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What’s Known on This Subject

Telemedicine is increasingly accepted as away to provide subspecialty care, including child
abuse care, in rural communities. No current published research has examined the potential
clinicalbenefitsofusing real-time telemedicineduringpediatric sexual assault examinations.

What This Study Adds

We investigated the use of telemedicine to assess and improve the quality of care for
rural pediatric sexual assault victims.We examined the impact of real-time telemedicine
on the quality of examinations provided to these victims.

ABSTRACT

OBJECTIVE.We used live telemedicine consultations to assist remote providers in the
examination of sexually assaulted children presenting to rural, underserved hospi-
tals. We hypothesized that telemedicine would increase the ability of the rural
provider to perform a complete and accurate sexual assault examination.

PATIENTS AND METHODS.Child abuse experts from a university children’s hospital provided
24/7 live telemedicine consultations to clinicians at 2 rural, underserved hospitals.
Consultations consisted of videoconferencing to assist in the examination and inter-
pretation of findings during live examinations. Consecutive female patients �18
years of age presenting to the 2 participating hospitals were included. We developed
and used an instrument to assess the quality of care and the interventions provided
via telemedicine as it related to patient history, physical examination, colposcopic
and manual manipulation techniques, interpretation of findings, and treatment
plans for victims of child sexual abuse.

RESULTS.Data from 42 live telemedicine consultations were analyzed. The mean du-
ration of the consultations was 71 minutes (range: 25–210 minutes). The consulta-
tions resulted in changes in interview methods (47%), the use of the multimethod
examination technique (86%), and the use of adjunct techniques (40%). There were
9 acute sexual assault telemedicine consults that resulted in changes to the collection
of forensic evidence (89%). Rankings of practitioners’ skills and the telemedicine
consult effectiveness were high, with the majority of cases scoring �5 on a 7-point
Likert scale.

CONCLUSIONS. The use of telemedicine to assist in the examination of sexually assaulted children presenting to
underserved, rural communities results in significant changes in the methods of examination and evidence collec-
tion. It is possible that this model of care results in increased quality of care and appropriate forensic evidence
collection. Pediatrics 2009;123:223–228

EACH YEAR IN the United States, there are �900 000 victims of child abuse and neglect.1 Of these children, �10%
are victims of sexual assault. Some of the highest rates of child abuse and neglect occur in rural areas,2 where

geographical barriers reduce access to the specialty services needed for pediatric victims of sexual assault. This is
particularly true in California, where 13 of the most rural counties have the highest rates of child abuse and neglect
referrals.3 This problem is compounded by the fact that hospitals in these rural areas have fewer resources and less
experienced pediatric sexual assault examiners. Without access to appropriately trained staff, child sexual abuse
victims may receive incomplete and inaccurate examinations, face unnecessary admission or transfer, and may not
receive the quality of care that they deserve, putting them at risk for inadequate protection and continued abuse.

Telemedicine is increasingly accepted as a feasible solution to providing subspecialty care in rural communities.4–8

It addresses the problems of access to subspecialists and geographic isolation and allows specialists in pediatric sexual
assault to be available anywhere. The most recently published data in 2000 identified 7 statewide telemedicine
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networks.9 These networks have been used to assist rural
practitioners by providing education, peer review, and
forensic examination support. Current published re-
search in the use of telemedicine for child abuse and
neglect addresses programmatic issues,9–12 satisfaction of
telemedicine and quality of care,10,13,14 and telemedi-
cine’s role in rural provider education and support.12,14

The findings of Burton et al in Kentucky14 demonstrated
a significant increase in the number of referrals and
examinations for pediatric sexual assault in rural com-
munities after the inception of their telemedicine pro-
gram, suggesting that in the appropriate community, a
telemedicine program can increase access to care.

Despite the publications on feasibility and program-
matic issues, no current published research has exam-
ined the potential clinical benefits of using telemedicine
during pediatric sexual assault examinations. Specifi-
cally, it is not known whether telemedicine can improve
examination quality or an examiner’s ability to accu-
rately interpret findings during sexual assault examina-
tions.

In 2003, the University of California Davis Child and
Adolescent Abuse Resource and Evaluation (CAARE)
Center partnered with the University of California (UC)
Davis Center for Health and Technology in Sacramento
to offer live telemedicine consult services to pediatric
sexual assault providers in 2 rural California counties.
Child sexual abuse experts based at the UC Davis CAARE
Center provide live assistance with the history, exami-
nation, and interpretation of findings, as well as remote
videoconference seminars offering education and train-
ing to rural the providers. Anticipated long-term benefits
of the program include improved accuracy in interpre-
tation of the findings, more forensically defensible ex-
aminations, increased opportunity for continuing edu-
cation, and better support for rural examiners, thereby
addressing disparities in child abuse health care access
and quality.

The purpose of this project was to assess the ability of
a child sexual assault telemedicine program to improve
the completeness of the examination and accuracy of its
findings when performed by rural pediatric sexual as-
sault practitioners. This study investigated the efficacy of
using the technology of telemedicine to assess and ulti-
mately, improve the quality of care in rural hospitals
whose examiners diagnose and treat victims of child
abuse. We hypothesize that the telemedicine program
(live consultations and ongoing videoconference educa-
tion seminars) would increase the ability of the rural
provider to perform a complete pediatric sexual assault
examination and accurately interpret the clinical find-
ings.

METHODS
We implemented a telemedicine program at 2 sites from
which practitioners expressed interest in obtaining tele-
medicine consultations on child sexual abuse examina-
tions. The first rural site was established in June 2003 at
a hospital located in the city of Eureka in Humboldt
County, Northern California. This facility is the county’s
contracted hospital for child sexual abuse examinations.

This community hospital is located 300 miles northwest
of the UC Davis Children’s Hospital in Sacramento. The
city of Eureka is a designated health professional short-
age area (HPSA).15 The population of Eureka is �26 128,
and the population of Humboldt County is 126 518 (US
Census Bureau, 2000). The number of child abuse refer-
rals for Humboldt County in 2007 was 2408 or 86.3 per
1000 children 0 to 17 years old, compared with the
California average of 49.2 per 1000.3

The second rural site was established in April 2005 at
a hospital in the city of Clear Lake in Lake County,
Northern California. This hospital is 120 miles northwest
of the UC Davis Children’s Hospital. The city of Clear
Lake is also a designated HPSA,15 with a population of
13 132, and the population of the surrounding Lake
County is 58 309 (US Census Bureau, 2000). The num-
ber of child abuse referrals for Lake County in 2007 was
1070 or 82.2 per 1000 children 0 to 17 years old com-
pared with the California average of 49.2 per 1000.3

Telemedicine Program
The clinicians at the rural sites included a mix of regis-
tered nurses, doctors, physician assistants, and nurse
practitioners. All rural practitioners were relatively in-
experienced at performing pediatric sexual assault ex-
aminations, although there was some variation. None of
the rural practitioners had formal subspecialist training
in child abuse and neglect. All clinicians participated in a
standardized 3-day Pediatric Sexual Assault Training
sponsored by the UC Davis California Medical Training
Center. The telemedicine connections link the 2 rural
hospitals’ emergency departments (EDs), where the
child sexual abuse examinations occur, to the UC Davis
CAARE Center, as well as to the homes of 2 UC Davis
CAARE Center examiners. Children brought to these
rural EDs for suspected sexual assault can be connected,
via 24-hour pager and live telemedicine, to child abuse
experts at the UC Davis CAARE Center or at the exam-
iners’ homes for after-hour examinations.

The telemedicine equipment used at each site consists
of a Tandberg 880 videoconferencing unit that is con-
nected by using 3 Integrated Services Digital Network
lines (384 kilobits per second transmission rate). The
telecommunications connection provides live, interac-
tive video and audio that are secure and encrypted for
purposes of confidentiality. Digital images obtained dur-
ing the sexual assault examination are recorded using a
Sony DXC-390 3-charge-coupled device Digital Color
Video Camera (Tokyo, Japan) fixed to an elbow piece on
the colposcope. This camera provides for high definition,
up to 10 times zoom, in addition to the colposcope zoom
to best visualize injuries in and around the genitalia.
With a switch box, the Tandberg videoconferencing unit
can be used to communicate to the patient and providers
for full view by the UC Davis CAARE Center staff. The
entire encounter can be recorded with an in-line DVD
recorder, including the colposcope-digital video examina-
tion and videoconference interview.

During the consultation, the child, parent or guard-
ian, and the rural provider participate in the entire tele-
medicine encounter. The UC Davis CAARE Center staff
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has full views of both the room and the colposcopic
images. The participants at the rural sites have full view
of the UC Davis CAARE Center staff as they consult with
the examination. The live consults consist of the practi-
tioners providing real-time guidance as the rural pro-
vider conducts the examination. Injuries were catego-
rized as “acute” if they occurred in �48 hours and
“nonacute” if they occurred �48 hours at the time of the
examination. To assess the duration of the examina-
tions, start times and finish times were recorded.

Measuring Quality of Care
We developed a survey instrument to capture data dur-
ing live consultations. The survey instrument was devel-
oped by a panel of 2 nurse practitioners and 1 doctor
before the start of the study. The remote examinations
were scored by the UC Davis CAARE Center staff con-
ducting the examination on whether the telemedicine
consultation resulted in changes in the following vari-
ables: (1) initial history and data gathering, which in-
cludes (a) forensic interviewing methods, (b) medical
history, (c) recent and past abuse history, and (d) the
recording of abusive acts (eg, penetration, oral copula-
tion, digital insertion); (2) use of the multimethod ex-
amination technique, which includes positioning of the
patient in (a) supine separation, (b) supine traction, (c)
prone knee-chest, and (d) any other manual manipula-
tion deemed necessary to expose injuries; (3) use of
adjunct techniques, which includes (a) saline/water, (b)
moistened swab, (c) catheter, and (d) toluidine blue dye;
and (4) forensic evidence collection (in acute assault
cases only), which includes (a) use of the Woods Lamp,
which shines florescent light to detect foreign secretions,
(b) vulvar/vaginal secretion and culture collection, and
(c) victim’s pubic or perpetrator hair collection. The UCD
CAARE Center staff scored “yes” or “no” to each of these
questions as to whether these recommendations re-
sulted in changes in the rural practitioner’s examination
during the telemedicine consultation. The UC Davis
CAARE Center staff scored the following variables on a
7-point Likert scale (1 � not very effective to 7 � very
effective): (1) remote examiner’s interaction with the
patient; (2) the skills of the remote examiner; (3) remote
examiner’s comfort and expertise with the colposcope;
(4) the overall quality of the examination; and (5) the
effectiveness of the telemedicine consult.

Patient Population
Data were collected for consecutive pediatric sexual as-
sault patients (�18 years of age) presenting to the rural
EDs when telemedicine consultations were requested.
Although there were no exclusion criteria, consultations
were not requested on all patients who received a pedi-
atric sexual assault examination at the rural EDs. Tele-
medicine consultations were obtained at the discretion
of the rural practitioner. The data collection for this
study began in February 2005 and was completed in
November 2007.

Statistics and Protection of Human Subjects
Descriptive statistics were used to report the demo-
graphic and survey data. Median and mean scores from
a 7-point Likert scale were reported to evaluate the
performance of the rural practitioners and the effective-
ness of the telemedicine consult.

This project was originally designed as a quality as-
surance telemedicine program that provided live consul-
tations to rural practitioners examining child victims of
sexual abuse. UCD Institutional Review Board approval
was obtained to analyze the retrospective data that were
collected under standard operating procedure. All con-
sultations were conducted live and recorded on DVD for
the quality assurance feedback process. The ability of the
child abuse experts to not only view the examination
process but to listen to the consult was critical in pro-
viding instantaneous guidance.

Use and storage of images is the standard of care in
the field of child abuse and neglect. Telemedicine intro-
duces just 2 changes. The images are moving images
rather than still images, and there is a potential intro-
duction of sound on the recordings. To protect the chil-
dren’s identity in this project, no sound was recorded on
the DVDs. No names, birth dates, medical chart num-
bers, or other identifiers were provided during the con-
sults or recorded on the DVDs. The DVDs were stored in
the same secure manner as the centers’ still photo-
graphs. We labeled the DVDs with the time, date, and
place of examination. In cases where multiple siblings
were seen in succession on the same day, the DVD was
also labeled with the patient’s initials to avoid confusion.

RESULTS
As shown in Table 1, we collected data on 1 male and 41
female patients over the 33-month study period at the 2
rural sites: 23 (55%) cases from Eureka in Humboldt
County, and 19 (45%) cases from Clear Lake in Lake
County. The age of the 39 children on whom we were able
to obtain an age was 7 months to 17 years, with a mean of
7, a median of 6, and a mode of 4 years. In 3 cases, the child
abuse experts and remote examiners were unable to de-
termine whether the injuries were acute or nonacute. Of

TABLE 1 Characteristics of 42 Children Receiving Remote
Telemedicine Consultation

Characteristic Description

Age (N � 39)
Range 7 mo–17 y
Mean 7 y
Median 6 y
Mode 4

Exam type (N � 39), n (%)
Acute 9 (23)
Nonacute 30 (77)

Exam duration (N � 37), min
Mean 71.0
Median 60.0
Range 25–210

Gender (N � 42), n (%)
Female 41 (98)
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the 39 children we were able to gather this information on,
30 (77%) were nonacute and 9 (23%) were acute. We
were able to obtain data on examination duration in 37
(88%) of 42 cases. Duration of the examinations ranged
from 25 to 210 minutes in length, with a median time of 60
minutes and a mean time of 71 minutes.

Telemedicine consultation resulted in changes to the
pediatric sexual assault examinations, as shown in Table
2. In 15 (36%) of 42 cases, the telemedicine consult
resulted in changes to initial history and data gathering.
Of these 15 consults, 47% resulted in a change in inter-
view methods; 67% resulted in a change in data collec-
tion for the medical history; and 53% resulted in a
change in data collection regarding the child’s past his-
tory of abuse. Only 1 consult led to a change in the
recording of abusive acts.

In the 35 consults that employed the use of the mul-
timethod technique, 30 (86%) resulted in changes or
additions to the techniques used by the rural providers
during the telemedicine consultation. Of the 30 consults
where rural practitioners changed their approach to in-
clude techniques suggested by the child abuse experts at
UC Davis, 20% added or changed the supine separa-
tion technique, 53% added or changed the supine
traction technique, 53% added or changed the prone,
knee-chest technique, and 10% added or changed
other techniques such as further manual manipula-
tion of the tissues during the examination.

In the 38 consults where the UC Davis staff provided
consultation on the use of adjunct techniques, 15 (40%)
consults resulted in the rural practitioners changing their
examination methods to include the use of these adjunct
techniques. Of these 15 consults, 60% added the use of
saline to unfold hymenal tissues, 20% added the use of
a moistened swab (Q-tip) to better visualize hymenal
tissue, 20% added the use of a catheter to help visualize
tissues, and 7% added the use of toluidine blue dye,
which assists in the detection of injury.

There were 9 acute telemedicine sexual assault exam-
inations performed in this study period. Of those, 8
(89%) resulted in changes to the methods of forensic

evidence collection. Of these 8 cases, 4 (50%) resulted in
the use of the Woods Lamp, which through its florescent
lighting, illuminates secretions for DNA testing, such as
semen that may be on the child’s body. In 6 (75%) cases,
the rural practitioners were instructed to obtain secre-
tions within and around the child’s genitalia also for
DNA testing. In addition, in 2 (25%) cases, UC Davis
staff instructed the practitioners in the proper procedure
for obtaining a reference hair sample to allow for DNA
testing to distinguish between victim and perpetrator.

Of the 40 consults where we were able to assess the
rural practitioner’s skills in interacting with the patients,
the majority of the examiners, 27 (68%), received a
score of �6 (on the 7-point Likert scale described in the
Methods section); 9 (23%) had a score of 5; and 4 (10%)
scored at 3 or below. Of the 35 consults where we were
able to assess for skill level of their examinations and
techniques, 8 (23%) of the examiners were ranked at 6;
19 (54%) received a score of 5; and 8 (23%) had a
ranking of �4. The UC Davis staff was able to assess the
rural practitioner’s colposcopic technique in 34 consults,
ranking 4 (12%) of the consults at 6; the majority, 20
(59%), at 5; and 10 (29%) at �4. We assessed the
overall quality of the examination in 34 consults and
found that 8 (24%) were ranked at 6; the majority, 17
(50%), was ranked at 5; and 9 (27%) had a ranking of
�4. Finally, we scored the overall effectiveness or impact
of telemedicine on the examination of 38 patients and
found that 31 (82%) scored �5, with the majority
(71%) of 31 consults ranked at 7; and 7 (18%) cases
scored �4.

DISCUSSION
In this study of 42 telemedicine-assisted pediatric sexual
assault examinations performed by rural providers, tele-
medicine had a positive impact on the completeness of
the examination and the accuracy of its findings. The
telemedicine consult directly resulted in changes in ini-
tial history and data gathering in 36% of cases, an in-
creased use of the multimethod examination technique
in 86% of cases, and increased use of appropriate ad-
junct techniques in 40% of cases. Appropriate use of
these examination techniques has been shown in pub-
lished literature to improve accurate identification of
injuries in pediatric sexual assault.16 We found that in 8
of the 9 acute sexual abuse examinations, telemedicine
consultation resulted in changes to evidence collection.
Consulting clinicians generally rated rural practitioner
examination skills and consult effectiveness high on the
Likert scale. Poor image quality and difficulty in com-
municating with rural examiners in 2 cases resulted in
the lowest overall effectiveness scores on the scale. There
was unanimous agreement among the consulting pro-
viders that access to live telemedicine consults was im-
portant in all of the cases.

Given the lack of previous clinical research in this
area of telemedicine, it is difficult to comment on the
consistency of our findings. However, telemedicine is
increasingly accepted as a feasible solution to providing
pediatric subspecialty care in rural communities. It ad-
dresses the problems of access to subspecialists and geo-

TABLE 2 Changes in Examination as a Result of Telemedicine
Consultation

Type of Change Change, n (%)

Collection of forensic evidence (N � 9) 8 (89)
Gathering historical information (N � 42) 15 (36)
Interview methods 7 (47)
Medical history interview 10 (67)
Abuse history interview 8 (53)

Use of the multimethod technique (N � 35) 30 (86)
Separation 6 (20)
Traction 16 (53)
Knee-chest 16 (53)
�Other� techniques 3 (10)

Use of adjunct techniques (N � 38) 15 (40)
Saline 9 (60)
Moistened swabs 3 (20)
Catheter 3 (20)
Toluidine blue dye 1 (7)
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graphic isolation, allowing pediatric subspecialists, such
as our abuse experts to be available anywhere. As of the
year 2000, telemedicine child abuse networks existed in
7 states.9 Telemedicine child abuse networks have been
used to assist rural practitioners in provider education,
peer review, and forensic examinations.9

Current published research in the use of telemedicine
for child abuse and neglect cases focuses on several
programmatic issues. Published criteria for a successful
program include the necessity of good technical support,
the commitment and training of the local provider, and
the existence of a fundamental need for better quality or
better access to care in the community.9,11,17 Needs as-
sessments, challenges, and goals for the telemedicine
child abuse programs have also been examined,9–12 dem-
onstrating that many of the common barriers to success
can be as concrete as physical space limitations, equip-
ment difficulties, insufficient number of cases, and lack
of standardized equipment.

We encountered many of these issues in our study.
Issues such as limited physical space and standardized
equipment required diligent collaboration between the
academic and rural sites. Our technical support team and
medical staff invested a significant amount of effort and
travel to address these problems, which can be both
time-consuming and expensive. In our study period,
there would often be up to a 6-week lapse between
consults at our rural sites. Rural areas by definition have
a sparse population, making it more difficult for rural
examiners to maintain their skills.11 The presence of
telemedicine may decrease the impact of this problem in
2 ways. First, it is our hope that the presence of tele-
medicine will decrease the high staff turnover in this
emotionally intense field, thereby leading to more expe-
rienced examiners over time. Second, as was apparent in
Burton et al.’s 2002 Kentucky study,14 we expect to see
a rapid increase in the number of child sexual abuse
referrals and examinations in these rural counties with
access to telemedicine.

In a 2000 survey of the then 7 existing statewide
telemedicine programs, Nancy Kellogg and colleagues9

delineated a set of goals for the use of telemedicine in
pediatric sexual assault. One of the most critical goals
was the use of telemedicine as a method of peer review,
with the aim of building diagnostic consensus in child
sexual abuse cases. Other researchers have also empha-
sized the importance of telemedicine in provider educa-
tion and peer support.12,14 Within the first year of our
program’s implementation, the rural pediatric sexual as-
sault sites have joined our bimonthly case review con-
ference via telemedicine. This allows the rural practitio-
ners access to cases discussed not only among UC Davis
examiners, but those from multiple institutions in
Northern California. All practitioners are encouraged to
submit interesting and difficult cases for discussion. The
enthusiastic response to this child abuse case conference
has led us to open the program up to all 16 of the UC
Davis pediatric telemedicine sites in rural Northern Cal-
ifornia and Nevada. These additional sites are not in-
volved in our pediatric sexual assault study, but are now
benefiting from telemedicine access to multiple child

abuse experts in Northern California in the form of a
case conference.

Another unanticipated benefit of the project involves
the use of the telemedicine DVD as legal evidence. The
DVD that is created at the rural site during the telemedi-
cine consult provides an extremely clear and accurate
representation of the examination findings. The DVD
lends powerful, concrete support to the rural examiner’s
testimony. In fact, use of the DVD as courtroom evi-
dence has led to plea bargain in several of our rural
cases.* The changes to evidence collection that occurred
in all 4 of the acute examinations cannot be over em-
phasized. Without forensically defensible evidence col-
lection, perpetrators of these acts cannot be brought to
justice.

Primary limitations in this pilot study design include
the lack of a control group, a limited number of consults,
and the fact that the investigators were the experts re-
sponsible for assessing the quality of the examinations.
Because the examinations are recorded without audio,
only the experts conducting the examination were able
to complete the survey instrument. This can obviously
introduce bias; however, the examiners were actively
trying not to inflate the frequency of changes; on the
contrary, it was their opinion that they underscored the
frequency of changes. The follow-up study to this project
would provide a control group consisting of examina-
tions performed by rural providers without the assis-
tance of telemedicine, but with access to consults by
mailing the charts and photographs to a consultant at
the referral center. The inclusion of independent evalu-
ators in such a study could address the subjective nature
of the expert evaluations in this phase and provide a
more accurate assessment of quality. Given that rural
sites, by definition, have a lower population and fewer
cases, the only way to greatly improve sample size will
be to expand to more rural sites.

Rural provider satisfaction and assessment of the tele-
medicine program plays an essential role in the pro-
gram’s long-term success. Unfortunately, our field has
not developed a consistent approach to address satisfac-
tion. Provider and patient satisfaction have been ex-
plored from various angles by other child abuse re-
searchers. Dissatisfaction for both client and provider
most often stems from discomfort with complicated or
faulty technology.10,13,14,18

In terms of economic impact of the program, the 2
most costly aspects of a child abuse telemedicine pro-
gram are the consultant’s time and the acquisition and
maintenance of the necessary technology. The question
of cost-effectiveness remains difficult to answer in the
field of telemedicine19 and has not been proven in tele-
medicine child abuse programs. In our case, the technol-
ogy costs have been funded by a generous grant; how-
ever, consultant time is not currently reimbursed. As a
major academic center, we currently consider the pedi-
atric sexual assault telemedicine consults to be a part of
our community service, but this will not be sustainable if

*There is no sound on the DVDs, just a picture. This helps maintain confidentiality and mini-
mizes the possibility of conflicting statements in the practitioner’s expert testimony.
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the project continues to expand. At the time of Nancy
Kellogg’s9 2000 survey of the existing state telemedicine
networks, all of the networks were funded by grants.
None of the programs used a fee for service reimburse-
ment model . Ideally, the use of telemedicine over time
would put the consultants out of business through rural
provider education. Unfortunately, no evidence suggests
that this will happen. We hope that telemedicine will
lead to a significant increase in the quality of the law
enforcement and legal cases for pediatric sexual assault
victims. When this increased quality of care occurs, the
rural counties may consider sponsoring a contract with
our institution to reimburse the consultants for their
time.

CONCLUSIONS
We found that child abuse clinicians in a tertiary care
center can use telemedicine to effectively make positive
changes in pediatric sexual assault examinations per-
formed by rural providers. This has significant implica-
tions for improving the quality of care received by our
youngest victims in rural, underserved areas. Future
research will include experimental designs to confirm
the effectiveness of telemedicine in pediatric sexual as-
sault compared with traditional methods of consultation,
such as telephone and mail. Additional important areas
for additional investigation include a focus on patient
and rural provider satisfaction in using telemedicine to
assist in these examinations, financial sustainability of
such programs, and benefits of reducing transport to
tertiary care centers. The future success of such pro-
grams will be defined by our ability to improve the
quality of the pediatric sexual assault examinations, en-
sure provider satisfaction, and create a technically and
economically feasible program.

This project is the first, to our knowledge, to examine
the impact of real-time telemedicine on the quality of
examinations provided to rural pediatric sexual assault
victims. It is our hope and belief that this pilot phase and
subsequent controlled studies can assist other programs
in determining the feasibility and utility of live telemedi-
cine in pediatric sexual assault.
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