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Background: Sexual assault cases are increasingly reported in Ethiopia and worldwide.
However, in Ethiopia, sexual assaults’ profile was not investigated well, regardless of its
social, physical, and psychological impacts on survivors. Hence, this study assessed the
survivors’ characteristics, circumstances of the victims, and treatment offered with the view
of describing the management process, and service responsiveness.

Methods: A descriptive study with 3 years retrospective chart review was conducted in
Jimma University Medical Center (JUMC). Samples of 187 charts/medical records were
selected using a systematic random sampling technique from the medical unit. The selected
survivors’ records were reviewed using a structured checklist. Data were analyzed using
SPSS Version 21.0.

Results: Out of the 187 cases of sexual assaults during the study period, 67.4% were rape
cases. Among these, 58.8% were below 14 years, and 85.6% knew their assailants. Above
30% of the victims were assaulted during the daytime, and 51.9% developed perennial
laceration. Threat and physical force were mostly used to coerce victims during the violence.
All of the survivors were not investigated for vaginal/anal swab (for sperm analysis), and
96.8% of the victims were not tested for HIV screening. Only 8% of the victims received
emergency contraception.

Conclusion and Recommendation: Children and adolescents remain the most sexually
assaulted group of the population, requiring protection and appropriate medical services to
ensure their well-being and reduce their suffering. Appropriate and timely intervention is
needed to care for such survivors. The findings have highlighted the need for closer
monitoring and better follow-up of the care and support provided in the Medical Center to
sexual assault victims.

Keywords: sexual assaults, survivors, profile, retrospective, Jimma University Medical
Center

Introduction

Sexual assault refers to a comprehensive range of forced sexual acts including
forced touching or kissing, verbal sexual abuse, coerced intercourse, or actual
vaginal, oral, and/or anal penetration, which affects millions worldwide.! Rape is
a very serious form of violence; it is sexual assault involving some type of
penetration, no matter how slight, of the vagina or the anus with a person’s body
part or object or oral penetration by a sex organ of another person without the
consent of the victim by force or threat of force, lack of consent, or inability of the
victim to provide consent due to age, intoxication, or mental status.” Rape and

sexual violence are attacks on the body and dignity of a woman; such assaults have
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profound psychological, medical, economic, and social
consequences for the rest of life that plague survivors
and their families. Victims of sexual violence face multiple
social and psychological challenges.'*

Experiencing sexual violence in childhood impacts
lifelong health and well-being. According to a United
Nation Publication, the toll of violence against children
reaches at least 1 billion; half of the world’s children
every year experience violence® and globally more than
one third of women have experienced rape, physical vio-
lence, and or stalking by an intimate partner at some point
in their life time.* It is also estimated that one billion
children aged 2—-17 years globally have experienced phy-
sical, sexual, or emotional violence.’

In dealing with prevention and ending child maltreat-
ment, the key concept is being familiar with the driving
factors.” Out of many children who get traumatized by
sexual violence, few get access to the services they need at
health institutions. Indeed, recognizing the condition and
investing in prevention and management of cases is
a question of good governance and respect for human
rights. It also makes economic sense, with studies confirm-
ing violence as a major drain on national economies and
making it an opportune time to raise awareness and
strengthen the response of the health system.®

Global epidemiology of sexual assault is likely to differ
substantially with regard to geographic location; yet vio-
lence knows no boundaries and it is not peculiar to any
particular race or economic class. They include those
school children who are expected to be safe in schools,
as well as those found in justice and care institutions.
Surprisingly, for those who are living at home with inti-
mate partners, sexual assault is dominant.”

Violence studies from 86 countries across WHO
regions of Africa, Europe, and the eastern Mediterranean
show that 68% of women have experienced physical and
sexual violence in their life time from an intimate
partner.'® The prevalence of rape among South African
girls accounts for 2,070 per 100,000 per year according to
community-based reports.'’ A study conducted in Ibadan
State of Nigeria indicates that 15% of young females
(adolescents) reported forced penetrative sexual
experience,'> while a 13.8% prevalence rate was found
among female students in Maiduguri.'?

In Ethiopia, the reported incidence of sexual assault
(8.8%) varies from Debark (11.5%) and Jimma Town
(78.8%).'*'* Indeed, the existence of laws alone does not
reduce violence, but effective implementation, treatment,

and follow-up constitute the best strategy.'® The negative
impact of violence is multifaceted in terms of health and
psychosocial issues. Hence, implementing secondary pre-
vention mechanisms, providing health services as per the
standard, approaches, and competency of health profes-
sionals in providing care are necessary conditions to avert
the negative impact of violence. Jimma University Medical
Center (JUMC) had a standard tool to assess and treat every
victim coming to the clinic free of charge through trained
nurse professionals in consultation with gynecology specia-
lists. At each encounter, counseling or psychotherapy
services are expected to be given by nurse professionals
and then at each follow-up visit too. The role of the health
professionals and availability of other critical resources/
equipment take the lions share to reduce the negative
impact of violence. However, sexual assaults profile such
as the victim’s characteristics, circumstances of the assault,
laboratory findings, and treatment/services offered were not
clearly known in the study area. Therefore, the main objec-
tive of this study was to describe sexual assaults’ profile
recorded during managing the case at JUMC, assess the
availability of care and support, and forward pertinent
in these crucial

recommendations for improvement

services.

Methods
Study Setting and Period

The study was conducted in Jimma University Medical
Center (JUMC). The center is found in Jimma Town,
Oromia Regional State, Southwestern Ethiopia. Data collec-
tion was carried out from February 15, 2018 to April 15,
2018. JUMC has a catchment population of about 15 million
people. The center has an annual out-patient case load of
160,000 and 45,000 in-patients. It provides services to
a diverse population from three regional states, namely
Oromia, Southern Nations Nationalities and Peoples, as
well as Gambella. The center has an independent sexual
assault clinic that started the work independently on
August 19, 2014. The clinic has standard tools to assess
and treat every victim coming to the clinic free of charge.

Study Design

A retrospective descriptive study was employed.

Study Population
Selected eligible numbers of survivors’ charts in the last 3
years (from August 19, 2014 to February 15, 2018) period
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were the study population. Charts that were completed
with the required variables were included in the study.

Sample Size and Sampling Technique

A sample of 178 charts were selected and reviewed for the
descriptive study. All the charts available within the speci-
fied period (N=229) were located and framed in the sam-
pling procedure using ordered chart numbers. A systematic
random sampling technique was applied by calculating the
k interval (k=2). After having the first card using lottery
method, every 2 cards were selected until the final frame.

Data Collection Method and Tool

The Medical Records Unit was approached to identify
charts/records of sexual assault within the study period
and gathered data on those victims who had experienced
any form of sexual assault and got their cases managed
there. A sexual assault case was defined as any person,
irrespective of age and sex, reporting any type of non-
consensual sexual activity. All the selected records of
survivors were coded prior to abstraction and any discre-
pancies in coding were reviewed jointly and discussed for
clarity. All the sampled charts/records were reviewed and
information was extracted using a carefully developed
structured checklist. Data were abstracted by four trained
nurse professionals who were not working in JUMC and
supervised by one senior gynecology and obstetric specia-
list on a daily basis.

Method of Data Analysis

The gathered data were checked for completeness,
cleaned, and entered into EPI data 3.1, and exported to
SPSS version 21.0 for statistical analyses. Quantitative
data was summarized in frequencies and proportions.
Proportions were mainly used to describe response to
each variable. All appropriate data were presented using
descriptive statistics in the form of narration and tables.

Data Quality Management

The structured checklist was pre-tested in Shenen Gibe
Hospital 1 month ahead of the actual data collection on
10% (18) of records and was reviewed for appropriateness
of wording and clarity of both contents and sequence of
items in relation to patient chart order. Data collectors
were trained before and after pretest on content, coding,
review process, and data abstraction form. The complete-
ness and consistency of the completed checklist were
checked every other day.

Ethical Consideration

Ethical approval was obtained from the Institutional
Review Board (IRB) of Health Institute, Jimma
University with Ref. No: IHRPGD/3025/2018, dated: 7/
2/2018. A formal letter of request for cooperation was
written to JUMC and respective offices including Sexual
Violence Clinic. Confidentiality and anonymity were
secured using codes. However, informed consent was not
needed since secondary data were reviewed from earlier
patients’ charts and records retrospectively. This study was
conducted in accordance with the Declaration of Helsinki.

Results

Socio-Demographic Characteristics

The age of sexual assault survivors ranged from 2-18
years with the mean age of 12 (£3) years. Most (95.7%)
of the victims were females. About half of the survivors
(51.3%) were from urban areas outside Jimma Town, and
survivors from rural areas accounted for 16.6%. Almost all
(99.5%) of the survivors were single, living with family
and/or relatives, and married women accounted for only
0.5%. More than three-quarters (79.1%) of the survivors
were students (See Table 1).

Circumstances of Survivors

Nearly half (47.1%) of the assailants were known to the
survivors, while the majority (80.7%) of the assaults were
committed at home. More than three-quarters (83.3%) of
the survivors were assaulted once, while 8.8% were
assaulted four or more times. In 72% of cases, the police
station was the first institution to which the crime of sexual
assault was reported, followed by health institution, which
accounts for 14.4%. Sixty-nine percent were taken to the
hospital by police, while 17.1% were taken by their family.
In terms of time, 68.4% of all victims were assaulted at
night time, while 31.6% were assaulted during day time.
Methods of coercing the victims include verbal threats
(47.1%), physical force (44.4%), knife (3.2%), and gun
(2.1%) (See Table 2).

Reporting Time and Related Injury of

Survivors

The time interval between the incident of sexual assault
(rape) and disclosure (reporting) varied mainly from 24
hours to 6 or more days. In only 2.7% of sexual assault
cases were reports made within 24 hours, while 50% of the
cases were reported within 6 or more days after the incident.
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Table | Socio-Demographic Characteristics of Survivors of

Sexual Assault Managed in JUMC, February 15, 2018 to
April 15, 2018, Jimma Town, Southwest Ethiopia

Table 2 Circumstances of Survivors of Sexual Assault Managed
in JUMC, February 15, 2018 to April 15, 2018, Jimma Town,

Southwest Ethiopia

Variable Number (%) Variables Number (%)
Age in years Type of sexual assault
14 years 9 (4.8) Committed 126 (67.4)
5-9 years 25 (13.4) Attempted 61 (32.6)
10-14 years 76 (40.6)
>14 years 77 (412) Route of assault
Vaginal 119 (94.4)
Address Anal 5 (4.0)
Urban (Jimma) 60 (32.1) Oral 2 (1.6)
Urban (nearby town) 96 (51.3) ]
Rural 31 (16.6) Brought to hospital by
Her/His own 4 (2.1)
Sex Family/Relative 47 (25.1)
Male 8 (4.3) Police 129 (69.0)
Female 179 (95.7) Guardian | (0.5)
Other 6(32)
Occupation
Student 148 (79.1) Alcohol use by assailant
Maid 29 (15.5) Yes 6(32)
Housewife 1 (0.5) No 3 (1.6)
Other 9 (4.8) Unknown 178 (95.2)
Current survivors’ relationship status Time of assault
Single 86 (99.5) Day 59 (31.6)
Married I (0.5) Night 128 (68.4)
Educational status Number of times assaulted
Illiterate 15 (0.0) | time 105 (83.3)
Preschool 5(0.7) 2-3 times 10 (8.0)
Literate 167 (89.3) 24 times Il (8.8)
Perpetrators relationship
Stranger 27 (14.4)
With respect to the lesion associated with sexual assault, Acquaintance 151 (80.7)
51.9% had perennial lacerations, 7.5% hymeneal Relative | (0.5)
tears without bleeding, and 7% hymeneal tears with bleeding. Family member 8 (4.3)
Among those with hymeneal tears, 13% had associated non- Place of assault/Violence
genital lesions, of these 4.8% had sustained abrasions. Own/Victims home 39 (20.9)
Fortunately, 28% of the survivors had no genital injuries. Assaults/perpetrator’s home 88 (47.1)
Perennial laceration was a type of injury most commonly School 33 (17.6)
reported by pre-adolescents, who are under 10 years old, BGar:;"/Park T(3Z)é,
when sexual assault was committed among those age groups Ou;er:reSt 56(;7'))
(See Table 3).
First institution
Health institution 27 (14.4)
Laboratory Investigation Performed for Police station 136 (72.7)
Sexual Assault Survivors Kebele/Village administration 19 (10.2)
Out of the studied sexual assault victims, 75.9%, 58.3%, Other > @7
54.5%, and 96.8% underwent pregnancy test, VDRL, (Continued)
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Table 2 (Continued).

Variables Number (%)

Table 4 Laboratory Investigation Performed and Medico Legal
Issues of Sexual Assaults Managed in JUMC, February 15, 2018 to
April 15, 2018, Jimma Town, Southwest Ethiopia

Mechanism of force

Verbal threats 88 (47.1)
Physical force 83 (44.4)
Knife 6 (3.2)
Gun 4 (2.1)
Other 6 (3.2)

Table 3 First Time Presentation of Survivors of Sexual Assault
and Related Injuries Managed in JUMC, February 15, 2018 to
April 15, 2018, Jimma Town, Southwest Ethiopia

Variables Number
(%)

Time of presentation to the Hospital after assault
| day 5(2.7)
2-3 days 34 (18.2)
4-5 days 47 (25.1)
26 days 101 (50.0)

Genital injuries
Hymeneal tear with bleeding 13 (7.0)
Hymeneal tear without bleeding 14 (7.5)
Perennial tear without bleeding 1 (0.5)
Perennial laceration 97 (51.9)
None 54 (28.9)
Other 8 (4.3)

Non-genital (any body part including neck and head)

injuries
Abrasion 9 (4.8)
Bruise 6 (3.2)
Ecchymosis 5(.7)
Laceration 5(2.7)
None 160 (85.6)
Other 2 (1.1)

HBsAg, and HIV test, respectively. The test results were
positive at the time of evaluation for pregnancy for 3.2%
and 1% for VDRL test. Vaginal swab for sperm analysis
was not done at all and 98.9% of the survivors received the
medico-legal certificate (see Table 4).

Interventions Offered to Survivors

Regarding the therapeutic interventions for potentially eli-
gible survivors, a large majority (86.6%) of the victims did
not receive the STI prophylaxis; all of the survivors did
not receive hepatitis B prophylaxes, and 91.4% of them
were not given post-exposure prophylaxis. Emergency

Variables Number
(%)
Pregnancy test
Positive 6 (3.2
Negative 136 (72.7)
Not done 45 (24.1)
Screening done for VDRL/RPR
Positive 1 (0.5)
Negative 108 (57.8)
Not done 78 (41.7)
Gram stain
Not done 187 (100)
HBS Ag
Negative 102(54.5)
Not done 85 (45.5)
HIV test conducted
Negative 181 (96.8)
Not done 6 (3.2)
Vaginal swab for sperm analysis
Not done 187 (100)
Medico-legal certificate given (containing diagnostic
result, victim’s status and legal document to be
presented at court)
Yes 185 (98.9)
No 2 (1.1)

contraception was given only to 8% of the survivors.
A large majority (84.5%) of the victims obtained counsel-
ing and psychosocial support during their visit to the clinic
(See Table 5).

Discussion

This is a three-year retrospective study of cases of sexual
assaults whose records were found at JUMC. Although
there could be some gaps in the accuracy of information
on sexual assaults from institution-based study, it is the
only way by which individual victims are identified and
assessed. In this study, 81.8% of the sexual assaults were
committed on children aged 10-18 years. Most (95.7%) of
the survivors were females, and still there were some male
victims, though homosexuality is forbidden by law in
Ethiopia. School girls formed a high proportion of victims
due to unknown reasons in this study, while there were
a number of rules and regulations in place. This finding is
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Table 5 Provision of Interventions and Follow-Up Status by the
Time of Presentation to Medical Center of Survivors of Sexual
Assaults Managed in JUMC, February 15, 2018 to April 15, 2018,
Jimma Town, Southwest Ethiopia

Variables Number (%)

Provision of STls prophylaxis
Yes 25 (13.4)
No 162 (86.6)

Provision of Hepatitis B prophylaxis

No 187 (100)
Provision of post-exposure prophylaxis

Yes 16 (8.6)

No 171 (91.4)

Provision of emergency contraception

Yes 15 (8.0)

No 172 (92.0)
Did the victim have wound?

Yes I (0.5)

No 186 (99.5)
Receive counseling and psycho-social support

Yes 158 (84.5)

No 29 (15.5)

Other services provided to the victim

TT vaccination 1 (0.5)

Medical/surgical treatment 1 (0.5)
Revisit the hospital for follow-up

No 187 (100)

almost in line with the studies conducted in Ethiopia and
other African countries.'>'7"?* Children are less likely to
give resistance to their assailants due to physical incom-
petency and traditional harmful practices that empower
males and older people, living in societies which do not
have adequate institutional and programmatic protections
against child sexual assault coupled with cultural norms
that promote or glorify violence, ultimately increasing
child sexual assaults.® In 85.6% of the cases, the victims
knew their assailants. This is a worldwide common sce-
nario where sexual assault by a stranger is usually uncom-
mon; rather, sexual assault starts at home, perpetrated by
someone in the neighborhood, or in the surrounding envir-
onment with some degree of acquaintance. Hence, our
finding is consistent with what was reported in different
studies.”?**12>72¢ We found it very strange that there were
no victims older than 18 years. We expected an older

women violence report but it was absent in the reviewed

charts. The medical center (assault clinic) is freely acces-
sible for any age group who want to get care. In the
context, older women’s violence was mostly not reported
(under reported) due to fear of stigma and discrimination.
If they reported and people around them hear that, they
may not get married in the future, since men do not want
to marry previously assaulted women. This may be one of
the reasons for not reporting. However, we cannot make
conclusions on its complete absence since there are non-
reviewed charts.

Assailants in 80.7% of cases had some sort of acquain-
tance, which explains why the majority of sexual assaults
occurred in the neighborhood and assaults/perpetrators’
home where the course of action had a high possibility
of being hidden and kept unreported or reported in an
obscured manner. Despite the popular belief that most
children are sexually, psychologically, and physically vic-
timized by strangers in unknown places, the findings of the
study further implicate that sexual abuse could happen to
any child, irrespective of the degree of attachment between
perpetrators and victims and at any place including the
victims home and at any time.

The time interval between the inflicted sexual assault
and divulgence of the action varied widely from 24 hours
to 6 or more days. About a quarter (25.1%) of victims
were reported within 4-5 days, while 50% reported within
6 or more days. The wide variation in the interval of
disclosure or reporting could be imputed to threats of
violence including death threat.”* Threat from the assailant
is the most common means of subduing the victims. It is
well known that children explicitly believe assailants
threats and family would not believe so they prefer not
to report until parents discovered the sexual assault by
themselves.?’

More than two-thirds (72.2%) of the victims had
reported to the police prior to presentation to the medical
center. This may figure that victims did not realize about
the serious health consequences of sexual assault due to
delay in seeking medical care but more interested in hav-
ing their assailants punished. It is crystal clear that an
official report to the police will mandate a medical center
assessment and report which ensures the appropriate med-
ico-legal certificate.'>’ Hardly any number of victims had
body bruise (3.2%) and body abrasion (4.8%), which may
be due to the late presentation which allowed for the
healing or submission of the victim and may be achieved
by emotional manipulation or verbal threats, contributing
to avoidance of physical injuries.
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It is known that the standard of clinical management of
sexual violence involves the three basic elements of health
response, clinical care/treatment of injury, collecting evi-
dence or documentation to support a criminal investigation
as appropriate to the context and referral as required.”®
The treatment package includes getting forensic materials,
detecting prior pregnancy screening for sexually trans-
mitted infections including HIV and provision of adequate
contraception, post exposure prophylaxis, supportive psy-
chological counseling and provision of medico legal
certificate.”’ However, these vital services were not actu-
ally offered to the needy victims. It is the role of those
working against violence to provide support to the health
actors in sensitizing medical and non-medical personnel to
the diverse needs of survivors and promoting compassio-
nate care. Accordingly, different actors should also facil-
itate coordination with health and other sectors.”®

While the aforementioned case is the reality of mana-
ging sexual assaults in some places, our study finding
revealed that 24% of sexual survivors were not checked
for pregnancy test, 41.7% of the victims did not get the
test for VDRL, and 45.5% for HBs Ag. Almost all victims
were given HIV test, but none of them was considered for
prophylaxis. There is a wide variation between the study
conducted in Ethiopia and other African regions with our
current finding on medical care provided to survivors,
where the majority of the studies tell us all care packages
were availed to survivors as per the guideline and protocol
in their setting. In the case of our study setting, survivors
were not lucky to get all the standard care packages
required. This may be justified by the nature of the assault,
service readiness and preparedness, disclosure time which
contributed to a low proportion of service provision. At the
same time, this implies that there is a low-level attention
given to the problem of sexual assault. In addition, 92% of
the survivors were not offered emergency contraception;
this is higher as compared to the study conducted in

1530 and Zambia,*' but similar with the study

Ethiopia,
conducted in Nigeria.??

In our study, no forensic samples were collected, no
sperm analysis was done, and there was no referral to
higher level and/or psychiatry clinic. This finding is con-
sistent with the studies conducted in Ethiopia and
Nigeria.”**? While individual characteristics may increase
the risk and result in serious damage, intervention services
need better attention for most victims since they need to
get enough investigation and treatment to tackle the con-
sequences that will probably occur after the violence.

There is no doubt, for instance, providing emergency con-
traception will help the survivors not to face further preg-
nancy challenges and psychological trauma ahead.
Accordingly, we also recommend that regular in-service
training of healthcare providers and utilization of written
protocol and guideline for the management of sexually
assaulted victims should be provided to promote post-
rape care. In addition, availability of protocol/guideline
and all the needed equipment should be ensured from the
administration wing to ease the provision of care in the full
package so as to reduce the physical and psychosocial
complications of sexual assault and thereby ensure recov-
ery of their health and wellbeing.

Sexual assault is a widespread dreadful wrongdoing and
under-reported, with deleterious psychological, social, and
physical out-turn in its sufferer. Most of the victims face
violence during the day time. The majority of the survivors
gave priority to reporting to police over seeking healthcare
early, which caused a delay in healthcare provision. A small
number of sexual assaults were reported to the health institu-
tion within 24 hours of the incident; the longer the interval the
lower the quality of evidence, and the higher the risk of
negative health outcomes, and this is an alarming kind of
finding. Therefore, there is a need for more comprehensive,
integrated, and timely investigation and care for victims of
sexual assault in order to prevent serious damage and deter
assailants as well. This may be realized by continuous mon-
itoring and evaluation of protocol utilization by all concerned
bodies from household and community up to institutional
level. Sexual assault prevention and response are closely inter-
linked. For this reason, better institutional responses to sexual
violence may contribute to long-term prevention at community
and societal levels. Lack of coordination among sectors can be
a barrier both for prevention and comprehensive service
responses.

In conclusion, limited and inadequately documented offi-
cial records of victims may not provide a comprehensive
picture of the problem in a particular setting. However, we
acknowledge that the existing documents, which are relevant
in some aspects specific to the study variables, contribute to
implications for prevention, treatment, follow-up, as well as
design of new procedures to ensure better control of such
crimes in the study area and Ethiopia as a whole. In this
regard, sexual assaults’ profile was reviewed and described
well. However, we recommend studies focusing on driving
factors of child violence from social, cultural, and technolo-
gical views as well as treatment packages after victim’s
arrival at health institutions and associated factors should

Adolescent Health, Medicine and Therapeutics 2021:12

submit your manuscript 23

Dove


http://www.dovepress.com
http://www.dovepress.com

Siraneh et al

Dove

be investigated using a strong design. Although the study has

been constrained by a small sample size, it has attempted to

address the topic of national and global concerns by analyz-

ing the victims’ circumstances, service gaps, and several

other crucial factors generating relevant evidence to promote

prospective studies.
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