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a b s t r a c t

The purpose of the study was to describe toxicological findings among women seeking health care after
sexual assault, and to assess the relationship with so-called proactive DFSA (drug facilitated sexual as-
sault). We also explored associations between ethanol in blood/urine and background data, assault
characteristics, and clinical findings.

We conducted a retrospective, descriptive study of female patients �12 years of age consulting the
Sexual Assault Center at St. Olavs University Hospital, Trondheim, Norway. They were examined between
July 1, 2003 and December 31, 2010, and urine and/or blood were analyzed for ethanol and selected
medicinal/recreational drugs.

Among the 264 patients included, ethanol and/or drugs were detected in 155 (59%). Of the 50 patients
(19%) testing positive for drugs other than ethanol, benzodiazepines/benzodiazepine-like drugs were
found in 31, central stimulants in 14, cannabinoids in 13 and opioids in nine. None tested positive for
gamma-hydroxybutyrate (GHB). In total, 57 patients (22%) suspected proactive DFSA, but only five had
findings of sedative drugs that were not accounted for by self-reported voluntary intake. No cases could
unequivocally be attributed to proactive DFSA.

Among the 120 patients tested for ethanol within 12 h after the assault, 102 were positive. The median
estimated blood alcohol concentration (BAC) at the time of assault was 1.87 g/L. Patients testing positive
for ethanol more often reported a public place of assault and a stranger assailant. Higher estimated BAC
at the time of assault was associated with higher frequency of suspecting proactive DFSA.

Ethanol was the most prevalent toxicological finding in urine/blood from victims of sexual assault, and
high ethanol concentrations were often detected. Among the patients suspecting proactive DFSA, very
few had sedative drug findings not explained by voluntary intake. It seems like opportunistic DFSA,
rather than proactive DFSA dominate among the sexually assaulted attending our SAC.
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1. Introduction

During the last twenty years both the police and medical
personnel have become more aware of drug-facilitated sexual as-
sault (DFSA). The phenomenon can be divided into two categories1:
i) Proactive DFSA or deliberate surreptitious drugging, i.e. covert
administration of drugs to an unsuspecting victim, and ii) oppor-
tunistic DFSA, i.e. taking advantage of someone already inebriated
by voluntary ingestion of sufficient amounts of drugs or alcohol to
become intoxicated. In both cases, the potential victim has
impaired consciousness and reduced ability to resist unwanted
sexual advances.

Studies of DFSA typically emanate either from hospital records,
police files or forensic toxicological laboratories. Recent studies
based upon the first two categories report a high rate of self-
reported voluntary ingestion of alcohol and/or drugs prior to the
sexual assault2e6 and that approximately one in five suspects
proactive DFSA.2,6 In contrast, studies from forensic toxicology
laboratories report results on the basis of findings in urine/blood
from cases of alleged DFSA.7e14 These studies often have vaguely
defined criteria for collecting samples, but presumably, the victim,
the medical examiner and/or the police suspect some type of DFSA.
Typical findings are high blood ethanol levels, while drugs
commonly thought to be utilized in “date rapes” (e.g. fluni-
trazepam, gamma-hydroxybutyrate (GHB), ketamine) are rarely
found. Laboratory studies often lack information about background
variables and thus cannot differentiate cases of surreptitious
drugging from cases of voluntary drug intake. However, a large
British study combining laboratory data with information from
police investigations found that less than two percent of the
sedative drug findings could be attributed to proactive DFSA,
whereas the vast majority of positive tests could be explained by
voluntary intake.8

For more than two decades the Sexual Assault Center (SAC) at St.
Olavs Hospital in Trondheim, Norway has offered medical assis-
tance and forensic examination to sexual assaulted victims, irre-
spective of police reporting. After 2007 the SAC has collected urine
and/or blood for drug analysis at the Department of Clinical Phar-
macology at the same hospital from most consenting patients
arriving within 3e4 days after the alleged assault.

Our aim was to describe the toxicological findings in an unse-
lected population of patients seeking health care after a sexual as-
sault, and to investigatewhether the findings could be accounted for
by voluntary intake or by surreptitious drugging. We also wanted to
study associations between findings of ethanol/drugs in blood/urine
and background data, assault characteristics and clinical findings.

2. Material and methods

2.1. Study design and settings

We conducted a retrospective, descriptive study of female pa-
tients �12 years of age who were examined at the SAC at St. Olavs
Hospital, Norway, between July 1, 2003 and December 31, 2010. Our
precinct is the county of Sør-Trøndelag, situated in central Norway,
comprising about 280 000 inhabitants. The area includes the city of
Trondheim, with about 160 000 inhabitants. The SAC’s service is
described in detail elsewhere.15

2.2. Participants

A total of 730 patients�12 years presented to the SAC during the
study period. First, those of male sex (n ¼ 20) or with no (sus-
pected) sexual assault according to criteria stated in a Canadian

study2 (n ¼ 21), and those in whom no medical examination was
performed (n ¼ 68), were excluded (Fig. 1).

The study was approved by the Regional Committee for
Research Ethics. According to instructions from the committee, all
patients eligible for inclusion received a letter with information
about the study. Those who declined to participate on the basis of
this letter (n ¼ 9) were also excluded (Fig. 1). Finally, patients from
whom no urine or blood had been obtained for toxicological ana-
lyses (n ¼ 348) were excluded. Thus, in total, 264 patients were
included in the study.

2.3. Data collection and variables

Information, including forensic reports and laboratory results,
was extracted from the patients’ records and registered through a
web-based data collection system developed and administered by
the Unit of Applied Clinical Research at the Norwegian University of
Science and Technology.

Sociodemographic patient characteristics registered included
age, country of origin (categorized asWestern if inWestern Europe,
North America or Oceania; otherwise as non-Western), living sit-
uation (alone or with family/partner/other), residency (in the city
of Trondheim or not), education, occupational status, and psycho-
social history. The latter includes vulnerability factors as defined in
a previous study,16 except for the concept of mental health prob-
lems that included both a diagnosis of affective/psychotic illness,
use of antidepressant/antipsychotic medication and history of use
of mental health services, deliberate self-harm/attempted suicide
and eating disorder.17

Self-reported voluntary intake of medicinal/recreational (non-
prescribed) drugs was recorded from data provided at first SAC
visit, at follow-up visits, or from recent relevant hospital records.
Self-reported alcohol ingestion in relation to the assault was clas-
sified as no intake, intake of <5 units of alcohol, and intake of
�5 units of alcohol. We used a definition of one alcohol unit cor-
responding to 12 g ethanol, which equals approximately one
standard-sized glass of alcoholic beverage.18

A patient was classified as suspecting proactive DFSA when she
herself addressed a suspicion of being involuntarily drugged and
assaulted, in combination with at least one of 16 associated
symptoms/signs (e.g. total or partial amnesia; “blackout”, hangover
or symptoms inconsistent with the amount of alcohol or drugs
voluntarily ingested).2

Assailant characteristics like assumed age, country of origin and
number of assailants were recorded. Factors such as location of
assault and relationship between patient and assailant were
defined as in a previous paper.15 Time of the day of the assault was
dichotomized to 7 a.m. to midnight or midnight to 7 a.m.

Physical violence was graded as “severe” (presence of weapon,
attempted strangulation, gagging, punchingor kicking toward head),
“light/moderate” (holding, tearing off clothes, slapping, kicking,
tying up, biting, sucking, stinging with needle), or “none/verbal
threats”. The assault was classified as penetrative when the patient
reported vaginal and/or anal penetration by foreign object, aswell as
when the patient reported vaginal and/or anal and/or oral penetra-
tion by penis. When the patient reported vaginal and/or anal pene-
tration byfinger, aswell as other sexual acts than alreadymentioned,
we recorded the assault as non-penetrative. The sexual act was
classified as “no recollection” if the incident had occurred while the
patient was asleep, heavily inebriated or unconscious.

Objective documentation upon the SAC visit included emotional
status, perceived degree of inebriation, and observed extragenital
and anogenital injuries. Extragenital injuries were classified as
serious, moderate or minor according to a previous study.15 Ano-
genital injuries included tears, abrasions and bruises (ecchymoses/
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petechiae); redness and/or swelling was not regarded as an
injury.15,19,20

The event was recorded as police-reported if the patient said so
or if the police requested a medico-legal report for investigational
use.

The time point for toxicological sampling was recorded; if not
specifically stated, the sampling was assumed to have taken place
one hour after arrival at the SAC. To estimate the time interval
between the assault and the toxicological sampling, we used the
mid-point of the time period for the assault.7

The blood alcohol concentration (BAC) was estimated from the
measured serum ethanol concentration using a serum-to-blood
ratio of 1.14. If the serum sample was missing, but the ethanol
concentration in urine was known, a mean elimination phase
urine-to-blood ratio of 1.345 was used to estimate BAC.21 To esti-
mate the BAC at the time of assault, concentrations were back-
calculated assuming no ethanol intake after the assault and a
metabolic rate of 0.15 g/L ethanol per hour.14

2.4. Toxicological examination and analysis

Urine and/or blood specimens were analyzed at the Depart-
ment of Clinical Pharmacology, St. Olavs Hospital. If available,
urine samples were screened for a predefined selection of sub-
stances likely to be used in DFSAs,22 and included ethanol and the
drug classes benzodiazepines/benzodiazepine-like drugs, canna-
binoids, opioids, central stimulants and some others, including
GHB and ketamine (see Supplementary Table 1 for details about
the analytes determined by the different methods and their limits
of detection). If the urinary screening test was positive for one or
more of these substances, the corresponding substances were also
quantified in serum. If the screening was negative, the serum
sample was discarded. In cases with only serum available, a
general drug screening was not possible due to the relatively low
serum volumes obtained. In these cases, specific analyses in

serum were prioritized according to the characteristics of the
individual case.

The analytical methods employed were liquid chromatography/
mass spectrometry (LC/MS), gas chromatography/mass spectrom-
etry (GC/MS) and immunoassay. For the LC/MS analysis, the sam-
ples were extracted under alkaline conditions and neutral/acidic
conditions with liquideliquid extraction. The concentrated extracts
were then analyzed on Agilent 1100 MSD single quadrupole in-
struments (Agilent, Palo Alto, CA), applying both electrospray and
chemical ionization. Analytes were separated on a Zorbax C18
column (30 � 4.6 mm, 3 mm particle size; Agilent, Palo Alto, CA)
using formic acid/ammonium acetate buffer and methanol as the
mobile phase. Deuterated internal standards were used. The inter-
day coefficients of variation were generally less than 10%.

Urinewas screened for GHB and ethanol by GC/MS on an Agilent
7359 single quadrupole mass spectrometer (Agilent, Palo Alto, CA),
and for Lysergic acid diethylamide (LSD) and barbiturates by an
immunoassay method on a Cobas Integra 400 analyzer (Roche AG,
Basel, Switzerland). From 2009, ethanol analyses were performed
by this immunoassay method as well.

2.5. Statistical analysis

Variables were analyzed by descriptive statistics, and the asso-
ciations between the outcome variable and the independent cate-
gorical variables were analyzed. Data analysis was performed with
the statistical program package SPSS version 19.0. For continuous
variables we used Student’s t-test. For categorical variables Pear-
son’s c2 test, exact unconditional test or Pearson’s c2 test of het-
erogeneity were used as appropriate. KruskaleWallis non-
parametric test were used for some ordinal data with small sam-
ple size. Statistical significance was assumed when p < 0.05. In
some analyses, multivariable logistic regression was applied to
adjust for patients’ age and time interval from assault to toxico-
logical sampling.

All patients ≥ 12 years who attended the 
Sexual Assault Center

N = 730

Urine and/or blood obtained 
for toxicological analyses 

n = 264

Ethanol/drug(s) detected        

n =155 (59 %)

Ethanol only detected    

n = 105 (40 %)

Drug(s) only detected                 

n = 36 (14 %)

Both ethanol and drug(s) 
detected                

n = 14 (5 %)

Ethanol/drug(s) not detected  

n = 109 (41 %)

No urine/blood obtained for 
toxicological analyses 

n = 348

Excluded n =  118

Male sex n = 20    

Not sexually assaulted n = 21

Not medically examined n = 68

Declined to participate n = 9

Fig. 1. Flow diagram showing the inclusion of subjects in the study and the toxicological findings of the 264 female patients finally included in the study.
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3. Results

3.1. Study population

Of the 264 eligible patients, toxicological analyses were per-
formed in both blood and urine in 206 cases, in urine only in 41
cases and in blood only in 17 cases. Altogether, 184 of the patients
(70%) were included during the period 2008e2010.

Background characteristics of the 264 patients are shown in
Table 1. Median age of the patients was 21 years (mean 24 years,
range 12e61 years). A suspicion of proactive DFSAwas stated by 57
patients (22%) and a voluntary intake of alcohol by 222 (84%).
Voluntary intake of medications/drugs other than alcohol was re-
ported by 76 patients (29%) (range 1e6 drugs), and only 22 (8%)
reported no intake of either alcohol or drugs. Altogether 117 pa-
tients (44%) had a history of mental health problems and 35 (13%)
reported alcohol/drug abuse.

3.2. Characteristics of the assault and clinical findings

Assault and assailant characteristics are shown in Supplementary
Table 2. A penetrative assault was reported by 142 patients (55%),

while 97 (37%) had no recollection of the sexual acts. In total, 154
cases (64%) were reported to the police.

The median time interval from assault to urine/blood sample
collection was 12.5 h (mean 29.6 h, range one hour to 16 days).
In total, 128 (48%) arrived at the SAC within 12 h and 238 (90%)
within 72 h.

3.3. Findings of ethanol and drugs in urine and blood

Fig. 1 and Table 2 show findings of ethanol and drugs in urine
and/or blood specimens.

A total of 50 patients (19%) tested positive for at least one drug
other than ethanol in urine and/or blood; one substance was
detected in 31, while two or more substances were detected in 19
patients. For drugs other than ethanol, the time from assault to
sampling did not influence the rate of positive tests.

Table 3 gives an overview of the drugs other than ethanol found
in serum and/or urine and the range of concentrations in the serum
samples. None tested positive for GHB or Ketamine. The 154 police-
reported cases did not differ from the total material of cases with
regard to the distribution of positive tests.

3.4. Patients suspecting proactive DFSA

Among the 57 patients suspecting proactive DFSA, 22 tested
negative, 22 were positive for ethanol only, while 13 were positive
for at least one drug other than ethanol (eight positive for drug only,
five positive for both ethanol and drug). The frequency of positive
findings was similar for the group of patients not suspecting pro-
active DFSA. The number of positive cases for each drug group
among the 13 drug positive patients suspecting proactive DFSA is
shown in Table 3, right column. Among these, seven patients had
drug findings that could not be explained by self-reported volun-
tary intake; five were positive for benzodiazepines (one for clo-
nazepam, four for diazepam and/or oxazepam), one was positive
for opioids (morphine and oxycodone), two were positive for
cannabis, and four were positive for amphetamines (some tested
positive for more than one drug). In addition, two patients had
unexpectedly high concentrations of the drugs they had voluntarily
ingested; one case with flunitrazepam and one case with zopiclone.

Among the 57 patients suspecting proactive DFSA, only three
did not report intake of alcohol/drug(s), while 36 reported intake of
alcohol only, 17 reported intake of alcohol and drug(s) and one
reported intake of drug(s) only. The proportions were similar to
those in the group not suspecting proactive DFSA (X2 ¼ 6.8, df ¼ 3,
p ¼ 0.080).

Table 1
Background characteristics of 264 female patients attending the Sexual Assault
Center between July 1, 2003 and December 31, 2010 who were tested for alcohol/
drugs in urine and/or blood.

Characteristics Number (%)

Patient age, n ¼ 264
12e17 years 57 (22)
18e24 years 137 (52)
�25 years 70 (27)

Country of origin, n ¼ 262
Norwegian/Western 252 (96)
Non-western 10 (4)

Living situation, n ¼ 259
Alone 124 (48)
With family/partner/other 135 (52)

Residency, n ¼ 263
City of Trondheim 166 (63)
Outside Trondheim 97 (37)

Education, n ¼ 184
� 13 years 124 (67)
>13 years 60 (33)

Occupation, n ¼ 255
Student 128 (50)
Employed 65 (25)
Unemployed 62 (24)

Vulnerability factors, n ¼ 264a

No vulnerability factor 95 (36)
Physical or cognitive disability 25 (9)
History of alcohol/drug abuse 35 (13)
History of mental health problems 117 (44)
Previous sexual assault(s) 105 (40)

Alcohol consumption, n ¼ 257
No intake 35 (14)
Intake of <5 units 50 (19)
Intake of �5 units 172 (67)

Voluntary intake of other medications/drugs, n ¼ 264a

Benzodiazepines and/or benzodiazepine-like drugs 23 (9)
Cannabinoids 9 (3)
Opioids 5 (2)
Central stimulants 14 (5)
Other medications 51 (19)
No intake/missingb 188 (71)

Suspected proactive drug-facilitated sexual assault, n ¼ 263
No 195 (74)
Yes 57 (22)
Uncertain information 11 (4)

a More than one category were reported by a number of patients.
b Uncertain number of cases with missing information vs. no intake of medica-

tions/drugs other than alcohol.

Table 2
Overview of drugs found in blood and/or urine from 264 female patients attending
the Sexual Assault Center between July 1, 2003 and December 31, 2010.

Substance or substance combinations Number (%)

Ethanol only 105 (40)
Benzodiazepines only 13 (4.9)
Other central depressants onlya 7 (2.7)
Ethanol þ benzodiazepines 9 (3.4)
Ethanol þ other central depressantsb 4 (1.5)
Benzodiazepines þ opioids 3 (1.1)
Central stimulants, with or without other drugsc 14 (5.3)
Negative toxicological test 109 (41)
Total 264 (100)

a Cannabis (n ¼ 6), opioids (n ¼ 1).
b Cannabis (n ¼ 2), opioids (n ¼ 1), cannabis þ opioid (n ¼ 1).
c Central stimulants (CS) only (n¼ 5), CSþ benzodiazepines (n¼ 3), CSþ cannabis

(n ¼ 2), CS þ benzodiazepines/opioids/cannabis (n ¼ 2), CS þ benzodiazepines/
opioids (n ¼ 1), CS þ ethanol (n ¼ 1).
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3.5. Ethanol positive cases

In a subsample of 120 patients tested for ethanol within
12 h after the assault, 102 (85%) were positive. Among these, me-
dian time from assault to toxicological sampling was 4.4 h (mean
5.1 h, range 1.0e11.8 h).

Some of the clinical characteristics of those testing positive and
negative for ethanol, respectively, are presented in Table 4. Patients
testing positive for ethanol more often reported a public place of
assault, a stranger assailant and more than one assailant. Patients
who tested negative for ethanol more often reported vulnerability
factors.

We found no differences between the two groups regarding
patient age, other background characteristics, suspicion of proac-
tive DFSA or reporting the event to the police. Adjusting for pa-
tients’ age and interval from assault to toxicological sampling did
not alter any of the relations stated above.

Estimated median BAC at the time of sampling was 1.20 g/L
(mean 1.19 g/L, range 0.20e2.80 g/L). Back-calculation based upon
the 102 ethanol positive samples resulted in a median estimated
BAC at the time of assault of 1.87 g/L (mean 1.92 g/L, range 0.44e
3.95 g/L).

There was a positive relationship between estimated BAC at the
time of assault and patient age (t ¼ 3.14, p ¼ 0.002), but not with
assailant age (t ¼ 1.24, p ¼ 0.22).

The population of patients tested for ethanol within 12 h after
the assault was divided in tertiles on the basis of estimated BAC at
the time of assault. There were significant associations between
increasing BAC levels and reported intake of five or more alcohol
units (X2 ¼ 13.7, df ¼ 2, p ¼ 0.001), suspicion of proactive DFSA
(X2¼ 7.2, df¼ 2, p¼ 0.027), the assailant being a stranger (X2¼12.3,
df ¼ 2, p ¼ 0.002), and a clinical impression of inebriation on ex-
amination (X2 ¼ 21.6, df ¼ 2, p < 0.001).

4. Discussion

The principal findings in the present study are that among the
264 patients included, 155 (59%) tested positive for ethanol and/or
drugs; 105 (40%) for ethanol only and 50 (19%) for one or more
drugs other than ethanol. In total, 57 patients (22%) suspected
proactive DFSA, but only five had findings of sedative drugs that
could not be explained by self-reported voluntary intake. No case
could unequivocally be attributed to proactive DFSA. Finally, pa-
tients testing positive for ethanol more often reported a public
place of assault and a stranger assailant, and the higher estimated
BAC at the time of the assault, the higher the frequency of sus-
pecting proactive DFSA.

The finding that 59% tested positive for ethanol and/or drugs is
in accordance with the results from police-initiated studies in the
USA, the UK, Sweden and the Netherlands, with percentages
varying between 61 and 73.8,11,13,23 A SAC-based study from Canada
found a prevalence of positive tests of 76%.24 Although the numbers
are relatively homogenous between studies, inclusion criteria for
the collection of samples varied widely, from including all sexual
crimes irrespective of any claims of DFSA,23 via including only those
who “believed that drugs were involved”,11,12 to including cases
with a suspicion of proactive DFSA only.8,9,13,24 In the present study,
there were minimal differences in the prevalence of alcohol/drugs
between police-reporting patients and the total group of patients
attending the SAC.

In our study, 19% of the patients tested positive for one or more
drugs other than ethanol, similar to findings in other Scandinavian
studies,23,25,26 but lower than in studies conducted in other parts of
the Western world.8,13,24 This probably reflects the relatively low
prevalence of recreational drug use in Scandinavia as compared to
other Western countries.27e29 Discrepancies between studies may
in part be due to differing selection of analyzed substances.8,11,13,14,24

Table 3
Overview of drugs other than ethanol found in serum and/or urine, range of concentrations determined in serum, self-reported voluntary intake and the number of cases
suspecting proactive drug-facilitated sexual assault (DFSA). The results are based upon 50 positive tests from a total of 264 female patients attending the Sexual Assault Center
between July 1, 2003 and December 31, 2010.

Substance Urine and/or
serum positive, n

Range of serum
concentrations (ng/mL)

Self-reported intake,
n among positive

Suspecting proactive DFSAa,
n among positive

Benzodiazepines and/or
benzodiazepine-like drugs

31/256 (12%) 21/31 8/31

Alprazolam 1/253 (0.4%) 15 1/1 0/1
Clonazepam 8/253 (3.2%) 9e152 7/8 2/8
Diazepam/desmethyldiazepam 8/254 (3.1%) 40e2300 2/8 3/8
Flunitrazepam 2/255 (0.8%) 6b 1/2 1/2
Nitrazepam 2/254 (0.8%) 60c 1/2 1/2
Oxazepam 18/254 (7.1%) 6e2276 10/18 5/18
Zolpidem 1/187 (0.5%) 93 1/1 0/1
Zopiclone 5/227 (2.2%) 9e100 3/5 1/5
Meprobamate 1/220 (0.5%) 327 0/1 0/1

Cannabinoids 13/239 (5.4%) 4/13 2/13
Cannabis (THC) 13/239 (5.4%) 0.50e6.10 4/13 2/13

Opioids 9/251 (3.6%) 4/9 1/9
Codeine 6/250 (2.4%) 3e494 4/6 0/6
Methadone 1/231 (0.4%) 1/1 0/1
Morphined 5/250 (2.0%) 0.05e50e 4/5 1/5
Oxycodone 2/216 (0.9%) 16f 0/2 1/2

Central stimulants 14/244 (5.7%) 7/14 8/14
Amphetamine 9/244 (3.7%) 40e353 3/9 6/9
Methamphetamine 7/244 (2.9%) 8e270 4/7 5/7
Methylphenidate 4/185 (2.2%) 3/4 1/4

Total 50/264 (19%) 33/50 13/50

a Includes some cases admitting voluntary intake, see text for details.
b Both positive cases had the same concentration in serum.
c Only one of the two serum samples was analyzed for nitrazepam.
d Including the metabolites morphine 3-glucuronide and morphine 6-glucuronide.
e Range of serum concentration for morphine only.
f Only one of the two tested positive in serum.
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In addition, some studies include blood tests only, thereby nar-
rowing the time window for the detection of substances and
decreasing the number of positive tests compared to urinary
testing.25 We analyzed both urine and blood (serum) when avail-
able, and included a considerable number of medicinal and recre-
ational drugs, i.a. those known or suspected being used in DFSA.22

We did not include antidepressants, antipsychotics, sedating anti-
histamines or other, non-sedative, therapeutic drugs. However, as

these drugs are less likely to be involved in DFSA and would rather
be expected to be used therapeutically in these populations, we
argue that it is more appropriate to exclude such drugs than to
include them.

We found central stimulants in 6% of the patients, whereas
cannabinoids were detected in 5%. Central stimulants are probably
of low relevance in cases of proactive DFSA as they do not have
sedative effects, and a positive test for cannabinoids in urine does
not necessarily indicate a recent intake, as the detection window
can be several weeks.

Benzodiazepines and related agents (zopiclone, zolpidem) are
probably more relevant in proactive DFSA, and their sedative and
amnesic effects may be augmented by ethanol. We found that
benzodiazepines and related agents formed the most prevalent
drug group with a frequency of 12%; a proportion that is equivalent
to what have been found by others,8,12,13,23,25 but far less than the
82% reported among more selected cases of alleged chemical sub-
mission (of which 50% were proactive DFSAs) from France.30 In two
thirds of our cases positive for benzodiazepines and related agents,
patients reported voluntary intake of the drug.

We found opioids in 4%, mainly the weak opioid codeine and its
metabolite morphine. Although codeine is sedating, it is widely
used as a painkiller in Norway, indicating that this drug could have
been ingested as an analgesic also after the assault.

In many cases, there was a relatively long time interval from the
assault until the sample was obtained. In these cases, we may have
been unable to detect intake of short-acting drugs, such as GHB. In
other DFSA case series from the last ten years, less than 2% of the
tests have been positive for GHB,8,13,14,24 but also in these studies
the time intervals from assault to sampling varied considerably.
Thus, the true prevalence of GHB intake in cases of sexual assault is
basically unknown.

As many as 22% of the patients suspected proactive DFSA;
a relatively large increase from 7% in the early nineties and 17%
some tenyears ago at our SAC.31,32 Such an increasewas also seen in
Canada during the nineties, up to 23% in 1999.33 This pattern most
likely reflects a growing awareness of the phenomenon, e.g. pro-
moted by coverage in media. Other studies from Western SACs
report rates of suspected proactive DFSA ranging from 3% in
France34 via 12% in Denmark25 to 21% in a recent study from Can-
ada.2 In an Australian study, 18% of the cases were defined as sus-
pected proactive DFSA by the authors, but only 5% of the victims
themselves addressed this suspicion.6 Inhomogeneous inclusion
criteria make a direct comparison difficult. We chose to use the
relatively strict definition of (self-reported) proactive DFSA as rec-
ommended in the recent Canadian study.2

In two patients suspecting proactive DFSA, one reporting
voluntary intake of flunitrazepam, and the other reporting volun-
tary intake of zopiclone, the blood drug concentrations were un-
expectedly high. Both had combined intakes of alcohol and drugs,
and reported periods of memory loss. In theory, a woman may be
subjected to proactive DFSAwith a substance also used voluntarily,
although this seems rather unlikely. As we could not exclude
voluntary drug intake after the assault, we conclude that the sus-
picion of proactive DFSA could not be substantiated in these two
cases.

Among those suspecting proactive DFSA, sedative drugs
(clonazepam, diazepam and/or oxazepam) not reported being
taken voluntarily were detected in five. These patients either gave a
history of alcohol/drug abuse or anxiety disorder, making recent
voluntary intake of one or more of these drugs likely. We thus have
concluded that none of the cases could unequivocally be attributed
to proactive DFSA.

The frequency of verified proactive DFSA is low also in other
studies. In a large British case series8 the authors concluded that

Table 4
Background and assault characteristics and clinical findings by ethanol results
among 120 female patients attending the Sexual Assault Center between July 1, 2003
and December 31, 2010 who were tested for ethanol in urine and/or serum within
12 h after the assault.

Variable Ethanol positive,
n ¼ 102, n (%)

Ethanol negative,
n ¼ 18, n (%)

p

Background characteristics
Patient age, n ¼ 120
12e17 years 15 (15) 4 (22)
18e24 years 64 (63) 7 (39)
�25 years 23 (23) 7 (39) 0.16a

Vulnerability factors, n ¼ 120
Yes 66 (65) 17 (94)
No 36 (35) 1 (6) 0.012b

Alcohol consumption, n ¼ 118
No intake 0 10 (59)
Intake of <5 units 21 (21) 4 (24)
Intake of �5 units 80 (79) 3 (18) 0.0001a

Suspected proactive drug-facilitated sexual assault, n ¼ 115
Yes 22 (23) 2 (11)
No 75 (77) 16 (89) 0.29c

Occupation, n ¼ 118
Employed/student 77 (76) 11 (65)
Unemployed 24 (24) 6 (35) 0.38c

Assault reported to the police, n ¼ 111
Yes 65 (68) 10 (63)
No 30 (32) 6 (38) 0.64b

Assault characteristics
Type of sexual assault, n ¼ 116
Penetration 56 (57) 13 (77)
No penetration/other acts 8 (8) 1 (6)
No recollection 35 (35) 3 (18) 0.75c,d

Physical violence, n ¼ 86
Yes 52 (73) 13 (87)
No/verbal 19 (27) 2 (13) 0.32c

Location of assault, n ¼ 110
Private 53 (57) 15 (88)
Public 40 (43) 2 (12) 0.015b

Victim/assailant relationship, n ¼ 106
Known 63 (70) 16 (100)
Stranger 27 (30) 0 0.011c

More than one assailant, n ¼ 109
Yes 19 (20) 0
No 74 (80) 16 (100) 0.048c

Assailant origin, n ¼ 91
Western 55 (72) 13 (87)
Non-western 21 (28) 2 (13) 0.27c

Time of day of assault, n ¼ 120
7 a.m. e midnight 20 (20) 12 (67)
Midnight e 7 a.m. 82 (80) 6 (33) 0.0002c

Clinical findings
Clinically intoxicated, n ¼ 116
Yes 68 (69) 2 (12)
No 31 (31) 15 (88) 0.0001b

Extragenital injury, n ¼ 114
Yes 62 (65) 9 (50)
No 34 (35) 9 (50) 0.24b

Anogenital injury, n ¼ 108
Yes 28 (31) 5 (29)
No 63 (69) 12 (71) 0.95c

a Kruskal Wallis test, df ¼ 2.
b Chi-square test, df ¼ 1.
c Exact unconditional test.
d Given p-value for penetration vs. no penetration/other acts by alcohol, n ¼ 78.
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only 2% of more than 1000 cases could be attributed to proactive
DFSA. A recent Danish study found that among 20 patients sus-
pecting proactive DFSA, four had a positive blood test for one or
more sedative drugs not reported to be taken voluntarily.25 Rela-
tively high proportions of unexpected drugs were found in studies
from Australia and Canada; 49% and 20%, respectively.6,24 However,
the ascertainment of the self-reporting of voluntary intake in these
studies is unclear, and it has been claimed that self-reported intake
of drugs is unreliable.35 In the present study, we have tried to refine
the methodology by asking the patients a second time after a
positive toxicological finding whether they nevertheless might
have ingested the drug voluntarily, although they did not mention
that intake at the first visit.

We found a high rate (86%) of self-reported intake of alcohol,
whereas slightly less than half of all patients tested positive for
ethanol. This finding is comparable to the results from other
studies.6,7,9,11,13,14,24,25 The discrepancy between self-reported
alcohol intake and analytical findings could be explained by the
short detection time of ethanol in biological samples. When we
restricted the sample to patients arriving within 12 h of the assault,
85% of the patients tested positive, which is in good accordance
with the rate of self-reported intake. Urine markers of alcohol
intake with longer detection times, such as ethyl glucuronide and
ethyl sulfate, have been shown to be more suitable than ethanol to
confirm alcohol intake when the time span from assault to sam-
pling exceeds 12 h,36 and should be further explored among female
sexual assault victims.

We estimated a median BAC at the time of assault to 1.87 g/L.
Such back-calculations are inaccurate, both because the metabolic
rate of ethanol is subjected to substantial inter-individual vari-
ability and because the time of the assault may be inaccurately
reported and does not always coincide with cessation of alcohol
intake.14 Even when taking these limitations into account, we
consider that back-calculation gives a reasonable impression of the
actual BAC levels that could occur in conjunction with sexual as-
saults. The result is in accordance with findings from other
studies,6,7,9,13,14 and is consistent with the fact that 77% of the
women who ingested alcohol in the current study admitted to
drinking more than five units. It is also well established that fe-
males have a lower body water content than males and hence will
achieve a higher blood ethanol concentration after equal intake.

A high estimated BAC at the time of assault was associated with
more frequent suspicions of proactive DFSA. In a study from Can-
ada, a higher proportion reported alcohol intake among those
suspecting proactive DFSA.2 Although it is possible that drinks
could have been spiked with alcohol by others, self-reported intake
of alcohol is in many cases considerable, indicating that the women
may have underestimated the effect of voluntary alcohol con-
sumption, and rather tend to suspect proactive DFSA.

A striking finding was that ethanol positive patients more often
reported being assaulted by a stranger. The police in the capital Oslo
has shown that more than half of those reporting stranger rapes
were under the influence of alcohol.3 In a SAC-based study from
Sweden, alcohol intake was also more common in cases where the
assailant was a stranger or an acquaintance, in contrast to an inti-
mate partner.37 It is reasonable to believe that womenwith reduced
consciousness and impaired ability to identify potentially risky
situations due to excessive alcohol intake may more easily be
selected as victims at public places by would-be stranger assailants.

In addition to the strengths and weaknesses already discussed,
some more general issues should be addressed. One of the
strengths is the close access to clinical variables and medical re-
cords, making it possible to study associations and relationships in
detail. The design enabled us directly to compare self-reported
intake of alcohol and drugs with toxicological findings and to

characterize differences between ethanol positive and negative
cases for an array of variables.

As the present study represents an unselected female popula-
tion attending a SAC, it would reflect the “true” prevalence of
alcohol/drug findings among this group of patients, at least in the
catchment area studied. However, many victims of sexual assault
do not seek medical care, and our results are therefore not neces-
sarily applicable to victims of sexual assault in general. Moreover,
generalization of our findings to other countries should be done
with caution. Both the populations subjected to sexual assault and
those seeking help may differ considerably between countries, and
the indications for performing a toxicological test may vary.

Data on voluntary drug intake may be incomplete, especially for
drugs with long detection times which may have been ingested
several days before the assault. Although we presented the toxi-
cological test result to the patients at a follow-up visit, they may
still hesitate to admit use of illicit or non-prescribed drugs, e.g. in
case of a police investigation. Due to a fear of being blamed for
illegal drug use, the patient might have found it safer to report that
the drug was covertly administered to her. In our SAC, however, the
results of urine and/or blood tests collected for the purpose of
detection of surreptitious drugging cannot be used to initiate any
legal sanctions against her. Still, there is always a possibility that
information about the assault given solely by the victim (or her
companions) may be incomplete, false or exaggerated.16

Our study is also limited by a relatively small sample size,
especially concerning cases of suspected proactive DFSA. Compar-
isons between ethanol positive and ethanol negative cases may
have been subjected to type 2 statistical errors, and comparisons
between drug positive and drug negative cases were not possible
due to the lack of power. Even so, most other studies containing
information on voluntary drug consumption have included even
fewer subjects.1,6,24,25,35

5. Conclusion

Ethanol, often in high concentrations, as well as sedative drugs
or drugs of abuse were frequently detected in samples collected
from victims of sexual assault. As very few of the patients sus-
pecting proactive DFSA had findings of sedative drugs not
explained by voluntary intake, it seems that opportunistic DFSA
rather than proactive DFSA dominate in our material.

We believe that victims of sexual assault should have easy and
fast access to emergency health carewith a trained staff, and should
be encouraged to seek immediate help. Toxicological screening
should be routinely offered to achieve a comprehensive assessment
in each individual case. Based on the current study, it should be
communicated that the perceived danger of surreptitious drugging
with so-called “date rape drugs” such as GHB and flunitrazepam is
most likely overrated, whereas the dangers of voluntary excessive
intake of alcohol (and drugs) should be emphasized more.

As population data indicate that sexual assailants are influenced
by alcohol/drugs even more often than the victims,38 we suggest
that future research should explore alcohol and drug findings
among the assailants in a police setting.
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Abstract

Objective. To assess the impact of the medical documentation and biological trace
evidence in rape cases on the legal process. Design. Retrospective descriptive study.
Setting and sample. Police-reported cases of rape of women ≥16 years old in the
Norwegian county of Sør-Trøndelag from January 1997 to June 2003. Methods.
Police data were merged with data from the Sexual Assault Center at St Olav’s
Hospital. Charged and non-charged cases were compared.MainOutcomeMeasures.
Medico-legal findings and legal outcome.Results.Atotal of 185police-reported cases
were identified. Of the 101 cases examined at Sexual Assault Center, charges were
filed in 18 cases. Extragenital injuries were documented in 49 women; five were life
threatening. Anogenital injuries were documented in 14 women; eight had multiple
anogenital injuries. Documentation of injuries was not associated with charge filing.
In only 33% of the cases were swabs collected from women’s genitals used as trace
evidence by the police. When used, this increased the likelihood for charge filing.
A DNA profile matching the suspect was identified in four of the 18 charged cases
and in only one among the 54 non-charged cases. Conclusions. Half of the women
had one or more documented injury. Only one-third of the trace evidence kits
collected from the women’s anogenital area were analyzed. The analysis of swabs
was associated with charge filing, regardless of test results. Increased use of such
medical evidence, especially in cases of stranger rape, may ensure women’s rights
and increase available information to the legal system.

Introduction

Increasing numbers of women report rape to the police.
From 1997 to 2009 the numbers of police-reported rapes
increased from 396 to 998 in Norway (1). However, there is
an international as well as a national concern that conviction
rates are low (2–6). There has been considerable political
attention to increase the quality of healthcare services (7).
Specialized units for victims of rape have been established.
In Sør-Trøndelag, a sexual assault center (SAC) was estab-
lished in 1989 at St Olav’s Hospital. The service is accessi-
ble for 24 hours, seven days a week, and offers emergency
medical care provided by a gynecologist/pediatrician (for
minors) and trained nurses. All injuries are systematically
documented. Biological trace evidence is routinely collected
by multiple swabs taken from women’s genitals as well as
from other areas of the body on which the assailant might

have left traces such as semen, saliva, blood or epithelial cells.
However, the gynecologist/pediatrician may not request the
specimens to be analyzed, for instance, for the presence of
sperm and DNA typing. The swabs are kept by the police,
who then decide whether to request analysis by the Institute
of Forensic Medicine in Oslo.

Little is known about the impact of injury documentation
and results of trace evidence tests on the legal process (6,8).
The aim of the study was to assess the impact on the legal pro-
cess of the medical documentation and analysis of biological
trace evidence in police-reported cases of rape.

Material and methods

All police-reported cases of rape and attempted rape of
women (≥16 years of age) in Sør-Trøndelag,Norway between
1 January 1997 and 20 June 2003 were identified. Details of
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the procedure are described elsewhere (9). Cases were se-
lected based on codes according to the current Norwegian
Penal Code (10). A person committing rape or attempted
rape is defined as one who obtains sexual activity by means
of violence or threats, or with any person who is unconscious
or for any other reason incapable of resisting the act, or by
means of violence or threats compels somebody to engage in
sexual activity with another person, or to carry out similar
acts with him- or herself. In addition to vaginal, anal and oral
intercourse, touching of genitals, a man’s exposed genitals
being rubbed between a woman’s thighs or buttocks or on
her belly, masturbation, licking or sucking of genitals, or in-
sertion of fingers or objects into the vagina or anus is defined
as rape. Attempted rape is also punishable, but covered by
another paragraph in the Norwegian Penal Code.

The following information was collected from police
records: characteristics of the assault and assailant; analysis of
trace evidence; and legal outcome. Legal outcome was clas-
sified according to the Norwegian Administration of Justice
Act into the following four groups: charges filed; no suspect
identified; charges not filed; and accusation unfounded. The
last group includes cases in which the police concluded that
no crime had been committed and cases in which the com-
plaint was retracted.

If more than one assailant was reported, information
regarding the most active of the assailants was recorded.
The assailant was classified as mentally disordered or im-
paired if he was psychotic during the event, mentally re-
tarded or considered at risk of repeating the offence. The
relationship between woman and assailant was defined as
partner (current or previous partner/husband/boyfriend),
family member, acquaintance (assailant known >24 hours),
casual acquaintance (assailant known <24 hours) or stranger
(not previously known). Venues defined as private included
the woman’s, assailant’s or other person’s residence. Public
venues included any public indoor or outdoor location or
a vehicle. Physical violence was graded as severe (presence
of weapon/attempted strangulation/fracture or internal in-
juries), light/moderate (holding/punch/kick) or none/verbal
threats. If more than one category of violence was described,
the answers were stated according to the above-mentioned
order.

Penetrative assault included anal, vaginal or oral penetra-
tion. If more than one type of penetration was described,
answers were ranked according to the above-mentioned or-
der. Forced masturbation, attempted penetration, touching
up/fondling and other sexual acts were classified as non-
penetrative assaults. The sexual act was classified as unknown
if the event had taken place while the woman was asleep, ine-
briated or unconscious.

Women’s personal characteristics and objective findings
were collected from the medical records and included age,
education and occupational status, as well as psychosocial

history. Reported alcohol consumption in relation to the as-
sault was classified as no intake, intake of less than five units
of alcohol and intake of five or more units of alcohol/heavily
intoxicated; the last category included clinically intoxicated,
with periods of amnesia and suspicion of being involuntarily
drugged. Objective documentation upon SAC visit included
emotional status andobserved extragenital andanogenital in-
juries. Location, type and number of injuries were recorded.
Extragenital injuries were classified as serious when evidence
of attempted strangulation, head injury with concussion and
stab/incision wounds were present, moderate when bruising
of the head and neck could be expected to result in signif-
icant headache, lacerations requiring suture/dressing (11),
bite marks and/or injection marks were present, and mi-
nor when erythema, swelling, bruises, abrasions, lacerations
and/or suctionmarkswere present. Caseswithmore than one
type of injury were classified according to the most serious
one. Anogenital injuries included tears, abrasions and bruises
(ecchymoses/petechiae). Reported ‘redness and/or swelling’
was excluded. In the study period, gross visualization was the
technique used for documentation of anogenital injuries.

The study was approved by the Regional Committee for
Medical and Health Research Ethics. As the data set included
policefiles, permissionwas alsoobtained fromtheNorwegian
Director General of Public Prosecutions and the Advisory
Board on Secrecy and Research. The merging of data was also
approved by the Norwegian Data Inspectorate.

Statistical analysis

Variables were analyzed by descriptive statistics, and the re-
lation between the outcome variable (charges filed) and the
independent categorical variables was analyzed. Cases where
no suspect was identified and cases classified by the police
as accusation unfounded/complaint retracted were excluded.
Data analysis was performed with SPSS version 16.0 (SPSS
Inc., Chicago, IL, USA). We used for categorical variables
Pearson’s χ2 test, Fisher’s exact test or Pearson’s χ2 test of
heterogeneity. Significance was assumed if p<0.05. Missing
data were calculated, but excluded when statistical tests were
performed. In some analyses, multivariable logistic regres-
sion was applied to adjust for time interval from assault to
medical examination.

Results

A total number of 222 cases were identified in the police files.
Male victims (n=8), minors (≤16 years of age, n=28) and
unidentified victims (n=1) were excluded. For the remain-
ing 185 women, information regarding 101 who had been
medically examined at the SAC was also available from the
healthcare system.

Table 1 shows women’s age, assault- and assailant-related
characteristics among all police-reported cases. Figure 1
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Table 1. Assault- and assailant-related characteristics among all police-

reported cases of rape and attempted rape, and by charge filinga, in

Sør-Trøndelag, Norway, between January 1997 and June 2003.

Characteristics Total reported Charges filed
N=185 N=134

n (%) Yes No
n=30 n=104
n (%) n (%)

Woman’s age
16–17 years 48 (26) 7 (23) 24 (24)
18–24 years 80 (43) 12 (40) 45 (43)
25–34 years 32 (17) 5 (17) 18 (17)
≥35 years 25 (14) 6 (20) 16 (15)

Assault characteristics
Woman–assailant relationship

Partner 22 (12) 2 (7) 17 (16)
Family 2 (1) 1 (3) 1 (1)
Acquaintance 82 (44) 18 (60) 56 (54)
Casual acquaintance 32 (17) 3 (10) 18 (17)
Stranger 41 (22) 6 (20) 9 (9)
Missing 6 (3) 0 3 (3)

Venue
Private 118 (64) 19 (63) 78 (75)
Public 64 (35) 11 (37) 24 (23)
Missing 3 (2) 0 2 (2)

Physical violence
None/verbal 43 (23) 7 (23) 29 (28)
Light/moderate 109 (59) 19 (63) 55 (53)
Severe 14 (8) 1 (3) 10 (10)
Missing 19 (10) 3 (10) 10 (10)

Type of sexual assault
Vaginal penetration 103 (56) 13 (43) 67 (64)
Anal penetration 8 (4) 0 6 (6)
Oral penetration 3 (2) 2 (7) 1 (1)
Other sexual acts 46 (25) 11 (37) 18 (17)
Missing 25 (14) 4 (13) 12 (12)

Assailant characteristics
Age groups
≤24 years 47 (25) 13 (43) 28 (27)
25–34 years 47 (25) 6 (20) 36 (35)
≥35 years 51 (28) 11 (37) 38 (37)
Missing 40 (22) 0 2 (2)

More than one assailant
Yes 18 (10) 1 (3) 8 (8)
No 164 (89) 29 (97) 96 (92)
Missing 3 (2) 0 0

Assumed origin
Norwegian 127 (69) 28 (93) 82 (79)
Non-Norwegian 33 (18) 2 (7) 21 (20)
Missing 25 (14) 0 1 (1)

Mentally disordered/impaired
Yes 10 (5) 9 (30) 1 (1)
No 126 (68) 21 (70) 97 (93)
Missing 49 (27) 0 6 (6)

Assault-related alcohol consumption
Yes 90 (49) 24 (80) 58 (56)
No 9 (5) 2 (7) 6 (6)
Missing 86 (47) 4 (13) 40 (39)

a Excluded cases with unknown assailant (n=37), unfounded/withdrawn
cases (n=13) and missing outcome (n=1).

outlines the legal outcome. Cases classified as ‘charges not
filed’ include those where evidence was considered insuffi-
cient (n=101), one case classified as time barred and two
cases in which the suspect was considered not legally respon-
sible at the time of the crime. In a total of 30 cases charges
were filed; 22 suspects were convicted. All reported assailants
were male. Interrogation of the assailant was conducted in
136 cases. The majority of assailants confirmed sexual con-
tact (n=81), and four admitted assault. The assailant being
mentally disordered or impaired was associated with charge
filing (p=0.0001). One single assailant was reported in 164
cases, two in 13 cases, and three or more in an additional
five cases. Physical violence was described by 123 women;
14 of them reported severe violence, of whom nine reported
attempted strangulation and five described the presence of
a weapon. Reporting attempted penetration or other types
of sexual acts was significantly associated with charge fil-
ing (χ2=5.7, p=0.017). However, neither having sustained
physical violence nor the reporting of severe violence was
associated with charge filing. Other characteristics in Table
1 were not significantly associated with charge filing in the
total set of police cases.

Table 2 shows personal characteristics, documentation of
injuries and results from trace evidence analysis among the
101 women medically examined at the SAC. Comparison of
cases examined at the SAC in which charges were filed and
not filed excluded 29 cases; 22 cases in which the assailant
was unknown and seven cases assumed unfounded.

The number of extragenital injuries varied between none
and 20 (median three); 15 had four or more injuries, while
five women had 10 or more injuries. Most injuries were mi-
nor to moderate, but five women had sustained more serious
injuries; four had signs of attempted strangulation, and one
had been slashed by a knife. Injuries in the head/neck region
were documented in 16 women, and at the trunk or extrem-
ities in 27. Among the latter, injuries on the ulnar side of a
forearm were documented in two women, suggestive of self
defense, while seven women were bruised on the inside of an
upper thigh, probably from forced separation.

The documentation of any extragenital injury was not as-
sociated with charges being filed, even after adjusting for time
interval from assault to medical examination.

Anogenital injuries ranged from none to 10 (median two);
five were single site, four had two or three, while four had four
or more anogenital injuries documented. Five injuries were
located in the vestibulum, three in the posterior fourchette,
three in the perianal area, two in the perineum, and one in
each of the following areas: vagina, labia minora and labia
majora. The most common type of anogenital injury was
superficial tear/laceration (n=11); in three women abrasions
were documented, and in one woman petechial hemorrhage.
Among cases in which charges were filed, two of 18 had
sustained more than one anogenital injury, compared with
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All cases 
N=185 

Charges  
filed

n=30 (16%) 

Charges not  
filed

n=104 (56%) 

No suspect  
identified

n=37 (20%) 

No crime/
withdrawn 
n=13 (7%) 

Convictions 
n=22 (12%) 

Acquittals  
n=8 (4%) 

        Missing 

n=1 (1%) 

Figure 1. Legal outcome among all police-reported cases of rape and attempted rape in the Norwegian county of Sør-Trøndelag from January 1997
to June 2003.

five in the 54 non-charged cases. Restricting the analysis to
those reporting anal/vaginal penetrative assault or adjusting
for time interval from assault to medical examination did not
change this pattern.

Swabs were collected from 90 women. In the 30 cases where
trace evidence was analyzed, swabs had been collected from
the anogenital area in 28 cases and from both anogenital
and extragenital locations (skin or mouth) in eight women,
and oral samples were analyzed from two women. Trace ev-
idence analysis was associated with charge filing (χ2=12.2,
p=0.0001). In 26 of these cases the interval from assault
to collection was ≤24 hours (χ2=3.7, p=0.055; data not
shown). Among the 72 SAC cases where an assailant was
identified, the relationship between the assailant and the
woman was known in 70. The trace evidence kits were an-
alyzed in eight of 22 (36%) of the cases with casual ac-
quaintance/stranger assailant, vs. 18 of 39 (46%) of the cases
with partner/acquaintance assailant (χ2=0.55, p=0.46). We
found no differences in women’s age or in self-reported pen-
etration regarding trace evidence analysis.

Spermatozoawere identified in 14 swabs collected from the
anogenital area and in one collected from the woman’s um-
bilicus, and in one case spermatozoa were identified both in

swabs collected from an anogenital site and from the umbil-
ical area. Identification of spermatozoa was proportionally
more common in cases where charges were filed; however,
the difference was not statistically significant. Given a DNA
profile matching the suspect, charges were filed in four cases,
while in one case evidence of crime was considered insuffi-
cient.

Discussion

Most cases of rape did not lead to charge filing. Physical
injuries were documented in a high proportion of women,
but this was not associated with charges being filed. Police-
requested analysis of swabs collected from the woman’s body
was associated with charge filing.

The strength of the study is the comprehensive data set
based on both police files and medical records. Another
strength is the long followup, allowing for a final legal conclu-
sion, as the legal process may take several years. Even though
this study includes numerous cases collected over a long pe-
riod, results regarding rare events may be hampered by type 2
statistical error, i.e. the inability to demonstrate significant
associations where real differences exist. This is especially so
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Table 2. Personal characteristics and medico-legal findings among 101

women who reported rape and attempted rape to the police and had

undergone medical examination, and by charge filinga, in Sør-Trøndelag,

Norway between January 1997 and June 2003.

Characteristics Total Charges filed
N=101 N=72

n (%) Yes No
n=18 n=54
n (%) n (%)

Interval between assault and medical examination
≤24 hours 70 (69) 12 (67) 40 (74)
24–72 hours 18 (18) 0 11 (20)
>72 hours 11 (11) 5 (28) 2 (4)
Missing 2 (2) 1 (6) 1 (2)

Alcohol intake at event
No intake 9 (9) 1 (6) 5 (9)
<5 units 24 (24) 5 (28) 13 (24)
≥5 units 44 (44) 8 (44) 24 (44)
Missing 24 (24) 4 (22) 12 (22)

Psychosocial factors
No 52 (52) 9 (50) 28 (52)
Physical/mental disability 12 (12) 4 (22) 7 (13)
Prior or current psychiatric disorder 26 (26) 1 (6) 14 (26)
Prior assault history 10 (10) 3 (17) 5 (9)
Missing 1 (1) 1 (6) 0

Emotional state at examination
Distressed (e.g. crying, shaking) 63 (62) 11 (61) 33 (61)
Calm, rational 16 (16) 4 (22) 9 (17)
Missing 22 (22) 3 (17) 12 (22)

Extragenital injuries
None 41 (41) 5 (28) 24 (44)
Minor 39 (39) 8 (44) 18 (33)
Moderate 5 (5) 2 (11) 2 (4)
Serious 5 (5) 2 (11) 3 (6)
Missing 11 (11) 1 (6) 7 (13)

Four or more extragenital injuries
Yes 15 (15) 3 (17) 7 (13)
No 67 (66) 13 (72) 36 (67)
Missing 19 (19) 2 (11) 11 (20)

Anogenital injuries
Yes 14 (14) 2 (11) 9 (17)
No 78 (77) 13 (72) 40 (74)
Missing 9 (9) 3 (17) 5 (9)

More than one anogenital injury
Yes 8 (8) 2 (11) 5 (9)
No 83 (82) 13 (72) 43 (80)
Missing 10 (10) 3 (17) 6 (11)

Trace evidence analyzed
Yesb 30 (30) 12 (67) 14 (26)
No 59 (58) 3 (17) 34 (63)
Missingc 12 (12) 3 (17) 6 (11)

Spermatozoa detected
Yes 16 (16) 7 (39) 7 (13)
No 13 (13) 5 (28) 6 (11)
Missing 72 (71) 6 (33) 41 (76)

DNA typingb

Matching suspect 5 (5) 4 (22) 1 (2)
Unidentified male 4 (4) 0 3 (6)
Other 9 (9) 3 (17) 5 (9)
No typing/missing 83 (82) 11 (61) 45 (83)

a Excluded cases with unknown assailant (n=22) and unfounded cases (n=7).
b Swabs collected from the woman’s body.
c Included cases where no trace evidence was collected (n=11).

for rare events, such as signs of attempted strangulation and
multiple anogenital injuries. The design of the study does not
allow us to look into other aspects of police and court work,
which obviously may influence legal outcome in rape cases.
Further discussion on limitations can be found elsewhere (9).

We have conducted an analysis of all police-reported cases,
and in about half of the cases the victim had been medically
examined at the SAC. Considerations on which complainants
are sent formedical examination inpolice-reported rape cases
have been described recently (9). Prosecution was more com-
mon in cases examined at the SAC, but not significantly so,
suggesting that other investigative endeavors also might be
rewarding.

Few studies worldwide have addressed the impact of
medico-legal findings on legal outcome. In a review paper
by Du Mont and White, 13 studies were identified, with the
size of series varying from 72 to 888 (6), and three more
studies have been published (3,12,13). The reviewed stud-
ies are mostly from the USA (six studies) and Canada (four
studies). The three studies from the Nordic countries are
older, representing a time when police reporting of rape was
much less common (8,14,15). In the Norwegian study (8),
which covered the period between 1989 and 1992, the con-
viction rate was much higher (48% compared with 12% in
the present study). This is an indication that the pattern of
police-reported rape changes, as more women nowadays file
a formal complaint. The increase most likely reflects women’s
willingness to report and not the incidence of rape occurring
in the population. The lower conviction rate in our present
study may thus reflect an increase in police-reported cases
that are more challenging to the legal system.

In most of the studies reviewed (6), no significant asso-
ciation was found between extragenital injuries and legal
outcome in terms of charges being filed. Even fewer studies
demonstrated any association between anogenital injuries
and legal outcome. In the recent Danish study covering the
five year period 1999–2004, extragenital injuries were doc-
umented in 78% of 216 women and anogenital injuries in
19%. No association with conviction was found (3). In one
of the reviewed studies from San Diego, CA, USA (16), col-
poscopy was routinely used to identify anogenital injuries
and a much higher proportion of such injuries was reported
(any injury among 67% and multiple anogenital injuries in
36%) compared with that in our study (14% and 8%, respec-
tively). Documentation of multiple anogenital injuries was
significantly associated with charge filing in the San Diego
study. Hence, an increased attention to techniques to identify
minor injuries might increase the willingness of police to file
charges. Documentation of multiple injuries is shown to be
associated with non-consensual compared with consensual
sexual activity (17,18).

Some authors argue that rape usually does not lead to
genital injuries and that focus on increased use of technical
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procedures such as colposcopy is therefore futile (19). Oth-
ers strongly support techniques which will increase chances
to identify all injuries (20). An interesting finding in the re-
cent study from South Africa (12) is that documentation of
anogenital injuries was not associated with charge filing and
arrest of a suspect, but increased the likelihood for convic-
tion in cases taken to court. Thus, information from the acute
examination might be needed at various stages in the legal
system. Omission of immediate meticulous injury documen-
tation with optimal techniques such as colposcopy is a lost
opportunity. Most anogenital injuries heal quickly without
scarring and are unlikely to be visible at a later stage.

In our study only a third of the trace evidence kits collected
upon examination of the women were sent for analysis, in
contrast to a little more than half of the kits in other Nordic
studies (3,21). In accordance with a Canadian study (11), we
found that non-use of trace evidence preserved in the various
swabs collected during the acute phase negatively influenced
the progress of the case in the legal system. In the recent study
from South Africa (12), 69% of collected trace evidence was
sent for analysis, indicating a higher level of ambition, at least
early in the police investigation, compared with what seems
to be the case in our study. The decision by police not to use all
available information before deciding not to proceed might
be seen as a lack of quality and disregard of the woman’s
rights, as the collection of trace evidence from her body is
not performed for healthcare reasons and may even hamper
the healing process.

We do not have information on time aspects of the decision
by police on whether to analyze the trace evidence kits or
whether they chose to analyze more often in cases with a
potential for prosecution, irrespective of forensic analysis.
Another Norwegian study has shown that financial factors
might also play a role (21).

In situations where the assailant admits sexual contact with
the woman, the decision not to request analysis of biological
samples may be plausible. However, in our study, when the
assailant was a stranger, an even smaller proportion of the
trace evidence kits collected from the women’s body was
analyzed compared with when the assailant was known. Even
so, the observed association between the analysis of trace
evidence and charge filing might be influenced by other and
unknown confounders.

Conclusions

One or more physical injury was documented in half of the
women in this series. The police decided to analyze only one-
third of the trace evidence kits collected from the women’s
anogenital area. The analysis of swabs was associated with
charge filing, regardless of test results. Increasing the utiliza-
tion of this kind of medical evidence, especially in cases of

stranger rape, may ensure women’s rights and increase avail-
able information to the legal system.

Acknowledgements

The Sør-Trøndelag Police Department supplied the police
files. Kurt Saake at the Department of Public Health and
General Practice, NTNU, registered the data electronically.
Senior Public Prosecutor in Sør-Trøndelag Bjørn Kristian
Soknes is thanked for information about police investigative
routines and prosecution in sexual assault cases.

Funding

Cecilie Hagemann has received financial support from the or-
ganization Helse & Rehabilitering through the NGO Norske
Kvinners Sanitetsforening.

References

1. Crime and the justice. Table 4 Offences reported to the police,

by type of offence. 1993–2009. Statistics Norway, 2010.

Available online at: http://www.ssb.no/english/subjects/

03/05/a˙krim˙tab˙en/tab/tab-2010–04-15–04-en.html

(accessed 27 May 2010).

2. Case closed. Rape and human rights in the Nordic countries.

Amnesty International 2008. Report. Available online at:

http://www.amnesty.no/sites/default/files/1/Case%

20closed%202008.pdf (accessed August 7, 2011).

3. Ingemann-Hansen O, Brink O, Sabroe S, Sørensen V, Charles

AV. Legal aspects of sexual violence– does forensic evidence

make a difference? Forensic Sci Int. 2008;180:98–104.

4. Grevholm E, Nilsson L, Carlstedt M. National study of rapes

reported to the police. Stockholm: National Council for
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Identification

Study parts 

Rettslige data
Overgripere/mistenkte

Overgripere/mistenkte 2
Fornærmede / handlingen

Etterforskningen
Medisinske undersøkelser av

fornærmede
Basert på lab-rapport fra

Rettsmedisinsk
Rettstoksikologi

Variabler fra 
Overgrepsenhetens registre

Hendelsen
Sykehistorie og funn

Rettslige data

1. Anmeldelsestidspunkt Dato (dd.mm.åååå)

2. Hvem anmelder?

Politipatrulje

Fornærmede selv

Familie

Annen relasjon 

Helsetjenesten

Annen offentlig tjeneste 

Annet

Uopplyst

3. Hvis annet, hvem?

4. Fornærmede ønsker ikke å anmelde?

Nei, vil ikke anmelde 

Ja, vil anmelde 

Uopplyst

Annet

5. Hvis annet, hva

6. Anmeldelsessted (Politienhet)

Sentrum politistasjon

Heimdal politistasjon 

Klæbu lensmannskontor

Melhus lensmannskontor 

Malvik lensmannskontor 

Skaun lensmannskontor 

Orkdal og Agdenes lensmannskontor 

Meldal lensmannskontor 

Hemne og Snillfjord lensmannskontor 

Hitra lensmannskontor 

Frøya lensmannskontor

Røros lensmannskontor

Holtålen lensmannskontor

Midtre Gauldal lensmannskontor 

Rennebu lensmannskontor 

Oppdal lensmannskontor 

Rissa lensmannskontor 

Ørland og Bjugn lensmannskontor

Åfjord lensmannskontor

Selbu og Tydal lensmannskontor 

Annet

Uopplyst

7. Hvis annet, hva

8. Etterforskende politienhet 

Sentrum politistasjon

Heimdal politistasjon 

Klæbu lensmannskontor

Melhus lensmannskontor 

Malvik lensmannskontor 

Skaun lensmannskontor 

Orkdal og Agdenes lensmannskontor 

Meldal lensmannskontor 

Hemne og Snillfjord lensmannskontor 

Hitra lensmannskontor 

Frøya lensmannskontor

Røros lensmannskontor

Politiregistrering voldtekt
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Holtålen lensmannskontor

Midtre Gauldal lensmannskontor 

Rennebu lensmannskontor 

Oppdal lensmannskontor 

Rissa lensmannskontor 

Ørland og Bjugn lensmannskontor

Åfjord lensmannskontor

Selbu og Tydal lensmannskontor 

Annet

Uopplyst

9. Hvis annet, hva

10. Dato for påtalemessig avgjørelse (dd.mm.åååå)  

11. Dato for rettskraftig avgjørelse (første endelige dom): (dd.mm.åååå)  

12. Rettskraftig avgjørelse:

 Ikke straffbart forhold (10/50) 

 Henlagt p.g.a. foreldelse (15/67) 

 Påtale trukket

 Henlagt, manglende opplysninger om gjerningsperson (14) 

 Henlagt pga mangel på bevis/ bevisets stilling (17/58)

 Henlagt, gjerningsperson ikke strafferettslig ansvarlig (65)

 Forelegg (40) 

 Tiltale/domstolsbehandling (42) 

 Annet 

 Henlagt pga ressursmangel (25/78) 

 Henlagt, åpenbar grunnløs (26/104)

 Jevnbyrdighet i alder og utvikling (60) 

 Konfliktråd (37/44)

 Siktelse (tilståelsesdom) (41)

 Påtaleunnlatelse (43)

 Ennå ikke rettskraftig avgjort

 Ukjent avgjørelse/ikke opplyst

13. Hvis annet, angi

14. Avgjørelseskode:

15. Initialt henlagt pga uidentifisert gjerningsperson:  

Nei

Ja

Ikke opplyst 

16. Dersom tiltale:

 Ubetinget fengsel 

 Betinget fengsel 

 Dels ubetinget, dels betinget fengsel 

 Annen straff * 

 Frifinnelse 

 Erstatning 

 Annet 

 Ikke opplyst 

* F.eks. Bot, inndragning, samfunnstjeneste, rettighetstap (besøksforbud, sikring, voldsalarm)
17. Dersom annen straff, erstatning eller annen tiltale, angi:  

Max 255 characters.  remaining. 

18. Straffeutmåling:



Max 255 characters.  remaining. 

19. Hvilke(n) straffekode(r) er brukt (STRASAK-koder)?  

1401: Voldtekt (§l92, 1. og 2.ledd)

1413: Forsøk på voldtekt (§192, jfr §49)

1420: Voldtekt (§192, 3.ledd) (grovere)

1423 Grov uaktsom voldtekt (§192, 4. ledd)

Annet

Ikke opplyst 

20. Dersom annen straffekode, angi:

21. Ble dommen anket?

Nei

Ja, av påtalemyndighetene

Ja, av påtalte

Ja, av begge parter 

Uopplyst

Ikke aktuelt 

22. Utfall av eventuell anke:

Max 255 characters.  remaining. 
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Study parts 

Rettslige data
Overgripere/mistenkte

Overgripere/mistenkte 2
Fornærmede / handlingen

Etterforskningen
Medisinske undersøkelser av

fornærmede
Basert på lab-rapport fra

Rettsmedisinsk
Rettstoksikologi

Variabler fra 
Overgrepsenhetens registre

Hendelsen
Sykehistorie og funn

Overgripere/mistenkte

Dersom flere overgripere, føres opplysningene på I, II og III etter grad av deltakelse i overgrepet.
1. Antall overgripere

Opplysninger føres på overgriper I & II & III etter hvem som er viktigst
2. Kjønn overgriper I

Mann

Kvinne

Uopplyst

3. Kjønn overgriper II

Uopplyst

Mann

Kvinne

4. Kjønn overgriper III

Uopplyst

Mann

Kvinne

5. Alder overgriper I

(ca., antall år)
6. Alder overgriper II

7. Alder overgriper III

8. Etnisitet overgriper I

Norsk

Annet

Ikke norsk, vestlig 

Ikke norsk, ikke vestlig 

Uopplyst

9. Annen etnisitet, spesifiser

10. Etnisitet overgriper II

Norsk

Annet

Ikke norsk, vestlig 

Ikke norsk, ikke vestlig 

Uopplyst

11. Annen etnisitet, spesifiser

12. Etnisitet overgriper III

Norsk

Annet

Ikke norsk, vestlig 

Ikke norsk, ikke vestlig 

Uopplyst

13. Annen etnisitet, spesifiser

14. Bosted overgriper I

Trondheim by 

Sør-Trøndelag utenom byen

Utenfor fylket 

Utenfor landet 

Uopplyst

Ikke aktuelt 

15. Bosted overgriper II
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Trondheim by 

Sør-Trøndelag utenom byen

Utenfor fylket 

Utenfor landet 

Uopplyst

Ikke aktuelt 

16. Bosted overgriper III

Trondheim by 

Sør-Trøndelag utenom byen

Utenfor fylket 

Utenfor landet 

Uopplyst

Ikke aktuelt 

17. Er mistenkte I i arbeid utenfor hjemmet?

Nei

Ja

Uopplyst

Ikke aktuelt 

18. Er mistenkte II i arbeid utenfor hjemmet?

Nei

Ja

Uopplyst

Ikke aktuelt 

19. Er mistenkte III i arbeid utenfor hjemmet?

Nei

Ja

Uopplyst

Ikke aktuelt 

20. Hvis nei mistenkt I

Hjemmeværende

Skoleelev

Student

På stønad

Arbeidsledig

Annet

Ikke aktuelt 

21. Hvis annet mistenkt I, angi

22. Hvis nei mistenkt II

Hjemmeværende

Skoleelev

Student

På stønad

Arbeidsledig

Annet

Ikke aktuelt 

23. Hvis annet mistenkt II, angi

24. Hvis nei mistenkt III

Hjemmeværende

Skoleelev

Student

På stønad

Arbeidsledig

Annet

Ikke aktuelt 

25. Hvis annet mistenkt III, angi

26. Hvilken utdannelse har mistenkte I?

Mindre enn 9 år

9-12 år

Høyskole

Universitet

Uopplyst



Ikke aktuelt 

27. Hvilken utdannelse har mistenkte II?

Mindre enn 9 år

9-12 år

Høyskole

Universitet

Uopplyst

Ikke aktuelt 

28. Hvilken utdannelse har mistenkte III?

Mindre enn 9 år

9-12 år

Høyskole

Universitet

Uopplyst

Ikke aktuelt 
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Rettslige data
Overgripere/mistenkte

Overgripere/mistenkte 2
Fornærmede / handlingen

Etterforskningen
Medisinske undersøkelser av

fornærmede
Basert på lab-rapport fra

Rettsmedisinsk
Rettstoksikologi

Variabler fra 
Overgrepsenhetens registre

Hendelsen
Sykehistorie og funn

Overgripere/mistenkte 2

1. Tidligere mistenkt for forbrytelse, mistenkt I?

Nei

Ja, for vold 

Ja, for seksualforbrytelse 

Ja, for narkotika 

Ja, for skadeverk 

Ja, for vinning 

Ja, for annen krim 

Uopplyst

Ikke aktuelt 

2. Hvis annen krim, mistenkt I, angi

3. Tidligere mistenkt for forbrytelse, mistenkt II?

Nei

Ja, for vold 

Ja, for seksualforbrytelse 

Ja, for narkotika 

Ja, for skadeverk 

Ja, for vinning 

Ja, for annen krim 

Uopplyst

Ikke aktuelt 

4. Hvis annen krim, mistenkt II, angi

5. Tidligere mistenkt for forbrytelse, mistenkt III?  

Nei

Ja, for vold 

Ja, for seksualforbrytelse 

Ja, for narkotika 

Ja, for skadeverk 

Ja, for vinning 

Ja, for annen krim 

Uopplyst

Ikke aktuelt 

6. Hvis annen krim, mistenkt III, angi

7. Tidligere dømt for forbrytelse, mistenkt I?

Nei

Ja, for vold 

Ja, for seksualforbrytelse 

Ja, for narkotika 

Ja, for skadeverk 

Ja, for vinning 

Ja, for annen krim 

Uopplyst

Ikke aktuelt 

8. Hvis dømt for annen krim, mistenkt I, angi

9. Tidligere dømt for forbrytelse, mistenkt II?

Nei

Ja, for vold 

Ja, for seksualforbrytelse 

Ja, for narkotika 

Ja, for skadeverk 

Ja, for vinning 

Ja, for annen krim 

Uopplyst

Ikke aktuelt 
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10. Hvis dømt for annen krim, mistenkt II, angi

11. Tidligere dømt for forbrytelse, mistenkt III?

Nei

Ja, for vold 

Ja, for seksualforbrytelse 

Ja, for narkotika 

Ja, for skadeverk 

Ja, for vinning 

Ja, for annen krim 

Uopplyst

Ikke aktuelt 

12. Hvis dømt for annen krim, mistenkt III, angi

13. Inntatt alkohol før handlingen, mistenkt I?

Nei

Ja

Uopplyst

Ikke aktuelt 

14. Inntatt alkohol før handlingen, mistenkt II?

Nei

Ja

Uopplyst

Ikke aktuelt 

15. Inntatt alkohol før handlingen, mistenkt III?

Nei

Ja

Uopplyst

Ikke aktuelt 

16. Andre rusmidler, mistenkt I?

Nei

Ja, hva 

Uopplyst

Ikke aktuelt 

17. Hvis ja, hva (mistenkt I)?

18. Andre rusmidler, mistenkt II?

Nei

Ja, hva 

Uopplyst

Ikke aktuelt 

19. Hvis ja, hva (mistenkt II)?

20. Andre rusmidler, mistenkt III?

Nei

Ja, hva 

Uopplyst

Ikke aktuelt 

21. Hvis ja, hva (mistenkt III)?

22. Har mistenkte vært til avhør (mistenkte I)?

Nei

Ja

Uopplyst

Ikke aktuelt 

23. Har mistenkte vært til avhør (mistenkte II)?

Nei

Ja

Uopplyst

Ikke aktuelt 

24. Har mistenkte vært til avhør (mistenkte III)?



Nei

Ja

Uopplyst

Ikke aktuelt 

25. Tid for avhør av mistenkte (dato, dd.mm.åååå)  

26. Er mistenkte I varetektsfengslet?

 Nei 

 Ja 

 Uopplyst 

 Annet 

 Ikke aktuelt 

27. Hvis annet

28. Er mistenkte II varetektsfengslet?

 Nei 

 Ja 

 Uopplyst 

 Annet 

 Ikke aktuelt 

29. Hvis annet

30. Er mistenkte III varetektsfengslet?

 Nei 

 Ja 

 Uopplyst 

 Annet 

 Ikke aktuelt 

31. Hvis annet

32. Er det oppgitt en psykiatrisk diagnose hos mistenkte før overgrepet? (Mistenkte I)  

 Nei 

 Ja, psykisk utviklingshemming 

 Ja, psykose 

 Ja, personlighetsforstyrrelse 

 Alkohol/rusmisbruk 

 ”Rar”, ”snodig”, ”spesiell” *

 Annet 

 Ikke aktuelt 

* For eksempel snakker med seg selv, unngår øyekontakt med fornærmede
33. Annet, angi:

34. Er det oppgitt en psykiatrisk diagnose hos mistenkte før overgrepet? (Mistenkte II)  

 Nei 

 Ja, psykisk utviklingshemming 

 Ja, psykose 

 Ja, personlighetsforstyrrelse 

 Alkohol/rusmisbruk 

 ”Rar”, ”snodig”, ”spesiell” *

 Annet 

 Ikke aktuelt 

* For eksempel snakker med seg selv, unngår øyekontakt med fornærmede
35. Annet, angi:

36. Er det oppgitt en psykiatrisk diagnose hos mistenkte før overgrepet? (Mistenkte III)  

 Nei 

 Ja, psykisk utviklingshemming 

 Ja, psykose 

 Ja, personlighetsforstyrrelse 

 Alkohol/rusmisbruk 

 ”Rar”, ”snodig”, ”spesiell” *

 Annet 

 Ikke aktuelt 



* For eksempel snakker med seg selv, unngår øyekontakt med fornærmede
37. Annet, angi:

38. Er det oppgitt en rettspsykiatrisk konklusjon hos mistenkte I?  

 Nei 

 Ja, men psykiatrisk lidelse ikke funnet 

 Psykotisk på handlingstiden

 Bevisstløs på handlingstiden

 Psykisk utviklingshemmet i høy grad

 Alvorlig psykisk lidelse (men ikke psykotisk)

 Sterk bevissthetsforstyrrelse 

 Lettere psykisk utviklingshemmet 

 Mangelfullt utviklede sjelsevner 

 Varig svekkede sjelsevner 

 Fare for gjentakelse av straffbare handlinger 

 Ikke aktuelt 

39. Er det oppgitt en rettspsykiatrisk konklusjon hos mistenkte II?  

 Nei 

 Ja, men psykiatrisk lidelse ikke funnet 

 Psykotisk på handlingstiden

 Bevisstløs på handlingstiden

 Psykisk utviklingshemmet i høy grad

 Alvorlig psykisk lidelse (men ikke psykotisk)

 Sterk bevissthetsforstyrrelse 

 Lettere psykisk utviklingshemmet 

 Mangelfullt utviklede sjelsevner 

 Varig svekkede sjelsevner 

 Fare for gjentakelse av straffbare handlinger 

 Ikke aktuelt 

40. Er det oppgitt en rettspsykiatrisk konklusjon hos mistenkte III?  

 Nei 

 Ja, men psykiatrisk lidelse ikke funnet 

 Psykotisk på handlingstiden

 Bevisstløs på handlingstiden

 Psykisk utviklingshemmet i høy grad

 Alvorlig psykisk lidelse (men ikke psykotisk)

 Sterk bevissthetsforstyrrelse 

 Lettere psykisk utviklingshemmet 

 Mangelfullt utviklede sjelsevner 

 Varig svekkede sjelsevner 

 Fare for gjentakelse av straffbare handlinger 

 Ikke aktuelt 

41. Dato for rettspsykiatrisk konklusjon: (dd.mm.åååå)  

42. Nekter mistenkte initialt seksuell kontakt med fornærmede (Mistenkte I)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

43. Nekter mistenkte initialt seksuell kontakt med fornærmede (Mistenkte II)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

44. Nekter mistenkte initialt seksuell kontakt med fornærmede (Mistenkte III)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

45. Innrømmer mistenkte (evt. etter hvert) seksuell kontakt med fornærmede(Mistenkte I)?  



Nei

Ja

Uopplyst

Ikke aktuelt 

46. Innrømmer mistenkte (evt. etter hvert) seksuell kontakt med fornærmede(Mistenkte II)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

47. Innrømmer mistenkte (evt. etter hvert) seksuell kontakt med fornærmede(Mistenkte III)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

48. Innrømmer mistenkte voldtekt/voldtektsforsøk/grov uaktsom voldtekt(Mistenkte I)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

Annet

49. Hvis annet, hva (Mistenkte I)

50. Innrømmer mistenkte voldtekt/voldtektsforsøk/grov uaktsom voldtekt(Mistenkte II)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

Annet

51. Hvis annet, hva (Mistenkte II)

52. Innrømmer mistenkte voldtekt/voldtektsforsøk/grov uaktsom voldtekt(Mistenkte III)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

Annet

53. Hvis annet, hva (Mistenkte III)

54. Erkjenner mistenkte straffeskyld (Mistenkte I)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

55. Erkjenner mistenkte straffeskyld (Mistenkte II)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

56. Erkjenner mistenkte straffeskyld (Mistenkte III)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

57. Ble det foretatt en registrering av mistenktes DNA-profil(Mistenkte I)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

58. Ble det foretatt en registrering av mistenktes DNA-profil (Mistenkte II)?  

Nei

Ja

Uopplyst

Ikke aktuelt 

59. Ble det foretatt en registrering av mistenktes DNA-profil (Mistenkte III)?  



Nei

Ja

Uopplyst

Ikke aktuelt 
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Rettslige data
Overgripere/mistenkte

Overgripere/mistenkte 2
Fornærmede / handlingen

Etterforskningen
Medisinske undersøkelser av

fornærmede
Basert på lab-rapport fra

Rettsmedisinsk
Rettstoksikologi

Variabler fra 
Overgrepsenhetens registre

Hendelsen
Sykehistorie og funn

Fornærmede / handlingen

1. Er fornærmede avhørt?

Nei

Ja

Uopplyst

Fornærmede ønsker ikke å bli avhørt

Annet

2. Hvis annet, angi

3. Tid for avhør av fornærmede (dato, dd.mm.åååå)  

4. Hvis ja, skjedde første avhør før eller etter medisinsk undersøkelse?  

Før

Etter

Medisinsk undersøkelse ikke utført

Uopplyst

5. Er det oppgitt en psykiatrisk diagnose hos fornærmede før overgrepet?  

 Nei 

 Ja, psykisk utviklingshemming 

 Ja, psykose 

 Ja, personlighetsforstyrrelse 

 Alkohol/rusmisbruk 

 Annet 

6. Hvis annet, angi hva

7. Er det oppgitt en psykiatrisk diagnose hos fornærmede etter overgrepet?  

 Nei 

 Ja, post traumatisk stress symptomer 

 Ja, psykose 

 Ja, suicidalitet 

 Alkohol/rusmisbruk 

 Angst og/eller depresjon 

 Annet 

8. Hvis annet, angi hva

9. Første overgrep: (dd.mm.åååå)

10. Siste overgrep: (dd.mm.åååå)

11. Hvis ett overgrep: Tid på døgnet for overgrepet, start-tidspkt. Dato (dd.mm.åååå)  

12. Hvis ett overgrep: Tid på døgnet for overgrepet, start-tidspkt. Tidspunkt: (tt:mm)  

13. Tid på døgnet for overgrepet, slutt-tidspkt. Dato (dd.mm.åååå)  

14. Tid på døgnet for overgrepet, slutt-tidspkt. Klokkeslett: (tt:mm)  

15. Frekvens 

Ett overgrep 

Gjentatte overgrep 

Annet

Uopplyst
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Rettslige data
Overgripere/mistenkte

Overgripere/mistenkte 2
Fornærmede / handlingen

Etterforskningen
Medisinske undersøkelser av

fornærmede
Basert på lab-rapport fra

Rettsmedisinsk
Rettstoksikologi

Variabler fra 
Overgrepsenhetens registre

Hendelsen
Sykehistorie og funn

Etterforskningen

1. Er det identifisert et åsted?

Nei

Ja

Uopplyst

2. Har det vært noen politipatrulje på åstedet?

Nei

Ja

Uopplyst

3. Har politiet foretatt åstedsundersøkelse?

Nei

Ja

Uopplyst

4. Tid for åstedsundersøkelse, dato (dd.mm.åååå)  

5. Tid for åstedsundersøkelse, klokkeslett (tt:mm)  

6. Er det foretatt teknisk beslag*?

 Nei 

 Ja, antall oppgis under 

 Film, video 

 PC 

 Beslag fra åsted

 Våpen

 Annet 

 Uopplyst 

* Se beslagsrapport. Herunder menes ikke rettsmedisinsk beslag.
7. Oppgi evt antall beslag

8. Hvis andre beslag, angi her

9. Er det foretatt sporsikring av biologisk materiale hos fornærmede?  

Nei

Ja, hos Overgrepsenheten, St Olavs Hospital 

Ja, av andre 

Uopplyst

10. Hvis andre, angi

11. Tid for sporsikring fornærmede, dato (dd.mm.åååå)  

12. Tid for sporsikring fornærmede, klokkeslett (tt:mm)  

13. Er det foretatt sporsikring av biologisk materiale hos mistenkte I?  

Nei

Ja, av politiet 

Ja, av andre 

Annet

Uopplyst

Ikke aktuelt 

14. Hvis andre eller annet, angi

15. Tid for sporsikring mistenkt I, dato (dd.mm.åååå)  

16. Tid for sporsikring mistenkt I, klokkeslett (tt:mm)  

17. Er det foretatt sporsikring av biologisk materiale hos mistenkte II?  
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Nei

Ja, av politiet 

Ja, av andre 

Annet

Uopplyst

Ikke aktuelt 

18. Hvis andre eller annet, angi

19. Tid for sporsikring mistenkt II, dato (dd.mm.åååå)  

20. Tid for sporsikring mistenkt II, klokkeslett (tt:mm)  

21. Er det foretatt sporsikring av biologisk materiale hos mistenkte III?  

Nei

Ja, av politiet 

Ja, av andre 

Annet

Uopplyst

Ikke aktuelt 

22. Hvis andre eller annet, angi

23. Tid for sporsikring mistenkt III, dato (dd.mm.åååå)  

24. Tid for sporsikring mistenkt III, klokkeslett (tt:mm)  

25. Er det gjort beslag av fornærmedes klær?

Nei

Ja

Uopplyst

26. Tid for beslag av fornærmedes klær, dato (dd.mm.åååå)  

27. Tid for beslag av fornærmedes klær, klokkeslett (tt:mm)  

28. Er det gjort beslag av mistenktes(I) klær?

Nei

Ja

Uopplyst

Ikke aktuelt 

29. Tid for beslag av mistenktes(I) klær, dato (dd.mm.åååå)  

30. Tid for beslag av mistenktes(I) klær, klokkeslett (tt:mm)  

31. Er det gjort beslag av mistenktes(II) klær?

Nei

Ja

Uopplyst

Ikke aktuelt 

32. Tid for beslag av mistenktes(II) klær, dato (dd.mm.åååå)  

33. Tid for beslag av mistenktes(II) klær, klokkeslett (tt:mm)  

34. Er det gjort beslag av mistenktes(III) klær?

Nei

Ja

Uopplyst

Ikke aktuelt 

35. Tid for beslag av mistenktes(III) klær, dato (dd.mm.åååå)  

36. Tid for beslag av mistenktes(III) klær, klokkeslett (tt:mm)  

37. Er det dokumentert fysiske skader hos fornærmede?  

Nei

Ja, på Overgrepsenheten, St Olavs Hospital

Ja, av politiet 



Ja, annet 

Uopplyst

38. Hvis annet, hva 

39. Tid for dokumentasjon av skader, fornærmede, dato (dd.mm.åååå)  

40. Tid for dokumentasjon av skader, fornærmede, klokkeslett (tt:mm)  

41. Er det dokumentert fysiske skader hos mistenkte I?  

Nei

Ja, av politiet 

Ja, annet 

Uopplyst

Ikke aktuelt 

42. Hvis annet, hva

43. Tid for dokumentasjon av skader, mistenkt I, dato (dd.mm.åååå)  

44. Tid for dokumentasjon av skader, mistenkt I, klokkeslett (tt:mm)  

45. Er det dokumentert fysiske skader hos mistenkte II?  

Nei

Ja, av politiet 

Ja, annet 

Uopplyst

Ikke aktuelt 

46. Hvis annet, hva

47. Tid for dokumentasjon av skader, mistenkt II, dato (dd.mm.åååå)  

48. Tid for dokumentasjon av skader, mistenkt II, klokkeslett (tt:mm)  

49. Er det dokumentert fysiske skader hos mistenkte III?  

Nei

Ja, av politiet 

Ja, annet 

Uopplyst

Ikke aktuelt 

50. Hvis annet, hva

51. Tid for dokumentasjon av skader, mistenkt III, dato (dd.mm.åååå)  

52. Tid for dokumentasjon av skader, mistenkt III, klokkeslett (tt:mm)  

53. Er det vitner avhørt (utenom medisinsk sakkyndig og fornærmede):  

Nei

Ja, antall 

Vitner innkalt, men ikke møtt

Annet

Uopplyst

54. Angi eventuelt antall

55. Hvis annet, hva
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Medisinske undersøkelser av fornærmede

1. Er medisinsk undersøkelse foretatt?

Nei

Ja

Uopplyst

2. Tid for medisinsk undersøkelse fornærmede, dato (dd.mm.åååå)  

3. Tid for medisinsk undersøkelse fornærmede, klokkeslett (tt:mm)  

4. Hvis ja, er erklæring blitt innhentet?

Nei

Ja

Uopplyst

5. Mandat fra politiet datert (dd.mm.åååå)

6. Hvis ja, er erklæringen nevnt i eventuelle domspremisser?  

Nei

Ja, se nedenfor 

Uopplyst

Ikke aktuelt 

7. Aktuell tekst om legeerklæringen i dommen

Max 255 characters.  remaining. 

8. Er skisser/fotografi vedlagt saken?

 Nei 

 Ja, av åsted

 Ja, av skader på fornærmede

 Ja, av klær

 Ja, annet 

 Uopplyst 

 Ikke aktuelt 

9. Hvis annet, hva

10. Hvor ble medisinsk undersøkelse utført?

Ikke utført

Overgrepsenheten, St Olavs Hospital 

Legevakt, fastlege 

Annet

Uopplyst

11. Hvis annet, hva

12. Er medisinsk sakkyndig innkalt som vitne?

 Nei 

 Ja, psykiater/psykolog 

 Ja, lege fra Overgrepsenheten, St Olavs Hospital 

 Ja, annen lege 

 Uopplyst 

13. Hvis annen lege, angi

14. Er det foretatt rettsmedisinsk beslag?
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 Nei 

 Ja 

 Sporprøver fra fornærmede

 Annet 

 Uopplyst 

15. Hvis ja, angi antall

16. Hvis andre beslag, angi

17. Har politiet selv undersøkt klær?

Nei

Ja

Uopplyst

Ikke aktuelt 

18. Er det sendt prøver til Rettsmedisinsk Institutt?  

Nei

Ja

Uopplyst

Ikke aktuelt 

19. Dato for politiets innsending av prøver til Rettsmedisinsk institutt: (dd.mm.åååå) (Evt. dato mottatt RMI)  

20. Antall prøver mottatt av Rettsmedisinsk Institutt:  

21. Antall prøver analysert av Rettsmedisinsk institutt:  

22. Er sporsikringspakken analysert?

Nei

Ja, sporsikringspakken omtalt i analyserapporten 

Ja, analyse av aktuelle prøver uten at sporsikringspakken er nevnt

Uopplyst

Ikke aktuelt 

23. Analyserapporten fra Rettsmedisinsk institutt datert: (dd.mm.åååå)  

24. Er det påvist spermier på fornærmedes kropp?

Nei

Ja, på genitalia

Ja, utenfor genitalia

Uopplyst

Ikke aktuelt 

All relevant tekst angående prøver sendt til Rettsmedisinsk Institutt, eventuelle resultater og vektlegging av disse i
saksavgjørelsen vedlegges som fritekst.
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Basert på lab-rapport fra Rettsmedisinsk

1. Vattpinner tatt til sporsikring fra fornærmede

 Nei 

 Ja, fra anogenitalt område

 Ja, fra kropp utenom genitalia 

2. Antall vattpinner totalt

3. Sædvæske (sure fosfataser/PSA) påvist på vattpinnene tatt fra fornærmede?  

 Nei 

 Ja, fra anogenitalt område

 Ja, fra kropp utenom genitalia 

 Ikke testet 

 Usikkert resultat 

 Annet 

 Uopplyst 

4. Hvis annet, angi

5. Sædceller påvist på vattpinnene tatt fra fornærmede?  

 Nei 

 Ja, fra anogenitalt område

 Ja, fra kropp utenom genitalia 

 Ikke testet 

 Usikkert resultat 

 Annet 

 Uopplyst 

6. Sædvæske (sure fosfataser/PSA) påvist på klær fra fornærmede?  

 Nei 

 Ja, på truse

 Ja, på andre klær

 Ikke testet 

 Usikkert resultat 

 Annet 

 Uopplyst 

7. Hvis annet, angi

8. Sædceller påvist klær fra fornærmede?

 Nei 

 Ja, på truse

 Ja, på andre klær

 Ikke testet 

 Usikkert resultat 

 Annet 

 Uopplyst 

9. Hvis annet, angi

10. Vattpinner tatt til sporsikring fra mistenkte/siktede (I)?  

 Nei 

 Ja, fra anogenitalt område

 Ja, fra kropp utenom genitalia 

 Kun referanseprøve tatt

 Ikke aktuelt 

11. Antall vattpinner totalt (mistenkte I)

12. Vattpinner tatt til sporsikring fra mistenkte/siktede (II)?  
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 Nei 

 Ja, fra anogenitalt område

 Ja, fra kropp utenom genitalia 

 Kun referanseprøve tatt

 Ikke aktuelt 

13. Antall vattpinner totalt (mistenkte II)

14. Vattpinner tatt til sporsikring fra mistenkte/siktede (III)?  

 Nei 

 Ja, fra anogenitalt område

 Ja, fra kropp utenom genitalia 

 Kun referanseprøve tatt

 Ikke aktuelt 

15. Antall vattpinner totalt, (mistenkte III)

16. DNA-typing foretatt?

 Nei 

 Ja, av vattpinner tatt fra fornærmede, anogenitalt område

 Ja, av vattpinner tatt fra fornærmede, utenfor anogenitalt område

 Ja, av vattpinner tatt fra mistenkte, anogenitalt område

 Ja, av vattpinner tatt fra mistenkte, utenom anogenitalt område

 Ja, av truse tatt fra fornærmede

 Ja, av andre klær tatt fra fornærmede

 Ja, av klær tatt fra mistenkte

 Ja, av laken, sneip, kondom, blod eller annet fra åsted

 Ja, fostervannsprøve/ abortmateriale

 Annet 

 Uopplyst 

17. Hvis annet, angi

18. DNA-match funnet?

 Nei 

 Ja, vattpinner tatt fra fornærmede matcher mistenkte

 Nei, vattpinner tatt fra fornærmede, annet mannlig DNA

 Ja, vattpinner tatt fra mistenkte, fornærmedes DNA

 Ja, fra truse tatt fra fornærmede, matcher mistenkte

 Nei, fra truse tatt fra fornærmede, annet mannlig DNA

 Ja, fra andre klær tatt fra fornærmede, matcher mistenkte

 Nei, fra andre klær tatt fra fornærmede, annet mannlig DNA

 Ja, av klær tatt fra mistenkte, matcher fornærmedes DNA

 Ja, av laken, sneip, blod eller annet fra åsted, matcher fornærmedes og mistenktes DNA

 Ja, fostervannsprøve/abortmateriale matcher mistenktes DNA

 Nei, fostervannsprøve/ abortmateriale mismatcher mistenktes DNA

 Annet 

 Uopplyst 

 Ikke aktuelt 
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Rettstoksikologi

1. Er det tatt blod og/eller urinprøve av fornærmede?  

Nei

Ja, hos Overgrepsenheten, St Olavs Hospital 

Ja, av andre 

Uopplyst

2. Tid for blod/urinprøve fornærmede, dato (dd.mm.åååå)  

3. Tid for blod/urinprøve fornærmede, klokkeslett (tt:mm)  

4. Rusprøver av fornærmede sendt hvor?

Farmak.avd. St.Olavs Hospital 

Folkehelseinst. i Oslo 

Annet

Uopplyst

Ikke aktuelt 

5. Hvis annet, angi

6. Hvis ja, hvilke stoffer ble eventuelt påvist hos fornærmede?  

 Ingen 

 Etanol 

 Benzodiazepiner 

 Annet 

 Uopplyst 

 Ikke aktuelt 

7. Hvis annet, angi

8. Er det tatt blod og/eller urinprøve av mistenkte I?  

Nei

Ja

Uopplyst

Ikke aktuelt 

9. Hvis ja, hvem tok prøven?

10. Er det tatt blod og/eller urinprøve av mistenkte II?  

Nei

Ja

Uopplyst

Ikke aktuelt 

11. Hvis ja, hvem tok prøven?

12. Er det tatt blod og/eller urinprøve av mistenkte III?  

Nei

Ja

Uopplyst

Ikke aktuelt 

13. Hvis ja, hvem tok prøven?

14. Tid for blod/urinprøve mistenkte I dato (dd.mm.åååå)  

15. Tid for blod/urinprøve mistenkte I klokkeslett (tt:mm)  

16. Tid for blod/urinprøve mistenkte II dato (dd.mm.åååå)  

17. Tid for blod/urinprøve mistenkte II klokkeslett (tt:mm)  

18. Tid for blod/urinprøve mistenkte III dato (dd.mm.åååå)  
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19. Tid for blod/urinprøve mistenkte III klokkeslett (tt:mm)  

20. Rusprøver av mistenkte I sendt hvor?

Farmak.avd. St.Olavs Hospital 

Folkehelseinst. i Oslo 

Annet

Uopplyst

Ikke aktuelt 

21. Hvis annet, angi

22. Rusprøver av mistenkte II sendt hvor?

Farmak.avd. St.Olavs Hospital 

Folkehelseinst. i Oslo 

Annet

Uopplyst

Ikke aktuelt 

23. Hvis annet, angi

24. Rusprøver av mistenkte III sendt hvor?

Farmak.avd. St.Olavs Hospital 

Folkehelseinst. i Oslo 

Annet

Uopplyst

Ikke aktuelt 

25. Hvis annet, angi

26. Hvis ja, hvilke stoffer ble eventuelt påvist hos mistenkte I?  

 Ingen 

 Etanol 

 Benzodiazepiner 

 Annet 

 Uopplyst 

 Ikke aktuelt 

27. Hvis ja, hvilke stoffer ble eventuelt påvist hos mistenkte II?  

 Ingen 

 Etanol 

 Benzodiazepiner 

 Annet 

 Uopplyst 

 Ikke aktuelt 

28. Hvis ja, hvilke stoffer ble eventuelt påvist hos mistenkte III?  

 Ingen 

 Etanol 

 Benzodiazepiner 

 Annet 

 Uopplyst 

 Ikke aktuelt 
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Variabler fra Overgrepsenhetens registre

Opplysninger om fornærmede 
1. Alder

2. Kjønn

Mann

Kvinne

Uopplyst

3. Bostedsadresse

Trondheim by 

Sør-Trøndelag utenom byen

Utenfor fylket 

Utenfor landet 

Uopplyst

4. Er fornærmede i arbeid utenfor hjemmet?

Nei

Ja

Uopplyst

5. Hvis nei

Husmor

Skoleelev

Student

På stønad

Arbeidsledig

Annet

Uopplyst

6. Hvis annet, hva

7. Hvis ja, hvilken type arbeid?

8. Hvilken utdannelse har fornærmede?

Mindre enn 9 år

9 - 12 år

Høyskole

Universitet

Uopplyst

9. Sivilstand nå

Ikke flyttet hjemmefra 

Aleneboende

Samboende

Gift

Separert

Skilt

Uopplyst

10. Sivilstand tidligere

Samboende

Gift

Separert

Annet

Uopplyst

11. Hvis annet, angi

12. Antall barn

13. Antall svangerskap

14. Etnisitet
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Norsk

Annet

Ikke-norsk, vestlig 

Ikke-norsk, ikke-vestlig 

15. Hvis annet, angi

Overgriper(e)
Opplysninger føres på I & II & III etter hvem som er viktigst, hvis flere
16. Relasjon til fornærmedes familie, mistenkt I

 Far/stefar 

 Mor/stemor 

 Søsken *

 Bestefar/-mor 

 Onkel/tante/søskenbarn

 Annen slekt ** 

 Ektemann/samboer 

 Tidligere ektemann 

 Kjæreste

 Uoppl. familie/partner 

* Bror, stebror, søster, stesøster ** Sønn, datter
17. Relasjon til fornærmedes familie, mistenkt II

 Far/stefar 

 Mor/stemor 

 Søsken *

 Bestefar/-mor 

 Onkel/tante/søskenbarn

 Annen slekt ** 

 Ektemann/samboer 

 Tidligere ektemann 

 Kjæreste

 Uoppl. familie/partner 

* Bror, stebror, søster, stesøster ** Sønn, datter
18. Relasjon til fornærmedes familie, mistenkt III

 Far/stefar 

 Mor/stemor 

 Søsken *

 Bestefar/-mor 

 Onkel/tante/søskenbarn

 Annen slekt ** 

 Ektemann/samboer 

 Tidligere ektemann 

 Kjæreste

 Uoppl. familie/partner 

* Bror, stebror, søster, stesøster ** Sønn, datter
19. Relasjon UTENOM familie/par, mistenkte I

 Venn/bekjent * 

 Ukjent fra før/tilfeldig **

 Fremmede *** 

 Autoritetsperson **** 

 Annet 

 Internett-kontakt 

 Kundeforhold ***** 

 Uopplyst 

* Arbeidskamerat, skole/studie-kamerat ** Møtt innenfor de siste 24 timer *** Aldri sett før **** Lærer,
sjef, behandler, pleier, offentlig tjenestemann (politi mm), taxisjåfør med mer. ***** Ved salg av seksuelle
tjenester

20. Hvis autoritetsperson eller annet, angi

21. Relasjon UTENOM familie/par, mistenkte II

 Venn/bekjent * 

 Ukjent fra før/tilfeldig **

 Fremmede *** 

 Autoritetsperson **** 

 Annet 



 Internett-kontakt 

 Kundeforhold ***** 

 Uopplyst 

* Arbeidskamerat, skole/studie-kamerat ** Møtt innenfor de siste 24 timer *** Aldri sett før **** Lærer,
sjef, behandler, pleier, offentlig tjenestemann (politi mm), taxisjåfør med mer. ***** Ved salg av seksuelle
tjenester

22. Hvis autoritetsperson eller annet, angi

23. Relasjon UTENOM familie/par, mistenkte III

 Venn/bekjent * 

 Ukjent fra før/tilfeldig **

 Fremmede *** 

 Autoritetsperson **** 

 Annet 

 Internett-kontakt 

 Kundeforhold ***** 

 Uopplyst 

* Arbeidskamerat, skole/studie-kamerat ** Møtt innenfor de siste 24 timer *** Aldri sett før **** Lærer,
sjef, behandler, pleier, offentlig tjenestemann (politi mm), taxisjåfør med mer. ***** Ved salg av seksuelle
tjenester

24. Hvis autoritetsperson eller annet, angi
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Hendelsen

1. Åsted for initial kontakt (møteplass)?

 Hjemme hos fornærmede

 Hjemme hos overgriper 

 Annet privat sted 

 Offentlig lokale 

 Utendørs

 Transportmiddel 

 Uopplyst 

 Fornærmede husker ikke

2. Spesifiser evt.

3. Åsted for overgrepet?

 Hjemme hos fornærmede

 Hjemme hos overgriper 

 Annet privat sted 

 Offentlig lokale 

 Utendørs

 Transportmiddel 

 Uopplyst 

 Fornærmede husker ikke

4. Spesifiser evt.

5. Beskriv den fysiske volden?

 Ingen 

 Trussel om vold 

 Trussel om hevn 

 Mildere * 

 Drag i håret

 Suging 

 Biting 

 Klyping med hender 

 Halsgrep/kvelning med rep etc. 

 Kneblet/holdt for munnen 

 Fastbinding 

 Moderat ** 

 Klyping med verktøy, pisking etc.

 Brenning(for eksempel m/sigarett) 

 Skjæring (for eksempel m/kniv)

 Grovere vold 

 Bruk av våpen

 Annet 

 Uopplyst 

 Fornærmede husker ikke

 Fornærmede hindret i å komme seg unna ***

 Tvungen abduksjon av beina 

* Holdt fast ** Slag, spark *** Holdt av andre, døra låst, bundet osv.
6. Hvis annet, oppgi

Max 255 characters.  remaining. 

7. Annet, forts.
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Max 255 characters.  remaining. 

8. Hva slags reaksjoner fra fornærmede?

 Ingen, fulgte instrukser/krav 

 Verbal motstand * 

 Fysisk motstand 

 Handlingslammet 

 Annet 

 Uopplyst 

* F.eks skriker, forhandler med overgriper
9. Hvis annet, oppgi

10. Seksuell handling

 Ingen 

 Beføling kropp *

 Klemming 

 Kyssing/slikking kropp 

 Beføling kjønnsorgan **

 Forsøk inntrengning ***

 Vaginal inntrengning av penis 

 Vaginal inntrengning av fingre 

 Vaginal inntrengning av fremmedlegeme 

 Slikking av offerets kjønnsorgan (cunnilingus)

 Anal inntrengning av penis 

 Anal inntrengning av fingre 

 Anal inntrengning av fremmedlegeme 

 Slikking av offerets anus (anilingus) 

 Oral inntrengning av penis (fellatio) 

 Oral inntrengning av fingre 

 Oral inntrengning av fremmedlegeme 

 Tvunget til å suge overgriper

 Tvunget til å onanere overgriper

 Gnir penis mot fornærmede

 Samleieliknende bevegelser 

 Annet 

 Fornærmede husker ikke

 Usikker/Uopplyst 

* Inkl. bryst ** Ikke inntrenging *** Vaginalt, analt, oralt

11. Hvis fremmedlegeme, hva?

12. Hvis annet, angi

13. Sædavgang

 Nei 

 Usikker 

 Vaginalt 

 Oralt 

 Analt 

 Annet sted på kroppen

 På klær/sengetøy

 Andre steder 

 Uopplyst 

14. Hvis annet, angi

15. Kondom benyttet?



Nei

Ja

Fornærmede vet ikke

Annet

Uopplyst

Seksuell historie/ graviditet
16. Hvis gravid som følge av overgrep

Svangerskapsavbrudd

Fostervannsprøve

Fødsel

Annet

Uopplyst

17. Hvis annet, oppgi

18. Seksuell debut/virgo?

Debut ved aktuelle SO 

Debutert før aktuelle hendelse

Nei

Annet

Uopplyst

19. Hvis annet, oppgi

20. Siste frivillige samleie

Debut ved aktuelle SO 

For < 72 timer siden 

3-7 døgn siden

7-14 døgn siden

> 14 døgn siden

Uopplyst
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Log out 

Initial Page

Change password

Information

Statistics

Study Progress

Study Documents

Vis svarhistorikk / View log

Identification

Study parts 

Rettslige data
Overgripere/mistenkte

Overgripere/mistenkte 2
Fornærmede / handlingen

Etterforskningen
Medisinske undersøkelser av

fornærmede
Basert på lab-rapport fra

Rettsmedisinsk
Rettstoksikologi

Variabler fra 
Overgrepsenhetens registre

Hendelsen
Sykehistorie og funn

Sykehistorie og funn

1. Tidl fysiske /seksuelle overgrep (SO)

 Aldri 

 SO i barndommen* 

 SO v/partner 

 Annet 

 Fys. overgr. barndom 

 Fys. overgr. annet 

 Fys. overgr. partner 

 SO ukjent overgr. 

 SO ( ikke partner) 

 Uopplyst 

 SO 12-16 år

 SO > 16 år

 SO annet 

*Barndommen vil si < 12 år
2. Hvis annet, angi

3. Prevensjon, nå

 Ingen 

 Kondom 

 P-piller/p-plaster/ring 

 Spiral 

 P-sprøyte/ p-stav

 Sterilisert/ hysterektomert 

 Annet 

 Uopplyst 

4. Hvis annet, angi

5. Psykiske reaksjoner ved undersøkelsestidspunktet (alvorligste)  

Ingen ved undersøkelsen

Moderate psykiske reaksjoner *

Alvorlige psykiske reaksjoner **

Vanskelig å vurdere

Annet

Uopplyst

* Gråt, innesluttethet, lett angst, sinne eller verbal aggresjon ** Alvorlig angst, tilbaketrukkenhet,
bevissthetsinnsnevring, desorientering, fortvilelse/håpløshet, hyperaktivitet, ubehersket eller overdreven
sorgreaksjon

6. Hvis annet, angi

7. Fysiske skader på kroppen utenom genitalia (alvorligste skader)  

 Ingen 

 Lette, blåflekker, skrubbsår

 Moderate: sår, kutt *

 Alvorlige: brudd, mistanke om indre skader 

 Merker etter halsgrep 

 Skjæresår

 Uopplyst 

 Kroppslig us ikke gjort 

* Her menes ikke skjæresår
8. Beskriv fysiske skader nærmere:

Politiregistrering voldtekt
Participant No: 2001001 Inclusion date: 06/06/2011 Annen deltager / Another participant

Cecilie Hagemann
St. Olavs Hospital (400)



Max 255 characters.  remaining. 

9. Gynekologiske funn

 Ingen forandringer 

 Lokal rødme, hevelse

 Rifter, overflatesår

 Større skade

 Annen skade 

 Annet, sykdom 

 Gynekologisk undersøkelse ikke utført

 Uopplyst 

10. Beskriv gynekologisk funn nærmere:

Max 255 characters.  remaining. 

11. Tidligere psykiatrisk sykehistorie

 Nei 

 Ja, uspes 

 Tidligere innlagt psyk 

 Tidligere psyk. beh. 

 Tidligere alkohol/rusmisbruker * 

 Ukjent 

* Tidligere, dvs tørrlagt
12. Handikapp / funksjonshemmet

 Nei 

 Psykisk, uspes 

 Fysisk, uspes 

 Alkohol/rusmisbruker * 

 Psykisk utviklingshemmet 

 Andre fysiske (sanser, motorikk) 

* Nåværende, hvilke(t) rusmiddel
13. Angi evt. rusmiddel

Alkohol/rus
14. Alkohol (forurettede)

 Intet alkoholinntak 

 Mindre inntak (< 5 alkoholenheter *) 

 Større inntak (5 alkoholenheter eller mer/evt. synlig beruset).

 Større inntak med amnesiperiode (”Black outs” eller dyp søvn)

 Uaktuelt – gammel sak eller residiverende overgrep

 Ingen opplysninger 

* 1 alkoholenhet = 33 cl øl, 1 glass vin eller 1 drink
15. Påført rus

Nei, ingen mistanke om dette 

Ja, mener å være påført rusmiddel/legemiddel

16. Mistanke om spes. stoff? mengde?



Max 255 characters.  remaining. 

17. Annet rusmiddel/legemiddel (fornærmede) *

Nei

Ja

Usikkert

*Selvrapportert inntak (frivillig)
18. Hvilke(t) stoff(er), mengde:

Max 255 characters.  remaining. 
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