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ABSTRACT

Introduction

Rape is a human rights violation and has significant health and social impact. South Africa, with
its historical background seeped in violence has high levels of crime including a high prevalence
of rape. As such, the South African government has made some efforts to improve the health
and criminal justice response to rape, but in general these have been slow, disrupted or reversed.
A review of the literature on post-rape health care has indicated that there are areas in the
delivery of service where sufficient evidence is lacking, and where research is available, high
quality work has predominantly been undertaken in high-income countries. The aim of this
thesis was to strengthen the evidence base for post-rape care service in South Africa by

addressing some of the gaps in the literature.

Methodology

For the thesis, data from three studies are presented in three published and one unpublished
article. The first study consists of a systematic review of articles published between 1990 and
2014 that evaluated the effect of health system models of care on survivors of rape or IPV in
terms of health outcomes, rape or IPV recurrence, provision of related services, and referrals.
The second study was related to a national post-rape care training programme. Baseline
knowledge and confidence were assessed and multivariable analyses were done to test for factors
associated with higher knowledge and confidence levels. The change in knowledge and
confidence was also calculated from baseline to post-training, and factors associated with these

changes were tested through two logistic models.

The final study comprised of a review of a random sample of rape cases that were reported in
Gauteng province in 2003. In the second publication, descriptive analyses were done to present
the pattern of genito-anal injuries. In addition, logistic regression was done to test for survivor,
rape and examination characteristics that were associated with the absence of genito-anal injuries

in all survivors and those who had no previous sexual experience.
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Findings

In the first study, no model of post-rape or IPV care could be recommended in relation to the
tested outcomes due to the lack of studies on that evaluated the effect of a post-rape model of

care on the specific outcomes, and due to the lack of high quality studies on IPV models of care.

In the second study, it was found that the knowledge of health care providers was low although
confidence was high. Higher baseline knowledge was associated with rank, having an
appropriate attitude towards rape, and having served less time at the current facility, while higher
confidence levels were associated with having a crisis centre in the facility and being involved in
care of survivors. Significant improvements in knowledge and confidence levels were noted
after the training, and providers with lower levels of empathy were found to have greater changes
in knowledge. The facility level and baseline knowledge and confidence levels were associated

with change in confidence.

An earlier publication from the final study, for which | was a co-author, showed a strong
association between the documentation of injuries and case progression in the justice system, so
it was considered important to test for the factors associated with the absence of injuries in this
study population. Here it was noted that there was a significantly greater odds of having injuries
in survivors who were virgins, if multiple perpetrators had raped survivors, and if doctors with

additional qualifications had examined survivors.

Conclusion

The findings of this thesis have implications for post-rape health care services in three broad
focus areas: the organisation of services, the selection and capacitation of providers, and the
interpretation of medico-legal evidence in term of genito-anal injuries. Proposals are suggested
regarding potential improvements that could be made to post-rape care services in South Africa.
The findings provide evidence for some of the principles in the South African National Sexual
Assault Policy and raises important questions for future research work such as the need to

critically evaluate the Thuthuzela one stop model that is being implemented in South Africa.
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CHAPTER 1

INTRODUCTION: SETTING THE SCENE

1. INTRODUCTION

This chapter provides an overview of rape as a public health problem and how this has been
addressed on the global agenda. Furthermore, it presents a summary of efforts made by the
South African government and the current shortfalls with these initiatives. It provides the
motivation for undertaking this research and the framework that was used to guide the work.
Chapter 2 expands the picture by presenting literature on the epidemiology and health
consequences of rape and service delivery models for post-rape care.

2. BACKGROUND

Rape is a deeply personal form of physical assault and a criminal offence. It forms part of the
wider definition of sexual violence, which in turn falls into the ambit of the much more broadly
defined gender-based violence (GBV) or violence against women. The United Nations (UN)
defines violence against women as “any act that results in, or is likely to result in, physical,
sexual or mental harm or suffering to women, including threats of such acts, coercion or arbitrary
deprivation of liberty, whether occurring in public or in private life” (1). As such, sexual
violence and intimate partner violence (IPV) is included in this sphere. Globally, violence
against women is considered to be a major public health problem; it limits women’s productivity
and advancement, impedes the well being of families and communities, and places a strain on
resources (2). It is recognised as a human rights violation, and as such, many international

declarations and documents speak to the prevention and end of violence against women (3).

In 1979 the Convention on the Elimination of all Forms of Discrimination against Women was
adopted by the UN General Assembly and in 1993, the World Conference on Human Rights

recognized violence against women as a violation of human rights in the Vienna Declaration and



Programme of Action (4, 5). The hallmark Declaration on the Elimination of Violence against
Women was passed in 1993 and in 1994 the Programme of Action for the International
Conference on Population and Development called on governments to take measures to respond
and prevent violence against women and girls (6, 7). In 1995, at the Fourth World Conference
on Women, comprehensive commitments for 12 critical areas were made in the Beijing
Declaration and Platform for Action, one of which was ending violence against women and girls
(8). More recently, in 2013, the Commission on the Status of Women adopted agreed
conclusions on the elimination of all forms on violence against women and girls at their 57"

session (9).

On the continent, South Africa has ratified the African Charter on Human and Peoples Rights,
which includes the elimination of discrimination against women (10), and as part of the Southern
African Development Community (SADC) issued a Declaration on Gender and Development in
1997 (11). This required governments to take “urgent measures to prevent and deal with the
increasing levels of violence against women and children” (11). This was expanded in the
Addendum on the Prevention and Eradication of Violence against Women, which was published
in 1998 (12).

It is therefore expected that governments, through their various entities, make provision for the
prevention and management of rape. This includes social, security, health and justice activities.
The health sector plays a critical role in mitigating the impact of rape, supporting the survivor
and aiding the justice system in seeking restitution for the survivor. It is imperative that the
health care system is directed towards these needs through a suitable health sector response (13).
As such, health care providers should also appreciate the value of their role and the expectations
that are linked to it in the delivery of care to survivors. What was once considered to be solely a

police or judicial matter has subsequently been placed firmly in the health sector as well.

Survivors access the health sector through multiple entry points and for various health needs.
Initially, survivors require immediate health care after the rape for the treatment for injuries and
prevention of pregnancy and sexually transmitted infections (STI). In addition, mental health

support is important at this time. Medium to long-term health sequelae and adverse health



behaviours have also been reported amongst survivors. This includes risky sexual practices, and
poor health in general, especially in relation to gynaecology and obstetric care. Their health
needs may therefore be directly or indirectly related to their experience of violence, yet they
often do not disclose its occurrence (14, 15). It is therefore difficult to determine the cost related
to the provision of health care to survivors. In South Africa, IPV has been estimated to account
for 11% of disability-adjusted life years (95% confidence interval (CI) 9% - 13%) (16), with the
cost of GBV for the country being between R28 billion and R42 billion (=$3 — $4.5 billion?) for
the year 2012/2013 based on a prevalence rate of 20% to 30% (17). This is equivalent to 0.9% to
1.3% of the gross domestic product.

Health services are often the earliest and sole point of contact for survivors, yet health care
providers frequently manage only their immediate needs and fail to provide more comprehensive
care; or worse - they may disregard their needs, assuming that survivors may have done
something to initiate the violence. The role of health care services is to provide medical and
psychological care, and to assist in reducing the survivor’s risk of further exposure to violence.
Many governments have attempted to address this through training or by implementing narrow
procedural changes, such as requiring providers to screen women for IPV. However, evidence
has indicated that these interventions have limited success and that a “systems approach” is
required. Nonetheless, the health sector is unable to respond to all of the needs of survivors.
Therefore, health services need to collaborate with the criminal justice and social services, and
facilitate access to them (2). Thus, the focus of this PhD thesis is to provide evidence for
improving post-rape care services, and in part, IPV services for women in the South African

context.
3. WHAT IS RAPE?
The legal definition of rape varies across countries and settings, and can even change over time.

For example, in South Africa, rape was previously defined in the Sexual Offences Act 23 of

1957 as “a man having unlawful, intentional sexual intercourse with a woman without her

! Based on the average exchange rate for 2012/2013 for the South African rand (ZAR) to United States dollar
(USD).



consent” (18). Sexual intercourse was limited to penetration of the female sexual organ by the
male’s penis and the offence was thus considered to be gender specific, which could only be
committed by a man against a woman. It was also limited to penile-vaginal penetration,
excluding oral or anal penetration, or penetration of the genitals by other objects, for example, a
stick.

In 2007, the Criminal Law (Sexual Offences and Related Matters) Act was passed with a new
definition of rape (19). According to the gender-neutral definition any person who unlawfully
and intentionally commits an act of sexual penetration without the consent of the other party, is
guilty of the offence of rape. Rape also includes penetration of the anus, mouth or genital area of
a man or woman by another and penetration of the genital area or anus by objects other than a
penis. According to the Act children under the age of 12 years are presumed incapable of
consenting to sexual intercourse and any sexual act with them would constitute rape. The Act
constitutes that sexual activity between the ages of 12 and 16 years is criminalized in specific
conditions, however sections 15 and 16 defining these conditions were found to be
unconstitutional and have been repealed for revisions (20). The law also states that a person with
mental incapacity is unable of consenting to sexual intercourse but the severity of the impairment
is considered pertinent in the application (19). In addition, the Act defines a list of sexual
offences, which includes a range of sexual acts that do not include penetration, such as groping,

sexual exploitation or child pornography (19).

In South Africa, IPV is defined legally in the Domestic Violence Act as “physical, sexual,
emotional and psychological, verbal, and economic abuse as well as intimidation, stalking,
damage to property, and trespassing between any two people who are in a domestic relationship”
(21).



4. NATIONAL AND PROVINCIAL GOVERNMENT INITIATIVES IN SOUTH AFRICA
TO IMPROVE THE DELIVERY OF POST-RAPE CARE

41. INITIATIVES BY THE DEPARTMENT OF HEALTH

Since the start of democracy 20 years ago, a number of efforts have been made by the
Department of Health to improve post-rape care and related services as part of a broader package
of comprehensive sexual and reproductive health services. It began with the integration of the
service into the Primary Health Care (PHC) Package (22). Soon after this period, a new law
expanded the availability of termination of pregnancy services in 1997 (23). This was followed
by local training initiatives on post-rape care for doctors and the first group of forensic nurses
was trained through a pilot project in 19972. This ad hoc training continued for a decade until in
2007 the National Department of Health recognized the need to develop a standardized training
curriculum for the country. Furthermore, it became a legal requirement according to the
Criminal Law (Sexual Offences and Related Matters) Amendment Act (19).

Following the early training initiatives, a number of policies and guidelines were developed and
launched. The Policy Guidelines for Youth and Adolescent Health was published in 2001 (24),
the National Contraception Policy Guidelines in 2002 (25) and the National Management
Guidelines for Sexual Assault Care in 2003 (26), followed by the National Sexual Assault Policy
in 2005 (27). Furthermore, the linkages between GBV (including rape), the human
immunodeficiency virus (HIV) and the provision of comprehensive care for sexually transmitted
infections (STI) and post-exposure prophylaxis (PEP) for HIV have been addressed in the HIV
and AIDS3 and STI Strategic Plan for South Africa 2007 — 2011 (28) and the National Strategic
Plan on HIV, STIs and TB4 2012 — 2016 (29). Also in 2011, the Department of Health adopted a
framework to guide the actions of the Department in the field of sexual and reproductive health

and rights®.

2 Email communication with Virginia Lynch, 1st February 2008. Virginia Lynch is considered to be the founder of
forensic nursing in the United States of America.
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® National Department of Health. Sexual and Reproductive Health and Rights: Reviewing the Evidence. Pretoria,
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Although the Contraception Policy Guidelines was updated quite extensively into the National
Contraception and Fertility Planning Policy and Service Delivery Guideline (30), and the
National Contraception Clinical Guideline (31) in 2012, updates on other policies have been
much slower. In 2012, an updated draft for the Adolescent and Youth Health Policy was
circulated for review but no further activities have been noted on publishing the final document
(32). Similarly, since 2010, the | have been involved in developing a revised version of the
National Policy and National Clinical Management Guidelines for Rape, Sexual Assault and

Other Related Sexual Crimes but the process has stalled over the last couple of years.

4.2. EFFORTS IN OTHER SECTORS

On-going efforts have been made by other government departments and intersectoral work
related to the prevention and management of rape. This included the establishment of a National
Crime Prevention Strategy (33), which was approved by Cabinet in 1996, and the launch of the
National Policy Framework for Women’s Empowerment and Gender Equality (34) by the Office
on the Status of Women in the Presidency. South Africa has continuously participated in the 16
days of activism against gender violence campaign and in 2006 the Kopanong Declaration
extended this to a 365-day national action plan to end violence against women and children (35).
In 2009, a Department for Women, Children and People with Disabilities was established to

promote and protect the rights of these subgroups of the population.

A number of initiatives have also occurred within government departments. In 1995, the South
African Police Services (SAPS) set up Family violence, Child protection and Sexual offences
(FCS) Units to improve the investigation of such crimes (36). Since 2000, the Forensic Science
Laboratory under the SAPS has also been working to improve the Sexual Assault Evidence
Collection Kit (SAECK) and other kits for the collection of evidence after a crime of rape.
Recognizing the need to improve prosecution rates for rape, the National Prosecuting Authority
(NPA) established the first Thuthuzela Care Centre (TCC) in Manenberg town in 2000 (37) and
has rolled out the model to other areas in the country over the years. This service model is
described in detail in Chapter 2. The NPA also established Sexual Offences and Community

Affairs Units in 1999 to assist in the prosecution of sexual offences cases (38). The first Sexual



Offences Courts were opened by the Department of Justice in 1993 and expanded to other areas
of the country after a blueprint for the courts was developed in 2003 (39). The medico-legal
documentation (J88 form) was revised by the Department of Justice and a new version was made
available in 1999 (40). A national panel of doctors, through the NPA, proposed extensive
revisions of the form in 2008, and although these have been considered by the Department of
Justice a new form has not yet been publisheds. Lastly, the Department of Social Development
launched the Policy Framework and Strategy for Shelters for Victims of Domestic Violence in
South Africa in 2003 (41). This was followed by a National Policy Guidelines on Victim
Empowerment, which was approved in 2009 (42) and the South African Integrated Programme
of Action addressing Violence against Women and Children (2013 — 2018) that was published in
2014 (43).

Important laws that came into effect during this period included the Prevention of Family
Violence Act in 1993 which was replaced by the Domestic Violence Act in 1998 (21), the
Choice on Termination of Pregnancy Act in 1996 (23), the Children’s Act in 2005 (44), and the
Criminal Law (Sexual Offences and Related Matters) Amendment Act, which came into effect in
2007 (19).

5. QUALITY OF POST-RAPE CARE SERVICES IN SOUTH AFRICA

As highlighted above, significant changes in post-rape care services occurred in the country since
1994. The services that were originally provided by district surgeons received much criticism
from the Human Rights Watch (45, 46). Access was highlighted as a major problem and the
Demographic and Health Survey conducted in 1998 suggested that only 6% of women who had
been raped used health care services (47). In an attempt to address concerns related to the poor
quality and lack of access, the services were relocated to all health care facilities as part of the
PHC package but were still mainly provided by doctors (48).

After restructuring of the services, a number of challenges were identified. It is evident from the
published literature that there was insufficient and inadequate training at the time (49-51). A

® | have been the contact person on behalf of the doctors with the NPA and Department of Justice



national situation analysis that was first published in 2003 found that only a third of the health
care providers were trained on post-rape care (49). In a separate study conducted in the same
year in the Western and Southern Cape provinces, 72% of health care providers who completed
SAECKS had not received training on the use of the kits although more than half of the group
(56%) provided sexual assault services for two years (50). Furthermore, a study conducted later
in 2005 found that 73% of health care providers from six provinces reported having been trained
although they had all completed SAECKs (51). In addition, those who underwent training
reported a bias toward the clinical aspects of care with only 35% of providers being trained on
gender issues in the national study published in 2003 (49) and 47% in 2005 (51). Half of the
providers were trained on psychological aspects of care in both studies (49, 51).

The location of services, availability of equipment and protocols are crucial to the provision of
services and based on the national situational analysis were found to be inadequate. Less than
two-thirds (58%) of facilities had a private room for examination, only 52% had provision of an
angle lamp, 80% stocked pregnancy tests and 41% had a protocol in place (49). The delivery of
medical care was also found to be unsatisfactory. Seventy-one percent of health care providers
conducted pregnancy tests, approximately four-fifths (84%) offered survivors emergency
contraception and 37% named the correct drugs for STIs (49). Trained providers were not found
to provide better quality of care, but this may have been related to length of training, topics
covered during training and interest of the health care providers. In a study conducted at a
hospital in Bloemfontein city in 2003, 15% of rape survivors were not informed about STI risks
and 11% were not informed about the possibility of falling pregnant (52). A study conducted by
Kim and colleagues in the same year in one hospital in Mpumalanga province found that 65% of
survivors were given emergency contraception which increased to 73% after interventions were
implemented by the researchers (53, 54) and rose further to 81% after a second intervention
phase was conducted between 2006 and 2007 (55). In this study 88% of survivors received STI

treatment, which increased to 92% after the first phase of the intervention (54).

A major concern with the delivery of medical care to rape survivors became the provision of PEP
for HIV. During a peak period of acquired immunodeficiency syndrome (AIDS) denialism in

the country from 2000 to 2003, medical doctors were suspended or reprimanded for issuing PEP



to rape survivors and non-governmental organisations (NGOs) that provided the treatment were
targeted by government (56). In 2002, Cabinet eventually issued a statement regarding HIV and
AIDS which included a pledge to develop of a programme for the provision of PEP to survivors
of rape (56). However, the actual delivery of the programme has been found to be poor. In the
study conducted in Mpumalanga by Kim and colleagues, only 15% of survivors who were
eligible for PEP received the full 28-day course during the baseline study in 2003. However, this
increased to 55% after the first phase and 68% after the second phase of the intervention (54,
55). Although this had markedly increased from the initial service, adherence remained fairly
low. Similarly, a study conducted in the Eastern Cape province between 2005 and 2006 found
that only 31% of rape survivors completed their full 28 day course of PEP (57). The survivors
reported that they struggled with the stigma of being raped, had poor knowledge and poor social
support. Poor follow-up in general was strongly linked to socioeconomic circumstances of the

survivors (58).

Despite a strong focus on forensic care for legal purposes in training, shortfalls have also been
noted in evidence collection. In 2005, the quality of documentation that was submitted with
SAECKSs was assessed and no form was fully completed, which is important for maintaining the
chain of evidence and interpreting findings from DNA analyses (51). The availability of kits was
also limited as only 35% of health care providers reported that they had SAECKSs available at
their facility.

During this entire period the role of nurses in providing post-rape services was not clear. In 1997
a few forensic nurses from the United States of America (USA) trained the first group of nurses’.
Since then there has been piecemeal training until the University of the Free State began offering
an Advanced Diploma in Forensic Nursing in 2000. Nonetheless, no forensic nurse training or
qualification was recognized by the South African Nursing Council at that time. The
deployment of these nurses within facilities was therefore problematic as there were no
specialized posts for them in most human resource structures. Thus, it was reported within the
national situation analysis that only 5% of facilities employed nurses who conducted
examinations (49) and only 5% of SAECKSs had been completed by nurses in 2005 (51). During

" Email communication with Virginia Lynch, 1st February 2008.



a national stakeholders’ meeting in 2008 it was noted that many nurses were employed in the
services but they did not always examine rape survivors. Their ability to examine and testify in
court was dependent on the judiciary within areas or provinces recognizing them to be experts in
the field. Although the South African Nursing Council was approached by various academic
institutions, research organisations and NGOs they made little effort to recognize the
qualifications until March of 2013 when a special workshop was organised to develop

competencies for forensic nursings (59) and these were eventually published in May 2014 (60).

Health system and provider factors have been found to play an important role in the delivery of
care (61). In Mpumalanga, rape survivors who accessed health services directly were redirected
to the police by health care providers as opposed to receiving immediate care, and the
fragmented delivery of the services resulted in survivors having long waiting times with up to 11
different contacts (62). A study on a training programme for PHC nurses to screen women for
IPV reported that staff shortages would act as a potential barrier for implementation (63). A
follow-up study that trained HIV counsellors noted that none were screening women a year later
due to a number of factors including time constraints, sex of the counsellors, difficulties in
addressing the women’s other needs and finally the conservative attitude of counsellors (64).
The attitude of providers has also been raised as a concern in other studies. For instance, in the
national situational analysis report it was found that 33% of the providers did not consider rape
to be a serious medical condition (49) and in Mpumalanga, the hospital pharmacist was found to
block the issuing of PEP to some survivors as he was of the belief that women lie about rape
(62). In the private sector in Gauteng, 6% of pharmacists interviewed in 2003 reported that they
would not give emergency contraception to rape victims, while 58% stated that they would not
provide females of less than 18 years of age with emergency contraception (65). Survivors who
may be considered to have socially unacceptable behaviour such as addicts or sex workers face

additional barriers to accessing care (66, 67).

It is assumed that the personal experience of rape or IPV by health care providers can influence

the delivery of health services, but this relationship is complex (68). Although this should not

® Email communication with Thandi Manganye, 20" March 2013. Thandi Manganye was the Acting Registrar and
CEO of the South African Nursing Council at the time.
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preclude health care providers from working in the service as it was observed that some might
provide better quality of care with more empathy as a result of such personal experiences.
However, it may result in difficulties dealing with the situation for others who might avoid the
topic or be sceptical of the survivor’s experience (69—74). This may be especially true for health
care providers who have experienced similar situations. In a study looking at domestic violence
in nurses working in the North West province in 2002, 39% had personal experiences while 41%
had experience of domestic violence amongst family and friends (69). These nurses were
significantly more likely to identify cases of domestic violence, however only nurses who had
experience of domestic violence through family and friends had a higher quality of care score for
domestic violence management. There was no difference noted in the quality of care scores for
post-rape management in health care providers who had personal or family experience with

domestic violence compared to those that did not.

Finally, one also needs to consider the survivors and their needs in the provision of the services.
Survivors of rape in South Africa were asked about their preference for services, and the
following services were reported to be most important: Access to HIV testing and PEP, having
service providers who were understanding and empathetic, having a thorough examination and
evidence collected and having more return visits for counselling (75). Yet, survivors continue to
face challenges and difficulties with services when they report rape. A study on the withdrawal
of rape cases conducted from 2004 to 2009 identified problems with the police and health
services (76). For instance, amongst one of the cases, a 41-year-old woman with mental
impairment went missing overnight and upon being found informed her mother that she had been
raped by five men. Her story speaks to the challenges that are faced by survivors in reporting
rape and in accessing health care services; her mother spent an entire day seeking assistance as
she was turned away multiple times by the police and doctor (76). Furthermore, access for
specific populations e.g. children, the disabled, sex workers, lesbian, gay, bisexual and
transgender (LGBT) and male survivors have not been well researched. The current National
Policy and Clinical Management Guidelines does not cover the care of children in detail (77) as
there was an intention to draft separate documents. However, this has not occurred and the
revisions, which were meant to address this shortfall has also been delayed. Although, from the

policing perspective, the FCS Units focused more on paediatric cases, whereas adult cases were
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allocated to general detectives who managed other crimes as well (78). Finally, efforts by the
Department of Health and other departments are not sustained and in some cases have been
reversed before being implemented again. This affected, for instance, the closure and reopening
of the sexual offences courts and the dismantling of FCS Units with them being reintroduced a
few years later (39, 79). These disruptions reduce stability and progress, and lead to loss of skills
as experienced staff were transferred and cases reassigned (79). Although disregarded, there are
also cost implications for these changes. The Department for Women, Children and People with
Disabilities has also been criticised for their slow response and lack of activity resulting in
stagnation of interventions to address gender equity in the country. In summary, South Africa
has either been slow to respond or disrupted their response to rape in the country, and the partly
strong commitment and support through laws and policies are contrary to the findings in practice
(76).

6. PROBLEM STATEMENT

As post-rape care services were integrated into PHC services, it was hoped that concerns related
to accessibility of services and long waiting times would be addressed (45, 47). This change
however posed other challenges. Firstly, services had to be integrated into the work of health
care facilities. This led to services being offered in a range of areas within facilities, from
emergency departments to private rooms and eventually, in some facilities, in separated care
centres. Secondly, untrained and inexperienced health care providers were suddenly responsible
for providing services for rape survivors, which led to questionable quality in service delivery.
In 2005, the National Sexual Assault Policy and the National Management Guidelines for Sexual
Assault Care provided a framework for the organisation of services and guided health care

providers on the provision of these services (25, 26).

According to the Policy, post-rape care is considered to be a specialized service, which is
provided by specially trained health care providers. The provision of training structures,
guidelines and standards has been listed as one of the objectives of the Policy (27), but these
were never clearly defined. In an attempt to meet this need and to improve the quality of post-

rape care services, provincial Departments of Health and local organisations developed trainings
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but this resulted in a range of courses varying lengths and covering different aspects of service

provision, most of which were not evidence-based.

These variations in practices have resulted in a wide diversity in the provision of care. Yet, it is
still unclear as to whether it is acceptable and suitable to have emergency department-based
services as opposed to specialized care centres, and whether the provider of care should be an
emergency department-based staff member or an individual specialising in the provision of post-
rape care services. The medical and legal outcomes of these practices have also not been well
investigated in terms of improvements for women and their families (80). There is a need for
evidence of effectiveness, and a measure of benefits versus risks with all of the current initiatives

within the South African context.

7. JUSTIFICATION OF THE RESEARCH

Survivors of rape access health care services to have their medical and forensic needs met (81).
The medical management, evidence collection and documentation require immediate attention
that is sensitive to survivors needs while also meeting legal requirements (2). A primary
objective of providing health and other related services to survivors is to ultimately hold the
perpetrator/s accountable for their crime. In the health care field, a strategy that shows promise
in achieving this is to ensure that survivors receive a competent and objective forensic
examination following rape (82). Training providers so that they have the ability to do this is the
responsibility of the government. However, the training should not understate the importance of
comprehensive medical care and long-term management of the health needs of the survivor.
Furthermore, the provider needs to be working in an enabling environment to deliver the service.
In South Africa, weaknesses have been reported in the delivery of post-rape care services and

this thesis provides evidence to improve these services.

In 2008, the National Department of Health tasked the Gender and Health Research Unit of the
Medical Research Council (MRC) to develop a national training curriculum on sexual assault
and post-rape care for both, doctors and nurses. This was done through a detailed process

whereby national and international practices and procedures were considered based on the merit
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of the most recent literature that was published. Experts were consulted both, nationally and
internationally before the course was developed and tested through a pilot study. It was hoped
that the implementation of a standardized training curriculum would result in improvements in

the quality of services delivered in all provinces in South Africa.

During the development of the training material, large gaps in data and literature became
apparent. These were mainly related to the consequences of rape and new practices in terms of
forensic documentation and evidence collection. One part of the thesis will describe the
implementation of the pilot training programme and its effect in terms of knowledge and
confidence of health care providers. However, experience has shown that training of health care
providers and raising awareness on rape and sexual violence is not enough. An entire health
system is needed, which ties in with the police, legal and social services. The first part of the
thesis will thus focus on whether models of health service delivery improve outcomes for women
who are rape survivors and the final part of the thesis will address some of the gaps related to the
prevalence and patterns of genito-anal injuries post-rape, and the value of injury documentation
for case progression in the South African context. Three studies will be used for this PhD thesis
and my role in each of the studies will be described in detail under the Methodology section.
The overall aim of this thesis is to contribute to the current knowledge in the field of post-rape
care and, in particular, strengthen the evidence related to some focused aspects of this care.

8. CONCEPTUAL FRAMEWORK: DEVELOPING EVIDENCE-BASED POST-RAPE
CARE

This conceptual framework and associated factors of post-rape care service delivery was
influenced by work published by Goicolea and colleagues (83) and the World Health
Organization’s (WHO) health system’s framework (84). We begin with the WHO goals of the
health system, which are to improve health, responsiveness and efficiency while providing social
and financial risk protection. For post-rape care services, we would want to improve the quality
of health care to survivors and contribute to legal deliberations in post-rape care through
evidence collection and documentation of medical findings. Beside the medical care, which

inherently has to be based on best clinical practices, the interpretation of findings for legal
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purposes also has to be based on evidence to withstand scrutiny in court. A number of steps are
therefore required to develop evidence-based post-rape care services (85) (Figure 1). This
commences with a review and appraisal of current literature on best practices. Simultaneously, a
situational analysis is conducted whereby current service provision is assessed, documents are

reviewed and training programmes evaluated.

To ensure evidence-based service delivery, the evidence gathered is then presented, opened for
comments at various forums and ultimately translated into policies, guidelines and training
manuals. It is also through the monitoring and evaluation of these that either more evidence is
generated or that additional gaps in knowledge are identified. During this process decisions are
also made on the skills, qualifications and placement of trained health care providers through the
development of norms and standards. Going forward, the ability to implement policies,
guidelines and best practices into services is influenced by a range of health systems factors,
which are personal, institutional and systems-related (1). These factors may be constructive and
support services providing an enabling environment, or may bar and hinder post-rape care

services. Overarching all of this is a consideration for the survivor’s needs and preferences.

The first part of the thesis will provide findings from a systematic review that looked at the
evidence available on the effect of a health service model on women’s health outcomes. Both in
South Africa, and internationally, various models of delivering post-rape care services have been
used, yet it is unclear if this has resulted in improved health outcomes for survivors or better
service utilisation. The research question therefore being considered is whether the manner in
which services are delivered has an influence on the health of survivors (numbered 1 in the
figure). Although not a focus of the PhD thesis, this question was extended to IPV services as

these have been combined with post-rape care in some countries.

The second part of the thesis examines the impact of a comprehensive training programme on
delivering post-rape care. Although various studies have been done on post-rape care training
interventions for health care providers internationally, none have occurred in South Africa, and
no study has reviewed a national training programme. Here the questions of how effective the

national training was in raising knowledge and confidence, and which providers had the greatest
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needs for training and benefitted the most from the training are considered (numbered 2 in the

figure).

The third part of this thesis focuses on providing evidence that can be used in court by expert
witnesses (numbered 3 in the figure). This is one focused area of post-rape services, and has
been chosen because it is an area in which health care providers particularly lack confidence and
often perform poorly. Research evidence is immensely valuable in expert interpretation of
medico-legal findings, especially injury patterns, in the courtroom (86), yet the international
body of literature to which health care providers may refer to is small with various limitations.
As the presence injuries may play a crucial role in the progression of legal cases (87) and their
interpretation is often the subject of interrogation in court, understanding factors associated with
the presence and absence of injuries is vital. Studies investigating this internationally have been
few and often presented mixed results. No study has been conducted in a South African setting

to take into consideration local circumstances.
The thesis will thus consider if the policy, guidelines and training programme of the Department

of Health has been successfully translated into programme delivery for survivors of rape, and an

increase in conviction of rape cases.
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Table 1. Health care system’s framework of contributing factors that influence post-rape
care services
LEVEL ~ CONTRIBUTINGFACTORS
Personal Level Staff:
(Patient - Staff interaction)

Background
Experience
Attitude
Training
Burnout

Patient:

- Background

- Experience

- Personality and ability to negotiate through services
Availability of resources

Unit level Organization of services
Location of services
Unit appearance/Impression of unit
Resource allocation
Unit management:
- Experience
- Ethos of “unit management”
- Training policy

- Turnover
- Relationships
Documentation:
- Unit policy regarding sexual assault care
- Management guidelines

Facility level Organization of services
Location of services
Facility appearance/lmpression of facility
Resource allocation
Budget allocation
Facility management
- Experience
- Ethos
- Acceptability of interventions and programmes

Government level Local and national Department of Health values
Commitment to gender equity and to reducing rape and GBV
Local and national policy

Local and national management guidelines

Local and national budget allocation

Local resource allocation

Monitoring and evaluation framework




9. AIMS AND OBJECTIVES

9.1. AIM

The overall aim of the PhD thesis is to strengthen the evidence base for post-rape care services in
South Africa.

9.2. RESEARCH OBJECTIVES

The objectives of this PhD thesis are to generate knowledge on:

1. Whether health system interventions lead to improved health outcomes and service
utilization for survivors of rape or IPV.

2. Whether the South African Department of Health’s national post-rape care training
curriculum deepens knowledge and confidence of health care providers who have been
trained, and to understand which providers benefit most from training.

3. The prevalence and patterns of genito-anal injuries and the factors associated with the
absence of these, as this would support the progression of rape cases through an improved
interpretation of genito-anal injuries by health care providers in documentation and

presentation when in court.

10. OVERVIEW OF THE THESIS

Chapter 1 has highlighted the fact that rape is a public health problem globally and in South
Africa. An overview of government initiatives is presented yet the numerous on-going
challenges in providing quality care are noted. The rationale for doing the study is presented and
the various components of the thesis are detailed. A conceptual framework for establishing
evidence-based post-rape care services is described noting the gaps that will be addressed with

this thesis.

Chapter 2 presents literature on the epidemiology of rape globally and in South Africa, health

consequences of rape including genito-anal injuries, models of post-rape and IPV care in low and
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middle-income countries (LMIC), training of health care providers on post-rape care, and
attrition of rape cases with a special focus on the influence of the health care system on this.

Chapter 3 describes the methodologies of five publications from three studies: a systematic
review, a study based the national post-rape training programme in the country and a review of
rape cases reported in Gauteng province. The fifth publication (Chapter 7) is an additional paper
that provides insight to the final publication (Chapter 8). My role in the studies is presented in

the project management section of each study.

For the findings of the thesis, three published and one unpublished article are presented as

chapters and included as annexures.

In Chapter 4 findings from a systematic literature review that evaluated the effects of a post-rape
or IPV model of care are presented. Outcomes that were considered included physical,
psychological and reproductive health outcomes, rape and IPV recurrence, provision of related
services, and referrals. Both rape and IPV models were included as a review of the literature
found that these services were often combined or delivered by the same providers or point
of care.

Chapters 5 and 6 present baseline and post-training findings on providers who attended the
national training programme. This includes results on the levels of knowledge and confidence
related to post-rape care, and the factors associated with these. The effect of the training on

knowledge and confidence of providers in specific areas of post-rape care are also reported on.

Chapters 7 and 8 focuses on genito-anal injuries in rape survivors. Chapter 7 was included as an
additional publication to support the thesis. | was a co-author of the publication and it provides
evidence of the link between documented genito-anal injuries and rape case progression in the
same study population as Chapter 8. Chapter 8 then documents in detail prevalence and patterns
of genito-anal injuries, and the factors associated with the absence of injuries in women who

reported rape in Gauteng province.
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In Chapter 9, the findings of the thesis are discussed in relation to the aims and objectives, and
gaps identified in national and international literature. Implications for post-rape care services

are discussed and future research questions are proposed.
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CHAPTER 2

LITERATURE REVIEW: WHAT DO WE KNOW?

1. INTRODUCTION

This chapter provides the background for the thesis and presents an overview of the problem of
rape: The epidemiology of rape with prevalence and patterns of rape cases internationally and in
South Africa, the context of rape and risk factors for experiencing or perpetrating rape, followed
by the health consequences of rape with more detail presented on the identification of genito-anal
injuries, its prevalence after rape and factors associated with genito-anal injuries after rape. This
is followed by a review of models of care for rape and IPV in LMIC, including South Africa. An
overview of literature is then presented on post-rape care training for doctors and nurses
internationally and in South Africa. The chapter ends with a discussion on the attrition of rape

cases and the influence the health system and health care providers can have on reducing this.

2. EPIDEMIOLOGY OF RAPE

2.1. PREVALENCE AND PATTERNS OF RAPE CASES

2.1.1. Internationally

Measuring the prevalence of rape requires a clear definition for comparability. Rape is an act of
violence that can be experienced by both men and women at all ages of life, and can be
perpetrated by intimate partners or non-partners, which includes acquaintances, family members,
friends or strangers. Data on rape is obtained from two main sources: Routine data and research
studies. Routine data is limited by the legal definition of rape in each country, the degree of
official reporting by survivors, and the quality of the statistics, maintained by police and health

services in the country. Findings of research studies are often hard to compare, due to the use of
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different methodologies, tools to interrogate experiences of sexual violence, varying sampling
strategies and sometimes small and unrepresentative samples (88).

In an attempt to address these limitations, population-based multi-country studies using common
methodologies and definitions have been conducted across the world such as the WHO’s multi-
country study on IPV, sexual violence by a non-partner and child sexual abuse (89), the
International Violence Against Women Survey (90), the Gender, Culture and Alcohol Study
(91), the European Union (EU) study on violence against women (92), the UN study on men and
violence (93), and Demographic and Health Surveys. Together they provide data on the
experience and perpetration of rape. A recent systematic review of the literature, which included
the studies listed above, has provided a global population prevalence estimate of 7% for sexual
violence by a non-partner in women 15 years and older using random effects meta-regression
(14, 94). Prevalence ranged from 3% (95% CI 0% - 8%) in south Asia to 21% (95% CI 5% -
38%) for central sub-Saharan Africa (94). Prevalence estimates were also high for southern sub-
Saharan Africa (17%, 95% CIl 11% - 23%) and Australasia (16%, 95% CI 12% - 21%). The
global prevalence of physical and/or sexual IPV ranged from 16% (95% CI 9% - 24%) for east
Asia to 66% (95% CI 54% - 78%) for central sub-Saharan Africa, with an overall lifetime
prevalence of 30% (95% CI 28% to 32%) for women aged 15 years and older (14, 95).

There is much less data available on rape or sexual violence by a partner as most studies present
data on a combined prevalence of IPV, as different forms of violence often co-occur in intimate
relationships. In addition, there are different reporting biases that affect reporting of IPV
compared to non-partner rape. In the WHO’s multi-country study, sexual coercion by a non-
partner from the age of 15 years onwards ranged from 0.3% in Ethiopia to 12% in a city in
Tanzania (89). In comparison, prevalence of sexual coercion by a partner was much higher
ranging from 6% in a city in Japan to 59% contrastingly in Ethiopia. In the UN multi-country
study conducted in Asia and the Pacific, 3 106 women between the ages of 18 and 49 years were
interviewed in Cambodia, China, Papua New Guinea and Sri Lanka. Partner rape experiences
ranged from 10% in Cambodia to 58% in a city of Papua New Guinea (96). No clear data were
however presented on the experience of rape by a non-partner. Similarly, a study commissioned
by the EU Agency for Fundamental Rights in the 28 EU member states collected data for the
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experience of violence by a partner and non-partner but did not present separate results for this.
In this study 11% of women reported that they experienced sexual violence since they were 15
years old, either by a partner or other person and 5% had been raped since the age of 15 years

onwards (92).

Decker and colleagues (97) presented estimates for physical and sexual IPV amongst female
adolescents (15 - 19 years) and young adults (20 - 24 years) based on data from Demographic
and Health Surveys that were conducted in 30 LMIC between 2004 and 2011. The lowest
prevalence of sexual partner violence was reported in Nigeria in 2008 with 3% in the 15 to 19
years age group and 4% in the 20 to 24 years age group. In contrast, 33% of 15 to 19 year olds
and 31% of the 20 to 24 year olds in the Democratic Republic of Congo reported sexual partner
violence. Overall, lifetime sexual IPV was estimated to be 12% and 11% in the adolescent and

young adults, respectively.

Not much data is available from multi-country population-based studies on the experience of
child sexual abuse and this has additional limitations in terms of recall. In the WHO multi-
country study sexual abuse before the age of 15 years ranged from 1% in a province in
Bangladesh to 21% in Namibia (89). Another study conducted in seven countries reported that
the lifetime prevalence of any form of sexual violence before the age of 18 years ranged from
4% in Cambodia to 38% in Swaziland for females, and from 6% in Cambodia to 21% in Haiti for
males (98). Data from other studies reported prevalence rates of sexual abuse in childhood
between 3% in Paraguay to around 30% in Tanzania and Swaziland for females and between 8%
in Switzerland to 37% for males in Bangladesh (99-104) .

As with statistics on the experience of rape, data on perpetration was also limited until a large
study was conducted with over 10 000 men in nine sites in the Asia—Pacific region (93). In this
study prevalence of rape perpetration was 11% (95% CI 10% - 12%) against non-partners and
24% (95% CI 23% - 26%) against partners. Non-partner single perpetrator rape ranged from 3%
in rural Bangladesh to 27% in Papua New Guinea while multiple perpetrator rape ranged from
1% in urban Bangladesh to 14% again in Papua New Guinea. The prevalence of having raped a

man was 3% across the entire Asia Pacific region. A similar study was conducted in cities of
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five countries (Brazil, Chile, Croatia, India and Mexico) and nationally in Rwanda (105). In this
study sexual violence perpetration ranged from 2% in Brazil to 24% in India, while sexual
violence against a partner ranged from 1% in Brazil to 20% in India. The proportion of men who
reported to have participated in gang rape was less than 1% in Brazil, India, Mexico and Rwanda

and less than 2% in Chile and Croatia.

Overall, some countries or regions are noted to have generally high levels of violence as reported
for partner and non-partner violence statistics, whereas others have low levels of non-partner
violence juxtaposed with extremely high levels of partner violence. This was particularly noted
based on the multi-country study data from Ethiopia (89). However, the consistently higher
prevalence of sexual violence against a partner compared to a stranger in almost all of the
countries was noticeable (89, 93, 105). In summary, prevalence rates for sexual IPV and non-
partner sexual violence varies between and within regions and countries but is overall a

significant problem (2).

2.1.2. South Africa

Statistics from officially reported cases to the police are often the most common source of rape
prevalence data. Based on these figures, rape is a common occurrence in South Africa, with
46 253 cases reported to the police in 2013/14 (106). This included cases of compelled rape and
acts of consensual sexual intercourse with children between the ages of 12 and 16 years. Since
the changes that occurred to the legislation in 2007, the SAPS has not consistently presented
statistics for rape alone, yet a substantial drop in the number of reported cases has been noted in
the period from 2008/9 to 2013/14 compared to data that was reported from 2001/2 to 2006/7
(Figure 2) (107). The number of sexual offences cases have remained between 60 000 and
70 000 over the last 10 years with a decline from 69 117 in 2004/5 (108) to 62 649 in 2013/14
(107) as well as a drop in the ratio from 148/100 000 population to 118/100 000 population,
respectively. However, a slight increase of 2% is noted in sexual offences amongst children,
although data is only available from 2006/7 to 2011/12. In the 2011/12 SAPS Annual Report,
detailed data of the number of rape cases by age was presented for children (Figure 3) but this

was not done in other years (107). As seen in Figure 3, the number of cases increased steadily
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from the age of 3 years where approximately 500 cases were reported, with a peak at the age of
16 years, with over 2 500 cases reported. No SAPS data is available on the gender of survivors.

A major concern in presenting the frequency of rape cases in a country and comparing it against
other countries is apparent when one considers the scope, variation and change in the legal
definition of rape. This however does reflect in most part the number of survivors who receive
health care as they are brought into the facilities by the police. Still, the actual number of rape
cases that occur annually is unknown. Research conducted in communities provides evidence of
a large unmet need as many survivors do not report to the police or access health care (109).
Based on four community-based studies the average number of women who reported rape to the
police was estimated to be 6 in 25 (47, 110-112) with 25% of women experiencing sexual
violence in their lifetime, although the studies included different biases as methodologies and
measurements of rape varied. In studies conducted with men an average of 29% reported
perpetrating some form of sexual violence against females (110, 113, 114).
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Figure 2. Number of rapes and sexual offences reported to the police in South Africa (2001/2002 — 2013/2014)
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Figure 3. Number of rapes reported to the police in South Africa by age of child survivor
(2011/12)

There is minimal data available on rape within marginalised groups (e.g. lesbians, sex workers,
or disabled) and in men. In a study conducted in 2003 with lesbian and gay people in Gauteng,
7% reported having been sexually abused or raped in the past year (117) while 31% of lesbian
women in Botswana, Namibia, South Africa and Zimbabwe reported that they were forced to
have sex in their lifetime in a study conducted in 2010 (118). In terms of male rape, a study in
KwaZulu-Natal (KZN) and the Eastern Cape found that 5% of men had raped other men or boys
and 19% reported having being forced to have sex with another man (119). With regard to rape
cases that involve survivors with intellectual disability, a figure of 2% was presented in the study
that was conducted in Gauteng (78). However, it is expected that many of the actual cases are

missed due to substantial underreporting.

In 2003, a detailed analysis of reported cases in Gauteng has provided an overview on the pattern
of rape cases in this province. Sixty percent of the reported cases occurred in adults, while 25%
occurred in girls aged 12 to 17 years and 15% occurred in children less than 12 years of age (78).
Adult survivors were more likely to be raped by a stranger compared to girls (48% vs. 15%), and
19% of adults were raped by a current or former partner. In contrast, 43% of adolescents and
52% of younger girls (less than 12 years of age) were raped by someone they knew (i.e. friends,
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acquaintances or neighbours). In young girls (less than 12 years of age), 16% suffered from
repeated or chronic abuse.

Adult women were most often attacked while outdoors, especially when walking, whereas the
perpetrator’s home was the scene of the crime in most rape cases involving adolescents (40%),
while younger girls were most often raped in their own homes (29%). Perpetrators were also
more likely to be armed when they raped adult women (41%) compared to girls (5%), and 70%
of adult women had some form of bodily force used against them. A smaller proportion of
adolescents (36%) and younger girls (19%) were threatened with either death or injury. In young
girls of less than 12 years of age the rape was more often recognised by symptoms or

behavioural changes.

South Africa has a particularly violent history during the apartheid regimen with both formal and
informal military structures encouraging a militarised community while violence seeped civil
and police action at the time. There were poor attitudes to the law, policing and the criminal
justice system as most were consistent with the unjust system. It is therefore no surprising that
rape in South Africa has been reported to be notably more violent than in most countries (76).
Gang rape is common with 16% of reported rape cases reviewed in Gauteng, including multiple
perpetrators (120) and 7% of men from the province reported multiple perpetrator rape (110). In
addition, in a sample of volunteers from the Eastern Cape, 14% of young men aged 15 to 26
years reported multiple perpetrator rape (114), and 20% of men in the community reported that
they had either been involved in a gang rape or were present when one was committed (119).
These numbers are higher than those reported in other countries (93, 105).

In the most extreme form rape occurs with murder - either as sexualised murder or very violent
rape. A study conducted in a nationally representative sample of mortuaries in South Africa
reported a rape homicide rate of 3.7/100 000 for women aged 14 years and older in 1999 and
2.5/100 000 in 2009 (121). This was ten times higher than the most comparable figures reported
from the USA (122) and three times higher than a study conducted in Jamaica (123). Sexual
assault was suspected in 10% of the child homicides in 2009, but was much more common in
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girls with sexual assault suspected in 86% to 92% of female victims over the age of 10 years
(124).

2.2. CONTEXT AND RISK FACTORS FOR RAPE IN SOUTH AFRICA

Research has been done to understand the individual, familial and social factors that make
women more vulnerable to rape but more importantly, factors that increase the risk of men
perpetrating rape. These factors include biological factors in terms of genotypes and neurological
deficits, childhood and family life including experience of neglect or abuse, living situations,
parental IPV and poverty and social circumstances, mental health, peer pressure and
delinquency, gender inequitable ideas and practices, sexuality and sexual practices, substance
abuse, and firearm usage (125). Younger women and those in poverty are found to be more
vulnerable to sexual abuse (109). Poverty plays a role in a multitude of ways, either directly
through actions that place women at risk, e.g. participating in transactional sex, or indirectly
through daily routines, such as walking to work, put women at risk for sexual abuse. Women in
financial need may also find it difficult to negotiate in circumstances when they are dependent on
resources from the perpetrator. Furthermore, alcohol and other substance use are strongly
associated with violence, including rape. In addition, women and children who have been
previously raped are at a greater risk of experiencing IPV and non-partner rape later in life (126,
127).

Local and international research has found that gender power inequalities play a major role in the
perpetration of rape with men wanting to display their power over women (109). Men feel a
strong ownership over women especially in marriage. Status with male peers is also important
and it has been reported to strengthen bonds in South African men who participate in gang rape.
The perpetration of gang rape, also called “jackrolling” or “streamlining” in South Africa has
been used to punish a partner for suspected infidelity or a woman who refused an offer of sex or
love, as trickery to “share a girlfriend” with friends, or just for fun (128, 129). We also see a
societal tolerance to violence in general in the country, with subsequently high levels of
interpersonal violence including rape while on the other hand there is a stigma associated with

having being raped (109).
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In a study conducted with men in the Eastern Cape and KZN, childhood trauma, having being
raped by a man, having a mother who at least completed school, having more sexual partners,
ever having had transactional sex, perpetrating physical IPV, using drugs in the past year, ever
being part of a gang, feeling that life circumstances are less good compared to peers, and
egocentrality and externalization of blame were found to be significantly associated with the
perpetration of any form of rape (i.e. partner, non-partner, gang or rape of a girl less than 15
years of age) while men with a more gender equitable attitude were found to have a lower odds
of perpetrating rape (130). Having a mother who at least completed school was considered to be
a marker of power in the context of poverty, which is linked to the feeling of entitlement. As
such, sexual entitlement was the strongest motivation for perpetrating any form of rape (130).

3. HEALTH CONSEQUENCES OF RAPE

There is a complex relationship between the occurrence of rape and health consequences with
multiple overlapping intermediate pathways. Numerous articles and reports have been published
on the health consequences of rape (14, 89, 131, 132), but more so on IPV. However, there is
often much overlap in the experience of violence by type or perpetrator (126) with similar
consequences on health, although some consequences, such as post-traumatic stress disorder

(PTSD), are found to be more strongly associated with specific forms of violence (133-135).

Survivors of rape can experience both immediate and medium to long-term health consequences.
More urgent needs following a rape include the management of physical and genito-anal injuries,
and the prevention of future health consequences, such as unwanted pregnancies, STIs including
hepatitis B and HIV (136). Managing the patient’s health takes precedence over the legal
requirements of collecting evidence when her life is at risk but where possible, both should be
done concurrently. Providing comprehensive medical care is essential. Adherence to treatment,
especially PEP, can be supported through adequate counselling and an understanding of the
survivor’s living circumstances and challenges. Concrete plans for follow-up should be made
during the care process on how to support the survivor’s mental health during the weeks and

months that follow.
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Future health consequences can occur due to either direct or indirect routes (14). For example,
unintended pregnancies could occur as a result of the rape itself or due to risky sexual practices
that the survivor may adopt. Similarly, there are multiple pathways between rape and HIV
infection, with the most direct pathway being HIV transmission during the rape act (137).
Indirect routes occur through participation in high-risk behaviours, such as infrequent condom
use, multiple (concurrent) sexual partners, risky sexual partners, sex while intoxicated or under
the influence of drugs, or participating in transactional sex (138-142). Negotiating for safer sex
practices is also found to be a challenge for survivors of rape and IPV (143). Other unhealthy
behaviours seen in survivors are increased smoking, heavy alcohol use, illicit drug use, and
eating disorders, such as anorexia and overeating (14, 144). Many of these behaviours can result

in re-victimisation of the survivor (145, 146).

Physical health consequences that can present itself later or persist over time include
gastrointestinal disorders such as irritable bowel syndrome, nausea, vomiting, and bloatedness,
cardiopulmonary symptoms, such as chest pain, palpitations, shortness of breath, asthma, and
hyperventilation, and neurologic symptoms of numbness, faintness, fatigue, chronic pain,
migraines and fibromyalgia (131, 144, 146-149). Gynaecological concerns include chronic
pelvic pain, dysmenorrhea, fistulae as a result of injuries, pelvic inflammatory disease, and
infertility (150-152). In addition, maintaining healthy sexual relationships can be difficult when
survivors lack sexual pleasure and have dyspareunia (151). Moreover, psychological stress and
fear that may arise from the rape experience can change the manner in which survivors manage
sexual and reproductive health with consensual partners. Ultimately, all of these can lead to poor
maternal and perinatal outcomes for her and her offspring (131).

Psychological symptoms usually peak at 3 weeks after the rape experience although they can
persist for 1 or 2 months. However, after this period, some women may continue to experience
panic disorders, phobias, anxiety, depression and suicidal tendencies (14, 133, 153-155). Post-
traumatic symptoms have been reported in survivors from immediately after the rape up to one
year later (156). The lifetime prevalence of PTSD has been found to be the highest in rape
survivors compared to other groups of trauma survivors (133-135). Suicidal tendencies are a
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danger from the start, and remain a life-long risk, depending on the survivor’s long-term mental

health and coping mechanisms (157-159).

As with risk factors for rape, social and economic factors are intertwined with the consequences
of rape. Health consequences can be influenced by the way intimate partners, family, health care
providers and society in general view rape and whether there is stigma associated with it (131).
In some countries survivors are considered unfit for marriage and could be married to the
perpetrator to resolve this problem or killed in an honour killing. Rape affects the fabric of
society and breaks down trust related to safety and security, while placing an increased burden
on the health and criminal justice system.

Overall, survivors have a poor prognosis of health and although they often seek health care, the
underlying cause of ill health are not always identified or adequately managed (160, 161).
Similarly, they fail to receive the full ambit of preventive and therapeutic health care (131, 162).
Health services have to be directed to not only the short-term health needs of the survivor but

also prevent and treat long-term health outcomes.

3.1. GENITO-ANAL INJURIES

Literature in the field has shown that the injuries have a significant effect on rape cases (82).
The presence of injuries in a rape survivor can influence her decision to officially report the
incident and to access services (163-166). It has also been shown to affect the ease with which
she is able to access those services or obtain treatment (167). It provides evidence supporting the
survivor’s testimony and thus also plays a significant role in the final outcome of obtaining a
conviction if the case is reported (87, 166, 168, 169). As there is still a strong belief that rape is
violent in the majority of cases and that there is much resistance from the survivor in “real”
rapes, the common perception is that rape is associated with injuries and that in reverse, injuries
provide proof that rape occurred (170, 171). This view is not only limited to the general
community but still permeates in the health, police and judicial system (76). This is further
played out in the media and news reporting, creating a mind-set regarding the “typical rape

scenario”.
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Some work has been done to change this perception. Research on the prevalence of injuries after
rape has shown that not all survivors present with injuries and that a proportion of women have
injuries after consensual intercourse (172-177). However, examination techniques have evolved
over the years, increasing the ability to detect injuries. The most common additions to the
examination procedure are the use of toluidine blue dye and the colposcopy, which will be
explained in more detail in the following paragraphs. In some studies almost all rape survivors

examined with these techniques have had injuries noted on examination.

Toluidine blue dye is a 1% aqueous solution that stains when it binds with cells that have a
nucleus. As the surface layer of the skin contains no nuclei, the dye highlights damage in the
deeper dermis. This could be as a result of injuries and inflammation due to benign or malignant
disease (178, 179). In the latter, the dye will produce a diffuse patchy uptake, while in trauma it
will have a linear distribution. This can be used to identify recent genito-anal injuries. It is
important to note that the dye does not distinguish between consensual and rape-related injuries
(180, 181). Therefore, a positive toluidine blue test would support but not provide conclusive

evidence of non-consensual intercourse (182).

In the early 1980s, paediatricians in the USA began to use colposcopies, which were previously
used in the diagnosis and management of cervical cancer, to detect microtrauma in child
survivors. Although colposcopies were originally used in paediatric cases, they are also now
commonly used in adult rape cases to identify minor injuries (183). Issues regarding consent are
of importance in adults and colposcopy examinations do not assist in the differentiation between
injuries due to consensual versus non-consensual sexual intercourse (184-186). Photographs can
also be misinterpreted and are affected by various factors, such as distortions, lighting and
quality of equipment. In a study conducted with one registrar, two experienced senior forensic
pathologists and one senior gynaecologist with extensive clinical experience, inter-observer
agreement on a review of 316 photographs was found to be between 58% and 80%, indicating

poor reliability in the interpretation of colposcopy photographs for adult women (187).

Detection rates for genital injuries are increased immensely with the use of toluidine blue dye

and colposcopies. In children from birth to 17 years of age, injury detection rates after

34



colposcopy examination increased by 11%, while an increase of 24% was noted in adults (from
36% to 60%) (188). A dramatic increase in injury detection was noted in one study where 6% of
survivors were reported to have injuries on visualisation alone compared to 53% with
colposcopy examination (189). Another study found a 7% increase in detection after the use of
either colposcopy or toluidine blue dye (from 26% to 33%) (176). A study in females between
13 and 74 years of age found that 43% of survivors had injuries on direct visualization alone,
66% had injuries after the use of toluidine blue dye and a further 2% of injuries were noted with

colposcopy examination thereafter (190).

Of concern though, with the focus on special examination techniques to identify the smallest of
injuries, is that it places an emphasis on the existence of injuries that may perpetuate the
misconception that a lack of injuries implies that rape did not occur (82, 191). There are thus
potential unintended consequences for adult survivors who have no demonstrable injuries found
on colposcopy examination (82). There is a definite risk of doubting the woman’s history in
these cases and women would also get an impression that they must be injured for their case to
be considered (191, 192). Others have also commented on the technologies being invasive and
potentially humiliating resulting in “secondary victimisation” (191). On the other hand, being
able to view the injuries during the examination and having photographic proof of this may

influence a woman’s decision to report the rape.

Two primary issues in rape cases are identification and consent. The SAECK assists with
identification through the collection of evidence for DNA testing, while toluidine blue dye and
colposcopy increases the probability of identifying injuries, therefore implying that the
intercourse was forced or at least that there was resistance by the survivor, does however not yet
assist with the issue of consent. Authors have implied that it could assist if enough research is
done to identify if there are specific patterns in the severity and location of injuries with
consensual versus forced sexual intercourse (82). | am, however, very hesitant to agree with this

notion.
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3.1.1. Prevalence of genito-anal injuries after rape

When reviewing injury rates reported in studies, one should always consider the manner in
which injuries are defined, the age range of the study population, the way in which the
examination was conducted, whether special examination techniques were used, and the time
period between the incident and examination (193). A large number of publications have been
published on the prevalence of genito-anal injuries and a global review that assessed the impact
of reporting injuries on legal outcomes reported genito-anal injuries in 9 to 67% of cases (167).
In a recent publication current best practice guidelines for examination from the USA, UK and
Republic of Ireland were applied to studies containing genito-anal injury prevalence data to
develop comparable figures for different examination techniques (194). Where examinations
were conducted with direct visualization alone, the mean prevalence was 28% (range 21% -
44%), where examinations were done with a colposcopy alone the mean prevalence was 52%
(28% - 68%) and when a colposcopy and toluidine blue dye staining were used, the mean
prevalence 58% (32% - 87%). In all of the publications, the examinations were conducted in a

specialized centre with examination by a forensically trained provider.

In children, studies have often included both boys and girls, and very few studies presented data
for girls alone. Where data for boys and girls were combined, genito-anal injury prevalence
ranged from 20% to 77%, while prevalence for girls alone has been between 23% and 27% (77,
195-202). Five of these studies were conducted in Red Cross Hospital in South Africa. Here
genito-anal injury prevalence for boys and girls combined ranged from 45% to 77% (77, 195—
197), with a breakdown by type and location of injury being presented in one publication that
reported on findings in 126 girls less than 13 years of age that were examined between 1978 and
1989 (203). Injuries ranged from 7% for bruising on the hymen to 47% for a tear of the posterior
fourchette. The next most prevalent injuries were tears of the hymen (36%) and periurethral
bruising (20%).

There are only a few studies that clearly present data on injury prevalence in adolescents.

Seventy-nine percent of female survivors between the ages of 14 and 19 years of age had genital

injuries in one study (204, 205), 83% of survivors between the ages of 13 and 17 had injuries
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recorded in another study when compared to 64% of adult survivors older than 17 years of age
(206), and 66% of survivors aged between 14 to 21 years had genital injuries reported compared
to 59% of young adults aged 22 to 29 years of age in a third study (207, 208). Five studies were
found that considered the presence of injuries in an older population (from around 48 years of

age) where injury prevalence ranged from 37% to 85% (209-213).

The vast majority of studies included adolescent and adult survivors in the sample population or
included survivors of a wide age range. In these studies the injury prevalence varied
substantially from 10% to 81% (172-177, 180, 185, 188-190, 206-208, 214-243). One of the
cited studies was conducted in South Africa in a district hospital in Gauteng province over a
three-month period in 1982 (232). Here 42% of the survivors aged between 1 to 69 years of age
sustained genital injuries. Two other studies that were based at the Karl Bremmer Rape Centre
in Cape Town in 2005 and 2007/2008 reported an injury prevalence of 35% and 32%
respectively (238, 240). In the remaining international studies where it was difficult to establish
the age range, the proportion of survivors with genito-anal injuries was between 16% and 87%
(184, 193, 244-249).

In summary, injury prevalence internationally ranged from 10% to 87%, with a range of 32% to
42% for studies conducted in South Africa (232, 238, 240). The availability of colposcopies and
toluidine blue dye is limited to a few specialized centres in the country. For children five studies
were published from one site but clear data for girls was not available (77, 195-197, 203). No
genito-anal injury prevalence data are available for the adolescents and older female survivors in
the South African setting. In rape homicides, genito-anal injuries have been reported in 19% to
56% of victims although in the latter study all autopsies in Cape Town were conducted by one
forensic pathologist with an interest in the field, while in the former data were collected from a

nationally representative sample of state mortuaries (121, 250).

3.1.2. Factors associated with genito-anal injuries after rape

Some researchers have extended their prevalence research to also identify factors associated with
the presence of genito-anal injuries. Variables that have been considered in such analyses and a
summary of the findings are presented in Table 2. However, these studies are plagued by the
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same limitations as noted for prevalence data, such as small sample sizes. In addition, a number

of studies only used bivariate analysis and thus did not adjust for other important variables. The

hypothesis or theories for testing some of the variables were also not clear.

Table 2. Factors associated with the presence of genito-anal injuries*
Survivor characteristics

Age

Eight out of 14 studies showed no association with age (174, 175, 204, 207, 213, 222,
247, 251). One study reported that mean age was greater in patients with injuries but
this was marginally significant (13.4 vs. 12.7 years) (221). Another study reported a
greater odds of having injuries in survivors between the ages of 12 to 19 years, and in
survivors older than 50 years, when compared to survivors aged between 20 to 49
years (223). Similar findings were reported where the prevalence of injuries was
greater in adolescents compared to adults (83% vs. 64%) (206). In contrast, a fourth
publication reported a greater odds of injuries in survivors 45 years or older
compared to women aged 12 to 24 years (Odds ratio (OR) 2.1, 95% Cl 1.4 - 3.2)
(215). Almost the same results were reported for women 40 years and older who had
significantly more injuries than women between 14 and 19 years of age (OR 5.6, 95%
Cl 1.6 — 20.2) (227). In astudy conducted by Sugar et al (229), survivors between 20
to 29 years of age (OR 0.5, 95% 0.3 — 0.8), 30 to 39 years of age (OR 0.4, 95% CI1 0.2
—0.6), and 40 to 49 years of age (OR 0.3, 95% CI 0.2 — 0.7) had less odds of genito-
anal injuries than survivors between the ages of 15 and 19 years.

Menarche

One study that was conducted in children found that injuries were more likely to be
present among menarchal than premenarchal girls (30% vs. 8%, OR 2.1, 95% CI 1.2,
3.6) (202) and two other studies showed no association with Tanner staging (204,
221).

Menopause

Linked to the findings on age above, four out of five studies found an association
between survivors who were menopausal and the presence of genito-anal injuries
compared to pre-menopausal survivors (209-212). One study reported no association
(175).

Race

Eight out of 10 studies reported no association between race and the presence of
genito-anal injuries (175, 206, 208, 210, 224, 241, 247, 251), while two studies
showed an association between being a White survivor and the presence of genito-
anal injuries (213, 245) compared to Black/African survivors.

Educational
status

In two studies college graduates had significantly more injuries than high school
graduates (222, 247). In addition, in the one study survivors who had less than high
school education were found to have less injuries than those who were high school
graduates (247) but this was not found in the second study (222).

Marital status

Two studies reported no association (222, 247).

Previous sexual
experience

Seven out of 10 studies reported a significant association between the survivor not
having previous sexual experience and the genito-anal injuries (216, 222, 223, 226,
229, 236, 251). In three other studies, no significant association was found with all
injuries, but an association was reported with hymenal injuries (204, 205, 252).
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Medicine/ Use
of products

Relationship
with perpetrator

Parity Two out of three studies reported no association with parity (175, 226), whereas one
study reported fewer injuries in survivors who had delivered two or more children
(222). Another study found fewer injuries in survivors who were pregnant compared
to those who were not (239).

Previous Four studies reported no association between previous sexual assault history and

experience of genito-anal injuries (206, 210, 224, 241), while one study found that survivors who

violence were involved in fights previously had a higher prevalence of injuries (253).

Alcohol/ Drug Eleven out of 12 articles found no association between the use of alcohol and/or

use drugs and genito-anal injuries (204, 206, 210, 215, 223, 224, 226, 229, 241, 247,
251). One article found more injuries in survivors who had used alcohol (OR 1.3,
95% CI 1.0 - 1.5) but no association was found with drug usage (222).

Medical Two studies reported no association on the use of lubricants and genito-anal injuries

conditions/ (174, 247), and two other studies found no association with the use of condoms (174).

One study reported that patients who were using oral or injected contraception had
less genital injuries (OR 2.0, 95% CI 0.9 — 4.6, p value < 0.10) (226). In terms of
mental health, one study found no association between psychiatric disorders and the
presence of genito-anal injuries (229) while another study reported no association
with the use of antidepressants (226). Tampon use was significantly associated with
more vulval injuries and less hymenal injuries in one study (252) yet found not to be
associated in another study (174). Laboratory evidence of genital infection was also
not found to be associated with the presence of injuries in one study (174).

Assault characteristics

In seven out of 11 studies there was no association between the relationship of the
survivor and the perpetrator and genito-anal injuries (252). In one study this was
only true for adult survivors whereas in children, assault by a stranger was associated
with more injuries (245). In another study, when further analysis was done, assault
by a stranger was associated with more anal injuries (21% vs. 14%) and fewer
hymenal injuries (28% vs. 37%) (224). A lower odds of injuries was also reported
with known assailants (OR 0.4, 95% CI 0.2 - 0.9) in another study (227). Yet, in
contrast, two studies reported that there were significantly more injuries in survivors
who were assaulted by known perpetrators (175, 226). Similarly, Méller et al. found
no association with genital injuries, but intimate partner (OR 9.3, 95% CI 1.2 - 50)
and acquaintance (OR 7.5, 95% CI 1.0 - 56) assault had a greater odds of anal injuries
when compared to stranger assault (242).

Number of
perpetrators

In all six studies there was no association reported (206, 210, 223, 224, 227, 229).

Location of the
assault

In three studies there was no association noted between the location of the assault and
injuries (223, 226, 229), whereas one study reported significantly less injuries when
assaults occurred outdoors (215).

Time of assault

There were two studies that reported no association between the time of day and the
presence of injuries (223, 247), and one study that reported no association between
the day of the week and injuries (247).

Penetration

There were four studies that looked at whether penetration was associated with the
presence of genito-anal injuries. In two studies vaginal penetration (199, 222) and
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penetration with a finger (174, 222) was associated with injuries. In another study,
penetration with an object was associated with injuries (222). One study reported no
association (247) while another reported no association when penetration with a penis
was compared to penetration not by a penis (174). Only one study reported on oral
penetration and here also no association was found with genito-anal injuries (229).

Anal Linked to the variable above, all eight studies that looked at anal penetration and

penetration injuries reported a significant association (199, 204, 205, 222, 223, 229, 247, 251).

Position during | Two studies that tested this found no association between the position during assault

assault and genito-anal injuries (175, 247).

Violence during | Four studies reported that physical assault during the rape was not associated with the

assault presence of genito-anal injuries (223, 229, 247, 251).

Threats of One study found a significant association between threats and the presence of injuries

violence (227).

Presence of a Four studies reported that the presence of a weapon was not associated with genito-

weapon anal injuries (213, 222, 227, 229).

Resistance by In one study physical/verbal resistance was associated with genital injuries when

survivor compared to passive resistance or no resistance (247), whereas a second study found
no association between verbal resistance and injuries (215).

Non-genital Six out of seven studies reported an association between the presence of non-genital

injury injuries and genito-anal injuries (204, 205, 215, 227, 229, 251), whereas one did not
(223).

Loss of Two articles reported no association between the loss of consciousness and the

consciousness presence of genito-anal injuries (222, 247).
Examination characteristics

Bath after One study reported that survivors who had a bath after an assault had less genito-anal

assault injuries recorded (199).

Time between Twelve out of 21 studies found more injuries when survivors were examined closer

assault and to the time of assault, but the category of time varied from 24 hours to 72 hours (185,

examination 199, 204, 205, 221, 222, 226, 229, 233, 242, 247, 251). In the remaining 9 studies,
no association was found (175, 176, 206, 210, 213, 223, 224, 233, 241).

Examiner One study reported no association between sex of examiner and genito-anal injuries

recorded (228). Two studies reported that examiners with less experience recorded
more genito-anal injuries (199, 228), but the problem with a high rate of false
positives in those less experienced was noted in the one article.

* Only data related to genito-anal injuries are presented and where associations are reported, these were reported to
be significant in the study based on a significance level selected by the authors. Where it is reported that there are
no associations, this was tested and found to be not significant by the authors based on their significance level in the
publication.

Injury prevalence and factors associated with it vary considerably across studies and areas. This
is in part difficult to compare due to various differences in the study designs, but most
importantly there is no consistent means by which injuries are defined and presented, including a

40



lack of knowledge on injury interpretation (254). Health care providers, as forensically trained,
record all clinical signs that survivors present with, yet the relevance especially in the legal field
for some (e.g. redness in the genital area) are questionable, and as such they have been excluded
from injury prevalence data in certain studies. An injury classification system that includes a
severity score, anatomic location and injury type, which is relevant to the health care setting and
criminal justice system, has been proposed (255). It would be interesting to see if the research
and clinical fraternity will adopt this system if it is found to be valid and reliable in post-rape

examinations.

A classification system for child sexual assault has been developed, but of concern to experts is
whether health care providers with basic skills are able to identify between normal and abnormal
genital findings, where distinctions can be quite subtle and require examination in various
positions (256). Misclassification of normal genital variations as abnormal findings by junior or
untrained providers is a potential problem. A number of studies have reported on poor
knowledge in all health care providers on the genital anatomy in children (257-259) - the hymen
was correctly identified by only 59% to 62% of family practitioners, paediatricians, emergency
department physicians and paediatric nurse practitioners, and the vaginal opening by 58% to
60% of the sample population (257-259). Physicians and paediatricians who were more
experienced (i.e. who had performed a higher total number of child sexual abuse examinations,
had testified in more cases, and who conducted a greater number of examinations per month),
and examiners who regularly reviewed cases with an expert and who kept up to date with current
research were found to be more knowledgeable on anatomy and interpreted photographs and
documentation more consistently than less experienced doctors (258, 260, 261).

4. MODELS OF POST-RAPE CARE AND IPV SERVICES, AND INTERVENTIONS TO
IMPROVE SERVICE DELIVERY IN LOW AND MIDDLE INCOME-COUNTRIES

INCLUDING SOUTH AFRICA

When planning a model for post-rape or IPV care the following dimensions have to be
considered (Figure 4):
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Access: At which level of care will the service be provided and within which
level/facility? Where would the service be delivered? Which providers are best suited to
deliver the services so that the service is more acceptable to survivors?

Cost: What will be the cost of delivering the service and who will bear the burden of that
cost? Will the service be free with expenses covered by the state through various
possible means, or will there be a fee for service? Will the fee be paid for by the
survivor, NGOs or through private insurance? If kept within the state, the budgets of
which departments will provide for the service (i.e. health, police, justice) or will a
special grant or provision be available?

Sustainability: Is the model sustainable in terms of staffing requirements, workloads,
equipment, medicine needs, and acceptability by survivors, all related service providers
and the community in general?

Comprehensive care: What care should be included in the package of service? Will
provision be made for acute and chronic health needs? Should post-rape care be linked to
other care, e.g. IPV care? Should other related services be included in the model (e.g.
police, legal, social welfare)?

Integration: Will the public sector, NGOs or private sector provide the service or will
there be a combination of service providers? Will service providers, both within the
health system and externally work collaboratively to deliver the service? Will all related
services be delivered directly or will there be a need for referral to external sources? Will
the model ultimately reduce the number of contacts a survivor has to make to obtain

assistance?

Focusing on models of care and studies that have attempted to improve the delivery of post-rape

care in LMIC provides valuable information and these would probably be the models most

replicable in the South African setting. In addition, expanding this review to include services for

IPV is necessary, as many countries have merged these services. Of the models of care that were

presented in the literature, some were conducted in only one or a few institutions while others are

implemented more widely, in more than one institution or even across a country. Very few

models focus on post-rape care alone while quite a number have addressed violence against

women or GBV. Yet, in many of these, the provision of care in relation to rape is not
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specifically described. It should be noted that there were few programmes that had been
evaluated systematically and few studies describe the circumstances that influenced the
integration of services (262). Furthermore, most of the documents include research studies or
publications by NGOs or research units, as governments seldom described their models of care

in formal documents which are easily available online.

Violence

Rape / against
sexual women (and
violence children)

including [PV

Improve access

Minimise cost

Ensure sustainability

Offer comprehensive care

Integration

Add new post-rape,
IPV or GBV
services to current
services offered
within a certain area
of the facility or in
the facility as a
whole through
training of specific
providers

Horizontal
integration within
the facility where
post-rape, IPV or
GBYV services are

provided by a
number of providers
within the facility
through internal
referrals

Vertical integration
within the facility
where post-rape,

IPV or GBV
services are
provided by a
number of providers
within the facility
who are all located
in a specific location

Integration outside
of the facility where
some post-rape, [PV
or GBV services are

provided in the
facility with
external referrals
required for other
services

Figure 4. Integrated model for post-rape care and IPV services

4.1.1. CONFINED INTERVENTIONS OR PROVIDER-LEVEL INTEGRATION

In Venezuela, the Dominican Republic and Mexico, efforts were made to incorporate GBV
services into reproductive health services offered by NGOs (2, 263, 264). These included the
development of local guidelines, training of staff, and development of resources for both

providers and survivors. Although some improvements were reported in very brief evaluations
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of the projects in relation to provider beliefs and the number of providers trained, the projects
still reported on challenges, including confidentiality, high workloads and no changes in

screening practices by some providers.

In Sri Lanka, NGOs attempted two models for delivering GBV services in government hospitals
(265). This included the establishment of help desks in five hospitals, and the inclusion of
screening with referral to the NGO in the antenatal and gynaecology clinics in another hospital.
However, the first model was dependent on funding for sustainability and was also limited to
providing counselling and legal advice, while the latter failed once the project was completed, as
the hospital staff did not continue with the screening. In South Africa, a research unit first
trained PHC nurses and then HIV counsellors to conduct screening for IPV (63, 64). The nurses,
who were from four districts in the Eastern and Western Cape, reported that they were more
motivated to assist patients and that the training was informative and empowering (63). Yet in
both studies providers indicated that there were system challenges to deliver the services, which
included staff shortages, and the counsellors who were based at a clinic in Johannesburg were
not screening a year later. In this study the gender attitudes of counsellors was also considered to
be important (64).

4.1.2. HORIZONTAL DELIVERY OF SERVICES

Almost all of the models that were viewed as horizontal integration included referral outside of

the health sector and therefore these are presented together in this section.

Interventions to improve the delivery of post-rape care in South Africa were implemented in two
rural hospitals without further expansion. In the first intervention, a nurse-driven model of post-
rape care was implemented by a research unit in 2005, consisting of the establishment of a sexual
violence advisory committee, development of a hospital rape management policy, running of a
training workshop, assigning a designated room for examination, and running community
awareness campaigns (54, 266). Prior to the intervention, a review of the service found that it
was of poor quality and fragmented, while there were considerable improvements in the delivery

of clinical care as well as trauma counselling, and referrals after implementation of the
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intervention. In addition, efficiency improved by providing all rape-related treatments in one
room and 54% of survivors reported seeing six or more providers compared to 86% in the past.
Nurses were able to provide high-quality care, however many nurses were reluctant to conduct
forensic examinations as there was a lack of clarity on their ability to testify in court. Moreover,
rape survivors provided more positive feedback on the services, staff attitudes, and counselling
after implementation of the intervention. A second phase of the intervention occurred in 2006
when the hospital employed a forensic nurse, who was supported by a nurse employed by the
project (55). In addition, a lay counsellor and para-legal officer were appointed. In the second
hospital, a NGO-led intervention established separate rooms for clinicians, police and
counsellors to deliver care for rape survivors, and they provided staff including victim advocates
who offered on-going support to survivors (266). The programme was found to improve
adherence levels for PEP through intensive counselling plus a household-level follow-up.
Between 2007 and 2009, 55% of 765 clients were given PEP compared to rates of 20% to 35%
reported elsewhere in the country at the time. However, follow-ups at the household-level are

resource intensive for many LMIC, and more costly to implement.

In El Salvador, Guatemala, Honduras, and Nicaragua, national guidelines on sexual violence
made provision for comprehensive care but a review in late 2008 on the availability and
implementation of the guidelines found that only 18% of facilities had them available and that
comprehensive services were not fully implemented (267). Sixty eight percent of facilities had
pregnancy tests, 59% had emergency contraception, 38% provided PEP and 3% had hepatitis B
vaccine available. In addition, 62% provided psychosocial support either by referral or on-site
while only 26% of facilities provided legal assistance again through referral or on-site (267).
There was no reliable information on the number of survivors managed and a review of four
patient files per facility found poor quality of documentation, lack of standardized forms, and
inadequate information. The comprehensive care programme that was implemented in six
municipalities in Guatemala was further described in another publication (268). The project
included 1) medical and psychological care, and active case finding, 2) prevention of sexual
violence through education and awareness, and 3) advocacy and networking. A unique feature
of this programme was that a social worker actively searched for survivors who did not attend
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their second visit. Challenges included the low number of survivors accessing care, high loss to
follow-up thereafter, and the need for legal guidance to be included in the services.

In Mexico and Kenya, models for post-rape care were first tested in a few locations before being
expanded more widely in the country (2, 269). In Mexico, the integrated model that began
launched in 2000 included the detection of violence, provision of medical care and counselling,
information registration, and referral for social and legal services (2). As part of the
implementation of the model, health care providers and justice staff were trained and later a
national certification course and policy were developed in 2009. In Kenya, a standard of care,
protocols and algorithm were initially launched in 2003, while a national guideline was later
published, user fees waived in 2005, and an evidence collection kit developed (269). The model
included having a coordinator in each District Health Management Team liaising with police to
improve referrals although it was later noted that there were still problems with referrals from
smaller health facilities and within the hospitals themselves. Other challenges included the lack
of coordination between programmes, the fact that clinicians were uncomfortable about
testifying in court, the shortage of counsellors, increasing workloads for others, while

counsellors themselves had concerns related to confidentiality.

In relation to IPV, two models were tested by external organisations in other countries while two
models were tested as part of a research project in South Africa. In the first model, a primary
care programme for women suffering from domestic violence was implemented in the University
Health Centre of Sdo Paulo in 2000 (Brazil) (270). Patients who were identified at the hospital
were referred to the programme in the PHC centre, but all women were able to access the
services. Trained health care providers, such as nurses, psychologists, social workers or
physicians provided counselling in sessions lasting about an hour, and on average three to four
meetings occurred. The programme also used a service guide, which listed all referral services
in the city although intersectoral service networks were unable to be established (71). In the
second model, presented in an article published in 2002, the Women Friendly Hospital Initiative
was launched in 30 facilities in Bangladesh (271). It focused on the management of violence
against women, quality of care, mother-baby service package, and gender equity. In terms of the

management of violence against women, the initiative required that each level of facility should
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have four personnel trained on the Protocol for Violence against Women, adequate examination
and records maintained, and a proper referral system to other agencies or higher levels. The
Violence against Women Management Protocol and Standard Operating Procedures were
developed with stakeholders, researchers and activists, and these were refined over time.
Training modules and six-day lesson plans to train doctors and nurses separately were also
developed. Doctors were trained more on medico-legal examination, while nurses were trained
on psychosocial counselling because of the lack of psychologists and psychiatrists on site. The

authors reported that pre- and post-testing were conducted but no results were presented.

Another model for IPV service delivery was tested, revised and piloted in the Western Cape of
South Africa by researchers from a local university (15, 272-274). The first study sought to
evaluate a proposed protocol on screening for and managing IPV in two urban and three rural
PHC facilities as there were no clinical management guidelines for IPV in South Africa (15).
According to the protocol, primary providers were expected to provide all aspects of the service
including universal screening, forensic documentation, safety assessment and safety planning,
referral to the justice system and local services, and follow-up care. Providers from the facilities
were trained to screen for IPV and refer to the study nurse but it was found that they did not do
this for a number of reasons: heavy workloads, attitudes of providers — feeling that IPV was a
social and not a health problem, the nature of the provider-patient relationship, difficulties of
managing IPV in a PHC setting, frustration with survivors not following their advice, concerns
regarding privacy and danger if they lived in the same community as the survivor, and possibly
provider’s own personal experience with IPV (272). Furthermore, the full assessment by the
study nurse took on average between 60 to 90 minutes, which would make it impossible for the

primary provider to implement.

Following this work, a revised intersectoral model for IPV care was piloted in a rural sub-district
in 2012 (58). In this model, IPV survivors would be identified through targeted case finding and
treated clinically by the primary provider before being referred to a dedicated IPV service that
was run by one of the social workers employed by the Department of Social Development on one
day a month per facility. Here safety assessment and planning, counselling and referral were to

be offered. This would be followed by participation in five life-skills group sessions and a
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community-based support group that would be facilitated and coordinated by the Department of
Social Development. On completion of the 11-month intervention period, it was noted that 165
women were given appointments for the IPV service yet only 75 (45%) attended. In the same
time period 373 IPV complaints had been reported to the police. Only one life skills session was
run at two venues, and no community-support groups were established. Access to the
intervention was noted as problematic. The fact that the service was only available once a month
with potential indirect costs and loss of income for survivors, fears regarding the removal of
children or breach of confidentiality within the small communities, concerns regarding stigma
for seeing a social worker or suspicions that they would be forced to follow a legal route (as was
the previous focus of services) all resulted in poor attendance. The on-going belief that IPV is a
non-health related problem continued, resulting in poor-uptake of the project by providers and it
was felt that the social workers lacked organizational and facilitation skills to run the group
sessions. It was hoped that referrals would be reduced and survivors treated more holistically by
the social worker, but this did not occur. In part this was due to the attitude of providers and
their lack of capacity in mental health skills, but health system issues such as high workloads
also played a part. Another major challenge resulted from the intersectoral nature of the project.
The implementation team, which was made up of members from the Department of Health,
SAPS, Social Development, service providers and the university, did not function well. They
complained about the lack of consultation and opposed the group components of the intervention
stating that it was inappropriate in the local context. They did not communicate sufficiently
amongst each other and with service providers on the ground resulting in further resistance to the
project at all levels. In summary, the scale and the complexity of the project were
underestimated and IPV services were not integrated into routine services. The need to consider

contextual factors was an important lesson from the project.

4.1.3. ONE-STOP CRISIS CENTRES

4.1.3.1. Efforts by government departments

Government led efforts that are presented in the literature include one-stop crisis centre (OCCs)

or similar models.
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The Malaysian OCC model for violence response is considered to be the pioneer by virtue of
opening the first OCC in a hospital’s Accident and Emergency Department in Kuala Lumpur in
1994, and attempts have been made to replicate this elsewhere in the country and region (275).
In this model, comprehensive services provided to adults and children include medical care,
counselling, specialized services through internal referrals, and external referrals for social
welfare and NGOs through the interagency network of police and social workers (275, 276).
However, from commencement there were misunderstandings related to roles and
responsibilities of the different players. The initiative led to the development of a national policy
on the health sector’s response to violence against women, and an instruction from the Ministry
of Health was given that all government hospitals should establish OCCs. The instructions did
not, however, clearly state who should direct the OCCs, and how these should be implemented at
district hospitals and areas where there were no NGOs working. This resulted in difficulties in
scaling up the services, especially as no additional funds were provided, resulting in many OCCs
being poorly supported. As expected, a study that was conducted in 2007 on the OCCs in two
contrasting states (276) found that the model differed between hospital settings, as individual,
organisational and policy level constraints influenced implementation. Staffing was a problem,
with many staff fulfilling more than one role (e.g. one OCC staff member was also the Head of
the Emergency Department), meaning that they were not providing a dedicated service to the
OCC. Secondary level and especially district hospitals in both states struggled with a lack of
specialised providers and limited referral choices. Thus, the consultation process had the
potential of being quite lengthy and fragmented, as opposed to being the one-stop service it was

meant to be.

A similar approach was used in Thailand and Bangladesh where one or two OCCs were first
established before being expanded in the country, yet both experienced some challenges from the
onset with staffing and external referrals (277-279). In Thailand, only specific women were
screened and all services, including legal assistance, safety assessments, provision of temporary
shelter and the hotline were provided by hospital staff as this was considered to be a more
effective and sustainable service model when established in 1999. NGOs and other agencies
were only called if deemed necessary (277). Although the plan was to expand the OCCs to 20

public hospitals as some budget and technical support was made available by the Ministry of
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Public Health (280), a review a year later found that only five were well established. Poor
networks within the hospital and with external services were considered to be the reason why
some OCCs failed to establish. Other problems with the model included insufficient mental
health care, shortage of staff, and difficulties in caring for women who came to the hospital after
hours (281). A concern was also raised that the national mandatory policy was published

without a proper implementation plan or adequate budget (280).

In Bangladesh, the OCC provided services to survivors of rape and other violent crimes, such as
burn victims, and survivors of physical assault including domestic violence (278). Services
included health care, police assistance, social services, legal assistance, psychological
counselling, a hotline and shelter services. The OCC consisted of four areas: a bedded ward for
admission, a second room for doctors, police officers, and a computer programmer, a third room
for forensic examinations, and a fourth room for counselling. Staff was comprised of nurses,
police staff, a computer programmer, dedicated doctors working from 8am to 2pm, and
emergency officers, who admitted and treated patients outside of the these hours. In addition,
volunteer counsellors from the NGOs provided legal advice and counselling on court, divorce
proceedings, temporary shelter, and child welfare during weekdays. The Department of Social
Welfare provided clothing and financial assistance, while the Ministry of Health and Family
Welfare trained staff.

In the Philippines, the Women and Children’s Crises Care and Protection Units were established
in 44 of the 72 regional and speciality hospitals. In the Maldives, an island with a small
population, only one Family Protection Unit was established in the Casualty (Outpatient)
Department of a hospital (265). Both models used obstetricians / gynaecologists to provide care
and included counsellors in the Units. In the model implemented in the Philippines,
psychiatrists, psychologists, paediatricians, nurses and social workers sometimes assisted in the
service provision. Both countries used external referrals for additional support — in the
Philippines referrals where made to the public or private sector including NGOs for legal
assistance, police support, shelter, financial, livelihood support, or mental health care and in
Maldives patients were referred to social workers at the Ministry of Gender and Family, the
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Society for Health Education or a local NGO. In the Philippines, each Unit was required to
follow-up their patients until they were discharged or properly referred.

Malawi and South Africa were the only countries that included an improved conviction rate as an
objective for the establishment of OCCs. In Malawi, OCCs were initially established after 1999
to address violence against children but it was subsequently expanded to include services to
women and men (282). The plan comprised the establishment of 287 OCCs in all major district
hospitals but at the time of the publication in 2012, only a few OCCs in referral hospitals were
implemented. The OCCs included health, social and police services. External referrals were
made to NGOs and faith-based organization for psychosocial services. Some challenges were
noted during the evaluation of the service. The Ministry of Health had to address staffing
shortfalls within their own department, while negotiating for staff from other Ministries to be
released to support the OCCs. At the level of OCC, it was noted that internal networking and
referrals, as well as linkages with external resources needed to be strengthened.

In South Africa, a new model, the TCC was piloted in the Western Cape by the NPA to improve
the prosecution and conviction of sexual offences cases. The model used a multi-disciplinary
team, comprising of police, medical personnel, social workers, prosecutors, and community
volunteers (283). The specially trained doctors and nurses were meant to conduct the
examinations, collect evidence, complete legal documentation and refer for counselling. Trained
and dedicated investigating officers would be responsible to take the survivor’s statement and
phone the prosecutor to get more advice on the case investigation. Survivors would be informed
about the name of the investigating officer and the case number, and transported to a place of
safety. The officers and specially trained prosecutors would then continue working with

survivors.

As intended, the model improved conviction rates with a report-to-conviction rate of 18% in
2003 while the national average was 7% to 8% (37), and higher trial-to-conviction rates
compared to other sexual offences courts (62% vs. 42% in 2004 and 83% vs. 65% in 2006/7)
(284, 285). However, an evaluation conducted in 2003 found that the Centre was functioning

very differently from the envisioned model (37). In reality, there was no dedicated medical staff,
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which resulted in long waiting times for patients. In addition, the nursing sister also provided
community liaison and termination of pregnancy services over and above the OCC services.
Investigating officers were not on site, occasionally took long to come or came without evidence
collection kits. Later studies found that waiting times were reduced (283) but that there was still
poor quality of care. A study conducted in 2007 reported that there was insufficient staffing as
well as lack of resources, and training (286). Health care providers were not aware of the
National Management Guidelines and had poor clinical practices; follow-up care was poor, and
the needs of children were not sufficiently being met (286). The reason for testing a separate
IPV care model in the Western Cape (described earlier) as opposed to an integrated model with
the TCC is not discussed but it may reflect the limited accessibility of the TCCs to larger

facilities in more urban settings (58, 274).

Despite the above findings, and without the availability of further evaluation reports, TCCs have
subsequently been rolled out across South Africa with 38 to 44 facilities having these specialised
centres for rape survivors (287, 288). However, there is evidence that the NPA has looked at
rape statistics, accessibility of facilities, available infrastructure, human resources and the extent
of intersectoral collaboration during planning the expansion of the TCCs (289). Some provincial
Departments of Health in the country have also “borrowed” this model by establishing care or
crisis centres in facilities where patients with medico-legal requirements are solely seen. This
includes both, rape and IPV survivors. Although the linkages with the police and the judicial
system are not as clearly defined as in the TCC model, they are possibly somewhat stronger

compared to other facilities due to the nature of the work and arrangement of service delivery.

4.1.3.2. Joint efforts or efforts made by external organisations

Reports from Vietnam and India describe OCCs that were established by the cooperative efforts
of external organisations with government. In Vietnam, The Women’s Center for Counseling
and Health Care was established in one hospital in 2003 by NGOs, research units and
government with a focus of improving counselling skills and expanding the use of GBV
screening and conduct of examinations by hospital staff (290). A review six years later found

that 70% of the 247 staff who were interviewed had not received training on GBV but displayed
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a high level of awareness of GBV issues. Efforts to provide care were however hindered by
obstacles, such as a lack of training, resources and facilities, and heavy workloads. It was also
noted that there was a decline in the willingness to conduct medical examinations, which was
considered to be due to the unavailability of protocols required by junior staff to examine and

treat GBV survivors.

In India, OCCs were established in two hospitals as part of the Dilaasa® project, which was a
joint initiative of the public sector (Municipal Corporation of Mumbai) and an NGO (291, 292).
The roles of the Municipal Corporation and the NGO were clearly defined at the onset — the
Municipal Corporation was responsible for providing the facility, staff in the form of a full-time
social worker, a part-time doctor and clinical psychologist, 10 beds, free medical and
government referral support, and a Project Director. The NGO was responsible for providing a
Project Coordinator and consultants, technical assistance, training a core group of staff, and
securing funds from international donors. The crisis centres were eventually managed solely by
the Municipal Corporation with the NGO providing technical support only. At the OCCs,
medical care and counselling was provided with referrals made for legal counselling or shelters.
Women were screened in the wards by OCC staff or referred directly to other departments in the
hospital as well as other hospitals, and with time, some women began to access the services on
their own. Based on the number of women who had been counselled (peak of 319), the authors
raised the concern that the OCC might not be sufficiently accessible. The final component of the
project related to expanding the OCC to other hospitals through capacity building and training,
but a clear plan for doing this was not provided.

In Timor Leste and Papua New Guinea, OCCs were first established by NGOs but in Papua New
Guinea a national guideline was later published stating that each hospital should establish OCCs,
and provided details of the staffing, service provision and structure of the OCCs (265). In Timor
Leste, the centre that was established in one hospital provided medical treatment, counselling,
legal advice, overnight accommodation, follow-up care and referral to other sources, although
forensic examinations remained a challenge as there were only two trained forensic examiners in

the facility. The NGO provided awareness-raising training but there was no national training

® Dilaasa means reassurance
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programme. In Papua New Guinea, the staffing requirements according to the national guideline
included a full-time nurse coordinator, female community health worker, volunteer and
receptionist, as well as a physician and medical social worker on call-duty (265). A national
protocol and training was also introduced to standardise the care provided. There were no formal
referral systems in place, although informal linkages with local agencies were present.
Challenges included a decline in service provision and a concern regarding the implementation

of the national guidelines in view of the collapsing health system.

Similarly, in Brazil and Kenya a few specialised centres were established by research units or
universities. In the first study in Brazil, a multidisciplinary team (i.e. a nurse, doctor,
psychologist and social worker) had been established in 1986 to support survivors in the Integral
Care Center for Women's Health, which was based in a tertiary hospital. Specific training was
given to providers, and protocols and flow charts were developed (293). The Municipal Health
Secretariat subsequently used the model to standardize care in the metropolitan region of
Campinas. In the second study from Brazil, a Women's House Centre was established in 1998 at
the Federal University in Sdo Paulo (294). Their team, which comprised of doctors, obstetricians
and gynaecologists, nurses, psychologists, a psychiatrist, social worker, sociologist and lawyer,
were all university staff with an NGO providing the legal support. The Center was established in
response to a request by government that university courses in health include work on violence

against women and the space thus allowed for learning, teaching and research.

Two projects have also been undertaken in larger hospitals in Kenya. In the first study, the
Gender-Based Violence and Recovery Centre was established in Mombasa as a public/private
service model offering clinical, social and legal care, where health care providers were provided
with specialised training (295). In the second study, the Center for Assault Recovery was
established for post-rape survivors in 2007 in a teaching and referral hospital in Eldoret (296).
The service was located in a private room next to the Accident and Emergency Department with
a part-time hospital nurse managing the Center. A protocol and treatment guideline was
developed with local and international collaborators, and a standardized encounter form was
developed by physicians, the police and medico-legal experts. The service was provided for free

but no samples were collected for DNA analysis. Staff in the Accident and Emergency
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Department and Reproductive Health services received in-service training and the nurse
managing the Center received training similar to that of sexual assault nurse examiner (SANE)
programmes. She was however unable to conduct examinations but provided support to
physicians and assisted patients with counselling and treatment. In a review of patient records it
was found that the encounter forms were well completed except for the drug and alcohol history,
which reflected reluctance by providers and survivors to discuss this. Treatment protocols were
also adhered to except that only 44% of patients received counselling, as there was only one

counsellor for the Accident and Emergency Department who only worked during office hours.

In summary, various models of care are present in LMIC including South Africa. The models
for service delivery were often depended on the availability of local resources, and
implementation thus varied across settings. Some models were found to be more viable and
resulted in a modest cost if existing staff and infrastructure were used. However, these were
somewhat narrow studies with focused interventions and expansion might be more complicated
(54, 266). In addition, countries faced the challenge of not having sufficient skilled human
resources with specialised skills in mental health and advocacy. Where resources were limited,
there was a greater dependence on external organisations. Externally led models were thus more
common where the public health system was weak, under-resourced, prejudiced, inaccessible, or
where external organisations had a strong presence. As reported, a number of initiatives had thus
been made by NGOs and research organisations, sometimes within services or clinics that they
ran independently while others had worked within the formal health system of countries.
However, this did not always lead to system-wide integration, improvement or change. Where
there was a lack of support within the health system, the model disintegrated relatively easily
when funding stopped. Then again, in some countries, external initiatives resulted in awareness
with health system changes including the development of policies, guidelines, training and
adjustment in the delivery of care. Where government services were well established, the
response tended to be led by the Ministries of Health and therefore was more easily scaled-up.
Yet, even when a service was run by the health sector, sustainability was not guaranteed if there
was no long-term commitment and an understanding of the variations in services and resources
across the country. Furthermore, in a number of studies problems were reported after the initial

project was implemented, yet expansion continued (e.g. OCCs in Malaysia and TCCs in South
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Africa) without clearly addressing the initial challenges. A combined approach, where
government and NGOs work together could yield the best results, but roles and responsibilities
need to be defined upfront and clear communication is essential. It was apparent that OCCs
were constituted very differently across countries. Staffing varied from having nurses,
counsellors, doctors, psychiatrists or psychologists either on-site or on call-duty. The
involvement and linkages with the police and legal services also varied in models, with some
having a full-time presence while others were referred to or called, if required. Similarly, some
Centres only managed rape survivors and/or survivors of GBV, whereas others provided for
additional reproductive and health care needs of women. However, it should always be
remembered that OCCs ultimately run as vertical services, which are known to have their own

advantages and disadvantages.

5. TRAINING IN POST-RAPE CARE

5.1. TRAINING FOR POST-RAPE CARE INTERNATIONALLY

A number of international training programmes are described, starting with SANE programmes
as these are much more established at a national level in several countries of all income
categories, followed by programmes that included doctors and other health care providers as

trainees.

5.1.1. Sexual assault nurse examiner (SANE) programmes and other nursing programmes

Initially, the nursing model for providing post-rape care has been well developed in the USA and
was then expanded into Canada. In the USA, the first SANE programme was launched in 1976
but only took off in the early nineties (297, 298) when the Violence Against Women Act was
signed into law in 1994, which made funding available for SANE training programmes (299).
Standardized curriculums were developed in the late 1990s and national certification became
available in 2002 (169, 300, 301). SANEs were trained to function independently through a 40-
hour didactic training linked to a practical component with a preceptor. By the early 2000s,

SANE programmes with separate curriculums were initiated for paediatric survivors (300), and
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one paediatric SANE course described in the literature comprised a six-day course with a
preceptorship that lasted between several weeks to three months (256). In 2006, the SANE

qualification was recognized as one of the forensic nurse specialties in the USA (298).

In Canada, nurses could serve as sexual assault nurses who assist physicians or as a specially
trained SANE. The SANE programme was introduced in the late 1980s and the length and
breakdown of the training is comparable to the model in the USA (297, 298, 302). By 2006, the
International Association of Forensic Nurses began offering SANE certification for
adult/adolescent and paediatric survivors (300). SANEs programmes were subsequently
expanded to a other countries, such as the UK in 2001 (303), Taiwan in 2005 (304), Puerto Rico
in 2013 (305), with Brazil considering the programme in 2014 (306). At the end of 2014, 741
SANE programmes were listed across the world, with 92% of programmes (n=680) listed in the
USA and 6% (n=45) in Canada (307).

Descriptive studies have found that SANEs improve the psychological healing of survivors, and
there has been evidence that they provide more comprehensive medical care, complete
documents and collect forensic evidence more accurately and have more cases progress through
the legal system and of perpetrators being prosecuted (308-312). SANEs also consider testifying
as part of their key performance areas and are therefore more willing to appear in court (312,
313). Survivors who have consulted with SANEs were satisfied with the services received and
they had shorter waiting times compared to when seen by a doctors (313-315). Similarly, two
studies comparing paediatric cases seen by SANEs and non-SANEs in the USA found an
improvement in care regarding pregnancy-related services, testing for STIs, performing genital
examinations, identification and recording of genito-anal injuries when seen by SANEs (74, 316,
317). When comparing cases consulted by a paediatric SANE programme compared to the
services offered prior to the SANE programme, it was noted that the SANE programme

consulted much younger survivors and that their cases had significantly more convictions (318).

Although SANE programmes have been hailed as a significant improvement compared to
previous services, it should be noted that they often do not function as separate entities. In an

early study in 1997, it was noted that the vast majority of SANE programmes were based in
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hospital emergency rooms and SANEs often provided services in more than one location,
including jail, the morgue, and other hospitals (319). Although this was convenient for patients
and hospitals, it caused problems with the availability of equipment and facilities for an
appropriate consultation and examination. In a study conducted in 2003, it was noted that 90%
of examinations were still conducted in hospital emergency rooms with 58% reporting that they
had separate examination rooms (320). The results remained the same after a repeat survey was
conducted in 2005. (321).

Additionally, the cost-benefit of these programmes needs to be considered, especially when very
few rape cases were reported annually. In one study, only three cases were reported per year
(321). Thus, in many facilities, SANEs perform additional functions, such as those of an
emergency room nurses, administrators, and working in other areas of hospitals (309, 320, 321).
Yet, one programme reported a challenge of requiring 28 trained SANESs to provide a 24-hour
on-call schedule with a high turnover of staff (313). High levels of attrition have been reported
in other studies as well (169). SANEs have also been noted to spend up to eight hours with a
patient, resulting in workload challenges if they were on duty elsewhere, while this was also
found to intimidate other staff who would have to provide the service if a SANE was not
available (169, 313). Funding provided challenges in establishing and sustaining the SANE
programmes, including having sufficient budget for training, equipment and salaries (322). An
early study reported on various salary structure programmes, which were implemented to
minimise costs. These included the employment of only 10% as full time staff, paying solely for
on-call time or a introducing a fee per examination (301). Although many states prohibit
survivors from being liable for payments of forensic services, if they do not have injuries,
survivors often have to claim for reimbursements from compensation programmes, if treated
(169, 313).

Other weaknesses and challenges were identified during implementation of the SANE
programmes. The vast majority of SANEs only consult with adolescent (>13 years) and adult
survivors, and there were only a few paediatric SANE programmes. In 2005, only half of the
programmes surveyed provided services for paediatric survivors (321). A qualitative study
conducted with SANEs in Massachusetts in 2011 found that although the majority supported the
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idea of cross-training for paediatrics, a portion were opposed to the idea as they had concerns
regarding the emotional stress of caring for paediatric survivors (300). Yet, as the authors note,
all Emergency Department staff were required to provide care to survivors and where no SANE
programmes existed, they did so. They were therefore more likely, and justifiably so, to feel that
they were ill equipped to properly manage paediatric survivors. Relatedly, a study that was
conducted in 2001 in Canada noted that there was no standardized training for general nurses,
other than SANEs, in dealing with rape survivors resulting in different levels of expertise (302).
For example, one centre provided a 2-day training workshop with stated learning objectives,
readings and case studies, while another simply asked nurses to read the programme policies and
procedures and the instructions from the forensic evidence collection kit. In the USA, it was
noted that only 20% of general nursing programmes covered sexual assault in training, with 6%
providing 5 or more hours of training on the topic (323). The training was also not adequately
covered during in-service. Fifty-four percent of emergency departments, which incorporated
SANE programmes provided training for new staff and 28% offered training to existing staff
(324).

A further limitation was that more than half of the programmes surveyed in 2005 (56%) reported
that they only conducted examinations when a case had been reported to the police (321),
although a federal law at the time stated that programmes could loose federal grant money if this
was expected from survivors (325). Follow-up also appeared to be poor, and in one of the first
reviews conducted in 1997, it was noted that most SANE programmes could not provide data on
medical follow-up of survivors — from which it could be assumed that there was minimal or no
follow-up occurring (326). In 2005, 44% of SANE programmes indicated that they followed-up
survivors by telephone and a third offered follow-up appointments. However, it was reported
that only about 20% of survivors returned for their appointments (321). In addition, in an article
published in 2007, 58% of SANE programmes reported calling the survivor within two days as a

follow-up compared to 44% of emergency rooms without integrated SANE programmes (324).

In some instances it was noted that the initial SANE training was not easily accessible to
everyone and the need to obtain continuous education created a further challenge (321). Another

concern was the length of the training, with some being unable to leave work to attend the
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training and others not being able to complete the training (321). In the UK, a qualitative
research project reported on variations within training of SANEs and it was indicated that not all
members of the multidisciplinary teams understood their role (303). Similarly, a 2005 study in
the USA reported that almost a third of SANESs had conflicts with victim advocacy organisations

in regards to their roles and responsibilities (327).

Essentially, it has been noted that SANEs like all other health care providers, are influenced by
the environment in which they work and the managers they report to. For example, in a review
of a SANE programme, 16 files of survivors (13% of those were consulted in the period under
review) could not be traced indicating inadequate record-keeping systems (313). Additionally,
during the early phases of the programme, when deciding on staff selection one director reported
that she did not hire nurses who had been raped in the last year, as they would not have
effectively deal with the experience in that time (301). In addition to her discriminatory view,
which had no clear evidence-base, one wondered how she obtained a history of past sexual abuse
from the applicants. In a review done in 2006, it was noted that SANES were not providing all
required services and that they were influenced by a range of factors, such as the cost of
treatment, working in a Catholic hospital or difficulty in balancing medical care (328).
Furthermore, it has been noted that the provision of PEP was inconsistent across SANE
programmes and was driven by site-specific protocols and the individual knowledge of SANES
(329). During a study on the provision of PEP, two programme coordinators gave incorrect
responses regarding HIV testing post-rape, and many provided responses that included common

misconceptions or biases against rape survivors (329).

As with nurses in South Africa, SANES also face challenges in the court system. Although it was
reported that prosecutors consider SANESs to be credible expert witnesses, it is noted that SANEs
are questioned by defence attorneys about whether they are sufficiently qualified and competent
(330). SANE programmes did also not address two important concerns: follow-up rates remained
low (i.e. between 6% and 60% at six weeks) and more than 85% of cases were not referred to
prosecutors by police for consideration for a trial (169, 311). Both are affected by broader social
and service delivery constraints that are beyond the scope of the SANE service.
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5.1.2. Training programmes for doctors and other health care providers

With the focus having moved away from doctors to nurses and the fear of a reduction in skills
(331), a number of programmes were developed to train emergency room doctors on the
provision of post-rape care and / or forensic medicine (331-334). It is noted, that emergency
room doctors manage acutely ill patients well, but they tend to make common clinical forensic
medicine errors, such as keeping incomplete records, delaying examinations, missing subtle
injuries, recording too detailed history of the assault which can be scrutinised in court especially
for children, and destroying pertinent evidence (256, 335). In 1991, the first clinical forensic
medicine training programme was developed in the USA (333). During this programme one
hour of training was dedicated to adult post-rape care and one hour to paediatric sexual abuse
and rape. In addition, emergency room physicians, who were interested, were offered a one-year
fellowship in clinical forensic medicine. In Australia, a 6-month rotation in forensic medicine
was initiated in 1996 for doctors specializing in emergency medicine (334). The 12 doctors, who
were trained up to 2001, all reported that they found the course to be valuable. This feedback
was similar to findings from another study that was also conducted in Australia in 2001 and
included seven medical doctors, who were employed by the government to provide forensic and
medical care (336). These doctors underwent an in-house training on counselling, assessment
and prevention of injuries, STIs and pregnancy, and forensic evidence collection. All obtained a
graduate certificate in forensic medicine that was run through correspondence by an external
university. All doctors reported that the course had improved their knowledge and the way in
which they provided care to survivors. A number of articles have also been published on
forensic medicine training in different countries, including Turkey (337), India (338), Sri Lanka
(339), Egypt (340) and Saudi Arabia (341). Details for training on sexual assault was only
briefly described in the articles pertaining to Sri Lanka, Egypt and Saudi Arabia. A detailed
breakdown of forensic medicine training at the undergraduate and postgraduate levels at the
University of Porto (Portugal) did not provide information on sexual assault training at a
postgraduate level although it could possibly fit into other areas of training e.g. personal injury
assessment (342). At an undergraduate level, forensic medicine was taught in the integrated
Master in Medicine as a fifth year independent curricular unit (342). This included practical
classes on selection, collection, preservation and storage of physical and biological evidence, an
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approach to victims and their families, sexual assault forensic examination (with mannequins)

and participation in clinical forensic medicine examinations.

In 2004, a project was undertaken in the USA to evaluate the effectiveness of a sexual assault
training programme that was provided to emergency room residents (332). The training ran over
eight hours and included lectures, role-plays and skill laboratories. Although the evaluation
showed an improvement in knowledge in the 23 residents who completed all of the assessments,
it was unable to show a significant improvement in communication skills. In a second study
conducted in 2011 in the USA, 12 emergency room residents working in a military hospital
participated in a sexual assault training programme that comprised of 4 hours of lectures and two
simulated cases (one male and one female) with actors and pelvic models (331). When
comparing the pre-intervention assessment that was conducted a month before with a post-
assessment that was done three months later, the authors found a 13% improvement (95% CI 7%
- 20%) based on a written examination and a 44% improvement (95% CI 24% - 64%) based on a
critical action completion during a simulated consultation. Self-reported comfort and
competency improved from pre-assessment to the 3-month post-assessment. In terms of family
medicine training, a review of 201 programmes in 2010 found that 67% of programmes provided
training on adult sexual assault while 85% provided training on child sexual assault, although
details on the actual hours spent on training for these topics were not provided (343).

In Sweden, a National Centre for sexually abused women was opened in the Department of
Obstetrics and Gynaecology at Uppsala University Hospital in 1995 (344). Besides providing
services for survivors, the Center was also tasked with developing courses for various types of
health care providers. A twenty-hour course for nurses, midwives and social workers was
subsequently developed on women’s legal rights, forensic examinations, the process of
normalizing violence, police methods of working, how children cope with domestic violence,
and attitudes in medical care. Training for doctors comprised a more intensive two-day course.
A Women's Health Center for sexual assault survivors that was established at the Federal
University in Sdo Paulo (Brazil) also included a training and research component (294).
Monthly classes and case discussions were provided to fourth and sixth year medical students in

small groups of 14 pupils at a time. Thirty final year and ten third-year residents of Obstetrics
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and Gynaecology and eight nurses and preventive medicine trainees who rotated through the
Center per year also provided services to survivors as practical training. Similarly, a specialized
referral centre for sexual assaults, that was established in London in the early 2000s required
additional staff, including doctors and crises workers, who underwent a six-day course on
examination of adult and child survivors and courtroom preparation (345). In addition, crisis
workers attended a workshop with the police on managing evidence. New staff observed at least
one examination before being placed on-call. Later in 2009, the Society of Apothecaries in
London established a Diploma in the Forensic and Clinical Aspects of Sexual Assault for doctors
who had an interest and were working in the field (346). This Diploma had been transferred to
the Faculty of Forensic and Legal Medicine under the Royal College of Physicians and an online

e-learning course was made available to support training (347).

Also in the UK, the British Association of Sexual Health and HIV found that in 2011 less than
50% of genitourinary clinics had training and procedures on sexual violence and only 22%
provided local training on writing legal reports and giving evidence (348). They also assessed
the level of confidence of genitourinary medicine trainees to manage patients who had suffered
from sexual violence. Forty-four of the 158 trainees (28%) participated in the study, of which
28% indicated that they were not competent in documenting history and examination findings
and that there was no training available for them, while 7% reported the same for sexual violence
history taking and risk assessment in survivors less than 18 years of age (349). The Association
subsequently held a one-day training programme in 2013 on male and female adult and
adolescent sexual assault, where 93% of the 70 varied participants reported that the training had
increased their confidence in managing patients (350). Participants had most confidence in the
clinical aspects of managing sexual assault pre-course and post-course. Topic areas, where
confidence remained low included, paediatric sexual assault, chain of evidence and female
genital mutilation. Although confidence remained low in managing paediatric patients, it was
one of the top three areas that showed the greatest increase in confidence. The actual data for

this study was not however presented.

With a specific focus on paediatric sexual abuse, physicians, nurses and child protective workers

from Indiana County completed a 2-week symposium in 1985 on the topic (351). Data for 21
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social workers and 14 medical professionals showed significant improvement in knowledge from
pre-test to post-test and this level of knowledge was maintained six months later. In a
continuous medical education programme on child abuse, health care providers in New York
State completed a self-study programme equivalent to 21 credit hours over a period from 1999 to
2002 (352). Within the 64 providers who completed all assessments (10 paediatric residents, 30
physicians and 24 physician assistants) there were significant improvements in post-test scores.
Post-test gains were found not to be significantly associated with practitioner type, educational
experiences, affiliations, area of practice, or access to the State Protocol. Two studies were
found that focused on improving services for children in the rural areas of the USA. In the first
study that was published in 2004, health care providers were invited to participate in a videotape
series consisting of five tapes of different lengths (18 minutes for tape 1 to 54 minutes for tape 5)
(353). Forty-seven paediatricians, 11 family physicians, 3 emergency medicine physicians, 2
gynaecologists, and 2 surgeons requested the first tape, of which 35 completed tape 1 and only
14 completed all 5 tapes. Significant improvements were noted from pre to post-tests, which
comprised of three to four questions per tape. In the second study, three days of training was
provided to doctors who participated in a telemedicine intervention that connected the
Emergency Departments of two rural hospitals to experts in UC Davis CAARE Center (354).
The telemedicine consultation process was found to be highly effective but the training
component of the intervention was not evaluated. Finally, the International Society for the
Prevention of Child Abuse and Neglect has made a training programme available that can be
used in all international settings with some modification by local trainers (355). This comprises
of a facilitator’s manual, participant’s manual and a baseline survey. In this programme, training

on child sexual abuse is allocated 10 hours out of the 23-hour programme.

A few studies have considered training for undergraduate students. A survey conducted in 2005
with universities that train medical undergraduate students in the UK found that only 38% (8 out
of 21 that responded) provided some training on sexual assault (356). In Florida (USA), a 45-
minute lecture was provided to second year students followed by a standardized simulated
patient encounter two weeks later (357). Approximately 90 students completed a pre-, post-, and
follow-up test after the patient encounter. The researchers found decreased rape myth

acceptance and increased endorsement for sexual violence screening from pre- to post-test but
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not from post- to follow-up testing. In Ireland, a two-hour interactive lecture was delivered to
third year medical students by a multidisciplinary team of clinicians on the appropriate response
to sexual violence (358, 359). Eighty-eight students participated in a pre- and post-lecture
survey, which indicated significant improvements on common rape myths and knowledge of
clinical and forensic aspects of sexual violence (although no data were presented on this). In the
USA, 40 freshmen medical students completed a programme on a computer-simulated paediatric
sexual abuse case as part of their neuroscience curriculum without being informed on the nature
of the case (360). All of the students found the case to be interesting and educational, and 79%
felt that it would help them recognize similar cases in the future. Seventy-three percent made the
correct diagnosis and this did not differ significantly when compared by gender or previous

personal or professional experience with childhood sexual abuse.

In the mental health field, a one-day training programme was provided to mental health
practitioners in New Zealand (361). This included a range of professionals, of which 53% were
nurses and 5% were psychiatrists. Ninety-four percent of the 85 attendees found the course to be
useful and 60% had read the national policy after the training compared to 23%, who read the
policy prior to the training. There was a significant increase in confidence to ask about sexual
abuse and respond to it, but no increase in those that believed that all patients should be asked
about abuse and offered counselling. After six weeks, 67% reported that the training had
changed their practice in various ways. A similar study conducted with mental health
practitioners in the UK included a one-day training programme on sexual abuse offenders and
survivors, as well as screening and responding to sexual violence (362). Thirty of the 53
attendees completed a post-training questionnaire and 93% reported that their knowledge and
skills had increased in the domain of sexual assault screening and response, while 77% reported

that their clinical practice had changed.

A large study was undertaken in refugee and conflict settings in Ethiopia, Kenya, the Democratic
Republic of Congo and Jordan (363). Here health care providers attended a four-day interactive
training on sexual assault. The attendees comprised nurses and midwives (71%), doctors (10%),
auxiliary technicians and nurse aides (19%). A total of 106 health workers from all countries

completed self-administered questionnaires, of which 40 also participated in in-depth interviews.
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Records were reviewed in 35 health care facilities in Kenya and the Democratic Republic of
Congo three months prior and three months after the training. The post-evaluation revealed that
knowledge, confidence and attitudes of health care providers improved, while inappropriate
beliefs about sexual assault did not improve. More eligible survivors received emergency
contraception (from 50% to 82%), PEP (from 42% to 92%), and STI prophylaxis and treatment
(from 45% to 96%), however psychosocial referrals did not show any improvement.
Furthermore, efforts to improve post-rape care in Kenya in general included the development of
national peer-review training programmes: a three-day course for doctors and an extended course

for HIV counsellors, but details of the course were not reported (269).

Lastly, a programme was established in an Emergency Department in the USA where mid-level
providers (i.e. nurse-practitioners, and physician assistants) were trained on becoming sexual
assault examiners (364). They were provided with a 24-hour course and on-going support.
Sexual assault kits analysed at the crime laboratory over a one-year period were compared for
this programme with Kkits from other Emergency Departments. The study found that mid-level
trained providers did not collect more evidence than providers in other Emergency Departments,
but their evidence collection was more complete and more compliant with standards of forensic
evidence collection. On a related point, although articles refer to sexual assault forensic
examiners and sexual assault forensic clinicians, these have included both SANEs and other
providers such as nurse practitioners, physician assistants and doctors and therefore this

terminology does not imply standardized training (169), which could be presented in this review.

5.2. TRAINING IN POST-RAPE CARE IN SOUTH AFRICA

In South Africa, numerous local and provincial training programmes for post-rape care have
been developed since 2003. In 2007, a review focusing on face-to-face meetings with all
provincial Departments of Health countrywide found that trainings significantly varied in the
content and length, which lasted from a few hours to 10 dayst0. Most of the training was
developed within or by Departments of Health, but a few provinces used external groups.
Hence, training was fragmented and there was a bias towards the legal aspects of services and

19 personal communication with representatives of all provincial Departments of Health.
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when medical care was covered, training only focused on a specific component of care, such as
PEP, but no training covered all aspects of medical care and legal requirements. Training was
also provided by other government agencies such as the NPA and the Department of Social
Development covering topics on sexual assault, domestic violence and victim empowerment.
Table 3 provides an overview of the training content for six of the South African provinces
depicting the amount of information covered under each goal, as defined by a national
stakeholders’ meeting that occurred in May 2008.

In addition, training was often run by specific individuals and therefore depended on their
interest and availability. These informal training programmes often lacked educational best
practices in that learning objectives were not defined and the training was not based on a needs
assessment. Only a few trainings incorporated manuals for trainees, whereas almost none had
manuals or guides for trainers. Outcome measures were not specified and there was no formal
evaluation of any of these programmes. Academic programmes were directed towards doctors or
nurses with a unique programme piloted by the University of KZN that provided a single course
for doctors, nurses and paramedicstt. All academic programmes did not train on post-rape care
separately but covered all aspects of forensic medicine. Training on sexual assault and post-rape
care for nurses was occurring in only a few provinces (e.g. Gauteng) and in some institutions

after the initial efforts to train nurses as described in Chapter 1.

Based on published literature, no studies were found that specifically covered a training
programme for post-rape care in the country. An intervention study, which was conducted in
one hospital in Mpumalanga in 2003 incorporated five activities in the first phase of the study, of
which one was the provision of training for health care and other service providers (54). This
included the pharmacist, social workers, police, prosecutors, and district representatives from the
Department of Health and Social Welfare. The intervention resulted in positive findings but as

indicated, the training formed part of a larger intervention.

11 Personal communication with Dr. Sagie Naidoo in 2007. Dr. Naidoo is the Clinical Manager (Medical): Clinical
Forensic Medical Services of the eThekwini District in KZN.
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Table 3. Content of training in six provinces in South Africa based of five specified goals”
Gauteng KZN "~

Northern North West = Free
Cape State

Limpopo

Ensuring safety and avoiding revictimisation

Context of rape & concerns of + +

victim/survivors

Prevalence, patterns & causes + +

Health consequences + +

Sensitivity, non-judgment & +

confidentiality

Needs of special groups ++ + + +

Law ++++++ +++++ | ++ + ++
+++++

Ethics, patients & sexual rights ++ +

Safety & preventing revictimisation +

Providing holistic care with proper treatment of injuries, and response to (risk of) unwanted pregnancy, HIV, STIs

and psychological distress

Assess, record history & document ++ +

Non-genital injuries ++++ ++ + +++

Pregnancy + + +

STlIs + + + + +

HIV + + + +

Mental health ++ + + +

Children ++++ ++ ++ ++

Providing information to survivors

Info on rape, law & legal processes +

Risks, testing, treatment, side effects, +

follow-up

HIV risk

Examination & related processes

Psychological impact & coping

Referral & further support

Collecting & documenting evidence and going to court

Examination +++++++ ++ ++ +++ ++

Crime kit & chain of evidence ++ ++ ++ +

Findings: J88 & interpretation +++ ++ + + + +

Courts +++++ ++ ++ +

Following up survivors and making referrals

Follow-up visits

ART side effects

3 month HIV test

Vicarious trauma +

Monitoring care +

* The number of + is a qualitative measure indicating the amount of content covered in the training.

“ Conducted by the Independent Medico Legal Unit
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Some work has also been published on training for IPV and domestic violence. In the late
1990s, a study, which focused on attitudes and experiences of GBV in PHC nurses added a four-
day training programme on the topic to a 12-month course that nurses were attending in rural
Mpumalanga (68). All of the nurses, who participated in the study found the training to be
valuable but there was no detailed evaluation of the training itself. Vezimfilho, a GBV
programme that was piloted with nurses (63) trained HIV counsellors in a Johannesburg clinic
over two days to screen women for IPV (64) but no screening was being conducted a year later.
In an IPV service model intervention tested in the Western Cape, doctors and nurses were given
a two-hour training on identification of IPV, attitudes and misconceptions surrounding IPV, and
on how the intervention fitted into their work (58). The social worker providing the IPV service,
as well as 19 other social workers received further training over four days on motivational
interviewing, mental health assessment, use of the protocol, and on how to run life-skills and
support groups as these were part of the intervention. As with the work in Johannesburg, a
qualitative evaluation of the intervention showed poor uptake and adoption of the intervention by

providers although survivors were supportive of the service (58).

In summary, with the exception of SANE programmes, international training programmes have
been of varied lengths and have focused more on the clinical aspects of training (297, 302, 308,
332-334, 336, 345). Studies comprised of small focused groups and short courses. Very few
studies had objective measures for evaluations of trainings, such as simulated cases or medical
record reviews of a large sample. The majority of the studies reported some change in terms of
knowledge, attitudes and practice, however, no study reported on an evaluation of a national
training programme, in either high or LMIC.

6. ATTRITION OF RAPE CASES

A key goal of service provision is to assist the investigation and prosecution of rape cases and
thus to provide justice for survivors. Unfortunately this often does not occur. From the time of a
rape occurring to the time of obtaining a conviction, there are a few places when cases can drop
out of the criminal justice system (Figure 5). The first most notable is the initial underreporting
of cases to the police. This is followed by the investigation of the cases once reported, which

ultimately leads to a referral to the prosecutor, if the investigation is completed for a decision to
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be made about whether to prosecute or not. As not all cases are successful, the final source of
attrition after a trial commences occurs when there is an acquittal or a non-guilty verdict for rape.
Withdrawals of cases by survivors can occur at any time period. Efforts are made to reduce and

minimise the attrition of cases through societal and system level interventions.

. . Influence on attrition
Reporting to the police

(Charge laid & case opened)}

Assigned to a detective

Investigation begins

Perpetrator/s identified and
arrested

Cases handed over to
prosecutor

Trial in court

-

QOutcome of trial

Figure 5. Process of case with potential points for attrition, and areas where the health care
system and care provided can influence attrition

There are numerous reasons why survivors do not report cases to the police (79, 109, 225, 365).
This includes the fear of not being believed, feelings of shame, guilt and confusion about
whether rape occurred or not. A number of women who are subjected to rape do not view it as
such, especially when the perpetrator is an intimate partner (366). The lack of reporting may
also depend on their ability to inform partners and family, and the potential impact it would have
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not only on themselves but also on others close to them. Cultural beliefs on what constitutes
rape and how it should be handled also play a major influence. Survivors may also have a bond
with the perpetrator and may feel pity or love for him. They may not want to cause difficulties
for the perpetrator and/or his family or may even depend on the perpetrator financially. On the
other hand, they may fear the perpetrator and there may be retaliation and intimidation by him or
those related to him. This is especially problematic when the perpetrator is a person in authority
or in a position of power. The poor availability and accessibility of services, and the judgmental
attitudes and incompetence of service providers in the police, health and legal fields can also act
as a barrier (322). Studies have reported that survivors receive more negative reactions when
reporting to formal providers compared to the supportive reactions that they receive from friends
and family (367, 368). Survivors may not feel that they are able to cope with the legal process of
the case, while others may also fear that their personal history will come under scrutiny during
this process or that they will not be believed (76). This is of special concern to women who
participate in socially unacceptable behaviour (e.g. sex work, drug usage, etc.) (366, 369). In
addition, personal or anecdotal experience on the attrition of cases through the system may
impede reporting, resulting in a cyclical process of further loss of reported cases (76). Some
survivors find the legal process, and even the medical process, invasive and traumatic, resulting
in them repeatedly reliving the experience of the rape and are not able to forget the experience
(366).

In contrast, there are factors that increase reporting of rape cases (79, 370). Survivors who feel
that they need help, either medically or legally are more likely to report a rape especially if they
are aware that the necessary services are available (366). Studies have found that survivors with
more injuries are more likely to report their case either for medical care or possibly because they
may feel that they have a stronger case to present to the police (163, 366, 369). Survivors may
fear their safety and report the rape with the hope that the perpetrator would be arrested, and in
addition not cause harm to others (370). They feel that the process of reporting helps them to

gain control over their lives.

One of the major reasons that a woman may report a rape is that she hopes that the perpetrator

will be arrested and punished for his crime. Although this is not feasible in every case, and in
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some situations, survivors themselves withdraw cases or are untraceable; data on the conviction
of cases in South Africa paints a dismal picture. As can be seen in Table 4, conviction rates for
rape cases in South Africa have remained below 10% of reported cases over time. The findings
were no different to those reported in a community study conducted in 1998. Results showed,
that for children less than 12 years of age, 55% of reported rape cases resulted in an arrest, 22%
went to trial and 10% resulted in a conviction (109, 111). A similar proportion of arrests (57%)
were made in cases pertaining to girls aged 12 to 17 years of age, with 21% also going to trial,
yet the conviction rate was slightly lower (8%). Amongst adult women, arrests were only made
in 47% of cases, a trial commenced in 15% of cases and a conviction was only obtained in 5% of
cases. Overall, in 1996, the conviction rate was just over 7% for this population of survivors in
South Africa.

Table 4. Conviction rates for rape cases in South Africa (1996 — 2003)
Location Sample Reported cases Conviction
referred to court

1996 (79) South Africa All rape cases 43% 7% of total cases
reported to the police 19% of referred cases

1998 (365) South Africa All rape cases 48% 9% of total cases
reported to the police 20% of referred cases

2000 (371) South Africa All rape cases 46% 8% of total cases
reported to the police (9% in children,

7% in adults)
17% of referred cases

2002/2003 (37) Cape Town city ~ Rape cases reported 18% of total cases
to the TCC at GF
Jooste Hospital
2003 (78) Gauteng 2 068 women who 43% 4% of total cases
province reported rape cases to 23% of referred cases
the police

Although conviction rates in some developed countries are higher, the problem with attrition of
cases through the justice system remains significant. In a comparative study using data from 13
studies, covering five countries (i.e. USA, Canada, England and Wales of the United Kingdom
(UK), Australia and New Zealand), it was noted that estimated conviction rates for rape in all of
the countries except the USA decreased from the period 1970 to 2005 (372). The most dramatic
decrease has been noted in Canada, England and Wales, where estimated conviction rates of over
30% were reported in the 1970s, which dropped to around 10% in 2000, based on the best-fitting
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line per country. In Australia, the estimated conviction rate declined from around 20% in the
1970s to about 15% in 2000, while in the USA estimated conviction rates showed a slight
increase from 12% to 15% over the same period. The author estimated that if the rates were
combined, for a 100 reported cases to the police, an actual total of 714 sexual assaults took place,

and out of the 100 reported cases only 13 convictions would be obtained.

Researchers argue that there is selective filtration of cases in the justice system, which is based
on the normative belief of what constitutes rape (170, 171). Studies conducted in other countries
have shown that cases that fit into a specific profile are more likely to receive attention in the
justice system and obtain a conviction. The expectation is that rape is perpetrated by an armed
and violent stranger against a respectable woman who then suffers from injuries during her
struggle to protect herself (76, 171, 366, 373, 374). This notion is reiterated at every point as
cases that are considered more likely of achieving a successful outcome progress up the system.
The factors that play a critical role in this movement include the previous sexual experience of
the survivor, her relationship with the perpetrator including whether she had previous consensual
intercourse with him, circumstances of the initial contact, use of a weapon and/or physical force,
promptness of reporting, proof of resistance and penetration with injuries (168, 375, 376). Not
surprisingly, when these factors are present, conviction rates of up to 100% are achieved (377).
The presence of injuries, in particular, plays a major role in the conviction of cases (166, 168).
Similarly, cases with children and older women are more often prosecuted, whereas those with
survivors who had previous convictions are less likely to be prosecuted (378). These beliefs are
not only found in the criminal justice system, but also within communities, which play a major
influence in the initial reporting of the case to the police (163). Moreover, based on the initial
history, the details of the incident are recorded by the police and often already being considered
by them to judge the survivor and the merits of her case. Thus, the path that a survivor follows
to get help could be described as one that is full of potential hazards, discouragement and lack of
access, and survivors are often submitted to other forms of hostility such as prejudice, judgment
and intolerance (270, 293).

Although not often considered, the health care system can play an influential role in improving

this path and reducing the attrition of cases (Figure 5). Access to health care without

73



requirements for official reporting, and the attitudes of health care providers can improve
attendance rates and potentially reduce long-term health outcomes of the rape (379). The quality
of care including evidence collection and documentation, can affect the way in which the
survivor, police and the judicial system view the case. Awvailability and competence of the
provider in explaining the findings in court influences the final step in the process. The delivery
of health care itself can also have an indirect role. It is hoped that survivors who receive better
health care would have improved mental health outcomes, and with it, enhanced coping
mechanisms for dealing with the stressful situation and more strength to continue the process,

although this might be challenging. Seemingly this may lead to less withdrawal of cases.

7. SUMMARY OF MAIN FINDINGS FROM THE LITERATURE REVIEW

In South Africa, rape is highly prevalent but there are shortcomings in the provision of care to
survivors, indicating a need to increase the use of evidence in the delivery of post-rape care.
This requires a nuanced understanding of rape and the delivery of care in LMIC. The aim of this
thesis is to address some of the gaps in the literature in order to propose potential improvements
that can be made to post-rape care services. Table 5 provides a brief summary of the main
findings from the literature review and points out specific gaps that will be addressed in the

various chapters of the thesis.

74



Table 5. Summary of existing evidence and gaps in the literature to be addressed in this

thesis

BRIEF SUMMARY OF

EXISTING RESEARCH

GAPS TO BE ADDRESSED IN THIS THESIS

Context

Bulk of literature from high-
income countries (HIC).

Provide evidence from LMIC especially South
Africa as prevalence rates are higher and in some
countries, including South Africa, rape is also
more violent in general.

(Chapter 2,5 -8)

Organisation
of services

Various models of care for rape
and IPV have been implemented
across the globe with much
documentation on the challenges
of implementation or expansion.

Review evidence of effectiveness for medical
outcomes, use of other services and referrals, as
some efforts have been made to look at legal
outcomes with different models of post-rape care.

(Chapter 4)

Selection and
capacitation
of health care
providers

Lack of data from developing
countries on training programmes
with most of the data from HIC.
The majority of studies had small
sample sizes. No evidence of
effectiveness of a national
training programme for post-rape
care.

Evaluate the effectiveness of the pilot of South
Africa’s national training curriculum in improving
post-rape care knowledge and confidence in health
care providers.

(Chapter 5 & 6)

Minimal data on factors
associated with post-rape care
knowledge and confidence of
health care providers in general
and after training. Research in
this field only from HIC.

Test for factors associated with baseline
knowledge and confidence in South African health
care providers and change in knowledge and
confidence after training.

(Chapter 5 & 6)

Strengthening
the
interpretation
of medico-
legal
evidence in
terms of
genito-anal
injuries

Minimal genito-anal injury
prevalence data after rape from
South Africa or other LMIC.
Data from only one other African
country (Nigeria).

Provide data on genito-anal injury prevalence post
rape from South Africa, by type and location, and
for female survivors from wide age group.

(Chapter 8)

No data on factors associated
with genito-anal injury
prevalence from South Africa or
other LMIC. Only data available
from HIC and most had small
sample sizes and poor analyses of
the data (bivariate analysis of
multiple factors).

Provide data on factors associated with the absence
of genito-anal injuries post rape in the South
African setting as there is a high prevalence of
multiple perpetrator rape and violence, and the
presence of injuries have been shown to influence
legal outcomes (Chapter 7).

(Chapter 8)
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CHAPTER 3

METHODOLOGY: HOW THE STUDIES WERE CONDUCTED

1. INTRODUCTION

This thesis will comprise of one unpublished paper and four peer reviewed journal publications,
one of which is a co-authored publication that is included to support the overall body of work.
This chapter provides a description of the methodology for the systematic review, the Sexual
Assault and Post-rape Care Practitioners Training Initiative Project and the Tracking Justice
Project. The systematic review addressed objective 1 of the thesis, the second project was used
to address objective 2 of this thesis while data from third was used for objective 3.

Table 6 provides a timeline for the development of the studies from data collection, entry and

analyses to the writing of publications for the thesis.

76



Table 6. Timeline for the three studies

2007 2008 2009 2010 2011 2012 2013 2014
Study Initial search Extended Completion of
1 and search and data extraction,
identification identification | commencement
of of of synthesis and
publications publications | publication
with data with data written
extraction extraction
Study Data Data Data Data
2 collection, analyses | analyses and | analyses
entry and and report and
preparation report writing report
for analyses writing writing
Study | Training of | Data Post- Secondary | Secondary
3 fieldworkers | collection | coding, data data analyses
and data data entry analyses and report
collection and and report | writing
preliminary writing
data
analyses
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2. STUDY 1: ASYSTEMATIC REVIEW OF HEALTH SYSTEMS MODELS OF CARE

2.1. BACKGROUND

In 2009, WHO hosted an expert working group to review experiences and evidence of
implementing and evaluating health sector interventions for violence against women. An outline
for guidance to the health sector on an appropriate response was drafted but consensus was
reached that detailed reviews on various topics was needed before clinical and policy guidelines
could be drafted. As part of this work, | was contracted to conduct a systematic review on the
effectiveness of service delivery models of care for addressing intimate partner and sexual
violence. | expanded this work in 2014 and included it as part of my thesis as it fitted well into

the overall theme and provides a good perspective on health system issues.

The systematic review was included as a study in the thesis as it encompasses a more
rigorous approach than a general literature review, which is prone to a number of potential
biases, of which the greatest is selection bias. The systematic review methodology
addresses these by clearly formulating a research question and using explicit methods for
searching and identifying articles and analysing data. Literature reviews provide a summary
and general understanding of a topic whereas systematic reviews provides detailed
knowledge on a specific topic and provides evidence of effectiveness, which was the
underlying subject of the thesis. For Study 1, some revisions were made to the typical
criteria used in systematic review e.g. restrictions in terms of databases searched or study
designs included as it was anticipated that there would be a lack of research in this field, and

a greater attempt was being made to include work from LMIC.

2.2. QUESTION

What are the effects of health system level programmes for female survivors of rape or IPV?
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2.3. STUDY INCLUSION

The focus of this systematic review was on health system level programmes that were

directed to female survivors of rape or IPV. Table 7 lists the criteria that were applied for

the inclusion of studies. Articles in English, French, Spanish or Japanese were considered

for review.

Table 7. Criteria for study inclusion

Population

Health organisations and health care providers who provide services to female
survivors of rape or IPV

Intervention

Health systems level programmes providing services to female survivors of rape or

IPV. This included:

o Developing referral networks, i.e. health care providers at one service point
referring patients to another service point, including community-based services.

e Patients receive multiple services by multiple providers at the same site through
internal referrals (horizontal delivery of services) or at one site (vertical delivery
of services).

o Individual providers are capacitated to offer more than one type of service

e Making structural changes, such as changing documentation, reorganising
services, changing rules within certain department, etc.

In the selected studies the latter two approaches occurred in programmes comprising of

approaches that are described in the first two bullets and therefore these were not

presented separately.

(Intervention that focused narrowly on screening, advocacy, counselling, or mental

health interventions were excluded)

Comparator

Any comparison data were required. This included randomised controlled trials
(RCTs), controlled trials, quasi-experimental studies, parallel groups, cohort studies,
case-control studies, and pre-post intervention studies

Outcome

- Physical, psychological or reproductive health outcomes
- Rates of rape or IPV recurrence

- Rates of providing related services

- Referral rates

Timescale

No restriction on time period for follow-up

2.4. SEARCH STRATEGY

The databases that were searched included EMBASE, Medline, Psych Info, CINAHL from
1% January 1990 to 17" November 2014, Criminal Justice, Global Index Medicus,
Dissertation/Theses, Lilacs and WPRIM up to 28 June 2011, Psych Books and regional
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databases (EMRO IMEMRO, SEARO-IMSEAR and AFRO-AIM) with no year limits. A
WHO librarian undertook the search conducted up to June 2011 whereas | conducted the
extended search up to November 2014. Terms used to conduct the searches comprised of
rape and synonyms (e.g. sexual violence, sexual assault, sexual abuse, etc.), partner violence
and synonyms (IPV, domestic violence, spousal abuse, battered women, etc.), any health-
related setting (hospital, emergency department, clinic, etc.), health care, public health, and

program/programme or intervention or health services.

Initially 26 645 potential articles and documents were retrieved through the search. No
systematic review was found that addressed the research question. Duplicate documents
and those that were not on the topic were excluded from the initial search results, using
specific search phrases and by reviewing each article title. Articles were omitted if they:

- Were purely descriptive

- Did not provide comparison data

- Were on inactivated polio vaccine or vaccination programmes

- Focused on child or elder abuse

- Were based outside of the health care setting (police, court, prisons, shelters,

community, etc.)
- Targeted the abuser or men as victims
- Focused narrowly on screening, advocacy, counselling, or mental health

interventions

Eventually 869 articles and documents remained, and after a review of the abstracts 703 did
not require a full review and were excluded. From the 166 publications that were reviewed,

11 published articles met the criteria of the search strategy.

2.5. QUALITY REVIEW

Although the intention was to apply the Grades of Recommendation, Assessment,

Development and Evaluation Working Group (GRADE) criteria (380) this was not applied
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due to the poor quality of the majority of the limited publications addressing the research

question.

2.6. DATA EXTRACTION AND SYNTHESIS

Two researchers including myself identified relevant publications and extracted the
necessary data from the articles. This included information on the study design, setting,
sample size, demographics of sample, intervention and comparator, follow-up period, and
measures and results of outcomes. Using the extracted information, | synthesized the data
to compile the results for the final review. This was done as a narrative based on tables that
were drafted for each intervention according to the four outcomes defined in the research
question. One study had two publications of varying follow-up periods but both were
included as different outcomes that were relevant to the research question, were reported on
(381, 382). A meta-analysis of outcomes could not be done due to the diversity of

methodologies, settings, and interventions.

2.7. PROJECT MANAGEMENT

I was contracted to conduct the systematic review by WHO. At the time the research question
and criteria had been defined but | reviewed this when | extended the search in 2014. | was
assisted by a WHO librarian with the initial search but conducted this myself in 2014. Two
additional researchers assisted me with the article identification and extraction of data. We met
weekly during this period to discuss application of the criteria and selection of publications. If
there were any uncertainties about the suitability of a publication, this was discussed at the
weekly meeting and after all reviewed the publication a decision was made on whether to include

the publication or not. | was responsible for the final synthesis and results.
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The project timelines are presented below:

ACTIVITY PERSON TIME
Initial search WHO librarian June 2011
Initial identification of | Ruxana Jina July — August 2011
publications and data extraction | Jacqueline Mendes
Leena Thomas
Extended search Ruxana Jina November 2014
Identification of publications Ruxana Jina December 2014
Data extraction Ruxana Jina December 2014 — January 2015
Leena Thomas
Data synthesis Ruxana Jina January — February 2015
Writing publication Ruxana Jina March 2015

2.8. LIMITATIONS

The intervention and health outcomes were not well defined in the original research
question and although attempts were made to better define these, especially the model of
care, some readers might disagree with these definitions or exclusion criteria. Moreover,
these posed challenges with the search strategy and very broad search terms were used to be
as inclusive as possible, which resulted in a large initial number of potential publications.
Yet, it is possible that some studies may still have been missed. A meta-analysis could not
be conducted which limited the reporting of results to a narrative form. Many of the articles
were of poor quality and did not report detailed information on sample size, demographics,
and measures of outcomes, amongst others. Efforts were made to include publications in
other languages but some studies may have missed if the publication title or associated
keywords were not available in English. All of the included studies were from HIC, which

limit the generalisability of recommendations.
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3. STUDY 2: THE SEXUAL ASSAULT AND POST-RAPE CARE PRACTITIONERS
TRAINING INITIATIVE

3.1. BACKGROUND

In 2007 - 2008, the MRC developed and piloted a standardized training curriculum on post-rape
and sexual assault care for the National Department of Health with funding from the UK
Department for International Development. The curriculum was developed after consultation
with national stakeholders, reviewing national and international programmes and identifying
gaps. A decision was then made on the length of the training and the outline of the curriculum.
Experts in specific fields as well as MRC staff were tasked to develop modules for the
curriculum. The selection of authors was based on levels of expertise and a need to balance the
workloads tasked to each individual author or group of authors. Authors were expected to
provide both the content required for a participant’s manual and teaching material required for a

facilitator’s manual.

The submitted work was reviewed and edited by the MRC staff to ensure a balance in teaching
approaches, address overlaps in the content submitted, and ensure flow and consistency across
the training when moving from one topic to the next. Where gaps were identified, a decision
was made to have these completed if the content was considered to be essential. Evidence was
sought for content or practice where none was provided, and efforts were made to resolve
conflicting opinions or address controversial content. Here the literature was reviewed and
advice was sought from national and international experts. Local and international experts then

reviewed the content and training materials before the final draft was printed.

The training programme comprised of ten days residential interactive training equivalent to 40
hours of training. This was based on the international standard as noted with SANE programmes
and also on the Gauteng provincial Department of Health programme that was running at the
time. It was found to therefore allow for a more detailed training programme and was feasible,

although somewhat challenging, for Departments of Health to organise, and was agreed upon by
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stakeholders at a consultative meeting. The content and teaching approaches are presented in
detail in the table below (Table 8).

The training drew on adult education principles such as critical pedagogy as recommended by
Freire (383) using small group work, case studies, role-plays and videos. Thus, a variety of
teaching methods and styles were utilized. The training provided a comprehensive response to
survivors of rape and sexual assault, meeting psychological as well as physical needs, covering
both medical management as well as the forensic examination. A balance was obtained between
the forensic, legal and medical components. The training was longer than most courses but
aimed to build skills that should be of generic benefit across a range of areas of practice rather
than just transfer knowledge, and a specific effort was made to focus on communication skills,
counselling, information sharing, and mental health skills. The social context and sexual rights
(which was a significant gap in previous training programmes) were addressed, as well as the
needs of children, men and other groups with special needs.

It was needs driven and developed around clear learning objectives that mapped into the
identified needs. Furthermore, it followed a broad road map based on the National Policy and
Management Guidelines on post-rape and sexual assault care (26, 27). Emphasis was placed on
empowering participants rather than just imparting knowledge. The entire process allowed for
reflection on the training content versus current practice, and ultimately what was of benefit for

the survivor and resulted in improved legal outcomes.

The training programme was piloted in 2008 to assess the usability of the material, improve
content and review outcomes of the programme. | was one of the facilitators of the training with
supervisor for this PhD thesis (Ruxana Jina and Rachel Jewkes) and an experienced educator and
researcher from the Gender and Health Research Unit of the MRC, Nicola Christofides. External
support was obtained from Neil McKerrow, a paediatrician who was providing services in the
public sector in KZN and an advocate in private practice with prosecution experience (Adv.
Carlos da Silva). Once approved by the National Department of Health, the plan was that on-
going training would be run by provincial Departments of Health, using some of the participants

of the pilot programme as trainers within their respective provinces. An evaluation plan was
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developed for the training and implemented at the time. This study presents findings from the

evaluation and further analyses of the data.

3.2. STUDY DESIGN

A cross-sectional study with a pre-post intervention design was used. Health care providers who

underwent the pilot training completed questionnaires and were assessed on knowledge both

prior to and after the training. The data were collected over a four-month period from April to

May of 2008.

Table 8. Content and teaching approaches used
Content Method of teaching

The social context of rape in South Africa

Circumstances, context & magnitude of
sexual assault in South Africa

Participatory exercise with group discussions, lecture.

The social construction of gender

Video clips with discussions, lecture

Barriers and consequences to reporting
rape

Video clip with discussions, lecture

Health consequences of sexual assault
and rape

Lecture, video clip

Sexual rights and looking at specific
needs of survivors

Sexual history and health survey, group activity on identifying
prejudices, reflecting on sexuality and diversity based on
survey results, lecture, flip chart activity to identify rights,
group activity to discuss health rights of specialised groups,
lecture and video clip on LGBT needs.

The legal framework for rape and
sexual offences

Lecture, group discussions based on scenarios.

Initial approach to a rape survivor

Developing communication skills

Recalling good listening experiences, role play by facilitators
used to identify good listening skills, applying communication
skills through role play using scenarios (with checklist for
peer assessment)

Initial approach to the survivor and
obtaining consent

Completion of a facility checklist, lecture, applying
communication skills through role play using scenarios to
obtain consent

History taking

Three selected attendees participated in a role play on history
taking

Managing health problems

Introduction and background to mental
health care

Lecture, role play on applying communication skills to talk
about common reactions to rape

Cognitive behavioural therapy and in

Lecture, viewing video specially developed on approaches,
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Content

Vivo exposure

Method of teaching

role play cognitive behavioural therapy and in vivo exposure
with scenarios (using checklist for peer assessment)

Imaginal exposure

Lecture, viewing video specially developed on approaches,
role play imaginal exposure (using checklist for peer
assessment)

Prevention and management of
pregnancy

Lecture

Prevention and management of
infectious diseases

Lecture with hand-outs

Prevention of HIV

Lecture

Communication with rape survivor on
pregnancy and infectious diseases
including HIV

Applying communication skills through role play using
scenarios (with checklist for peer assessment)

Thinking through adherence

Group activity with discussion

Examining survivors and documenting injuries

Introduction to examining survivors and
overview of genital anatomy

Role play general examination in pairs, labelling of genital
diagrams

Examination of the adult survivor

Lecture

Special examination techniques

Lecture

Special considerations during the
examination of survivors

Video clip, lecture

Non-genital injuries

Self-assessment with case studies, lecture

Introduction to sexual assault in
children

Lectures with assessment exercises

Examination of the child, features of
rape and interpretation of findings

Lectures with assessment exercises

Collection of forensic evidence

Video clips, lecture, use of mannequin to develop skill

Introduction to documentation and
completion of J88 forms

Lectures, review of completed J88 forms, completion of form
based on role play by facilitators and scenario (with model
answer for assessment)

After the initial consultation

Follow-up care

Group activity on follow-up care

Introduction to the criminal justice
system

Lecture

Giving expert testimony

Lecture, mock trial with selected attendees

Understanding vicarious trauma and
countertransference

Group activities and lecture

Monitoring and evaluation

Flipchart activity, lectures, quiz
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3.3. STUDY SITES AND SAMPLE

Provincial and facility managers were asked to send approximately 20 health care providers per
province to undergo the training using the following criteria: i) doctors who had completed their
internship year, ii) professional nurses with midwifery, and iii) service providers with previous
exposure to sexual assault services but the level and length of exposure was not prescribed.
Some additional people attended from the provincial and national Departments of Health (e.g.
managers of programmes) but were not included in the study. The estimated sample size of 160
was limited by budget but was expected to be sufficient to identify an increase in percentage
knowledge in health care providers from 50% to 70% with 80% power and a 90% confidence

level based on methods recommended by Fleiss (384) (Table 9).

The selection criteria were developed by national and provincial Department of Health managers
with support from MRC staff. Provincial managers were also asked to consider the need to have
some staff who would support future training as facilitators. Furthermore, it was agreed that
both doctors and nurses should be trained at a stakeholders meeting but provincial managers
were asked to take into account the staff establishment and human resource planning when
selecting providers to attend the training. This included the fact that there should be a clear job
description and allocation for the trained provider to deliver post-rape care services including
conducting the examination and collecting evidence after they had attended the training. The
decision to have less staff trained from more provinces was made at the stakeholders meeting. In
total, 152 health care providers were trained from eight provinces, as the Western Cape did not

participate in the study.

Table 9. Sample size calculation for change in knowledge in health care providers who
underwent training

Confidence level Power Knowledge at Knowledge after Calculated sample
baseline training i

95% 80% 50% 65% 338

90% 80% 50% 65% 266

95% 80% 50% 70% 188

90% 80% 50% 70% 148

95% 80% 50% 75% 116

90% 80% 50% 75% 92
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3.4. DATA COLLECTION

Data were collected prior to and after the implementation of the training intervention (Figure 6).
The 152 health care providers who attending the pilot training were invited to complete self-
administered questionnaires at two time periods. The first questionnaire was distributed to the
providers on arrival for the residential training. These were self-completed and submitted prior
to the commencement of the training. The second questionnaire was completed immediately on
completion of the training programme. Health care providers also completed an examination
comprising of 75 multiple-choice questions that covered material taught on the training course.
The order of the questions was changed when the assessment was conducted at the end of the
training but the same questions were included. All health care providers were required to
complete both examinations but they could choose whether to participate in the research by

completing the questionnaires. Each health care provider was asked to generate a replicable

code for himself or herself so that pre- and post-intervention questionnaires and examinations

could be matched.

P
e

Pre-training Post-training

Figure 6. Data collection pre and post training

3.5. DATA COLLECTION TOOLS

3.5.1. Questionnaire

I developed the questionnaire drawing on standardized tools and questions that have been

previously tested in research conducted by the Gender & Health Research Unit, including a
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questionnaire used in a situation analysis of sexual assault services (49), another on the
completion of SAECKSs by health care providers (51) and a questionnaire used in a Survey of
Men’s Health and Relationships (119) (Annexure A).

Information was collected on which training the provider attended, and socio-demographic
characteristics of providers, which included age in years and sex. Information was also collected
on their rank (doctor or nurse), the level of the facility where they currently worked in (e.g.
clinic/community health centre or district, regional or tertiary hospital), whether the facility had a
crisis centre and if it ran 24 hours a day for seven days a week, the province they currently
worked in, their length of service in total number of years and at their current facility, and their
work at the facility. They were then asked specifically about the number of rape survivors that
they consulted as a percentage of all survivors that come to their facility, whether they had
examined a rape survivor and completed a J88 form in last three months, and the number of adult
and paediatric rape cases that they consulted in last three months.

Questions on previous training included the country where they received their basic health
education, hours of training they previously received on counselling, whether their first training
on counselling was during their undergraduate or in-service years and when did they last receive
training on counselling. They were questioned about previous training on rape: the hours of
training during undergraduate training and in-service years, when was the last training they

received, and what was the content that they had covered during in-service training.

Providers were asked about the main reason for working in rape services and to rate what
influence the following factors had on them for working in the field: experience of sexually
assault of someone close to them, an opportunity to advance at work, intellectual interest in the
area, extra pay for being on call, feeling passionate about rape issues, or only part of their work.
Providers were also asked about what they felt was the importance of certain aspects of care.
This included being non-judgemental towards patients, planning follow-up care for all patients,
explaining to patients about their care, thinking about patient’s psychological needs, listening to
patient’s problems, keeping good records, providing evidence-based care, and making sure that

national management guidelines are followed.
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Data were collected on rape myths, gender attitudes and empathy levels. Health care providers
were asked whether they strongly agreed, agreed, disagreed or strongly disagreed with 21
statements on rape myths using a Likert scale with scores of one to four. This included

EE 1Y

statements such as “some women lie about rape to punish men”, “if a woman doesn’t physically
fight back, you can’t really say it was rape”, “only certain types of women are raped”, and “a
woman who is raped brings shame on her family”. Gender attitudes were assessed in a similar
fashion using another 21 statements that had to be scored with the same Likert response options.
Examples of statements included the following: “a man needs other women, even if things with
his wife are fine”, “it is a woman’s responsibility to avoid getting pregnant”, “if a woman cheats
on a man, it is okay for him to hit her”, and “it is important that a father is present in the lives of
his children, even if he is no longer with the mother”. For the assessment of empathy levels,
health care providers scored four statements using a five-level Likert scale. This ranged from a
score of one if the statement did not describe them well to a score of five if it did. Two examples
of statements related to empathy were “I am often touched by things that I see happen” and
“when I see someone being taken advantage of, I feel protective toward them”. The gender and
rape-attitude scores were based on work done by Burt in the 1980s (385), and Pulerwitz and
Barker with men in Brazil in 2008 (386), while the empathy score was based on work done by

Abbey et al. (387).

A version of the WHO’s instrument for violence against women was used to enquire about the
experience of rape or IPV for female health care provider and perpetration thereof for male
providers (388). This included acts of such as slapping, pushing, shoving, hitting, threatening a
partner or using a weapon against them, or tricking, threatening or forcing them to have sex or

having sex with them when they were too drunk to say no.

3.5.2. Multiple choice question paper for the examination

I developed 75 multiple choice questions for the examination with the assistance of two senior
researchers (Annexure B). These were based on the content and teaching material provided. All

three of the researchers had extensive experience in both undergraduate and postgraduate
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education and in setting multiple-choice questions for examinations in the health field. Attempts
were made to match the number of questions per topic proportionately to the amount of teaching
provided on the said topic. Each question had four options with a single best answer, which are
commonly used in medical assessments and are found to discriminate better between high and

low performers (389).

In total there were six questions on the context of sexual assault in South Africa, six on sexual
rights, eight on the law and judicial processes, three on communication, four on the general
provision of medical care, nine on mental health, six on preventing and managing pregnancy
after rape, four on preventing and managing infectious disease excluding HIV and then four on
the HIV, nine on examination and evidence collection with an additional eight that had a specific

focus on children, three on documentation, one on follow-up care and four on vicarious trauma.

Providers were made to complete the multiple choice question papers in the venue used for the
training on the first day prior to commencing the training and on the last day during a closing
session. At least two of the researchers remained in the venue at all times to ensure that providers

completed the papers unaided and this was done without any breaks.

3.6. DATA ANALYSES

Data from the questionnaires and the multiple-choice examinations that were completed by the
health care providers was entered and analysed using Stata 12.0. The datasets were merged and
linked using the unique codes that were generated by the health care providers. All data that
could be linked were used in the analysis while missing data for variables were excluded. The
cleaning and coding of variables that were not included in the publications are not presented
here. This included the actual number of survivors consulted as most providers gave estimates or
provided a generic response (e.g. 3 patients/week), hours of training, content of in-service

training, motivations for working in the service, and relationships at home and with family.

The proportion of rape survivors that are seen by the provider was pre-coded on the

questionnaire into five categories and was used as such in the data analyses: 0% — 20%, 21% —
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40%, 41% — 60%, 61% — 80%, and 81% - 100%. Total time in the services were categorised
into three groups: less than 10 years in services, 10 to 19 years in service and 20 or more years in
service. The total time that a provider was working at their current facility was categorise into
similar groups although the second group was cut off at 14 years and the third group consisted of

providers who worked at their current facility for 15 years or more.

Data of the experience or perpetration of rape or IPV were categorised into three groups. The
first group comprised of providers who had neither experienced or perpetrated rape or IPV, the
second consisted of female providers who had experienced rape or IPV and the third, male
providers who were perpetrators of abuse. The experience or perpetration of rape was combined
with that of IPV due to the small numbers of providers in each category, which would affect the

inferential data analysis procedures.

The following new variables were generated from the collected data: a “rape attitude score”, a
“gender-related attitude score”, an “empathy score”, and measures of knowledge and confidence
in providing post-rape care services and appearing in court. The rape attitude score was obtained
by adding the responses for the 21 statements on rape myths while the scores for two statements
that were phrased in the positive were reversed before being added. The maximum possible
score was thus 84 with a higher score reflecting a more appropriate attitude towards rape. A
gender attitude score was developed in a similar fashion using 21 relevant statements with the
scores of five statements being reversed before totalling. A higher score reflected a more gender
sensitive health care provider. Finally, an empathy score was developed using the four
statements with a five-level Likert scale. The maximum potential score was 20 and a higher
score reflected a more empathetic provider. As scores are only generated for variables that have
no missing data when added in Stata, an average score was imputed for a response if only one
response was missing. This was done for 17 responses on rape attitudes, 16 responses on gender
attitudes, and 5 responses for the empathy score when the data analysis was done for publication
three (Chapter 6). No imputations were made if more than one response was missing. The
Cronbach’s alpha for the rape attitude score was 0.82, 0.76 for the gender attitude score and 0.77
for the empathy score.
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The level of knowledge was assessed through the multiple-choice questions where one mark was
allocated for each correct answer and there was no negative marking. Nine questions with a
failure rate of more than 90% at the pre-training assessment were excluded resulting in a total of
66 questions (Table 10).

Table 10. Questions that were removed from the analysis

Law and judicial processes (Sexual Offences and Related Matters 6.3%
Amendment Act)

Sexual rights 6.3%
Examination and evidence collection in adults (non-genital injuries) 8.9%
Examination and evidence collection in children 5.4%
Examination and evidence collection in children 2.7%
Documentation 8.0%
Documentation 9.8%
Documentation 2.7%
Vicarious trauma 9.8%

Confidence was self-reported by health care providers using a score of one to indicate ‘no
confidence’ and ten ‘total confidence’ in providing ten aspects of the service. These included
confidence in examining an adult survivor, completing an evidence collection kit with an adult,
completing a J88 form, examining a paediatric survivor, providing pre-test counselling for HIV,
discussing common psychological symptoms and how to cope with these, supporting adherence
with PEP, talking with survivors about sexuality, sexual health and condom use after rape,
talking with parents about supporting children who have been sexually assaulted, managing HIV
prevention in patients who have other medical conditions, and explaining findings in court. As
with the rape attitude, gender attitude and empathy score, an average score was imputed if a
single response was missing to calculate the confidence score for publication three (Chapter 6).

This was done in 10 instances for the confidence score.

Both the knowledge and confidence scores were totalled, converted into percentages and
categorized. Providers with a percentage score of 50 or more were considered to have high
levels of baseline knowledge. For publication two, providers with a percentage score of 80 or

more were considered to have high levels of baseline confidence but this was adjusted to a
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percentage score of 70 for publication three. For publication three (Chapter 6), change in
knowledge and confidence were calculated by subtracting baseline (pre-intervention) percentage
scores from the post-intervention scores. A four-level variable was generated to categorise
baseline percentage knowledge and confidence scores that was used in the analysis of
publication three. The first group consisted of health care providers with high knowledge (score
of >50%) and confidence (score of >70%) at baseline; followed by group two with low
knowledge (score of <50%) and high confidence (score of >70%); group three with high
knowledge (score of >50%) and low confidence (score of <70%); and finally group four with

low knowledge (score of <50%) and confidence (score of <70%) at baseline.

In both publications descriptive statistics were first calculated and presented before bivariate
analysis was conducted. In publication two (Chapter 5) it was hypothesized that provider socio-
demographics (older age, male sex, being a nurse, providers working outside of Gauteng and
KZN, providers who have not experienced IPV, providers with no previous training on post-rape
care or counselling, longer lengths of service, and providers with less appropriate gender, rape
and empathy scores), facility characteristics (working in a clinic, not having a crisis centre in the
facility), and provider experience with service provision (not having examined patients or
examined less patients, not having completed a J88 form) would be associated a lower
knowledge and confidence in providing post-rape services. Two logistic regression models were
therefore built to test this hypothesis for knowledge and confidence separately. In building the
models, variables that were found to have a p value of <0.20 on bivariate analysis with baseline
knowledge and confidence percentage scores were tested for the final model. This included sex,
age, rank, experience or perpetration of rape or IPV, rape attitude score, total time working,
whether the provider had examined a survivor in the last 3 months and completed a J88 form,
and whether the provider was previously trained on counselling for the model on baseline
percentage knowledge scores, while only three variables were tested in the model for baseline
percentage confidence levels: whether the provider worked in a facility that had a crisis centre,
whether the provider had examined a survivor in the last 3 months and completed a J88 form,
and proportion of survivors seen of those who come to the facility. Those that continued to have

a p value of <0.05 were retained in the final logistic models for knowledge and confidence.
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For publication three (Chapter 6) it was hypothesized that the two week training programme
would significantly increase knowledge and confidence in health care providers, and that
provider attitudes before training would predict knowledge and confidence after training. To
begin, paired t-tests were conducted to investigate for significant changes in percentage
knowledge and confidence in providing post-rape care after the training. The question of
whether provider attitudes before training would predict knowledge and confidence after training
was examined by building a multiple regression model of factors associated with higher
knowledge and confidence. Similar to the technique used above, backward selection was done
using variables that were found to have a p value of <0.20 to develop the final linear regression
models for change in knowledge and confidence. The following variables were found to be
significant with bivariate analysis and were therefore tested in the final model for percentage
change in knowledge: provincial location of the health care provider, time working in current
facility, proportion of survivors seen of those who come to the facility, country where provider
underwent undergraduate training and baseline knowledge and confidence levels. For the model
on change in percentage confidence, the following variables were tested in the final model:
provincial location of the health care provider, level of facility where provider worked,
experience or perpetration of IPV, time working in current facility, whether the provider had
examined a survivor in the last 3 months and completed a J88 form, proportion of survivors seen
of those who come to the facility, and baseline knowledge and confidence levels. The final
models comprised of variables that maintained a p value of <0.05 while adjusting for baseline

knowledge and confidence levels.

3.7. PILOT STUDY

I conducted a pilot study prior to commencement of the training. Approximately ten health care
providers completed the questionnaires and the multiple-choice question papers. After the

completion of the pilot, the data were entered into a database. Minor modifications to the

questionnaire and methodology were made thereafter.
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3.8. ETHICAL CONSIDERATIONS

Ethics approval was obtained from the Human Research Ethics Committee (Medical) of the
University of the Witwatersrand before the study began (Annexure C). The health care providers
were informed of the study using an information sheet (Annexure D) that was provided to them
with the questionnaires. The providers who agreed to participate in the study were requested to
submit the signed informed consent forms (Annexure E) when they returned the completed
questionnaire during registration on their first day of training. The health care providers were
provided with another information sheet and the second questionnaire at the end of the training
programme, which they completed and submitted during the closing session of the programme.
As sensitivity regarding some of the questions was a concern, and to avoid questions being asked
in a leading manner, a decision was made to have health care providers complete the
questionnaires on their own. All questionnaires were in English but this was not considered to
be a concern, as health care providers who met the selection criteria would have sufficient
competency in written English to complete the questionnaires. Providers were given a list of
support services in their training manual, which they could either use to refer patients to or
access services themselves if required. In order to maintain anonymity and encourage unbiased
responses, no individual-level intervention was offered if providers reported experience or
perpetration of rape or IPV.

Each health care provider was asked to generate a replicable code so that pre- and post-
intervention questionnaires and assessment of knowledge could be matched. The code was
based on their cell phone number, name and city of birth. In so doing, all data collected was kept
strictly confidential and utmost care was taken to ensure that the anonymity of the study
participants was maintained. A researcher who was not directly involved in the intervention
(training) was responsible for securing all of the data during the collection phase. If she
identified discrepant codes at the closing sessions, she presented the mismatched codes asking
providers to meet her privately to correct their codes. This was done to reduce the number of
data collection tools that would not be matched but in a manner that would ensure anonymity. In
the pre-training session, 124 health care providers completed the questionnaires (82% of those
trained) and in 116 (76% of those trained) the multiple choice question paper was also matched.
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In the post training session, all of the pre and post-training tools could be matched for 112
providers (74%).

3.9. PROJECT MANAGEMENT

I was employed to manage the project and was the primary researcher of the study. | oversaw
the development and compilation of the curriculum, and as one of the lead authors, | wrote or
edited many of the sections of the curriculum with my supervisor. | managed the pilot testing,
and developed the methodology for the evaluation with support from my PhD thesis supervisor.
I managed the data collection and entry processes, and was solely responsible for the cleaning
and analysis of the data. Prof Rachel Jewkes, my supervisor, mentored me in the research, and
together with Dr. Nicola Christofides, assisted in conceptualising the study design, tools and data
collection processes. Ms. Lizle Loots acted as a research and project assistant, providing
additional administrative support especially in the data collection processes. All were included as
co-authors on my publications and they commented on the analyses of the data and written

publications.

The study commenced in February 2008 and data collection was completed by May 2008. The

project timelines are presented below:

ACTIVITY PERSON TIME

Data collection Ruxana Jina February 2008 — May 2008
Research assistant

Data entry and preparation for | Ruxana Jina June 2008 —December 2008

analysis Research assistant

Data analysis and writing report | Ruxana Jina November 2010 — November
Rachel Jewkes 2012

3.10. LIMITATIONS

This was a cross-sectional study although the pre- and post-intervention design provided
comparative data to evaluate the effects of the training programme. Changes to the level of

knowledge and confidence in providing post-rape services may have resulted from other
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influences outside of the training programme but attempts were made to reduce this by collecting
the data just prior to and immediately following the completion of the training programme.
Longer-term improvements as well as change in practice were not measured in this study
although a three-month follow-up study with providers was planned. Questionnaires were sent
to provincial managers for distribution with pre-paid envelopes by the research assistant;
however, very few questionnaires were returned despite various follow-ups and this data could
therefore not be used in the analyses. Broader health system issues were also not assessed but

these could not be changed by this intervention.

The selection of providers for the training may have reduced the generalizability of the findings
and there were no providers from the Western Cape Province. The sample size was small with
124 providers completing the pre-training questionnaire and all of the data collection tools being
matched for 112 providers (73.7%) in publication three (Chapter 6). This somewhat limited the
analyses of the data.

It is possible that some health care providers may not have accurately reported on questions that
would be considered to be sensitive, and this may have resulted in desirability bias. Attempts
were made to reduce this by using self-administered questionnaires and assuring confidentiality,
however some questions were still left blank by providers. There was also a potential for recall

bias.

The measures for knowledge and confidence were developed by the research team specifically
for the study and were used for the first time. These require further testing for reliability and
validity. Nine multiple-choice questions were later excluded in the data analyses as they had
very poor responses suggesting that they were probably not well-designed questions. Average
scores were imputed if there was one missing value in the rape attitude score, gender-related
attitude score, empathy score and confidence score when the analysis for publication three was
conducted. The effect of doing this on the regression analysis is unknown but it was unlikely to

have altered the results, yet it improved the sample size and robustness of the analysis.
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4. STUDY 3: “TRACKING JUSTICE: ATTRITION OF RAPE CASES THROUGH THE
CRIMINAL JUSTICE SYSTEM IN GAUTENG PROVINCE”

4.1. BACKGROUND

The Tracking Justice Study was conducted to explore the manner in which rape cases were
processed by the criminal justice system up to the final outcome, to describe the characteristics
of the reported rapes, to gain insights on the level and causes of attrition through the legal
system, and to identify factors that were associated with low conviction rates. It was funded by
the Norwegian Centre for Human Rights, the Open Society Foundation, the Ford Foundation and
the MRC of South Africa.

A specific focus of this thesis is the value and interpretation of medico-legal evidence, especially
related to genito-anal injuries. The Tshwaranang Legal Advocacy Centre to End Violence
Against Women, the Gender & Health Research Unit of the MRC, and the Centre for the Study
of Violence and Reconciliation conducted the study jointly, after funds had been raised for it by
the Centre for the Study of Violence and Reconciliation. The study that was based in Gauteng
province of South Africa began in 2006 and a report on the main study findings was published in
2008 (78). It included a sample of randomly selected rape cases that were reported to the police

in 2003, for which relevant documents pertaining to criminal justice processes were reviewed.

4.2. STUDY DESIGN

A cross-sectional design was used for the study. Police and court records of a random sample of
rape cases reported in Gauteng in 2003 were retrospectively reviewed. All cases selected met
the common law definition of rape in force at the time, i.e. “intentional, unlawful sexual
intercourse with a woman without her consent” (18). The year 2003 was chosen as permission
was only obtained to review cases that were closed by 2006 (when the study was conducted) and
this was thought to be a sufficient time period to ensure that the majority of the cases could be

included in the study sample.
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4.3 STUDY SITES AND SAMPLE

A two stage sampling procedure was used to select the cases. In 2003, a total of 11 926 rapes
were reported at 128 police stations in Gauteng province. In the first sampling stage 70 police
stations were selected using probability proportion to size, where size was based on the number
of rape cases reported to the police in 2003. For the second sampling stage 30 cases (or all cases
if there were less than 30 cases reported in the year at the police station) were randomly selected

from all cases that were closed at the time of data collection.

We aimed to have a sample of 1 500 cases in the sample. Working on an assumption that 70%
of dockets would be unavailable (due to being open, mislaid or lost), we needed a planned
sample of 2 100 dockets in all. If police stations provided up to 30 cases per station and we
assume a design effect of 2 (due to clustering), the precision for arrests (assuming 50% of cases
will have an arrest) in sub-groups will be 6 % with 500 cases per sub-group and 8% if this is 300
per sub-group. We anticipated from this sample that about 300 cases would go to trial, which is

a large enough sample to model factors associated with this outcome.

To be included in the study, cases of rape had to have been reported to the police between 00h00
on 1 January 2003 and 23h59 on 31 December 2003 at one of the selected Gauteng police
stations. Cases were defined by the number of survivors. Thus if two women were raped by one
man, these were counted as two cases whereas it would only be recorded as one case if a woman
was raped by more than one man. No cases were replaced if the dockets of the selected cases
were not found. During the data collection period it was noted that 70.1% of cases could be
included in the sample as they were closed with available dockets of which a final sample size of
2 068 was obtained. The research team was unable to ascertain how many dockets were

unavailable because cases were still open or were missing for other reasons.

4.4. DATA COLLECTION

Prior to data collection, 11 field workers and two supervisors were recruited and trained for five

days by researchers involved in the study. For this a manual was developed that fieldworkers
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could reference during data collection. The training covered the content of the manual in detail
which comprised of a briefing of the study (objectives, functions of organisations involved, and
funders), duties and responsibilities of the fieldworkers such as identification of the correct
dockets, reviewing of dockets, peer review of completed tools, and appropriate conduct during
fieldwork. The data collection tools were explained in detail for each variable including how
data should be completed, where to obtain the information from and how to interpret the
information. Specific instructions were provided on how to copy the J88 form electronically or
in writing. A list of key terms that they would possibly encounter was provided. The two
supervisors also provided an oversight function, answering queries where possible during data
collection, and addressing these with the primary researchers if they were more complicated.

They also assisted with post-coding the data.

Data were sourced from different records using two different tools. Firstly, permission to review
closed rape dockets was obtained from the national and Gauteng police structures before
individual stations were approached for entry. At the police station, a printout of all rape dockets
recorded on the station’s crime administration system (CAS) was obtained and then cases were
randomly sampled from this list. Once the sample was computed, dockets were retrieved from
the police station or FCS Units and closed cases were included in the study. Information was
then recorded from the dockets onto a data collection tool (Annexure F) by the trained
fieldworkers. The docket comprises of three parts consisting of: direct evidence (such as witness
statements), the J88 form on which the medical examination and its findings is documented and
any other reports, including that from the Forensic Science Laboratory if available; the
‘investigation diary’, which consists of written communications between the investigating
officer, a superior police officer and the prosecutor, and finally other administrative

correspondence which was not recorded for the study.

J88 forms were copied verbatim or photocopied from the dockets or court records. The
information from the J88 forms was later coded onto a second data collection tool (Annexure G)
by three health care providers and researchers. Consistency in coding was maintained through
regular discussions and crosschecking of coding.

101



A part of the data collection tool (Annexure F) was used to record information about cases that
went to court. Section 233(2) of the Criminal Procedure Act allows any member of the public,
on payment of a fee, to obtain copies of court documents (390). Using this provision, court
records from both High, as well as all 30 magistrates’ courts and a few district courts (for bail
information) were obtained. The police dockets usually recorded the court number, court dates
and the outcome of the case on their front cover. Once this number was identified, a list of cases
for each court was compiled and submitted to the clerk of the criminal court. Under ideal
circumstances this list should have produced a copy of the charge sheet for each case, which
provides the most comprehensive record of court proceedings, detailing bail applications,
postponements and their causes, the (non) appearance of witnesses, the failure of dockets to be
brought to court, the focus of further investigations and the response of magistrates and defence
attorneys to delays in proceedings. In the absence of the charge sheets, the court book and
investigation diaries were reviewed to obtain the data. Court books are used to record the daily
proceedings with each entry including the name of the accused, crime for which he or she is
accused, outcome of their appearance in court, whether the accused is in custody or out on bail,
and the date and courtroom to which the case was postponed or remanded. With both the
courtroom number and date, fieldworkers were then able to trace the next appearance of an
accused up until the matter was withdrawn, struck off the roll, or tried. So, fieldworkers either
photocopied the charge sheet or if this was not available, they copied all information from entries
in the court book applicable to the accused. Trial and sentencing transcripts were also reviewed

if necessary.

Not every case had information available to complete all three data collection tools, with some
cases not having J88 forms (either because it had not been filled out or could not be located) and
other matters not having progressed to court. There were also missing dockets, notes from

dockets or pieces of information.

4.5. DATA COLLECTION TOOLS

The data collection tools were developed by the primary researchers of the project. These

included content expert researchers with qualifications in the criminal justice and health sectors,
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who had worked with docket and court documentation and knew what information would be
required to answer the study questions. As this was the first study using this methodology and

sources of data in South Africa, no other national or international tools were available for use.

The first tool (Annexure F) was used to record information from the police dockets. This
included details of the survivor such as her age, race, occupation, home language, caregiver at
the time of the rape in children, whether contact details was recorded for her, and what actions
she took after the rape e.g. washing herself. The circumstances of the rape were also recorded.
This included information on the details leading up to rape, the date, time, and location of the
rape, whether the survivor was abducted or resisted in any ways during the rape, whether she
attempted to get away, whether the perpetrators were armed or used bodily force, threats to Kill,
or non-violent coercion, whether vaginal penetration by a penis occurred and the number of
penetrations, whether other sexual acts occurred, and finally what were the perpetrators actions
following rape. Further details were recorded about the perpetrators (where available) such as
the number who participated and colluded in the rape, their relationship to the survivor, whether
they previously raped the survivor or had other previous convictions, and the ages of all
perpetrators, and the race and occupation of the first perpetrator. Details on the police and
investigation procedures were captured e.g. whether witness statements were taken, whether
crime scene were visited and samples taken, and if any samples (including those collected by the
health care provider) were sent to the laboratory for analysis. If there was a report from the
Forensic Science Laboratory, information was collected on which samples was DNA evidence
obtained and whether the DNA evidence matched the suspect’s DNA. On completion, data were
collected on whether the perpetrator was arrested and how this occurred, whether he was
charged, taken to trial and the outcome of the case. If cases did not proceed to arrest or a trial,
information was gathered on reasons for non-progression. Closed questions were used for well-
defined variables, such as age, or where there were a limited range of likely responses. Open
questions were used for information on the circumstances of the rape, instructions given during
the rape and actions taken afterwards, as these were more likely to differ, and were thus post-

coded later by one researcher once all of the data were collected to ensure consistency.
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The second tool (Annexure G) was used to code information from the J88 forms. This collected
information on the examination performed, history relevant to the rape, findings of the
examination and conclusions. Three health care professionals (myself, my supervisor and Nicola

Christofides) completed this tool after the end of data collection to maximise consistency.

Finally the data from the court records such as details of bail and all appearances in court,
postponements, reasons for withdrawals at court, dates of the trial (if any) and its outcome were
coded (Annexure F). If there were multiple perpetrators, the information on their legal processes
was recorded separately for each perpetrator. For the purposes of the study, the information
found at court was regarded as the most accurate and where information in the docket conflicted

with court information, the court information was used.

4.6. DATA ANALYSES

The three data collection tools for each case were entered separately into an Epilnfo 3.3.2
database and then merged. The data were cleaned and any errors identified corrected. In a few
cases when discrepancies were found between data sources and could not be resolved, the
response was set to missing. The data were then imported into Stata 10.0 where all analysis was
done with the svy command to account for the survey study design.

For publication four (Chapter 7), 1 547 cases were included in the analyses as 250 survivors did
not have a medical examination, 114 had reported attempted rapes and were not examined, in
138 cases there were no evidence of an examination being done, in three cases the form was
destroyed and in 16 cases basic information was missing. The sample for publication five
(Chapter 8) was limited to cases where vaginal penetration was reported and which had a J88
completed within 10 days of the rape. This resulted in a sample of 1 472 cases. In 18 of the

cases, the woman reported anal penetration as well.

For publication four, non-genital injuries included incised wounds, lacerations, scratches,
bruises, and tenderness on any part of the body except the genito-anal area. As there were

concerns with the quality in the completion of J88 forms especially the reporting of genito-anal
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findings with lower sensitivity, new variables were generated to define the absence or presence
of genito-anal injuries. This also took into consideration the fact that some recorded injuries e.g.
tenderness is subjective while others, such as redness and swelling, can be due to other causes
such as infections. These are a potential problem in both adult and young child survivors. To
adjust for this a new variable “injury to the genitals with a skin break” was generated for
publication four to include incised wounds, scratches, abrasions or lacerations, if bleeding was
seen, or if there was scarring that was believed to be from injuries caused by the rape on the
mons pubis, frenulum, clitoris, labia majora, labia minora, perineum, fossa navicularis, hymen,
vagina, or anus. For publication five, a combined variable was generated for the presence of
absence of genito-anal injuries. This included scratches, abrasions, tears, bruising, haematomas,
and bleeding in the genito-anal area, hymenal clefts or swelling, cuts in the genital area and
swelling in the anal area based on the sensitivity and specificity of injuries in relation to rape
(391). Redness, scars and pain were thus not coded as injuries as these were considered to be
non-specific signs. There were no patients who had gunshots or bite marks in the gynaecological
examination. Special examination tools were not widely used in facilities at the time and the use
of them during the examination was not recorded on the J88 form. It was therefore assumed that
the majority of examinations were done with the naked eye and that no toluidine blue dye or
colposcopy examinations were done. Anoscopic examinations are not recommended and almost
never done unless indicated (136). Finally, for publication four a new variable was created to
define injuries with the absence of injuries being the reference group, and the other groups being
women with non-genital injuries only, women where a genital injury with a skin break was
recorded, and the last group of women who had both non-genital and genital injuries with a skin
break recorded.

In both publications four and five (Chapters 7 and 8), age was categorised into an age group of
survivors less than 18 years of age, whereas the women 18 years and older was further split for
publication five with a third group for women 45 years an older. Smaller age categories were
used when the analysis for survivors who had no previous sexual intercourse experience was
conducted. In publication four the analysis was done by age groups as the findings varied for the
different ages while in publication five, age was categorized to adjust for changing oestrogen

levels at different ages (392).
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The analyses for publication four (Chapter 7) began by describing how rape cases were
processed by the South African criminal justice system before focusing on whether medico-legal
findings (recorded injuries and a DNA report) were associated with case progression. The
attrition through the legal system at each stage of the investigation of rape cases was calculated
from the case being opened with the police, to having the perpetrator arrested, charged, brought
to trial, found guilty of rape, attempted rape, or indecent assault, and sentenced. Attrition of
medico-legal evidence was also assessed in terms having a J88 completed, having an evidence
collection kit completed, having the kit was sent to the laboratory for analysis, having a reference
blood sample collected from the suspect and having a DNA report available. Attrition of cases
through the legal system was compared for adults (>18 years) and children (<18 years) using a

Pearson Chi-squared test.

Bivariate analyses were then conducted to compare potential confounders in the relationship
between the medico-legal evidence and the stages in the investigation of a case (suspect being
arrested, trial commencing, and obtaining a conviction). This was done separately for cases
where the survivor was an adult or a child. The potential confounders included the age of the
survivor and first perpetrator, number of perpetrators, whether the perpetrator was previously
convicted, the relationship between the survivor and perpetrator, whether the survivor physically
or verbally resisted the rape, whether the survivor was kidnapped or the perpetrator armed, if the
case was reported within 72 hours, whether the survivor had any non-genital or genital injuries
with a skin break, and the presence of a DNA report. These were considered important as they
related to the circumstances of the rape and the possibility of apprehending the perpetrator, they
reflected stereotypical rape myths about what constitutes a “real rape”, or would have influenced
the possibility of identifying injuries or obtaining DNA evidence. A variable on whether the first
report statement was taken by the police was included as a proxy of the investigation quality.
For the bivariate analysis a Pearson Chi-squared test was done to compare percentages across the
outcome variables, while T-tests were used to compare mean ages for the survivor and

perpetrator.

To test for whether there was an association between the presence of medico-legal evidence and

case outcome (perpetrator arrested, trial commencing and conviction of perpetrator), logistic
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regression models were built for cases involving adults or children using the variables that were
found to have a p value of <0.1 in the bivariate analysis. The plan was to include any variable
that retained a p value of <0.05 in the final models built using stepwise backward elimination
while adjusting for age, but none maintained this association in the model on the commencement
of a trail, except for having a first report statement taken. The medico-legal evidence included
injuries using the four level-injury variable described earlier, and the presence of a DNA report
was included in the analysis on convictions, as the report is often only completed when a

prosecutor informs the laboratory that a trial is commencing.

In publication five (Chapter 8), the pattern of genito-anal injuries was presented by type and
location of the injuries (clitoris and frenulum of clitoris, urethral orifice and paraurethral folds,
labia majora and labia minora, posterior fourchette, fossa navicularis, perineum, hymen, vagina
and cervix, skin around the orifice, orifice and sphincter/anus) as reported on the J88 form. In
this publication it was hypothesised that the absence of genito-anal injuries is influenced by the
characteristics related to the survivor, the rape and examination. This included the survivor’s
age, whether she had previous sexual intercourse or was pregnant in the past, whether she was
disabled or was under the influence of drugs or alcohol at the time of the examination.
Circumstances of the rape included the length of time the survivor was detained, whether there
were multiple perpetrators, the number of times the survivor was penetrated, if the perpetrator
was armed, whether the survivor was hurt with a weapon or threatened, whether physical force
was used, and whether the survivor resisted. Important information related to the examination
that could be obtained from the J88 form was the time between the rape and examination and the
qualifications of the health care provider. For this analysis Pearson Chi-squared tests or Fisher’s
exact tests were first used to test for associations between categorical independent variables and
the absence of having injuries. A logistic regression model was then built to test for factors
associated with the absence of genito-anal injuries. These included all significant independent
variables found in the bivariate analyses while adjusting for the survivor’s age and time to
examination as these had a potential confounding effect. The following variables were tested in
the model for all survivors: the survivor having no previous sexual intercourse and having a
previous pregnancy, whether there were multiple perpetrators, the number of penetrations, the

relationship between the survivor and perpetrator, and the health care provider qualifications. A
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separate model was also built for survivors who had not been sexually active in the past. In this
model the variables tested included whether the survivor was disabled, the relationship between
the survivor and perpetrator, whether the perpetrator was armed and whether physical force was
used. In all models, a p value of <0.05 was considered to be significant for the preservation of

variables in the models.

4.7. ETHICAL CONSIDERATION

Permission to review the closed rape dockets was obtained from the national and provincial
police departments and at the police stations. All data were de-identified by creating a unique
identification number for each case and no identifying information such as names, CAS numbers
or identification numbers were captured on the data collection tools. Any identifying
information that was found on documentation that was photocopied was blacked out or erased.
A separate sheet linking CAS numbers to the identification numbers for the study was kept in
order to find the appropriate court records in cases that had progressed to court. These records
were kept securely by the principal investigator and destroyed once the court data were collected.
All completed data collection tools are kept securely at the MRC. Ethics approval was given for
the study by the University of the Witwatersrand’s Human Research Ethics Committee:
(Medical) (Annexure I). Permission was granted from the primary investigators of the study to
use the data for secondary data analysis. Only the analyses of collated data were presented in the

articles, and therefore no specific police station (and therefore related cases) were identifiable.

4.8. PROJECT MANAGEMENT

The principal investigator for the study is Ms. Lisa Vetten, with Prof. Rachel Jewkes, Ms. Romi
Sigsworth, and Ms. Nicola Christofides as co-investigators. My part in the study started with
providing training to fieldworkers on the medico-legal system related to rape cases, and on how
to correctly read and copy the J88 form. | contributed to designing the tool for coding the J88
form and provided input on the fieldworker’s manual on aspects related to the data collection of
the J88 forms. | was one of three health care professionals who coded the J88 forms for data

entry. As a co-author of publication four, | assisted in their analyses of data and participated in
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the writing of the publication. | designed and conducted the secondary analysis for publication
five and primarily wrote the publication. Prof Rachel Jewkes, my supervisor, played a major
role in the design of the study, training of fieldworkers, overseeing data collection, data

management and undertaking data analyses for the main study report.

The project timelines are presented below:

ACTIVITY PERSON TIME
Training of fieldworkers Principal and co-investigators July 2006
Other experts including Ruxana Jina
Data collection Fieldworkers 2006 — 2007
Post-coding of data Allocated researchers (including work April 2008
done by me)
Data entry Data capturer March — May 2008
Preliminary data analysis Principal and co-investigators May — July 2008
Secondary data analysis for the Ruxana Jina January 2013 — December 2014
PhD thesis

4.9. LIMITATIONS

Only rape cases that were reported to the police and closed at the time of data collection were
included in the study, and this may reduce the generalisability of and bias the findings.
However, the strength of the study was that the sample was drawn from an entire province over
a year and data were collected from multiple sources and cross-verified where possible.
Gauteng, however, is fairly urban and thus findings may differ in more rural provinces in the

country.

The greatest limitations with conducting a record review were the inability to find records,
finding incomplete records or having incorrect or illegible recordings. For example, J88 forms
were found in only 75% of cases. This could be related to practices within police stations where
dockets or forms are misplaced or lost, where dockets are not opened for some survivors, or
where some survivors are not taken to health services for assessment. However, it may also be
related to the inaccessibility of health services or providers to conduct the examination or
providers’ decisions not to complete the J88 form if they feel that case does not warrant the

completion of a form (e.g. old cases or in children where there are suspicions of possible
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interference but no clear history, etc.). The quality in the recordings of findings within the
documentation could also vary amongst providers and reported injuries may not be indicative of
actual injuries as very few facilities in Gauteng province had colposcopies or toluidine blue dye
available at the time and the J88 form does not make provision for the recording of examination
techniques. It was however important to review this data especially for the association with case
progression as this is what is used in the criminal justice system for trial purposes.

Of particular concern was the reporting of non-specific injuries in the genito-anal area (redness,
tenderness, bruising) making it difficult to interpret whether injuries occurred as a result of rape
considering that consensual sex or other trauma could also result in injuries and a range of
vaginal infections could lead to tenderness and redness. To alleviate this problem, all injuries
were presented in descriptive statistics but a more defined group of injuries with greater
sensitivity were used for inferential statistics in both publications. In identifying factors
associated with the absence of injuries, cases going to trial and obtaining a conviction,
independent variables were limited to what was recorded and available. Furthermore, as this was
a cross-sectional study, | was unable to test for causality. For example, in the fifth publication
(Chapter 8), it is unclear if patients with injuries were referred to more experienced doctors for
examination who were subsequently noted to have reported more injuries. In addition, there are
other potential influencing factors that were not measured as part of the study. In the fifth
publication (Chapter 8), the sample was limited to survivors who were examined within 10 days
of the rape as it was assumed that there would be very few significant injuries visible beyond this

period but this could have differentially excluded some groups of survivors.
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CHAPTER 4

RESULTS: EFFECT OF HEALTH SYSTEM MODELS OF CARE ON HEALTH
OUTCOMES AND SERVICE UTILISATION OF RAPE SURVIVORS

1. INTRODUCTION

GBYV is a global problem, affecting women from all walks of life. Rape and IPV affects the
health and wellbeing of survivors and many subsequently access health services for care.
Much of the previous focus of health care services was on supporting the legal processes
especially in the acute period, with medical needs and chronic care being somewhat
neglected. Comprehensive health care services for survivors covering both acute care and
long-term health consequences often require additional skills. This is thus provided by
integrating services through the development of referral networks with external service
providers (393) or improving service coordination internally (394). This includes the
horizontal delivery of services, where patients are seen by multiple providers within the
same facility, or a vertical delivery of services where survivors access one site to be

consulted by multiple providers (394).

Not surprisingly, the packaging of these services and the manner in which they are delivered
have varied across countries. Details of service models that are available in project and
research reports (262, 265, 266, 395) describe the inclusion of additional staff such as social
workers (267) and rape advocates into services (396), the reorganisation of services (54),
the development of team approaches with the sexual assault response teams (397),
strengthening referrals and collaborations with social and legal services (2), and the
establishment of specialised or OCCs (276-278, 282, 292, 296, 344). A number of these
have reported on the challenges of implementing the tested models with some offering
provider or survivor perspectives as well. Other studies have also documented survivors’
experiences with services and their preferences for care (75, 398, 399). The SANE

Programmes have noted an improvement in quality of care and legal outcomes (309, 311)

111



after implementation, and in South Africa conviction rates are higher in the Thuthuzela one
stop model that were established with that objective in mind (37). Furthermore, in-service
training interventions have been found to improve knowledge, and to some degree, practice
of health care providers (331, 332, 336, 363), yet it is unclear if a model of care has
improved outcomes for women receiving the service. The aim of this review was to
therefore evaluate the effects of health system model of care in female survivors of rape or
IPV in terms of health outcomes, rape or IPV recurrence, provision of related services, and

referrals.

2. METHODOLOGY

2.1. INCLUSION CRITERIA

A systematic review was done focusing on health care organisations or providers who
deliver services to female survivors of rape or IPV. Interventions included any health
systems level programmes providing services to women who had experienced rape or IPV
with any comparison data being available. This included RCTs, controlled trials, quasi-
experimental studies, parallel groups, cohort studies, case-control studies, and pre-post
intervention studies. The review focused on the following outcomes: rates of physical,
psychological and reproductive health outcomes, rape or IPV recurrence, rates of providing
related services, and rates of referrals. There were no limits placed on timelines for follow-
up. Articles could be published in English, French, Spanish or Japanese. Articles were
excluded from the review if they were purely descriptive or did not provide comparison data
for a health systems programme, the primary focus of the intervention was child or elder
abuse, interventions were based outside of the health care setting, interventions targeted the
abuser or men as victims, or the intervention focused narrowly on screening, advocacy,

counselling, or mental health interventions.
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2.2. IDENTIFICATION OF STUDIES

The following databases were searched for studies published between 1 January 1990 and
17 November 2014: EMBASE, Medline, Psych Info, CINAHL. As the researchers were
also interested in health systems models described in grey literature the search was also
extended to Criminal Justice, Global Index Medicus, Dissertation/Theses, Lilacs and
WPRIM up to June 2011 with no year limits for searches on Psych Books and regional
databases (EMRO IMEMRO, SEARO-IMSEAR and AFRO-AIM). The search criteria used
to search the databases included rape and synonyms (e.g. sexual violence, sexual assault,
sexual abuse, etc.), partner violence and synonyms (IPV, domestic violence, spousal abuse,
battered women, etc.), any health-related setting (hospital, emergency department, clinic,
etc.), health care, public health, and program/programme or intervention or health services.
The initial search identified 26 645 potential articles and documents but no systematic
review was found that addressed the research question. Duplicate documents and those that
were not on the topic were excluded, using specific search phrases and by reviewing each
article title. This left 869 abstracts to be reviewed, of which 166 warranted review of the
full publication after articles that were not on the topic were excluded. A total of 11

published articles were included in the final review.

2.3. DATA EXTRACTION

One reviewer worked on the dataset to prepare the review while two researchers assisted in
the identifying and summarising the publications through an extraction process. Data were
extracted on the study design, setting, sample size, demographics of sample, intervention
and comparator, follow-up period, and measures and results of outcomes. The studies were
also assessed for quality using the Grades of Recommendation, Assessment, Development
and Evaluation Working Group (GRADE) criteria (380).
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2.4. DATA ANALYSES

Due to differing methodologies and measures of outcomes, a meta-analysis of outcomes was

not feasible.

26 645 documents identified
in the original search Excluded if the article was:
» Covering vaccine and vaccination (inactivated
polio vaccine = IPV)

» Conducted outside of the health setting
including home visitation programmes
Addressing child abuse

Addressing elderly and older abuse

An abuser, batterer or offender programme
Directed at male victims only

Not describing a health programme or model
of service delivery

+ Did not provide comparator data
Figure 7. Study flow diagram

3. FINDINGS

[ 869 abstracts to be reviewed ]

L] L] L] L] L]

{ 11 published articles

G

A number of studies evaluated only the expansion of screening programs into general services
and as such these studies were excluded from the review. The findings of ten studies are
presented in the 11 articles that have been identified (Annexure J) (381, 382, 400-408).

3.1. SAMPLE

All of the studies comprised of models of care addressing IPV with none specifically focusing on
post-rape care. Five of the studies were conducted in the USA, two were based in the UK, and
one each was conducted in Australia, New Zealand and Spain. No studies were found from
LMIC. Only one study comprised of a cluster RCT (402). This was also the only study that
focused specifically on improving referral networks. The remaining studies could be described
as service integration interventions (Table 11) with seven studies having a pre-post study design
(381, 382, 400, 401, 403-406) and two following a quasi-experimental approach (407, 408). No
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studies were found that compared the effects of services provided at an OCC to that of another

model of service provision.

The sizes and compositions of samples also varied substantially, with the smallest sample size
comprising of 71 women and 111 children (405) while the largest included 10 961 records that
were reviewed in two hospitals over three time periods (382). In a few articles, the sample size
was not clearly presented (400, 404) and the characteristics of the study population were also not
always described (381, 382, 400, 404, 406, 407).

3.2. INTERVENTIONS

Interventions included a combination of activities that could be grouped as input or process
activities (Table 11). All of the studies except one (405) included a training component. Other
interventions included an enquiry or screening process (400-404, 406, 407, 408) and the
development of resources such as information material on referral sources and posters (381, 382,
401-404, 406). New policies or procedures were developed in a few studies (381, 382, 401, 404,
406, 408) as well as the new documentation or changes to documentation (381, 382, 400, 401,
403). Very few studies attempted to improve the referral system within (404, 407, 408) or
outside of the institution (402). Additional staff (381, 382, 400, 407, 408) and support (403, 408)
were provided in a couple of studies. Only one study used a different approach of allocating
survivors to a single doctor and offering them preferential entry to health programmes (405).
Four studies clearly described the length of the interventions. It ranged from one month in one
study (405), three months in another study (406) and a year in two studies (402, 404).
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Table 11. Summary of studies that evaluated the effect of a model of care

AUTHOR APPROACH INTERVENTION OUTCOME
INPUT PROCESS
New New staff [New form/ |Change to [New Training |[Enquiry/ [Referral in- |Referral |Other Health |Providing |Referrals
policies/ document [form/ resource Screening |house out outcomes|related
protocols document [material procedure services
(pamphlets
posters)
Basu (400) Horizontal + (2 + + + Private interview +
integration: advocates) room, new
New service electronic coding
in ED system for
previous IPV
identification
Coyer (401) [Horizontal |+ + + + + +
integration:
New service
in a facility
Fanslow (381, Horizontal |+ [+ (staff + + + + +
382) integration: nurse)
New service
in ED
Feder (402) [External + + + + (to Practice champion, +
integration: advocate) |feedback on
New service referrals
in general
practices
with external
referral
Harwell (403) Horizontal + + + + Additional follow- +
integration: up and support to
New service first 4 community
in a facility health centres
(CHC) that were
trained
McCaw (404) |Horizontal |+ + + + + (to mental Media outreach, +
integration: health crises response
New service clinician) team from local
in a facility agency
with internal
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referral

Mufioz (405) |Horizontal Allocation to
integration: single doctor &
New service paediatrician,
in a facility removed obstacles
for care,
preferential entry
to health
programmes,
social worker
assessment
Ramsden Horizontal |+
(406) integration:
New service
in ED
Short (407)  |Horizontal + (paid + (to
integration: omandKi WomanKind
New service nd staff & staff and
in a facility lvolunteer advocates)
ith internal advocates)
referral
Wiist (408) Horizontal |+ + (abuse + (to abuse Nurse trainer
integration: counsellor) counsellor) visited weekly to
New service offer support
in prenatal
clinic with
internal
referral
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3.3. OUTCOMES

No studies were found that provided data on the effects of a health system
intervention on rape or IPV recurrence. One study was found that evaluated the
effects on providing related services to survivors and their children, and to some
extent on health outcomes (405). In this study there were significant improvements in
the number of visits to the family doctor, social worker and to programmes, and in the
number of women who had hepatitis B vaccination, social and family assessments,
family planning, cervical cytology and analytical blood tests. For their children, there
were significant increases and improvements in the number of visits to paediatricians,
vaccinations, child health, psychomotor development and somatometric assessments.
The percentage of women without health problems reported on history significantly
declined, as did the percentage taking prescriptions. However, this was a small study,
involving a selected group of women who were based in shelters and accessing health

services in Spain.

A second study was found that reported on the number of interventions that were
provided to IPV survivors after one year of a project being conducted in two
emergency departments in Auckland, New Zealand (382). Interventions included
examination and/or treatment for presenting or past physical or sexual assault,
assessment for sexual assault, homicide risk assessment, assessment for depression,
discussion on contacting the police, legal options and a safety plan, and offer a
referral to social services. The authors found a significant difference in the proportion
of survivors that were offered at least two interventions between the study and control

site at post-intervention but not at follow-up a year later.

Ten studies evaluated the effect of a health system intervention on referral rates
(Table 12). Of these, seven articles reported increases in referrals rates but did not
present significance levels (381, 400, 401, 404, 406-408). In four studies there were
significant improvements in referrals (402, 403, 405, 407) with one showing a non-
significant increase in referrals within the facility (403). Of these studies, the cluster
RCT in general practices presented the strongest evidence (402). The intervention
comprised of the following components: training, resources, screening through

electronic prompts, referral to a named agency advocate, practice champions and
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feedback on referrals. The authors reported significant increases in the incident rate

ratio for recorded referrals and referrals received by agencies 12 months post-

intervention for the intervention group compared to the control group.

Table 12. Outcome of studies that evaluated the effect of a model of care on

referral rates

AUTHOR REFERRAL OUTCOME NOTES

Basu (400) 1 referral rate over 1 year period No statistical testing done
after intervention

Coyer (401) 1 referral rate 6 months after No statistical testing done

intervention

Fanslow (381,

1 offers of police contact and

No statistical testing done

382) referral rate from pre to post-
intervention at intervention site
Feder (402) 1 incident rate ratio for Significant finding at p value <

intervention group 12 month post
training

0.05

Harwell (403)

1 in-house referral rate 6 months
post training

1 out referral rate 6 months post
training

Non-significant increase at p value
<0.05

Significant finding at p value <
0.05

McCaw (404)

1 referrals to domestic violence
specialist post intervention
(?time)

No statistical testing done

Mufioz (405)

| percentage not referred 11
months post-intervention

Significant finding at p value <
0.05

Ramsden (406)

1 in-house referrals during 3
months of intervention

No statistical testing done

Short (407) 1 referral rate (actual data not Significant finding at p value <
presented) at intervention sites 0.05
1 referrals compared to control
facilities post-intervention No statistical testing done
Wiist (408) 1 referrals at 3 months and 15 No statistical testing done
months post-intervention
4. DISCUSSION

A systematic review of the literature found that there were no models of care for post-

rape services that were suitably evaluated for health and violence outcomes of

survivors and for use of other services.

In addition all of the studies that met the

inclusion criteria for selection were from HIC. Diverse models of care from LMIC

are fairly well documented and although some evaluations have been conducted, the

focus has been on the feasibility and practicality of the models with a few reporting

on changes in the delivery of care, as opposed to health outcomes of the survivor.
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This vacuum limits the potential transferability of successful models. Yet, the review
found an absence of high quality studies, and therefore no specific health service
delivery model for post-rape or IPV care can be recommended although this should
not be equated with a lack of effectiveness (274).

As strong referral linkages to and from providers is often required, but lacking, in the
delivery of comprehensive care, it is not surprising that most of the studies reported
on changes in referral rates. The most common features of these interventions
included having training for staff, including a screening process for patients,
providing resources and having policies or protocols implemented. Many also made
additional staff available such as study nurses, counsellors and advocates. Although
one would consider recommending these features in future work (15) not all would be
feasible in LMIC and only a few studies evaluated the individual components of their
interventions. In these cases, the outcomes for the evaluation were very different e.g.
change in knowledge or practice for the training component of an intervention (407).
Furthermore it is still not clear what drives the integration process for services that
extend beyond biomedical care, especially in relation to the acceptance and adoption

of these services by health care providers (83).

The number of referrals is used in most studies as a proxy measure for other services
that are potentially being provided. However, information on the quality and content
of the services that was received, and in some studies the proportion of patients who
attended the referral, is still lacking. In the RCT, women who were referred reported
that the services that they received from advocates were sometimes different from
what they informed on (409). An important consideration would also be whether
increases in referrals are clinically relevant as no study looked at the health outcomes
of the women who were referred or whether the service was of benefit to the survivor
(410). In specialised centres in the UK approximately 40% of survivors were already
known to mental health services yet the majority of centres still struggled to refer
survivors who required further mental health support (411). Furthermore, challenges
with ensuring patients follow through with a referral are a common problem in the
delivery of all health services. In South Africa, 66% of women who were referred for
colposcopy services based on their pap smear results made an appointment and 48%

actually attended the service (412). Another matter to consider is whether measuring
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the number of referrals is really an indicator of better quality services, or does it just
reflect the ability of the PHC provider to shunt “the problem” out of their department.
Even in studies where referrals did increase and findings were significant, the number
of women who were referred was small implying that accessibility to health services
and identification of survivors who require the necessary care is still a challenge.
Interventions are either not being implemented as they were intended to, or they are
not as successful as they potentially could be. The cost-effectiveness of these
resource-intensive interventions needs to be measured as was done for the trial in the
UK, and applicability to low and middle-income settings with limited resources
deliberated. Sustainability in a real-world setting is not always achievable, as
researchers who implemented a systems level intervention found when they removed
an IPV advocate so that survivors could be referred to the facility’s social worker
while continuing with other efforts of their intervention (413). The study found that
identification rates increased significantly during the intervention period but then

dropped back to baseline levels during the sustainability period.

Medium to long-term outcomes in survivors of rape and IPV need to be better defined
and measured in studies unless we are willing to accept service level outcomes as a
measure of effectiveness although these are intermediaries to improved health care for
survivors. Yet loss to follow-up is generally high and contacting survivors later can
also pose dangers (414). A follow-up qualitative study done with the women who had
participated in the RCT reported that some women were untraceable because of
incorrect contact information or fears regarding their safety (409). Researchers need
to consider these complexities when planning for the retention and follow-up of

survivors in outcome evaluation research.

This was the first systematic review that was done on the effects of a health system
model of care yet there were some limitations in doing the review. All of the studies
included in the review were based in HIC and most were of low quality. Only one
was based on a RCT while all of the other articles comprised of methodologically
weaker study designs with substantial limitations. Many had poor presentation of
data with inadequate data analyses. Only descriptive studies were identified from

LMIC with some programme evaluations being found as well, although the review
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included various databases to ensure a better opportunity for identifying studies from

these settings.

5. CONCLUSION

There is a need for more studies with robust study designs and larger samples. More
research of high quality is required to assess the effectiveness of service delivery
models, in improving outcomes for female survivors of rape and IPV. Many lessons
can already be learnt from the work done globally especially in LMIC where
implementation is challenging with increased resource limitations. A number of
models are already being implemented without adequate evaluation, some of which
are resource intensive such as OCCs, and understanding the long-term value of the
delivery model could justify its establishment and expansion. A bigger focus needs to
be placed on post-rape care services with measurement of relevant outcomes e.g.
pregnancy, sexually transmitted infections, HIV incidence, and measures of mental
health.
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CHAPTER 5

RESULTS: KNOWLEDGE AND CONFIDENCE OF SOUTH AFRICAN
HEALTH CARE PROVIDERS REGARDING POST-RAPE CARE: A CROSS-
SECTIONAL STUDY*

1. BACKGROUND

In South Africa, the majority of rape survivors are cared for in the public sector at
PHC level. Post-rape care should be provided by trained doctors and nurses (27), yet
studies have shown that not all providers receive training. Most are only trained at an
undergraduate level, and such training often focuses only on the forensic aspects of
post-rape care, thus neglecting the medical needs of patients (49, 54). A number of
training programmes have been developed, ranging from undergraduate and
postgraduate programmes to informal in-service training initiatives (48, 49) and in
2007 the National Department of Health commissioned the development of a
standardized training curriculum for health care providers as piecemeal training had

resulted in varied levels of knowledge and skills among providers (49, 50).

The National Department of Health aimed to use the curriculum to equip doctors and
nurses to comprehensively provide post-rape care. The curriculum was developed by
a number of local experts under the coordination of the Gender and Health Research
Unit of the MRC. This work was based on reviews of both national and international
training programmes. The newly developed curriculum finally comprised of ten days
of interactive training and a one day practicum, covering all aspects of post-rape care
including epidemiology, human and sexual rights, communication, medical
management of the survivor, examination and evidence collection, follow-up care,
laws and court procedures, monitoring and evaluation of services, and vicarious
trauma. Vicarious trauma is known as compassion fatigue that is felt by providers

who work with traumatized patients and can po

12 Jina R, Jewkes R, Christofides N, et al. 2013. Knowledge and confidence of South African health
care providers regarding post-rape care: a cross-sectional study. BMC Health Serv Res., 13:257.
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tentially affect the physical and mental well being of the provider (415). The
curriculum was tested in a pilot programme that was held in eight of the nine

provinces in the country.

In developing the curriculum, a number of issues came to the forefront. Firstly, what
is the current knowledge and confidence of health providers working in post-rape care
and would the curriculum improve this, what are the factors that influence knowledge,
confidence and care offered by providers, and finally, which providers should we be

training to work in post-rape care services?

A review of international post-rape training programmes showed that there were
marked differences in the courses offered to providers (297, 302, 308, 332-334, 336,
345, 357, 362), with lengths ranging from a 45 minute lecture to medical students
(357) and 2 hours training on clinical forensic medicine in the United States of
America (USA) (333), to a 6 month rotation in forensic medicine for emergency room
physicians in Australia (334). The nursing programmes especially the SANE
programmes in the USA (297, 332) and Canada (297, 302) were found to be the most
established with a 5 — 7 day didactic training programme followed by clinical
exposure in a practical setting. The content of the courses have also varied, with a
focus on the examination of survivors and evidence collection. Some of these
programmes have reported on improvements in provider knowledge and skills after
training but these studies were conducted with small groups in limited settings and did
not include a mixed group of providers in a national programme (332, 336, 357, 362).
No studies were found from developing, low resourced settings. Furthermore, no
studies were found that investigated other factors influencing knowledge, skills and

confidence in providers managing post-rape care survivors.

Very few studies have looked at the providers working in post-rape services. A
review of the SANE programmes has shown some positive findings with SANEs
providing more comprehensive care and examinations than what was traditionally
provided by the hospital emergency department (309, 362), that evidence collection
Kits were better completed by SANEs than by non-SANE nurses or physicians, that
police laid more charges and there were higher conviction rates with longer average

sentences in SANE cases compared to pre-SANE cases, and that there was an
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improvement in the relationship between the medical and legal professionals after
SANE programmes were implemented (309). A previous study with women in South
Africa on experiences and preferences for post-rape care reported a preference for
doctors over nurses. While the women in this study also preferred to have a female
provider (75), there were mixed findings regarding this in a review (399) focusing on
women’s expectations and experiences with interpersonal violence services. What is
very clear is that survivors wish to have a non-judgemental, compassionate and

sensitive provider (75, 399).

The objectives of this paper are thus to identify the factors associated with higher
knowledge and confidence in health care providers working in post-rape care services
at the commencement of training and to reflect on the implications of this for training

and other efforts being made to improve services.

2. METHODS

A cross-sectional study was undertaken with data collected during four training
sessions that were held from February to May 2008. One hundred and fifty-two
providers from eight provinces attended the training. The Western Cape provincial
Department of Health declined to participate in the study. Health care providers who
were selected by provincial managers to attend the training were either doctors who
had completed internship or professional nurses with midwifery qualifications. All

providers had some previous exposure to post-rape care services.

Providers who underwent the pilot training completed self-administered
questionnaires. These had questions on social and demographic characteristics, the
manner in which rape services were provided, the workload in relation to post-rape
care services, prior training on counselling and post-rape care services, confidence in
providing post-rape care, gender attitudes, attitudes about issues related to rape, and
levels of empathy. The questionnaire made use of questions that had previously been
tested in research conducted by the Gender and Health Research Unit, including an
instrument used in a situation analysis of sexual assault services (1), and a

questionnaire used in a survey of men’s health and relationships (11). For the
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purposes of this study, only data from the questionnaires completed prior to the
interactive training component are presented.

Socio-demographic and background information was collected on sex, age, rank, and
the province where the health care provider was working, the type of facility where
they were working, and the number of years they had been working in total and at the
current facility. Data were also collected on the proportion of rape survivors seen by
the provider and whether the provider had seen a rape survivor and completed the
necessary legal documentation (J88 form) in the last three months. Information on
where undergraduate training occurred and whether the provider received further
training on post-rape care and counselling was obtained.

A rape attitude score (Cronbach’s alpha 0.82) based on 21 statements (385) was
obtained using a four level Likert response from °‘strongly agree’ to ‘strongly
disagree’. Examples of statements used in the score included: “many rapes happen
because women lead men on”, “sex workers cannot really be raped”, and “a woman
who has been raped has a serious medical problem”. The Likert scores were added
for each of the statements to develop a total rape attitude score that could range from
21 to 84, with a higher score indicating a more appropriate attitude to rape. A gender
attitude score (Cronbach’s alpha 0.76) was similarly developed using the same Likert
responses, but based on another 21 statements (386). Three examples of statements
used for this score are: “a man should have the final word about decisions in his
home”, “a woman’s most important role is to take care of her home and cook for her
family”, and “there are times when a woman deserves to be beaten”. Again the score
could range from 21 to 84, with a higher score indicating that the provider was more
gender sensitive. These scores were constructed from work done by Burt (385), and

Pulerwitz and Barker (386).

An empathy score (Cronbach’s alpha 0.77) was also calculated using four statements,
which were adapted from work done by Abbey et al (387). These had a five level
Likert response scale ranging from ‘doesn’t describe me well” to ‘describes me well’.
Two statements included here were “when I see someone being taken advantage of, |
feel protective toward them”, and “I often have tender, concerned feelings for people

less fortunate than me”. The Likert scores for each statement were added to develop a
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score with a range from 4 to 20. A higher score indicated that the provider had

greater empathy.

Men were also asked about perpetration, and women about experience of rape or IPV
using a version of the WHO violence against women instrument (12). This had been
adapted for use with men in the Eastern Cape (11, 13). It included two questions
related to physical abuse, one to emotional abuse, and four to sexual abuse. For
example, female providers were asked about being slapped, pushed, shoved, hit,
kicked or having something thrown at them by a partner. They were also asked about
whether a partner had ever threatened to hurt them or use a weapon against them.
They were then asked about whether they had ever been tricked into having sex with a
man, whether they had ever agreed to have sex with a man after he told lies,
threatened to end the relationship, or pleaded; whether they had ever had sex when
they had not consented or were forced, and whether they had ever slept with a man or

boy when they were too drunk to say whether they wanted to or not.

Knowledge was assessed using 75 multiple-choice questions covering the various
aspects of post-rape care. These covered all aspects of the curriculum material and
were developed and reviewed by staff at the Gender and Health Research Unit. The
questions were piloted on a group of ten medical doctors, after which some changes
were made. In addition, nine questions that had a particularly high failure rate
through all pilot sessions were excluded from the final data analysis, resulting in a

total of 66 questions.

Health care providers reported on their confidence in providing ten aspects of post-
rape services, using a score of 1 to indicate ‘no confidence’ and 10 to indicate ‘total
confidence’ in providing the service. Questions covered examination, evidence
collection, and appearing in court. Both the knowledge and confidence scores were
converted into percentages and categorized. Providers with a percentage score of 50
or more were considered to have high levels of knowledge and those with a
percentage score of 80 or more were considered to have high levels of confidence.

These cut points were based on the mean scores for knowledge and confidence levels.
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Data were entered and analysed using Stata 10. Descriptive statistics were first
conducted on the baseline characteristics of the health care providers in terms of
background, experience, knowledge and confidence, after which bi-variable analysis
was carried out in order to test for factors associated with high knowledge and
confidence separately. Variables with a p value of <0.20 were included in the
candidate models and backward selection was used to develop the two final
multivariable models on factors associated with high knowledge and confidence. In

the final models, variables were retained with a p value of less than or equal to 0.05.

Ethics approval was obtained from the Human Research Ethics Committee: (Medical)
of the University of the Witwatersrand (Approval No. M071140). The health care
providers were given an information sheet and were asked to sign informed consent
when they returned the completed questionnaire. Participation in the study was thus
optional and utmost care was taken to ensure that the anonymity of the study

participants was maintained.

3. RESULTS

In total, 124 health care providers (81.6% of those trained) completed pre-training
questionnaires. The mean age of the providers was 41.7 years with a range from 24 to
64 years. The majority of providers trained were female (70.2%) and professional
nurses (68.3%). Of the 39 doctors who were trained, six were completing their
community service year, which is a compulsory second year of working in the public
sector after completion of medical school (Table 13). Forty-seven of the 87 female
providers (56.6%) had experienced some form of IPV in their lifetime, while 13 of the
37 male providers (36.1%) had perpetrated acts of IPV. Sexual abuse was the most
common form of abuse experienced (38.5%) and perpetrated (30.6%), followed by
physical abuse (37.4% and 22.2%). About a third of the providers felt that rape was

not a serious medical problem (n=34, 28.8%).
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Table 13. Demographic and other background of health care providers

Total Knowledge \ Confidence
High (>50%) Low (<50%0) p value High (=80%) Low (<80%0) p value
n (%) / n (%) / n (%) / n (%) / n (%) /

mean (SD%) mean (SD%) mean (SD%) mean (SD%) mean (SD%)
Sex (N=124)
Male 37 (29.8%) 13 (44.8%) 23 (26.4%) 0.064 10 (30.03%) 21 (31.3%) 0.916
Female 87 (70.2%) 16 (55.2%) 64 (73.6%) 23 (69.7%) 46 (68.7%)
Age (N=123) 41.7 (8.8) 37 (8.0) 43 (8.0) 0.002 40 (8.0) 42 (10) 0.462
Rank (N=123)"
Doctor 39 (31.7%) 17 (60.7%) 21 (24.1%) 0.000 12 (36.4%) 24 (36.4%) 1.000
Nurse 84 (68.3%) 11 (39.3%) 66 (75.9%) 21 (63.6%) 42 (63.6%)
Province (N=124)"
Eastern Cape 20 (16.1%) 2 (6.9%) 17 (19.5%) 0.025 4 (12.1%) 10 (14.9%) 0.034
Free State 13 (10.5%) 6 (20.7%) 4 (4.6%) 8 (24.2%) 5 (7.5%)
Gauteng 15 (12.1%) 3 (10.3%) 12 (13.8%) 6 (18.2%) 8 (11.9%)
KZN 20 (16.1%) 8 (27.6%) 12 (13.8%) 3(9.1%) 11 (16.4%)
Limpopo 15 (12.1%) 3(10.3%) 12 (13.8%) 2 (6.1%) 9 (13.4%)
Mpumalanga 13 (10.5%) 3 (10.3%) 9 (10.3%) 7 (21.2%) 5 (7.5%)
North West 13 (10.5%) 0 (0.0%) 12 (13.8%) 0 (0.0%) 7 (10.5%)
Northern Cape 15 (12.1%) 4 (13.8%) 9 (10.3%) 3(9.1%) 12 (17.9%)
Rape or IPV (N=124)"
None 64 (51.6%) 14 (48.3%) 47 (54.0%) 0.406 14 (42.4%) 34 (50.8%) 0.639
Experienced rape or IPV (female providers only) 47 (37.9%) 10 (34.5%) 33 (37.9%) 15 (45.5%) 24 (35.8%)
Perpetrated rape or IPV (male providers only) 13 (10.5%) 5 (17.2%) 7 (8.1%) 4 (12.1%) 9 (13.4%)
Rape attitude score (N=94) 65.9 (8.4) 69.0 (7.2) 64.5 (8.7) 0.027 68.1 (6.6) 66.4 (8.6) 0.371
Gender attitude score (N=99) 69.5 (7.1) 70.5 (5.9) 68.8 (7.4) 0.269 71.3 (5.5) 69.2 (7.8) 0.189
Empathy score (N=111) 16.2 (3.6) 16.2 (3.7) 16.3 (3.6) 0.870 16.7 (4.0) 16.1 (3.7) 0.472

Sample sizes vary due to missing data

“One doctor sessional, three nurses in administrative roles: managerial/coordinators

# Fisher Exact test; ® SD: Standard deviation
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The majority (76.0%) of providers were working at the PHC level (clinics,
community health centres (CHC) and district hospitals) (Table 14). Just under half of
the providers (44.4%) worked in facilities that had a crisis centre. The providers had
a median of 14.5 years of experience with a range of 1 to 36 years, and the median
number of years at the current facility was 5 years (range 0 — 36 years). About half of
the providers (49.6%) had examined a survivor and had completed a J88 form in the
three months preceding the training. About 60% of providers had been trained in
providing post-rape care, while 79% reported having been trained in counselling. The
levels of knowledge were low with a median percentage score on the knowledge
assessment of 37.3% and a range of 0% to 65.3%. A quarter of the providers (n=29)
scored 50% or more. Providers scored less than 50% on questions related to
communication, examination and evidence collection of adult survivors, management
of child survivors, mental health care, prevention and management of pregnancy post-
rape, and vicarious trauma (Table 15). Confidence was much higher, as providers had
a median confidence percentage of 75.4% with a range of 10% to 100%. A third of
the providers (n=33, 33.0%) had confidence levels of 80% or more (Table 14).
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Table 14. Experience and training backgrounds of health care providers

Total Knowledge | Confidence
High (=50%) | Low (<50%) p value | High (>80%) | Low (<80%) p value
n (%) / n (%) / n (%) / n (%) / n (%) /

mean (SD%) mean (SD) mean (SD) mean (SD) mean (SD)
Type of facility (N=121)"
Clinic/CHC 39 (32.2%) 7 (25.0%) 31 (36.5%) 0.661 11 (33.3%) 20 (30.8%) 0.798
District hospital 53 (43.8%) 13 (46.4%) 35 (41.2%) 16 (48.5%) 30 (46.2%)
Regional hospital 19 (15.7%) 5 (17.9%) 13 (15.3%) 5 (15.2%) 9 (13.9%)
Tertiary hospital 10 (8.3%) 3 (10.7%) 6 (7.1%) 1(3.1%) 6 (9.2%)
Crisis centre in facility (N=124) 55 (44.4%) 16 (55.2%) 34 (39.1%) 0.130 22 (66.7%) 23 (34.3%) 0.002
Total time in service (N=120)"
<10 35 (29.2%) 14 (50.0%) 21 (25.0%) 0.054 10 (30.3%) 21 (32.3%) 1.000
10-19 47 (39.2%) 9 (32.1%) 36 (42.9%) 13 (39.4%) 25 (38.5%)
>20 38 (31.7%) 5 (17.9%) 27 (32.1%) 10 (30.3%) 19 (29.2%)
Service time at current facility (N=119)"
<10 72 (60.5%) 20 (74.1%) 50 (59.5%) 0.030 23 (71.9%) 41 (65.1%) 0.520
10-14 26 (21.9%) 7 (25.9%) 18 (21.4%) 6 (18.8%) 10 (15.9%)
>15 21 (17.7%) 0 (0.0%) 16 (19.1%) 3(9.4%) 12 (19.1%)
Examined survivor and completed J88 in last 3 months (N=123) 61 (49.6%) 21 (72.4%) 37 (42.5%) 0.005 24 (72.7%) 29 (43.3%) 0.006
Proportion of survivors seen who come to facility (N=116) *
<20% 44 (37.9%) 11 (37.9%) 37 (43.5%) 0.694 8 (24.2%) 33 (49.3%) 0.027
21% — 40% 20 (17.2%) 7 (24.1%) 13 (15.3%) 4 (12.1%) 10 (14.9%)
41% - 60% 27 (23.3%) 5 (17.2%) 19 (22.4%) 9 (27.3%) 15 (22.4%)
61% - 100% 25 (20.5%) 6 (20.7%) 16 (18.8%) 12 (36.4%) 9 (13.4%)
Country trained for undergraduate”
South Africa 106 (86.2% 24 (82.8%) 76 (87.4%) 0.542 30 (90.1%) 55 (83.3%) 0.374
Elsewhere 17 (13.8%) 5 (17.2%) 11 (12.6%) 3(9.1%) 11 (16.7%)
Trained on counselling (N=124) 98 (79.0%) 25 (86.2%) 68 (78.2%) 0.429 29 (87.9%) 53 (79.1%) 0.408
Trained on post-rape care (N=120) 72 (59.5%) 20 (69.0%) 46 (54.8%) 0.181 26 (78.8%) 35 (53.0%) 0.013
High knowledge (>50%) (N=116) 29 (25.0%)
High confidence (>80%) (N=100) 33 (33.0%) 9 (33.3%) 20 (30.8%) 0.810

Sample sizes vary due to missing data; * Fisher Exact test;
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Table 15. Knowledge by topic

Number of

questions

Percentage median score
(Interquartile range)

(IQR)

Context of sexual assault in South Africa

50% (0 — 83.3%)

Laws and court processes 6 50% (16.7 - 83.3%)
Sexual rights 5 60% (0 — 100%)
E.g. Emma describes herself as transgendered. Which one of the
following definitions most accurately describes what the term
“transgendered”?
a. She is romantically and sexually attracted to both women
and men
b. She is confused about her sexual orientation and thinks she
might be attracted to women
¢. She is a person born with a combination of male and female
reproductive organs
d. She was born with a male body but has started sexual
reassignment surgery so that her body matches her gender
identity
Communication 3 33.3% (0 — 100%)
E.g. Which of the following is an example of good listening?
a. “So in summary, you were hijacked while on the way home
from work....”
b. “Did you say that you were from Westdene? My
grandparents live there”
€. “Do not worry about the court case. Everything will be
fine”
d.  “Let me tell you what to do”
Provision of medical care 4 50% (0 — 100%)
Examination and evidence collection of adult sexual assault survivors 8 25% (0 — 75%))
Management of sexually assaulted children 6 33.3% (0 — 83.3%)
E.g. Which one of the following is definitely indicative of assault in a
child?
a. An absent posterior fourchette
b. A hymenal bump
c. A posterior attenuated hymen
d. Ananal tag
Mental health care 9 33.3% (0 — 55.6%)
Prevention and management of pregnancy post-rape 6 33.3% (16.7 — 83.3%)
E.g. A 22 year old women presents to the health care facility. She
has been raped by a stranger last night. Her last menstruation was
three weeks ago and she is medically well. The emergency
contraceptive regimen of choice for her is:
a.  Norlevo 2 tabs (levonorgestrel 1500ug) stat po
b. Ovral 4 tabs (ethinyl estradiol 100ug/levonorgestrel 500ug)
stat po
¢. Nordette 2 tabs (ethinyl estradiol 125ug/levonorgestrel
300uQ) stat po
d. Triphasil 4 tabs (ethinyl estradiol 125ng/levonorgestrel
500ug) stat po
Prevention and management of infectious diseases 4 50.0% (0 — 75%)
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Topic Number of = Percentage median score

questions (IQR)
Prevention and management of HIV post-rape 4 50% (0 — 100%)
E.g. A patient presents 12 hours after being gang raped. Pre-test HIV
counselling is carried out but she refuses to have an HIV test
What should the health care provider do?
a. Refuse to give her PEP
b. Ask the patient to return in 3 days so that she can be pre-test
counselled again
¢. Provide a 3 day supply of PEP and ask the patient to come
back in 3 days and pre-test counsel again
d. Provide a 7 day supply of PEP and ask the patient to come
back every week for a month for PEP that she will have
three more opportunities to be pre-test counselled
Documentation 2 50% (0 — 100%)
Follow-up 1 100% (0 — 100%)
Vicarious trauma 3 33.3% (0 — 100%)
E.g. Countertransference occurs when:
a. Health care providers experience symptoms of trauma
themselves from work with trauma survivors
b. Health care providers bring into their work with patients
aspects of their own past history
c. Health care providers become very judgmental and
unsympathetic
d. Health care providers working with trauma survivors
develop burn out

Sixty one percent of providers with high levels of knowledge were doctors compared
to 24% of providers with low knowledge (Table 13). On the other hand, 76% of
providers with low knowledge were nurses compared to 39% with high knowledge (p
value 0.000). Younger providers (mean of 37 years vs. 43 years) were found to have
significantly higher levels of knowledge (p value 0.002). Significant interprovincial
differences were noted in knowledge levels (p value 0.025) with KZN and Free State
having a high proportion of providers with high levels of knowledge (28% and 21%
respectively) compared to the proportion from these provinces among those who had
low levels of knowledge (14% and 5% respectively). Disproportionately few
providers in the Eastern Cape and North West Provinces were among those who had
high levels of knowledge (7% and 0% respectively), compared to the proportion
among those who had low levels of knowledge (20% and 14% respectively). The
providers with a higher rape attitude score were also found to more often have
significantly higher levels of knowledge (p value 0.027). None of the providers who
had been working at their current facility for more than 15 years had high levels of

knowledge, but this group constituted 19% of those who had low levels of knowledge;
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while 74% of those who were in the facility for less than 10 years had high levels of
knowledge compared to 60% who had low levels of knowledge (p value 0.030) (Table
14). Finally, providers who had examined a survivor and completed a J88 form in the
last three months were found to have higher levels of knowledge (72% vs. 43% of

those who had not, p value 0.005).

The pattern of distribution of provider confidence differed from that of knowledge
(Table 13). In the Free State and Mpumalanga 24% and 21% of providers were found
to have high levels in confidence, compared to 8% and 8% of providers with low
levels of confidence. Limpopo contributed only 6% of providers with high levels of
confidence, and the North West, none, compared to those with low levels of
confidence (13% and 11% respectively) (p value 0.034). Providers who worked in a
facility with a crisis centre more often had high confidence (67% vs. 34% of those not
doing so, p value 0.002) as had those who had examined a survivor and completed a
J88 form in the last three months (73% vs. 43%, p value 0.006) (Table 15). Trained
providers were found to have high levels of confidence (79% vs. 53% not trained, p
value 0.013) although no association was found with higher levels of knowledge
(Table 14). In addition, a high confidence level was not found to be associated with a
higher level of knowledge; 33% of providers with high knowledge had high levels of
confidence, as did 31% of the providers with low knowledge (p value 0.810) (Table
14).

The following variables were tested in the final multivariable model looking at factors
associated with higher levels of knowledge: sex, age, rank, experience or perpetration
of interpersonal violence, rape attitude score, total time in services, examination of a
survivor and completion of a J88 form in the last three months, and having been
previously trained on counselling (Table 16). With the final multivariable model, it
was found that older providers (OR 0.94, 95% CI 0.88 — 1.00) and nurses (OR 0.40,
95% CI 0.23 — 0.69) had lower odds of having high levels of knowledge while
providers with a more appropriate rape attitude score (having a higher rape attitude
score) had a greater odds of having high levels of knowledge (OR 1.10, 95% CI 1.01
—1.19) (Table 16).
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In terms of confidence levels, providers who worked in a facility with a crisis centre,
those who had examined a survivor and completed a J88 form in the last three
months, those who had been trained on providing post-rape care in the past and the
proportion of survivors seen by the provider met the criteria to be tested in the
multivariable model. In the final multivariable model, providers who had worked in a
facility with a crisis centre (OR 3.08, 95% CI 1.19 — 7.99) and those who had
examined a survivor and completed a J88 in the last three months (OR 3.57, 95% ClI
1.29 — 9.89) had a greater odds of having higher levels of confidence. Providers who
had seen more than 60% of survivors who came to the facility were also found to have
greater odds of having high confidence compared to providers who had seen less than
20% of survivors (OR 4.31, 95% CI 1.23 — 15.10). Previous training was not found to
be associated with higher knowledge or confidence levels. Furthermore, levels of

knowledge were not associated with confidence levels (Table 16).
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Table 16. Regression models for factors associated with knowledge and confidence

Univariate p value Multivariable p value Univariate p value Multivariable p value
Sex
Male - -
Female 0.44 (0.18 - 1.06) 0.067 1.05 (0.43 — 2.59) 0.916
Age 0.91 (0.86 —0.97) 0.003 0.94 (0.88 — 1.00) 0.053 0.98 (0.94 — 1.03) 0.458
Rank
Doctor - - -
Nurse 0.45 (0.29-0.71) 0.001 0.40 (0.23 - 0.69) 0.001 1.00 (0.65 — 1.54) 1.000
Province
Gauteng - -
Mpumalanga 1.33(0.22 -8.22) 0.757 1.87 (0.39 — 8.89) 0.433
North West - -
Limpopo 1.0 (0.17 - 5.99) 1.000 0.30 (0.05 — 1.91) 0.200
KZN 2.67 (0.57 — 12.57) 0.215 0.36 (0.07 — 1.91) 0.232
Northern Cape 1.78 (0.32 - 10.01) 0.514 0.33 (0.06 — 1.73) 0.192
Eastern Cape 0.47 (0.07 - 3.27) 0.445 0.53 (0.11 - 2.56) 0.433
Free State 6.0 (1.00 — 35.91) 0.050 2.13 (0.46 —9.94) 0.335
Rape or IPV
None - -
Experienced rape or IPV 1.65 (0.68 — 4.00) 0.269 1.52 (0.62 -3.72) 0.362
(female providers)
Perpetrated rape or IPV 3.88 (1.10 — 13.77) 0.036 1.08 (0.28 — 4.09) 0.911
(male providers)
Rape attitude score 1.08 (1.01 - 1.15) 0.030 1.10 (1.01-1.19) 0.026 1.03 (0.97 — 1.09) 0.368
Gender attitude score 1.04 (0.97 - 1.11) 0.267 1.05(0.98 - 1.12) 0.189
Empathy score 0.99 (0.88 —1.11) 0.869 1.05(0.93 -1.18) 0.469
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Univariate p value Multivariable p value Univariate p value Multivariable p value
Type of facility”
Clinic/CHC - -
District hospital 1.64 (0.58 — 4.65) 0.347 0.97 (0.37 - 2.52) 0.950
Regional hospital 1.70 (0.46 — 6.36) 0.428 1.01 (0.27 - 3.77) 0.988
Tertiary hospital 2.21(0.44-11.08) 0.333 0.30 (0.03 - 2.85) 0.296
Crisis centre in facility
No - - -
Yes 1.92 (0.82 - 4.48) 0.133 3.83(1.58 — 9.24) 0.003 3.06 (1.18 - 7.93) 0.021
Total time in service
<10 - -
10-19 0.38(0.14-1.01) 0.053 1.09 (0.40 — 2.99) 0.864
>20 0.28 (0.09 - 0.89) 0.032 1.11 (0.38 — 3.24) 0.855
Service time at current facility
<10 - -
10-14 0.97 (0.35-2.68) 0.957 1.07 (0.34 - 3.32) 0.907
>15 - 0.45 (0.11 - 1.74) 0.246
Examined survivor and
completed J88 in last 3 months
No - - -
Yes 3.55(1.42 - 8.89) 0.007 3.49 (1.41 - 8.64) 0.007 3.30 (1.24-8.81) 0.017
Proportion of survivors seen
who come to facility
<20% - - -
21% — 40% 1.81 (0.58 — 5.66) 0.307 1.65 (0.41 - 6.65) 0.481 1.33(0.30 - 6.01) 0.709
41% - 60% 0.89 (0.27 - 2.92) 0.841 2.48 (0.80 — 7.67) 0.116 2.26 (0.68 — 7.52) 0.185
61% - 100% 1.26 (0.40 — 4.00) 0.693 5.5(1.73 - 17.53) 0.004 4.31(1.23-15.10) 0.022
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Univariate

0
p value

Multivariate

p value

Univariate

O
p value

Multivariate

p value

Country trained undergrad
South Africa
Elsewhere

1.44 (0.45 — 4.56)

0.536

0.50 (0.13 - 1.93)

0.315

Trained on counselling
No
Yes

3.62 (1.39 - 9.41)

0.008

1.92 (0.58 — 6.36)

0.298

Trained on post-rape care
No
Yes

1.84 (0.75 — 4.50)

0.184

3.29 (1.25 - 8.63)

0.016
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4. DISCUSSION

The study has shown that the knowledge of providers working in post-rape services was low,
highlighting an urgent need to improve training in this field in the country. In particular, specific
gaps in areas of knowledge need to be targeted in these training programmes. Knowledge and
confidence was not associated with being trained previously which reflects poorly on the
previous training received. Crucially, levels of knowledge were higher among doctors than
nurses and those who had a more appropriate attitude towards rape, and perhaps were thus more
motivated to learn. No previous studies on training for post-rape care including both doctors and
nurses have been done, and neither were there studies found that assessed attitudes of providers
in post-rape care services, and therefore these findings could not be compared to other studies.
Knowledge seems to be critically dependant on attitude, which highlights the need for educating
providers on rape and the seriousness of the problem. Confidence levels were much higher than
knowledge, which is potentially dangerous; especially as the knowledge level regarded as ‘high’

here had a low threshold (50% or more).

The training programme included a range of providers from junior staff to those who were
experienced and regarded as ranked among our national experts. Yet there were still substantial
gaps in the knowledge of providers and many providers were not completely confident in
delivering every aspect of post-rape care. The study also found that providers who were
previously trained did not have significantly greater levels of knowledge and confidence, but that
confidence levels were disproportionately higher than levels of knowledge in all of the providers.
This could be related to the manner in which training was offered in the country through a
piecemeal approach, with poor or absent content, giving providers a sense of assurance in

providing service yet in fact not improving knowledge on post-rape care.

In addition to levels of knowledge, provider attitudes when delivering services are important for
patients (75, 399). Interestingly, providers with a more appropriate attitude towards rape had
significantly greater odds of having high levels of knowledge. Studies have found that rape and
IPV are not considered to be a health priority for providers (49, 68, 416), and some studies have

found that where health care providers have a more sympathetic and appropriate attitude towards
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rape survivors, there is an indication of better clinical practices (417, 418). A previous study
conducted in South Africa found that providers who perceived rape to be a serious medical
problem provided a better quality of care (49). However, no study has looked at the association
of provider attitudes with knowledge. This is important as it impacts on decisions related to how
providers should be trained, as attitudes are linked to improved knowledge and potentially better

service provision.

Working in a facility with a crisis centre and being involved in the care of survivors was found to
be significantly associated with higher levels of confidence. It has been reported that the
experience of working with the same types of patients improves clinical skills (419) and
therefore can lead to higher levels of confidence. Strengthening practical skills through the
management of survivors and a supportive environment may also benefit providers working in
crisis centres. It would be important to know how well providers working in crisis centres
respond to further training to increase knowledge, in which case there would be evidence

supporting this model to potentially offer better care.

However, it is still a matter of some concern that many providers do not have adequate levels of
knowledge. Providers who had worked for more than 15 years in the same facility were found to
have low levels of knowledge and similarly, older providers had a lower odds of having high
knowledge levels. This indicates the need for continuous training and development of providers
during the in-service period. There is a risk that providers become complacent and if they are
not informed of current updates in the literature over time, they may not change their practices.
As this discipline is constantly changing and new practices are being developed based on current
evidence, there is always a need for continuous professional updates. Nurses were also found to
have a lower odds of having high knowledge levels, and this is reflective of the current health
service organization in South Africa, where the role of nurses in the provision of post-rape care
has not been adequately defined. Thus nurses tend to receive minimal training and in most areas

are only involved peripherally in the provision of post-rape care.

A high percentage of providers had experienced violence as victims or perpetrators, and

startlingly a third of male providers had committed rape themselves. This highlights the
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importance of being extremely watchful for vicarious trauma, as affected providers are
particularly vulnerable. There is also a need to understand the impact of having perpetrated
violence against women on the care provided by male providers. This could be manifested
through the provision of poor quality care with a lack of empathy, or could result in emotional
problems for the provider through having to provide care for survivors. Exploration of this
aspect was limited by the small sample size.

The generalisability of the findings in this study is limited, as some of the providers of the
training were selected because they were known to be experts who would themselves later train,
and this may have resulted in a bias towards a more knowledgeable and confident group. The
Western Cape Department of Health declined to participate in the pilot study and therefore there
were no providers from this province included in the study. Some of the data were sensitive in
nature but the questionnaires were self-administered to limit underreporting and ensure
confidentiality. There was also a potential for recall bias. The knowledge and confidence
measures were developed and used for the first time in this study. Although piloted on a small
group of doctors prior to the study, these measures still need to be further assessed for reliability.
Nine questions that were found to produce high levels of failure were dropped from the
knowledge score. Providers did not respond to all questions in the questionnaire and this
resulted in missing data for some of the variables. Providers were only asked about their
provincial location and therefore no distinction can be made between providers working in urban
and rural settings within the provinces. The small sample size limited further analysis of the

data, for example, by sex of the doctors.

5. CONCLUSIONS

The study indicates that there were gaps in knowledge even in providers who had been
previously trained and that, although confidence was generally high, there were very poor levels
of knowledge. A comprehensive standardized training curriculum for post-rape care services
was undoubtedly needed in the country. It is clear that if the objectives of the National Sexual
Assault Policy (27) and The Criminal Law (Sexual Offences and Related Matters) Amendment

Act (420) are to be achieved; much has to be done to increase the number of providers who are
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trained on the management of post-rape care, to ensure that training is comprehensive, and to
ensure that providers who are trained remain knowledgeable and skilled in current best practices.
The development of this curriculum was critical and if found to result in improvements after the
pilot training, this should then be expanded in a national training programme with scheduled
refresher courses. Improving providers’ understanding of rape is important as this study has
shown that providers who have a more appropriate attitude towards rape have higher levels of

knowledge in providing post-rape care.
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CHAPTER 6

RESULTS: A CROSS SECTIONAL STUDY ON THE EFFECT OF POST-RAPE
TRAINING ON KNOWLEDGE AND CONFIDENCE OF HEALTH PROFESSIONALS
IN SOUTH AFRICA®

1. INTRODUCTION

In 2007 a training programme on caring for survivors of rape was developed for the South
African Department of Health using national and international experts (421). This was done to
address past inadequacies in training and to improve the delivery of care in the country. The 10-
day training began with the circumstances of rape, barriers to reporting, health consequences, the
social construct of gender and sexual rights (Table 17). This was followed by the provision of
medical care including mental health care, the prevention and management of pregnancies and
infectious diseases, and follow-up care. Record keeping was covered with the collection of
forensic samples, and the legal aspects included an overview of the law and expert witness
testimony. Other topics were included such as monitoring and evaluation. Various teaching
approaches were used to minimize didactic training. These comprised of video clips, photo

galleries, exercises, completion of medico-legal (J88) forms and participation in mock trials.

A few training programs have been developed on rape care, but the majority targeted specific
groups of professionals (332, 334, 336, 345, 357, 362), covered mainly forensic care, or were
very short (332, 345, 357, 362). The SANE programs, which are the most developed, are only
provided in Canada and the USA (297, 302). There have been reports on improvements in
attitudes, knowledge and clinical practice with some programs (308-310, 316, 332, 334, 336,
357, 362), though none have been conducted in developing countries or at a large scale with both
doctors and nurses. There have been other training programs described both in developed and

developing countries but these have either addressed IPV more broadly, or have been

B Jina R, Jewkes R, Christofides N, et al. 2014. A cross-sectional study on the effect of post-rape training on
knowledge and confidence of health professionals in South Africa. Int J Gynaecol Obstet., 126(2):187-92.
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incorporated into larger health system interventions. For example, a programme in one hospital

in South Africa, which showed, improved efficiency, quality or care and patient satisfaction

included five interventions of which one involved training (54). In such cases improved

outcomes cannot be assumed to be as a result of the training alone.

Table 17. Overview of ten-day training programme
Days of teaching  Content

Day 1

Circumstances, contexts & magnitude of sexual assault in South Africa
The social construction of gender;

Barriers and consequences to reporting rape

Health consequences of sexual assault and rape

Day 2

Sexual rights and looking at specific needs of survivors
The legal framework for rape and sexual offences

Day 3

Developing communication skills
Initial approach to the survivor an obtaining consent
History taking

Day 4

Introduction and background to mental health care
CBT and in vivo exposure
Imaginal exposure

Day 5

Prevention and management of pregnancy

Prevention and management of infectious diseases

Prevention of HIV

Communication with rape survivor on pregnancy and infectious diseases including HIV
Thinking through adherence

Day 6

Introduction to examining survivors and overview of genital anatomy
Examination of the adult survivor

Special examination techniques

Special considerations during the examination of survivors

Day 7

Non-genital injuries
Introduction to sexual assault in children
Examination of the child, features of rape and interpretation of findings

Day 8

Collection of forensic evidence
Introduction to documentation and completion of J88 forms

Day 9

Follow-up care
Introduction to the criminal justice system
Giving expert testimony

Day 10

Understanding vicarious trauma and countertransference
Monitoring and evaluation

The objectives of this paper are to determine whether the pilot training programme resulted in

improvements in knowledge and confidence of health professionals, and to distinguish baseline

factors related to changes in knowledge and confidence.
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2. MATERIALS AND METHODS

The data for this cross-sectional study was collected over four training sessions in 2008.
Provincial managers from the Eastern Cape, Free State, Gauteng, KZN, Limpopo, Mpumalanga,
North West, and the Northern Cape were asked to send 20 health professionals each to the
training, with some additional people attending from the National Department of Health. This
sample was limited by budget, but this size would be sufficient to identify an increase in
percentage knowledge from 50% to 70% with 80% power. In total of 152 professionals attended
the training. Criteria for selection included doctors who had completed a year of internship (one
year of work post qualification) and nurses with qualifications in midwifery. The doctors and
nurses had to have had some experience related to rape care services although their level and
time of the experience was not restricted. Health professionals completed self-administered
questionnaires at the beginning and end of the training through which background information
was collected.

A gender-related attitude score was calculated using 21 statements with a 4-level Likert
response, while a rape attitude score was calculated in the same way using another 21 statements.
These scores were developed from research conducted in Brazil (386). An empathy score, with a
highest possible score of 20 was calculated using four statements with a 5-level Likert response.
This score was based on the works of Abbey et al (387). For all of the scores, a higher value

indicated a more appropriate attitude or greater empathy.

The perpetration of rape or IPV by men and the experience thereof by women was obtained
using an adapted violence against women instrument (388). Questions on the perpetration of
rape or IPV had previously been tested with men in South Africa (114, 119, 130). Some research
has looked at the influence of IPV on the quality of services provided by health professionals
(68, 69, 422) but no study was found that assessed the role of rape or IPV on training outcomes.
Experience of rape or IPV was thus included in this study as a possible factor that could
influence openness and interest in training leading to differential changes in knowledge and
confidence.
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Information on the provision of rape care services was obtained, including the percentage of
survivors seen and whether the health professional had examined a rape survivor in the last three
months. Health professionals were also asked about previous training on counselling and rape
care, and about where they had obtained their undergraduate qualifications. Many of the

administered questions had been tested in previous studies (49).

Knowledge was calculated using 66 multiple choice questions as nine questions with high failure
rates were excluded. Health professionals reported on confidence in conducting examinations,
collecting evidence and appearing in court using ten statements with a score from one to ten. A
higher score indicated more confidence in delivering the service. More details on the variables

have been presented previously (421).

Stata 12 (StataCorp, College Station, Texas) was used for data analysis. All data collection tools
that could be linked were used for the analysis including those that had more than one question
blank. Hence, a number of health professionals had missing data for the gender-related attitude
score, rape attitude score, empathy score and confidence score. If the score had one missing
value, it was replaced with an average of the remaining score. This was done in 16 instances for
the gender-related attitude score, 17 instances for the rape attitude score, five instances for the
empathy score and 10 instances for the confidence score. When more than one question was

missing, no replacements were made.

Percentages were calculated for knowledge and confidence, and new variables were generated
for the change in percentage scores from the commencement to the completion of the training. A
4-level variable was also developed that grouped health professionals by baseline knowledge and
confidence levels (Table 18). The first group consisted of health professionals with high
knowledge (score of >50%) and confidence (score of >70%) at baseline, followed by group two
with low knowledge (score of <50%) and high confidence (score of >70%), group three with
high knowledge and low confidence, and finally group four with low knowledge and confidence

at baseline. These cut-off levels were based on the mean baseline percentage scores.
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Table 18. Groupings of health professionals by baseline knowledge and confidence
percentage scores (N=96)

Baseline confidence levels
High (>70%) Low (£70%)

ECE [ e EVERS High (>50%) | Group 1: 14 (14.6%) Group 3: 12 (12.5%)
Low (<50%) | Group 2: 36 (37.5%) | Group 4: 34 (35.4%)

Descriptive statistics were performed followed by bivariable analysis to explore baseline factors
related with changes in knowledge and confidence levels. Two models were developed for
knowledge and confidence using backward selection, a conventional approach to model-building

where a p value of <0.05 was used to retain variables in the final models.

All general ethical principles were adhered to, participation was voluntary and written informed
consent was obtained. All data collection tools were linked by a unique code that was generated
by the professionals to ensure anonymity. The University of the Witwatersrand’s Human
Research Ethics Committee: (Medical) approved the study (Approval No. M071140).

3. RESULTS

The data collection tools could only be linked in 112 professionals (73.7%), which included
mainly nurses (n=76, 68%) and female professionals (n=80, 71%) (Table 19). The mean age
was 41.6 years and there was a fair distribution of professionals from each province, with the
lowest number (n=11, 10%) from the Free State. Most of the professionals worked at district
hospitals (45%) and at clinics or CHCs (35%), while 43% were working in facilities that
contained a Crisis Centre. Two-thirds (69%) of the health professionals had worked for more
than 10 years, and in the last three months 52% had examined a survivor of rape and completed
the medico-legal (J88) form. The vast majority (87%) had completed their undergraduate
training in South Africa, while 79% reported to have been trained previously on counselling and
60% on rape care. There were no major differences in the background information in the study

sample compared to the entire sample.
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Table 19. Demographic information and service experience of health professionals at

baseline
SAMPLE WITH ALL QUESTIONNAIRES AND ENTIRE SAMPLE
MCQS COMPLETED
n (%) / n (%) /

mean (SD) mean (SD)
Sex (N=112) Sex (N=147)
Male 32 (28.6%) | Male 43 (29.3%)
Female 80 (71.4%) | Female 104 (70.8%)
Age (N=111) 41.6 (9.0) [ Age (N=145) 41.4 (8.9)
Rank (N=112) Rank (N=144)
Doctor 36 (32.1%) | Doctor 44 (30.6%)
Nurse 76 (67.9%) | Nurse 100 (69.4%)
Province (N=112) Province (N=147)
Free State 11 (9.8%) | Free State 15 (10.2%)
Eastern Cape 15 (13.4%) | Eastern Cape 21 (14.3%)
Gauteng 17 (15.2%) | Gauteng 18 (12.2%)
KZN 16 (14.3%) | KZN 21 (14.3%)
Limpopo 13 (11.6%) | Limpopo 18 (12.2%)
Mpumalanga 13 (11.6%) | Mpumalanga 16 (10.9%)
North West 12 (10.7%) | North West 17 (10.6%)
Northern Cape 15 (13.4%) | Northern Cape 21 (14.3%)
Rape or IPV (N=110) Rape or IPV (N=143)
None 53 (48.2%) | None 69 (48.3%)
Experienced rape or IPV 45 (40.9%) Experienced rape or IPV 57 (39.9%)
(female professionals only) (female professionals only)
Perpetrated ra.pe or IPV 12 (10.9%) Perpetrated rafpe or IPV 17 (11.9%)
(male professionals only) (male professionals only)
Rape attitude score (N=95) 64.3 (8.1) | Rape attitude score (N=110) 64.1 (8.4)
Gender attitude score (N=99) 70.0 (7.0) | Gender attitude score (N=113) 69.4 (7.1)
Empathy score (N=102) 16.4 (3.3) Empathy score (N=116) 16.1 (3.8)
Type of facility (N=112) Type of facility (N=143)
Clinic/CHC 39 (34.8%) | Clinic/CHC 50 (35.0%)
District hospital 50 (44.6%) | District hospital 62 (43.4%)
Regional hospital 14 (12.5%) | Regional hospital 21 (14.7%)
Tertiary hospital 9 (8.0%) Tertiary hospital 10 (7.0%)
Crisis centre in facility (N=112) 48 (42.9%) | Crisis centre in facility (N=146) 61 (41.8%)
Total time in service (N=111) Total time in service (N=144)
<10 34 (30.6%) | <10 44 (30.6%)
10-19 40 (36.0%) | 10-19 53 (36.8%)
>20 37 (33.3%) | =20 47 (32.6%)
Service time at current facility (N=108) Service time at current facility (N=140)
<10 68 (63.0%) | <10 87 (62.1%)
10-14 23 (21.3%) | 10-14 30 (21.4%)
>15 17 (15.7%) | =15 23 (16.4%)

148




SAMPLE WITH ALL QUESTIONNAIRES AND

ENTIRE SAMPLE

MCQS COMPLETED
n (%) / n (%) /

Examined survivor and completed J88 Examined survivor and completed J88

in last 3 months (N=112) 59 (52.3%) in last 3 months (N=147) 69 (46.9%)
Proportion of survivors seen who come Proportion of survivors seen who come

to facility (N=111) to facility (N=143)

<20% 46 (41.1%) | <20% 62 (43.4%)
21% — 40% 20 (18.4%) | 21% —40% 24 (16.8%)
41% - 60% 25 (22.5%) | 41% - 60% 30 (21.0%)
61% - 80% 14 (12.6%) | 61% - 80% 16 (11.2%)
81% - 100% 6 (5.4%) 81% - 100% 11 (7.7%)

Country trained undergrad (N=112)
South Africa

97 (86.6%)

Country trained undergrad (N=146)
South Africa

127 (87.0%)

Elsewhere 15 (13.4%) | Elsewhere 19 (13.0%)
Trained on counselling (N=109) 86 (78.9%) | Trained on counselling (N=122) 96 (78.7%)
Trained on rape care (N=106) 64 (60.4%) | Trained on rape care (N=121) 72 (59.5%)

Health professionals showed a significant increase in percentage knowledge from 40% at

baseline to 51% at the post-training (p value <0.001), with significant improvements in all

categories except knowledge related to the laws and court processes (47% to 48%) and follow-up

care, the latter of which was already fairly high at baseline (70% to 76%) (Table 20).

Furthermore, the final percentage knowledge score was still below 50% for a number of

categories. The change in percentage knowledge levels was fairly similar in all categories when

the study sample was compared to the entire sample.

149




Table 20. Changes in percentage knowledge of health professionals by content areas

SAMPLE WITH ALL QUESTIONNAIRES AND MCQS ENTIRE SAMPLE (N=158)

COMPLETED (N=112)

BASELINE POST-TRAINING | Difference | p value BASELINE POST-TRAINING | Difference | p value
Mean (95% CI) Mean (95% CI) Mean (95% CI) Mean (95% ClI)
(N=112) (N=112)
Total knowledge score 39.8(37.4-42.2) | 51.2(48.7 -53.8) 114 0.000 | 37.0(34.7-39.4) 47.6 (44.8- 50.3) 10.6 0.000
Topics
Context of sexual assault | 39.9 (35.4-44.4) | 53.4(49.3-57.5) 135 0.000 | 37.1(33.3-41.0) | 48.9(45.1-52.7) 11.8 0.000
in South Africa
Laws and court processes | 47.2 (43.6 -50.7) | 48.1(44.3-51.9) 0.9 0.699 | 44.1(40.7-475) | 455 (42.0-49.0) 1.4 0.567
Sexual rights 56.1 (51.1-61.3) | 62.1(57.3-67.0) 6 0.028 | 51.0(46.5-555) | 56.5(51.9 -61.0) 55 0.048
Communication 46.7 (41.3-52.2) | 60.1(55.5-64.8) 13.4 0.000 | 44.1(39.5-48.6) | 56.8(52.3-61.2) 12.7 0.000
Provision of medical care | 48.7 (44.0-53.4) | 59.6 (54.6 - 64.6) 10.9 0.000 | 45.1(40.9-49.3) | 55.1(50.6 -59.6) 10 0.000
Examination and evidence | 29.0 (25.5-32.5) | 41.0 (37.1-44.8) 12 0.000 | 26.5(23.5-29.5) | 38.0(34.4-415) 115 0.000
collection of adult sexual
assault survivors
Management of sexually | 33.8 (29.8-37.7) | 48.8 (44.7-52.9) 15 0.000 | 30.8(27.3-34.3) | 48.3(44.4-52.2) 17.5 0.000
assaulted children
Mental health care 28.8(25.8-31.7) | 39.0(35.3-42.7) 10.2 0.000 | 28.0(25.4-30.6) | 37.1(33.8-40.3) 9.1 0.000
Prevention and 41.7 (37.8-45.6) | 62.8(58.2-67.4) 21,1 0.000 | 38.9(35.4-424) | 57.9(53.6-62.2) 19 0.000
management of pregnancy
post-rape
Prevention and 37.5(33.3-41.7) | 43.5(39.5-47.5) 6 0.016 | 34.7(30.9-38.4) | 39.4(35.8-43.0) 4.7 0.043
management of infectious
diseases
Prevention and 46.7 (42.1-51.2) | 62.7 (58.4 - 67.0) 16 0.000 | 43.7(39.7-47.7) | 56.6 (52.3 - 60.9) 129 0.000
management of HIV post-
rape
Documentation 29.0(23.2-34.9) | 65.2(58.5-71.8) 36.2 0.000 | 25.9(21.1-30.8) | 59.8 (53.8 - 65.8) 33.9 0.000
Follow-up 69.6 (61.0-78.3) | 75.9(67.8 - 83.9) 6.3 0.238 | 62.7(55.0-70.3) | 67.7(60.4-75.1) 5 0.287
Vicarious trauma 30.7 (25.5-35.8) | 39.9(34.1-45.7) 9.2 0.024 | 29.3(25.1-33.6) | 35.4(30.6 -40.3) 6.1 0.0659
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The percentage confidence level in health professionals significantly increased in all categories
with the greatest percentage increases for completing a J88 form (absolute increase of 17%),
completing an evidence collection kit for an adult survivor, examining a paediatric survivor (both
with an absolute increase of 15%), and discussing common psychological symptoms and coping
strategies (absolute increase of 14%) (Table 21). No significant differences were noted when
percentage confidence scores were compared between the study sample and all professionals

who attended the training.

In the final regression model, a lower empathy score was significantly associated with a greater
change in percentage knowledge levels (p value = 0.005) (Table 22). In terms of change in
percentage confidence, we found that health professionals who were working at regional level
facilities showed a significantly greater change in percentage confidence levels (p value = 0.047)
compared to those who worked at clinics or CHCs. Health professionals with high knowledge
and low confidence, and those with low knowledge and confidence levels (p value <0.001) had a
significantly greater change in percentage confidence levels than those with high knowledge and

confidence levels (Table 22).
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Table 21. Changes in percentage confidence of health

SAMPLE WITH ALL QUESTIONNAIRES AND MCQS

BASELINE
Mean (95% CI)

COMPLETED
POST-TRAINING
Mean (95% CI)

Difference

professionals by content areas

BASELINE
Mean (95% CI)

ENTIRE SAMPLE

POST-TRAINING
Mean (95% CI)

Difference

N=99)

Total confidence score (N=95; N=97)" | 67.4 (62.5 - 72.3) 79.1 (75.6 -82.7) 11.7 0.000 67.4 (62.6 - 72.2) 79.4 (76.0- 82.9) 12.0 0.000
Topics

Examining an adult survivor (N=98, 67.7 (61.0 - 74.3) 76.4 (71.2 - 81.6) 8.7 0.006 | 67.9(61.1-74.1) 76.9 (71.8 - 82.0) 9.3 0.003
N=100)

Completing an evidence collection kit | 61.9 (54.4 - 69.4) 77.3(72.1-825) 15.4 0.000 | 61.5(54.1-68.9) | 77.5(72.3-82.6) 16.0 0.000
with an adult (N=97; N=99)

Completing a J88 form (N=97; N=99) | 624 (55.2-69.6) | 79.4(74.6-84.2) 17.0 0.000 | 62.0(54.9-69.2) | 79.5(74.8 - 84.2) 175 0.000
Examining a paediatric survivor 50.0 (43.5 - 56.5) 64.5 (59.0 - 70.0) 14.5 0.000 | 49.6 (43.2-56.0) 65.3 (59.8 - 70.7) 15.7 0.000
(N=97; N=99)

Providing pre-test counselling for HIV | 76.1 (70.3 - 82.0) 83.9 (79.2 - 88.5) 7.8 0.005 | 76.6 (70.9-82.4) 84.2 (79.7 - 88.7) 7.6 0.005
(N=96; N=98)

Discussing common psychological 66.4 (61.0 - 72.1) 80.2 (76.1 - 84.3) 13.8 0.000 | 66.3(60.7-72.0) | 80.6(76.6 - 84.7) 14.3 0.000
symptoms and coping with these

(N=96; N=98)

Supporting adherence with PEP 76.5 (71.2 - 81.7) 85.6 (81.6 - 89.7) 9.1 0.001 | 76.8(71.7 - 82.0) 85.9 (82.0 - 89.9) 9.1 0.001
(N=96; N=98)

Talking with survivors about 75.3 (69.7 - 80.8) 86.8 (83.0 - 90.6) 115 0.000 | 75.8(70.3-81.2) | 87.1(83.4-90.8) 11.3 0.000
sexuality, sexual health and condom

use after rape (n=97; N=99)

Talking with parents about supporting | 72.5 (66.9 - 78.1) 82.6 (78.4 - 86.7) 10.1 0.001 | 72.3(66.8-77.8) | 82.9(78.8-87.0) 10.6 0.000
children who have been sexually

assaulted (N=97; N=99)

Managing HIV prevention in patients 76.2 (70.9 - 81.5) 86.2 (82.5 - 89.9) 10.0 0.001 | 76.0(70.8-81.2) 86.5 (82.8 - 90.1) 10.5 0.000
who have other medical conditions

(N=97; N=99)

Explaining findings in court (N=97; 53.9 (46.8 - 61.0) 66.8 (61.5 - 72.1) 12.9 0.000 | 53.9(47.0-60.9) 66.8 (61.5 - 72.0) 12.9 0.000

* The first sample size is for the sample with all questionnaires and MCQs completed and the second sample size is for the entire sample.
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Table 22. Regression models to identify factors associated with change in percentage knowledge and confidence of health

professionals

Change in Knowledge (N=93)*

Change in Confidence (N=95)"

Coefficient p value Coefficient p value Coefficient p value Coefficient p value
(95% CI) (95% CI) (95% CI) (95% CI)
Sex
Male - -
Female 0.3(-5.2-5.7) 0.927 5.8 (-3.5-15.2) 0.220
Age 0.1(-0.2-0.3) 0.614 0.0 (-0.4 - 0.5) 0.866
Rank
Doctor - -
Nurse 1.2 (-4.1-6.5) 0.644 -3.6(-12.6 -5.4) 0.430
Province
Free State - -
Eastern Cape -0.1 (-10.2-9.9) 0.983 13.0 (-4.0 - 29.9) 0.132
Gauteng 49(-4.9-14.7) 0.320 15.8 (-0.6 - 32.2) 0.058
KZN -0.8 (-10.7-9.1) 0.874 24.3 (7.6 - 40.9) 0.005
Limpopo 1.3(-9.0-11.7) | 0.799 3.2(-14.6-20.9) | 0.724
Mpumalanga 7.2(-3.2-17.5) 0.174 5.5 (-11.5-22.5) 0.522
North West 9.8 (-0.7 - 20.4) 0.068 7.8 (-10.5-26.1) 0.401
Northern Cape -5.7 (-15.7 - 449) | 0.266 15.2 (-1.2-31.6) | 0.068
Rape of IPV
None - -
Experienced rape or IPV 29(-82-24) | 0284 22(-114-6.9) | 0628
(female professionals)
Perpetrated rape or IPV 1.0(-94-74) | 0.809 -14.0(-28.0--0.1) | 0.049
(male professionals)
Rape attitude score 0.0(-0.3-0.4) 0.944 0.2(-0.4-0.8) 0.469
Gender attitude score 0.2 (-0.2 - 0.6) 0.341 0.2(-0.4-0.9) 0.476
Empathy score -1.0(-1.7--0.2) [ 0.017 | -1.2(-1.9--04) | 0.005 -1.0 (-2.3-0.3) 0.133
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Change in Knowledge (N=93)?

Change in Confidence (N=95)°

Coefficient p value Coefficient p value Coefficient p value Coefficient p value
(95% CI) (95% CI) (95% CI) (95% ClI)

Type of facility

Clinic/CHC - - -

District hospital 2.4 (-3.2-8.0) 0.391 -1.4(-11.1-8.4) 0.783 1.2 (-6.9-9.2) 0.775

Regional hospital -2.8 (-10.9 - 5.3) 0.494 7.3(-6.9-21.4) 0.309 11.9 (0.2 - 23.6) 0.047

Tertiary hospital -45(-14.1-5.2) 0.361 11.6 (-4.9 - 28.0) 0.167 9.7 (-4.0-23.4) 0.162

Crisis centre in facility

No - -

Yes -0.6 (-5.6 - 4.4) 0.823 -3.8(-12.4-4.9) 0.387

Total time in service

<10 - -

10-19 0.4 (-5.7 - 6.6) 0.883 0.8 (-9.7 - 11.3) 0.883

>20 2.4 (-3.9-8.6) 0.456 -1.3(-125-10.0) | 0.823

Service time at current facility

<10 - -

10-14 2.0(-4.3-8.3) 0.535 8.7 (-2.7 - 20.0) 0.132

>15 7.3(0.2-14.4) 0.044 4.6 (-8.3-17.5) 0.477

Examined survivor and completed J88

in last 3 months

No - -

Yes 0.3(-4.7-5.2) 0.915 -8.2 (-16.7-0.4) 0.061

Proportion of survivors seen who come

to facility

<20% - -

21% — 40% 0.3(-6.4-7.1) 0.922 8.0(-3.9-19.9) 0.186

41% - 60% 3.4(-29-9.7) 0.291 -8.0(-19.1-3.1) 0.156

61% - 80% -4.7 (-125-3.0) 0.227 -9.9(-23.0-3.2) 0.135

81% - 100% -14.9 (-25.8--3.9) | 0.008 -7.8(-27.3-11.6) | 0.426

Country trained undergraduate

SA - -

Elsewhere 55 (-1.7-12.7) 0.134 7.3(-4.8-19.3) 0.236
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Change in Knowledge (N=93)?

Change in Confidence (N=95)°

Coefficient p value Coefficient p value Coefficient p value Coefficient p value
(95% ClI) (95% CI) (95% CI) (95% ClI)

Trained on counselling

No - -

Yes -1.8(-7.9-4.4) 0.571 -35(-14.1-7.2) 0.519

Trained on rape care

No - -

Yes -1.4 (-6.7 - 3.8) 0.594 -4.8(-13.9-4.2) 0.292

Baseline knowledge and confidence

High knowledge and confidence - - - -

Low knowledge and high confidence 3.3(-4.7-11.3) 0.413 | 4.3(-35-12.2) | 0.275 -1.7(-125-9.1) 0.757 | 0.5(-10.5-11.4) | 0.933

High knowledge and low confidence -7.9(-17.9-2.1) 0.121 | -9.6(-19.3-0.2) | 0.054 | 28.2(14.7-41.8) 0.000 | 29.7 (16.1-43.2) | 0.000

Low knowledge and confidence 7.1(-1.0-151) 0.086 | 6.8(-1.0-14.6) | 0.088 21.3(10.4 - 32.3) 0.000 | 23.5(12.4-34.6) [ 0.000

® R squared 0.1270
b R squared 0.3886
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4. DISCUSSION

The study found significant improvements in knowledge and confidence levels amongst
health professionals who attended the pilot training programme. The professionals were
fairly experienced as the majority had been working for more than 10 years and half had
examined a survivor in the last three months. We showed that the improvements in
knowledge were attained across attendees, irrespective of profession, starting level or
provincial location, and that those who had lowest empathy at baseline most benefitted
from the course in terms of growth in their knowledge. Confidence improvements were

most seen in those with lowest confidence at baseline.

Defining the success of a training programme is challenging. ldeally one would prefer to
see improvements in the quality of services provided and improved health outcomes for
the survivor, some of which are reported with SANE programs (308, 309, 316). However,
these are harder to measure, require long-term follow-up of health professionals and
survivors, and can be influenced by other factors. Other training programs on rape care
have used various methods for evaluation including scales for rape myths, tests, practical
demonstrations with simulated patients and mannequins, reviews of clinical notes, and
self-reporting on knowledge, skills and clinical practice (332, 334, 336, 357, 362).
Besides some of these studies that have reported on improvements after training, there
were no other studies found that presented additional factors that influenced knowledge

or confidence in health professionals.

Although levels of knowledge significantly improved after the training, the mean post-
training percentage knowledge level was 52%. In contrast, percentage confidence levels
were fairly high at baseline (67%) and increased significantly for all content areas.
Certain content areas had final percentage knowledge scores of less than 50%. The
reason for this could be related to topics that were unfamiliar or poorly covered in other
trainings, for example, the law and court processes, mental health care, the treatment of
infectious diseases besides HIV, and vicarious trauma. These might have required

additional sessions or a different teaching methodology.
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In this group of doctors and nurses, percentage knowledge levels increased in health
professionals who had a low baseline knowledge and confidence level; and percentage
confidence levels significantly increased in those who had low baseline confidence
levels, irrespective of their knowledge levels. The programme was thus found to be of
benefit to the health professionals who needed it the most regardless of their baseline
characteristics. Previous analysis found that having a more suitable attitude to rape was
related to higher knowledge at baseline (421) so it was notable that those with the lowest
empathy showed the greatest improvement in this post-training assessment. The only
factor found to be associated with change in percentage confidence levels was level of
facility that the health professionals were working in. When controlling for baseline
knowledge and confidence levels, health professionals who worked at regional level
facilities had a significantly greater increase in percentage confidence levels compared to
professionals who worked in clinics or CHCs. The reason for this is unclear, but it may
be related to health professionals knowing that they have other services easily accessible

in the facility where they work providing them with greater assurance.

Although not associated with changes in knowledge and confidence levels, levels of rape
and IPV were very high in the health professionals. It is evident that these levels are
reflective of the prevalence in the general population but whether this influences the
management of patients with rape and IPV is not clear (68). A previous study with
nurses in the country found that 39% had experienced physical or emotional 1PV, but
only those who had experience of IPV with family and friends or had previously

intervened in a domestic dispute provided better quality of care (69).

The study has several limitations. The response rate was not high and forty health
professionals (26.3%) were excluded, as their data collection tools could not be linked.
Questionnaires were self-administered to ensure privacy but some health professionals
did not provide information on all of the questions resulting in missing data. The effect
on the regression analysis of having imputed an average for the four scores where a
single data point was missing is uncertain but it is unlikely to have altered, if at all, the

results of the regression model as only one value per variable was imputed. However it
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would strengthen the robustness of the regression by increasing sample size. We decided
not to include all of the multiple choice questions in the knowledge score as the
consistently very poor response for some suggested that they may not have been well
designed questions. The confidence measures used for the first time in this study are
subjective and their repeatability is not known. Finally, the post-training assessment of
knowledge and confidence was done immediately after the training, so it is not clear if
these changes would be sustained over a longer period of time, but it did ensure that any

changes were most likely due to this training and no other intervention.

The study thus found that the training programme developed for the Department of
Health improved levels of knowledge and confidence in health professionals and was of
value to the professionals who needed it the most. The study included both doctors and
nurses in one programme, indicating that this was a feasible and viable option for training
in South Africa. The expansion and rollout of this programme at undergraduate and in-

service levels is critical.
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CHAPTER 7

RESULTS: MEDICO-LEGAL FINDINGS, LEGAL CASE PROGRESSION, AND
OUTCOMES IN SOUTH AFRICAN RAPE CASES: RETROSPECTIVE
REVIEW*

1. INTRODUCTION

In 2008 the United Nations Security Council adopted Resolution 1820 (2008), which
declared rape to be a threat to global security - an act recognising that rape violates its
victims’ human rights and has particularly destructive social consequences. The Council
also recognised that rape may cause considerable physical and psychological morbidity.
Health systems have a critical role in responses to rape, yet in most countries the health
sector response is underdeveloped (423). Post-rape services generally receive few
resources, service providers often lack specific training for and confidence in examining
victims and interpreting their findings for the courts, and the health needs of victims often
remain unmet (424, 425). In most countries rape services need resources and
development, and research has a valuable role to play in guiding efforts to appropriately

focus post-rape health services.

Expert medical evidence is widely used in rape cases, but its contribution to the
progression of cases through the legal system and to legal case outcomes is unclear. A
recent review (424) found 35 studies exploring the association, all but two from HIC, and
two others have since been published. In just two studies, both from the United States,
having a documented genito-anal injury was associated with filing charges (426, 427).
Thirteen studies examined the association between the documentation of bodily injuries

generally and case outcomes, with only two studies from the United States (214, 231) and

14 Jewkes R, Christofides N, Vetten L, et al. 2009. Medico-Legal Findings, Legal Case Progression, and
Outcomes in South African Rape Cases: Retrospective Review. PLoS Med., 6: 1000164,
doi:10.1371/journal.pmed.1000164.
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one from Canada (243) finding an association. Many of the studies were very small and
dated, which influenced the analyses performed and power thereof (424).

South Africa has an especially high prevalence of rape (114), and as such, it is a
particularly important context in which to conduct research on health sector responses to
rape. Although in this country these responses have historically been poor, in the last
decade there have been great efforts for improvement with a new national policy on
sexual assault care (27) and clinical management guidelines (26). The policy includes
offering HIV testing and the provision of PEP for HIV to rape survivors. There have been
many different initiatives to train health providers in the provision of post-rape health
care and forensic medical examination, which have culminated in the development of a
national curriculum (136). There have also been many efforts to improve the
environment of rape facilities, including by identifying and furnishing dedicated rape care
rooms. A forensic kit for collecting evidence, chiefly for genotyping, has been in use
since 2000 and its completion is a standard part of the medical forensic examination (27,
428). The forensic kit enables collection of material that can form part of the evidence
presented in court, as in rape cases medical evidence consists of both the observations
about the victim at the time of the medical examination (including her or his physical and
emotional state and sobriety), observations of injuries on her or his body generally and in
the genito-anal region, and results of analysis of specimens taken for DNA. Examination
findings are usually presented by the medical examiner (doctor or nurse) in person in a
courtroom as an expert witness, whose testimony consists of the description of these
observations and their interpretation. The DNA results are presented by an analyst from
the Forensic Science Laboratory. The South African legal system is an adversarial

system based on Roman Dutch law.

Given the growth of initiatives to strengthen the post-rape health care and the dual role of
the health sector in providing care for victims as well as collection of evidence to assist
the courts, it is important to understand the contribution of forensic medical evidence and
the role of DNA evidence in case outcomes. To our knowledge, these two considerations

have not previously been explored in a developing country. This article reports findings
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of a study that aimed to describe the processing of rape cases by South African police and
courts and the association between medico-legal findings and case progression through

the criminal justice system.

2. METHODS

Ethics approval was given by the University of Witwatersrand, Faculty of Health

Sciences Ethics Committee.

In terms of South African law from 1959 to 2007, rape was defined as occurring when a
man had ‘‘intentional & unlawful vaginal sex with woman without consent,”” and anal
and oral penetration without consent were deemed ‘‘indecent assaults.”” In December
2007 this definition was changed to include anal and oral penetration and encompassed
the rape of men. This article presents a study of legally defined rape, based on a
provincially representative sample of cases of rape and attempted rape opened at Gauteng
province police stations between 00:00 on 1 January 2003 and 23:59 on 31 December
2003, and which had been closed by the police at the time of data collection in 2006 (78).
A total of 11 926 rapes were reported at the 128 police stations in the province that year.
A sample was drawn for the study using a two-stage procedure. The first stage drew a
random sample of 70 police stations using probability proportional to size, where size
was based on the number of rape cases that year. Within each police station all the closed
rape cases for the year were identified and a systematic sample of 30 dockets was
selected (or all cases were taken if the number was less than 30). Dockets selected that
were not available were not replaced. The proportion of dockets opened from which we
were about to draw the sample was 70.1%. We were not able to ascertain how many
dockets were unavailable because they were still open and how many were missing for
other reasons. This procedure provided a sample of 2 068 cases for the study. If cases
went to court, we obtained court records from both High Courts in the province, as well

as all 30 magistrates’ courts.

The police dockets included the witness statements, police investigation diary, the form
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on which the findings of the medical examination were documented by the medical
examiner, and any other reports, including any from the Forensic Science Laboratory (if
available). Data were abstracted by a team of trained fieldworkers using a standardised
data-coding sheet. Information gathered included the details of the complainant (age,
race, occupation, in the case of children the carer), the circumstances of the rape (when it
occurred, where, what the victim was doing, use of weapons, victim responses after the
rape), information on the suspect (age and relationship to victim), and on the case
outcome. Medico-legal forms found in dockets were copied verbatim onto a blank form
in the data capture sheet by the fieldworker, whereas those found in court records were
photocopied. The information from these was abstracted onto a form for data entry by

health professionals on the study team.

Permission to review closed rape dockets was obtained from the police nationally,
provincially, and at the stations. Court documents are a matter of public record. No
identifying information related to rape victims was collected during fieldwork and any

found on documents that were photocopied was erased.

2.1. DATA ANALYSIS

The analysis was undertaken using Stata 10 and the svy commands used to take into
account the structure of the sample. All cases without a medico-legal form, including
those for attempted or suspected rape, were excluded from the analysis. Among these, no
medical examination was done in 250 cases (50%), in three cases the form had been
destroyed with court records, and in a further 252 the reason for nonavailability was
unknown. Sixteen cases were dropped because very basic information was unavailable.
The remaining 1 547 cases were analysed (85% of those that may have had medical
examinations). The analysis is presented according to the age group of the victim (0-17
y and >18 y), because the variables operated differently in different age groups. We
examined the findings for the 0 - 11-y-old and 12 - 17-y-old age groups separately, but
combined them because no additional information was gained by their separation.
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For Table 23, we calculated the number and proportion of the cases opened by the police
where the perpetrator was arrested (or asked to appear in court), charged, brought to trial,
found guilty of a sexual offence (rape, attempted rape, or indecent assault), and
imprisoned. We calculated the proportion of the cases that had a forensic evidence kit
completed, sent to laboratory, where the suspect’s blood was drawn, and where a report
on DNA was available from the Forensic Science Laboratory. We also calculated the
proportion attaining the previous stage in this process that progressed to the next stage
(attrition by stage). We compared the proportion of cases reaching each stage between

adults and children using a Pearson Chi-squared test.

For Tables 24 and 25, we calculated the column percentage or mean for variables
according to whether the suspect was arrested or not, brought to trial, and convicted of a
sexual offence. The variables presented in these tables are those potential confounding
variables for the relationship between the medical evidence variables and the outcomes.
The survey regression command was used to compare the ages of victim and perpetrator
between the two subgroups. A Pearson Chi-squared test was used to compare the
proportion of cases at each level of the variable between the two subgroups for

categorical variables.

Potential confounders included those related to the circumstances of the rape and
possibility of apprehending the rapist: the involvement of more than one perpetrator, the
suspect having previous convictions, the suspect’s age, and the victim—perpetrator
relationship. Some variables that may have influenced the violence of the rape as well as
those that might have been in keeping stereotypical myths about what constitutes a ‘‘real
rape’’ were examined: whether the victim resisted physically or verbally, weapons, and
abduction, and whether the case was reported within 72 h was included as it could
influence detection of injury and the presence of DNA. As an indicator of the quality of
the investigation we included whether the first report statement was taken by the police or
not. This statement is taken from the first person that the victim told about the rape and
is often used as corroboration of aspects of the account of events and the victim’s

emotional and physical state at the time.
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Non-genital (or anal) injuries included incised wounds, lacerations, grazes, bruises, and
areas of tenderness and observations are intended to include the whole body except the
ano-genital region. Ano-genital injuries were defined as those that may have been found
on the mons pubis, frenulum, clitoris, labia majora, labia minora, perineum, fossa
navicularis, hymen, vagina, clitoris, or anus. The injuries recorded ranged from
lacerations to bruising, redness, inflammation, or tenderness. The variable ‘injury to the
genitals with a skin break’” only included genital injury that took the form of an incised
wound, scratch, abrasion or laceration, if bleeding was seen, or if there was scarring that
was believed to be from injuries caused by the rape. This variable was examined as an
indicator of somewhat greater severity of injury. A four-level injury variable was derived
with the referent group being no injury, and comparison groups being non-genital injury
only, genital injury with a skin break only, both non-genital and genital injuries with a

skin break.

Six logistic regression models were built using the Stata 10 svylogit command to describe
factors associated with there being an arrest, having the trial commence (among those
arrested or asked to appear in court), and being found guilty of a sexual offence (among
those going to trial). Models for adults and children are presented separately. For each
model the variables in Tables 24 and 25 were considered and those associated with the
outcome at p<0.1 were entered into the model with the victim’s age and the four-level
exposure variable for injury. For the models for conviction, the presence of a DNA
report was included; this was not included for the earlier models as DNA analysis is often
only completed on a prosecutor’s request because a case is about to go to trial. Stepwise
backwards elimination was used to reach the parsimonious model from the variables
tested. The associations between the outcome and the injury (and DNA) variables are
presented for each model, adjusted for age and in the trial models, having a first report
statement taken, which significantly associated with the outcome (p<0.05). No other
tested variables were significantly associated in these models; these are presented in
Table 26.
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3. RESULTS

Table 23 shows the proportion of cases of rape reported to the police and reaching each
stage of the criminal justice system process for adults and children. Although an arrest
was made in almost half of cases, there was only a conviction for a sexual offence in 3%
of adult and 7.4% of children’s cases. Examining attrition by stage we see that a trial was
commenced in only 27% of adult and 38% of child cases where the suspect was arrested
and charged in court. Convictions for sexual offences were achieved in a similar

proportion of adult and child cases (30% and 41%) commencing trial.

A forensic evidence kit was completed much more often in adults than children (91%
versus 63%). Whereas children were much more likely than adults to present more than
72 h after the rape (17.8% versus 3.4%), kits were still not completed on 23.8% of
children and 6.3% of adults presenting within 72 h. Completed kits were often not sent to
the laboratory for analysis and, in 71.5% of cases that were prosecuted, the suspect’s
blood was never drawn. Even when blood was drawn, reports on DNA found were rarely

available for the courts.

Some of the features of the adult cases are presented in Table 24 and of child cases in
Table 25, by whether the suspect was arrested, brought to trial, and convicted. Arrest
was more common when older children were raped and there was a suggestion that
convictions were more common when adult victims were older (p=0.07). Otherwise a

victim’s age was not associated with case outcomes.

Arrest was less likely in rapes of adults involving multiple perpetrators (p=0.0003), but
otherwise there was no significant difference in this by outcome. The suspect’s age was
not associated with case outcome. In adult cases, there is some evidence that trials may
have been more likely to start if there were previous convictions (p = 0.08), but
conviction for a sexual offence occurred less frequently in this group (p=0.05). Arrests in
both adult and child cases were much more common if the accused was known to the
victim (p<0.0001).
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Table 23. Attrition of rape cases in the criminal justice system and attrition in
handling and processing of forensic evidence.

Attrition Adults Children p value

n % n %
Overall attrition of cases
Opening a case 951 100 596 100 -
Suspect arrested or asked to appear in court 430 45.2 341 57.2 0.0001
Charged in court 365 384 284 47.7 0.0015
Trial commenced 101 10.6 108 18.1 0.0006
Found guilty of sexual offences 31 3.3 44 7.4 0.0001
Sentenced to imprisonment 30 3.2 24 4.0 0.36
Attrition in handling and processing forensic evidence
J88 completed and available 951 100 596 100 -
Forensic kit completed 868 91.3 377 63.3 0.0000
Forensic kits sent to lab 659 69.3 273 45.8 0.0000
Suspect’s blood obtained 84 8.9 54 9.3 0.81
Report from forensic lab on DNA 10 11 12 2.0 0.28

There was no association between whether the victim resisted the rape or abduction and
any of the outcomes, for adults or children. Abducted adult and child victims were less
likely to see the suspect arrested, but if there was an arrest, the trial was more likely to
commence in adult cases. Armed perpetrators were less likely to be arrested. In cases
where there was both an arrest and a trial, a statement from the first witness was much

more likely to be in the docket.

Injuries in adults and children did not appear to have any influence over arrests. A
notable finding was the high proportion (approximately 40%) of cases where an arrest
was effected in rape cases of adults and children where no injuries were described. In
children, non-genital injuries were uncommon. In child cases, genital injuries were more
often found in cases that were brought to trial. In adults, they were more prevalent in
cases where there was a conviction. A DNA report was only available for ten adults and
12 children. There was a conviction in three adult cases and two child cases that had a
DNA report. The DNA report more often it led to an acquittal when in five adult and five
child cases the short tandem repeat (STR) profile did not match that of the suspect. A
match did not assure conviction, the accused having been acquitted in three children’s

cases and one adult case where the profile did match.
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Table 24. Characteristics of the rapes of adult women by case outcome

Characteristics Arrested Not arrested  pvalue = Trial commenced No trial (N=329) | pvalue Guilty of a sexual Not guilty p value
(N=521) (N=101) offence (N=31) (N=70)
n/N % nN % nN % n/N % N % nN %
Mean age of victim 430 27.8 251 27.8 0.95 101 29.3 329 27.4 0.13 31 32.1 70 28.1 0.07
Mean age of (first) 409 29.7 - -2 - 101 30.0 308 15.9 0.71 31 30.2 70 29.9 0.86
perpetrator
Proportion with >1 66/429 | 15.4 | 130/508 | 25.6 | 0.0003 | 14/101 13.9 52/328 8.2 0.60 6/31 19.4 8/70 | 11.4 0.24
perpetrator
Perpetrator previously 86/409 | 21.0 - -2 - 27/100 27.0 59/309 | 19.1 0.08 5/31 16.1 22/69 | 31.9 0.05
convicted
Victim/perpetrator - - - - 0.000 - - - - 0.28 - - - - 0.68
relationship
Relatives 25 6.0 7 14 - 3 31 22 6.8 - 2 6.5 1 15 -
Current of ex-partners 119 28.4 56 10.9 - 22 22.7 97 30.1 - 4 12.9 18 27.3 -
Strangers/known by 116 27.7 332 64.7 - 31 32.0 85 26.4 - 14 45.2 17 25.8 -
sight
Friend/acquaintance 159 37.9 118 23.0 - 41 42.3 118 36.6 - 11 35.5 30 45.5 -
Resisted to rape 172/396 | 40.2 | 257/555 | 42.8 0.39 48/173 475 53/257 | 38.0 0.11 18/31 58.1 30/70 | 42.9 0.15
physically or verbally
Victim kidnapped 199/427 | 46.6 | 295/518 | 56.9 | 0.003 56/199 56.6 143/328 | 43.6 0.01 17/31 54.8 39/68 | 57.4 0.81
Perpetrator armed 153/427 | 35.8 | 262/518 | 50.6 | 0.000 40/98 40.8 113/329 | 34.3 0.26 15/31 48.4 25/67 | 37.3 0.31
Case reported in 72 hours 06/426 | 95.3 | 507/519 | 97.7 0.03 95/100 95.0 311/326 | 954 0.85 30/31 96.8 65/69 | 94.2 0.59
First report statement 265/428 | 61.9 | 185/520 | 35.6 | 0.000 76/100 76.0 189/328 | 57.6 0.002 | 23/31 74.2 53/69 | 76.8 0.79
taken
Injury: none 161/428 | 37.7 | 210/519 | 40.5 0.84 22/100 33.0 128/327 | 39.2 0.59 3/30 10.0 30/70 | 42.9 0.01
Non-genital injury 100/427 | 23.4 | 113/519 | 21.8 - 27/100 27.0 73/327 | 22.3 - 10/30 33.3 17/70 | 24.3 -
Injury to genitals with 98/427 | 23.0 | 113/519 | 21.8 - 25/100 25.0 73/327 | 223 - 9/30 30.0 16/70 | 22.9 -
a skin tear
Non-genital & genital 68/427 | 15.9 | 83/519 | 16.0 - 15/100 15.0 53/327 | 16.2 - 8/30 26.7 7/70 | 10.0 -
injury
Presence of a DNA report - - - - - 5/101 5.0 5/329 15 0.06 3/31 9.7 2/70 | 29 0.15

2Only available if there was an arrest
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Table 25. Characteristics of the rapes of children under 18 years by case outcome

Characteristics Arrested Not arrested  pvalue = Trial commenced No trial (N=233) | pvalue Guilty of a sexual Not guilty p value
(N=341) (N=255) (N=108) offence (N=44) (N=64)
n/N % nN % nN % n/N % N % nN %
Mean age of victim 341 12.2 255 11.2 0.02 108 12.2 233 12.2 0.85 44 12.2 74 12.3 0.97
Mean age of (first) 327 27.9 - -2 - 106 28.6 221 27.6 0.49 42 27.4 64 29.4 0.50
perpetrator
Proportion with >1 46/338 | 13.6 | 32/237 | 135 0.97 13/107 12.1 53/231 | 143 0.65 8/44 18.1 5/70 | 7.9 0.08
perpetrator
Perpetrator previously 55/332 | 16.6 - -2 - 17/107 15.9 38/225 | 16.9 0.83 6/43 14.0 11/64 | 17.2 0.67
convicted
Victim/perpetrator - - - - 0.000 - - - - 0.62 - - - - 0.19
relationship
Relatives 82 24.6 30 135 - 26 24.3 56 24.8 - 13 29.5 13 20.6 -
Current of ex-partners 23 6.9 9 4.0 - 10 9.3 13 5.8 - 6 13.6 4 6.3 -
Strangers/known by 40 12 92 41.2 - 10 9.3 30 13.3 - 4 9.1 6 9.5 -
sight
Friend/acquaintance 188 56.5 92 41.3 - 61 57.0 127 56.2 - 21 47.7 40 63.5 -
Resisted to rape 104/172 | 30.5 | 237/424 | 26.7 0.29 40/104 37.0 68/237 | 275 0.16 20/44 45.5 20/64 | 31.3 0.12
physically or verbally
Victim kidnapped 100/339 | 29.5 | 108/242 | 44.6 | 0.001 32/107 29.9 68/232 | 29.3 0.92 10/44 22.7 22/64 | 34.9 0.23
Perpetrator armed 58/339 17.1 | 62/239 | 259 | 0.005 17/107 15.9 41/232 17.7 0.64 4/44 9.1 13/63 | 20.6 0.12
Case reported in 72 hours | 249/316 | 78.8 | 205/236 | 86.9 | 0.008 78/99 78.8 171/217 | 78.8 0.99 33/41 80.5 45/58 | 77.6 0.70
First report statement 247/336 | 73.5 | 160/250 | 64.0 | 0.008 90/105 85.7 157/231 | 68.0 0.001 | 33/42 78.6 57/63 | 90.5 0.06
taken
Injury: none 134/341 | 39.3 | 106/254 | 41.7 0.48 33/108 30.1 101/233 | 433 0.004 | 11/44 25.0 22/64 | 34.4 0.36
Non-genital injury 15/341 43 11/254 | 4.3 - 2/109 1.9 13/233 5.6 - 0/44 - 2/64 | 3.2 -
Injury to genitals witha | 174/341 51 117/254 | 46.1 - 61/108 56.5 113/233 | 485 - 28/44 63.6 33/64 | 51.6 -
skin tear
Non-genital & genital 18/341 5.3 20/254 | 7.9 - 12/108 111 6/233 2.6 - 5/44 11.4 7/64 | 10.9 -
injury
Presence of a DNA report - - - - - 5/108 46 7/233 3.0 0.44 2/44 45 3/64 | 47 0.97

2Only available if there was an arrest
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There was no statistically significant association between the presence of injuries and
whether the suspect was arrested in adult or child cases (models not shown). Table 26 shows
the four multiple variable models for factors associated with going to trial and convictions for
a sexual offence in adult and child cases. After an arrest, a trial was significantly more likely
to commence in children with both non-genital and genital injuries causing a skin break and
there was some evidence that documented genital injuries alone also increased the likelihood
of a case going to trial. In children, convictions for sexual offences were not more common in
cases where there was evidence of injury. In adults, on the other hand, finding injuries was
not associated with case progression to trial. However, having non-genital or genital injury,
and having both, were all strongly associated with a conviction. The presence of a DNA

report was not associated with conviction in either age group.

Table 26. Logistic regression models showing associations between whether a trial
started and the accused was found guilty and medico-legal findings

Victim Trial commenced Accused found guilty of a sexual
offence
Adults Model 1 Model 3
OR 95% ClI p value OR 95% ClI p value
Injury: None 1.00 - - 1.00 - -
Non-genital injury 1.34 0.75-2.43 0.31 6.25 1.14-34.3 0.036
Injury to genitals with a skin tear | 1.31 0.72-2.35 0.37 7.00 1.44-33.9 0.017
Non-genital & genital injury 1.06 0.51-2.23 0.87 12.34 2.87 -53.0 0.001
Presence of a DNA report - - - 4.27 0.27 - 66.4 0.29
Children Model 2 Model 4
OR 95% ClI p value OR 95% ClI p value
Injury: None 1.00 - - 1.00 - -
Non-genital injury 0.66 0.13-3.24 0.60 - - -
Injury to genitals with a skintear | 1.71 0.92-3.19 0.09 1.70 0.82-3.55 0.15
Non-genital & genital injury 583 | 1.87-18.13 0.003 151 0.30-7.74 0.61
Presence of a DNA report - - - 0.94 0.10-8.40 0.95

4. DISCUSSION

We examined a subset of rape cases where there was a forensic medical examination of the
victim and have shown a precipitous decline in the proportion of cases reaching each
sequential stage in the criminal justice system, with suspects only being convicted in about
one in 20 of the documented rape cases. We described a parallel decline in the proportion of
cases in which the chain of activities were performed to enable specimens to be collected and
sent to a laboratory so that a report on the presence and analysis of DNA would be potentially

available for use in trials. Substantial flaws in the system were evident, with forensic
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evidence collection kits not always being completed, when indicated; those completed often
not being sent to the laboratory for analysis; and the suspect’s blood infrequently being
drawn. As a result of this, DNA reports were almost never available to be used in court
cases. Although DNA is often presented as a key to solving cases and convicting offenders,
we have shown that when available, DNA more certainly led the courts to acquit (429),
usually because no match to the accused was established, although medical evidence of
injuries may have been available. This is not a positive outcome for a rape complainant, but
in a criminal justice system that determines cases on absence of reasonable doubt, it would

establish ‘‘reasonable doubt’’ that the accused was the culprit and thus assist the court.

We have shown that the presence of ano-genital injuries was associated with children’s cases
going to trial, and in adult cases a conviction was very much more likely if injuries were
documented. It is notable that in a quarter of child cases where there was a conviction there
were no documented injuries, which was also the case in 10% of adult cases. These data
confirm that the presence of injury is not essential for a conviction in rape cases in South
Africa, but at the same time it seems to suggest that courts may like to use the presence of

injuries, at least in adult cases, as corroboration of the victim’s testimony.

The attrition of cases in the criminal justice system is similar to that found in previous
research (430), and our findings about the nonavailability of DNA confirms those of an
earlier small case series (431). In South Africa, considerable resources have been invested in
establishing a system that potentially enables the use of DNA in rape cases, yet it has clearly
not been operating properly. It seems that the police are not able to respond appropriately in
sending Kits to laboratories and ensuring blood is taken from suspects. The police not
sending kits to the laboratory was not explained by failure to make an arrest or the police
withdrawing the case, but depended primarily on which police station or district the case was
opened in. In most cases where suspect’s blood was sent to the laboratory the kits were still
not analysed. In 2005 the South African Forensic Science Laboratories had backlogs of
about 20 000 unanalysed Kits (51), a number proportionately somewhat similar to that
reported in the United States, but they were much slower at completing analysis than the
average time in the United States (432). As a result, few Kkits sent to them are processed, and

only children’s kits are analysed routinely, rather than on a request from a prosecutor.

This study has shown that in this setting medical documentation of injury and expert
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testimony in court may have influenced case progression and outcomes. In some individual
cases DNA may be of value, but when the system is viewed as a whole this is not evident. It
seems likely that this is chiefly because health and police systems in South Africa simply do
not work well enough to enable DNA and forensic evidence collection and analysis to realise
its potential. Although we know that in some countries even where DNA and forensic
evidence systems work more effectively, they are still not associated with a positive legal
outcome (243), as DNA is of no value if the basis of the defence is consent. Nonetheless we
believe that as a middle-income country South African forensic laboratories are affordable
and a high proportion of South African rape cases are not intimate partner rapes, therefore
DNA has the potential to contribute. On the basis of current information, efforts should be
made to improve the system and the proportion of cases in which DNA is available rather

than dispensing with it entirely.

This study is, to our knowledge, the first from a developing country to examine the
association between findings on medico-legal examination and rape case progression and
outcomes. Its strengths are its size and the fact that it is based on a random sample of cases
from a broad geographic region. There may be limitations to the generalisability of the
findings since we only had access to closed cases and are not sure what proportion of eligible
dockets were available for the sample or what biases could have ensued from this. The study
relied on routine data, which are often flawed. We enhanced the validity of case outcomes
data by using data from courts as well as the dockets. We are aware that the quality of
documentation of the dockets and medical findings was very variable, but since this is what is
used in the criminal justice system it is still valid to see how it may be associated with the
progression of cases. In the analysis here we have only adjusted for a small set of potential
confounding factors. We recognise that there could have been other factors influencing
whether cases go to trial and convictions, notably how witnesses come across in court,
willingness to accept children’s testimony in court, and bias from judges. Further research

with large datasets is needed to explore these areas in more detail.

5. CONCLUSION

This is the first study, to our knowledge, to show an association between documentation of
ano-genital injuries, trials commencing, and convictions in rape cases in a developing

country. Its findings are of particular importance because they point to the value of good
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basic, forensic medical practices in assisting courts in rape cases. Health care providers need
to be trained to provide high quality health care responses after rape, and we have shown that
the core elements of the medico-legal response require very little technology. As such they
should be replicable in LMIC settings, providing forensic medical examiners are trained in
examination and documentation of injuries, and the presentation and interpretation of
findings in court. Our findings raise important questions about the value of evidence that
requires the use of forensic laboratories at a population level in countries like South Africa
that have substantial inefficiencies in their police services. They suggest that in a resource
constrained setting far more benefit may be accrued to rape victims and the criminal justice
system by establishing policy, guidelines, and training for forensic medical examiners (be
they nurses or doctors) and ensuring that they are equipped to provide good basic health care,
including the forensic medical examination, than by focusing on complex and expensive
systems to allow for DNA analysis. Further research is needed to deepen understandings of
the use of medical evidence in court in a range of settings, and more health systems research
is needed in both developed and developing countries to evaluate health systems
interventions in post-rape care and their impact on victim/survivor health outcomes as well as

the processes of justice.
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CHAPTER 8

RESULTS: GENITO-ANAL INJURY PATTERNS AND ASSOCIATED FACTORS IN
RAPE SURVIVORS IN AN URBAN PROVINCE OF SOUTH AFRICA: A CROSS-
SECTIONAL STUDY®

1. BACKGROUND

Transcripts of expert witness testimonies in court cases for rape show that the presence or
absence of injuries and its interpretation is usually a subject of immense focus in cross-
examination (433). Health care providers, as experts, are required to use evidence related to
injuries to interpret their findings when cross-examined in court (86, 434) and must
demonstrate that their testimony is based on theories that are preferably evidence-based and
accepted by others in the field. In paediatric cases, a classification of injuries has been
developed (435) but in adults, the interpretation of evidence is much more complex. This
allows for health care providers to be challenged in court especially in cases where no
injuries have been found as some literature have reported on the presence of injuries after
consensual intercourse as well (172, 174-177). Higher rates of prosecution and conviction

have been found in cases with injuries documented (87, 214).

Globally, the reported prevalence of genito-anal injuries after rape is between 9% and 87%
depending on the ages of the survivors in the sample, method of examination and the type of
injuries included (174-176, 180, 193, 201, 204-208, 211, 227, 229, 230, 234, 237, 241, 248,
424) while in South Africa genito-anal injuries have been reported in 7% to 58% of rape
cases (78, 203, 232, 238, 240) and in 19% to 56% of rape homicides (121, 250). As not all
women who report rape have injuries, understanding what factors are associated with injury
patterns and what may influence these is potentially very valuable. Although there is some
data available on the prevalence of genito-anal injuries after rape there has been much less
analysis on the factors associated with these injuries. Studies have reported that age, race,
educational level, postmenopausal state, previous sexual experience, previous experience

with violence, parity, contraceptive use, alcohol usage prior to the rape, relationship with the

15 Jina R, Jewkes R, Vetten L, et al. 2015. Genito-anal injury patterns and associated factors in rape survivors in
an urban province of South Africa: a cross-sectional study. BMC Womens Health, 15(1):29.
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perpetrator, location of the assault, reported anal penetration, threats of violence and type of
resistance during the rape, the presence of non-genital injuries, time to examination, and
levels of experience of examiners are significantly associated with the presence of genito-anal
injuries in multivariable analysis, but these associations have not been consistent across
studies (199, 204-206, 209-213, 215, 216, 221-224, 226-229, 233, 236, 245, 247, 251, 253,
436).

None of the above-mentioned studies have been done in South Africa and as this country has
a very high rate of rape homicide (121), there is reason to suspect that rape in South Africa
may be more violent and different in some respects from rape elsewhere in the world. Given
the dearth of literature in this area, there is a need to increase the pool of international
evidence and more so that linked to the local context. The aim of this paper is to describe the
prevalence of genito-anal injuries by site and identifies factors associated with the absence of

genito-anal injuries in rape survivors in Gauteng, South Africa.

2. METHODS

A cross-sectional study was conducted that randomly sampled rape cases reported to the
Gauteng province police in 2003. Police files including the medico-legal records (J88 form)
(40, 437) and court records were reviewed for cases selected that met the common law
definition of rape during that period, which was to have “intentional, unlawful sexual

intercourse with a woman without her consent” (18).

A two stage sampling procedure was used to select the cases to be reviewed. In the first stage,
70 police stations were sampled out of the 128 that had rape cases reported in 2003, using
probability proportional to size. Here the total rape cases reported in the year were used. For
the second stage of sampling, 30 cases (or all cases if there were less than 30 cases reported)
were randomly selected from all cases that had been identified to be closed at the time of data
collection in 2008. There were no replacements of cases if dockets pertaining to selected

cases were not found. In total a sample size of 2068 cases was obtained.

Data were obtained from the police dockets on the details of the survivor and her behaviour
after the rape, circumstances of the rape, and details of the perpetrator. Closed questions

were used for well-defined variables whereas open questions that were post-coded were used
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for information on the circumstances of the rape. The J88 forms were copied verbatim or
photocopied and coded by three health care providers on the team. Here information was
obtained on the examination that was conducted with the findings and conclusions of the
health care provider. Fieldworkers were trained for a week prior to data collection and the
consistency in data collection was maintained through supervision by two of the researchers

and frequent discussions.

The data were analysed using Stata 10.0 with the svy command to adjust for the design of the
study. For this study, the sample size was restricted to cases where an examination was
conducted and a J88 form completed within 10 days of a rape, with vaginal penetration, being
reported. Missing data for individual variables were excluded from the analysis. Eighteen
women reported having anal penetration but they had all experienced vaginal penetration as
well. Age was categorized into three groups: an under 18 group including children and
adolescents, a group from 18 to 44 years, and a group of women 45 years and older to include
postmenopausal women. Smaller age categories were used in the analysis for survivors who
had no previous sexual intercourse experience to account for varying oestrogen levels at
different ages (392).

The pattern of genito-anal injuries were initially described according to the type and location
of the injuries as listed on the J88 form with some categories being merged (clitoris and
frenulum of clitoris, urethral orifice and paraurethral folds, labia majora and labia minora,
posterior fourchette, fossa navicularis, perineum, hymen, vagina and cervix, skin around the
orifice, orifice and sphincter/anus). Health care providers are not required to report on their
examination methods and techniques used on the J88 form and very few providers would do
this on their own accord. According to a Department of Health manager of the service at the
time, only one or two specialized facilities in the province were using toluidine blue dye or
colposcopies for examination at the time. Vaginal and cervical findings would in the vast
majority of facilities be identified with a speculum examination and where this section was
not completed, it was assumed that the examination was not done. Anoscopic examinations
are very rarely conducted for post-rape examinations and are not recommended with recent

training, unless there is an indication for one to be done (136).

Considering the sensitivity and specificity of injuries in relation to rape, a combined variable

was generated for genito-anal injuries. This included scratches, abrasions, tears, bruising,
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haematomas, and bleeding in the genito-anal area, hymenal clefts or swelling, cuts in the
genital area and swelling in the anal area (391). Redness, scars and pain were categorized as
being uninjured. The absence of genito-anal injuries was then assessed for a number of
subgroups, including those related to the survivor, factors pertaining to the rape, and health
service factors. Chi Square and Fischer Exact tests were done to compare proportions by
subgroup. A logistic regression model was built with the absence of genito-anal injuries as
the outcome variable and the demographic characteristics of the survivors, circumstances of
rape and health service factors as explanatory variables. Backward selection was used to
build the final model while adjusting for age of survivors and time to examination as these
were considered to have a potential confounding effect. A separate model was built for
virgins using the same approach. In the analysis a p value of <0.05 was considered to be

significant.

This study was approved by the Human Research Ethics Committee of the University of the
Witwatersrand (M040331). Permission was also obtained from the SAPS and Department of
Justice. All identifiers related to the survivor and service providers were excluded from the

data collection.

3. RESULTS

There were 1472 women who had gynaecological examinations and findings reported on the
J88 forms of which 371 had an anal examination as well. The majority of the survivors were
between the ages of 18 and 44 years (n = 853, 59%) while 37% were less than 18 years of age
(n = 532). About a third of the survivors were reported to be virgins at the time of the
examination (n = 361, 27%) and there were very few survivors who were recorded to have
disabilities (n = 25, 2%) or to have been under the influence of drugs or alcohol (n = 53, 5%).
Most of the survivors were examined within 48 hours of the rape (n = 1056, 84%) and 19%

(n = 269) reported being raped by multiple perpetrators.

Genital injuries ranged from 1% (n = 20) for cuts to 36% (n = 535) for scratches, abrasions or
tears (Table 27). Most injuries were recorded on the hymen (n = 666, 45.2%) followed by the
posterior fourchette (n = 451, 30.6%), labias combined (n = 235, 16.0%) and fossa
navicularis (n = 217, 14.7%). Redness was the most common injury recorded for the clitoris

and its frenulum, urethral orifice and paraurethral folds, and the labia majora and minora
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while scratches, abrasions or tears were the most common injuries recorded for the posterior
fourchette, fossa navicularis and perineum. The skin around the orifice had the most number
of injuries recorded on the anal examination (n = 38, 10.2%) with scratches, abrasions or
tears being the most common injury recorded on anal examination (Table 28). Overall, 723

(49.1%) survivors were found to have genito-anal injuries.

On bivariate analysis (Table 29), age was found to be significantly associated with the
absence of injuries. Among survivors without injuries, 30% were less than 18 years of age,
whereas 44% of those with injuries were aged under 18 years. Other factors found to be
significantly associated with the absence of injuries included survivors who had had a
previous pregnancy (60% of those with no injuries had been pregnant versus 51% of those
with injuries) and those who were raped by a perpetrator that was armed (39% of those with
no injuries versus 34% of those injured). Furthermore, the percentage of virgins among those
with injuries was significantly greater than that among those with no injuries 228 (36%
versus 20%). Similarly rape by multiple perpetrators (21% versus 16%) and being examined
by a doctor with no additional graduate qualifications (16% versus 9%) was more common

amongst those with injuries.

In the multivariable model of factors associated with the absence of injuries (Table 30) being
a virgin (OR 0.4, 95% CI 0.3 — 0.7), being raped by multiple perpetrators (OR 0.6, 95% CI
0.6 — 0.9) and being examined by a doctor with postgraduate qualifications (OR 0.6, 95% ClI
0.4 — 0.9) were found to be significant. These factors were associated with a lower odds of
having no injuries, in other words a greater likelihood of injury. Survivors who were
examined 2 days or later after the rape were significantly more likely to have no genito-anal
injuries recorded (OR 1.5, 95% CI 1.0 — 2.3). In the model for survivors who were virgins
(Table 31), those with disabilities were found to have a greater odds of having no genito-anal
injuries recorded (OR 4.9, 95% CI 1.2 — 20.1) while those between the ages of 8 and 17 years
had a lower odds of having no genito-anal injuries (i.e. were more likely to be injured)

compared to survivors less than 4 years of age.
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Table 27. Genital injuries by location

Gynaecological Total Clitoris and Urethral orifice Labias majora
examination” (N=1472)"  frenulum & paraurethral and minora
(N = 80)" folds (N=235)"
(N =139)*
Scratches/abrasions/tears 535 (36.3%) 35 (43.8%) 65 (46.8%) 126 (53.6%)
Cuts 20 (1.4%) 1(1.3%) 5 (3.6%) 8 (3.4%)
Bruising/haematoma 254 (17.3%) 32 (40.0%) 48 (34.5%) 75 (31.9%)
Bleeding 145 (9.9%) 14 (17.5%) 22 (15.8%) 29 (12.3%)

Hymenal clefts
Hymen swollen

Scars from ?assault 78 (5.3%) 4 (5.0%) 11 (7.9%) 17 (7.2%)
Redness/inflammation 238 (16.2%) 62 (77.5%) 107 (77.0%) 139 (59.2%)
Tenderness/pain 76 (5.2%) 7 (8.9%) 6 (4.3%) 16 (6.8%)

Posterior
fourchette
(N=451)"

364 (80.7%)
10 (2.2%)
140 (31.0%)
57 (12.6%)

66 (14.6%)
106 (23.5%)
16 (3.5%)

Fossa
navicularis
(N =217)"

130 (59.9%)
5 (2.3%)
100 (22.2%)
15 (6.9%)

11 (5.1%)
86 (39.6%)
12 (5.5%)

Perineum Hymen
(N=79)"  (N=666)"

62 (78.5%) 237 (35.6%)
5(6.3%)  1(0.2%)
38 (48.1%) 119 (17.9%)
14 (17.7%) 58 (8.7%)
63 (9.5%)

138 (20.7%)

5(6.3%) 12 (1.8%)
36 (45.6%) 24 (3.6%)
6(7.6%) 36 (5.4%)

Vagina

(N =188)*

97 (51.6%)

1 (0.5%)
47 (25.0%)
79 (42.0%)

1 (0.5%)
19 (10.1%)
51 (27.1%)

Cervix
(N = 70)"

19 (27.1%)

0 (0.0%)
15 (21.4%)
52 (74.3%)

0 (0.0%)
10 (14.3%)
4 (5.7%)

" Total sample size includes all patients who underwent a gynaecological examination.

# Total number of patients who had injuries recorded at a specific site, for which type of injuries are presented in the rows. Patients could have injuries at more than one site,
and could have more than one type of injury per site. Each cell in the table represents the proportion of patients who had injuries reported of a specific type at a specific site.
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Table 28. Anal injuries by location

Anal examination® Total Skin around orifice  Orifice  Sphincter/ Anus
(N =371)" (N =38) (N =29) (N =16)

Scratches/abrasions/tears 30 (8.1%) 23 (60.5%) 21 (72.4%) 9 (56.3%)
Bruising 10 (2.7%) 10 (26.3%) 4 (13.8%) 3 (18.8%)
Bleeding 2 (0.5%) 1(2.6%) 2(6.9%) 0 (0.0%)
Swelling/tyre sign® 13 (3.5%) 13 (34.2%) 11 (35.5%) 3 (18.8%)
Scars from ?assault/funnelling” 7 (1.9%) 5(13.2%) 6 (20.7%) 3 (18.8%)
Redness/inflammation 16 (4.3%) 16 (42.1%) 11 (37.9%) 7 (43.8%)
Tenderness/pain 3(0.8%) 2(5.3%) 2(6.9%) 2 (12.5%)

" Total sample size includes all patients who underwent an anal examination.

# Total number of patients who had injuries recorded at a specific site, for which type of injuries are presented in the rows. Patients could have injuries at more than one site,
and could have more than one type of injury per site. Each cell in the table represents the proportion of patients who had injuries reported of a specific type at a specific site.

¥ Perianal swelling in the form of a ring.

" Relaxation of the external anal sphincter but not of the internal anal sphincter which results in a funnel-like appearance of the anus on physical examination. Appears with
repeated abuse.
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Table 29. Absence of genito-anal injuries by factors related to the patient, rape and examination
Total Absence of genito-anal injuries Presence of genito-anal injuries

(N = 749) (N=723)

PATIENT INFORMATION
Age (N = 1447)

<18 years 532 (36.8%) 221 (30.0%) 311 (43.9%) 0.000
18 - 44 years 853 (59.0%) 489 (66.3%) 364 (51.3%)

>45 years 62 (4.3%) 28 (3.8%) 34 (4.8%)

Virgin (N = 1311)

No 950 (72.5%) 526 (80.4%) 424 (64.5%) 0.000
Yes 361 (27.1%) 128 (19.6%) 233 (35.5%)

Previously pregnant (N = 1131)

No 502 (44.4%) 243 (40.5%) 259 (48.8%) 0.004
Yes 629 (55.6%) 357 (59.5%) 272 (51.2%)

Disability (N = 1472)

No 1447 (98.3%) 734 (98.0%) 713 (98.6%) 0.354
Yes 25 (1.7%) 15 (2.0%) 10 (1.4%)

Under influence of drugs or alcohol (N = 1114)

No 1061 (95.2%) 536 (95.4%) 525 (95.1%) 0.835
Yes 53 (4.8%) 26 (4.6%) 27 (4.9%)

RAPE

Length of time perpetrator detained victim (N = 1411)

Less than a day 1204 (85.3%) 620 (86.6%) 584 (84.0%) 0.224
1 day of more 207 (14.7%) 96 (13.4%) 111 (16.0%)

Multiple perpetrators (N = 1437)

No 1168 (81.3%) 616 (83.6%) 552 (78.9%) 0.038
Yes 269 (18.7%) 121 (16.4%) 148 (21.1%)
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Total

Perpetrator victim relationship (N = 1414)

Absence of genito-anal injuries

(N = 749)

Presence of genito-anal injuries

(N =723)

Any relative 99 (7.0%) 46 (6.4%) 53 (7.7%) 0.320
Current or ex-partner 200 (14.1%) 113 (15.6%) 87 (12.6%)

Stranger or someone known only slightly/by sight 697 (49.3%) 346 (47.9%) 351 (50.8%)

Some other known person 418 (29.6%) 218 (30.2%) 200 (28.9%)

Perpetrator armed (N = 1442)

No 917 (63.6%) 448 (61.1%) 469 (55.2%) 0.039
Yes 525 (36.4%) 285 (38.9%) 240 (33.9%)

Victim hurt with weapon (N = 517)

No 399 (77.2%) 226 (79.6%) 173 (74.3%) 0.116
Yes 118 (22.8%) 58 (20.4%) 60 (25.8%)

Victim threatened (N = 1472)

No 809 (55.0%) 401 (53.5%) 408 (56.4%) 0.273
Yes 663 (45.0%) 348 (46.5%) 315 (43.6%)

Physical force used (N = 1429)

No 557 (39.0%) 273 (37.4%) 284 (40.6%) 0.192
Yes 872 (61.0%) 457 (62.6%) 415 (59.4%)

Victim resisted (N = 1472)

No 809 (55.0%) 410 (54.7%) 399 (55.2%) 0.857
Yes 663 (45.0%) 339 (45.3%) 324 (44.8%)

Number of penetrations (N = 1272)

1 861 (67.7%) 465 (69.8%) 396 (65.4%) 0.117
>1 411 (32.3%) 201 (30.2%) 210 (34.7%)
EXAMINATION

Time from rape to examination (N = 1262)

<2 days 1056 (83.7%) 528 (83.5%) 528 (83.8%) 0.899
2 - 10 days 206 (16.3%) 104 (16.5%) 102 (16.2%)
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Absence of genito-anal injuries Presence of genito-anal injuries

(N =749) (N =723)
Doctor's qualification (N = 1223) 0.001
Medical degree 1072 (87.7%) 562 (91.5%) 510 (83.7%)
Higher than medical degree 151 (12.4%) 52 (8.5%) 99 (16.3%)
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Table 30. Multivariable model to test the factors associated with the absence of genito-anal injuries
Univariate analysis p value Multivariable analysis (N = 974)

OR (95% ClI) OR (95% CI)

PATIENT INFORMATION

Age (N = 1447)

<18 years -

18 - 44 years 1.9 (1.5-2.4) 0.000 1.4 (0.9-2.0) 0.157
>45 years 1.1(0.6-1.9) 0.835 05(0.2-1.1) 0.078
Virgin (N = 1311)

No - 0.000 -

Yes 0.4 (0.3-0.6) 0.4 (0.3-0.7) 0.000
Previously pregnant (N = 1131)

No - 0.011

Yes 14(1.1-1.8)

Disability (N = 1472)

No - 0.329

Yes 1.5(0.7 - 3.6)

Under influence of drugs or alcohol (N = 1114)

No - 0.945

Yes 1.0(05-1.8)

RAPE

Length of time perpetrator detained victim (N = 1411)

Less than a day -

1 day of more 0.8(0.6-1.1) 0.182

Multiple perpetrators (N = 1437)

No - 0.022 -

Yes 0.7 (0.5-1.0) 0.6 (0.4-0.9) 0.017
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Perpetrator victim relationship (N = 1414)
Any relative

Current or ex-partner

Stranger or someone known only slightly/by sight
Some other known person

Univariate analysis

OR (95% ClI)

1.6 (1.0-2.7)
1.2 (0.8-1.9)
1.4(0.9-2.2)

0.062
0.356
0.154

Multivariable analysis (N = 974)

OR (95% ClI)

Perpetrator armed (N = 1442)
No
Yes

1.3(1.0- 1.6)

0.042

Victim hurt with weapon (N =517)
No
Yes

0.7 (0.5-1.1)

0.124

Victim threatened (N = 1472)
No
Yes

1.2(0.9-1.4)

0.192

Physical force used (N = 1429)
No
Yes

1.1(0.9-1.4)

0.435

Victim resisted (N = 1472)
No
Yes

1.0 (0.8-1.3)

0.898

Number of penetrations (N = 1272)
1
>1

0.8 (0.6 - 1.0)

0.035

EXAMINATION

Time from rape to examination (N = 1262)
<2 days
2 - 10 days

1.0 (0.7 - 1.4)

0.874

15(1.0-23)

0.035
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Univariate analysis p value Multivariable analysis (N = 974)

OR (95% CI) OR (95% ClI)

Doctor's qualification (N = 1223)
Medical degree - -
Higher than medical degree 0.6 (0.4-0.9) 0.010 0.6 (0.4-0.9) 0.020
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Table 31. Multivariable model to test the factors associated with the absence of
Univariate analysis

PATIENT INFORMATION

OR (95% CI)

p value

Multivariable analysis (N = 275)

OR (95% CI)

Age (N = 349)

<4 years - -

4 -7 years 0.8(0.3-1.8) 0.563 0.5(0.2-1.5) 0.232
8 - 12 years 0.2(0.1-0.6) 0.002 0.2(0.1-0.5) 0.001
13- 17 years 0.2(0.1-0.6) 0.001 0.2(0.1-0.4) 0.000
18 - 34 years 0.5(0.2-1.6) 0.219 0.3(0.1-1.1) 0.070
35 - 44 years 0.8(0.0-17.4) 0.887 0.7 (0.0 - 15.3) 0.813
Disability (N = 361)

No - -

Yes 2.8(0.9-8.8) 0.083 49 (1.2-20.1) 0.028
RAPE

Length of time perpetrator detained victim (N = 321)

Less than a day -

1 day of more 0.8(0.4-1.6) 0.484

Multiple perpetrators (N = 342)

No -

Yes 0.8(0.3-1.6) 0.424

Perpetrator victim relationship (N = 324)

Any relative -

Current or ex-partner 0.3(0.0-15) 0.138

Stranger or someone known only slightly/by sight 0.5(0.2-1.0) 0.048

Some other known person 0.9(0.5-1.8) 0.769

Perpetrator armed (N = 339)

No -

Yes 0.5(0.3-1.0) 0.064
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Victim hurt with weapon (N = 59)
No
Yes

Univariate analysis

OR (95% CI)

0.5(0.1-2.4)

0.355

Multivariable analysis (N = 275)
OR (95% Cl)

Victim threatened (N = 361)
No
Yes

0.7 (0.4-1.2)

0.202

Physical force used (N = 337)
No
Yes

0.6 (0.4 - 1.0)

0.057

Victim resisted (N = 361)
No
Yes

0.7 (0.5-1.2)

0.195

Number of penetrations (N = 274)
1
>1

0.9 (0.5-1.8)

0.774

EXAMINATION

Time from rape to examination (N = 281)
<2 days
2 - 10 days

1.4 (0.8 - 2.4)

0.244

1.3(0.7 - 2.4)

0.348

Doctor's qualification (N = 310)
Medical degree
Higher than medical degree

1.0 (0.5 - 2.0)

0.944
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4. DISCUSSION

This study adds important data on the prevalence and pattern of genito-anal injuries in the
South African context. Of note, just over half of the survivors had no genito-anal injuries,
and in these cases there is a possibility that this will be misconstrued by the police and the
courts to mean that no rape occurred (252). While this study did potentially include some
cases of alleged rapes or false allegations, previous work in South Africa have shown that
they make up a small proportion of between 1% and 3% of reported rape cases (78, 438). It
IS hoped that in rape cases where no injuries are reported, other supporting evidence will
enable a conviction in court. Yet, it is noted that although convictions do occur when no
injuries are recorded, it is quite low in South African courts, more so for adult survivors (9%

conviction in cases with no reported injuries) than in children (33%) (87).

Work in the field has shown that genito-anal injury detection is complex, and providers are
limited by the availability of the necessary equipment and resources to conduct examinations
and identify injuries. This is a challenge in South Africa as very few facilities had
colposcopies at the time of the study and anecdotal evidence from present day indicates that
even when colposcopies are available, they are not always used by providers. Similarly, the
usage of toluidine blue dye has been erratic with the vast majority of facilities not having the
dye available. In addition, the J88 form does not specifically require providers to describe
the examination techniques that they used, thus depending on astute providers filling in this
information at their own discretion when necessary. In essence, this implies that there is
probably significant under detection of injuries with only easily identifiable injuries being

reported on and tested in this study, as opposed to all possible injuries.

In survivors with injuries, there was substantial variation in the prevalence of different
injuries. Common injuries included scratches, abrasions, tears, bruising and haematomas.
Redness was also frequently reported, yet it is a non-specific sign and can undergo much
scrutiny in court especially if it is an isolated finding (391). This is harder to defend on
cross-examination as a finding indicative of sexual assault as there are a number of other
common causes and we thus excluded it in our final analysis. The predominant locations of
injuries were as expected (193), with most of the injuries reported on the hymen, posterior
fourchette and fossa navicularis. Major issues of concern are the lack of uniformity in

examining survivors, dependence on the skill and experience of the examiner and
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discrepancies in recording of injuries (177). Defining the significance of injuries also
remains a challenge because it is recognised that vigorous consensual sex can also result in
injury (175, 176). There has been a call to develop a standardised classification system with
an injury severity scale, yet it is clear that this will still not resolve the legal concern of
whether rape occurred or not (177, 193). In previous studies, medical doctors and mental
health practitioners have self-reported that training improved their clinical practice (334, 336,
362) and this was found in a small study with doctors which evaluated the completion of
clinical notes and collection of evidence after training (332). Studies conducted with nurses
who underwent training for sexual assault examiner programmes have also reported on
improved collection of forensic evidence (309). Furthermore, a previous study in South
Africa showed that training alone resulted in increased knowledge and confidence in doctors
and nurses (439). Additional training thus appears to play a significant role in improving the
quality of services provided to survivors of rape, and it is therefore interesting that this study
found that there was a significant association between doctors who had some advanced

training and the recording on injuries on the J88 form.

A consistent finding with international literature was that there is a significantly greater odds
of finding injuries in survivors who were virgins (222, 223, 229) unlike the number of
perpetrators, which was not found to be associated with reported injuries in previous studies
conducted in other countries (223, 229). Multiple perpetrator rape is a common phenomenon
in South Africa with a self-reported prevalence of 9% to 16% (114, 130). It has been well
described in the broader context of sexual coercion and with varying motivations, however
punishment has been found to be a driver of the rape in about one in three cases (128, 130).

In such cases, an increase in violence is possible.

This study found that children between the ages of 4 and 12 years were more likely to be
injured compared to children of less than 4 years of age. This goes against a widespread
perception that injuries would be more commonly found in very young children but fits with
argument that is made that high levels of oestrogen which are present in girls under 5 can
protect against injury in rape, whereas the changes in physiology and oestrogen levels
occurring after 5 years of age results in heightened vulnerability (440).

By the same token, although it is reported that people with disabilities are at high risk of
being sexually assaulted or abused (441), there were very few survivors with disabilities in
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this study. It may however reflect the difficulties these survivors face in verbalising and
reporting abuse (442). In survivors who were virgins, those with disabilities were found to
have a significantly greater odds of having no injuries recorded. No other studies were found

that described in detail injury patterns in rape survivors with disabilities.

Limitations of the study included having absent J88 forms, which occurred in 23% of the
main sample of dockets. In addition, only rape cases that were reported to the police were
included in the study, and this may reduce the generalisability of and bias findings, as
survivors in certain relationships (e.g. rape in marriage) or those lacking injuries may be less
likely to report their cases. On the other hand, cases of false allegations and alleged rape may
also be included in the study, however it is assumed that the proportion would be small. The
study was limited to survivors who were examined within 10 days of the rape as it was
assumed that there would be very few significant genito-anal injuries visible beyond this
period but this could have differentially excluded some groups of survivors e.g. young
children who would be more likely to present outside this time period. Recorded injuries on
the J88 form may not be indicative of actual injuries, for example it is unclear why there are a
substantial proportion of bruises reported on the vagina, but this does reflect actual practice in
the province and the findings that are presented in court. The examination techniques used is
not recorded on the J88 forms but only a couple of specialized facilities in Gauteng province
had colposcopies or toluidine blue dye available in 2003. Gauteng, however, is fairly urban
and thus findings may differ in more rural areas of the country. In identifying factors
associated with the absence injuries, explanatory variables were limited to what was recorded
and available in the docket and on the J88 form.

5. CONCLUSIONS

This study provides valuable data that health care providers can use during presentation in
court as expert witnesses. Almost half of the survivors did not have any injuries recorded on
the examination and hypothetically there are a number of factors that could influence the
absence of injuries. This study found that being a virgin, multiple perpetration rape and
being examined by a doctor with only basic qualifications were significantly associated with
the absence of genito-anal injuries. Health providers as expert witnesses in court should thus
be aware that in all other respects there was no significant difference in survivors who had

injuries and those who did not. It is thus important to continuously reiterate the message that
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the presence of injuries does not necessarily prove that rape has occurred, especially taking
into consideration the sensitivity and specificity of particular injuries, and similarly the
absence of injuries do not disprove the fact (216). The need to increase the utilization of
specialized examination techniques through the availability of resources and training is

necessary and could aid in the prosecution of rape in South Africa.
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CHAPTER 9

DISCUSSION: USING THE EVIDENCE TO IMPROVE POST-RAPE CARE
SERVICES

1. INTRODUCTION

The aim of this thesis is to strengthen the evidence base for improving the delivery of post-
rape health care services in South Africa as there is a high prevalence in the country with
high levels of multiple perpetrator rape, and rape is considered to be quite violent in the
country. Furthermore, although efforts have been made to improve post-rape health care
services both in South Africa and internationally, gaps are still noted in the literature. In this
thesis | have addressed some of these gaps in three broad focus areas: the organisation of
services (Chapter 4), the selection and capacitation of providers (Chapter 5 and 6), and the

interpretation of medico-legal evidence in term of genito-anal injuries (Chapter 7 and 8).

In this chapter | begin by discussing how the main findings of this thesis contribute to the
current evidence on post-rape care services. | then reflect on the implications these findings
have in the three broad focus areas for post-rape care services in South Africa. Overall
limitations of all the publications are then presented before ending with proposals for future

research and a final conclusion on the thesis.

2. CONTRIBUTION OF THESIS FINDINGS ON CURRENT EVIDENCE OF POST-
RAPE CARE

As reported in Chapter 2, rape is a global problem with high prevalence rates in specific
geographical areas and countries, including South Africa. Survivors of rape require
assistance and support from multiple sectors, of which health, police and justice play the
biggest role. This requires an organised effort by the said sectors to offer a supportive and
collaborative delivery of service. Ultimately improved post-rape care services should lead to
better medical and legal outcomes. Based on the conceptual framework and the South

African context, three areas that were recognised to have gaps in evidence and that were
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considered to be significant in the delivery of health care were selected as focus areas. South
Africa has a policy and guideline in place (26, 27), and although currently under review, it
provides a good framework for the delivery of care. Yet, it was noted, that although some
guiding principles in the policy address the organisation of services, there is a lack of
evidence to substantiate all of the aspects in these principles, and therefore this was identified
as the first focus area for the thesis. Following this, the role of health care providers is
pivotal as they are the “face of the service” to survivors, and there was a lack of information
on whether the correct providers are selected to deliver the service, what their capacity is and
whether efforts that were made to improve this actually are successful. The final area
focused on the lack of evidence related to the prevalence, patterns and factors associated with
genito-anal injuries after rape, as this information can assist providers in the interpretation of
their findings for legal purposes. Despite concentrating on the South Africa context, the
findings from this thesis have international relevance, as the implications are not unique to
this context alone. Table 32 provides a brief overview of the findings of this thesis that
contribute to the current evidence on post-rape care services and they are then discussed in

detail below.
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Table 32. Summary of gaps in literature and findings in the thesis that contribute to
post-rape care services

Context

GAPS TO BE
ADDRESSED IN THIS
THESIS

Provide evidence from
LMIC especially South
Africa as prevalence rates
are higher and in some
countries, including South
Africa, rape is also more
violent in general.

(Chapter 2, 5—8)

BRIEF SUMMARY OF MAIN FINDINGS

General dearth of high quality literature. There is a
further lack of literature from LMIC with most being
descriptive publications or of lower quality. Results from
South Africa are provided on specific focus areas but
more robust research work is required.

Organisation

Review evidence of

This Chapter highlighted the absolute lack of high quality

of services effectiveness for medical | studies globally where a post-rape model of care was
outcomes, use of other evaluated for medical outcomes. Additionally, there
services and referrals, as were no studies on the effectiveness of IPV models of
some efforts have been care from LMIC in terms of health outcomes, use of
made to look at legal other services and referrals. Research that met the criteria
outcomes with different were only from HIC and the majority were still of poor
models of post-rape care. | quality. Although there is a lack of high quality research
from LMIC including South Africa, much can be learnt
(Chapter 4) from their lessons. At present there is insufficient
evidence to recommend any specific model of care for
post-rape or IPV care, but evaluating the TCC model is a
matter of urgency in South Africa.
South Africa has already implemented various models of
care but these have not been adequately evaluated.
Proposed components in the model of care are discussed
in the next section of the thesis.
Selection Evaluate the effectiveness | Although the previous fragmentary approach to training
and of the pilot of South in South Africa was found not to have benefited
capacitation | Africa’s national training | providers in terms of knowledge and confidence, the
of health curriculum in improving national training curriculum was successful in improving
care post-rape care knowledge | this for health care providers from various areas of the
providers and confidence in health | country and levels of experience. However, training

care providers.

(Chapter 5 & 6)

alone is clearly not sufficient for improving post-rape
care. In study 2 it was noted that there were still gaps in
certain content areas even after training, and literature in
the field has noted how even trained providers are
sometimes hampered from utilising their knowledge and
skills by individual or health system factors. Providers
entered the training with higher levels of confidence
compared to knowledge, and a concern is that the
training failed to address this imbalance. Studies in this
field have considered the relationship between
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overconfidence and clinical care, and also the skills that
providers require to interpret new evidence and apply it
to their local setting. This points to a potential gap in the
basic training of health care providers.

Test for factors associated
with baseline knowledge
and confidence in South
African health care
providers and change in
knowledge and
confidence after training.

(Chapter 5 & 6)

In Study 2, it was noted that, unlike findings from the
literature, experience in post-rape care services was not
associated with higher knowledge levels of providers at
baseline or after training, while younger providers were
more knowledgeable at baseline.

No other studies were found that considered the effect of
attitudes on training outcomes, and it was pleasing to
note that although providers with a more appropriate rape
attitude had a greater odds of having a higher baseline
knowledge those with low empathy levels at baseline
showed a significantly greater improvement in
knowledge.

Strengthenin
g the
interpretatio
n of medico-
legal
evidence in
terms of
genito-anal
injuries

Provide data on genito-
anal injury prevalence
post rape from South
Africa, by type and
location, and for female
survivors from wide age

group.

(Chapter 8)

The prevalence of genito-anal injuries post-rape has been
reported in international literature to be between 10% and
87% depending on various factors. This wide range can
make it difficult for health care providers to extrapolate
findings from the literature to their local context. In
South Africa, data from individual facilities reported
figures of 32% to 42% and this study provided a
prevalence of 49% from a provincial-wide sample. This
study provides valuable data for health care providers to
use as it is based on local practices of examination and
reporting. The interpretation of injuries is complex
especially when there are non-specific signs, and an
international classification system of recording injuries
for medical, legal and research purposes would be of
value.

Provide data on factors
associated with the
absence of genito-anal
injuries post rape in the
South African setting as
there is a high prevalence
of multiple perpetrator
rape and violence, and the
presence of injuries have
been shown to influence
legal outcomes (Chapter
7).

(Chapter 8)

Consistent with the majority of international literature,
the sexual experience of survivor was an important factor
in the recording of injuries, and significant differences
were noted by age group in this sample of survivors. No
previous work was found that tested the association of
age and the prevalence of genito-anal injuries in children
<12 years of age and the findings from Study 3
corresponds to the physiological theory regarding the
protective effect of oestrogen in very young children (<5
years of age) but against normative believes that there
would be significant injuries in toddlers who have been
raped.

None of the international studies that tested for the
association between number of perpetrators and the
presence of genito-anal injuries reported significant
findings whereas in Study 3 multiple perpetrator rape
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was significantly associated with the recording of
injuries. This conforms to reports on the violent nature
of rape in South Africa and discourses on the motivations
behind multiple perpetrator rape.

As with most other research, time between the rape and
examination was a significant factor as there was a
greater odds of having no injuries recorded in survivors
who were examined after 2 days. Although a high
number of survivors (84% in Study 3) are examined prior
to this, there are some survivors who are potentially more
likely to be examined later (e.g. children, disabled,
elderly, rurally located, etc.) and understanding this
association and applying it in the interpretation of
examination findings is important.

There is a debate on the effect of providers’ experience
on the reporting of injuries. In this thesis, providers with
post-graduate qualifications had a greater odds of
reporting injuries but interpreting this finding in the
context of international literature and the research’s study
design is difficult. One does not wish to equate the
recording of injuries with better quality of care, however
having a skilled provider who has the right physical
environment and resources to conduct a detailed genito-
anal examination, recognise injuries and interpret
findings is key.

In general, there is a lack of literature and work done in LMIC with research in the field
being dominated by HIC studies, especially from North America. In addition, although there
is a general absence of high-quality research with strong study designs, and analyses and
presentation of data, this is especially a problem in studies done in LMIC. No studies were
found that formally evaluated a post-rape health care programme or model of care for
medical outcomes of survivors, referrals and use of related services. In only a few studies
(54, 266, 296) was the delivery of health services evaluated, usually in pre- and post-
intervention studies but these were usually offered in the acute phase of rape, and no study
considering the impact of their care in terms of health outcomes. Furthermore, all of the
models of IPV care that were formally evaluated were conducted in HIC (381, 382, 400—
408), and most of the studies that were conducted in LMIC were conducted in urban settings
or at specific research sites (2, 264, 270, 274, 278, 290, 292-295) with only a few being
expanded to other settings or across the country (265, 271, 275, 277, 282). Yet, a number of
different models of care from across the globe were described in this thesis, and some
valuable work has been done in various countries that can be expanded on. For South Africa,

196




it is urgent that we evaluate the TCC model as there is great investment and efforts being
made in expanding the model with only anecdotal evidence supporting it (36, 286, 288).
More complex issues such as low number of survivors accessing services, poor follow-up,
poor acceptance of and adherence to referrals, and high attrition in the legal process are not

addressed and these are discussed in more detail in the next section.

Essentially though, any model of care would provide the desired outcomes in the correct
setting. Defining the right setting for the right model is the challenge. One needs to consider
all factors when developing a model with sustainability in mind. This should begin with a
review of the current health care system in the country, its challenges and constraints in terms
of service delivery of health care in general, and broader health system reforms. The police,
judicial and social welfare system must also be assessed. Essentially though, not only is the
delivery of the service important but the components of that service need to be considered as

well.

As suspected from the review of training programmes offered in South Africa at the time,
previous efforts had not added substantial value in improving content knowledge or
providers’ personal feeling of assurance in terms of the care that they were providing
(Chapter 5). The training curriculum that was developed for the National Department of
Health was found to have significantly increased knowledge and confidence of health care
providers and it is clear from a review of the literature and the findings of the study that a
national standardised curriculum with proper assessment was required in the country. The
USA has made significant strides in this regard - SANE programmes have a standardised
curriculum and national certification programme (169, 300, 301) and training standards have
been published for sexual assault medical forensic examiners (443). Nonetheless studies
have shown that general nurses in the USA and Canada do not receive a standardised level of
training (302, 323) and international training has varied substantially with programmes
covering either forensic medicine or sexual assault of adolescents/adults, children or both. In
studies that were published, sexual assault training ran from 2 hours to 40 hours while the
bulk of the studies included small sample sizes with seven studies having samples of less than
50 of which the smallest included 7 trainees, and only two studies had sample sizes of just
over a hundredts (331-334, 336, 344, 345, 350-354, 357-359, 361-364). It was noted that a

16 Sample sizes of trainees were not reported in all of the published studies.
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few training programmes internationally had included a mix of providers (344, 345, 350-353,
361-364) with some offering additional or varied training for specific providers on certain
days of training (344, 345). Chapter 5 and 6 presented findings from the first time a large
national sample of doctors and nurses were trained together and improvements in knowledge

were not found to be associated with regional location or qualification.

A common finding though in Chapter 5 and 6 was the providers had low knowledge and high
confidence levels. This is a dangerous situation, as providers know less than they think they
do as they struggle to recognise, acknowledge or express their uncertainty in delivering care
(444). A number of studies have looked at the reasons for overconfidence in health care
providers, and its relationship to accuracy in clinical care and diagnostic error (419, 445—
447). Whereas many providers express high levels of competence or confidence to mask
their lack of knowledge out of fear of losing their job or respect in the extremely hierarchical
medical fraternity, there are other reasons for this discrepancy as well. A detailed review that
considered nursing barriers to using research and developing evidence-based practices (448)
found that key considerations were the skills required to interpret research findings and apply
them to local clinical settings, the organisation of health services to facilitate such changes,
and the support and motivation within the nursing fraternity to accept research findings over
clinical experience and practice. Similarly, a review of physicians found that overconfidence
could lead to errors during all steps of the diagnostic pathway (445). The study found that
physicians make quick assumptions based on organ systems without considering other
potential causes, they then seek data that confirms their diagnosis, prematurely confirm a
final diagnosis, override guidelines, do not study the literature on questions that they have,
and become complacent in the practice of care. Strategies to address overconfidence through
education and training, during the consultation and through feedback mechanisms were
reviewed, yet all have potential trade-offs and these need to be considered when implemented
(445).

An important aspect of the National Department of Health training was that efforts were
made to cover comprehensive post-rape care with specific attention being given to areas
where it was assumed that providers would potentially have a poorer understanding, where
there was evidence of poor quality of care, or where there were new concepts being
introduced to providers. This meant that additional time and practical sessions were allocated

to sexual rights, the examination and evidence collection in child survivors, documentation,
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and laws and court procedures. In the findings, there were differences noted between content
areas (Chapter 5) but the gaps in knowledge were not completely as expected, and although
knowledge levels increased (Chapter 6), this occurred almost proportionately so that the
differences between content areas remained. Most notable though was the substantial
improvement in knowledge related to documentation and to some degree on the prevention
and management of pregnancy, and in stark contrast, the lack of any improvement related to
the laws and court procedures. Understanding the reasons for these substantial differences in
the effect of the training on providers is important in reviewing and planning future training
programmes. No other studies were found in the literature that considered variations in the
impact of training on specific content areas of post-rape care.

Previous studies showed the providers who deal with the same type of patient (419, 449,
450), as well as those who are more involved in care of survivors had greater knowledge
(257, 258, 260, 261) but whether they maintained a higher level of knowledge, increased their
knowledge as they practised or a combination of the two is uncertain. In this thesis
knowledge at baseline was surprisingly higher in younger providers compared to older
provider (Chapter 5), which contradicts the findings from the literature. An additional
concern was thus that only baseline confidence, and not knowledge, was greater in providers
who dealt more with rape survivors through working at crisis centres or consulting a greater
number of survivors. This is a worrying finding as it shows that South African doctors and
nurses do not improve or maintain their knowledge and practice with time, but they feel more
confident in delivering care. Older providers were not keeping updated with changes in
practice and services, which is a concern, especially as some of the trainees on the course
were considered to be experts. Alternatively though, it may be a marker of a presence or
improvement in post-rape care training at an undergraduate level. Some efforts have been
made to include post-rape care in undergraduate medical training (50), but it is unclear
whether this was done in nursing curriculums and there is no research on the quality of
undergraduate training in South Africa, although a few programmes have been described
internationally (357, 358, 360). Furthermore, within the South African context, younger
providers would have received their basic and undergraduate education after the start of
democracy in the country, and may therefore have benefitted from higher quality education
that recognises human rights issues. Yet, there is a need for follow-up research to see if
knowledge levels in the group of providers trained in Study 2 improved after some time in
practice, or whether there is a need for additional in-service sessions. If so, the improvement
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of post-rape care training in undergraduate studies could also be considered to strengthen
baseline knowledge prior to attending the national training programme.

The role of the health care provider in delivering the service should not be underestimated.
There are important attributes of the provider that play a critical role in this aspect, which
result in situations that survivors find healing versus those where they feel victimised (367,
368, 398, 451). The attitudes of providers are considered important in delivery of post-rape
care - studies have reported a relationship between the acceptance of rape myths and blaming
the survivor (373, 385, 452) but no previous work had assessed the effect of attitudes on
training outcomes. In Chapter 5 the relationship between having an appropriate attitude
towards rape and baseline knowledge was established though it had no impact on the level of
improvement in knowledge during training (Chapter 6). This study found that inappropriate
gender or rape attitudes and low empathy was not associated with poorer outcomes after
training, and in actual fact, providers with low empathy at baseline actually showed a greater
improvement in knowledge compared to those with higher levels of empathy. Whether
empathy levels and attitudes of providers would still influence the delivery of care, even after
an improvement in knowledge, would need to be further researched. Provider traits that have
been found to be associated with blaming the survivor include providers who feel that they
are in control of their own fate, those who have a rule following attitude and greater
conformation to social norms, those who feel that people get what they deserve, and those
who have a greater acceptance of rape myths (373, 385, 452-458). In addition, a
metasummary of qualitative findings found that some providers lacked the relevant
knowledge or training to adequately perform their jobs while others were incapable of using
their training, knowledge, or position to effectively assist survivors (398). Those with poor
communication skills overwhelmed the survivor with information. The competence, attitude
and approach of the provider can thus play an important part in improving the acceptability
and quality of service. In such cases, survivors are more likely to access services and where
feasible, they are more likely to return. Poor treatment from medical and legal providers can
have harmful effects on the health of survivors especially in relation to mental health, and can
act as a barrier to accessing health services (451). The easiest and most common way of
capacitating the provider is through training, and although studies have reported on
improvements after training (308, 310-312, 363, 364, 459), we have to consider whether
training alone is sufficient and whether it does lead to better outcomes for survivors.
Training is usually one component of broader health system interventions and due
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consideration needs to be given to specific components of training, which is discussed further

in the next section.

Chapter 7 provided evidence on the important role that the presence of genito-anal injuries
has on the legal progression of rape cases in South Africa, yet there is limited data from this
country on the prevalence of injuries. As per the original rationale for conducting this
research, the violent nature of rape and motivations behind perpetrating rape in South Africa,
appeared to play an important role on the physical consequences for the survivor. The
prevalence of all forms of genito-anal injuries in female rape survivors in this thesis (49%)
was higher than the mean prevalence of 28% (range 21% - 44%) that was calculated from a
number of studies where examination was done by direct visualization alone in specialized
centres by forensically trained providers (194). Furthermore, multiple perpetrator rape in
South Africa, unlike all other literature that tested this association (206, 210, 223, 224, 227,
229), was found to be significantly associated with the presence of injuries. Both of these
findings are consistent with the assumption that rape is more violent in this country. Men
who perpetrate rape in South Africa were found to have hostile views about women, they are
much more likely to perpetrate physical violence against women (114, 130, 460), to be
engaged in other violent activity (e.g. gang membership, criminal activity, etc.), and anger,
punishment and entitlement were the most common motivators for raping (128, 130). These
extend to multiple perpetrator rape, with punishment, sexual entitlement, entertainment and

trickery all reported as motivations (129).

As with the majority of studies that tested for the association between age and presence of
genito-anal injuries in general (174, 175, 204, 207, 213, 222, 247, 251), no association was
found; however there was a marginal association in women older than 45 years of age
compared to survivors less than 18 years of age. Other studies that have considered the
prevalence of injuries in older survivors, have not had a comparison group including
survivors of less than 12 years of age (215, 223, 227, 229), and in three publications older
survivors had significantly more injuries than either adolescents or middle-aged women (215,
223, 227) while one study reported less injuries when compared to survivors 15 — 19 years of
age (229). Surprisingly, no literature was found on the effect of age in children and genito-
anal injuries after rape and an interesting pattern was noted in Study 3 in survivors under the
age of 18 years who were not yet sexually active. As noted, this finding supports theories
about the effect of oestrogen on the occurrence of injuries. However, some may argue that
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there is a higher possibility of having suspected (and unconfirmed) cases of abuse in toddlers
with thus less injuries, but we assume that this would not be very different to slightly older
children and as the sample was limited to police cases, this implies that although not

completely unfounded, the number of false cases are probably less than assumed.

A substantial percentage of genito-anal injuries were non-specific in nature (e.g. redness and
tenderness) and the majority of factors that were tested were not found to be associated with
the presence of injuries which makes the interpretation of injuries difficult. We need to
understand this and be able to interpret it to make deductions from the findings. Research has
shown an error in thinking that rape is always associated with injuries, and the lack of injuries
means that no rape occurred, but educating the legal and judicial fraternity on their error in
judgement and on the challenges of providing a definite conclusion is important, as medicine
IS not always an exact science. We also need to capacitate providers to be able to engage
with legal colleagues more effectively and successfully. A key focus of the national training
programme was thus on differentiating between types of injuries, accurately reporting on this
in documentation and defending these findings in court, and the post-training findings
showed a significant improvement in examination and documentation, although not with

court processes (Chapter 6).

As with findings from the literature (204, 205, 216, 222, 223, 226, 229, 236, 251, 252),
sexual experience of the survivor was found to be strongly associated with the observation of
injuries (Chapter 8). This has important implications for survivors who have been sexually
active as the odds of identifying injuries is 60% lower than survivors who are virgins. As this
will also include women who are generally older where issues regarding consent are
contested in court, it makes it harder to prosecute these cases and subsequently conviction

rates are generally lower.

Despite studies that have reported on an increased prevalence of rape in the disabled
population internationally (442), there are no quantitative reports to substantiate this in South
Africa. Furthermore, there is no international literature that reports on injury prevalence and
patterns in disabled survivors, although this may be affected by delays in reporting. This
study found a greater odds of having no injuries in survivors who were disabled in the virgin
population. Further research is required in the field to understand this in the context of

grooming of survivors and consensual sexual experiences of disabled women.
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As opposed to the findings in Study 3, where doctors with additional qualifications were
found to have reported more genito-anal injuries (Chapter 8), two previous studies found that
providers with less experience had higher rates of reporting genito-anal injuries after rape
(199, 228). However, various studies have also noted that less experienced providers have
poor knowledge on female genital anatomy and skills on interpreting injuries, especially in
children with a potentially greater risk of over-reporting (257-261). Selecting providers who
are able to properly identify injuries is more important than the actual prevalence of their
reporting, and more importantly, having the ability to interpret findings in conjunction with
the history and other findings, and present and defend this in court is crucial. Training of
providers and providing them with an environment that only maintains, but enhances their
knowledge and skills is important. This can occur through the location and functioning of

services.

3. IMPLICATIONS FOR POST-RAPE CARE SERVICES

The findings of the thesis provided valuable insights into the organisation of services,
selection and capacitation of providers, and use and interpretation of medico-legal evidence
in rape cases, which can be used to strengthen the delivery of post-rape care services. The
implications are presented under these sub-themes in Table 33 and discussed in some detail

below.

Table 33. Summary of implications for post-rape care services

THEME SUBTHEM IMPLICATIONS FOR POST RAPE CARE SERVICES

E
Organisation Location of | In the National Sexual Assault Policy it is noted that post-rape care
of services services is a specialist service that should be available 24 hours a day, and it

(Chapter 2, | snould not be part of the PHC core package. This thesis provided
4,5,6) the necessary evidence to validate this guiding principle. Providers
who worked at regional level facilities had a greater odds of
increased confidence after training compared to those working at
PHC level. Providers were also more confident at baseline when
they were more involved in patient care. A suitable location would
therefore allow providers the opportunity to consult more survivors
thus maintaining their competencies and confidence. Of concern
though, is that knowledge levels need to improve as well. Taking
other factors such as coverage, access, quality, and cost into
account, full comprehensive care should be made available from
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community-health centre level upwards in the referral pathway
(CHC- district hospitals — regional hospitals — tertiary hospitals —
central hospitals). This would also be facilitated by the availability
of other local services. It is neither feasible nor cost-effective to
have full services available at clinic level unless required in rural
locations.

OCC vs. The findings show that providers who are more involved in the care

horizontal of survivors and those working in crisis centres had a greater odds of

delivery of | haying a higher baseline confidence level. Building on the point

service above, OCCs can provide an enabling environment for health care

(Chapter 2, . . L .

4,5) providers and if the reported number of cases is high and there is
sufficient staff, this model is suitable. However, in areas with a low
number of cases or where resources are constrained, a horizontal
approach to delivering service can be implemented provided that the
selection of providers is carefully considered. Costs could also be
reduced and efficiency improved if post-rape and IPV services are
combined. ldeally this would form part of the broader response to
violence against women and children. The National Sexual Assault
Policy states that services should provide connections via referral to
other sectors that provide services to survivors and the OCC model
is better suited for fostering intersectoral work but irrespective of the
model, multi-agency support is required to achieve this principle.
Issues related to referral are discussed in more detail below.

Adult vs. There is a neglected need for services that are directed towards

child and children and adolescents that needs to be addressed. This thesis

adolescent | provides further evidence that rape cases involving children (and

SUrVIvors adolescents) are different from those involving adults (Chapter 8),

(Chapter 5 — i . '

8) that levels of_knowledge and confldence in health care providers
differs for child versus adult survivors (Chapter 5 & 6), and that
there are variations in the services offered to children compared to
adult survivors (Chapter 7). Children and adolescents make up a
substantial portion of rape cases (37% of the sample in Chapter 8)
and therefore services and providers need to be prepared to provide
high-quality care to them as well.

To refer vs. | A number of models of care from HIC reported an improvement of

manage referral rates yet the applicability of this in LMIC is uncertain.

internally Referrals are considered to be a benefit, although we need to

(Chapter 4) remember that referrals can be made for two reasons: to provide
access to other health services or to provide access to services in
other sectors (shelters, social welfare, legal aid, etc.). In many
LMIC there are no options for referral for other health services and
these have to be provided internally, while additional services
outside of the health sector may also be limited. Indirect costs were
not considered and in some instances would have increased through
referral and additional follow-up.

Outcome As many models of care have already been implemented in South

measures for | Africa, and globally, ensuring monitoring and evaluation of these

evaluation
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(Chapter 4)

services with standardised indicators for both acute and chronic
health outcomes is the first initiative that should be undertaken. We
must be acutely aware that the provision of care is sometimes
affected by the competing goals or outcome measures of the service.
For example, the goal to improve prosecution rates would focus on
the credibility of witnesses and potentially affect the way in which
providers view survivors attending the service. We need to realign
health services to focus on health outcomes and measures of health
service delivery in conjunction with legal outcomes.

Selection and
capacitation of
health care
providers

Doctor vs.
nurse
(Chapter 5 —
6)

In the baseline study with health care providers, knowledge levels
regarding post-rape were found to be higher in doctors compared to
nurses, but this could actually be a reflection of the organisation of
health services at the time. In South Africa there was always a
general preference to be treated by doctors at hospital with reports of
poor treatment and lack of knowledge by nurses at PHC level.
Previous research with South African women regarding preferences
of rape services reported a similar provider preference but the
picture is changing with more patients attending clinics primarily
where nurses are the primary providers. In view of the discussion
on the organisation of care in South Africa, doctors will no longer be
solely responsible for the delivery of care including examination and
evidence collection and the role of nurses will become more
important.

Attributes of
the provider
(Chapter 5 —
6)

The National Sexual Assault Policy states that services should be
provided by doctors and nurses who received training in sexual
assault and post-rape care and the pilot of the national training
programme found a significant improvement in knowledge and
confidence in health care providers who attended it. In this thesis
knowledge at baseline was higher in younger providers compared to
older provider, which contradicts findings from the literature that
report an increased knowledge with providers who were more
experienced and who managed survivors regularly. The individual,
organisation and health system factors influencing this need to be
considered.

Whilst women prefer having a female provider for post-rape care
services, there was no significant difference in the knowledge and
confidence of male versus female providers both at baseline and
post-training. In addition, there is a lack of evidence on whether
provider gender does matter.

Although considered important and often discussed using qualitative data,
there is not much literature on the quantitative evaluation of provider
attitudes and its relationship to the delivery of services, though it is
assumed that those with better attitudes would deliver a better service. It
was clear from the findings of study 2 that those who had a greater
understanding of the context of rape and the myths related to these entered
the training programme with higher levels of knowledge but it was
reassuring to know that providers who had the greatest potential and need
to learn actually did during the training curriculum.
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Perpetration and experience of rape or IPV was high in health care
providers but this was not associated with baseline knowledge and
confidence, or change in either due to training. Although
assumptions are made about whether experience of rape or IPV
affects care by providers, there is no clear evidence of this.

Organisation Managing Providers had a poor understanding of vicarious trauma during the
of services vicarious training. This is extremely important considering the high
& trauma prevalence of rape or IPV in this group of providers. It is unclear if
Selection and g:hapter 5- providers struggled with concept of vicarious trauma during the
capacitation of training or with the mechanisms of coping. Further work on
health care improving provider’s understanding of vicarious trauma is required
providers in addition to addressing health system factors that would minimise
vicarious trauma and support providers.
Selection and | National Providers who attended the pilot of the national training programme
capacitation of | training had low levels of knowledge and previous training was not
health care programme | associated with a greater odds of having better knowledge. This
providers }/:i.tilgt(;{a/las implies that previous local initiatives were not effective in
(Chapter 5 — improving providers’ knowledge. The national training programme
6) was required as it followed educational practices of having learning
objectives, facilitator guides, standardised tools and content for
teaching, and it was evaluated. However, based on the findings
related to the knowledge and confidence of providers after training,
more in-service training and updates for older providers, who are
working longer in the services, should be considered. Further
research is required on whether the training programme is being
implemented as piloted and rolled out as planned. As a standardised
programme, the training could also be adapted for undergraduate
curriculums.
Content of Training needs to cover all aspects of care without focusing on
training either legal or medical requirements. Training needs to use adult-
(Chapter 5 — | pased teaching approaches. Further research needs to be done on
6) areas where gaps remained after the pilot training programme and
on areas where there were substantial increases in knowledge to
understand the reasons why this occurred and to use for adapting
future training.
Length of The 2-week training programme was required to cover the content
training in-depth using more applied approaches to training and it was found
(Chapter 5 — | {5 pe consistent with standardised training for SANEs. Addressing
6) the challenges of having providers out of the services for the period
needs to be considered against the long-term benefit of having
providers return more knowledgeable and confident in managing
Survivors.
Evaluating | Training programmes should include an evaluation component
training where providers are not only objectively assessed for knowledge and
programmes | confidence levels, but competency is also assessed through a
é():hapter 6- practical component. Although attempts were made to do this in the

national training programme using local experts, this was not

206




successful. Consideration needs to be given on how best to conduct
this, either at the provincial level or within the facilities where
providers work.

Strengthening | Reporting of | In the thesis it was noted that doctors with post-graduate

the injuries qualifications had a significantly greater odds of reporting injuries
interpretation | (Chapter 8) | pyt there was still a dependence on direct visualisation only for
of medico- examination. In South Africa we need skilled providers, better
legal evidence availability, training on and utilisation of special examination
in terms of equipment, a standardised system for recording injuries by type,
genito-anal location, and severity, and a revised medico-legal form (J88) that
injuries will facilitate these processes.
Interpreting | Health care providers need to use local data on the prevalence of
and _ genito-anal injuries and factors associated with these after rape,
presenting | \vhich is provided in this thesis. Somewhat unexpected findings
?&E':% -Sanal were noted in reporting of injuries in children by age. Health care
findings providers require skills to understand the literature and apply it to

(Chapter 8) | their current settings when concluding on their examinations and
presenting in court.

3.1. ORGANISATION OF SERVICES

At present, we know that few rape survivors access services and that loss to follow-up is
relatively high (47, 109, 368, 451). Interventions in South Africa that targeted the poor
completion of PEP showed improvements from a baseline of 20% to a maximum of only
58% (57, 62, 266), and SANE programmes, which could potentially be considered to be a
model of best practice, have succeeded in improving follow-up rates, but even at best, only
half of their patients returned for care (169, 311, 321, 324, 326). In addition, very few cases
are prosecuted even with the SANE model in the USA (169, 311) and the TCC model in
South Africa (284, 285, 288). Despite these findings, the improvements that are reported
provide some indication that the delivery of health services can play an important role in
promoting access and follow-up, and hopefully improving medical and legal outcomes, and

attrition of survivors in both systems.

Many models of post-rape care in the literature have focused on improving the availability of
services primarily through an increase in the number of facilities offering the services, either
in an OCC or through a horizontal approach. Most also attempted to make more services
available through intersectoral work and referrals. Affordability of care was not often
considered in HIC models, and in LMIC it was mainly addressed by waiving user fees. The

focus of acceptability has been through improving the quality of services, and by either
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reducing the number of contacts or by improving the referral between services. Although no
model of post-rape care was formally evaluated, many lessons could be learnt from
challenges faced in other LMIC when considering a model of care. Critical issues that arose
related to the availability of human resources with the required skills and attitudes and the
maintenance of their knowledge and competencies, waiting times and experiences of
survivors, and the costs of running the services. For example, while addressing issues related
to quality, challenges remained with provider attitudes, and none of the studies considered
cultural acceptability directly unless through the training offered as part of the package of
service. Also, the potential increases in indirect costs for survivors were not considered when
services increased referrals and follow-up care, and as we promote comprehensive post-rape
care this will require further and potentially longer follow-up. Depending on the study
setting, indirect costs limit access to survivors. These are harder to address because there has
to be a balance between having services offered in most local setting against the fact that this
is costly and there are limited resources. On the other hand, having centralised services
increases indirect costs for survivors. Furthermore, problems related to referrals and follow-
ups resulted in models of care being less efficient than conceptualised. In addition, it has
been recommended that the primary provider who examines the survivor in the acute care
should not be involved in follow-up care, counselling and advocacy as this may lead to their
objectivity being questioned in court (169, 345). This further complicates matters in LMIC.

Taking all of the lessons into consideration, it is clear that services must be made available as
close to survivors as possible but there should be a sufficient number of survivors accessing
the service to make the service cost-effective and also allow providers the opportunity to
maintain their skills. With the high prevalence of rape in South Africa, this implies that
services should be available at all levels of the health care services except at PHC clinics,
taking into consideration the ease of availability of additional services. For the most part,
health care providers at this level should be equipped to manage acute problems, provide
appropriate advice, offer suitable medical care and refer appropriately. Similarly very few
survivors should be consulted at central hospital level, unless acutely ill and providers should
be equipped in providing post-rape care in emergency situations. Although OCCs are
considered a better potential solution, there are drawbacks with this option. If additional
human resources and skills are limited, providing other services internally would probably
need to be done by capacitating staff to have supplementary skills as opposed to creating a
standalone centre. Attempts were made to do this with mental health skills in the national
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training programme (Chapter 5 and 6) but knowledge levels remained low even after training.
Capacity of current staff to provide additional services may also be hampered by workloads.
For example, rape advocates are used frequently in HIC and four models included in Chapter
4 included their services (400, 402, 404, 407). Attempts have been made to undertake a
similar approach in South Africa (266, 274) but this is resource intensive and expensive. In
the IPV model, when trying to provide a counselling component using existing service
providers, a major challenge was found to be workloads and lack of necessary skills. Thus
we have to recognise that even trained providers are influenced by health system factors (58,
64, 313, 328, 329). The organisation of services should thus support providers in delivering
care, enabling them to implement the knowledge and skills that they have been trained on.
This also needs to fit into government’s broader GBV response to violence against women

and children.

Paediatric care post-rape is complex and requires specialised skills. Yet, it is an area that is
found to be neglected both internationally (321) and in South Africa. Misdiagnosing or over-
diagnosing child sexual abuse has serious consequences for both the survivor and suspected
perpetrator. Providers in this field need to be experienced, knowledgeable, and conservative.
An expert in the field from the USA suggests that there should be two levels of standardised
training and practice for managing child survivors (261). The first should include generalists
who need to know normal variations, non-specific signs and clear signs of sexual abuse,
while the second should include specialists who would be able to distinguish more subtle
differences between the extremes of normal and abnormal examination findings and who
would remain updated and immersed in the field. Although an ideal, and available in some
settings in South Africa, this will not be feasible everywhere. In the vast majority of cases,
children would be managed by generalists and thus sufficient training should be provided to
all health care providers. However, even in the USA, it was noted that there are no standards
for the training of doctors in paediatric care, and there is no certification process or

continuing education programme (261).

Effectiveness in terms of outcomes of post-rape care services has not been well investigated
and researched. In the thesis we note that there was no evidence to prove that one model of
care better than another. We need to define better health outcome measures to assess services
as opposed to service delivery or process measures. Measuring the level of referrals as a
marker of improved services with a model of care is questionable and should ideally be
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focused on whether the desired service of high quality was received by the survivor.
Although it is presumed that the manner in which post-rape care services are delivered can
influence survivors’ access to services and long-term follow-up; this has not yet been proven
in research studies. Findings from a single study conducted in one facility in the USA found
that 28% of survivors returned for follow-up care and that the odds for following up was
significantly higher in survivors who had a previous mental health condition, and in those
who were examined by a SANE or who had social support available (463). Yet, there was a
significantly lower odds of returning if the survivor had a disability or current mental illness.
Further research is required to understand the individual, social and health system factors
associated with increased follow-up in the local context and to include this as an outcome

measure in health system’s interventions.

3.2. SELECTION AND CAPACITATION OF HEALTH CARE PROVIDERS

Post-rape services are strongly intertwined with 1PV and other sexual and reproductive health
services, and therefore a minimum level of competency is expected from all health care
providers, although the medico-legal requirements accompanying post-rape care places an
additional expectation and requirements on their skill set.

In Chapter 4 doctors had a higher baseline knowledge level compared to nurses, but this
could be related to the role that nurses played in post-rape care at the time, where very few
were trained, and of those who were trained, even less were actually involved in the delivery
of post-rape care. Similar to general patient preferences (461, 462, 464), survivors of rape in
South Africa highly regarded treatment by doctors over that of nurses (75). However, we
have seen an increasing number of patients accessing lower levels of care, from 45% in 2004
to 61% in 2014 (465), and accepting this as a suitable entry point for health care, however
wanting reassurance that nurses would be adequately qualified and they would be referred to
a doctor at a hospital if necessary (466). As noted in the literature, efforts have also been
made to recognise forensic nurse training in South Africa (60) and nurses will in future play a
more substantial role in the delivery of care. International studies have shown that nurses
with sufficient training can function independently and greatly add value to the service in
terms of the quality of care (309, 362). In the USA, SANEs are well recognised and deliver
high quality services that survivors are very satisfied with (74, 308-317) and a study from

rural South Africa found that nurses delivered high quality care compared to previous
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services (54). However, as noted in Chapter 2, SANE programmes are not without
challenges. Most SANEs worked in emergency departments doing other work, and were not
solely based in crisis centres (309, 320, 321) because programmes were not cost-effective
with a low number of patients. SANEs were then paid a fee for examination (301). This
approach would probably not be feasible in the South African setting, as the status quo would
remain where providers are caught between managing emergency patients and rape survivors,
resulting in long waiting times for some. Obtaining a balance between having dedicated staff
versus the cost and delivery of other services is a challenge. As the potential role of nurses
were identified as important and the change in their functioning anticipated, efforts were
made to include nurses in the national training programme (Study 2) but it was noted that
nurses still left the course with a lower level of knowledge compared to doctors (Chapter 5).

This should be addressed in future work.

Although survivors prefer having a female provider and ideally should be able to have one
(75, 467), Study 2 reported no association in providers’ knowledge and confidence with sex,
and research in the field has not shown any difference in the quality of care (398, 468).
Limiting the services to only female providers would be hard to achieve with the current
human resource shortages in the country although having more nurses providing care could
increase the number of female providers delivering care. Restricting the delivery of service
by sex could also possibly exclude male providers who are knowledgeable in the field, non-
judgemental and sensitive, which was found to be important for survivors (75, 398, 399).
There has been limited quantitative research on attitudes and post-rape care services (49, 417,
418), and in Study 2, providers with a more appropriate rape attitude had a greater baseline
knowledge level. These providers may have studied informally on the subject through
readings and discussions with more experienced colleagues, or they may have absorbed more
information during other training; however, previous training alone was not found to be

significantly associated with baseline knowledge.

There were high levels of rape or IPV exposure and perpetration in South African providers,
who as a subset of society are not immune to the experience of violence in their personal
environments (469). In an early programme in the USA nurses who had experienced rape in
the last year were excluded from providing care (301), however, measuring exposure of
providers to rape or IPV is sensitive and could be considered unethical. Furthermore, there is
no evidence that the experience of rape or IPV affects care by providers (68) and no study has
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considered the effect on providers who are perpetrators. In a study conducted in South
Africa, no difference was found in the quality of care amongst nurses who experienced IPV
compared to those who had not, but those who had intervened or experienced IPV through
others provided better quality of care (69). A second qualitative study found that nurses in
Johannesburg were able to take action in their personal abusive relationships, yet struggled
with seeking help in their workplaces due to concerns related to privacy and confidentiality,

although they were able to support IPV survivors who attended the services (469).

Vicarious trauma, otherwise known as compassion fatigue, can negatively affect providers’
personal, social and sex life and professional conduct at work with survivors (470), yet it has
been overlooked in research on health system interventions and provider training. Studies
have reported that the more rape survivors providers were in contact with, the more they
blamed survivors (453, 471), which could be as a result of burnout or vicarious trauma. Both
provider-level and health system interventions are required to address these potential negative
consequences on providers (472). Training can be used to raise awareness in providers about
such risks and provide them with strategies that they can use to minimize and address these
consequences. However organisational support is also required in terms of the culture,
environment, group engagement, supervision, and work arrangements (472). Managing
workloads is of particular concern in LMIC, where resource shortages may require a

reallocation of the health care provider to another service if feasible.

Training on post-rape care should not be a once-off event, it should be an on-going process
and ideally should begin at an undergraduate level as it highly prevalent, has significant
health implications, and medical students may be affected by it themselves (359). Major
barriers to adding training on rape or IPV, especially at an undergraduate level, are a lack of
recognition of the prevalence and long-term medical and public health implications, dealing
with the complexity of the issue, the addition of more training resulting in providers being out
of service or undergraduate curriculums being overloaded, dealing with trainees prior
experience of abuse, and having sufficient trainers with relevant expertise (473). Linked to
this is the lack of evidence on the required content of the course and expected outcomes. The
national training programme provided a standardised curriculum with teaching aids to ensure
consistency in training across the country so that no provider was disadvantaged due to
location. It covered all of the important medical and legal requirements, and attempted to
address multifaceted skill development e.g. testifying in court. The thesis provided evidence
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of its effectiveness, however gaps in knowledge still existed in specific content areas after the
training. Mental health care was of special concern. In most models of care that were
presented in the literature, mental health was delivered by someone besides the primary care
provider who was responsible for examining the survivor and collecting evidence (2, 55, 58,
265, 266, 270, 271, 276, 278, 292-296, 400, 402, 404, 407, 408). This was usually a
counsellor, psychologist, social worker or advocate, and in very rare situations, a psychiatrist.
In this training programme, a unique attempt was made to train general doctors and nurses to
provide this care. However, knowledge levels remained low after training, and one would
need to conduct further research to see if providers used these new skills and if they were
able to overcome health system challenges in terms of the time required to deliver the service

and the need to follow-up specific patients.

Many previous studies on training programmes for post-rape care did not describe their
method of training (336, 351, 356, 361, 362) or included only didactic teaching approaches
(333, 352, 353, 357, 358). However, when dealing with adult trainees, different teaching
formats should be used whenever possible to allow diverse trainee-types to apply their
knowledge and skills, and to engage with the topic (383, 450, 473). Training should also be
of sufficient duration to impart knowledge, affect change and provide opportunities for
development and practice (473). Studies have used varied measures to evaluate post-rape
training programmes (308, 312, 331, 332, 350-353, 357-359, 361-364), but three potential
components can be considered. The first includes an assessment of training materials, the
second an evaluation of the training process (e.g. were the materials used as intended, who
attended the training, etc.), and finally outcomes of the training can be assessed including
professional competencies that were expected to be developed through the programme (473).
Ideally though, the training should primarily have an impact on longer-term medical (e.g.
mental health, HIV sero-conversion, etc.) outcomes, in addition to legal outcomes

(prosecution, conviction, etc.).

3.3. STRENGTHENING THE INTERPRETATION OF MEDICO-LEGAL
EVIDENCE IN TERMS OF GENITO-ANAL INJURIES POST-RAPE

Post-rape care services requires skilled providers who have a good understanding of normal
genital variations and who can recognise injuries and report on them in a meaningful way

through the use of a standardised system for reporting. Changes to the medico-legal (J88)
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form are required so that it promotes better reporting practices while discouraging potentially
damaging behaviours. Although examination with a naked eye is acceptable in court,
providing a proper examination bed, sufficient space to conduct the examination comfortably,
and having a good light source is essential. Using special examination techniques would be
of benefit but adequate training is required in the utilisation of the techniques and subsequent
interpretation of findings. There is a risk of having a high false positive rate with such

techniques if the provider is not suitably trained in the clinical practice.

Health care providers should be able to use and interpret local data when documenting or
testifying in court. They should note that, in the South African context, many patient and
rape characteristics were not significantly associated with the presence of injuries, while
having no previous sexual experience and multiple perpetrator rape were strongly associated
with the presence of injuries. The time interval between the rape and examination also plays
an important role, therefore direct access to health services should be encouraged and the
importance of a prompt examination be emphasised with police. The organisation of services
to aid early and prompt access to care is critical. Health care providers can also assist in

expediting this process by not delaying the examination of the survivor unnecessarily.

4. LIMITATIONS

The limitations for each study have been presented in Chapter 3 and in the individual
chapters for the studies (Chapters 4 — 8) but there are some overall limitations that need to be
considered. As the data from Study 2 and 3 was somewhat dated it would be valuable to
conduct more current research. Nevertheless, the findings still addressed current gaps in the
literature and are very relevant in the South African context providing data on larger samples
than previous work in the country, which can now be used as a baseline for further research
work. Many of the tools were used for the first time in these studies and needed further
testing for validity, although there were components of the tools that were based on

previously tested instruments.
As three different studies and datasets were used, | could not test for theories across the

studies, although related findings from the studies were discussed in conjunction. Although

most provinces in the country had provider representation in Study 2, Study 3 was limited to
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one urban province. Obtaining a national sample that would allow for testing of regional
variations would be of value.

Study 2 and 3 were cross-sectional studies, which limited the testing to associations and not
causality. Reliability of data collection in all studies was maintained by providing training to
fieldworkers, piloting the data collections tools, and strictly managing the data collection
process. The potential of missing data resulting in bias is a risk in all studies but efforts were
made to minimise it, and where possible this was tested for (Chapter 6) and also discussed in
detail in individual study limitations. Although this thesis has listed potential implications for
post-rape care services based on the evidence provided, these have not been tested as part of
the thesis, and therefore | cannot claim that these would definitely be effective in improving
post-rape health care services in the country. Nevertheless, the findings from this thesis
addresses gaps in the current body of literature on post-rape care compared to the majority of

the work that has been done in HIC.

5. FUTURE RESEARCH

Additional research questions arose from the findings of this thesis, its limitations and the
suggested implications regarding post-rape care. In terms of the organisation of post-rape
care services, high quality research is required on models of post-rape care, and in the South
African context it is critical that we evaluate the TCC model urgently. Defining monitoring
and evaluation indicators for post-rape care would be an important aspect of this research. In
general we know that follow-up rates, attendance for referral and completion of PEP is low
but solutions for addressing this have still not been found, and additional research on this area
is necessary. Further work is required on the selection of providers for the delivery of post-

rape care, especially doing work on attitudes of providers and the quality of care delivered.

In terms of the National Department of Health’s training programme, it would be useful to
assess if the training is being implemented and rolled-out as planned, or whether adjustments
were made and why this occurred. Further research on large samples with longer-term
outcomes of training that are well measured, is required. This will help to understand
whether knowledge and confidence levels of providers improve or deteriorate with time, how
these are associated with quality of care, and whether individual and system factors impact
the delivery of care. Studying the implementation of a practical component of training with
clear assessment processes would also be of value. Regarding the content of training, we
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need to still understand why there were variations in the improvement of knowledge by
content area, and whether lessons could be obtained from these for enhancing the training
programme. Finally, there is a lack of research on the level, quantity and quality of

undergraduate training on post-rape care in medical and nursing curriculums in South Africa.

For genito-anal injuries post-rape, testing a standardised system for recording of injuries and
a revised J88 form would be useful, in addition to the use of special examination techniques
in LMIC. Larger national datasets are required to build on the prevalence and patterns of
injuries in children, older women and disabled survivors to further understand the nuances in

these subpopulations of survivors.

6. CONCLUSION

This thesis has shown that although rape is a public health problem with a substantial burden
of ill health, there are deficiencies in the delivery of post-rape care services with an overall
lack of research in the field, especially from LMIC. As highlighted in Chapter 1, South
Africa has made some strides in addressing the burden of rape within the confines of the
health system, yet this has stagnated in recent years. If post-rape care is not systematically
organised, it can actually be a disservice to survivors and providers, and place an additional
burden on resources without any benefit. This thesis provides sound evidence for some of the
basic principles in the current national policy and guidelines, however it is clear that there
remains substantial gaps that need to be addressed. Furthermore, the sound implementation
of these has not been monitored and evaluated for the required outcomes. Other programmes
such as termination of pregnancy services or the HIV/AIDS treatment programmes have also
suffered similar neglect during specific time periods despite strong research evidence on the
value of their implementation. These have faired better once there was strong social
engagement and political support with an understanding for the need to harvest change. The
thesis provides evidence that can be used to improve the delivery of post-rape care but these
must be linked to the broader responses to GBV and sexual and reproductive health needs.
The findings of this thesis are most relevant to the South African context but have
significance across the globe. Delivering post-rape care services is complex and much work

still needs to be done in the field.
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ANNEXURE A. STUDY 2: SELF-ADMINISTERED QUESTIONNAIRE FOR
HEALTH CARE PROVIDERS

EXPLORING THE IMPLEMENTATION OF A
SEXUAL ASSAULT CARE PRACTITIONERS’
TRAINING CURRICULUM WITHIN THE CONTEXT
OF THE BROADER HEALTH CARE SYSTEM

SERVICE PROVIDER SELF-ADMINISTERED
QUESTIONNAIRE

POST-INTERVENTION

Please create a unique survey number using the following instructions:

Enter the last digit of your personal cell phone number [ ]
Enter the last two letters of your surname [ 11 1
Enter the last letter of the city that you were born in [ 1]

PLEASE CIRCLE THE NUMBER THAT CORRESPONDS WITH
YOUR RESPONSES

CORRECT ERRORS CLEARLY BY PLACING TWO DIAGONAL
LINES THROUGH THE INCORRECT ANSWER AND THEN
CIRCLING THE CORRECT ANSWER
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1. | What is today’s date? / /2008

2 Where are you attending this sexual assault training? | Gauteng .............cccoeviiiiiiiiiniiiniineens
KwaZuluNatal ...........cccoviiiiiiiiiiiens 2
FreeState ...........cociiiiiiiiiiiiiiii i,

3 | Yourage [ ][ ] years

4 In which country did you do your basic training? In South Africa...............oooiiii
ElSE. v 2
Specify

5 In which institution did you train as a doctor or nurse?

6 Which level of health care facility are you working in? | Clinic/Community Health Centre.................. 1
District Hospital..........c.ocovviiiiiiiiiiinenenne. 2
Regional Hospital..................cooiiiin, 3
Tertiary Hospital...............occooiiiiiiiiin 4

7 Which province are you working in? GaUeNE. ... vttt 1
Mpumalanga............ccooeviiiiiiiiiiiiieieenn. 2
North
WSt e 3
Limpopo.....oueeeeiii i 4
KwaZulu-Natal..............coooiiiiiiii, 5
Northern Cape.........oovvveiiiiiiiiiiiiiiii i, 6
Eastern Cape.......covvvviiiiiiiiiiiiiie e, 7
Free State.......ccoovviiiiiiiiiii 8
Western Cape.......ooovviviiiiiiiiiiiiiiiiiiannnn, 9

8 | What is your sex? Male........oooiiiiiii
Female.......oooviiiiiiiiiiiiiiii e

9 What is your rank/position in this facility? Doctor (full-time public sector)..................... 1
Doctor (sessions in public sector).................. 2
Professional nurse..............ccooeviviniiiiciennnn 3
Other:

10 | Are you a community service doctor? Y St 1
N O ettt e 0

11 | How long have you been in service at your [ 1[ 1] years

current facility (in years)?
12 | How long have you been in service in total (in [ 1[ 1] years
years)?
13 | What work do you do in the facility?

How much did the following factors influence how you came to be involved in
sexual assault care? Rank each of the statements numbered 14-19 below on a scale
of 1-5 (where 1 is very little and 5 is a lot)?

14 | Experience of sexually assault of someone close |[ ]
to me

15 | An opportunity to advance at work [ ]
16 | Intellectual interest in the area [ ]
17 | Extra pay for being on call [ 1]
18 | Feeling passionate about rape issues [ 1]
19 | Just part of my job [ 1
20 | What is the main reason why you are working in

rape services?
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Is there a Crisis Centre (specific area with Y Sttt 1

dedicated staff) for rape survivors in the faci|ity N O o 0
where you work?
Is the Crisis Centre “functional” 24 hours a day, 7 | Yes........coooviiiiiii 1
days a week? N O 0
What proportion of rape survivors that come to 0-2090....v v 1
your facility do you see? 214090, ... 2
B1-6090.....ociiiiie e 3
BL-80%0......cvveeiiireee s 4
81-10090......ceeeriiiireiceii s 5
Have you examined rape survivors and completed | Yes.........cooooiiiiiiiiiiiiiin 1
a J88 form in the last 3 months? A T 0

How many adult rape cases (of theageof 14and ([ ][ 1[ 1]
older) have you seen in the last 3 months?

How many child sexual abuse cases (under the [ 10 1[0 1

age of 14 years) have you seen in the last 3

months?

How many hours of training on counselling [ 10 1L 1hours

(including VCT) have you received?

Was the first training you received on counselling | Undergraduate.....................coooiii, 1
during undergraduate (basic) training or while IN-SETVICE. . ..uieiiie i 2
you have been in-service practicing as a Othel‘f .................................................. 3
clinician? (Specify)

In which year did you last receive the training on

counselling? .

Have you ever received any training on the Y 5.ttt 1

management of rape? N O e 0

How many hours of training on the management

of rape did you receive during your [ 10 1°[ ]hours

undergraduate years?

How many hours of training on the management
of rape did you receive while you have been in- [ 10 1L 1hours
service practicing as a clinician?

In which year did you last receive training on the
management of rape (Not counting the current
training)?
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What did the in-service training cover? 34 | Medical treatment excluding | Yes=1 | No=0
PEP
(Circle yes or no for each one) 35 | PEP Yes=1 | No=0
36 | Using the SAECK Yes=1 | No=0
37 | Completing the J88 form Yes=1 |No=0
38 | Law Yes=1 |No=0
39 | Giving evidence in court Yes=1 |No=0
40 | Referrals to other services Yes=1 |No=0
41 | Psychosocial issues Yes=1 | No=0
42 | Caring for sexual assaulted Yes=1 |No=0
children
43 | Discussing sexuality after Yes=1 | No=0
rape
44 | Mental health of survivors Yes=1 | No=0
45 | Secondary victimisation Yes=1 | No=0
46 | Gender issues Yes=1 |No=0
47 | Other: Yes=1 |No=0

How important are the following in the services that you provide? Rank each of the
statements numbered 48-55 below on a scale of 1-5 (where 1 is no importance and 5 is

very important)?

48 | Not judging patients [ ]
49 | Planning follow up care for all patients [ ]
50 | Explaining to patients about their care [ ]
51 | Thinking about patient’s psychological needs [ ]
52 | Listening to patient’s problems [ ]
53 | Keeping good records [ ]
54 | Providing evidence-based care [ ]
55 | Making sure that national management guidelines are followed [ ]

The next set of questions ask about how confident you feel about undertaking a range
of activities that could be part of sexual assault care. Please could you indicate on a

scale from 1-10, where 1 indicates no confidence and 10 total confidence, How
confident you feel about each the following activities numbered 56-66? Please place

the number in the boxes provided e.g. “02”

56 | How confident do you feel about examining an adult rape survivor? [ 11 1
57 | completing a SAECK with an adult rape survivor? [ 11 1
58 | completing a J88 form? [ 1 1
59 | examining a paediatric rape survivor? [ 11 1
60 | providing pre-test counselling for HIV? [ 1] 1
61 | discussing common psychological symptoms and coping with these with survivors? [ 11 1
62 | supporting adherence with PEP? [ 11 1
63 | talking with survivors about sexuality, sexual health and condom use after rape? [ 11 1
64 | talking with parents about supporting children who have been sexually assaulted? [ 11 1
65 | managing HIV prevention in patients who have other medical conditions? [ 11 1
66 | explaining findings in court? [ 11 1
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Please state whether you strongly agree (SA), agree (A), disagree (D) or strongly
disagree (SD) with the following statements:

SA |A|D|SD
67 | A woman who has been raped has a serious medical problem 1 2 |13 |4
68 | A person rarely dies from injuries after rape and so they should wait for their turn for | 1 2 13 |4
care
69 | Some women lie about rape to punish men 1 2 |3 |4
70 | Rape is more serious for someone who is a virgin 1 2 |3 |4
71 | A child who has been raped is an emergency medical case 1 2 13 |4
72 | Sex workers cannot really be raped 1 2 13 |4
73 | If a woman is drunk, it is impossible to say she didn’t agree to sex 1 2 13 |4
74 | Rape can make a man a homosexual 1 2 |3 |4
75 | Itis disgraceful for women to bring rape cases to court 1 2 |13 |4
76 | A woman who is raped brings shame on her family 1 2 13 |4
77 | Rape leaves obvious signs of injury 1 2 13 |4
78 | Sex is the primary motivation for rape 1 2 |3 |4
79 | Only certain types of women are raped 1 2 |3 |4
90 | When women talk and act sexy, they are inviting rape 1 2 13 |4
81 | When a woman is raped, she usually did something careless to put herself in that 1 2 13 |4
situation
82 | Many rapes happen because women lead men on 1 2 |3 |4
83 | In some rape cases women actually want it to happen 1 2 |3 |4
84 | If a woman doesn’t physically fight back, you can’t really say it was rape 1 2 13 |4
85 | Inany rape case one would have to question whether the victim is promiscuous or 1 2 13 |4
has a bad reputation
86 | Many so-called rape victims are actually women who had sex and ‘changed their 1 2 |3 |4
minds’ afterwards
87 | A hushand has the right to sex with his wife whenever he wants 1 2 |3 |4
Please state whether the following statements describes you well or not at all.
Doesn’t Describes
describe me well
me
88 | I often have tender, concerned feelings for people less 1 2 3 4 5
fortunate than me.
89 | When | see someone being taken advantage of, | feel 1 2 3 4 5
protective toward them.
90 | | am often touched by things that | see happen 1 2 3 4 5
91 | I would describe myself as a pretty soft-hearted person 1 2 3 4 5
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Thank you for answering these questions so far. We know there are a lot of
guestions and we hope you found them interesting. We want to ask you a few more.
Again please state whether you strongly agree (SA), agree (A), disagree (D) or
strongly disagree (SD) with the following statements.

SA|A |D|SD
92 It is the man who decides what type of sex to have. 1 2 |3 |4
93 | A woman’s most important role is to take care of her home and cook for her family. | 1 2 |3 |4
94 | Men need sex more than women do. 1 2 |3 |4
95 | You don’t talk about sex, you just do it. 1 2 |3 |4
96 | Women who carry condoms on them are “easy”. 1 2 |3 |4
97 | A man needs other women, even if things with his wife are fine. 1 2 |3 |4
98 | There are times when a woman deserves to be beaten. 1 2 |3 |4
99 Changing diapers, giving kids a bath, and feeding the kids are the mother’s 1 2 |3 |4
responsibility.
100 | Itis a woman’s responsibility to avoid getting pregnant. 1 2 |3 |4
101 | A man should have the final word about decisions in his home. 1 2 |3 |4
102 | Men are always ready to have sex. 1 2 |3 |4
103 | A woman should tolerate violence in order to keep her family together. 1 2 |3 |4
104 | If awoman cheats on a man, it is okay for him to hit her. 1 2 |3 |4
105 | If someone insults me, | will defend my reputation, with force if | have to. 1 2 |3 |4
106 | I would be outraged if my partner asked me to use a condom. 1 2 |3 |4
107 | It is okay for a man to hit his wife if she won’t have sex with him. 1 2 |3 |4
108 | A couple should decide together if they want to have children. 1 2 |3 |4
109 | In my opinion, a woman can suggest using condoms just like a man can. 1 2 |3 |4
110 | Itis important that a father is present in the lives of his children, even if he is no 1 2 |3 |4
longer with the mother.
111 | A man and a woman should decide together what type of contraceptive to use. 1 2 |3 |4
112 | Itis important to have a male friend that you can talk about your problems with. 1 2 |3 |4
RELATIONS AT HOME AND WITH FAMILY
Now we would like to ask you some questions about your home.
113 | Who do you live with? ON YOUL OWN. ...ttt ee e 1
SPOUSE/PAIMNEN....cv a2
(Mark all that apply) Children under 18 years..............cccceeeeevnnn3
Children over 18 Years..........ccoovvreivieineneniennns 4
Your Mother/mother-in-law............cccccooevvveinnenn. 5
Your Father/ father-in-law.............ccoccooeninenne. 6
Other Female Relative...........cc.ccoovvevininiineniennne, 7
Other Male Relative ..........cccccoveviveieie e, 8
OLherS. ... 9
114 | When was the last time you cooked for a relative or Within this week................coooiiiiiii 1
friend? TWO WeeKS 8Z0....viveriviiiiiieieieieeaeaas 2
More than 2 weeks but within last year..............3
LONQEr 280 OT NEVET....uvietieeiieeieaaeainaanannnns, 4
115 | When was the last time you washed clothes for a Within this week................cooiiiiiii 1
relative or friend? TWO WeEKS 8Z0. . .viveriiiiiiiiieieiei e 2
More than 2 weeks but within last year..............3
LONQEr 280 OF NEVET....uiiittitiiaeaieaaiaanannnns, 4
116 | When was the last time you washed clothes or ironed | Within this week.......................c 1
for yourself? TWO WeeKS 8Z0....viieriiiiiiiiieieieiieeaans 2
More than 2 weeks but within last year..............3
Longerago ornever............o.ooeeeiiiniinnnannn.n. 4




117 | When was the last time you cooked for yourself? Within this week........c..coooviiiiiiiiiii, 1
TWo Weeks ag0. . ..vvvivviiiiiiiiiieieea 2
More than 2 weeks but within last year..............3
LONQEr a0 OF NEVET.....vieeettiiiiaiiaaeannnns 4
118 | When was the last time you talked to a family Within this week............coooiiiiiiiiiiiiin 1
member or friend about rape? TWO WeeKS 8Z0.....ouveeininiiiiiiiiiiiiea, 2
More than 2 weeks but within last year..............3
LONQEr a0 OF NEVET.....vvveetiiiiiiaaiaaieannnns 4
119 | When was the last time you talked to a family Within this week............coooiiiiiiiiin 1
member or friend about problems you are facing in TWO WEEKS 8Z0.. . uvverrererinaiiieianeienanananen, 2
your life? More than 2 weeks but within last year..............3
LONQEr a0 OF NEVET.....vveeetiiiiiiaiiaaieannnns 4
120 | When was the last time a family member or friend Within this week............oooooiiiiiiiiii 1
came to explain his or her problems to you? TWO WEEKS 8Z0. ... uvierarareriniiiieiaeenenananannn, 2
More than 2 weeks but within last year..............3
LONQEr 280 OF NEVET....uvietieeiieeieaaiaaiaanannnns, 4
121 | When was the last time you spoke to a family Within this week............ooooiiiiiiiiii 1
member or friend about HIV? TWO WEEKS 8Z0.....uviiririiiiiiiieiieieienen, 2
More than 2 weeks but within last year..............3
LONQEr 280 OF NEVET....ouvietieeieeieaieaaiaanannnns, 4
122 | When was the last time you spoke to a family Within this week...............ocooiiiiiii 1
member or friend about mental health, stress or TWO WEeKS 8Z0.....vviiririiiiiiiiieiiieieienen, 2
psychological distress related issues? More than 2 weeks but within last year..............3
LONQEr 280 OF NEVET. .. uvietiatiieaieaieaaiaanannnns, 4
123 | When was the last time you spoke to a female family | Within this week......................co 1
member about how to get men to take responsibility | Two weeks ago......ccocoveviviiiiiiiiiiiiiiiiins, 2
for preventing rape and violence against women? More than 2 weeks but within last year..............3
LONQEr 280 OF NEVET. .. uiiitiitiiiiaiaiiaaiananns, 4
We’d like now to ask some questions about expectations of home life
Often | Now & | Never
again
124 | How often do you expect men to play with any of the children 1 2 3
125 | How often do you expect men to talk about personal matters with any of the | 1 2 3
children?
126 | How often do you do expect men to do physical exercise or games outside 1 2 3
home with any of the children?
127 | How often do you expect men to help any of the children with their 1 2 3
homework?
128 | How often do you expect men to cook or fix food for the children? 1 2 3
129 | How often do you expect men to wash clothes for the children? 1 2 3

The next set of questions are about who makes decisions in your family. In these questions
we ask about family and by this we mean the people with whom you live now. We are
going to read some questions and ask you who contributes to making different decisions:
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Do you have a partner that you do not live with?
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131 | Who is the head of your household? Yourself.....ooooiii i, 1
YOUF PAItNCT. ..ttt ettt eeee e eeeeeeans, 2

Father........oooviiii . 3
MOtRET. .. it 4

Grandfather...................oooiii i 5

Grandmother................oooii 6

Other female relative....................ccoeeviniin, 7

Other male relative...............coviiiiiinnn.. 8

Other ..o 9
No one (all decisions are democratic) ............ 10

132 | Who in your family usually has the final say Yourself......ooooiiiiiiii 1
regarding the health of women or children at home? YOUr PANCT. ...\ttt 2
Yourself / spouse/partner jointly.................... 3

Someone elSe........c.ovviiiiiiiiiiii 4

You and someone else jointly....................... 5

No women or children at home..................... 6

133 | Who in your family usually has the final say inlarge | Yourself...........cooiiiiiiiiiii e, 1
household purchases? YOUL PATTNET ..ottt ereieie e eeeeeranenn 2
Yourself / spouse/partner jointly.................... 3

Someone else........coovvviiiiiiiiiiiii 4

You and someone else jointly....................... 5

No women or children at home..................... 6

134 | Who in your family usually has the final say indaily | Yourself................ooiiiiiiiiiii . 1
household purchases? Y OUT PAItNET .. ettt eee e e, 2
Yourself / spouse/partner jointly.................... 3

Someone else.........ooviiiiiiiii 4

You and someone else jointly....................... 5

No women or children at home..................... 6

135 | Who in your family usually has the final say Yourself......ooooiiii 1
regarding visiting family friends or relatives? YOUL PAItNET....vinieteeeteeeeeeiiee e, 2
Yourself / spouse/partner jointly.................... 3

Someone elSe........c.ovviiiiiiiiiiiin 4

You and someone else jointly....................... 5

No women or children at home..................... 6

136 | Who in your family usually has the final say on what | Yourself.............cooooiiiiiiiiii i, 1
food should be cooked each day? Y OUT PAItNCT .. ettt ettt eeee e, 2
Yourself / spouse/partner jointly.................... 3

Someone else........coovviviiiiiiiiii 4

You and someone else jointly....................... 5

No women or children at home..................... 6

The information you have given us is very important. There are now a few more
guestions about your relationships with your current partner or any previous
partner. Please answer freely, we really want to learn more about people who
provide post-rape care and we know we may be asking about things that are hard
to talk about, but it is important for us to do this. Please can you share with us the
answers to these questions and remember that everything you share here will only
be used for research purposes and will be kept strictly confidential. THERE ARE
SPECIFIC QUESTIONS FOR MEN AND WOMEN. ONLY COMPLETE THE

SECTION RELEVANT TO YOUR SEX
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FOR MEN:

137 | How many times have you slapped a partner, NS S SO U 1
pushed or shoved her or thrown something at her ONCE. ettt 2
which could hurt her? Morethan 1time.........co.ooooiiiiiiii i, 3

138 | How many times have you hit a partner with a fist | Never...........coooiiiiiiiiii i, 1
or kicked her or hit her with something else which | Once.........cccoooiiiiiiiiiiiiii 2
could hurt her? More than 1 time...........coceviiiiiiiiiiiiiiiiiinain, 3

139 | How many times have you threatened to hurt YOUr | Never........oooviuiiiiriiiiii i, 1
partner or use a weapon against her? (021 1o7 2

Morethan 1 time.........ccceviiiiiiiiiiiiiiiaan, 3

140 | Have you done any of these things in the last 12 NV ettt 1

months? (023107 2
Morethan 1time..................coociiii i i 3

141 | Have you ever had sex with a woman after you NV ..o titiieee 1

tricked her in some way? ONCE. et 2
Morethan 1 time................ocoiiiiii i i 3

142 | Have you ever had sex with a woman after you NS S SO 1
told lies, threatened to end the relationship, or ONCE. . it 2
pleaded with her until she agreed? More than 1 time.......cooceeeiiiiiiiiiaaaaiinann 3

143 | Have you ever slept with a woman or girl when NS S SO 1
she didn’t consent to sex or after you forced her? ONCC. ettt e 2
How many times has this happened? Morethan 1 time...............oooiiiiiiiiiiiinann., 3

144 | Was there an occasion when you slept with a N OV ettt e 1
woman or girl, other than your girlfriend at the (02317 2
time, when she was too drunk to say whether she More than 1 time..........c..oooeviiiiiiiiiiieen, 3
wanted it or not?

FOR WOMEN:

145 | How many times have you been slapped by a NV ..ottt e e 1
partner, pushed or shoved or had something ONCE. ettt e e e 2
thrown at you which could have hurt you? Morethan 1 time........oveiieiniiiiiiiiiaiieienn, 3

146 | How many times have you been hit by a partner NV ..ottt 1
with a fist or kicked or hit her with something else | Once.........cooeviiiiiiiiiii i, 2
that could have hurt you? More than 1 time......c.ovviiiiiiii i, 3

147 | How many times has your partner threatened to DS 1
hurt you or use a weapon against you? ONCE. et e, 2

More than 1 time.........ccceiiiiiiiii i, 3

148 | Have you experienced any of these things in the DS 1

last 12 months? [0 1T PR 2
Morethan 1 time.........ccooveiiiiiiiiiii i 3

149 | Have you ever been tricked in some way to have (A= S PPN 1

sex with a man? OMNCL. ettt 2
Morethan 1 time...................ooccoii i 3

150 | Have you agreed to have sex with a man after he NV ettt e 1
told lies, threatened to end the relationship, or ONCE. ettt e e 2
pleaded with you until you agreed? More than 1 time......coviiiiiiiiii i aiaiiiaaiaan, 3

151 | Have you ever had sex with a man when you NV ..ottt 1
didn’t consent to it or after you were forced to? (0] T T 2
How many times has this happened? More than 1 time........oeveieiniiiiiiiiiiiiiiiiianene, 3

152 | Was there an occasion when you slept with @ men | Never..........oiviiiiiiiiiiiiii e 1
or boy, when you were too drunk to say whether ONCE. .o titiiieeeeeee, 2
you wanted to or not? More than 1 time.........ccooeviviiiiiiiiniiniiiinanan... 3

Thank you very much for your participation in the study




ANNEXURE B. STUDY 2: MULTIPLE-CHOICE QUESTIONS FOR HEALTH CARE
PROVIDERS

EXPLORING THE IMPLEMENTATION OF A
SEXUAL ASSAULT CARE PRACTITIONERS’
TRAINING CURRICULUM WITHIN THE CONTEXT
OF THE BROADER HEALTH CARE SYSTEM

PRE-INTERVENTION

MULTIPLE CHOICE QUESTIONS

PLEASE CROSS YOUR RESPONSES ON THE ANSWER
SHEET PROVIDED

CORRECT ERRORS CLEARLY

THERE IS ONLY ONE CORRECT ANSWER PER
QUESTION
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1. Which of the following statement(s) is true?

a. Hepatitis B vaccination given after sexual assault reduces the risk of getting hepatitis
B from the assault

b. There is no evidence of sexual transmission of hepatitis B but there is a risk of
acquisition from blood in sexual assault

c. Itisimportant to find out if a person has anti-bodies to hepatitis B before giving a first
vaccination dose

d. All survivors should be immunised unless their tests show they are positive to
HBsAg, Anti-HBc and Anti-HBs

2. Martha, a 26 year-old woman living in Hillorow was raped by two perpetrators. Gang rape
is more frequently reported to police in South Africa than other countries.
What proportion of rape cases reported to police in South Africa have multiple perpetrators?
a. 56%
b. 46%
c. 26%
d. 16%

3. The rationale for trauma focused cognitive behavioural therapy for rape survivors using
prolonged exposure techniques is that:
a. Itenables us to think about trauma whilst doing breathing exercises and this reduces
our anxiety
b. Revisiting trauma in a safe environment allows for emotional processing which
provides new insights and decreases anxiety
c. Reuvisiting events leads to identifying interpretations that must be changed and
thoughts that must be stopped
d. How we feel is influenced by what we think and if we reflect on trauma we can
reduce anxiety by identifying and changing thoughts

4. A 22 year old women presents to the health care facility. She has been raped by a stranger
last night. Her last menstruation was three weeks ago and she is medically well. The
emergency contraceptive regimen of choice for her is:

e. Norlevo 2 tabs (levonorgestrel 1500u9) stat po

f. Ovral 4 tabs (ethinyl estradiol 100ug/levonorgestrel 500ug) stat po

g. Nordette 2 tabs (ethinyl estradiol 125ug/levonorgestrel 300ug) stat po

h. Triphasil 4 tabs (ethinyl estradiol 125ug/levonorgestrel 500ug) stat po

5. An 18 year old girl has been raped by a neighbour. The suspect was arrested on the scene.
There are rumours in the community that he is HIV positive. The Criminal Law (Sexual
Offences and Related Matters) Amendment Act of 2007 has some stipulations regarding the
testing of an accused for HIV.

Which one of the following statements is true?

a. Health care providers are legally obligated to provide pre-test HIV counselling for an
accused

b. The parents of the girl can request that the accused be tested for HIV without her
consent

c. Aninvestigating officer can request that the accused be tested for HIV without the
survivor’s consent

d. HIV testing can be conducted in any health care facility that has a laboratory
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6. In post-rape mental health care:

a.

b.
C.

d.

It is important to identify all of a survivor’s problems and symptoms of post traumatic
stress disorder and work separately on each one

It is important to do nothing to increase the survivor’s level of anxiety at any stage
Treating the post traumatic stress disorder will lead to a wide range of symptoms
being reduced so they do not all need individual solutions

Survivors can be told the best way to avoid anxiety is to avoid situations and
exposures that remind them of the rape

7. You see a 25 year old woman survivor who has been raped a few hours ago by men who
had targeted her because she is a lesbian. The best approach to pregnancy testing is:

a.

b.
C.

d.

To tell her you would like to do a pregnancy test because it is the policy to do this on
all women of reproductive years

To tell her she does not need a pregnancy test because she is a lesbian

To test her for pregnancy without telling her to avoid having to explain why you have
done it

To test her and explain its because she could have become pregnant from the rape

8. In suspected sexual assault cases, consent can be granted by the following people:

a.
b.

C.

d.

A child of 12 years for a medical examination

From a magistrate for the collection of evidence from an elderly survivor with living
relatives

A police commissioner for the examination of a child when a magistrate is available
A suspect who signs a SAP 308(a) form for the collection of evidence

9. When assessing survivors after sexual assault, it is very important to:

Identify those with other problems such as major depression or substance use that
need treatment first

. ldentify those with particularly strong and debilitating ideas of self-blame or very

high anxiety levels that may need different treatment

iii. Identify those with intrusive symptoms such as flashbacks and nightmares as they can

be harmed by prolonged exposure therapy

iv. ldentify those who are suppressing memories of trauma as imaginal exposure will not
work with them
Answers:
a. I & i
b. I & i &iii
C. 1 &Il &iil &iv
d. i & iv
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10. A school teacher has sex with a 15 year girl who has mild mental impairment. Her
mother brings her to the health care facility 2 days later. The Criminal Law (Sexual Offences
and Related Matters) Amendment Act of 2007 stipulates the obligations of health care
providers.

Which of the following statements regarding their obligations are true?
I.  Provide advice to survivor on the transmission of tetanus
ii. Report sexual offences against children and the mental impaired
iii. Provide PEP to survivors of sexual assault
iv. Provide advice to survivors on the transmission of sexually transmitted infections

Answers:
a. ii&iv
b. i &iii &iv
C. I1&iii&iv

d. i &ii&iii &iv

11. Piet has been married to his wife Paula for nine years. About eighteen months ago, he has
lost interest in sex and has experienced difficulty sustaining an erection. He now avoids
intimacy as much as possible. He feels lost and doesn’t know what to do. If Piet could
exercise his sexual rights he could improve his quality of life.

All his sexual rights are important. However, exercising which one of his sexual rights could
most improve his situation?
a. The right to access information education, and counselling on human sexuality and
sexual health
b. The right to choose when and with whom to have sexual relations
c. The right to be free from fear of, or actual perpetration of sexual violence or any form
of pressure to have unwanted sexual relations
d. The right to privacy and confidentiality

12. A recent study of rape dockets in Gauteng investigated the use of force and resistance
during rape. The study found that:

a. Most women do not resist during rape in any way

b. Most women fight back physically

c. Most women shout or scream for help

d. Most women resist in non-verbal and non-physical ways

13. Health care providers know that there are a few indicators that are diagnostic of sexual
assault in children.

Which one of the following is such an indicator?
a. Presence of semen on a 13 year old boy
b. Confirmed syphilis in a six month old girl
c. Penile discharge in a 3 year old boy
d. Confirmed gonorrhea in a one year old boy
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14. Emma describes herself as transgendered. Which one of the following definitions most
accurately describes what the term “transgendered”?
e. She is romantically and sexually attracted to both women and men
f. She is confused about her sexual orientation and thinks she might be attracted to
women
g. She is a person born with a combination of male and female reproductive organs
h. She was born with a male body but has started sexual reassignment surgery so that her
body matches her gender identity

15. John is a 20 year old male. As he was returning from a party on campus, he was robbed
and anally penetrated. John arrives at the health care facility as he has anal injuries. He is
embarrassed and does not wish to report the assault to the police. You would like to inform
John of his options to receive care.

His options include:

i. Having evidence collected and stored for 3 days at the facility
i. Having a J88 form completed at the time

iii. Opening a police case a month later

iv. Receiving counselling and follow up care

Answers:
a. i
b. i &iii
c. 1&iii
d. il&iil&iv

16. Which of the following statement(s) are true:

a. A survivor who presents after rape with a lengthy period of amenorrhoea or known
pregnancy does not need further pregnancy related management

b. Combined oral contraceptives are better emergency contraceptives because they are
stronger and give better pregnancy protection

c. The progestogen-only pill is the emergency contraception treatment of choice

d. Itisimportant to establish how recently emergency contraception has been taken
before prescribing it as it is dangerous to use it often

17. Young children who have been sexually assaulted most commonly exhibit which of the
following:

Show inconsolable crying and have severe nightmares

Express a great deal of anger at home and often act out sexualised play

Are very withdrawn and often stop play

Show few or no behavioural changes

oo

18. Which one of the following does the survivor have a legal right to?

a. Stop a criminal case from proceeding

b. Open a civil case against a perpetrator as well as lay a criminal charge

c. Make decisions regarding the witnesses that would be called in a criminal case
d.

Motivate for the life sentence in a civil case
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19. Dr Jina did not give a female rape survivor emergency contraceptive.
She made the right decision because the survivor was:
a. A 13 year old virgin with Tanner stage 3 breast development
b. A woman who declined as she had a Depo injection 2 months ago
c. A lesbian who has never had sex with a man
d. Raped by a perpetrator who used a condom

20. Which one of the following answers is correct?

a. A woman should repeat her dose if she vomits 3 hours after having taken her EC

b. A woman who presented to the facility 4 days after the assault should not receive
emergency contraception

c. A woman who is using rifampicin should receive a double dose of emergency
contraceptive

d. A women who has breast cancer should not receive combined emergency
contraception

21. The standard regimen to treat sexually transmitted infections in a 32 year old male
survivor includes:

a. Doxycyclin 100mg bd po for five days

b. Ofloxacin 1g stat po

c. Metronidazole 2g stat po

d. Ciprofloxacin 1g stat po

22. According to the Criminal Law (Sexual Offences and Related Matters) Amendment Act
of 2007:

a. A child of 16 years can consent to kissing another child of 18 years

b. A child of 14 years can consent to kissing another child of 16 years

c. Achild of 13 years can consent to kissing another child of 16 years

d. A child of 11 years can consent to kissing another child of 13 years

23. Countertransference occurs when:
e. Health care providers experience symptoms of trauma themselves from work with
trauma survivors
f. Health care providers bring into their work with patients aspects of their own past
history
g. Health care providers become very judgmental and unsympathetic
h. Health care providers working with trauma survivors develop burn out

24. The survivor you are examining is a 4 year old girl who was brought in after her mother
found her with a teenage male cousin who was very clearly pulling up trousers and closing
his zip. You examine her and there are no genital injuries. Which of the following do you do?
i. Reassure her mother there is no signs of penetration so she will not be at risk of HIV
and does not need post exposure prophylaxis
ii. Reassure her mother that without penetration she does not need treatment for sexually
transmitted infections
iii. Do avaginal swab and collect blood for syphilis, herpes, hepatitis B, HIV and urine for
Chlamydia
iv. Give her an anti-tetanus injection
v. Provide post exposure prophylaxis and syndromic treatment for sexually transmitted
infections
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Answers:
a 1&I1i &iii &iv

b. i &ii &iii
c. li&v
d iv&v

25. Parents of sexually abused children should be told to:

a. Show a lot of indulgence towards the child’s behaviour so they really know it was not
their fault and that they are not bad children, and protect them as much as possible
from further trauma by trying not to talk about the assault

b. Take care not to panic the child by showing a great deal of overt distress

Keep the abuse secret so the child is not stigmatised
d. Demonstrate as much empathy as possible with the child by not hiding their grief and
anger regarding the assault

o

26. Dr. Jewkes did not give a 20 year old female rape survivor a Hepatitis B vaccination.
This was acceptable because:

a. The survivor thinks that she was fully immunised for hepatitis B as a child

b. The survivor was pregnant at the time of the examination

c. DrJewkes collected blood to confirm the survivor’s hepatitis B immune status

d. The survivor was diagnosed with hepatitis B 2 years ago

27. Sipho is a gay man who lives in Mamelodi in Pretoria. He was severely beaten and raped
by two men after leaving a bar in Hatfield. He was taken to Pretoria Academic Hospital. He

tells the nurse who is taking his history that he is gay. The first thing that comes to her mind

is that he is promiscuous.

The nurse’s first thought is an example of:
a. Discrimination
b. A hate crime
c. Gay-bashing
d. A stereotype

28. Dr. Christofides seeks your advice on when to use post exposure prophylaxis in rape
cases.
You tell her that it is acceptable in the following cases:
I. To give a survivor a three day starter pack if both screening HIV tests were positive
but you are waiting for her confirmatory test from the laboratory
ii. To give asurvivor a 28 day course of post exposure prophylaxis if she cannot return
for her first HIV results
iii. To give post exposure prophylaxis to an 11 year old survivor who consented for HIV
testing
iv. To give post exposure prophylaxis to a 9 year old survivor although her mother has
refused to provide consent for an HIV test

AnNswers:
a. iv
b. ii&iv
C. i&iv
d ii&ii&iv

271



29. Which one of the following is part of the correct post exposure prophylaxis regimen?

a.
b.

C.
d.

Lamivudine 600mg daily po is part of the standard regimen

Nevirapine has no side effects and can be use as a third drug of choice for post
exposure prophylaxis

Lopinavir 800mg daily po is given to all rape survivors

Replace AZT with d4T in an anaemic survivor

30. There are some new technologies that can be used during the sexual assault examination.
Which one of the following statements is correct?

a.
b.

Photographs depicting injuries with use of toluidine blue dye is permissible in court
Colposcopy can help to distinguish between injuries due to consensual and non-
consensual intercourse in adults

Secure Digital Forensic Imaging gives equivalent results to colposcopy when
recording injuries

The catheter method has been found to be useful in distinguishing hymenal injuries in
adult survivors

31. Which of the following statements is false?

a.

b.

Countertransference becomes more of a problem for survivors and services when a
whole team suffers from it

Outbursts of anger and a need to be very controlling at work should usually be
understood as part of vicarious trauma

A health care provider who is very distrustful of others may be manifesting disordered
ideas of trust from vicarious trauma rather than rationally responding to dangers in
our society

Countertransference needs to be recognised and worked through to provide good care,
its not an excuse for being distrustful, directive or lacking compassion

32. Dr Loots did not collect evidence from a survivor.
This was acceptable because of one of the following reasons. Which one?

a

b.
C.
d.

The survivor presented 96 hours after the assault

The survivor did not want to report the case to the police

The survivor had a bath before coming to the health care facility

The survivor had intercourse with a consensual partner after the assault and before
coming to the health care facility

33. Which one of the following statements is true when considering the examination of
sexual assault survivors?

a.

b.
C.

Similar levels of genital injuries are found in survivors who are virgins and non-
virgins

Documentation of injuries do not affect the legal outcome of cases

Most genital injuries during consensual intercourse are found in the posterior
fourchette

Using the labial traction technique will never injure a survivor
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34. Matt is a 31-year-old high-school teacher and coach of the girl’s basketball team. He is
very attracted to Jody, a feisty 18 year-old student and member of his team. She seems to like
hanging out with him. At first they just talked about basketball but then their conversations
became more intimate and personal. Although he fought his urges he eventually invited her to
his flat a week ago. They drank wine and he told her how sexy she was and how much he
wanted to sleep with her. She seemed hesitant but later in the evening agreed.
This is an example of:

a. Consensual sex between two adults

b. Sexual coercion

c. Transactional sex

d. Child sexual abuse

35. Providing survivors with information is a critical part of management after rape. There
are many helpful bits of information that need to be communicated during the initial
consultation. After rape survivors should be told:
a. Not to drink alcohol to reduce anxiety or help sleep because they will develop
substance abuse problems
b. Not to take sleeping pills or they will become addicted
c. Take steps to make themselves feel safer and enhance their own sense of control
d. To take advice from family on safety as their dissociating will stop them from being
able to trust their own instincts

36. Which one of the following is definitely indicative of assault in a child?
e. An absent posterior fourchette
f. A hymenal bump
g. A posterior attenuated hymen
h. An anal tag

37. Mary Jane is a 2 year old girl. She has been complaining of genital irritation for the past
day. Her grandmother brings her to the health care facility as she suspects that Mary Jane
may have been raped.
Which one of the following points would you consider when examining Mary Jane?

a. Itis recommended that you examine her under anaesthesia

b. Her parents need to be present to conduct the examination

c. You are not able to view the cervix in young girls

d. Multiple examination positions will be necessary for the examination

38. Keeping rules at home the same after the sexual assault of a child:
a. Isrisky as without changes the assault may well re-occur
b. Provides security and continuity with the past
c. Isnotreally fair as children need space to act out their emotions
d. Will prevent re-victimisation if the rules are strict enough

39. Which one of the following statements is true regarding non-genital injuries?
a. They are less common in obese people
b. They are less common if the force is applied over a longer period
c. They will always occur where the force was applied to the body
d. They are less common if the instrument applying the force is deformed on impact

273



40. Which one of the following statements is true regarding non-genital injuries?
a. A serrated-edged knife will always produce a “crinkle-cut” phenomenon
b. Penetration by a bicycle spoke may simulate a gun-shot injury
c. A laceration has no tissue-bridges in the wound
d. A chop wound will not have characteristics of blunt-force injuries

41. After sexual assault, married survivors must be advised to:

a. Take the resumption of physical contact with their spouse at a pace that feels
comfortable even if that means some months without sex

b. Make sure they don’t wait too long without sex or they may well never want it again

c. Recognise their husband may be jealous and suspicious and be careful to physically
reassure him

d. See having lots of sex as part of exposure therapy and key to reducing sex-related
anxiety

42. Once a person recognises they have symptoms of vicarious trauma or burnout they
should:
a. Start therapy or debriefing supervision meetings
b. Talk about it in therapy or debriefing supervision meetings and reduce exposure until
symptoms subside
c. Recognise its time to stop working with trauma survivors
d. Take leave for a month

43. Which of the following is an example of good listening?
e. “So in summary, you were hijacked while on the way home from work....”
f.  “Did you say that you were from Westdene? My grandparents live there”
g. “Do not worry about the court case. Everything will be fine”
h. “Let me tell you what to do”

44. When examining children in suspected sexual assault cases, which of the following is
true?
ii. Tanner staging is useful in estimating age of the male survivor
iii. Tanner staging is useful in estimating the level of oestrogenisation in females
iv. Susceptibility to being infected with an sexually transmitted infection changes with
age
v. A urinary tract infection in a 5 year old boy in indicative of assault

Answers:
a. i &iii
b. 1i&iv
C. i&iv
d. i&ii&iii
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45. “No person shall be unfairly discriminated against, directly or indirectly, and, without
derogating from the generality of this provision, on one or more of the following grounds in
particular: race, gender, sex, ethnic or social origin, colour, sexual orientation, age, disability,
religion, conscience, belief, culture or language”
This excerpt comes from which one of the following documents?

a. Sexual Offences Act

b. South African Constitution

c. Bill of Human Rights

d. Sexual Rights Charter

46. A patient presents 12 hours after being gang raped. Pre-test HIV counselling is carried
out but she refuses to have an HIV test
What should the health care provider do?
a. Refuse to give her post exposure prophylaxis
b. Ask the patient to return in 3 days so that she can be pre-test counseled again
c. Provide a 3 day supply of post exposure prophylaxis and ask the patient to come back
in 3 days and pre-test counsel again
d. Provide a 7 day supply of post exposure prophylaxis and ask the patient to come back
every week for a month for post exposure prophylaxis so that she will have three
more opportunities to be pre-test counseled

47. The Forensic Science Laboratory has strict rules regarding the collection of evidence and
the use of evidence collection kits in sexual assault cases.
Which one of the following statements is correct?
a. Additional swabs cannot be added to an evidence collection kit as the laboratory
cannot afford to analyse more than the specified number of swabs
b. You should not use a paediatric kit for an 11 year old girl who has reached Tanner
stage 3
c. You should not collect reference blood specimens at the initial examination as this
can be collected as a later date
d. Two evidence collection Kits cannot be used on one survivor as the laboratory is
unable to link the two kit numbers to a single case

48. Which one of the following statements is true regarding evidence collection in sexual
assault survivors?
a. A rectal specimen is valuable because semen can drain from the vaginal cavity
b. You do not have to collect specimens from a survivor who is menstruating
c. Intravaginal specimens can be collected in a child if you can conduct a speculum
examination
d. You can collect tissues if they were used to wipe the genital area after the assault
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49. In teaching survivors to practice in vivo exposure it is a goal that:

a.

b.

Survivors confront all their feared exposures in safety often enough, and stay there
long enough, for them to learn no longer to fear them

Survivors confront all their feared exposures in safety e.g. leaving a house with a
friend so they know what to do from then on to feel safe

Survivors list all their feared exposures and then identify those that are safe to
confront and those that will never be safe (e.g. walking in streets at night) and avoid
these

Survivors list all their feared exposures and then rank the anxiety produced by each to
better understand the trauma of rape

50. Fazeela is an 18 year old girl who is brought to the health care facility by the police after
reporting a rape that occurred one month ago. The police ask you to complete a J88 form.
Which one of the following statements regarding the form is true?

a.
b.
C.

d.

You can use abbreviations as long as they are commonly used and accepted
More than one J88 form can be completed for the same survivor

The form does not need to be completed as the rape was only reported one month
after the assault

It is important to clearly state in the conclusion that Fazeela was raped

51. The follow up care of a survivor is extremely important. Which one of the following
procedures is correct?

i.

ii.
iii.
iv.

oo

The survivor should use condoms until she has her 3 months repeat HIV test

Repeat HIV tests are done at 4 weeks and 3 months

The second dose of hepatitis can be given 2 — 3 months after the first dose

A pregnancy test can be repeated at 4 weeks if the survivor does not get her
menstruation after using emergency contraception

i &iii
i & iii
1 &iv
il & iv

52. Which one of the following statements regarding the presentation of a case in court is

true?

a.

b.
C.
d

The J88 form can be entered into evidence if the health care provider is unavailable
You can discuss the presentation of your case with the survivor

Health care providers can present findings in camera

The accused can cross-examine witnesses
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53. Some may argue that males are biologically prone to aggressive behaviour, while others
maintain that aggressive and violent behaviour is learnt. Research has shown that while
biology may have some role to play in male aggression and risk-taking, socialization of boys
plays a major role. The social construction of gender power relations and social norm around
gender roles underlie rape.
Which of the following other factor(s) have been found to be associated with male
perpetration of rape in South Africa?
i. Boys who are exposed to more trauma in childhood

Ii. The abuse of drugs and alcohol

iii. Watching pornographic videos

iv. Men who are poor

a. 1&iv

b. i&ii&iv
c. i&ii

d. iii

54. After rape, unless there is treatment, 34-90% of survivors will develop post traumatic
stress disorder symptoms. Which of the following statements about recovery is true?
a. All will recover a great deal over the coming weeks and months with social support
b. A third will remain symptomatic over a year later
Cc. Survivors never recover
d. Most have to learn to live with their symptoms long term

55. Which one of the following acts are defined as rape according to Criminal Law (Sexual
Offences and Related Matters) Amendment Act of 2007:
a. A 45 year old woman who coerces a 19 year old boy to have sex with her
b. A 45 year old man who kisses the breasts on a 17 year old girl without her permission
c. A 32 year old man who masturbates his wife without her permission
d. A 24 year old man who forces a vibrator into his girlfriend’s mouth

56. Which of the following statements about child sexual abuse are true?

i.  Children find it hard to give an account of what has happened so sexual abuse is really
diagnosed on clinical findings

ii. Children who have been sexually abused can usually be recognised by their
withdrawn or changed behaviour

iii. Sexual abuse in children is determined by the history

iv. It’s a myth that boys are just as vulnerable as girls to sexual abuse

v. Sexual abuse of boys is particularly worrying as such a high proportion of abuse
perpetrators have been violated themselves

AnNswers:
a 1&il&iv
b. i1&ii&v
c. M&iv&v
d. iii&iv
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57. In 1996, there were 44 222 completed rape of women reported to the South African police
and there were 45 825 reported between 1 April 2003 — 31 March 2004. The rate of rape
reported per 100 000 female population was 210 in 1996 and 194 in 2003/4.
Which of the following statements regarding the rate of rapes is the most correct?

a. It has declined

b. Itis hard to say without knowing the demographic changes over the period

c. These figures cannot be interpreted without knowing the p value

d. Itisimpossible to say, most rapes are not reported to the police

58. Vicarious trauma can best be prevented by:
a. Support from colleagues and supervisors
b. Self-care, relaxation and exercise
c. Creating and maintaining professional distance from survivors
d. Organising and mixing workloads to reduce excessive exposure to trauma

59. A 49 year old woman presents to you 35 hours after a rape. Her last normal menstruation
was four months ago and she has been suffering from severe hot flushes since then.
The correct management approach would be to:

a. reassure her that she cannot fall pregnant and is now menopausal

b. conduct a pregnancy test to confirm that she is not pregnant

c. provide her with PEP as she is perimenopausal

d. refer her to the gynaecologist for hormone replacement therapy

60. A 3 year old child is brought in by her school teacher. She has bruising on the inner thigh
and labia majora. No other injuries are found.
What conclusion would be most appropriate to make on the J88 form?

a. Straddle injury

b. External genital injuries. Lack of internal genital or hymenal injuries cannot exclude

penetration
c. Injuries consistent with rape
d. Cause of injuries cannot be ascertained

61. The concept of sexual rights originated in which international document?
a. Human Rights Bill
b. Universal declaration of Human Rights
c. International Conference on Population Development Programme of Action
d. New South African Constitution
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62. The rate of rape and attempted rape reported to the South African Police Services in
South Africa was 212 per 100 000 women in 1997. In a community-based survey conducted
during the same year the estimated rate of rape plus attempted rape was 2 070 per 100 000
women.
How do you account for the difference between these two rates?
i. Police statistics are more accurate and women do not tell the truth when reporting on
surveys
ii. Women who are forced to have sex against their will in the context of marriage may not
identify that they have been raped or lay a charge
iii. You need to know the total number of rapes perpetrated in a year to understand the
magnitude of the problem
iv. Many women do not report rape or attempted rape to the police because they do not
believe that their action will result in a conviction

Answers:
a. l&iv
b. 1&ii
C. v
d. iii

63. According to the Criminal Law (Sexual Offences and Related Matters) Amendment Act
of 2007:
a. A magistrate has to consent before HIV testing can be done on an accused
b. A magistrate can request that the accused be tested for HIV if he thinks that it is
warranted in a specific case
c. The HIV results of an accused can be used in court even if the survivor withdraws the
case
d. The accused is informed of their HIV results and receives post-test counselling

64. Selina, a 34 year old female, who illegally entered the country, was arrested by the police.
While in custody she reports that she was raped by a prison official and is brought to the
health care facility by a police officer
You would be correct to:

a. inform the police officers if you confirm that there was sexual assault

b. inform the police officers of issues related to the wellbeing of her health

c. not to provide any medical care as she is not a South African citizen

d. examine her without consent as she is a prisoner

65. Josephine, a 45 year old woman, was raped by her ex-boyfriend. She initially did not
want to report the rape but presents to the health care facility 2 days after the assault because
she has had continuous vaginal bleeding since the assault and is now feeling dizzy. On
examination, Josephine looks anaemic and has a blood pressure of 95/55mmHg. You also
note a 2cm gash on her scalp that is oozing pus.
What is your primary concern in Josephine’s case?

a. Collecting evidence

b. Providing PEP

c. Managing her health needs

d. Providing a tetanus vaccination
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66. When talking to a rape survivor, it is important to do which one of the following:
a. Maintain continuous eye contact
b. Not say anything while the survivor is talking
c. Provide strict orders for the survivor’s future care
d. Help survivors develop a plan of action

67. The following emergency contraception is recommended in South Africa for rape
survivors:
I.  Intrauterine contraceptive device (IUD)
ii.  Combined contraceptive pill
iii.  Progesterone only contraceptive pill
iv.  Depo provera

a. 1&aii

b. i &iii

C. 1&ii&iii

d. i &l &iii &iv

68. A woman was raped by her boyfriend 2 months ago. She comes to see you at the health
care facility because she has had no menstruation since then. The urine pregnancy test is
positive and the survivor tells you that she does not want to terminate the pregnancy.

An appropriate comment at this time would be:
a. “You must love your boyfriend very much”
b. “You must be very religious”
Cc. “Letus see if we can find out how far is your pregnancy”
d. “Are you sure about your decision?”

69. The advantage of providing rape survivors with syndromic management for sexually
transmitted infections is:

a. The treatment provides protection for her consensual partners

b. She can return after one month for her blood results

c. Infections in the incubation period are treated

d. That the same script can be used for all ages

70. There is a risk of contracting HIV after a rape. Which of the following statements is true?
a. HIV risk is highest in non-consensual anal penetration
b. The survivor has no risk of contracting HIV after 72 hours
c. Itis not necessary to provide PEP if a survivor was raped by her partner
d. There is no risk of HIV transmission if the perpetrator is on ARVs

71. Drug-facilitated assaults are becoming increasingly common. Which of the following
statements is true?

a. Specimens to test for drugs must be done on every survivor

b. Drugs can be detected for the longer periods in blood

c. The Forensic Laboratory cannot analyse clothes for traces of drugs

d. Collecting specimens to test for Rophypnol is of no value after 72 hours
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72. Regarding the completion of the J88 form:
a. Photocopies of the J88 form are acceptable in court
b. Record as much information regarding the assault on the J88 form as this will help
you interpret your findings in the future
c. You can use Tippex to correct errors on the J88 form
d. Itis recommended that two health care providers, who examine the same survivor,
complete one J88 form

73. Which of the following statements are true regarding the court process?
i.  Health care providers testify in court to support the survivor’s case
ii. A prosecutor has the right to continue with the prosecution of a case even though a
survivor might withdraw the charges
iii.  The prosecutor can help by telling you what to say in court
iv. A magistrate can discharge an accused before the defence presents its case

Answers:
a. 1&iii
b. 1&ii
c. li&iv
d. ii &iii

74. A health provider completed the following body diagram on the J88 form.

X~ 7

Which one of the following statements would you expect to be completed in the notes?

a. Partial tear of the hymen at 7 o’ clock, three posterior fourchette tears (1cm) at 6 o
clock and 1.5cm by 3 cm bruise left inner thigh

b. Partial tear of the hymen at 5 o’clock, two posterior fourchette tears (1cm) at 6 o’
clock and 1.5cm by 3 cm bruise left inner thigh

c. Partial tear of the hymen at 7 o’clock, two posterior fourchette tears (1cm) at 6 o’
clock and 1.5cm by 3 cm bruise left perineum

d. Partial tear of the hymen at 7 o’clock, two posterior fourchette tears (1cm) at 6 o’
clock and 1.5cm by 3 cm bruise left inner thigh

2
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Which of the following statements is true regarding the colposcopic photograph above?
a. Benign hymenal notch
b. Acute hymenal tear
c. No abnormality
d. Swelling and oedema of the hymen
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ANNEXURE C. STUDY 2: ETHICS APPROVAL FOR THE UNIVERSITY OF THE
WITWATERSRAND

UNIVERSITY OF THE WITWATERSRAND, JOHANNESBURG

Division of the Deputy Registrar (Research

HUMAN RESEARCH ETHICS COMMITTEE (MEDICAL)

R14/49 Jina
CLEARANCE CERTIFICATE PROTOCOL NUMBER M071140
PROJECT Exploring the Implementation of a Sexual
, Assualt Care Practitioners' training Curriculum within the Context
of the Broader Health Care System
INVESTIGATORS DrR Jina
DEPARTMENT School of Public Health
DATE CONSIDERED 07.11.30
DECISION OF THE COMMITTEE* APPROVED UNCONDITIONALLY

Unless otherwise specified this ethical clearance is valid for 5 years and may be renewed upon application

DATE 08.01.23 CHAIRPERSON .............. Z ; t H; O,

(Professor PE Cleaton-Jones,' A Dhai, M Vorster,
C Feldman, A Woodiwiss)

*Guidelines for written ‘informed consent’ attached where applicable

cc: Supervisor : Prof R Jewkes

DECLARATION OF INVESTIGATOR(S)

To be completed in duplicate and ONE COPY returned to the Secretary at Room 10005, 10th Floor, Senate House, University.

1/We fully understand the conditions under which I am/we are authorized to carry out the abovementioned research and I/we
guarantee to ensure compliance with these conditions. Should any departure to be contemplated from the research procedure as
approved I/we undertake to resubmit the protocol to the Committee. I agree to a completion of a yearly progress report.

PLEASE QUOTE THE PROTOCOL NUMBER IN ALL ENQUIRIES
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ANNEXURE D. STUDY 2: INFORMATION SHEET FOR HEALTH CARE
PROVIDERS

ASSESSMENT OF A SEXUAL ASSAULT CARE PRACTITIONERS’ TRAINING
CURRICULUM WITHIN THE CONTEXT OF THE BROADER HEALTH CARE SYSTEM

INFORMATION SHEET FOR SERVICE PROVIDERS
Dear Doctor/Sister

Background

My name is Ms. Lizle Loots. | am from the Medical Research Council, working with the National
Department of Health to pilot a training curriculum for sexual assault care providers. As part of the
evaluation of the curriculum, we want to look at the organization of rape services in facilities as this
may affect the manner in which trained providers function. The research team comprises of myself,
Dr. Ruxana Jina, Prof Rachel Jewkes and Ms. Busi Mketo.

I would like to invite you to participate in this study by completing a questionnaire that will gather
information on rape and others services in your facility and on your opinions on rape and gender
relations. These questionnaires will be completed by a number of service providers working
throughout the country. We hope to have at least 162 providers in total complete the questionnaires.
If you agree to volunteer, | may also contact you again in a few months time to complete
guestionnaires and will again request consent from you at that time.

Purpose of this questionnaire

The purpose of the questionnaire is to explore the impact of individual and system-related factors on
the provision of sexual assault care. Your participation will be appreciated as it could contribute to
our understanding of various aspects about the provision of these services within facilities. The
questionnaire will take approximately 30 minutes to complete. Your name will not be recorded on the
guestionnaire.

What will happen to the information if you agree to volunteer?

Information that is gathered from all of the questionnaires will be combined with other work to
evaluate completely the success of the training curriculum. The findings of the study will always be
reported in a respectful manner.

Confidentiality

Your name will not be recorded on the questionnaire. | will assist you to develop a code that will be
used throughout the study. If you agree to the second and third interview, this code will be used to
match your questionnaires. The consent forms and questionnaires will be securely stored at the MRC
and access limited to the research team. No facility name or individual name will appear when the
findings of the study are reported.

Consent

Participation in the study is voluntary. Your employment in the Department of Health will not be
affected whether you agree to participate in the study or not. You may refuse to answer any questions
or stop completing the questionnaire at any time. You may also completely withdraw from the study
at any time without giving a reason. If you agree to answer the questions please would you read the
consent form and sign it to say that you agree to complete the questionnaire.

If you have any further questions you may contact the study me, Ms. Lizle Loots at

Tel: (012) 339 8548, Cell: 079 987 4661
Fax: (012) 339 8582
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ANNEXURE E. STUDY 2: CONSENT FORM FOR HEALTH CARE PROVIDERS

INFORMED CONSENT FORM FOR SERVICE PROVIDER INTERVIEWS

I have read the information sheet about the study and had it explained to me.

I understand that | am being invited to participate in this study, and that it is my choice
whether | agree to answer the questions or not. | also understand that | have a right to stop
answering the questions at any time or may refuse to answer certain questions. | am told that
there will be no risk for me to take part or not to take part in the study.

I understand that my confidentiality will be carefully guarded and that no one outside the
research team will be able to know what I said.

Do you give consent to complete the questionnaire?

Yes [ ]
No []
Participant signature Date
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ANNEXURE F. STUDY 3. DATA COLLECTION TOOL FOR DATA FROM
DOCKETS

TRACKING JUSTICE: RAPE SURVIVORS IN THE CRIMINAL JUSTICE SYSTEM
DATA CODING SHEET

Name of Fieldworker:

Initials of person checking form:

Questionnaire Number:

Police Station:

[Check that the CAS number and questionnaire numbers match those on the sheet]

When you open the docket you will see lots of different forms. Each form contains different
information about the case.

Docket’s CR Number (This should be on the front cover of the docket, top right hand corner)

GENERAL INFORMATION

No. | Question | Coding Categories

| Skip

FROM THE J88.

Section 1: Complainant/victim details: Find the form called PREAMBLE TO THE STATEMENT you should find
the following information on that form. If it is not on this form but in the handwritten victim statement you can use that
information to complete this section. You can also use any other form in the docket to find this information EXCEPT

1 ID number recorded Y St 1
NO. e 0
2 Date of birth recorded D TP 1
NO. e 0
3 What is the age of the [ 1[ 1years
complainant Notrecorded ..................... 1
4 If under 18, in whose Biological mother and father.................cooiviiiiniiiciieins el 1
care was the child at the | Biological mother only..............c.oooiiiiiiiiiii s e, 2
time of the rape? Biological father only.............coooiiiiiiiii 3
Grandparent. ... ...ttt e e e 4
N8 0] 1SR P 5
Other elatiVe. .. ..ottt e 6
FOSter PaATeNLS. ...ttt 7
School staff member...........cooviiiiii e, 8
Children’s NOME..........eccviiiiieieeeie ettt saee eaeaaeeaeeeannss 9
(0111 S PP 10
Specify:
L8001« 11072 P 11
5 What is the race of the | African (black / SWart)............c.ouiiiiiii i 1
complainant? Coloured (brown / bruin).............oeeiiiiriniiie e 2
WHRILE (WIL) oottt e 3
N3 -4 Ut 4
|85 50 4 1o} s VPP 5
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6 What is the occupation | Unemployed... . NUTORN
of the complainant? Professional: dr nurse, Iawyer teacher accountant socral Worker
PRAITMACHSE. ..ot 2
White collar: secretary, office or bank worker, sales person (not shop worker)
........................................................................................................................... 3
Blue collar: factory worker, waitress, employed in a shop ........cccccoevereinneee 4
Sex worker .. e e sraeeenreeenes D)
Domestic work/gardemng/cook USRS o1
Selling/trading or makmg/growrng thrngs to seII ............................................. 7
Farm worker .. e sre e e neeens O
Student (school/college) e ereenraeeseenns D
Security 1ndustry police, army, securlty guard ........................................... 10
Unknown . YU USUUUUSUUPRUSRUPRURRRPRRRRY |
Other oo e L 2
Specify
7 What is the home UNKNOWIL L.t 0
language of the D€ 1oL T PSP 1
complainant? SOthO. . 2
RECORDED ON THE | ZUIU. ...ttt e et e e 3
PREAMBLE TO THE | TSWANA. ... 0utuititititetettiieeeetet et ettt e e e et e e e e e e e e aereseeeneans 4
STATEMENT P, .ttt 5
TSONEA. e 6
Y53 T T 7
English. . ..o 8
ATTIKAANS. ... 9
Ot e e 10
Specify
8 Address recorded YeS. it 1
NO et 0
9 Phone number recorded | Yes.........cooeviviiniiiininnns 1
NO. oo 0
10 | Work address/details XSt 1
recorded NO e 0
11 | Contact person YeS oo 1
recorded NO. e 0
12 | PREAMBLE TO YES. it 1
STATEMENT is NO. e 0
signed

Section 2: Details of the Rape: Find the form called STATEMENT the following information should be on
that form. If you find the information on the handwritten victim statement you can use that to complete this

section.
13 Date of the offence:
start Y S S
Y Y YY MM DD
14 Date of the offence: end
/ /
Y Y YY MM DD
15 | Time of the offence:
start s
H H MM
16 | Time of the offence:

end
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17 | Day of week that Y (03 1e PP 1
offence took place TUESAAY . .ttt e 2
WednesSday . .....ovineii it 3
THUISAAY . ..ttt 4
Friday ..o 5
SAtUIAAY ..ttt 6
SUINAY - ettt ettt e ettt 7
18 | Isthe address wherethe | Yes......cooovvviiiiiiiinnnnnn. 1
rape occurred recorded | No.......ovvveviiiniiiinannn. 0
(under “Scene of the
crime” heading)
19 | STATEMENT is YES. it 1
signed by the NO o 0
complainant

Section 3: Victim Statement: Look for the HANDWRITTEN COMPLAINANT/VICTIM STATEMENT. The
handwritten victim statement is an account of the offence. It usually contains details about the rape or attempted rape.
DO NOT RECORD INFORMATION FROM THE J88.

20 | Did the police take a ) G 1 =>22
statement from the NO i 0
victim/complainant?

21 | If no, why? a) VICtim t00 YOUNG.....vviieititiieieiiieiee e, a)Yes1l NoO
b) Victim mentally incapacitated.............................. b) Yes1 No 0
€) ViCtim UNCONSCIOUS. . ..vvenviteeteiie it eieeiieaeenaannns ¢)Yes1 NoO
d)Notnoted.......oovviiiiiii i d) Yes1 NoO
€) Other. ..ot e) Yes1 NoO
Specify:

22 | What date was the first

statement taken on? / /

Y Y YY MM DD
23 | What language was the | UnKNOWI .........ouiuiuiiiii e 0
statement written in? )T 1
SOtN0 . ., 2
U, ., 3
£ 1 T P 4
o 5
0 T35 6
VN, . et s 7
English. . ..o 8
ATTIKAANS. ... s 9
141 10
Specify
24 | Was this the same Y S e 1
language the statement | No/Unknown...........c..coovuveviiininenn... 0
was taken in?
25 | Number of perpetrators | [ ][ ]
who had sex with the
complainant
26 | Was victim’s clothing YOSt 1
described fully? NO. .o 0
27 | Was there adescription | Yes ......ccocovvviviiiiiininininn.. 1
of the perpetrator(s) NO. o 0

given by the victim?
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28

Describe the sequence
of events leading up to
the rape

[I0]

29

Number of perpetrators
who were colluding in,
but not participating in,
the abduction and/or
rape?

0 0 if none

[I01]

30

Was there anyone else
in the same room where
the rape was occurring
who was not
participating at all in
the rape?

31

Was there anyone else
on the same premises
where the rape was
occurring who was not
participating at all in
the rape?

32

Was the victim’s state
of mind/emotions
during the incident
recorded in the
handwritten statement?

33

Did the victim offer any
resistance to the
rape/abduction?

a) Physically (hitting, scratching, pushing away etc) ........... a)Yes1 NoO
b) Verbally (screaming, shouting for help etc) .................. b) Yes1 No 0

c) Non-verbally (crying, turning her head away, closing her legs etc)

........................................................................... ¢)Yes1 NoO
A)Other ... d)Yes1 No 0

Specify:

34

If no, what was the
reason?

[I0]
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35 | Did the complainant a) During the abduction .................ccocoiiiiiiiii a)Yes1 NoO
attempt to escape/get D) DUMNg the Tape ..o, b) Yes 1 No 0
away: C) After the Tape ...ovieiiiie e c) Yes1 NoO

36 | Relationship between Biological father............o.iiiiiii e 1
victim and perpetrator StEPTAtNET. . ..ot 2

Foster parent/guardian .............ooviieiiiiiiii e 3

Other male relative .........o.oiiieiniii i 4
Husband/common law husband/boyfriend.....................ccooiiiiiiia. 5

Ex-husband/ex-common law husband/ex-boyfriend.............................. 6
Friend/acquaintance/ neighbour ..., 7
Someone they JUSE MEt ..........ooiiiriiit e 8
SUPErvisor/EMPIOYET ... ..ottt 9
Work mate/Colleague ........ocovineiiiiii e 10
Priest/church elder ............oiiii i 11
Teacher/principal/houseparent ............c.oevivriieiiieriiieiiieieieeraes cas 12
Healthcare/mental healthcare worker ..............c.oooiiiiiiiiin. 13
Policeman .......o.ouiiiii i 14
Stranger/known by sight only ..............coviiiiiiiiii 15
Friend of person victim lives With ... 16
Ot .o 17
Specify:

UNKINOWI .« e e 18

37 | Had the suspect raped Y €S o 1
the victim on a previous | No/Unknown...............cc.ceeeveninnnnn... 0
occasion?

38 | Wasthe YeS i 1
victim/complainant NO.ei 0 =>40
abducted (i.e. taken to
another place against
her will)?

39 | If yes, how was she Q) ON FOOT ...t a)Yes1 NoO
taken? D) By Car «.oeee i b) Yes 1 No O

C) Other v ¢)Yes1 NoO
Specify:

40 | Place of rape Victim’s home / reSidence. ... ....o.oiuiniiie i 1
Victim’s WOTKPlace. .......ouiveiiiii e 2
Perpetrator’s home / 1esidence ...........oooieiiiiiiiii 3
Perpetrator’s Workplace...........ccoviviiiiiriiiiiiinii e seenee e 4
(011115 B (S e[S 1 5
In or at transport NOAe. .........couiuiiiiiiii a0
ROAA/AllEY WaY ...\ttt s 7
Open space (veld, bush, park, parking area, sports area, cemeteries, etc.) ....8
PUDBLIC TOIEL. ...t 9
Educational/school premises. ...........ocoeveviiuiuiiiniiiiiiiieeen 10
Police station/cells..........oueriieiii i 11
Derelict/abandoned building..............cocoveiiiiiiiiiiiiiiiiiiice, 12
5 Pt 13
Stalrwell. ... 14
Institution: health facility, psychiatric hospital, children’s home .................. 15
N B G L 16
L 11 1 T 17
Specify:

Unknown....... 18

41 | Was the perpetrator or D €= 1
an accomplice armed? NO. e 0 =>44
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42 | If yes, what was the a) Knife(S)/panga.........ooovvivininiiiiiiiiiiiiciieie e a)Yes1 NoO
weapon? [0 I 11T () P b) Yes 1 No 0
¢) Tools/sharp inStrument(s)...........oceeveeiininneieiinaennns ¢)Yes1 NoO
d) Blunt instrument(S)..........oooviviiiiiriiiiiiiiiiiees e, d) Yes1 No O
€) ROpe. .o e)Yes1 NoO
D) Other. ... f) Yes 1 No O
Specify:
) UNKNOWNL. ..t g) Yes1 NoO

43 | How was the weapon a) Threaten..........ooiiiiii e a)Yesl NoO
used? D) HUIT .o e b) Yes 1 No 0

44 | Was bodily physical ) 1
force used? NOwiiiiceeee 0 =>47

45 | When was bodily a) In the abduction of victim ................coceiiiiiiiiins a) Yes 1 No O
physical force used? b) Intherapeitself .........cooiiiiii b) Yes 1 No 0

C) Other ... ¢)Yes1 NoO
Specify:

46 | What was the nature of | @) Strangulation ..............ccviiiiiiiiiniriiiieiieeeaeeaan, a)Yes1 NoO
the bodily physical b) Beaten/hit with fists/hands .......................ooooa b) Yes1 No 0
force? S)Kicked. ..o ¢)Yes1 NoO

d) Pushed /shoved ...........coooiiiiii .d)Yes1 No0
¢) Hand over mouth and/ornose .................. ...cooevennnn. e)Yes1 NoO
D) Other ..o f) Yes1l NoO
Specify:

47 | Did the perpetrator/ Y S et 1
accomplice threaten to | No/Unknown.............cccoevevvenininnnnn.. 0
kill/hurt/injure the
complainant at any
point?

48 | Did the perpetrator give | a) During the abduction ...............cccoviiiiiiiiiiiiinnn . a)Yes1 NoO | Ifall
verbal instructions to D) TOUNAIESS ..ottt b) Yes1 NoO | no
the victim that were C)Tolie down .. ..o ¢)Yes1 No0O | =>50
complied with, with no
protest?

49 | Please specify any other [ 111
instructions the
perpetrator gave to the
victim during the
course of the rape (this
includes from the time
he first approached her
to the end of the rape).

Please list all.

50 | Methods of non-violent | a) Offer of sweets/TV/toys/games/treats ........................... a)Yes1 No0
coercion employed by b) Offer of MONEY.......vviviiiiiiiiiiiii e b) Yes 1 No 0
perpetrator c) Offer of job/Promotion ............ccocviiiiiiiiiiiiiiiian, ¢)Yes1 NoO

d) Threat of harm to others...............ocooiviiiiiiiiiiiiia d) Yes1 No0
e) Abuse of power/use of age/authority ................cccccceeuee....€) Yes 1 No O
f) Forced collusion through ‘specialness’............................ f) Yes1 No O
g) Forced collusion through ‘our secret’..................cevenenn. g) Yes1 NoO
h) Pleading/badgering/verbal coercion.......................ceuvnes h)Yes1 NoO
1) Forced collusion through shame, ‘no-one will believe you’ ...1) Yes 1 No 0
Jj) Trickery, false pretences, abuse of trust .................cccenee, j)Yes1 No O
K)Other ..o k) Yes1 No 0
Specify:
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51 | Was the victim or had @) SIEEPING .. ee vttt a)Yes1 No0
the victim been doing b) Drinking alcohol.............oooviiiiiiiiiii b) Yes 1 No 0
any of the following ¢) Taking/given drugs .........ccoeviririiiiiiiiiiiiieee e, c)Yes1l NoO
immediately prior to
rape: Specify drugs taken/used:

52 | Did the perpetrator Y €S i 1
declare love to the No/UnKNown.........ovenvnininininaninannn. 0
victim at any stage of
the rape?

53 | Was there adescription | Yes .......cocovvviviiiiinenininn.. 1
of how clothing was NO. i 0
removed?

54 | The victim said “no” to | a) Abduction/relocation ...............ooevviiiiiiiiniiiiiinann... a) Yes1 NoO
any of the following: b) Entry to place of rape ..........cocovviiiiiiiiiiii b) Yes1 No O

C) UNAIeSSING ..vovvnineeiieti e, ¢)Yesl NoO
d) Kissing, touching or petting ..............cccovvieiiiiennnnn. d) Yes1 No O
e) Loving perpetrator ...........cooovuiiiiiiiiiiiiieee e) Yes1 NoO
) Suggestion 0f SeX ......oivieiiiiiii f) Yes1 No 0O
e I S TP g) Yes1 NoO

55 | Penile penetration of Y €S o 1
vagina occurred No/UnKnown..............ocoeeieneniiiini... 0

56 | Number of times vaginal | [ ][ ]
penetration occurred
between perpetrator and
victim in this incident

57 | Perpetrator masturbated | Yes ......ccoooiiiriiiiiiiiii 1

No/UnKNnown..........cooeviiiuinninnnnannnnns 0

58 | Other acts of sexual [ 10 1
assault:
Describe

59 | Did the victim wash YOS i 1
immediately/soon after | No/Unknown..................cc.oeeviiinn.. 0
the rape (not from J88)?

60 | If it was an attempted rape, what happened to prevent the rape from being completed? [ 11 1

61 | Wasthe By victim and police officer ............cooeviiiiiiiiiiiiiiiiens 1
HANDWRITTEN By VICHM ONLY ... 2
VICTIM/ By police officer only ...........cooiiiiiiiiiiii 3
COMPLAINANT NOtSIZNEA ..ot 4
STATEMENT signed?

62 | Was the handwritten D T, 1
victim/complainant NO. .o, 0

statement dated?
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62b | Was an instruction YeS cuiiiiiiiiiiie
given to have the NO. .o,
handwritten victim
statement signed and
sworn?

63 Is there ANY conflict YeS oo
of information between | No..............coeviinnnnn.
the victim’s statement
and any other document
in the docket?

=>65

64 | If YES, please specify
and list all conflicts.

101

Section 4: Immediate Actions/Response of Victim and Perpetrator. This will be in the victim’s handwritten

statement and/or the suspect’s statement.

65 | Perpetrator’s [ 1[]
action/response
immediately following the
rape

66 | Victim’s action/response [ 1[]

immediately following
rape until time of reporting
to SAPS
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POLICE INVESTIGATION

Section 5: Reporting to SAPS and witnesses to the rape: The referrals to and from the station will be on the

docket cover, investigation diary or CAS numbers. Look at the handwritten victim statement and the first witness
report to identify who the complainant first reported the rape to. If there are other witness statements, they will
be included in the documents attached to the inside left fold of the document. The investigation diary will contain

the various instructions given to the investigating officer.

67 | When was the rape
reported to the SAPS? / /

68 | Was the report referred Y S i 1
from another station? No/UnKnown.............cceeeeininininnn.n. 0
69 | Wasthecasereferredtoa | Yes ..ooooiviiiiiiiiiiiiiiiiiiieeeea, 1
Family violence, Child No/UnKnown...........cooceveenininininnnnnn. 0

protection and Sexual
offences (FCS/GKS) unit?

70 | After the rape, who was S A P S e e 1
the first person the Victim | Friend............cooooiiiiii e 2
told (“the first witness”)? | Family member (Specify):.......ccoiiuiiiiiiiii e 3
Husband/boyfriend........ ... 4
OG0T . 5
SHTAINEOT . . ..ttt ettt e e 6
L0111 T N 7
Specify
UNKNOWIL. Lot et e e e e e e e e et e e e e e eneans 8
71 | When did the victim first
tell this person that she Y Y
had been raped? Y Y YY MM DD
72 | Did the police take afirst | Yes........cocvevenennn.. 1
witness statement from NO. e 0 =>74
the person identified in
question 70?
73 | When was the first
witness statement taken? | [
Y Y YY MM DD
74 | Was an instruction issued | Yes.......ocevininnnnn. 1
first before the first NO. i 0 =>77
witness report was
obtained (or not)?
75 | Date instruction was first
issued: Y Y
Y Y YY MM D D
76 | Total no of times
instruction issued and/or times
noted
77 | Were there any other YeS.iiiiiiiiaiiininn, 1
witnesses to the rape (this | No.................... ... 0 =>84
includes the abduction)?
78 | Did the police take Took statements from all the other witnesses.................coeoiviiinin.. 1|=>80
statements from these Took statements from some of these Witnesses............ccoeevvivniiiinnenn... 2 | =>80
other witnesses? Took no statements from other Witnesses..............ooevveiviiinieineinennnn.. 3
79 | Witness statements were a)Witnesses disappeared/were untraceable........................ a)Yes 1 No 0
not taken because: b) Identity/names of witnesses unknown.......................... b) Yes 1 No 0
¢) No reason provided/unknown.....................cocooiinne. ¢)Yes 1 No O
A) Other ..o d) Yes1NoO
Specify:
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80 | Was an instruction issued | Yes.........coevevennnns 1
first before the other NOweie 0 =>84
witness statements were
taken?
81 | Date instruction was first
issued: Y Y
Y Y YY MM DD
82 | Total no of times
instruction issued and/or times
noted
83 | Date instruction to take a
statement from witness Y S
finally complied with Y Y YY MM DD
Section 6: Identification — you will find this information in the investigation diary or on other forms in the docket.
84 | Did the victim or another | First name only..........c.oooiuiriiiiiiiiiii e 1
witness name the SUMAME ONLY ...ttt e, 2
perpetrator? Both first name and SUrname .................ooviiiiiiiiiiii 3
L T 0
85 | Did the victim or another | Yes............coceenen.. 1
witness provide contact NOwoiiieie 0 =>88
details (tel. no and/or
address) for the
perpetrator?
86 | On what date were these
details provided? Y Y
Y Y YY MM DD
87 | If these details were
provided, on what date Y Y S
did the police first Y Y YY MM DD
approach/make contact
with the perpetrator?
88 | If the perpetrator was a YeS.iiiiiiiaiiiin, 1
stranger, or someone the NOoivieie 0 =>90
victim just met, did she
think she would recognize
him if she saw him again?
89 | Was the victim given a YeS.oiiiiiiiaiiininn, 1
pointing out letter? NO i 0
90 | Were any of these a) ldentity parade .........ccceoeieieene e a)Yesl NoO
procedures used to b) Set of photographs/ldentity Kit.............c.cccovinininincnenne b) Yes1 NoO
identify the perpetrator, c) Police accompanied victim to identify/point out perpetrator
Whether he Was arresSted | .....o.iei e ¢) Yes 1 No 0
or not? A) Other ... d) Yes 1 No 0
Specify:
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Section 7: Perpetrator Details — There are three places that you may find details about the perpetrator. The first
is in the handwritten witness statement, the second is in the “WARNING” document, the third is on the back of

the docket.
91 | There are perpetrator D 1
details NO. it 0 =>100

92 | Age: perpetrator 1 years
L0014 110§ P 1

93 | Race: perpetrator 1 ASTICAN. .. 1
COlOUTEA. . .ottt 2
V. . 3
Asian. .. 4
UNKINOWIL. Lottt et e e ettt e et et e e et e e e e ee e aeannansans 5

94 | Employment status Unemployed... . SR |
Professional: dr nurse, Iawyer teacher accountant soual Worker
PRAIMNACHST. ...ttt 2
White collar: secretary, office or bank worker, sales person (not shop
WOPKET), MESSENQEN ...ttt sttt bbbt b e 3
Blue collar: factory worker, waitress, employed in a shop, municipal
worker, builder.. S TP P PR PPPOPRPUPIOY
Domestic Work/gardenlng/cook/drlver ......................................................... 5
Selling/trading or making/growing things to Sell ........ccccccevevviiiircivnininsnnn, 6
Farm Worker/ farmer ......cc..ovvviiiin e ]
Student (SChOOI/COIIEZR) ....vvviririiei et S
Security iNdustry: POLICE .....ovviriiriiiiii it D
Security industry: army . et e sne e enne e 10
Security industry: securlty guard ........................................................... 11
Taxi owner/ taxi driver / taXxi conductor .........cccoocereierieciereeienieeieseens 12
Business man: owns a formal company ..........c.cccceeeeevieriecieciecinineeenens 13
CAF QUAN ...ttt bbb bbb et 14
Employed but occupation unknown..............c.cocviiiiiiiiiiiiinn... 15
UNKNOWIL. ...ttt e e e eeeesveeeessesseesseeneenenn 1O
(0111 T S SRS UOUUSRIPRUUSSRRTRIPRS I
Specify:

95 | Age: perpetrator 2 years
Unknown...........coooeiiiininnann.n.. 1

96 | Age: perpetrator 3 years
Unknown...........cooeeviiiininnannnn.. 1

97 | Age: perpetrator 4 years
Unknown...........cooeeeiiiininnann.n.. 1

98 | Does the accused have D T 1

previous convictions No/Unknown.................... ... 0

99 | Previous convictions a) Rape/attempted rape.............cooeviviiiiiiiiiiiiniannn, a)Yes1 NoO
b) Murder/attempted murder.................oocviiiiiiiinnn. b) Yes 1 No O
¢) Culpable homicide.............coooiiiiiiiiniiiii c)Yes1 NoO
d) Robbery/hijacking............ooooiveviiiiiiiiiiiiiiinnn.n. d) Yes1 NoO
e) Housebreaking/theft......................ol. e)Yes1 NoO
f) Assault/grievous bodily harm ............................. f) Yes1 No O
g) Illegal possession of a firearm/ammunition ................ g) Yes1 No O
h) Other ... h) Yes1 No 0
Specify:
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Section 8: Arrest — You will find some of these details in the “WARNING” document, the investigation diary on the
back of the docket, as well as statements written by the investigating officer.

100 | Did the perpetrator make | Yes..............c....... 1
a statement to the police? | No.................... ... 0
101 | Was the perpetrator YeS. i, 1
arrested? NO. e 0 =>104
102 | Was the perpetrator a)Inthe act ..ot a)Yes1 NoO
caught by the police ora | b) At the scene of the crime the same day....................... b) Yes1 No O
witness ...
103 | On what date was the
perpetrator arrested? Y Y
Y Y YY MM D D
104 | If not, what was the Perpetrator UNKNOWN. . .......o.iiiitii e 1
reason given? Perpetrator disappeared...........ooviiriiiiiiii i 2
Perpetrator died .........oooieiiii e 3
Perpetrator already incarcerated .............cooeviiiiiiiiiiiii e 4
Victim died. ... .o 5
Victim withdrew complaint ... 6
Victim disappeared .........o.oieiiiii i 7
L1 1 T 8
Specify
UNKNOWIL L.ttt et et e e eresaeeaaeaeas 9
105 | Was an instruction issued | Yes........cocoeuenennn. 1
to arrest the suspect NOoiiiieee 0 =>108
before the perpetrator
was arrested (or not)?
106 | Date instruction was first
issued: Y S
Y Y YY MM DD
107 | Total no of times
instruction issued/noted times

Section 9: Collection of evidence (“exhibits”): The middle portion of the docket typically contains information about
the analysis of all the material evidence. Also look in the investigation diary which is usually on the right hand-side of
the docket. The instructions are usually hand-written and dated.

108 | Did the police go to the YeS.oiiiiiiaiiiin, 1
scene of the crime? NOoiieei 0 =>
110
109 | When did they go to the
crime scene? Y Y
Y Y YY MM DD
110 | Was there an instruction YeS.ioiiiiiaiiiiiian, 1
issued to go to the scene NOerie 0 =>113
of the crime before the
police went to the scene
of the crime?
111 | Date instruction was first
issued to go to scene of Y Y S
crime: Y Y Y'Y MM D D
112 | Total no of times
instruction issued times
113 | Did the police collect YeS.oiiiiiiaiiiiin, 1
finger prints? NO..oooiiiiiiiiian e 0
114 | Were forensic Specimens | Yes.......oeveveriniieriiieinnnns 1
sent to the Forensic NO. o 0 =>116
Science Laboratory (FSL) | No J88 completed ............... 2 =>
in Pretoria? J88
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115 | When were the forensic

specimens sentto thelab? | /|
Y Y YY MM DD
116 | Was a blood specimen YeS i 1
obtained from the N0ttt 0 =>118
suspect? No J88 completed ............... 2 =
J88
117 | When was the blood
specimensenttothelab? | ([
Y Y YY MM DD
118 | Was an instruction issued | Yes........cocoeuvnennn.. 1
first before forensic NO. e 0 =>121
specimens were sent to
the Forensic Laboratory
for DNA analysis (or not
sent)?
119 | Date instruction was first
issued: Y S
Y Y YY MM DD
120 | Total no of times
instruction issued/noted times
121 | Was the forensic evidence | Yes........cccevvnennnn. 1
ever lost, damaged or NO oo 0
destroyed?
Section 10: DNA evidence: This will be found in a report from the Forensic Science Laboratory, Pretoria
122 | Isthere areport fromthe | Yes......cocoiiiiiinininnnnnen, 1
Forensic Science NO- e 0 =>
Laboratory in Pretoria? J88
123 | Was DNA evidence found | Yes.......ocoeviviiiniiiieinnnn. 1

on a genital swab?

NO. e 0
124 | Was DNA evidence found | YeS......oooiviiiiiiiiiiinn... 1
on an ano-rectal swab? NO. 0
125 | Was DNA evidence found | Yes.......cooovviiiiniiiiniinenn.n. 1
on a sanitary NO. e 0
towel/tampon?
126 | Was DNA evidence found | Yes.......coooovviiiniiiniinnnn.n. 1
elsewhere?
Specify
NO. i 0
127 | Was DNA evidence found | Yes........ocooovviiniiiniininn.n. 1
on panties? NO. i 0
128 | Did STR-profile obtained | Yes......coooviviiiiiiiiiiiiiiiiieeeeen 1
from the swab match the No/ Unknown ...........coooeeviiiniiiininnn. 0

STR-profile of suspect
(control blood sample for
XY)?
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Section 11: MEDICO-LEGAL EXAMINATION

REPORT BY AUTHORISED MEDICAL PRACTITIONER ON THE COMPLETION OF A MEDICO-LEGAL

EXAMINATION 1
(388) . . . .
To be completed in legible handwriting and signed on every page

A DEMOGRAPHIC INFORMATION
1. Police station 2. CAS number 3. Investigating Officer Name and Number 4.Time Day Month  Year

DO NOT COPY XXX DO NOT COPY NAME or NUMBER XXXXXX LA I Y )

XXXX XX XXX XXXX ),9.9,9.9.9,9.9,.9.0.9,0.9,9,.0.9,0.9,.9,.0.9,0.9.90.0.9,0.9,.90.¢

X XX
5. Name of Medical Practitioner DO NOT COPY XXXXXXXXXXXXXXXXXXXXXXXXXXX ;or stamp
6. Registered qualifications address or stamp
7. Phone number DO NOT COPY

0:9,9,9,9.9,0.9,9,9,9,9.9,9,9.9,9.9,9,0,9,0.9,9,0.9,0.0,9:0,9,0.0,0,0,9,04

8. Fax number DO NOT COPY
1. 9,9.9,.9.9.9.9.9.9.9.9.9.9.9.9.9.9.9.9.9.9.0.9.0.0.9.0.0.9.9,9,.9.9,9,9,0,4

9. Place of examination

11. Full names of person examined DO NOT COPY NAME 12. Sex M FD D Date of Birth/Apparent age
DOES FIRST NAME MATCH FIRST NAME ON DOCKET? YES1 NOO

DOES LAST NAME MATCH LAST NAME ON DOCKET? YES1 NOO AGE ONLY

B GENERAL HISTORY

1. Relevant medical history and medication

C GENERAL EXAMINATION

1. Condition of clothing

2. Height 3. Mass 4. General body build

5. Clinical findings in every case the nature, extent of the abrasion, wound or other injury must be described and noted together with its probable date
and manner of causation. The position of all injuries and wounds must also be noted on the sketches

6. Mental Health and emotional status

7. Clinical evidence drugs and alcohol

8. CONCLUSIONS

10. Signature of Medical Practitioner
(Circle yes if there is a signature and no

if there is not)

Yes1NoO
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Form 7.2: Form J88

Page 2 of 4

D HISTORY IN CASE OF ALLEGED SEXUAL OFFENCE
1. Age of menarche | | 2. Number of pregnanciesl | | 3. Number of deliveriesl | | 4. Duration of pregnancy (if applicable) | | |Weeks
5. Contraception (indicate with X) Yes D No |:| 7. First date of last menstruation

6. Method and last date of application/ingestion

8. Duration of period D] 9. Duration of cycle D]

10. Date and time of last
intercourse with consent

11. Number of consensual sexual 12. Condoms Yes |:| No |:|
partners during last 7 days

13. Since the alleged offence took place,
has the person (indicate with X)

bathed |:| washed |:| douched |:| showered [l urinated |:| changed clothing |:|

E GYNAECOLOGICAL EXAMINATION (State clinical findings)

1. Breast development: Tanner stage 1 -5 |:|

2. Pubic hair: Tanner stage 1-5 D 3. Mons pubis

4. Clitoris

5. Frenulum of clitoris

6. Urethral orifice

7. Para-urethral folds

8. Labia majora

9. Labia minora

10. Posterior fourchette:scarring:

tears:

bleeding:

increased friability:

11. Fossa navicularis

12. Hymen: configuration

13. Opening diameter (mm):  Transverse D] Vertical D]

14. Swelling 15. Bumps 16. Clefts

17. Fresh tears (position) 18. Synechiae 19. Bruising

20. Vagina: Number of fingers admitted bleeding: tears:
discharge:

21. Cervix: erosion: discharge:
bleeding: other:

22. Perineum

F SAMPLES TAKEN FOR INVESTIGATION
1. Forensic specimens taken: Urine sample for pregnancy test  Positive D Negative D Seal number of Evidence Collection Kit:
Yes 1No O
2. Specimens handed to: Name: Rank and force number:
Yes 1 No O Yes 1 No O

Signature:

Yes 1 No O

3. CONCLUSIONS

10. Signature of Medical Practitioner

Yes 1 No O
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Form 7.2: Form J88

G ANAL EXAMINATION (State clinical findings)
SKIN SURROUNDING THE ORIFICE

1. Hygiene 4. Abrasions 7. Redness / erythema

2. Pigmentation 5. Scars 8. Bruising / haematoma

3. Fissures / cracks 6. Swelling / thickening 9. Tags

ORIFICE

10. Tears / fissures 13. Reflex dilatation 16. Twitchiness / winking

11. Swelling / thickening of rim (tyre sign) 14. Shortening / eversion of anal canal 17. Discharge

12. Funnelling 15. Cupping

DIGITAL EXAMINATION
18. Presence of hard faeces in rectum 20. Thickening of anal verge

19. Laxity (pressure on anal orifice) 21. Tone (sphincter grip)

22. CONCLUSIONS

\ MALE GENITALIA

1. Genital develo t: Tanner stage 1 -5 |:| 6. Pubic hair: Tanner stage 1 -5 |:| 11. Prepuce and frenulum

2. Glans Shaft

3. Testes Epididymus

4. Ulceration 9. 14. Smegma

5. Presence of faeces 10. Circumcisiol 15. Urethral orifice

16. CONCLUSIONS

®

EMATIC DRAWING OF FINDINGS

10. Signature of Medical Practitioner

Yes 1 No 0

301



Section 12: Withdrawals. Police investigation stage - Cases may be withdrawn by both the police and the
prosecution. If the case was withdrawn by the police, then there will be only an SAPS stamp in the bottom left
hand corner of the front of the docket. If it was withdrawn by the prosecution there should be a second stamp
for the prosecution services above the police stamp. This first section refers to withdrawals at the investigation
stage (where there is only the police stamp). To find this information read the investigation diary, the front of
the docket and the statements attached to the inside left cover.

129 | Did the police withdraw D G 1
the matter? NO ottt i, 0 =>133

130 | On what date was the
charge (case) withdrawn? | [/ |

Y Y YY MM DD
131 | Why did the police Perpetrator untraceable ..............oviiiiiiiiii e 1 | =>133
withdraw the charge? Victim untraceable (has left address given to SAPS).. ......ccooivivininnnnnn, 2

No evidence Of Tape... ....eeieiii e e 3 | =133
False allegations ............ccoiiiiiiiiiiiiinie e d | =133
Victim too traumatiSed .........c.oiiriiiiniitiii e 5 | =>133
Pressure from victim’s guardian/caregiver /parent ..................coeeeenenn 6 | =>133
Families of accused and victim have resolved the matter..................... 7 | =>133
Victim and accused have resolved the matter .......................ccoiini 8 | =>133
Victim wants to get on with her life..................o.o 9 | =>133
DOCKEL LOSE ..o 10 | =>133
Other ... LD | Z5133
Specify:

UNKNOWIL L.ttt et e et e e e e e e e enanaes 12 | =>133

132 | The victimwas saidto be | a) Doesnotreturncalls................coooiiiiiiniiiiiininiinn.. a) Yes 1 No 0
untraceable because: b) Moved without leaving her new address....................... b) Yes 1 No 0

¢) Provided incorrect number/address...................oeuennnen. ¢)Yes 1 No 0
A)Other... oo d) Yes 1 No 0
Specify

133 | How many efforts were [ 111
made to contact the Unknown............oooeueenne. 2
complainant? (this
includes telephone calls
as well as visits to
addresses)

134 | Date of first attempt to
contact/trace the victim Y Y S

Y Y YY MM DD

135 | Date of last attempt to

contact/trace the victim Y Y
Y Y YY MM D D

136 | Was there an instruction ) G T 1
issued to contact the NO. e 0 =>138
complainant?

137 | Total no of times
instruction issued/noted times

138 | Was a withdrawal D G 1
statement included inthe | No...........coevenen 0
docket (this should have
been made by either the
police or the victim, or
her parents/guardian?)

139 | If it was said that the a) Victim said she is a sex worker......................oooeeenine. a) Yes 1 No 0
allegation was b) Victim says she was not paid...............ccocveviviiiniinn.n. b) Yes 1 No 0
unfounded/false, what ¢) Victim having illicit sex with someone she should not....... ¢) Yes 1 No 0
was the reason given for A) OhET oo d) Yes 1 No 0
making a false allegation?

Specify:
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140

Please write your
comments regarding the
false allegation — is there
anything else in the
docket that suggests the
victim may have been
pressurised into saying it
her allegation was false

Section 13: State declines to prosecute, or “nolle prosequi” (this happens after the police have referred
the case to the NPA but before the trial has started). If there is a second stamp on the front of the docket
from the courts/prosecution services, then this means that they are responsible for the decision not to continue.
You might also have to read the investigation diary as well to double-check this.

141 | Did the NPA decline to YeS.oiiiiiiniiiiien, 1
prosecute the matter after | No.................... ... 0 =>144
they received the docket
from the police?
142 | On what date was this
decision made? Y Y
Y Y YY MM DD
143 | What was the reason for Insufficient eVIAence ...........coouiiiuiiiii i 1
declining to prosecute? Unlikelihood of obtaining further evidence...............c.cocevviiininininnn.n 2
WIONg aCCUSE. .. .ot 3
Complainant diSaPPEaArS. ........oveureririne ettt eereeeareeeenaenns 4
DOCKEE 10St. ...t 5
Witness(€8) diSAPPEAL. ... .vvtit ettt eanenns 6
] T <) o ) 7 7
Complainant declines to CO-operate............co.eviviiiierireiiniereiianennn, 8
Guardian of minor complainant unwilling to co-operate....................... 9
Assessment that complainant is an incompetent witness ..................... 10
Families of accused and victim have resolved the matter..................... 11
Victim and accused have resolved the matter ...........................o.... 12
Victim wants to get on with her life.............................l. 13
OtheT .. 14
Specify:
L8581 1T} T 15

COURT PROCESSES

Section 14: Charges [THIS REFERS TO WHEN THE SUSPECT IS FORMALLY CHARGED IN COURT]

144

On what date was
the accused charged

in court? Y Y YY MM DD

145

What was the Rape

accused charged in | Attempted RAPE .....oviviririiiiiiii e 2

court with in
connection with the
rape?

146

Number of other [ 11
charges brought
against the
accused?

] 00 if none

If none
=> 148

303




147 | Specify the other Q) RODDETY... ..o a)Yes1l NoO
charges brought b) Hijacking.........coooviiririiii e b) Yes 1 No O
against the c) Attempted murder...........ocoiviiiiiiii s e ¢)Yes1 NoO
accused? d) ADUCHION. ...t e d)Yes1 NoO

e) Pointing a firearm................coooiiiiiiiii e) Yes1 NoO

£) ASSAUIL ... f) Yes1 NoO
) Other ...vnii g) Yes1 NoO
Specify:

Section 15: Bail

148 | On what date was the
bail hearing? I S S

Y Y YY MM DD

149 | Is a bail statement Yes.oooiiiniiiiiin, 1
included in the NOoeeiei 0
docket?

149 | What did the [ 111

b Investigating Officer
recommend?

150 | Did the investigating | Yes..........cccevvnnnn.. 1
officer oppose bail? NO. oo 0

151 | Was the accused Yes.oooiiiniiiiiin, 1
granted bail? NO oo 0 =>154

152 | How much was bail
posted at? R

153 | What were the A) NODIC. ..ot a)Yes 1 NoO
conditions attached to | b) No contact with complainant.......................coeee cennene, b) Yes 1 No O
the bail? ¢) Report to police station at specific times................ ......... ¢)Yes1 No0

d) Not to leave the province/country...............coooeviieiin. d) Yes1 No O
e) Not to destroy or interfere with evidence............... ......... e) Yes1 NoO

Section 16: Plea and sentence agreements (Plea bargains)

154 | Was a plea and YeS.oiiiiiiinianainn, 1
sentence agreement | No.............c.evene . 0 =>157
entered into?

155 | If yes, what did the | a) Attempted rape.........coeveieinineiiiiiiiiiieeee e, a)Yes1 NoO
perpetrator plead b) Indecent assault............coooiiiiiiiiiiii b) Yes 1 No O
guilty to? ¢) Common assault............coeiiiiiiiiiiiii e ¢)Yes1 NoO

d) Sex With @ minor ........cocviiiiiiiii i d) Yes 1 No 0
€) Other ..o e)Yes1 NoO
Specify:

156 | What was the Q) FINe. ... a)Yes1 NoO
sentence handed b) PriSOn SENtENCE. ... .ouiviititiniiit e, b) Yes1 No 0O
down? ¢) Suspended prison SENtENCE. ... ..vuverrerineeriereeenis cenaannnans ¢)Yes1 NoO

d) Correctional SUPEIVISION. ... ...vvuiiris cereeeenateeereeenenenn, d) Yes1 No 0
B) OFNer oo e) Yes1 NoO
Specify:
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Section 17: Venue of Trial [Check list of specialist sexual offences courts in manual]

157 | Atwhat court was | Regional court.............ooiiiiiiniiiiiiiiiiienn, 1
the trial held? High court........oooiiiiiii e 2
Specialist Sexual Offences facility.................c.oueneee. 3
158 | Name of court? [ 101
Section 18: Plea
159 | What plea did the GUILLY . e 1
accused enter for NOt GUIILY ..o 2
the rape? Did not plead. .....uuiuirieiiiiiiieiii e 3

Section 19: Dismissals and withdrawals from the court roll — this is different to the police withdrawing the charge
or the prosecution declining to prosecute (“nolle prosequi”). This refers to when the prosecutor withdraws the
case for further investigation. Check the investigation diary for comments from the prosecutor to the detective

(10/0B).
160 | Did the prosecutor | Yes........covvuvnennnn. 1
withdraw the case | No.........cooevnnnn e 0 =>164
from the roll at any
stage?
161 | Date when the
prosecutor Y Y
withdrew case Y Y YY MM DD
from roll
162 | If the prosecutor YES it 1
withdrew the No/Unknown...............c.oe. ... 0 END
matter, was it
placed back on the
roll?
163 | Date matter was
placed backonthe | /|
roll Y Y YY MM DD
164 | Did the magistrate | Yes....cocovvviririniniiiininininnn, 1
dismiss the case or | No/Unknown.................... ... 0 =>169
strike it from the
roll at any stage?
165 | Why was the €ase | DOCKEt 10St..........iuinii e 1
dismissed or struck | Complainant failed to appear in CoOUrt...............ccovviiiiiiiiiniiiiienenann.n, 2
off the role? Witness(es) failed to appear in COUrt...........oooviiririiiiiiiiiiiieeeeiinns 3
Witness(es) not summonsed/subpoenaed..............cooevviiiiiiiiiiiiiniiinnn. 4
(0111 U 5
Specify
UNKNOWIL. ... e i 6
166 | On what date was
the case dismissed | ([
or struck off the Y Y YY MM DD
roll?
167 | If the matter was D G 1
dismissed or struck | No............ccceveen .. 0 END
from the roll, was it
placed back on the
roll?
168 | Date matter was
placed back on the / /

roll
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Section 20: Witnesses

169 | Which prosecution | @) VACtM.........oiuiiiii e a)Yes1 NoO
witnesses were b) WiItNeSS t0 TAPE. . ...vuvninieieieititetetiieieieeteen e aeeeeaaas b) Yes1 No 0
served with C) First report Witness. .........oiniiei e e ¢)Yes1 NoO
subpoenas? d) Medical €Xpert.........vvuininiriritiieee e d)Yes1 No0

e) Intermediary.... ..ot e)Yes1 NoO
f) Parent/guardian. ... f) Yes 1 No O
€) Other eXPert.....o.vvriiii i g2)Yes1 NoO
Specify:

) POLICE. ..t h) Yes 1 No 0
D) Other ..ue e i) Yes1 No0
Specify:

Section 21: Outcome of case

170 | On what date did
the court reach a Y Y
decision? Y Y YY MM DD

171 | In relation to the GUIILY . . 1
rape charge, was Not guilty/acquitted..........coevviiiiiiiiiiiieeeen, 2
the accused found: | Discharged in terms of Section 174.............cceevvivennn.n 3

Matter stopped by the prosecution in terms of Section 6....4

172 | If found guilty, OF | Rape......oviviriiiii e 1

what offence? Attempted Rape .......ooviiiiii 2
SeX With @ mMINOr .....o.ivuiiiiiii e 3
(0111 S S 4

Section 22: Sentence for rape alone [do not write down sentence given for any other charges]

173 | On what date was
sentence handed Y S
down? Y Y YY MM DD

174 | Was the case YeS. oo, 1
transferred to the NOoiee 0
High Court for
sentencing?

175 | What type of @) IMPriSONMENt ......o.ivtiiiii e a)Yes1 NoO | =>176
sentence did the b) Correctional SUPErVISION. .. ......ovvvuinieinitiririiiieerereneeene b) Yes I No O | => 177
accused receive? c) Suspended SENtENCE. ......ovviininieietereieieiieeeeieaenn, ¢)Yes1 NoO | =>178

A)FINe.....coiiiiiii i) YEes T NO O | => 179
€) Other L. e)Yes1 No0O | =>180
Specify:

176 | What was the [ 11 1
effective period of
imprisonment?

177 | How many years of [ 11 1

correctional
supervision did the
accused receive?
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178 | How many years of [ 1]
the sentence were
suspended?

179 | What was the [ 101
amount of the fine?

180 | Other Specify how this is to be served (i.e. attend therapy for three months)

Section 23: Post-trial

181 | Did the accused appeal | Yes..........coeeveven.n. 1
against the conviction? | No.................... ... 0 =>183
182 | What was the outcome | Conviction upheld................oooiiiiiiiiiiiiii 1
of the appeal? Conviction overturned...........ccoovvviiririiiiiiieieeiinieanen. 2
Appeal still in Progress. .......ooevuevriieerieeiiiiiniaieinannennnnn, 3
183 | Did the accused appeal | Yes.........coevenennn. 1
against the sentence? NO.coieiiieiaae o 0 END
184 | What was the outcome | Sentence upheld..............cooviiiiiiiiiiiiiiiieea, 1
of the appeal? Sentence overturned.............oooeiiiiiiiiiiii e 2
Appeal still in Progress. .......ooeeeeeeeiieeeiiiiaiiiiinannnans 3

Please indicate if you think the police have made a special effort with this case and note down ANY other
information in the docket that you found interesting, wanted to comment on etc:
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ANNEXURE G. STUDY 3: DATA CODING SHEET FOR MEDICO-LEGAL (J88)

FORM
Questionnaire Number:
Police Station:
Medico-Legal Evidence
200 | Missing J88 Attempted rape............oeviiiiiinnn... 1
J88 destroyed in court................... 2
Reason unknown........................ 3
J88 not completed...................... 4
Other........oooviiiiiiiiiiiiann, 5
201 | Time J88 completed [ ] [ ] ) [ ] [ ]
202 | Date completed / /
DD MM YYYY
203 Medical examiner MBCHB.......coiiiiiti e 1
Higher than MBCHB..........ccocoiiiiiicee 2
MP Registration number ........................o..... 3
NUISE. ..o 4
Oter O 5
204 | Place of examination HOSPItal ....vviiiieiceeeeee e 1
(0 1S TR 1 1 15 ¢ 2
Health Centre .........ccooooiiiiiiiiiie, 3
Private GP OffiCe ....coevveiviivcicr e, 4
Other 5
205 | Patient’s first name matches name on docket YeS. oo, 1
NO...ooviiiiiiee o 0
206 | Patient’s last name matches name on docket YeS. oo, 1
NO...oooviiiiin 0
207 | Patient’s age matches age on docket Yes..ooiiiiiiiiin, 1
NO. oo 0
Uncertain................ 2
208 Relevant medical history, medication or Nonerecorded...........coovvviiiiiiiiiiinn 1=>211
disability: Details of rape .........cceveveviiiiiiiiiinnn. 2 >211
Anything relevant mentioned.................. 3
No relevant history..........ccoveeiiiiinan.... 4
209 | Medication:
a) Anti-depressive Q) YeS..ooiviiiiiiinn. 1
NO it 0
b) Anti-psychotic Tranquilizer b) Yes..oooovveniiininnn. 1
NOtvi 0
c) Other psychiatric C) YeSeuioiiiiiininaninnnn. 1
NOeeveiie 0
d) Epileptic d) Yes.ooooovviiiiiininns 1
NO. oo 0
e) Contraceptive ) YeS. oo 1
NOciteiin e 0
f) HIV-related DYes...oooooeiiiiiiia.. 1
NOcteeiiin e 0
g) Other ) YeS it 1
NO et 0
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210

Disability:
a) Physical

b) Hearing impairment
¢) Visual impairment
d) Intellectual

e) Learning disability

f) Other

211

Details of the rape are recorded

212

Condition of clothes recorded?

Torn / missing from rape.........cccoceeeviienenen.n. 1
Good /neat /normal /clean........................... 2
Stained / otherwise dirtied................cccovvinnn 3
Changed........c.oovviiiiiiii 4
Notreported ......o.ooeiiiiiiiiiien 5

Other 6
(specify)

213

Height

[ 10 I lcem

214

Mass

[ 10 I[ lkg

215

General body build

Other 7
(specify)

216

Emotional state at initial contact:

Tearful/distressed .........ccooeiiiiiiiiiiiinnn. 1
Calm/mumb ..o 2
Hysterical ..........coooviiiiiiiiis 3
Suicidal ..o 4
Normal / good / stable /age appropriate ............ 5
ANGTY oo, 6
Nervous/anxious/ scared / worried.................. 7
Depressed / withdrawn.................cocoeeini. 8
Distracted / slow to anSwer............c.ovveevvennnn. 9
Notrecorded ....cc.ovviviiiiiiiiii 10

Other 11

217

Patient was under the influence of alcohol /
drugs

Drunk/drugged ...........coooiiiiiiii 1
SODET .o 2
Not completed .........coovvviiiiiiiiiiiiian, 3
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218 | General examination conclusions: Raped.....cooiiii 1
Does not exclude rape / possible rape................. 2
THIS QUESTION IS ONLY ASKING ABOUT | Injuries are consistent with history of rape............ 3
REFERENCE TO RAPE IN THE No evidence of rape ..........oceoeviiiiiiiiiinnnnnn. 4
CONCLUDING STATEMENT Statement makes no reference to rape ................ 5
Only ‘alleged rape’ stated ..............cocooevieene.n. 6
No concluding statement ..................c.oeoeieene.n. 7
Other ... 8
Specify
219 | Location of general body injuries: a) Face................... Yes 1 No 0
b) Eye.oovvvvvviiiinnni, Yes 1 No 0
C) Ear...........ooeini Yes 1 No 0
d) Mouth................... Yes 1 No 0
e) Head - other.......... Yes 1 No O
f) Neck.......oovevnnnnn. Yes 1 No O
g) Thorax.................. Yes 1 No 0
h) Abdomen............. Yes 1 No 0
i) Back................... Yes 1 No 0
j) Buttock/side of pelvis.Yes 1 No 0
k) Upperarm............ Yes 1 No 0
) Lowerarm.............. Yes 1 No O
m) Hand................... Yes 1 No 0
n) Upper leg............. Yes 1 No 0
0) Lowerleg............. Nes 1 No O
p) Foot.........ocevvinnnnns Yes 1 No 0
g) None...........oooevenines Yes 1
220 | Types of injuries a) Gunshot...............ooooeiiiiinl, Yes 1 No O
b) Laceration (stab) ............... ... Yes 1 No 0
IF ANY MENTIONED IN 219 )Bum ... Yes 1 No O
d) Strangulation....................... Yes 1 No 0
e) Scratches/abrasions/tears ......... Yes 1 No 0
f) Bruising........c.covvveeiiiinn. Yes 1 No O
g) Bruising from being tied up....... Yes 1 No 0
h) Tenderness/pain................... Yes 1 No 0
i) Scars ? from assault................. Yes 1 No 0
i) Other Yes 1 No O
(specify)
221 | Correlations between general body injuries Complete correlation....................coeevene. 1
mentioned and diagrams One difference...........cccovviiiiiiiiiiiinn.. 2
2-3 differences.........oooeveviiiiiiiiiiiiii 3
IF ANY MENTIONED IN 219 More differences............coooeveiiiiiiininnnin.. 4
Nothing marked on diagrams....................... 5
History of alleged sexual offence
222 | Age at menarche [ 10 ] No menarche....... 50
223 | Number of pregnancies [ ] [ ]
224 | Was patient using contraception? Contraception..........cocvevuiuiineniinincnen.. 1
No contraception............c.oeeeveeviinnnnnn. 2
Menopause / Hysterectomy........ .... ......... 3
Not completed .......cooeeiiiiiiiiiiiiinnn... 4
225 | Was patient menstruating at time of rape? Yes LMP=or<day 5..........ccccevviuvinannnnn.. 1
Yesblood PV......ooooii 2
NO 3
Notcompleted ...........coovviviiiiiiiiiinninn... 4




226 Date of last consensual sex Within 24 hours of rape...............covveiiinnnn. A
2-5 days before rape...........coovviiiiiiiiiniiinn . 2
6days- 2 weekS. ... 3
Over 2 weeks but less than 3 months....... ......... 4
3 months ago Or MOre.........ovvvueiiiiit ceennn 5
After rape.....oovieiiii i 6
Not completed .........ooooeiiiiiiiiiiie, 7
Never consensual sex/ Virgin...........c.ceoeeuene... 8
227 | Number of consensual partners in last 7 days [ ]
228 | Were condoms used? Y S ettt 1
NO e 0
Not completed ........ovvviiiininiiiiiiiiiaiannnn.. 2
228a | J88 includes “condom used in rape” Y S ittt 1
NO o 0
229 | All boxes for questions 229 — 234 are blank Y S ettt 1
a NO o 0
229 | Has the patient bathed since the offence? Y S i 1
NO e 0
Not completed ..........oovviiiiiiiiiiiniiiinn... 2
230 | Has the patient washed since the offence? Y S it 1
NO e 0
Not completed .........coovvviiiiiiiiiiiniiiiann... 2
231 | Has the patient douched since the offence? Y S it 1
NO e 0
Not completed .........coovviiiiiiiiiiiiniininnn.. 2
232 | Has the patient showered since the offence? Y S ettt 1
NO Lo 0
Not completed ......oveuiuiiiniiiiiiiniiiiiiininns 2
233 | Did the patient urinated since the offence? Y S ittt 1
NO o 0
Not completed ......oveviiiiniiiiiiiiiiiinens 2
234 | Did the patient changed clothing since the Y S et 1
offence? N0 it 0
Not completed .......cooviiieiiiiiiiiiiiin... 2
235 | Tanner stage breast development [ ]
236 | Tanner stage pubic hair [ ]
GYNAECOLOGICAL EXAMINATION
237 | Location of external genital injuries: a) Clitoris.................. Yes 1 No 0
b) Frenulum of clitoris... Yes 1 No 0
¢) Urethral orifice......... Yes 1 No 0
d) Para-urethral folds.... Yes 1 No 0
e) Labia majora........... Yes 1 No 0
f) Labia minora........... Yes 1 No O
g) Posterior forchette..... Yes 1 No 0
h) Fossa navicularis...... Yes 1 No 0
i) Perineum................ Yes 1 No 0
j) None........oocevvnennnn. Yes 1 No O

311




238 | Types of injuries a) Gunshot........................ Yes 1 No O
b) Laceration (stab) ......... ... Yes 1 No O
IF ANY MENTIONED IN 237 c)Bumn ... Yes 1 No 0
d) Scratches/abrasions/tears ...Yes 1 No 0
e) Bruising...............ee..ll. Yes 1 No O
f) Haematoma...................... Yes 1 No O
g) Tenderness.................... Yes 1 No 0
h) Scars ? from assault.......... Yes 1 No 0
i) Bleeding seen.................... Yes 1 No 0
j) Redness/ inflammation....... Yes 1 No O
k) Other Yes 1 No O
(specify)
239 | Location of internal genital injuries: a) Hymen...... Yes 1 No 0 Notdone 2
b) Vagina...... Yes 1 No 0 Notdone 2
c) Cervix......... Yes 1 No 0 Notdone?2
240 | Types of injuries a)Gunshot..................oool. Yes 1 No 0
b) Laceration (stab) ............... ... Yes 1 No 0
IF ANY MENTIONED IN 239 cBum ... Yes 1 No O
d) Scratches/abrasions/tears ......... Yes 1 No 0
e) Bruising...............ccceeinnl. Yes 1 No 0
f) Haematoma........................... Yes 1 No 0
g) Tenderness..............ccooeeeenn o Yes 1 No 0
h) Scars ? from assault................ Yes 1 No 0
i) Bleeding seen............ccc........ Yes 1 No 0
j) Redness/ inflammation....... ... Yes 1 No 0
k) Hymen swelling noted............. Yes 1 No 0
1) Hymen clefts noted ................. Yes 1 No O
m) Other Yes 1 No O
(specify)
241 Discharge from vagina/cervix WHhite. ... 1
Appearance of recent ejaculatory fluid............... 2
Coloured / offensive............coovvviiiiiiiininnennn 3
NONE. .. 4
NO MENtION. ... eteeeiiie e 5
Y S ettt 6
241 | Evidence of STI ) T 1
a NO o - 0
242 | Forensic specimen collected — presence of Y S e 1
evidence collection Kit seal DAL T 0
243 Pregnancy test POSItIVE ..vintiiiii e 1
NEAtIVE .iviiritiiiie e 2
Pre-menarche/Hysterectomy/menopause............. 3
Notreported ........cooviiiiiiiii i 4
244 | Specimens handed to police: a) Name...................... Yes 1 No 0
b) Signature.................. Yes 1 No 0
¢) Forceno................. Yes 1 No 0
245 | Concluding statement from gynaecological Does not exclude rape ............oevvviviiiinnnn. 1
exam: Injuries consistent with rape / suggested rape.........2
Genital INJUries. .. ....ocvveviiiiniiiiiiii e, 3
NO INJULIES. . et 4
No evidence of rape ..........ccooviieiiiiiiiiiiiinnn. 5
Rape/ sexual assault................ooooiiiiiiiiii 6
Evidence of penetration/ sex intercourse............. 7
Sexually active............ooooiiiiiii 8
Alleged rape........o.euiiiiiiiii 9
No concluding statement ............................ .10
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246 | Correlations between genital injuries mentioned | Complete correlation...............coeoeuvvieienen... 1
and diagrams One difference...........cccoeveviiiiiiiiiiiiicnnnn.. 2
2-3 differences.........ccooeoviiiiiiiiiii 3
IF ANY MENTIONED More differences.............cooeviiiiiniiiiinnan.n. 4
Nothing marked on diagrams......................... 5
Anal examination — skin surrounding orifice
247 | Anal examination completed Y S 1
N Ot 0 —>251
248 | Anal findings: a) Skin surrounding orifice. Yes 1 No 0
b) Orifice injury............... Yes 1 No 0
¢) Sphincter tone finding.. Yes 1 No 0
d) Discharge................... Yes 1 No 0
249 | Types of injuries a) Swelling........c.coeveviiiiiinnn.n. Yes 1 No 0
b) Laceration (stab) ............... ... Yes 1 No 0
IF ANY MENTIONED IN 248 c)Burn ... Yes 1 No 0
d) Scratches/abrasions/tears ......... Yes 1 No 0
e) Bruising...............ccool Yes 1 No 0
f) Haematoma........................... Yes 1 No 0
g) Tenderness..............c..co..n. Yes 1 No O
h) Scars ? from assault................ Yes 1 No 0
i) Bleeding seen........................ Yes 1 No O
J)Redness..........cooviiiiiiiii, Yes 1 No 0
k) Other Yes 1 No O
(specify)
250 | Anal examination concluding statement: Does not exclude rape ..........c.coeveeenennincnenen. 1
Injuries are consistent with rape...................... 2
Anal iNJuries..........oooeviiiiiiiie 3
No evidence of injuries..............ocoeeeeiineane... 4
No evidence of rape ...........cooeiveieiiniiinan.. 5
No concluding statement ................c.ooeneennn. 6
Other ..o, 7
Specify
251 | J88 also completed for perpetrator
Y S et 1
N O ettt 0
252 | Were the conclusions justified by the J88
evidence? D T PP 1
NOL e 0
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ANNEXURE I. SUMMARY FINDINGS OF HEALTH SYSTEM MODELS OF CARE

Author,
Date, Title

Basu &
Ratcliffe al
(2014).
Developing
a
multidiscipli
nary
approach
within the
ED towards
domestic
violence
presentations

Population,

Interventions,

setting and Study Comparators

design

Population:

Patients (males
and females)
accessing the
Emergency
Department

Setting:

Northern General
Hospital,
Sheffield, UK

Study Design:

Pre-post
intervention
design (without
historical cohort)

Intervention:

Form with rapid
assessment tool,
flow pathway,
contact details; two
advocates,
intensive training
for permanent staff
and 2 hour training
for rotating staff;
electronic coding
system for
identification of
patients

Comparator:

None

Sample size,
characteristics of
participants, and

assault characteristics

Sample size:

Not stated

Characteristics of
participants:

Not stated

Assault characteristics:

Not stated

Outcome Assessment:
Domains/Instruments, data
sources, time-scale and
follow-up rates

Instrument:

Not stated

Data source:

Not stated

Time scale:

Pre-intervention: July 2010 —
July 2011

Intervention: Not stated

Post-intervention: July 2011 —
July 2012

Follow-up rate:

Not applicable

Outcome Results

Referrals:

Pre-intervention (referral to
social worker): 1
Post-intervention (referral to
advocate): 121

(No p value)

Quality of
Evidence

Low

Men and women
in sample, no
sample size for
referrals, outcome
assessment poorly
described with
poor
methodology, no
significance tests,
overlapping
assessment
periods with date
of intervention
being unclear
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Author,
Date, Title

Coyer & et
al (2006).
Screening
for Violence
against
women in a
rural health
care clinic.

Population,
setting and Study
design

Population:

Women over the
age of 18 yrs who
were treated at a
rural clinic

Setting:

Rural community
health clinic in the
Midwest, USA

Study Design:

Pre-post
intervention
design (without
historical cohort)
was used for the
record review

Interventions,
Comparators

Intervention:

In-service training,
history form
included ‘abuse’ as
a health risks,
screening included
in paper form as
well as to the
electronic medical
record system,
policies developed,
health information
and posters

Comparator:

No control group

Sample size,
characteristics of
participants, and
assault characteristics

Sample size:

Jan-Dec 2000: 1 690
records

Jan-Dec 2002: 859
records

Characteristics of
women identified with
abuse:

Age: Mean 45.5 yrs
(Range 27 - 57 yrs)
Ethnicity: 2 Hispanic, 4
Caucasian

Assault characteristics:

Abuse, rape, assault,
battery, altercation,
fight, argument or
domestic violence

Outcome Assessment:
Domains/Instruments, data
sources, time-scale and
follow-up rates

Instrument:

Not described.
Data source:

Medical records of women seen
in the clinic over the study
period.

Time scale:

Pre-intervention: Jan - Dec
2000

Intervention: Not stated
Post-intervention: Jan - Dec
2002 (6 months after
intervention)

Follow-up rate:

Not applicable

Outcome Results

Referrals:

Pre-intervention: 0 (0%)

Post-intervention: 5 (0.6% of

total sample, 6 women
identified with abuse)

(No p value)

Quality of
Evidence

Low
Observational
study. No
statistical
significance levels
provided.

Pre- post
intervention
without a
historical cohort,
no control group
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Author,
Date, Title

Fanslow &
Norton
(1999) One
year follow
up of an
emergency
department
protocol for
abused
women

Population,
setting and Study
design

Population:

Women aged 15
years and older
presenting to
Emergency
departments (ED)

Setting:

ED in two public
sector hospitals in
Auckland, NZ,
offering 24 hrs
care.

Study design:

Pre-post
intervention
design (without
historical cohort)
using retrospective
review of
randomly sampled
records

Interventions,
Comparators

Intervention (at one

Sample size,
characteristics of
participants, and

assault characteristics

Sample size:

ED):

1-4hoursin
service training
plus 3 afternoon
sessions with
police, refuge and
1 on cultural
issues; distribution
of protocol and
printed forms for
risk assessment,
documentation and
referrals; staff
nurse appointed to
publicise the
assistance of staff
nurses, to train new
staff, and develop
referral linkages

Comparator:

Standard care
provided at ED at
comparison
hospital

10 961 records
reviewed in both
hospitals for all time
periods (pre-
intervention, post-

intervention and follow-

up)

Characteristics of

Not stated

Assault characteristics:

Not stated but physical

assault and sexual
assault by spouse
boyfriend or ex-

boyfriend implied

Outcome Assessment:
Domains/Instruments, data
sources, time-scale and
follow-up rates

Instrument:

Not stated

Data sources:

Medical records

Time scale:

Pre-intervention: October - Dec
1992

Intervention: Not stated
Post-intervention: Oct - Dec

1993
Follow up: Oct - Dec 1994

Follow-up rate:

Not applicable

Outcome Results

High intervention (>2 out of

9 interventions that are listed

below were provided):

Pre-intervention:
Intervention: + 11%
Control: + 23%

P value 0.05

Post-intervention:
Intervention: + 49%
Control: + 23%

P value 0.02

Follow-up:
Intervention: + 25%
Control: + 10%

P value 0.21

(Results presented as
graphs, exact figures not
provided)

(Interventions included
examination / treatment for
presenting physical or sexual
assault, examination for past
physical or sexual assault,
assessment for sexual
assault, homicide risk

Quality of
Evidence

Low

Narrow definition
of assault, exact
sample size per
site and time
period not
provided, data
only presented in
graphs,
intervention data
all merged and no
data on individual
interventions,
unclear what level
of statistical
analysis was done
for the outcome
presented here,
identification
rates were higher
at post-
intervention but
not at follow-up.
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Author,
Date, Title

Population,

Interventions,

setting and Study = Comparators

design

Sample size, Outcome Assessment:
characteristics of Domains/Instruments, data
participants, and sources, time-scale and
assault characteristics  follow-up rates

Outcome Results

assessment, assessment for
depression, police contact
discussed, legal options
discussed, safety plan
discussed, and referral to
community or social service
offered)

Quality of
Evidence

Fanslow et
al. (1998)
Outcome
evaluation
of an
emergency
department
protocol of
care on
partner
abuse.

Same as above

Same as above

Sample size: Time scale:

8 051 records reviewed | Pre-intervention: October - Dec
in both hospitals for 1992

both time periods (pre Intervention: Not stated

and post-intervention) Post-intervention: Oct - Dec
1993

Offers of police contact:

Pre-intervention: 5%
Post-intervention: 43%
(At intervention site only)

(No p value)

Referral to community or
social services:

Pre-intervention: 2%
Post-intervention: 25%
(At intervention site only)

(No p value)

As above, error in
coding of
documentation
listed in 1999
study, insufficient
presentation of
data
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Author,
Date, Title

Feder and
colleagues
(2011)
Identificatio
nand
Referral to
Improve
Safety
(IRIS) of
women
experiencing
domestic
violence: a
cluster
randomised
controlled
trial of a
primary care
training and
support
programme

Population, setting
and Study design

Population:

Females aged over
15 years

Setting:

General practices in
two urban primary
care trusts, in Bristol
and Hackney (UK)
that use electronic
medical records
stratified by
proportion of full-
time female doctors,
postgraduate
training, number of
patients registered,
and percentage of the
practice population
in low income.

Study design:

Cluster randomized
controlled trial

Interventions,
Comparators

Intervention:

In 24 general
practices,
intervention
comprised of two
practice-based
training sessions,
electronic prompts
linked to diagnostic
codes, cards and
posters, referral path
to a named agency
advocate, a practice
champion, feedback
on referrals and
reinforcement over
the course of a year.

Comparator:

24 control practices
matched to
intervention practices
by number of
registered patients
and training status.

Sample size,
characteristics of

participants, and assault
characteristics

Sample size:

Intervention: 24 practices
with median of 7 000
registered patients
Control: 24 practices with
median of 7 283 registered
patients

Characteristics of

% female GPs in practice
Intervention: 2%
Control: 1%

% teaching practice
Intervention: 67%
Control: 54%

% low income patients in
practice

Intervention: 32%
Control: 32%

Assault characteristics:

None

Outcome Assessment:
Domains/Instruments
, data sources, time-
scale and follow-up
rates

Instrument:

Not stated
Data source:

Electronic medical
records

Time scale:

Pre-intervention: 12
months prior to first
training at intervention
sites

Intervention: Sep 2007
- Sep 2008
Post-intervention: 12
months after second
training at intervention
sites

Follow-up rates:

100% of practices

Outcome Results

Recorded referrals:

Pre-intervention
Intervention: 11
Control: 12

Post-intervention:
Intervention: 223
Control: 12

Adjusted incident group rate
ratio (IRR) for intervention
group: 21 (95%238 CI 10.7 -
41.1)

Referrals received by
specialist domestic violence

agencies
12 month post:

Intervention: 238
Control: 40

Adjusted IRR for
intervention group:
6.43 (95% Cl 4.1 - 10.7)

Quality of
Evidence

Medium

Research associates
collecting data
could not be
blinded to study
arm but compared
to extraction by an
independent
researcher who was
blinded, three
month period when
self referral data
were not collected
in one of the
collaborating
domestic violence
agencies for three
months, possible
limited
generalisability of
findings.
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Author,
Date, Title

Harwell et al
(1998).
Results of a
domestic
violence
training
program
offered to
the staff of
urban
community
health
centres.

Population,
setting and Study
design

Population:

Phase 2:

Female clients
aged 15 — 44 who
had at least one
visit to CHC 6
months prior to
and 6 months post
RADAR training.

Setting:

Phase 1:

12 Urban (federal)
community health
centres (CHCs),
Philadelphia,
USA

Phase 2:

First four CHCs
trained

Study Design:

Phase 2:

Interventions,
Comparators

Intervention:
Phase 1:

3 -6 hour RADAR
training program,
resources
developed (pocket
card, DV abuse
assessment form,
stamp to indicate
screened patients,
help card)

Phase 2:

Additional follow-
up training and
support provided to
first 4 CHCs
trained (In 2 CHCs:
presentation on
trauma theory,
group discussion of
IPV and preventing
IPV. In other 2
CHCs: in-depth
review of RADAR
discussion on
working with

Sample size,
characteristics of
participants, and
assault characteristics

Sample size:

Phase 2

Pre-intervention: 251
records
Post-intervention: 255
records

Characteristics of
participants:

Phase 2

Mean age: 30 yrs

74% single

71% not living with a
partner

86% not pregnant

97% public health
insurance

52% Latina

47% African American

Assault characteristics:

Not stated

Outcome Assessment:
Domains/Instruments, data
sources, time-scale and
follow-up rates

Instrument:

Phase 2:

Standardised data form

Data sources:

Phase 2:

Medical records from 4 CHCs
Time scale:

Phase 2:

Record review: 6 months post
training

Follow up rates:
Phase 2:

Not applicable

Outcome Results

Phase 2

Referral within CHC

Pre-intervention: 2%
Post-intervention: 4%
p value NS

Referral outside
Pre-intervention: 0%

Post-intervention: 4%
p value <0.05

Quality of
Evidence

Low

Observational
study, small
sample size for
phase 1, low
follow-up rates;
individual effects
of the
interventions not
determined, level
of screening by
individual
clinicians not
discerned,
although defined
as a training
intervention it
included
additional
components as
listed in the
intervention,
phase 2 was
implemented
differently in the
4 sites, time scale
unclear
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Pre-post
intervention
design (without
historical cohort)
was used for the
medical record
review

difficult cases,
group discussions
with social work
staff regarding
communication and
referrals to outside
DV agencies). Itis
not clear when
Phase 2 occurred.

Comparator:

None

(RADAR - Routine
screening, Ask
direct questions,
Document your
findings, Assess
patient safety, and
Review patient
options and
referral)
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Author,
Date, Title

McCaw et al
(2001).
Beyond
Screening
for
Domestic
Violence: A
Systems
Model
Approach in
a Managed
Care
Setting.

Population,
setting and Study
design

Population:

Clinician
referrals:

All members of
health
maintenance
organization

Setting:

Richmond,
California, facility
of the Kaiser
Permanente
Medical Care
Program, a
nonprofit, closed-
panel, group-
model health
maintenance
organization, USA

Study Design:

Pre-post
intervention
design (without
historical cohort)

Interventions,
Comparators

Intervention:

The Family
Violence
Prevention Project
that consisted of
four interrelated
components with
ongoing
information and
training. The four
components were:
1) supportive
environment
(pamphlets,
resource cards,
posters, media
outreach through
member
newsletters); 2)
screening and
referral (focused
training,
environmental
prompts, feedback
on referrals,
resources - toolkits,
posters,
information
material, resource

Sample size,
characteristics of
participants, and
assault characteristics

Sample size:

Clinician referrals:

Not stated but 71 000
members of which
19 290 are women

Characteristics of
participants:

Clinician referrals:

Collected but not stated
although 45% White,
22% African American,
16% Latino and 16%
Asian in members; 92%
high school graduate,
37% earn <$25 000
/annum in members

Assault characteristics:

Harmed or threatened,
either physically or
emotionally, by
someone either live
with or are close to, or

Outcome Assessment:
Domains/Instruments, data
sources, time-scale and
follow-up rates

Instrument:

Clinician referrals:

Not stated

Data sources:

Clinician referrals:

Not stated

Referrals from clinicians to the
DV specialist

Time scale:

Clinician referrals:
Pre-intervention: Not stated
Intervention: May 1998 — May

1999
Post-intervention: Not stated

Follow-up rates:

Not applicable

Outcome Results

Referrals to DV specialist

Total

Pre-intervention: 51
referrals
Post-intervention: 134
referrals

Medicine
Pre-intervention: 25
Post-intervention: 46

0&G
Pre-intervention: 8
Post-intervention: 25

Psychiatry
Pre-intervention: 4
Post-intervention: 24

Self
Pre-intervention: 2
Post-intervention: 18

Emergency
Pre-intervention: 3
Post-intervention: 14

Social services
Pre-intervention: 2

Quality of
Evidence

Observational,
potential limited
generalisability of
the population,
short follow-up
period for the
telephone survey,
resource intensive
reduces feasibility
in low-resource
settings, sample
size for referrals
is unclear so value
uncertain, no
statistical analysis
or adjusted values
provided
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Author, Population, Interventions, Sample size, Outcome Assessment: Outcome Results Quality of
Date, Title  setting and Study Comparators characteristics of Domains/Instruments, data Evidence

design participants, and sources, time-scale and
assault characteristics  follow-up rates

for review of cards); 3) on-site forced by them into Post-intervention: 7

clinician referrals | IPV services sexual activities when

to domestic (mental health did not want to Unknown

violence specialist | clinicians with participate Pre-intervention: 7
training in IPV Post-intervention: 0
who had links with
community (No p value)

agencies (crises
line, emergency
housing, legal
assistance,
immediate crisis
response team
access by advocacy

agency))

Comparator:

None
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Author,
Date, Title

Murioz et al
(2001)
Improving
care for
victims of
domestic
violence.
Impact of a
priority
intervention

Population,
setting and Study
design

Population:

Women and
children residing
in a shelter for
battered women
who had clinical
records opened at
the health centre

Setting:

Urban health
centre in a district,
Spain

Study Design:

Pre-post
intervention
design (without
historical cohort)

Interventions,
Comparators

Intervention:

Allocation to a
single family
doctor and
paediatrician,
elimination of
bureaucratic
obstacles and
prioritised care,
social/family
assessment by the
social worker,
preferential
inclusion in
programmes
(women: family
planning,
contraception, hep
B vaccination,
early diagnosis of
breast cancer
(women > 50) and
cervical cancer,
children: child
health (< 5),
psychomotor
development and
somatometry,

Sample size,
characteristics of

participants, and
assault characteristics

Sample size:

Pre-intervention: 36
women, 70 children
Post-intervention: 35
women and 41 children

Characteristics of
participants:

Mean age of women: 33
years, 63.5% married,
average number of
children: 2

Risk factors for
alcoholism: 24%

Risk factors for drugs:
25%

(no significant
differences for above)
Number of children in
the house
Pre-intervention: 2.2
Post-intervention: 1.3
p value <0.05

Time in district
Pre-intervention: 8.6
years
Post-intervention: 2.9

Outcome Assessment:
Domains/Instruments
, data sources, time-
scale and follow-up
rates

Instrument:

Not stated
Data sources:

TASS registration
system, paper records
and social worker

Time scale:

Pre-intervention: Dec
1997 - July 1999
Intervention: Aug
1999
Post-intervention: Aug
1999 - June 2000

Follow-up rates:

Not applicable

Outcome Results

Number of visits to family doctor:

Pre-intervention: 2.1
Post-intervention: 3.0
p value 0.002

Number of visits to paediatrician:

Pre-intervention: 1.1
Post-intervention: 2.0
p value 0.00006

Number of visits to social worker:

Pre-intervention: 1.0
Post-intervention: 1.1
p value 0.03

Number of visits to programmes:

Pre-intervention: 0.9
Post-intervention: 1.0
p value 0.0004

Hep B vaccination:

Pre-intervention: 18.9%
Post-intervention: 48.7%
p value 0.00002

Quality of
Evidence

Low

Observational,
small sample size,
non-randomised
study design, ?
generalisability of
findings,
feasibility of
intervention in
other settings, no
adjusted analysis -
multiple fisher
exact tests done
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Author, Population, Interventions, Sample size, Outcome Assessment: | Outcome Results Quality of

Date, Title  setting and Study Comparators characteristics of Domains/Instruments Evidence
design participants, and , data sources, time-
assault characteristics  scale and follow-up
rates
vaccinations. months Social & family assessment:
p value <0.05
Comparator: Mean age of children: Pre-intervention: 84.0%
Pre-intervention: 6.0 Post-intervention: 100%
None years p value 0.0006
Post-intervention: 6.3
years Family planning:
p value <0.05
Pre-intervention: 14%
Assault characteristics: Post-intervention: 51.4%
p value 0.0004
Not stated

Cervical cytology:

Pre-intervention: 0%
Post-intervention: 25.7%
p value 0.0003

Vaccinations (children):

Pre-intervention: 26.3%
Post-intervention: 64%
p value 0.0002

Child health (children):

Pre-intervention: 33.3%
Post-intervention: 70.6%
p value 0.003
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Author, Population, Interventions, Sample size, Outcome Assessment: | Outcome Results Quality of
Date, Title  setting and Study Comparators characteristics of Domains/Instruments Evidence

design participants, and , data sources, time-
assault characteristics  scale and follow-up
rates

Psychomotor (children):

Pre-intervention: 41.7%
Post-intervention: 94.2%
p value 0.03

Somatometry (children):

Pre-intervention: 25.0%
Post-intervention: 100.0%
p value 0.006

Analytical blood tests:

Pre-intervention: 14.2%
Post-intervention: 38.2%
p value 0.0002

Percentage without health problem:

Pre-intervention: 47.0%
Post-intervention: 14.5%
p value 0.000005

Percentage without prescriptions:

Pre-intervention: 65.0%
Post-intervention: 39.0%
p value 0.007
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Author, Population, Interventions,
Date, Title  setting and Study Comparators
design

Sample size, Outcome Assessment:
characteristics of Domains/Instruments

participants, and , data sources, time-
assault characteristics  scale and follow-up

Outcome Results

Quality of
Evidence

rates

Percentage not referred:

Pre-intervention: 87.7%
Post-intervention: 39.0%
p value 0.0008
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Author,
Date, Title

Ramsden &
Bonner
(2002) A
realistic
view of
domestic
violence
screening in
an
Emergency
Department

Population,
setting and Study
design

Population:

All women >16
years presenting at
study setting

Setting:

ED of Sutherland
Hospital, a district
hospital in the
metropolitan area
of Sydney,
Australia

Study Design:

Pre-post
intervention
design (without
historical cohort)

Interventions,
Comparators

Intervention:

4 hour-training
session, resources
available (resource
card, policy,
laminated resource
list), screening
form

Comparator:

None

Sample size,
characteristics of
participants, and
assault characteristics
No of participants:

Pre-intervention: 2 608
women (? number
screened)

Intervention: 2 446
women (245 screened)

Characteristics of
participants:

Not stated

Assault characteristics:

Hit, slapped, hurt,
frightened of partner,
unsafe to go home

Outcome Assessment:
Domains/Instruments, data
sources, time-scale and
follow-up rates

Instrument:

Screening form, questionnaire
on screening process, telephone
interviews with women, focus
groups with staff.

Data source:

Medical records, women
(unsure how sampled), ED staff

Pre-intervention: 3 months

prior
Intervention: Oct — Dec 2000

Follow-up rates:

Not applicable

Outcome Results

Referred to social worker:

Pre-intervention: 8 (0.3%)
Intervention: 14 (0.6% of
total sample, 15% of the 36
women who were identified
with abuse)

(No p value)

Quality of
Evidence

Low

Observational
study, small
number with
outcome, no
statistical analysis
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Author,
Date, Title

Short et al
(2002).
Assessing
the success
of the
Woman
Kind
project: An
Integrated
Model to
24-hour
Health Care
Response to
Domestic
Violence.

Population,
setting and Study
design

Population:

Record review:

Female patients
>12 yrs seen at ED
for drug/alcohol
use, suicide
attempt or
ideation, mental
health problems,
assault, fractures,
lacerations,
contusions,
headaches,
migraines,
pregnancy
complication, STI,
gynaecological
problem, rectal
bleed, loss of
consciousness,
faintness, falls,
epistaxis and
shortness of breath

Setting:

Five hospitals in
Minneapolis, USA

Interventions,
Comparators

Intervention:

In three hospitals
where the Woman
Kind programme
operates. The
programme
includes
specialized training
for hospital staff,
universal
screening, and in-
house system of
paid professional
WomanKind staff
and volunteer
advocates 24/7.

Comparators:

In 2 hospitals
equivalent size and
patient
demographics in
same geographic
region. Usual care

Sample size,
characteristics of
participants, and
assault characteristics

Sample size:

2 531 records (for all 5
hospitals combined)

Characteristics of
participants:

Record review: Not
stated

Assault characteristics:

Not stated

Outcome Assessment:
Domains/Instruments, data
sources, time-scale and
follow-up rates

Instrument:

Chart review protocol

Data sources:

Records of patients.

Time scale:

Intervention: Not clear but
think Jan 1996 — Feb 1997
Record review: Four one-month

intervals during the course of
the study

Follow-up rate:

Not applicable

Outcome Results

Record review:

Intervention hospitals had
higher rates for making any
referral (p value < 0.0001,
no other data presented)

Patient referrals:

Intervention hospital: 1 719
survivors identified and
referred to WomanKind
program

Control: 27 survivors
referred to trained social
workers

Quality of
Evidence

Low - medium

Sampling strategy
and sample size
not always clear,
follow-up periods
not always easy to
distinguish,
multiples methods
not explained in
enough detail,
unclear if
statistical
differences in
mean scores
related to
difference in
clinical care,
actual screening
practices was not
assessed, other
factors
contributing to
improved
knowledge of
intervention
hospitals like staff
attitudes, female
staff, management
styles etc.
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Author, Population, Interventions, Sample size, Outcome Assessment: Outcome Results Quality of
Date, Title  setting and Study Comparators characteristics of Domains/Instruments, data Evidence

design participants, and sources, time-scale and
assault characteristics ~ follow-up rates

Study Design:

Quasi-
experimental
design using
various research
methods. Only the
review of medical
records presented
here
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Author,
Date, Title

Wiist &
McFarlane
(1999) The
Effectivenes
sofan
Abuse
Assessment
Protocol in
Public
Health
Prenatal
Clinics

Population,
setting and Study
design

Population:

All prenatal
patients at their
first visit

Setting:

3 matched prenatal
clinics of the
public health
department of a
large city in the
southwestern USA

Study Design:

Quasi-
experimental
design

Interventions,
Comparators

Intervention:

At two clinics
implementation of
an abuse
assessment
protocol, training
of staff, nurse
trainer weekly
visits clinics to
offer support and
guidance and
instruct new
nurses, abuse
counsellor on-site

Comparator:

At one clinic
routine service

Sample size, characteristics of
participants, and assault
characteristics

Sample size:

Record review of women after her
delivery due date:
Pre-intervention: 180 at each of
the clinics

Post-intervention 1: 55 at each of
the clinics

Post-intervention 2: 125 at each
of the clinics

Characteristics of participants:

96% Latina

97% annual family incomes <
$20000, 60% 20 - 29 years
24% <20 years

42% in 1st trimester at 1st visit
42% 14 - 28 weeks

46% women at the intervention
clinics and 31% at the comparison
clinic had annual family incomes
> $10000 (p value 0.001)

Assault characteristics:

Not stated

Outcome Assessment:
Domains/Instruments,

data sources, time-scale

and follow-up rates
Instrument:

Abuse screen form
included in all medical
record

Data source:

Medical records of
women with first visits
during the study period

Time scale:

Pre-intervention: 15
months prior
Intervention: Not stated
Post-intervention 1: 3
months post
Post-intervention 2: 15
months post

Follow-up rates:

Not applicable

Outcome Results

Referred

Post-intervention 1:
Intervention clinics: 6
(67% of identified)
Comparison clinic: 0
(0%)

Post-intervention 2:
Intervention clinics: 9
(53% of identified)
Comparison clinic: 0
(0%)

(No p value)

Quality of
Evidence

Low

Not randomized
study design,
small sample size,
no significance
testing, time
period for
intervention not
stated
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