Centre is led by Senior Consultant Berit Schei as part of the activities of
the Department of Gynaecology. Psychiatric Nurse Eva Aagaard is the general manager of the
unit. It is organised as an independent nursing team (Sexual Assault Team) at the Women's
Clinic, with specialist competence in facilitating sample taking and documentation in
connection with medical forensic examinations and in crisis intervention for rape victims. The
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nurses in the team work emergency shifts and are called when necessary. The duty doctor
performs the medical examination, sample taking and documentation for the medical forensic
statement. The duty doctor also has medical responsibility at the centre.

3.2 Who is received?
Victims of sexual assault aged 16 or older. Women in this age group can contact the centre
directly.

3.3 Special circumstances for receiving minors
(16‒17 years)
Once they turn 16, minors have the capacity to consent to medical assistance (16). This means
that the rule is that parents or others with parental responsibility must not be notified if the
client does not wish it. Nonetheless, the parents are entitled to information that is necessary in
order to fulfil parental responsibility (17) for all children aged under 18. This means that each
situation must be assessed individually.

3.4 How long time after an assault does the service apply?
Acute
< 72 hours
All cases that occur within 72 hours after the incident must be treated as emergency cases.
This applies to cases where contact is initiated via the police and to cases where we are
contacted directly. This is because it may be urgent to collect evidence and because there may
be a need for acute medical treatment (emergency contraception, etc.) and crisis intervention.
Sub-acute
Between 3 days and 7–10 days Cases where incidents have occurred more than 3 days ago but
within 7–10 days must be assessed by the physician who is contacted. Efforts must be made to
perform the examination during daytime hours, and to arrange an appointment either in the
department or in the outpatients clinic.
Longer than 10 days
The Sexual Assault Centre is contacted by bodies such as the Women's Shelter, the Support
Centre for Victims of Incest and Sexual Assault, and the Psychosocial Centre for Refugees. A
written referral from these bodies is required, though not necessarily from a physician. These
cases will involve complicated problems in terms of prior assaults, where both counselling
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and gynaecological examinations may be important for resolving/therapy. Appointments for
counselling and gynaecological examinations may be included.
4. Completing forms and keeping records

4.1. Form for treatment/information/referrals
Information form to the client:
The physician must complete an information form, in cooperation with the nurse.
This form must be signed by the physician, nurse and the women herself.
As well as providing information, the form also confirms that the women gives her consent to
be contacted afterwards by a physician or psychiatric nurse.
Referral for psychosocial follow-up:
The physician must complete the referral for psychosocial follow-up, in cooperation with the
nurse.
This must contain sufficient information for the psychiatric nurse to be able to take care of
following up.
Risk of suicide:
The physician is responsible for assessing this in emergency situations. If there is a need for
an emergency referral to a psychiatrist/psychologist, the physician is responsible for issuing
such a referral.

4.2 In all cases
In all cases, a clinical note must be written according to standard procedures for
keeping medical records when admitting patients to the gynaecology department.

4.3 Cases where a police report has been filed before the client arrives at the department
The woman has been in contact with the police. There, guidance is given regarding further
investigation (for example, inspection of the crime scene and apprehension of a suspect).
We rarely receive a report giving details about the incident.
However, there must be a MANDATE. This is a written request to conduct a medical
examination.
The examination must be conducted according to the guidelines given in
Rettsmedisinsk journal ved undersøkelse av ofre for seksuelle overgrep [Medical forensic
record on examination of victims of sexual assault] (Rettsmedisinsk erklæring) [Medical
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forensic statement]. The woman must be asked to sign the Patient's statement, which
consents to exemption from the duty of confidentiality so that the medical forensic form can
be released.
Any objective findings must be drawn on the sketch and documented with photographs.
The draft and the completed sketches must be given to Inger Holmeng (secretary at the Sexual
Assault Centre).
The information on the handwritten draft is entered into an electronic version of the medical
forensic statement. When the draft is ready, it must be reviewed by the physician (Dr. Schei or
the senior consultant in the general gynaecology department) who must confirm that the
statement has been reviewed.

4.4 Cases where the women is in doubt about filing a report with the police
The physician/nurse clarifies whether she wants to be examined and to have evidence
recovered in case she decides to report the incident to the police.
If she does, the procedure in section 5.3 must be followed. Signature on form entitled
Erklæring fra pasient [Patient’s statement] gives consent to conduct an examination.
If she subsequently wants to file a report, the police must ask her to sign and consent to
release from the duty of confidentiality. The physician's statement may not be forwarded to
the police before this is done.

4.5 When the woman does not wish to be examined for the purpose of
documentation/evidence recovery
If the incident is nonetheless subsequently reported, a request for a physician's statement may
arise. Once released from your duty of confidentiality, the examining physician may submit a
standard physician's statement based on the outpatient notes.

4.6 Record-keeping and archiving
To secure correct treatment of statements and storage of material that may contain traces
(clothing etc.), every case must be given a number, and the material must be stored and locked
in a separate archive.
A separated record must be created for clients at the Sexual Assault Centre. These records are
kept in a separate archive. These records contain the clinical notes and copies of statements
and documents. They also contain notes from follow-up consultations with the psychiatric
nurse.
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5. Reception of minors

5.1 Age group 16–18 years
In principle, all reported assaults in this age group are subject to reporting obligations.
However, this groups has the capacity to consent; see over.
After discussion with the Children's Clinic, it was decided that girls in this age group should
be received by the Sexual Assault Centre in the Women's Clinic because girls in this age
group are usually sexually mature and sexually active.

5.2 Age group 12–15 years: cooperation with the Children's Clinic
This age group must be referred to the Children's Clinic. However, depending on sexual
maturity, it may be better for some girls in this age group to be examined by a gynaecologist.
In this case, the nurse in the emergency team (Sexual Assault Team) should be called. This is
agreed on an individual basis.
6. Special equipment for receiving rape victims

6.1 Examination equipment


A sexual assault forensic evidence kit with standard records and sketches



Paper bags for storing clothing for evidence collection



Equipment for forensic toxicology samples



Equipment for collecting samples from the cervix for the purpose of identifying sperm



Wood's lamp



Camera



Extra film



Extra battery



Medication


6.2 Forms and requisition forms


Information to the client



Referral for psychosocial follow-up



Consent to storing material containing possible trace (clothing, etc.)



Requisition forms to the pharmacology unit at St. Olav's Hospital



Requisition forms for sperm processing to IVS
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6.3 Other information brochures for the client


A list of counsels

7. Important and useful telephone numbers

Department of Clinical Pharmacology
Switchboard during normal office hours: 73 55 01 60
On-duty pharmacologist: 91 70 65 22
Infectious Diseases Section
Duty room: 6 86 02/6 86 03
On-call physician, pager: 50 66 95
”

” mobile: 95 14 91 22

Department of Children and Youth
Duty room, day ward

6 81 65/6 81 64

Arne Myhre, pager: 50 88 25
Duty room, children's emergency

6 81 40/6 81 42

On-duty physician, children's emergency, pager: 50 81 40
Injury Outpatient Clinic
Reception 6 74 46/6 88 00
Department of Surgery
On-call physician, pager: 50 64 60/50 64 61
Psychiatric Division
Øya Psychiatric Outpatients Clinic: 73 86 88 75
On-duty physician, psychiatry, contacted via Østmarka Hospital: 73 86 45 00
Children's and Young Peoples Psychiatric Outpatient Clinic: 73 88 44 00
South Trøndelag Police District
Trondheim 02800
Child Welfare Service emergency service
24–hour: 02800
Krisesenteret for mishandlede og voldtatte kvinner [Crisis Centre for Women]: 73 52 34
20
Senior Consultant, Sexual Assault Centre
Dr. Berit Schei, mobile: 97 03 87 39
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Head of Sexual Assault Team
Psychiatric nurse Eva Maria Aagaard, mobile: 99 23 01 53
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The standard procedures are based on three public documents. The first is a manual developed
by the Norwegian Centre for Violence and Traumatic Stress studies (NKVTS) on behalf of
the Norwegian Directorate of Health to guide professionals in the process of caring for
children exposed to violence (see Appendix 1). The second is Childhood Comes but Once:
National Strategy to Combat Violence and Sexual Abuse against Children and Youth (2014–
2017), published by the Ministry of Children, Equality and Social Inclusion. The plan is the
result of cooperation between four ministries: the Ministry of Children, Equality and Social
Inclusion, the Ministry of Health and Care Services, the Ministry of Education and Research,
and the Ministry of Justice and Public Security. The third is a guide to hospital professionals
on grounds for priority of patients referred from primary health care or other external sectors,
published by the Norwegian Directorate of Health.

Recognizing and assessing violence in close relationships
In many situations it is important to assess the risk of further incidents of violence in
relationships where violence has occurred. In Norway, the Spousal Assault Risk Assessment:
Short Version (SARA:SV) is used by healthcare practitioners, medical forensic experts and
the police. We will refer briefly to how the police use this checklist. The National Police
Directorate has prepared its own guide. Brief references to this guide are given below.
The risk assessment tool SARA:SV is a checklist based on empirical data and experience
from Canada and Sweden. SARA:SV should be used in connection with all cases of violence
in close relationships. This tool helps to assess the risk level for potential future violence and
the level of severity of violence. In the most extreme case it can assess a potential threat to
life.
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The purpose of using SARA:SV is to prevent new incidents of violence from occurring. It
contributes to developing and clarifying police cooperation internally within the police district
and externally with other agencies and entities in society.
SARA:SV provides a means of further developing preventive measures by the police in the
area of violence in close relationships. This work should proceed simultaneously as the
criminal case is being investigated.
An important factor in this work is public trust in the police. For the police to be able to earn
this trust, it is vital that members of the public meet personnel with the necessary knowledge
and understanding and with whom they can feel safe.
The legal basis for implementing and using SARA:SV by the Norwegian police is provided in
the white paper on preventing and combating violence in close relationships (Meld. St. 15
(2012–2013) Forebygging og bekjempelse av vold i nære relasjoner) and the Government's
action plan Et liv uten vold [A Life without Violence] (2014–2017). SARA:SV is to be
implemented in all police districts in Norway. Implementation began in 2013.
SARA:SV is a risk assessment tool containing 15 risk factors: 10 risk factors relating to the
perpetrator and five victim vulnerability factors. The first five risk factors identify individual
characteristics of the perpetrator, such as pattern of violence and attitudes underlying violent
behaviour. The next five risk factors identify psychosocial characteristics. The final five risk
factors identify the victim's vulnerability factors/behaviour that may contribute towards
sustaining the violence and constitute an added risk to the victim.
The risk assessment in intended to reveal whether individual risk factors are present in the
current situation, i.e. during the past four weeks and/or earlier in the couple's relationship.
We will now briefly review the risk factors on the checklist and the criteria for assessing the
risk level in individual cases, the risk of continued abuse and/or the risk of future serious or
fatal violence.
SARA:SV should not be used without having full access to the manual and training.
The essential point of using SARA:SV is that the risk assessment is followed up with
measures that reduce the risk of violence.
Risk of partner violence in the perpetrator:
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1. VIOLENCE
A distinction is drawn between episodic and institutional violence. Both can be serious and
can be experienced as traumatic and violating by both the victim and implicated parties, such
as children.
Episodic violence: Isolated incidents of violence of different levels of severity. In less severe
cases, this may entail a smack with the flat of the hand. In very severe cases, it may entail
gripping the victim's throat causing unconsciousness or using a sharp instrument when a
situation is out of the control of both the victim and the perpetrator.
Institutional violence: repetitive violence that forms a pattern. This may entail regular
physical punishment for failing to comply with the perpetrator's rules and expectations. The
violence often gives rise to constant fear. This type of violence strongly violates and restricts
the victim's liberty, integrity and contact with others.

2. THREAT AND/OR INTENTION TO PERPETRATE SERIOUS ACTS OF VIOLENCE
It is difficult to assess a threat in isolation, but it is important to identify a threat so as to
compare it with other risk factors.
The threats may be specific, and may take the form of body language or verbal utterances.
Men who have threatened with a weapon are more likely to reoffend or to use lethal violence.
Threats may also take a more prolonged form, such as persecution, insults or constant
harassment. We now cross into the area of psychological violence, where a pattern of
frightening and threatening behaviour is prominent.
3. ESCALATION
The frequency and/or level of severity of the violence or threats may intensify. This escalation
is associated with increased risk for new acts of violence.

4. VIOLATION OF BAN ON VISITATION RIGHTS OR SIMILAR BANS
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The perpetrator's ability to comply with orders and rules issued by different bodies such as the
judicial system, the police and the correctional service is identified.

5. ATTITUDES THAT SUPPORT OR LEGITIMISE PARTNER VIOLENCE: SOCIAL,
POLITICAL, RELIGIOUS, CULTURAL OR PERSONAL ATTITUDES
Acts of violence can be motivated by the perpetrator's personal attitudes. Attitudes towards
and legitimising of violence are two factors that often coincide, and originate in a broad
spectrum of perceptions of reality such as honour-related beliefs, cultural understandings, and
jealously/possessiveness.
We often find that men play down the severity of their violent behaviour or that they deny
responsibility for it or deny that it even exists.
6. OTHER CRIMES NOT RELATED TO PARTNER VIOLENCE
Other violent and non-violent offences are identified.
7. SERIOUS RELATIONAL PROBLEMS
Problems in relationships with women can manifest in several different ways, such as
multiple short-term relationships or long-term relationships characterised by problems,
violence and quarrels. Perpetrators of violence may experience strong emotional reactions that
originate in loss of power, loss of influence over their children, diminished sexual integrity, or
financial problems.

8. EMPLOYMENT OR FINANCIAL PROBLEMS
Loose connections with the labour market and the housing market and poor financial position
are often sources of frustration and anger. These probably constitute the most common risk
factors for partner violence.

9. SUBSTANCE ABUSE
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Intake of intoxicating substances can be a direct cause of violent behaviour. A growing
problem with alcohol/drug abuse often creates a repetitive pattern of aggressive behaviour and
a low threshold of tolerance towards family members, and where the use of violence and
threats becomes prominent.
Substance abuse that alters the perpetrator's personality can by itself be frightening, especially
for children. When it also provokes aggression and violence, this indicates that intoxication
alone is a form of physical violence.

10. PSYCHIATRIC PROBLEMS
Research shows that severe psychiatric problems such as psychosis are strongly related to
partner violence.
Personality disorders that are characterised by anger, impulsive behaviour and unstable
behavioural patterns are also associated with complex and difficult relationships between
partners.
Suicidal behaviour is an indicator of a severe crisis for a perpetrator and a risk factor for
partner violence, including violence resulting in death.

11. UNPREDICTABLE BEHAVIOUR OR UNPREDICTABLE ATTITUDES TOWARDS
THE PERPETRATOR OF VIOLENCE/PERSON MAKING THE THREATS
Complex demands, expectations and emotional ties can lead to the victim of violence failing
to respond to the counselling and protective measures provided by the police. Implementation
of risk management strategies and preventive measures must be adapted to the victim's
motivation and ability to follow up.
12. EXTREME FEAR OF THE PERPETRATOR THAT CAUSES THE VICTIM TO ACT
IRRATIONALLY
The perpetrator's use of violence and threats is often motivated by a desire to create a regime
of fear or a position of absolute power over the victim and other family members. Such fear
can have a paralysing effect on the victim. In some cases, the fear or anxiety can be so strong
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that the victim is unable to activate the personal safety device or trigger the police personal
attack alarms. In other situations, a woman subjected to violence may feel compelled to live
with the perpetrator or to perform acts which she would otherwise not have performed, such
as having sexual intercourse after an episode of violence, neglecting her children, resuming a
violent relationship or failing to comply with protective measures and exposing herself
unnecessarily to risk.

13. POOR ACCESS TO SOCIAL AND PROFESSIONAL HELP
The perpetrator may intentionally restrict the victim's movements. By enforcing strict rules,
restrictions and control of the contact the victim has with other people and public agencies.
A victim of violence becomes more vulnerable if she lacks the knowledge, opportunity and
motivation to seek help. Victims of foreign origin may lack knowledge about the different
services available for getting help.

14. VULNERABLE LIFE CIRCUMSTANCES
The victim may be in a situation that makes it difficult to protect herself against the
perpetrator. They may have common children, which makes it difficult to avoid having
contact with the perpetrator. The perpetrator's knowledge of the victim's address, social
network and route to work, school or kindergarten may make the victim vulnerable to contact
with the perpetrator if he views these factors as opportunities to have contact with the victim.

15. PERSONAL OBSTACLES
The victim's personal situation may make her particularly exposed to violence. Poor financial
circumstances, unemployment and substance abuse are examples of personal problems that
can put the victim in a vulnerable situation and increasing the danger of developing a
relationship of dependency on the perpetrator.
Victims of violence often develop mental problems and problems with substance abuse, and
can be drawn into legal disputes, etc. Situations like these may make them more vulnerable
and diminish their ability and motivation to protect themselves against the perpetrator.
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Common mental problems that arise from being exposed to violence are anxiety, posttraumatic stress syndrome, depression, and suicidal thoughts.
Other relevant information
There are other factors that should be considered when assessing risk, such as:
-

Prior sadistic behaviour by the perpetrator towards partners, including sexual sadism.

-

The perpetrator is a victim of, or has witnessed, torture.

-

Access to firearms.

-

The risk of violence against other close relatives and friends (common children,

stepchildren, victim's new partner, etc.). These may also be detected under risk factor 6.

STRATEGIES AND MEASURES
A risk assessment is worthless if the risk is not subsequently managed. A risk assessment is
therefore concluded with suggested measures or a strategy that reflects and reduces the risk
factors and the level of risk.
The risk assessment must result in a set of priorities for taking preventive measures and must
ensure that the most vulnerable victims are followed up with risk management strategies
and/or that they are put in touch with relevant experts from other agencies. Further preventive
measures must be implemented regardless of whether the case is dismissed or followed up
with an investigation. It is the actual risk situation of the victim that determines what
preventive efforts are put in place by the police and other agencies.
The English-language version of SARA:SV can be purchased from: ProActive ReSolution
Inc. Sydney, NSW, Vancouver, BC,. Canada, Blaine, WA, USA.
The authors are: Randall Kropp, P., Hart, S.D., and Belfrage, H.

Clinical practice when facing perpetrators of violence in close
relationships
After an initial risk assessment performed by the police or the health or social services, an
action plan for both the perpetrator and the victim must be completed. Offering the perpetrator
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anger management treatment may be a part of the action plan. The first treatment offered to
perpetrators of violence in close relationships in Norway was established in 1987. Whereas
this treatment was initially offered to men only, it is now open to both genders. The two most
widespread treatments available are Alternativ Til Vold [Alternative to Violence], a private
foundation offering psychological help, and Sinnemestring Brøsetmodellen [Anger
Management, Brøset Model], a nationwide public service that has been developed and
operated by the Brøset Centre for Research and Education in Forensic Psychiatry at St. Olav's
Hospital. The anger management course is described in more detail below.

Cognitive-behavioural group treatment for perpetrators of violence in close
relationships: the Brøset Anger Management Model
Introduction
Research on the effectiveness of treatment programmes for partner-violent men has yielded
mixed findings. In their evaluation of meta-analyses and experimental designs, Gondolf &
Jones (2001) found little or no treatment effect. The studies were three well-established
batterer programmes using a gender-based, cognitive-behavioural approach (n = 640).
Completing a batterer programme reduced the likelihood of new assaults by a percentage
ranging from 44% to 64%, depending on the specification used. Completing a three-month
programme appeared to be as effective as completing a 5½- or 9-month programme. In
summary, a recent Cochrane report by Smedslund et al (2007) stated that in spite of many
studies on treatment of domestically violent men, the evidence of controlled studies is
insufficient to draw conclusions about the effects. The report noted that most studies focused
on treatment of court-ordered clients and that many studies lacked a description of the actual
content of the therapy.

Beck and Fernandes (1998) conducted a meta-analysis of 50 studies with a total of 1,640
clients to determine whether cognitive therapy was an effective treatment of aggression and
hostile power dominance. Patient groups studied included abusive parents and abusive
spouses, schoolchildren, clinical adolescents, juvenile delinquents, inmates, and college
students. Effect sizes were calculated from self-reports of anger, dependent measures of anger
and aggression, and behavioural ratings of aggression, and averaged across variables to
produce 1 effect size per study. The effect sizes for the 50 studies ranged from −0.32 to 1.57
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(SD 0.43) with all effect sizes but one positive in value. The grand mean weighted effect size
was 0.70 (p<0.001) and means that the average patient who received CBT fared better than
76% of patients who did not receive CBT. This corresponds to a treatment success rate of
67% for CBT compared with 33% for patients who received control treatments.
A study of the Brøset Anger management Model (Palmstierna et al., 2012) showed that a 15week manualised group-based CBT programme significantly and substantially reduced selfreported violent behaviour. After initial assessment but before group therapy sessions 26 men
were randomly selected for immediate treatment or treatment after four months on a waiting
list.

All kinds of self-reported partner related violence were significantly reduced by treatment.
However, the men who were put on the waiting list for four months did not reduce their
violent behaviour compared to those who immediately received treatment. The results
indicate that that the group treatment had an effect in itself beyond the men’s wish and
intention to reduce their partner violence.

Treatment description
The treatment is based on the principles of Aaron Beck’s cognitive therapy (Beck, 1999). The
cognitive group treatment approach combines a variety of techniques such as identifying core
beliefs and assumptions that lead to misinterpretation of potentially violent situations. Also
important is awareness of situational triggers leading to anger arousal. This may be followed
by learning to reframe the anger arousing situation by rehearsing self-instructions. Selfinstructions means that the person, when identifying negative thoughts in a situation, tell
himself: “Stop! I am overreacting. This is my core belief and vulnerability talking” or “I can
handle it. It is not his/her intention to hurt me”. By identifying situational triggers and
negative thoughts and feelings the person may learn to react in a manner appropriate to the
situation and avoid using violence.

The initial contact starts with 3–4 individual sessions (see Table 1). In the individual sessions,
the client learns the rationale of the method and the procedure in the group sessions. In these
sessions, emphasis is put on three main aspects. The first aspect concerns the aspect of the
client–therapist relation, where the therapists reassures the clients that they will be treated
with respect, warmth and as equal human beings. The second aspect of the individual sessions
concerns the mutual assessment of the violence problem, creating a shared picture of the
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problem. A third aspect of these individual sessions is reflections on the client’s readiness to
change, with emphasis of the client’s acknowledgement of personal responsibility for his own
behaviour. If wished by the client and his partner, a session can be arranged together with the
partner to reflect on these themes.
After the initial sessions, the clients enter the treatment group. All sessions are guided by a
manual and delivered by qualified therapists. The group therapy consists of six to eight
clients, led by two supervisors. Each session lasts for approximately two hours. The group
treatment lasts for 30 hours (15 weeks with one two-hour session per week).

In the first part of the group therapy, (about 7–8 sessions) the behavioural modification phase,
all sessions start with each client describing how the week has passed with regard to their
violent behaviour. From this round, a client is chosen based on the seriousness of the violence
used. The clients are then taught how to use anger avoidance behaviour to prevent new violent
episodes. Using Socratic questions, the therapists encourage the clients to come up with
constructive alternative behaviour. The rest of the group participates by helping the client to
define an acceptable alternative behaviour. When an acceptable alternative behaviour
enabling withdrawal from a difficult situation is found, the client is told to practice it at home.
The client is also asked to generalise the new violence avoidance behaviour to other violent
situations.

The second part, the cognition modification phase, starts when all the clients in the group are
considered by the therapists to have skills to control their behaviour. The participants are now
able to avoid violence and to recognize vulnerable situations. In this phase, the task is to reach
an understanding of the clients' automatic thoughts and core beliefs. During the sessions, the
clients learn about their core beliefs in order to recognize them, question them, and acquire
techniques for challenging them. Cognitive distortions forming core beliefs and ways of
addressing them are identified by rehearsing at home. At the end of the 15 sessions, the group
members evaluate each other and identify areas where they need to be cautious in the future.
Table 1: Treatment sessions in the Brøset Anger Management Model
Phase
Individual
therapy
3–4 hours

Individual therapy
Recognizing motivation/readiness to change.
In the individual sessions, the client learns the rationale of the method and
the tools used in the group sessions.
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Session 1.
psychoeducative
Session 2
psychoeducative

Session 3
psychoeducative

Group therapy
Overview of group and group rules..
Identify each participant's goals and expectations of
what makes people angry in context with other emotions.
Anger is an emotion and aggression is a behaviour.
Event – distressed –wronged – anger – mobilize to attack.
Learn to gain control over anger through learning about the anger circle.
Reactions to triggers, thoughts, feelings, arousal and behaviour.

Session 4
psychoeducative

The vulnerable self-image and self-esteem.
Awareness of the vulnerability of negative thoughts, how the body reacts
alternative coping strategies, time-out, yellow cards.
Alternative thinking
(Mindfulness shift focus).
Anger and violence in the family perspective, compassion, respect and
cooperation in relationships.
Children’s perspective.

Session 5
psychoeducative

Understanding automatic thoughts and learn about core beliefs and
underlying beliefs.
Identifying the meaning of the event, and our perceptions.

Session 6–12
Group
therapy

Each client describes how the week has passed with regard to their violent
behaviour.
Each client has to analyze their violent episode through the cognitive tools.
Event – negative thoughts – interpretation – feelings – arousal – action.
Using Socratic questions, the therapists encourage the clients to come up
with constructive alternatives of behaviour.
The rest of the group participates by helping the client to define acceptable
alternative behaviour.

Session 13–
14
Group
therapy

Understand own core beliefs in order to recognize them, question them , and
acquire techniques for challenging them.
Cognitive distortions forming core beliefs and ways of addressing them are
identified by rehearsing at home.

Session 15
Group
therapy

The group members evaluate each other and identify areas where they need
to be cautious in the future.
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Appendix 1
Handbook for healthcare practitioners in cases of suspected child
maltreatment
Foreword
The state must “protect the child from all forms of physical or mental violence, injury or
abuse, neglect or negligent treatment, maltreatment or exploitation, including sexual
abuse, while in the care of parent(s), legal guardian(s) or any other person who has the
care of the child.”; see UN Convention on the Rights of the Child and Norwegian law.
Children who experience maltreatment and neglect will be affected by it for the rest of
their lives. The personal and social costs are significant (1). Our knowledge about the
connection between early life experience and later mental and physical health has been
strengthened over the past decades (2). At the same time, we know that children have
vast potential for positive development and growth if they receive help early. Identifying
maltreatment, protecting the child and early intervention must therefore be important
goals for society (3).
Population studies show that the incidence of violence inflicted on children stands in
strong contrast to the low number of cases in the Child Welfare Service where physical
maltreatment is given as a reason for measures. This gives reason to believe that
healthcare practitioners and others who have contact with children fail to identify
symptoms of maltreatment or for various reasons omit to report them. The report entitled
Oppdager sykehusene barnemishandling? [Do hospitals discover child maltreatment?]
(4) reveals that the health care services can do better at detecting child maltreatment and
at interdisciplinary follow-up. The Children's Clinic at the hospital in Kristiansand
experienced this some years ago when it was confronted with an unusually high number
of incidents of child maltreatment. This case became the starting point for a local guide
to child maltreatment which serves as the basis for relevant handbooks (5).
NKVTS has prepared handbooks on commission from the Norwegian Directorate of
Health as an important measure to achieve the health care service's goal of early detection
and treatment.
A reference group consisting of various experts with competence at national level have
quality assured the work.
1. Gilbert R, Widom CS, Browne K, Fergusson D, Webb E, Janson S. Burden and
consequences of child maltreatment in high-income countries. Lancet. 2009 Jan
3;373(9657):68-81.
2. Hoel G, Heian F. DA LYKKELITEN KOM TIL VERDEN.... Om belastninger i
tidlige livsfaser. Oslo: Den norske legeforening. 2010.
3. Butchart A, Harvey AP, Mian M, Furniss T. Preventing child maltreatment: A
guide to taking action and generating evidence. Geneva: World Health
Organization and International Society for Prevention of Child Abuse and Neglect
2006.
4. Myhre MC, Lindboe A, Dyb G. Oppdager sykehusene barnemishandling? Oslo:
Norwegian Centre of Violence and Traumatic Stress Studies and Oslo University
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Hospital 2010.
5. Aslaksen K, Køpp UM. Barnemishandling: En veileder for helsepersonell:
diagnostikk, tverrfagligsamarbeid, juridiske forhold. Kristiansand: Sørlandet
Sykehus HF Kristiansand 2005.
Could the child be maltreated?
Children with injuries from and symptoms of maltreatment risk new/continued assaults. A
notification of concern must be sent to the Child Welfare Service regarding all children when
there is more than a vague suspicion of maltreatment. Hospital admissions and/or giving
information to the Child Welfare Service will not always afford the child adequate
protection. Healthcare practitioners therefore have a duty to notify the police.

“Could the child be maltreated?” is a question that must be asked when confronted with an
injured child/adolescent if the stated injury mechanism/medical history is inconsistent with
the scope and/or nature of the injury (1, 2). Child maltreatment should also be considered as a
differential diagnosis in serious unexplained conditions in infants and young children
(reduced consciousness, cramps, vomiting). Psychosomatic symptoms and developmental
symptoms in children/adolescents may also be related to child maltreatment/neglect.
Children can incur unusual injuries by accident. No injury type is a 'sure sign' of
maltreatment. It is the injury type combined with the child's medical history and the overall
clinical condition that should arouse suspicions
(1–5).
Children can die as a result of physical abuse or neglect. Fatalities resulting from
maltreatment can be difficult to distinguish from natural causes. Examination and assessment
of child mortalities therefore lie within the scope of this handbook. Fagprosedyrer.no contains
procedures for dealing with unnatural infant death in or outside hospitals: Unaturlig barnedød
– i eller utenfor sykehus and the Norwegian Institute of Public Health's website contains
information on investigating death scenes in cases of unexpected infant death (0–3 years):
Dødsstedsundersøkelser ved uventet barnedød (0-3 år).
1. When to suspect child maltreatment: National Collaborating Centre for Women's and
Children's Health 2009.
2. Physical abuse in children: Diagnostic evaluation and management. UpToDate.
[Accessed on 15 May 2011].
3. Kellogg ND, American Academy of Pediatrics Committee on Child A, Neglect.
Evaluation of suspected child physical abuse. Pediatrics. 2007 Jun;119(6):1232-41.
4. Gilbert R, Kemp A, Thoburn J, Sidebotham P, Radford L, Glaser D, et al. Recognizing
and responding to child maltreatment. Lancet. 2009 Jan 10;373(9658):167-80.
5. Child Abuse. BMJ Evidence Centre. [Accessed on 15 May 2011].

Medical examinations
Detecting maltreatment requires a comprehensive medical history and a thorough clinical
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examination. The goals for medical examinations are to:




identify relevant injuries and symptoms and assess whether the stated injury
mechanism and history are consistent with findings
identify new and old, hidden injuries
rule out medical conditions that can explain unusual incidence of injuries or signs

The medical examination must not show signs of an investigation where the purpose is to
determine the question of guilt. Health care practitioners only have limited opportunities to
examine social and other conditions. It is the Child Welfare Service that has the authority to
investigate whether there are grounds for concern, and the Child Welfare Service's own
assessment will form the basis for any measures taken.
In cases of suspected child maltreatment, the level of suspicion and the child's symptoms
should guide the scope of the examination and the service level in the health care service at
which the examination should be conducted. See also Helsetjenestens oppgaver [The Tasks of
the Health Service].
Regardless of service level, the following main principles for management apply when
suspicion is raised of maltreatment:









The child should always be examined by a physician, and the consultation must
include a comprehensive anamnesis, a full clinical examination, and detailed records
and documentation of any injuries.
A notification to the Child Welfare Service must be assessed in accordance with the
Act relating to Healthcare Personnel and the Child Welfare Act (see Samarbeid med
andre instanser [Cooperating with other agencies]).
The child and the family should be followed up by a physician or through
interdisciplinary cooperation until the care situation and symptomatology is
determined (see Helsetjenestens oppgaver).
The child must be referred to a specialist if in doubt about the diagnosis or about how
to interpret findings.
In the case of suspected sexual assault, the medical examination must always be
conducted by a paediatrician with specialist competence.*
- if assaulted within the past 72 hours: examine as soon as possible to recover
evidence, but after an individual assessment.
- if assaulted during the past 3–14 days:
examine soon, for the possibility to document temporary injuries.
- if assaulted more than 14 days ago: elective examination.

*At April 2012, competence is available at:
Children's Clinic, University Hospital of Northern Norway; Women and Children's Centre, St.
Olav's Hospital; Children's Clinic, Haukeland University Hospital; Women and Children's
Division, Stavanger University Hospital; Children's Centre, Sørlandet Hospital, Kristiansand;
Children's Clinic, Telemark Hospital; Children's Centre, Ullevål Hospital, Oslo University
Hospital; Children's Clinic, Fredrikstad Hospital; Children's Clinic, Innlandet Hospital,
Lillehammer.
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Keeping and storing records
Patient consultations dealing with possible child maltreatment are potentially cases for the
Child Welfare Service, criminal law and civil law. However, there will often be a need to
write a physician's statement later, and these must then be completed on the basis of the
records and supplementary documentation. A precise and detailed record (Act relating to
Healthcare Personnel, section 40) is absolutely vital for being able to write a good statement.

Many children's clinics practice a system of protected records (1) for consultations dealing
with sexual assault. These are usually a matter of an outpatient consultation requested by the
Child Welfare Service and the police involving only one physical and nurse. In the open
journal, it should be noted that a record of the child is kept in a protected system. This
information may be relevant in connection with subsequent consultations/admissions to
explain the current reason for contact and at the same time protect highly sensitive
information on the grounds of privacy protection considerations.
For examinations dealing with possible physical maltreatment and/or other forms of neglect,
the child is often admitted to hospital. Many people and specialist groups are involved, so it is
important that everyone involved in the examination, treatment and further management has
access to information to ensure best possible treatment and case processing. This type of case
will unavoidably also involve sensitive information. Disclosure of information, description of
findings, discussion and conclusions must therefore be carefully considered when entering
records:















Try to recite statements and information as precisely as possible and make a note of
who provided the information (the child itself? the parents? a witness?).
If the child says something that may put it at risk, such information must be
documented in a protected record along with evidence and photographs. In the open
journal, it should therefore only be stated that the physician has talked to the child.
Describe all findings objectively.
Describe how the child behaves in the examination situation; for example, anxious,
uncritical behaviour, withdrawn, worried.
Describe how the parents and child interact; for example, whether they adapt to the
child, address its needs, talk to the child in an appropriate adapted way, appear to be
supportive, overly dominant or uninterested in the child.
Describe parental behaviour without interpreting it.
State the results of supplementary examinations.
The medical forensic part of the physician's examination (evidence recovery,
photographic documentation) should be stored in a separate archive, and it must be
stated in the open journal that the examinations were carried out.
Try to maintain continuity in the record-keeping.
Nurses and other healthcare practitioners should follow the same principles when
keeping records: objective descriptions without interpreting.
Assessments and conclusions that lean towards child maltreatment or neglect must be
supported objectively and precisely.

Details must be given of any contact initiated with other agencies and of further plans for
follow-up.
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Any notification to the Child Welfare Service and the police must be recorded giving a brief
reason. Note down whether the parents/guardians have been informed accordingly, whether
they consent, and any reasons for omitting to give information about this to the
parents/guardians. See the section on the Child Welfare Service and the police.
The physician's statement to the Child Welfare Service and the police/the notification of
concern to the Child Welfare Service can be stored in a separate archive.
Record-keeping in connection with outpatient examinations for suspected physical
maltreatment and/or other forms of neglect should follow the same template as for
admissions.
1. Overgrepsmottak. Veileder for helsetjenesten [Sexual Assault Centre. Guidance for
the Health Services]. IS-1457. Sosial- og helsedirektoratet 2007.
The health service's tasks in the event of suspicion










Identify
Healthcare practitioners must pay attention to symptoms and findings that may give
reason to suspect all forms of child maltreatment; see the Act relating to Healthcare
Personnel, chapter 6.
Examine
In the event of suspicion, the health service must arrange for a proper examination of
injuries and symptoms and assess differential diagnostic possibilities.
Recover
Healthcare practitioners must help to protect the child against further assaults,
maltreatment and neglect. Healthcare practitioners have a statutory duty to report to
the Child Welfare Service when there is reason to believe that a child is being
maltreated at home or when there are signs of other forms of severe neglect. In some
cases, admission to hospital and/or providing information to the Child Welfare Service
will not afford the child sufficient and speedy protection. In such cases, healthcare
practitioners have a duty to notify the police.
Follow-up
Healthcare practitioners must contribute to proper, long-term treatment and follow-up
through interdisciplinary cooperation.
Document and cooperate
Healthcare practitioners must assist the Child Welfare Service and the police by
providing information when asked to help contribute to judicial tasks.

You have a duty to report.
Healthcare practitioners have a statutory duty to report to the Child Welfare Service
when there is reason to believe that a child is being maltreated at home or when there are
signs of other forms of severe neglect, including cases where a child does not receive
necessary medical examination or treatment (Act relating to Healthcare Personnel,
section 33).
Admission to hospital and giving information to the Child Welfare Service will not
always afford the child adequate and timely protection. Healthcare practitioners
therefore have a duty to notify the police to prevent further bodily harm (Act relating to
Healthcare Personnel, section 31).
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The Child Welfare Service has overall responsibility for conducting the necessary
investigations and initiating the necessary measure to ensure that children and
adolescents do not live under conditions that can harm their health and development. For
the Child Welfare Service to be able to accomplish this task, it is dependent on other
services fulfilling their duty to notify the Child Welfare Service. The health and care
service is one of those services.
Healthcare practitioners have a duty to be aware of conditions that may lead to measures
being taken by the Child Welfare Service; see Act relating to Healthcare Personnel,
section 33. All healthcare practitioners are personally responsible for reporting suspicions
of maltreatment or neglect to the Child Welfare Service. The duty of confidentiality will
never serve as grounds to release a healthcare practitioner from this reporting obligation.
The purpose of the provision in the Act relating to Healthcare Personnel, section 33 is to
protect the child against further maltreatment and severe neglect.
The reporting duty is not only triggered when healthcare practitioners possess factual
knowledge of maltreatment or neglect. Grounds for suspicion also give them an
unconditional obligation to report. In such cases, healthcare practitioners have no choice;
the Child Welfare Service must be notified. This means that neither the relatives or others
may stop healthcare practitioners from reporting.
It cannot be left to other services to report. An individual inside each healthcare
institution must be assigned responsibility for disclosing information to the Child Welfare
Service. However, this does not release individual healthcare practitioners from the duty
to provide information and to ensure that correct information is communicated. In cases
where a notification is to be given, this must be done immediately.
Healthcare practitioners must be aware that there may be situations where issuing a
notification of concern to the Child Welfare Service will not be sufficient to prevent
injury. In such situations, they have a duty to notify the police when to do so may prevent
serious injury; see Act relating to Healthcare Personnel, section 31
Breach of the duties under the Act relating to Healthcare Personnel may lead to a
supervisory matter in accordance with the Act relating to Healthcare Personnel, section
11. The Norwegian Board of Health Supervision may issue the healthcare practitioner
involved a warning, pursuant to the Act relating to Healthcare Personnel, section 56 . In
the case of gross lack of professional insight, improper conduct, etc., the practitioner's
licence or specialist authorisation may be revoked; see section 57.
Under the General Civil Penal Code, section 139,, anyone who fails to report to the
police or in other ways try to prevent this type of serious punishable acts can be punished
with a fine or imprisonment for up to one year.
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