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ABSTRACT 

Background: Sexual assault is a major health concern as it has the potential to lead to 

immediate and long-term health problems such as physical and psychological ill-health, 

sexually transmitted diseases, and unwanted pregnancies. The aim of the study was to 

explore health care workers’ perspectives on the comprehensiveness of care of sexual 

assault survivors in two of the districts of the Oshikoto region in Namibia. The study 

objectives included exploration on how health care workers’ self-report on their 

management of sexual assault survivors on their first presentation, factors affecting the 

management of sexual assault survivors, including their follow-up care and 

recommendations to improve the care of sexual assault survivors. 

Methods: An exploratory, descriptive qualitative design was used for the study in the 

Tsumeb and Onandjokwe districts of the Oshikoto region in Namibia. A pilot interview 

was conducted in Tsumeb district to ensure the feasibility of the methodology. Eleven in-

depth interviews were conducted, using a semi-structured interview guide. Authorization 

to conduct the study was obtained via the Health Research Ethics Committee at 

Stellenbosch University, South Africa and the research committee of the Ministry of 

Health and Social Services in Namibia, and the Health Directorate of the Oshikoto region. 

Participants also provided informed consent to partake in the study. A data analysis was 

done using thematic analysis method in which coding was used to group the ideas, 

themes was then generated from the grouped ideas. 

Results: The findings were grouped using into themes and subthemes to help the 

researcher to conclude the study. The study revealed a need for in-service training for 

health care workers as evidenced by partial guidelines adherence. In addition, attitudes 

of the health care workers were reported not to be suitable for sexual assault survivors’ 

care. As a result of inadequate knowledge of health care workers, survivors were rarely 

referred for special care such as psychological services and absence of follow up 

activities through coordinated services that comprises of a multidisciplinary team. Further, 

the involvement of the families in the care of sexual assault survivors was reported to be 

poor because of the consequences that may arise for them if reported to the police. 
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Conclusion: The study results identified gaps in service delivery of comprehensive care 

for sexual assault survivors. Poor coordination of activities pertaining to care of sexual 

assault survivors was reported as a result of inadequate knowledge of health care 

workers. Furthermore, collaboration between departments was also absent thus not 

enhancing comprehensiveness of care. 

Key words 

Comprehensive care, Counselling, Health care workers, Post exposure prophylaxis, 

Sexual assault, Sexual violence, Rape 

  

Stellenbosch University https://scholar.sun.ac.za



 
 

iv 

OPSOMMING 

Agtergrond: Seksuele aanranding is ‘n groot gesondheidsorg bekommernis omdat dit 

potensieel kan lei tot onmiddelike, sowel as langtermyn probleme soos fisiese en 

sielkundige swak gesondheid, seksueel-oordraagbare siektes en onwelkome 

swangerskappe. Die doel van die studie was om gesondheidsorgwerkers se siening oor 

die omvangrykheid van sorg aan oorlewendes van seksuele aanranding en die faktore 

wat hierdie sorg beinvloed, te bepaal. Sodoende kan aanbevelings gedoen word ter 

verbetering van sorg. 

Metode: ‘n Ondersoekende, beskrywende kwalitatiewe ontwerp is gebruik vir die studie 

in die Tsumeb en Onandjokwe distrikte van die Oshikoto area in Namibia. ‘n 

proefonderhoud is gedoen in die Tsumeb distrik om die uitvoerbaarheid van die 

metodologie te bepaal. Elf in-diepte onderhoude is gedoen met behulp van ‘n semi-

gestruktureerde onderhoudgids.  Magtiging om die studie uit te voer is verkry vanaf die 

Etiese Gesondheidsnavorsingskomitee by Stellenbosch Universiteit, Suid Afrika, en die 

navorsingskomitee van die Ministerie van Gesondheid en Welsynsdienste in Namibia, 

sowel as die Direktoraat van die Oshikoto streek. Deelnemers het ook ingeligde 

toestemming verskaf om deel te neem aan die studie. ‘n Data ontleding is gedoen deur 

middel van die tematiese analise metode, waar kodering gebruik is om die idees te 

groepeer en temas te vorm van die gegroepeerde temas. 

Resultate: Resultate is gegroepeer in temas en subtemas om gevolgtrekkings vir die 

studie te kon maak. Die studie het getoon dat daar n behoefte is vir indiensopleiding van 

gesondheidsorgwerkers, omdat net sekere van die riglyne nagekom word.  Daar is ook 

addisioneel bevind dat die die gedrag en gesindheid van die gesondheidsorgwerkers 

onaanvaarbaar is vir seksuele aanrandingsorg.  Die gevolge van die onvoldoende kennis 

van die gesondheidsorgwerkers is dat die oorlewendes selde verwys word vir spesiale 

sorg soos sielkundige dienste, en die afwesigheid van opvolgaktiwiteite deur 

gekoördineerde dienste gelewer deur ‘n mulitidissiplinere span.  Daar is ook bevind dat 

die betrokkendheid van families van SAS baie swak is, want hulle is bang vir die gevolge 

indien dit aan polisie gerapporteer word. 
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Slotsom: Verder het die studie getoon dat daar groot gapings is in omvattende 

dienslewering en sorg vir persone wat seksueel aangerand was, en dit oorleef het. Die 

swak koördinering en opleiding vir die versorging van SAS was gerapporteer, en is die 

resultaat van swak en onvoldoende kennis van gesondheidsorgwerkers. Verder was die 

samewerking tussen die verskillende departemente ook afwesig, wat bygedra het tot die 

onvoldoende omvattende sorg. 

Sleutelwoorde: Anti(teen)-retrovirale behandeling, Omvattende sorg, Distrikshospitaal, 

Gesondheidsorgwerker, Buitepasient afdeling, Ongevalle, Na-ontbloting profilakse, 

Seksuele aanranding, Seksuele geweld, Verkragting 
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CHAPTER 1: FOUNDATION OF THE STUDY 

1.2 Background 

Sexual assault is a crime of violence in which the victim is forced to touch, kiss and rub 

the perpetrator. The precise definition may vary, but it always includes varying degrees 

of non-consensual sexual activity. It is characterized by the use of force, physical threat, 

or by the abuse of authority. Consent to have sex cannot be given when a person uses 

force, threaten use of force, use coercion, or when the victim is asleep, incapacitated, or 

unconscious during the act (Scheiman, Kneisel & Glob, 2011:1). Sexual assault most 

often includes rape (forced vaginal penetration), non-consensual sodomy (anal or oral 

penetration), unwanted sexual contact or fondling, or attempts to commit these acts. It 

can occur without regard to gender or relationship (e.g., within a marriage) (Scheiman et 

al., 2011:1). 

When caring for victims of sexual violence, the priority must always be the health and 

welfare of the patient. The provision of medico-legal services thus assumes secondary 

importance to that of general health care services such as the treatment of injuries, 

assessment and management of pregnancy and sexually transmitted infections (STIs) 

(Hansson & Fröding, 2021:55-66). Performing a forensic examination without addressing 

the primary health care needs of patients is considered to be negligence. Concern for the 

welfare of the patient extends to ensuring that patients can maintain their dignity after a 

physical sexual, emotional and psychological assault that likely caused them to feel 

humiliated, degraded and violated. In addition, medical and forensic services should be 

offered in such a way so as to minimize the number of invasive physical examinations 

and interviews the patient is required to undergo (Hansson & Fröding, 2021:55-66). 

Regardless of the setting (hospital or community-based) and location (urban, or rural 

area), care should be ethical, compassionate, objective and above all, patient-centered. 

Safety, security, and privacy are also important aspects of service provision (Hansson & 

Fröding, 2021:55-66). Considering the health implications of sexual assault on victims, 

and the increasing incidence of sexual assault in Namibia, there is an urgent need for 

comprehensive health management interventions that mitigate the immediate and long-
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term health complications for victims, such as poor physical and psychological health, 

sexually transmitted infections (STI), and unwanted pregnancies (Du Mont, Kosa, 

Solomon & Macdonald, 2018:1). 

Comprehensive healthcare guidelines must include the management of physical, 

emotional, and psychological trauma, also within the context of conducting legal due 

diligence. This is done through obtaining a full history from the sexual assault survivors 

(SAS) at first contact, doing of a physical examination, HIV counseling, provision of post 

exposure prophylaxis (PEP), and referral to the police force (Ved, Gupta & Singh, 

2019:1). Furthermore, follow-up care such as psychological or social support, and 

medical review of the success of the care delivered should be included in the process of 

dealing with SAS. 

1.2 Significance of the problem  

The researcher was employed in the nursing services of an outpatient casualty 

department of a district hospital in Namibia and observed that comprehensive medical 

care for SAS is lacking. Survivors are attended to in the open space of casualty, where 

patients are sitting together waiting to be seen, and where patients are only divided by 

screens for privacy. Hospital infrastructure challenges impede on survivors’ privacy and 

leaves them exposed and uncomfortable. Such hospital settings can contribute to feelings 

of shame, guilt, and additional psychological trauma. 

Another obstacle experienced is the lack of return of survivors for follow up, for HIV 

retesting in case of sero-conversion to a positive status, and for a second medical check-

up to determine the success of the treatment and whether their health status improved 

after the initial treatment. Such inadequate comprehensive care leads to long term 

negative impact on survivors’ physical and psychological health, and development of 

inadequate or malfunctioning coping mechanisms (Holton, Joyner & Mash, 2018: 1-2). 

The significance of the problem is further exemplified when noting that sexual assault 

cases have been on the increase, and specifically in Oshikoto region in the northern part 

of Namibia. During the financial year of 2017/18, Oshikoto region reported 94 rape cases, 

an increase compared to the financial year 2016/17 in which only 18 incidents (Kambowe, 
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2018:1) and the highest number of cases of rape involving minors in 2018, with 39 cases 

reported (Amakali, 2019:1). Despite the Combating of Rape Act, No. 8 of 2000 (Republic 

of Namibia, 2000), the incidence of sexual violence continues to increase. These 

increasing statistics of rape motivated the researcher to conduct the study in the two 

district hospitals in the Oshikoto region as per the aim of the study. 

 

1.3 Problem Statement 

The comprehensive health care of SAS from first contact to follow-up are less than ideal 

in Namibia. Survivors have difficulties in seeking and receiving comprehensive health 

care after the event. Some reasons for this could possibly be a lack of awareness of the 

community of the needs of a SAS after the event, a lack of knowledge or training amongst 

health care workers about the necessary guidelines that have to be followed, or that 

services are simply not available, adhered to, or monitored as per guidelines provided. 

This is problematic, as in many cases, once the SAS are seen on the first contact post 

the assault, they do not return for follow-up due to reasons that may only be known to 

them [e.g., cultural or community pressure], or due to non-provision of health information 

from the health care workers (Holton et al., 2018:3). A Canadian study confirms a 

worldwide need for health care workers to have additional training in areas from initial 

assessment to follow-up care for SAS (Du Mont et al., 2018: 2). A lack of comprehensive 

care is thus noticed in management of SAS. As health care workers need to reflect on the 

quality of their care to continuously improve, this study focused on these important 

stakeholders’ perceptions about the process of dealing with SAS, towards providing a 

more comprehensive service. 
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1.4 Research Question 

What are the perceptions of healthcare workers, in the two hospitals, on the practices that 

influences the management and comprehensive care of SAS in the Oshikoto region in 

Namibia? 

1.5 Research Aim 

The aim of this study was to explore the perceptions of Health Care Workers (HCW) on 

practices that influence the general management and comprehensiveness of care of SAS 

in the two hospitals in the Oshikoto region in Namibia. 

1.6 Research Objectives 

The specific objectives of this research were: 

1) To explore how Health Care Workers’ self-report on their management of sexual 

assault survivors on their first presentation 

2) To identify the factors affecting the management of sexual assault survivors, 

including their follow-up care 

1.7 Research Framework 

Grove, Gray and Burns (2015:195) mention that a research framework refers to the 

structure that supports a theory of a research study. It helps to understand the problem 

being studied and is aimed at implementing the steps taken throughout the study. 

The International Rescue Committee (IRC) (2012:4) uses a theory of change, which was 

employed to help formulate a conceptual framework for the study. This theory was initially 

developed to provide child survivors access to child centred case management services 

after the IRC noticed the need for standardised quality care to children and families that 

were affected by sexual abuse. In this study, this theory of change was adapted by the 

researcher to deal with both child and adult SAS, and the researcher does not distinguish 

between these two categories but deal with SAS in general. 
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Figure 1.1. The theory of change (adapted from the International Rescue Committee, UNICEF: 2012) 

The IRC’s theory of change focuses on the three main key elements of caring for survivors 

of sexual abuse: to have access to a) survivor centred case management services, b) 

survivor specialised clinical care and treatment services, and c) for health and 

psychosocial service providers to coordinate care according to best practice. These key 

elements advocate for sympathetic and relevant care and treatment support throughout 

recuperation from sexual abuse. In addition, the theory motivates health care providers 

to be equipped with knowledge, expertise and a frame of mind to provide quality care as 

needed (International Rescue Committee, 2012: 5). 

The theory of change framework was thus used to help conceptualize this study and 

provide structure to the literature search. Firstly, SAS need to have access to central case 

management whereby the health care providers are expected to respond to SAS in a 

knowledgeable and caring context, showing friendly attitudes and communication 

methods that promotes healing. They need to adapt management of cases to individual 

needs, as well as engage with the family in the care and treatment of the SAS. 

Furthermore, health care providers are expected to manage survivors according to the 

guidelines for SAS and be monitored to determine such adherence. 

Secondly, the SAS needs specialised clinical care and treatment services, inclusive of 

specialised medico-legal management that can adapt the medical examination and 

treatment for survivors, ensure safe and appropriate referrals and follow-up systems, and 
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monitor whether activities are adhered to by established guidelines. Thirdly (and lastly), 

health and psychosocial service providers should apply best practices via referral 

pathways, reporting agreements and information sharing guidelines. Such guidelines 

should outline best practices related to coordination of care of SAS: how they should be 

referred, appropriate information sharing of guidelines, how case managers should 

interact with legal and reporting systems, and how monitoring of activities to adhere to 

guidelines should take place. This implies well-coordinated care between health and 

psychosocial service providers including all other stake holders towards comprehensive 

care for SAS (International Rescue Committee, 2012: 6). 

1.8 Research Methodology 

A research methodology involves the steps that are followed to find, measure, explore 

and interpret findings about the topic under study to answer the research question (Grove 

et al., 2015:83). The research qualitative design, study setting, study population, 

sampling, inclusion and exclusion criteria, data collection tool and data analysis are the 

aspects described in these steps. However, the research methodology will be discussed 

in detail in chapter three. 

1.8.1 Research design 

An exploratory, descriptive qualitative design was used to explore the perceptions of 

HCWs on the comprehensiveness of care of SAS. Explorative refers to an investigation 

of a research problem to find information and provide an understanding of the problem 

(Grove et al., 2015:76). In this case, an understanding was sought about the care received 

by SAS, according to the providers of such care. 

Descriptive refers to revealing or describing the features of the population under study 

who are knowledgeable about the problem (Grove et al., 2015:76-77). In this study, the 

population consisted of HCWs who are knowledgeable about the care of SAS in their 

health centers. Qualitative research outlines the experiences, situations, and or 

circumstances from the people’s viewpoints via personal engagement through interviews 

(Grove et al., 2015:67). In this study, the HCW involved with care of SAS provided their 

views via interviews to the researcher about the sufficiency of care to SAS. 
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1.8.2 Study setting 

The study was done in Namibia, in the Oshikoto region in the two districts, Tsumeb and 

Onandjokue. Figure 1.2 indicates the Oshikoto region that is situated in the northern part 

of Namibia, bordering with the Oshana region in west, the Ohangwena region in north 

and the Kavango west region in the east, the Otjozondjupa region in south and the 

Kunene region in southwest. 

 

Figure1.2: Map of Namibia [https: //www.worldmeters.info/img/maps/namibia_political_map.gif] 

The Oshikoto region has three main district hospitals, of which the Onandjokwe and 

Tsumeb district hospitals were the two chosen for the research. The third district was not 

prioritized for the study, as the area is quite big, the places far from each other, and it is 

a new district in the region, thus it was anticipated that there were few health care workers 

with experience in the care of sexual assault survivors. 

Onandjokwe State Hospital is the oldest hospital in northern Namibia. It was built in 1911 

by the Finnish Missionary Society. The hospital was operated by the Evangelical Lutheran 

Church in Namibia (ELCIN) until 2016, when the Government of the Republic of Namibia 
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took over its operations (Nord, 2014:2). Tsumeb district hospital on the other hand is a 

government hospital in the mining area, where it was inaugurated on the 31st October 

1964 to serve the people and their families working at the copper mines (Nghishiiko, 

2020). 

Tsumeb inhabitants speak pre-dominantly Afrikaans, with English as the official language, 

while Onandjokwe inhabitants speak mostly Oshiwambo which is a vernacular language, 

and English as an official language. The Tsumeb district hospital staffing consists of five 

medical doctors, two social workers and thirty-three nurses. The Onandjokwe district 

hospital has twenty-five medical doctors, two hundred and thirty-seven nurses, and two 

social workers (Nghishiiko, 2020). 

1.8.3 Population and sampling 

Grove et al. (2015:250) defined population as a focused group of people for a specific 

research topic/study. In this study, the population was the doctors, and nurses working at 

the outpatient departments or casualties where the survivors presented first, such as the 

Anti-retroviral (ART) clinic and the female inpatient department where SAS were likely to 

be admitted. Included in the population were social workers at the Tsumeb and 

Onandjokwe district hospitals that deal with SAS. Only health care workers from these 

targeted departments were interviewed, as they were directly involved in the care of SAS. 

Sampling refers to the nomination of participants to the study (Grove et al., 2015: 251). 

Purposive sampling was used for the study, where the researcher chose the participants 

who had knowledge on the topic under study. Sampling was discontinued when data 

saturation was obtained, as the participants started giving the same information 

repeatedly (Grove et al., 2015:274). 

1.8.4 Data collection tool 

Eleven in-depth interviews were conducted with the help of a semi-structured interview 

guide. Open-ended questions were used to enable participants to express their views on 

the comprehensiveness of care of SAS freely, without limitations, thus allowing the 

researcher to obtain more information (Grove et al., 2015:83). All interviews were 

audiotape-recorded, and each participant was given a code to maintain confidentiality, 
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e.g., Participant 1 or 2 or 3, instead of using their names. In addition, the responses of 

participants did not contain any personal information. Confidentiality and anonymity were 

thus maintained throughout. 

1.8.5 Pilot interview 

A pilot interview refers to a test that is done to ensure that the method and tool for 

collecting data is feasible for data collection (Grove et al., 2015:45). Two pilot interviews 

were conducted before the actual study, at Tsumeb district hospital, in the Oshikoto 

region, with HCWs that deals with SAS. The aim of conducting the pilot interviews was to 

evaluate feasibility of the study tool, adjust where possible and determine the time an 

interview takes. An audiotape recorder was used to record the interviews after permission 

were obtained from interviewees, with the understanding that the data obtained from their 

interviews will be added to the main study if rich information were provided. 

The pilot interviews were accepted as the questions were clear to the two participants 

and elicited useful information to reach the objectives of the study, therefore the 

researcher did not adjust the interview guide. Data collected during the pilot interviews 

were also included in the data analysis of the main study because the researcher 

considered participants’ views to richly contribute to the perceived case management of 

SAS. This is discussed in detail in chapter three, section 3.11. 

1.8.6 Trustworthiness 

Measures to ensure trustworthiness were done by consideration of dependability 

confirmability, credibility, and transferability as per the requirements for qualitative 

research (Grove et al., 2015:392). 

Dependability 

Dependability refers to the stability of data over time, and the conditions that applied to 

the study (Polit & Beck, 2014:323). The same interview guide was used for each 

participant, to ensure that participants provided the specific information relating to the 

research aim and objectives. Furthermore, the researcher ensured dependability by 

providing extensive evidence of all the steps, challenges, and limitations of the study. 
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Supervisors also contributed to dependability by their audits and verification of every step 

of the process. 

Confirmability 

Confirmability is concerned with establishing whether the data represent the information 

provided by the participants, and the interpretation of the data is not fueled by the 

researcher’s imagination (Brink, Van der Walt & Van Rensburg, 2015:392). To ensure 

confirmability in this study, the researcher provided the recorded interviews together with 

the transcripts of the interviews to confirm that the responses of participants were the 

same as provided by the researcher, without manipulation. The supervisor confirmed that 

the interpretation of the responses of participants was done in consistent manner, without 

any bias. 

Credibility 

Grove et al. (2015:392) mention that for credibility the reader needs to be assured that 

the results of the study were an honest portrayal of the study procedures. During the 

interviews, summaries and reflections were made by the researcher to allow participants 

to confirm if the researcher adequately understood their elicited answers related to the 

subject matter examined. Reflection by the Health Research Ethics Committee of 

Stellenbosch University on the proposal beforehand to ensure processes were in place, 

and scrutiny of the study by the supervisor to ensure that these processes were followed, 

added to the credibility of the study. 

Transferability 

Transferability refers to the relevance of the study findings to other studies (Grove et al., 

2015:392). In this study, the researcher recorded all the steps of the research process so 

that future researchers might be able to determine if the study will also be relevant to their 

context and will be replicable. In addition, the findings of the study allow other researchers 

that may conduct a study in a similar context to use concepts or ideas that was developed 

in this study. 
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1.8.7 Data collection 

Data collection happened from May 2020 to August 2020 through private face-to-face 

interviews using open-ended questions to obtain more information. The interview guide 

was applied to all participants to maintain uniformity of the study (Brink et al., 2015:98). 

As the researcher was not known by participants and did not work at either of the study 

settings, participants were free to share information and did not feel at risk of exposure 

or obligated to partake, due to familiarity or loyalty towards the researcher. The 

researcher avoided asking leading questions, thus reducing bias (Brink et al., 2015:98). 

1.8.8 Data analysis 

Data analysis refers to finding meaning in the information gathered from the participants 

and organizing it by using headings and subheadings in a written format. Data analysis 

also refers to a thorough scrutiny of collected data, comparing ideas, and developing 

themes and sub-themes (Grove et al., 2015: 88). The researcher used Cresswell’s six-

step approach for data analysis as explained by Theron in Grove et al. (2015:7-8). 

1.9 Ethical considerations 

Ethics refers to norms and standards of conduct that help to differentiate between right 

and wrong (Moodley, 2017:10). Right behavior is determined by ensuring that the 

principles of justice, autonomy, beneficence, and non-maleficence have been adhered to. 

The study was only conducted after the Health Research Ethics Committee (HREC) of 

Stellenbosch University approved the proposed study and the Research Health 

Committee of Ministry of Health, and Oshikoto regional director gave their consent to 

proceed. 

1.9.1 Right to self-determination 

The researcher respected the autonomy of the participants by ensuring that each person 

voluntarily partook in the study, and that signed informed consent was obtained before 

interviews were conducted. The researcher did not force the participants to take part in 

the study, and no participant was threatened to continue after their decision to withdraw 

from the study. 
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1.9.2 Right to confidentiality and anonymity 

The responses of the participants were not disclosed to anyone, and the transcripts of the 

interviews were made anonymous by using codes, instead of names. Confidentiality was 

maintained throughout the study by not divulging any information about the participants. 

To maintain privacy, only the researcher and the supervisor had access to the coded 

anonymous transcripts and audio-files. Transcripts are kept in a locked cupboard for five 

years, and then discarded. Audio-files were deleted from the computer after transcriptions 

were checked for accuracy against the audio-files by the supervisor. The computer on 

which the transcriptions are kept, is password protected. All the interviews were 

conducted at the convenience of the participants in a private location of their choice. 

1.9.3 Right to protection from discomfort and harm 

The interviews were done in private at the participants’ workplace after they were briefed 

on the purpose of the research. Appointments for time to conduct interviews were made 

with participants according to the time that suited them, to avoid interruption of the 

patients’ services at their workplace. Briefing on the purpose and the objectives of the 

study was done with each participant. The principle of non-maleficence was maintained 

by the researcher during the study, by not causing any suffering or pain to the participants. 

Furthermore, the researcher applied all protocol for Covid-19 to protect participants and 

herself from exposure to cross infection. 

1.10 Operational definitions 

Anti-retroviral therapy- Refers to the medicines that inhibit or prevent the Human 

Immune Virus (HIV) from reproducing (Namibia Ministry of Health and Social Services 

(NMHSS, 2016:23). For this study, anti-retroviral therapy refers to that which is prescribed 

by the Ministry of Health and Social Services Directorate of Special Programs, (2019:74) 

Comprehensive care- Such care includes appropriate holistic management for injuries 

obtained during the sexual assault, as well as prevention of potential complications. 

Injuries obtained relate to the physical, mental and cognitive realms, which need to be 

addressed by a coordinated team who would also strategize to identify and address 

potential long-term risks for the SAS (Ved et al., 2019:1). For this study, 
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comprehensiveness of care also includes the ability to refer to specialist services, and to 

ensure coordination of care amongst care providers. 

Health care worker (HCW)- Refers to a person or people working toward a common goal 

to provide and improve the health care of the SAS (Joseph & Joseph, 2016:1). In this 

study it includes medical doctors, registered nurses, and social workers. 

Post exposure prophylaxis (PEP)- Is a course of antiretroviral therapy given to patients 

after a sexual assault to minimize the chances of contracting the Human 

Immunodeficiency Virus, and it must be initiated within 72 hours post sexual assault 

(Ministry of Health and Social Services Directorate of Special Programs, 2019: 74).  For 

this study it includes all the medicines spelled out for use in the Ministry of Health and 

Social Services Directorate of Special Programs’ (2019) guidelines. 

Sexual assault- This terminology includes sexual violence and rape and refers to forced 

intimacy whereby vaginal, oral, or anal penetration by a part of the perpetrator's body or 

by an object is involved, and/or touching someone’s private parts, such as breasts, 

without permission from the victim (Gilmore, Davidson, Leone, Wray, Oesterle et al., 

2019:1). For this study, sexual assault includes all these mentioned aspects of 

penetration and touching as seen as unwanted by the victim. 

Sexual violence- Refers to forced intimacy or unwanted sexual activity without the 

person’s consent (Gilles, Manigart, Rousseau, Libois, Gennotte & Rozenberg, 2019:1). 

For this study, sexual violence is seen as forced sexual activity on a victim by way of the 

body of the perpetrator or by an object, with injurious results on both the physique and 

the psyche of the person. 

Rape- Refers to penetration, or sexual behavior that is being done to a person without 

their consent (Peeters, Vandenberghe, Hendriks, Gilles, Roelens & Keygnaert, 2019:1). 

For this study, rape is included in the definition of sexual assault and will be used 

interchangeably with sexual assault. 
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1.11 Duration of the study 

The approval of the study was granted on the 25th of June 2019 by the Human research 

ethics committee (HREC) of Stellenbosch University (HREC ref No: 19/04/067). In 

Namibia, permission to conduct the study was approved on the 13th of November 2019. 

Data was collected from May to July 2020, with data analysis done from December 2020 

to February 2021. 

1.12 Chapter outline 

Chapter 1: Foundation of the study 

The chapter contains a motivation as well as a description of the study, and the research 

methodology used. 

Chapter 2: Literature review 

The literature related to the study topic is reviewed in this chapter, to gain an 

understanding of the existing relevant research and debates. 

Chapter 3: Research methodology 

In this chapter, a discussion of the research methodology is provided to describe how the 

study was done. 

Chapter 4: Results 

The data analysis process is demonstrated in this chapter. 

Chapter 5: Discussion, conclusions, and recommendations 

This chapter contains the discussion of the findings, conclusion and the recommendations 

made based on the findings. 

1.13 Significance of the study 

SAS often suffer from health problems, such as sexually transmitted infections and mental 

disorders, such as depression. These issues can become more problematic because of 

inadequate healthcare. This study helped to determine the level of comprehensiveness 
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of care received in the districts of the Oshikoto region of Namibia, as compared with the 

three aspects needed to effectively deal with SAS mentioned by the IRC’s theory of 

change. By exploring HCW perspectives of the care and service delivery needed to these 

vulnerable patients, healthcare quality can be evaluated and improved upon. 

1.14 Summary 

The study focused on the HCWs perceptions of the comprehensiveness of care of SAS 

in the Tsumeb and Onandjokwe Hospitals in the Oshikoto region, Namibia. A descriptive 

qualitative methodology was followed, with an exploratory design. The IRC’s theory of 

change was introduced to help understand and explain the care needed for SAS. The 

sample population of the different categories of HCWs at the two district hospitals that 

have contact with SAS was described. The data collection method as the audiotape-

recorded interviews were described, as well as the data analysis methods to facilitate the 

grouping of ideas and to ultimately answer the research question. 

1.15 Conclusion 

Sexual assault incidences are on the increase in Namibia, and the survivors mostly suffer 

in silence, with few HCW adhering to guidelines and advocating actively to improve their 

situation, and thus the overall effect on their health. This study helps in finding ways of 

improving the care of SAS physically and psychologically by presenting the perspectives 

of HCW that deals with them, about the current situation. 
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CHAPTER 2: LITERATURE REVIEW 

2.1 Introduction 

Sexual assault survivors (SAS) are part of a vulnerable group that requires 

comprehensive care to recover from the attack on their physical and psychological 

integrity, and to successfully adapt after the event. However, several reasons exist why 

they do not access such necessary comprehensive care. Even when SAS are able to 

access immediate care after the event, care often is of suboptimal quality, leaving them 

with crippling after effects. Reasons for this phenomenon are the stigma attached to the 

victim because of the event, lack of trained HCWs to effectively deal with the traumatized 

victim, non-availability of equipment to deal with the victims privately and confidentially, 

either a lack of necessary services or poor coordination of such services (Gatuguta, 

Merrill, Colombini, Soremekun, Seeley, Mwanzo et al., 2018:1). In this chapter, the 

literature is reviewed about the HCWs perceptions on comprehensiveness of care of SAS. 

This involves the lack of (and need for) adequate case management, specialized medico-

legal care and the necessary referral pathways as reported upon from several countries. 

2.2 Literature search 

The aim of the literature review is to introduce the reader to the established ideas and 

knowledge on the topic. The review was done with assistance of the librarian and the 

research supervisor’s guidance from Stellenbosch University. A number of literatures 

were obtained from E-databases for review, such as Pub-med and Google scholar. 

Discussion of the literature review was aligned with the theory of change that is displayed 

in chapter 1, Figure 1.1 to guide the discussion. 

2.3 Sexual assault without adequate treatment 

Gilles et al. (2019:9) report that women experience physical and sexual violence from 

either their partner or strangers, with short term and long-term consequences for these 

women if they do not receive the necessary care after the event(s). Such consequences 

can present as sexually transmitted infections, pregnancy, psychological disorders, and 

social detachment. 
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2.3.1 Short term effects 

Munro, (2015:1) conducted research in the United State which confirms that the SAS 

experiences various consequences after the rape incident. These include physical 

injuries, contracting sexually transmitted infections, psychological flashbacks (unpleasant 

memories, bad dreams), fear and anxiety, potential to fall pregnant, and death (in the 

worst-case scenario) because of the assault. When falling pregnant after the event, they 

may have to deal with the further physical and mental stress of a possible termination of 

pregnancy. Prevention and treatment of these consequences can only be achieved 

through rendering of comprehensive care to SAS. It is thus crucial to identify those SAS 

that are at risk from the very first contact with HCW (Jaffe, Hahn & Gilmore, 2019: 2). 

2.3.2 Long term effects 

Post-traumatic stress disorder poses as prolonged symptoms (more than a month) 

persisting after exposure to a traumatic event (Allene, Kalalou, Durand, Thomas & Janual, 

2021:24). Gilles et al. (2019:40) report that at least 10% of their study participants abused 

drugs and alcohol in an attempt to cope with the trauma of rape. A further 10% develop 

a psychiatric disorder as a result of the trauma. Sandfort, Frazer, Matebeni, Reddy and 

Southey-Swartz (2015:1) attributed this latter phenomenon on mental distress suffered, 

accompanied by a lower sense of belongingness, adding to depression and suicidal 

thoughts or attempts. 

Peeters et al.  (2019:2) mentioned that rape results in numerous consequences of which 

the psychological fallout presents as suicidal thoughts, depression and recurrent 

anxieties. Additionally, pregnancy resulting from rape also has long-term social, economic 

(financial) and psychological consequences, in addition to having to look after the 

infant/child as a product of the assault. These effects happen often when the family 

decides for the SAS (victim) that a termination of the pregnancy is not a choice. However, 

even using the choice of a termination can cause psychological problems for the SAS. 

Hence, follow-up services are important to ensure that these long-term consequences of 

rape are also addressed for the sake of the SAS and the larger community (Kelly, Albutt, 

Kabanga, Anderson and Van Rooyen, 2017:6). 
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2.4 Adequate case management 

To avoid short- and long-term consequences of sexual assault, SAS need to be attended 

by trained HCWs. However, Chandramani, Dussault, Parameswaran, Rodriguez, Novack 

et al. (2020:1) reported that many HCWs are not trained on the specific care to prevent 

further trauma to SASs. This situation creates a lack of knowledge to deal adequately 

with SAS, as well as poor attitudes towards them, and thus a general lack of sympathetic 

communication with SAS. Guidelines are in place, but that these guidelines are not known 

or adhered to by HCWs, with SAS receiving unfavorable comments from HCWs which 

adds to the primary injury of the rape. 

2.4.1 Knowledge of Health Care Workers 

Reeves and Humphreys (2017:2) reported that SAS who experience sexual violence may 

repeatedly report to the health care facilities where the HCW may have omitted to do 

adequate screening (history taking). This leads to inadequate rendering of care that will 

lead to complications. Another study conducted in Ghana confirmed that there is poor 

training of HCWs on the care of survivors and there are no leaflets or protocols available 

to guide them on how to care for such survivors (Cannon, Sheridan-Fulton, Dankyi, Seid, 

Compton, Odoi et al., 2020:1). 

A study conducted in Ontario, Canada revealed that 73.1% of nurses did not have enough 

knowledge, nor had any experience in caring for SAS (Du Mont et al., 2018: 2). This study 

furthermore reported that 95.7% of HCWs felt that more training would be of benefit to 

caring for SAS. One can thus assume that HCW in general need training to care for SAS, 

with special focus on training, from initial assessment to follow-up care. 

The national standard operating procedures for the multi-disciplinary team relating to the 

Management of Gender-Based Violence and Violence against Children in Namibia seeks 

to equip health care providers with the necessary knowledge to provide the best care to 

SAS (United Nations Office on Drugs and Crime Southern Africa, 2017:1). These 

procedures motivate for capacitation of HCWs with knowledge about the standard 

operating procedures related to cases of gender-based violence (GBV) as well as 

violence against both adults and children. The international rescue committee (IRC), 
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through the theory of change also advocates for HCWs to deliver immediate care to SAS 

without delay, and for this to happen, every HCW should be trained to render adequate 

(and comprehensive) care to promote healing and good communication (International 

Rescue Committee, 2012: 6). However, there seems to be a gap between what policies 

for SAS’ care intend related to comprehensive care delivery and the actual 

implementation of such a policy. 

2.4.2 Appropriate attitudes and communication 

Health care workers’ attitudes play a big role in the care of SAS, with positive attitudes 

bringing hope of recovery to the survivors (International Rescue Committee, 2012:60). 

The IRC’s theory of change advocates for friendly attitudes to promote healing of the 

sexually abused persons via good communication. Friendly attitudes help the SAS to 

open up without fear when narrating what happen to them, as the HCWs are not perceived 

to being judgmental (International Rescue Committee, 2012:6). 

Unfortunately, HCWs in some instances actively contributed to post-traumatic stress 

experienced by SAS, due to a lack of empathy shown to the survivors. Lanthier, Du Mont 

and Mason (2018: 2) conducted a study in Canada about the emotional status of SAS at 

the time and reported fear of undesirable reactions from HCW upon the disclosure of the 

assault. This reaction from HCW and the SAS’ subsequent fear complicate reception of 

adequate care. 

Apart from openly unsympathetic behavior from HCW, a lack of anonymity and privacy 

provided to SAS on presentation at the health care center are also experienced as a lack 

of caring behavior towards them. This is especially a problem at the facilities that are 

based in their community because HCW sometimes personally know the survivor(s) or 

are related to them (Holton et al., 2018:3). A study by Sebaeng, Davhana-Maselesele 

and Manyedi (2016:4) reported that SAS received a mixture of good and unsatisfactory 

care in health services; any care such as not being comfortable when seen by the medical 

doctor, and not being offered a shower after the examination contributes to feelings of 

neglect and not being managed with sensitivity. This situation needs to be addressed for 
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the SAS to feel supported by the healthcare team towards a positive outcome 

psychologically. 

Reeves and Humphreys (2017:6) illustrated from an USA study how behaviors of HCW 

can contribute negatively to their well-being, especially in terms of communication. Health 

care workers described conducting examinations of SAS without explaining the 

procedures to them. This makes the survivors feel that they are not being cared for. 

However, positive attitudes encountered from HCW was experienced as stress relieving, 

such as holding of the survivor’s hand, and explaining the way forward in caring for the 

survivor. 

2.4.3 Addressing individuals’ needs and engagement of family 

The IRC’s theory of change recommends that every SAS should be fully assessed, to 

determine the survivor’s specific needs and the survivor’s ability to recover from the 

incident. It is quite common for survivors to isolate themselves after the event and not 

share what they have gone through, because of feelings of shame, disbelief and fear. 

HCWs thus need to develop a helping relationship with survivors to provide optimal 

medical care, create trust at every contact session, and to help SAS adequately debrief 

about the event (International Rescue Committee, 2012:60). 

Unfortunately, the reality is often that survivors are not being cared for properly, not only 

because of untrained staff, and stigma, but also because of non-availability of equipment 

and private rooms whereby HCW end up using screens and curtains to create privacy 

which are considered to be uncomfortable to the survivor (Cannon et al., 2020:5, 12). 

Gatuguta et al. (2018:6) reported from their study conducted in Kenya that survivors often 

received incomplete care, such as the necessary HIV and PEP medication not being 

available on presentation after the event. Thus, mindful preparation for proper care, the 

stock and equipment and a complete assessment on presentation necessary to help SAS 

adequately, are lacking. 

Another factor contributing to non-ideal care delivery is the families or relatives of SAS 

that may be an obstacle. Munala, Welle and Hohenshell (2020:9), reported that families 

can interfere with the required optimal care of SAS because of consequences that the 
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SAS and family may face due to the relationship between the perpetrator and SAS or the 

family. Consequences that may be faced can be the cut-off of financial support, a threat 

to divorce, further violence, and poor attitudes of the community toward the event and the 

victim. Perpetrators that are found to be difficult to report incidences of rape of are those 

of a father/ stepfather, or an uncle, because they may be bread winners of the family. 

SAS are forced not to tell the truth about the sexual assault event when presenting at the 

health facility because of the possible consequences they might suffer by these family 

members as perpetrators. 

To confirm the consequences that family may suffer, Kelly et al. (2017:4) in their study 

conducted in the Democratic Republic of Congo agreed that families face stigmatization 

after a member become a victim of rape. Families face rejection and gossip from the 

community. However, families also find it difficult to support the survivors due to their poor 

financial status, thus resulting in rejection of the survivor for the sake of own survival. 

2.4.4 Monitoring of guideline adherence 

The International Rescue Committee (2012:4), developed a guideline called their ‘theory 

of change’ (discussed in Chapter 1) to grow the competence of health care workers in the 

care of physical and psychosocial services for SAS. The main purpose was to build 

knowledge, attitudes and skills to enable HCWs care for SAS. This guideline was 

developed to ensure guideline adherence and good coordinated health services for SAS 

by HCWs. Namibia also has a guideline for sexual assault survivors presenting at the 

health facility (NMHSS, 2019:81). According to the Namibian guideline, counselling must 

be offered by the HCWs about the possible risk of HIV infection. PEP should then be 

offered if the survivor presents within 72 hours of the incident. In addition, blood tests 

such as for HIV, syphilis, hepatitis and pregnancy test must be repeated at six weeks, (as 

well as at twelve weeks and six months for HIV). The guideline recommends a physical 

examination as well as psychological support referral. 

Despite guidelines available from some countries, a study by Gilles et al. (2019:1) on the 

implementation of protocol and staff educational sessions has revealed that most SAS 

still did not receive all the necessary tests for pregnancy, sexually transmitted infections, 
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and the necessary prophylaxis such as antibiotics and emergency contraceptives on time. 

Furthermore, psychosocial and medical follow up are also not in place. 

2.5 Specialized medico legal care 

Specialized medico legal care provision is a key component in the care of SAS. It involves 

the examination of the survivor to obtain evidence for legal purposes, treatment of injuries, 

and prophylaxis. It includes referral channels for other services such as social counselling 

and monitoring of effective referral and follow up systems (Wangamati, Sundby, Izgubara, 

Nyambedha & Prince, 2021:10). 

2.5.1 Effective forensic examination and medical treatment 

The Namibian Antiretroviral management guideline expects sexual assault victims to 

receive immediate health care, as well as follow-up with medical and psychological 

support within 72 hours of the event. Reporting of the case to the police should not be a 

prerequisite to receiving the necessary treatment (NMHSS, 2019:78), however, case 

reporting at a police station initiates specialized forensic services to the SAS at an 

emergency center. 

Health care workers at the emergency center must have specific education on how to 

examine such a victim, as they will have to provide evidence of their findings in court, with 

special documentation to be filled in for this purpose, indicating all the injuries on the 

specific body parts. These HCWs also need to be able to narrate their findings for the 

judiciary to come to a conclusion about the SAS’s physical and psychological status after 

the assault (Horvath, Massey, Essafi & Majeed-Ariss, 2020:1). 

As such, and in-line with the World Health Organization’s findings (WHO, 2021:1), HCW 

(within their scopes of practice) should provide medical examination services such as 

initial assessment, including obtaining informed consent, a medical history, an account of 

the events described as sexual violence, and a “top-to-toe” physical examination. Further, 

a detailed genito-anal examination, recording of findings, and classifying injuries with 

collection of indicated medical specimens for diagnostic purposes should be carried out. 

Other important activities are the collection of forensic specimens, labelling, packaging 
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and transporting of forensic specimens to maintain the chain of custody of the evidence, 

arranging follow-up care and further therapeutic opportunities. 

The full medical examination thus precedes the treatment of the physical and 

psychological damage from the assault. However, HCWs tend to neglect the SAS after 

the full medical forensic examination. Gilmore et al. (2019:2) reported that 60%-72% of 

survivors presenting for first medical forensic examinations after the sexual assault were 

not provided with the recommended health services as follow-up to the forensic 

examination to prevent short- and long-term consequences. 

The Namibian Ministry of Health and Social Services’ Directorate of Special Programs, 

(2019:78) recommends that every SAS should receive comprehensive care that involves 

a medical examination, prophylactic (if not therapeutic yet) treatment for sexually 

transmitted infections, inclusive of HIV, and emergency contraceptives to prevent 

pregnancy. Vaccinations for hepatitis B and Tetanus toxoid booster are part of this 

comprehensive package to be delivered to SAS. 

Counselling is another aspect that is vital in the care of SAS towards preventing long term 

effects. In the Eden District study in South Africa, it was revealed that health services for 

SAS which involves evaluation of the psychological wellbeing of SAS improved their 

follow-up attendance to continue or complete the care after the event. Apart from the 

benefits to the SAS, the whole community also benefit, as less STIs are spread, and the 

impact on other members of the community due to possible psychological and psychiatric 

fallout of the SAS are decreased (Holton et al., 2018:1). 

2.5.2 Referral systems available 

A formal referral system should be available and activated once the forensic and medical 

examination and treatment is done for the SAS (Campbell, Javorka, Gregory & Vollinger, 

2021:4). Some countries (such as Mozambique) have initiated integrated gender-based 

violence services developed for SAS. Once survivors presented to the police and 

received medical attention, social support and legal assistance automatically follows. 

Thus, after the physical aspects have been attended to as a matter of urgency, survivors 

must be referred to mental health specialists (psychologists) for a rigorous assessment 
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and immediate care if any mental disorder is observed (Mgopa, Rosser, Ross, 

Mohammed, Lukumay, Massae et al., 2020:5). 

In Namibia, the Namibian National guidelines for Antiretroviral Therapy (2019:82) also 

recommends that after the physical examinations, tests, and prophylaxis are 

administered, the survivors must be referred for counselling which involve the recognition 

of areas of support needs. Social worker assistance for counselling in the absence of 

psychological services and home visit follow-up are necessary. Survivors also need to be 

referred to the HIV clinic for testing and follow-up as the person could have been in the 

window period (testing negative) when tested for HIV on initial presentation at the 

emergency center and would only show a positive test result on follow-up. By not 

providing follow-up care to determine the HIV status at that point or determining whether 

the patient suffered any side effects from the preventative dosage of ARV’s, HCWs 

neglect their duty towards the patient. 

2.5.3 Monitoring of effective referral and follow up 

Dealing with SAS does not end with referral to the multidisciplinary team for each one’s 

specialized input but is a much longer process. HIV test follow-ups need to be done, as 

well as check-ups to determine if injuries are healed, and potential developments such as 

a pregnancy, or sexually transmitted infections are addressed. Psychological assessment 

of the ability of the SAS to adapt to life after the assault is also monitored with follow-up. 

Further referrals need to be done, such as possible termination of pregnancy, or specialist 

psychiatric care for aspects such as suicidal thoughts. Follow-up visits are crucial as it 

gives room to the health care providers to discuss among each other the survivors’ 

condition for future planning, thus helping to coordinate services (International Rescue 

Committee, 2012:111). Despite this progress, incomplete services such as a lack of follow 

up for HIV testing, and poor record-keeping, especially with follow-up care were reported 

from Zimbabwe (Tapesana, Chirundu, Shambira, Gombe, Juru & Mufuta, 2017:1). 

Tapesana et al. (2017: 1) conducted a study in Zimbabwe about clinical care given to 

SAS and found dissatisfaction with the services provided. Inadequate care to SAS by way 

of a lack of coordination of services, a lack of counseling, extended waiting time of 

survivors, and poor communication of information during follow-up care of survivors were 
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also reported from South Africa by Holton et al. (2017:1). As a result, the follow-up 

attendance was relatively low at 35.5%. This indicates discrepancies in services, despite 

guidelines clearly stating how follow-up should take place within a week, again after six 

weeks, and finally three months after the first contact. Furthermore, clients that were given 

documented follow-up, attended such care, while those that were given appointments 

verbally only found it difficult to access care. Also, on follow-up appointment, SAS need 

to be attended to by the same health care providers for trust issues, which is often 

impossible because of staffing patterns at health centers (Holton et al., 1:2017). 

Inadequate services were also rendered at the further follow-up appointments, where 

patients that sero-converted to being HIV positive were not given follow-up dates for 

further HIV care, with uncertainty amongst health care workers about some aspects, such 

as understanding whether survivors were already enrolled for HIV care, or not (indicating 

a lack of communication between the role-players). The attitude of especially the front-

line staff was found to be unpleasant towards the SAS, thus causing further non-

attendance for follow up care (Holton et al., 2017:3). 

2.6 Specialized referral pathways 

Specialized referral pathways are also necessary for those individual SAS that needs to 

be seen by psychologists or psychiatrists according to best practices. All the role-players 

in the treatment of SAS needs to be involved in determining standard operating 

procedures, agreeing of the content, and monitoring and evaluation of its success as 

guidelines to adequately address the needs of SAS. These services are then needed to 

be made available through a well-coordinated service based on agreed-upon guidelines 

and policies (Abraham & Gevers, 2017:1). Referral pathways in Namibia are not clearly 

stated, but according to the Namibian national guideline for anti-retroviral treatment 

(2019:79) any person who is raped must report the event or be taken to the hospital 

without any delay, whereby treatment will be received, and the person will be referred for 

counselling. 

 

Stellenbosch University https://scholar.sun.ac.za



 
 

26 

2.6.1 Availability of psychosocial services and agreement about guidelines 

Abraham and Gevers (2017:1,5) noted in their study on mental health support in post-

rape care services in South Africa, that HCW’s psychological support to the SAS is 

inadequate. Health care workers tend to focus on physical injuries and forensic 

examinations, with limited investigation into the mental health needs of their patients. 

Mental health care was seen by them as to be delivered only to psychotic patients. Sexual 

assault survivors are struggling to cope with the trauma, not having someone to talk to 

(to debrief), whilst others mentioned that they dealt with the situation by avoidance. The 

need to debrief and be counselled by a professional person for support helps with coping 

with the psychological after-effects (Abrahams & Gevers, 2017:4). 

The International Rescue Committee (2012:188), advocates for helping the SAS with 

favorable coping mechanisms and enable them to manage social anxieties and pressures 

via coordinated services. It requires that a trusted person in the form of family member or 

neighbor is present on every consultation for support to the SAS. This person needs to 

receive healing education, tutorials on easy sleeping, discovering problems as early as 

possible and teach SAS on positive coping mechanisms. 

Facuri, Fernandes and Azevedo (2014:2), did psychiatric evaluations on women who 

experienced sexual assault at an on-campus university referral center. These researchers 

mentioned that SAS are prone to suffer from mental health disorders because of the 

experienced trauma, with a tendency to lose self-esteem, present with poor appetite, poor 

sleep patterns and moodiness. This caused self-isolation behavior, attempts to commit 

suicide, and the fear of becoming pregnant and to develop STIs. Sebaeng et al. (2016:1) 

added symptoms such as insomnia, general fearfulness, and isolation/withdrawal 

symptoms. However, Facuri et al. (2014:2) indicated that the psychological, physical and 

social wellbeing of women can be promoted with the help of weekly and monthly 

evaluations by psychologists. Unfortunately, Ndjaleka (2017:2) reports poor delivery of 

psychological services in Namibia because of limited trained professionals, especially in 

the state sectors. It is noted that the country does not have enough psychologists, with 

most practicing in the private sector. This is a situation that causes state patients to be 

neglected. 
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2.6.2 Coordination of services toward practices 

Efficient coordination of care ensures that the survivors receive the deserved care as per 

each care-stop on a checklist, without missing out on some. Such a level of coordination 

is noticed to be lacking in many instances. Gatuguta et al. (2018:9), did a study in Kenya 

on missed treatment opportunities, and barriers to comprehensive treatment for SAS. 

These researchers found that coordination of services plays a major role in the optimal 

care of SAS, especially where they had to attend a number of services in separate 

buildings, instead of being provided a ‘one-stop shop’ service. Survivors often have to 

wait for an extended periods of time to see each service provider, causing them to 

abscond and not complete all the necessary stages of care. This indicates a lack of 

communication amongst HCWs related to provision of a coordinated, comprehensive 

service. All stakeholders in the delivery of care to the SAS needs to be able to discuss 

issues with the service to ensure improved quality of care to the survivors. Moylan, 

Lindhorst and Tajima (2015:2) believed that good coordination optimizes the service 

delivery in which all stake holders in the organization are involved in the care of survivors. 

In addition, the response team for survivors’ care should be focused on a specific care 

delivery, thus improving links among the stakeholders. 

Eklund, Holmstrom, Kumlin, Kaminsky, Skoglund, Hoglander et al. (2018:8) stated that 

coordination of care is one of the crucial components in the person-centered-care. 

Therefore, it is very important that the entire health care system is well coordinated, with 

teamwork in providing holistic treatment for survivors. This practice promotes improved 

patient care and outcomes, with the right treatment reducing cost. In addition, 

collaboration improves the relationship between employees and other stakeholders such 

as the SAS and the family and community at large. 

2.6.3 Policy on successful adherence to guidelines 

A study in Ethiopia evaluated PEP utilization among HIV exposed victims and revealed 

that guidelines was only partially adhered to. Most victims were given PEP within 24 hours 

at 79.3%. However, victims were not screened for HIV at all. Although the relevant 

national guidelines indicated that the ART clinic should operate 24 hours every day, this 

was not practiced. Instead, the clinic was open 8 hours daily from Mondays to Fridays 
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which led to unavailability of PEP outside these hours, and thus poor adherence. In 

addition, no follow-up records were used that focused on re-evaluation of victims, 

indicating a lack of monitoring of guidelines (Temesgen, Weldu, Getahun & Aragaw, 

2020:64). The study recommendations thus indicated that for an available and accessible 

service to ensure everyone obtains PEP in time and receive the necessary follow-up, the 

health facilities must be open 24 hours every day, without any interruption. The study also 

emphasized that the records should be updated to enable easier follow-up (Temesgen et 

al., 2020:65). 

Gilles et al. (2019:1), conducted a study in Belgium on the implementation of protocol and 

staff educational sessions to improve the care of SAS. When they noticed that about 90% 

of SAS did not receive comprehensive care, they optimized care by developing a checklist 

with approved medical steps and a full description of the role of HCWs on presentation of 

SAS. In addition to developing this instrument, HCWs were trained to follow the indicated 

steps and roles, which improved the care of SAS from 10% to 90%. 

The Namibian government regulates the scope of practice for clinical psychologists and 

educational psychologists, social work and psychology regarding necessary psychosocial 

support to SAS. Such regulation advocates for counselling to be offered based on the 

level of understanding, including career development to plan for the SAS’ future and 

psychoeducation, as well as recommends that every survivor be assessed and treated 

psychologically. This will help to benefit the survivor self and their family or anyone who 

is affected (Government Gazette of the Republic of Namibia, 2009:2). 

2.7 Summary 

In summary, vulnerable SAS need all the necessary adequate and comprehensive 

physical and psychological care to prevent short- and long-term consequences for the 

best outcome after their ordeal. Based on the literature reviewed, it is important that the 

health care workers receive training to be able to deliver such quality care. 

2.8 Conclusion 

Literature perused for this chapter revealed that adequate case management and 

specialized referral and coordination in care of SAS is lacking. A lack of knowledge and 
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poor attitudes of HCWs, non-availability of multidisciplinary team members, and a lack of 

effective referral pathways contribute to this situation. 
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CHAPTER 3: RESEARCH METHODOLOGY 

3.1 Introduction 

In this chapter, the researcher presents more detail of the applied research methodology 

to explore health care workers’ perceptions of the status of the management and level of 

comprehensive care provided to sexual assault survivors of two district hospitals in the 

Oshikoto region, Namibia. Alignment of the research aim, question, and objectives to 

each other, is showcased for perusal in this section. As the study setting was explained 

in detail in Chapter 1, this chapter provides less attention to the setting and more attention 

to the research design related to a description of the population involved, how sampling 

occurred within the inclusion criteria, and the process of data collection. The complete 

process with a description of the data analysis process is presented in chapter 4. 

3.2 Research aim 

The aim of this study was to explore the perceptions of Health Care Workers on current 

practices that influences general management and comprehensive care of sexual assault 

survivors in the two hospitals in the Oshikoto region in Namibia. 

3.3 Research question 

The research question for this study was: “What are the perceptions of healthcare 

workers’ on the current practices of SAS that influences the management and 

comprehensive care of sexual assault survivors in two districts hospitals in the Oshikoto 

region in Namibia?” 

3.4 Research objectives 

The specific objectives of this research were: 

1. To explore how Health Care Workers’ self-report on their management of sexual 

assault survivors on their first presentation 

2. To identify the factors affecting the management of sexual assault survivors, 

including their follow-up care 
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3.5 Study setting 

The study was conducted in the Oshikoto region in the two districts, Tsumeb and 

Onandjokwe, and carried out at the Onandjokwe intermediate hospital and Tsumeb 

district hospitals. The study setting was chosen because of the recent reported increase 

in rape cases in the Namibian Sun newspaper from 2016 to 2018, specifically for the 

months of April, May and June of 2018 in the Oshikoto region, which these two hospitals 

would have had to deal with (Kambowe, 2018:3). 

3.6 Research design 

An exploratory, descriptive qualitative design helped to obtain the perceptions of HCWs 

on the management of comprehensive care of SAS (Grove et al., 2015:67; 76). A 

qualitative design was used to elicit a deeper and broader insight in the problem (exploring 

the situation), which was more appropriate for the study, as opposed to quantitative 

design with a survey that would provide more superficial information. A descriptive quality 

was added to the design by allowing the participants to express their views about the 

comprehensiveness of care for sexual assault survivors in their districts. The design 

permitted the researcher an opportunity to probe, and to elicit additional insight on the 

perceptions of the participants on the current care of SAS (Grove et al., 2015:67). 

3.7 Population and sampling 

The population consisted of eleven HCWs with more than six months experience at the 

two hospitals. The researcher was able to access the two hospitals for recruitment after 

permission to conduct research was granted to continue in the agreed upon settings. The 

recruited participants involved registered nurses, doctors, and social workers with a 

working experience from seven months to ten years in casualty and/or the ART clinic, or 

the social services departments. They were told about the purpose and objectives of the 

study and invited to partake on the interview dates arranged.  In this study, the sample 

size of eleven was determined by data saturation. Most participants had managed three 

to five cases of SAS in 2020, until the date of interview. The numbers of cases were 

noticeably low, possibly due to restrictions of movement (of potential perpetrators, but 

also victims of sexual assault to present themselves) during COVID 19 lockdowns by the 

government. The majority of the participants were Oshiwambo speaking, but staff speak 
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English as an official language, and thus English was used to conduct the interviews as 

preferred by the participants. 

Purposive sampling was used to allow the researcher to select participants amongst the 

staff with experience of treating SAS. When willing participants arrived for the interview 

and it was found that they did not have enough contact with SAS in these workplaces, 

the participant was informed that the criteria of the study do not allow them to participate, 

and another willing participant in the category was identified and engaged with in an 

interview. Of the chosen sample of three medical doctors, one was unable to participate 

due to time constraints. Only one social worker participated, with the others unable to 

participate due to scheduling conflicts, or being on leave, or not meeting the criteria of 

having worked for at least six months with SAS. A total of eight nurses working at the 

outpatient/casualties’ wards and the ART clinics participated, with four from hospital A 

and three from hospital B as referred to table 4.1 in chapter four. Other categories of 

participants working at casualty/outpatient departments and social work departments 

included one medical doctor from hospital A, and two medical doctors and one social 

worker from hospital B (Table 4.1). The participants were individually and privately 

interviewed to express themselves freely. 

3.8 Inclusion criteria 

Inclusion criteria refers to the group of individuals that qualifies as participants in the 

sample, based on criteria that they have (Grove et al., 2015:251). This study only included 

those medical doctors and the nurses that were working at the outpatient department or 

casualty and ART clinics, and the social workers, who had opportunity to be directly 

involved in care of SAS. 

3.9 Exclusion criteria 

Exclusion criteria refers to the group of individuals that did not qualify to be included in 

the study (Grove et al., 2015:251). The HCWs that were on leave, not willing, or unable 

to partake, and those with less than six months working experience, or little contact with 

SAS at the workplace at the time of the study were excluded. 
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3.10 Data collection tool/ instrumentation 

Individual interviews were conducted with a supervisor-approved interview guide 

consisting of open-ended questions (Annexures 6 and 7) that was developed from the 

literature review on the subject matter. Seven open-ended questions were asked to elicit 

the participants’ perceptions on the comprehensiveness of care of SAS. The first of these 

questions elicited demographic information, such as their job titles and functions related 

to caring for SAS on their presentation at the hospital, and the amount of experience they 

had in dealing with these victims. Further questions obtained information about the care 

provided to SAS related to the guidelines provided, the factors at their workplaces 

affecting how they deal with the SAS, the systems of referrals available if needed, the 

coping mechanisms employed by SAS in dealing with the assault afterwards, and 

suggestions from these health care providers to improve care to the SAS. The interviews 

lasted for 18 to 40 minutes. 

3.11 Pilot interview 

After permission to conduct the research study was obtained from Stellenbosch 

University’s HREC on the 26th of June 2019, and the NMHSS on the 13th of November 

2019, pilot interviews were conducted in Tsumeb district hospital with two registered 

nurses as consenting participants to test the interview guide and ensure that the selected 

method and tool for collecting data was feasible (Grove et al., 2015:45). The pilot interview 

was audiotaped and transcribed (Annexure 3), and then presented to the supervisor for 

confirmation, to determine if the study is feasible and to ensure that the skills of the 

researcher was satisfactory. After the supervisor’s review and suggestions to improve on 

reflecting skills and probing, it was accepted and included in the main study. 

3.12 Trustworthiness 

Trustworthiness refers to the ability of the study and its findings to be relied on as honest 

or truthful (Grove et al., 2015:392). The information provided must be true and free from 

fraud. Trustworthiness entails the four concepts of dependability, confirmability, 

transferability, and credibility. 
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Dependability 

Dependability refers to providing proof that if the study were to be repeated in the same 

circumstances or manner, it would yield the same or similar results (Brink et al., 

2015:173). In this study, the researcher ensured dependability by providing extensive 

evidence of all the steps of the study to the supervisor, inclusive of the audiotaped 

recordings and transcripts for data verification and to ensure that data obtained were well 

scrutinized for both the truth value, and objectivity in representation. This will enable 

future researchers to conduct similar studies and possibly arrive at similar conclusions. 

Confirmability 

Polit and Beck (2014:323) states that confirmability means that the data is objective and 

neutral, and not subjective. Eleven audiotape-recorded interviews with the transcripts 

were provided to the supervisor to confirm their content and to check for manipulation in 

the transcription of the data. Debriefing and regular checks by the supervisor on the 

progress of the interviews ensured that issues that could compromise neutrality were 

discussed and dealt with.  On the interpretation of the results, the supervisor also ensured 

that bias was minimized (Grove et al., 2015:392). 

Credibility 

Credibility is the assurance to the reader that the outcome results of the study produced 

by the researcher is a true reflection of the participants’ responses (Grove et al., 

2015:392). To ensure credibility in this study, the researcher adopted the technique of 

prolonged engagement, meaning the researcher stayed in the field of data collection until 

data saturation was reached. Member checking was done by allowing the participants to 

listen to the audio-taped records of the conducted interviews so that they could confirm 

what was recorded from their interviews was properly transcribed. This allowed them to 

add anything that they felt was missed in the narrative already provided. Credibility was 

obtained when all the procedures of the study, inclusive of record keeping, and all 

documented records were provided to the supervisor for confirmation. 

Transferability 

Transferability refers to the relevance of the study findings to other contexts, or the extent 

to which the study can be generalised to another context or setting (Grove et al., 
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2015:392). In this study, the purpose was not to generalize findings to a larger population, 

but rather to describe an experience or a phenomenon. However, the responses received 

from the participants allow other researchers in similar contexts to use ideas that was 

developed in this study for reference purposes. Furthermore, enough detail such as with 

criteria for the sample selection of HCW, saturation reached, and a dense description of 

the responses allows for future researchers to compare situations and make a judgement 

related to transferability to their contexts. 

3.13 Data collection 

Although permission was obtained from the relevant authorities in June and November of 

2019, data collection could only commence in May 2020, and lasted until August 2020. 

This was the result of restriction measures that were put in place by the government in 

the period February to July 2020 due to the Covid19 pandemic. Global legislation 

prevented travel and restricted contact with research participants and activities for large 

parts of 2020, which resulted in delayed data collection, the inability to interview all the 

initial participants that were recruited, and the general slow progress of the study. 

When the data collection was permitted to take place eventually, the researcher travelled 

to the two hospitals and engaged with and obtained consent from those available staff 

still willing and able to participate to continue with the interviews. Individual appointments 

were made at their convenience. At the start of the interviews, the researcher introduced 

the research topic and the reason for the study to participants. The interview sessions 

were conducted in English as the official (and commonly used) language used in both 

hospitals as well as a preferred language by participant. 

As per national rules, a distance of one meter had to be kept between the researcher and 

the interviewee. Furthermore, a mask was worn by the researcher and each participant 

to curb the spread of Covid 19. In addition, sanitizing of hands and surfaces with an 

alcohol-rub was maintained throughout the interviews. The preferred venues chosen by 

the interviewees were well ventilated and were also sanitized before and after the 

interviews. 
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Before starting the interviews, the researcher informed the willing participants of the 

rationale of the study and what was expected of them. As the researcher was not known 

to participants and did not work at either of these two district hospitals, participants felt 

free to share information, without a risk of exposure, familiarity, or an obligation to partake. 

Bias was further reduced by avoiding asking leading questions (Brink et al., 2015:98). 

There was no time limit set for the interview length by the researcher, and most took 

between 18 minutes and 40 minutes, depending on what they could divulge about the 

phenomenon under investigation. 

It was however experienced, that some participants were struggling to provide 

perceptions about care rendered to SAS, even though they had been the health care 

providers responsible for these victims. The researcher had to repeat some of the 

questions by changing the approach of the question, as well as to deepen probing, to 

elicit answers about the topic. The interpretation is that this was not a topic that the 

interviewees considered as a problem before, but that the discussion certainly made them 

think about the aspects addressed in the interview for future consideration. 

3.14 Data analysis 

The researcher transferred all the audiotape-recorded information into a Microsoft Word 

document, using verbatim transcriptions. The transcripts allowed the researcher to 

capture participants’ own words and expressions. In addition, it enabled the researcher 

to apprehend the behaviors of participants and to deduct meaning from their perspectives 

about the problem, and for the supervisor to confirm the audio-taped recordings as a true 

reflection of the data collected. The researcher used thematic analysis in this study, which 

is defined as the identification and discovering of the recurrent statements from the data 

collected and development of themes from it (Grove et al., 2015: 89). Qualitative data 

management steps for the data analysis method used as the following: 

Step 1: Organise and prepare the data for analysis. 

Step 2: Read through all the data 

Step 3: Code the data 

Step 4: Describe the setting of people and categories or themes for analysis 
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Step 5: Present the results of the analysis. 

Step 6: Interpret the results of the analysis 

In the first step of thematic analysis using qualitative data management approach, the 

data was organized and prepared for analysis by compiling and ordering the verbatim 

transcripts. After reading through all the data as the next step, the researcher grouped all 

the information and developed subheadings, which facilitated an understanding of the 

content. In the third step, coding was used to group ideas by highlighting ideas that are 

having similar meanings using different colors. This was done to find meanings in the 

responses, and so facilitated the process of analysis, interpretation, and conclusion by 

themes.  The fourth step provided a description for the setting of people, themes for 

analysis. Themes were developed by deduction from the group of ideas that was gathered 

from the collected data. The results of the analysis were presented in a narrative to the 

supervisor, who checked the narrative against the categories and themes provided and 

again to the transcriptions. This narrative is included in Chapter 4. This is portrayed in 

Annexure 8 and presented as the findings in Chapter 5. 

3.15 Ethical considerations 

The Health Research Ethics Committee (HREC) approval for the study from the 

University of Stellenbosch was obtained on the 26th of July 2019 and the Namibian 

Ministry of Health’s permission was obtained on the 13th November 2019. The principles 

of the Declaration of Helsinki as drawn up by the World Medical Association in 1964 and 

last amended in 2013 was followed as per the next explanation (Grove et al., 2015:96): 

3.16 Justice 

In this study, justice was exercised by selecting participants of all categories that were 

involved in the care of survivors. In addition, one tool (interview guide) was used to collect 

information after a consent was obtained from all the participants. Furthermore, all the 

participants who took part in the study did so willingly, thus fairness was exercised (Grove 

et al., 2015:98) 
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3.17 Autonomy 

Autonomy was dealt with in such a way that every participant had a right to choose to 

participate by taking an informed decision (Grove et al., 2015:101). On commencement 

of the study, all participants were provided with a consent form with information about the 

study, to read before taking part in the study. Time was given to each participant to read 

through the document so that they could make an informed decision to take part. 

Participants who decided to take part in the study signed their consent form at the end of 

the document, to indicate their informed consent. 

3.18 Non-maleficence 

No participant was forced to take part in the study by the researcher. Each interview was 

conducted in private, at a venue as per participants’ choice after the participants gave 

consent. In addition, the researcher acted in a professional manner that did not put the 

confidentiality at risk. The principle of non-maleficence was maintained by not causing 

any suffering or pain to the participants. Discomfort due to hunger or thirst that may have 

been experienced by participants was dealt with by providing refreshments according to 

the clinical trial participant time, inconvenience and expenses (TIE) compensation model 

(Republic of South Africa, 2018: 3). The refreshments that were given to the participants 

was not to bribe them, but to compensate for their time spend during the interview, should 

it have been in their tea or lunch time. 

3.19 Beneficence 

The beneficence principle was practiced by explaining the importance of each 

participant’s contribution to the study (Grove et al., 2015:98). Participants were informed 

that the study was not intended to expose or offend them, thus they were asked to tell the 

truth of what is happening in the settings. Further, no name of any participant was used 

during data collection, rather codes were used to maintain privacy. The audio tapes and 

transcriptions will be kept in a lockable place for five years and in a computer with a 

password that is only known to the researcher. 

3.20 Summary 

In this chapter, the practical application of the research design was explained in more 

detail than in Chapter 1, as a result of the completed processes and detail that could be 
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provided of the population sample, the research tool to obtain answers to the research 

question, the data collection and ethical principles abided to. Specific aspects of the data 

collection as it relates to difficulties experienced in the Covid-19 period were also 

discussed. 

3.21 Conclusion 

To conclude, an exploratory, descriptive qualitative methodology was used to collect data 

at Onandjokwe and Tsumeb hospitals in the Oshikoto region to answer the research 

question and objectives. The process to collect information from those HCWs who met 

the criteria in providing care to SAS was described. This information is to be presented in 

its analyzed and interpreted format in the following Chapter 4.  
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CHAPTER 4: FINDINGS 

4.1 Introduction 

In this chapter, findings obtained during data collection from interviews and the analysis 

of this data are discussed according to the emerging themes, to successfully deal with 

the research objectives. 

Participants from both hospitals (called hospital A & B for anonymity) included a senior 

registered nurse (SRN), registered nurses (RN), doctors (Dr) and a social worker (S/W). 

The gender breakdown comprised ten females and one male, with their ages ranging 

between 30 to 55 yrs. The participants’ ages mostly ranged between 30 to 54 years, with 

three participants that were older than 40 years. These participants worked in casualty, 

the ART clinic, and the social services department as described in Table 4.1 below. 

Table 4.1 Demographic information of participants 

Participant 

number 

Hospital Gender Years in 

position 

Position Department No of cases 

Jan- July 2020 

1 Hospital A Female 7 years R/N Casualty 5 

2 Hospital A Female 6 years R/N Casualty 3-4 

3 Hospital A Female 4 years R/N Casualty 1 

4 Hospital A Female 4 years R/N Casualty 3 

5 Hospital B Female 4 years R/N Casualty 1 

6 Hospital B Female 7-8 

months 

S/W Social 3 

7 Hospital A Female 1 year Dr Casualty 2 

8 Hospital B Female 25 years SR/N Casualty 5 

9 Hospital B Female 5 years R/N ART 

clinic 

3 

10 Hospital B Male 10 years Dr Casualty 4- 6 

11 Hospital B Female 5 years Dr Casualty 1-2 
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The range of experience of the participants working with SAS was between 7 months to 

25 years, with the majority having at least 4 years’ experience. Sexual assault survivor 

presentation does not seem to be a common occurrence in these hospitals as indicated 

by the number of cases seen in the first seven months of 2020 in Table 4.1, despite the 

reported upward trend in rape statistics in the Oshikoto region. 

General comments about the topic of sexual assault presentations at the hospitals include 

the following: “Most of the sexual assaults happen at the end of the month when people 

receive their salaries, and have money to spend.” Socialisation at month end includes the 

consumption of alcohol, which leads to compromised situations and sexual assaults 

occurring as a result. However, assaults can also occur without alcohol consumption by 

the victim, such as when people are walking home after work from a late-night shift. 

Moreover, sexual assault does also occur at home or in familiar surroundings. 

Participants revealed that the sexual assault occurs from strangers (e.g., taxi drivers, 

fellow party goers, people met on the Internet), as well as well-known family members, 

neighbours, cattle herders (known to the family and community) and boyfriends (intimate 

partner violence). 

4.2 Themes and Sub-themes 

There are many factors that influence the comprehensiveness of care for sexual assault 

survivors. The main themes that presented from the analysis were organised in the 

categories mentioned in the IRC’s theory of change for better understanding of how the 

current care adheres to or fall short of the standards stated in this theory: 1) Survivor 

centred case management, 2) Survivor specialist clinical care, 3) Coordinated health and 

psychological care according to best practices. These themes and their sub-themes are 

presented in Table 4.2 and will be discussed in the narrative following the table. 
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Table 4.2: Themes and Sub-themes 

Themes: Subthemes: 

Survivor centred case 

management 

1) Responding to SAS in a knowledgeable and caring 

context 

2) Management of individual needs 

3) Engagement with the family in the care of the SAS 

4) Management and monitoring care according to 

guidelines in emergence department 

Survivor specialist clinical 

care 

1) Adaptation of medical examination and treatment 

2) Ensure safe referrals and follow-up systems of treatment 

3) Monitoring of tracking systems’ adherence to guidelines 

Coordinated health and 

psychosocial care according 

to best practices 

1) Agreement about guidelines and best practices 

2) Interaction with legal and reporting systems 

3) Monitoring adherence to guidelines on referral level 

4) Coordination of care amongst stakeholders and levels 

of care 

 

4.3 Theme 1: Survivor centred Case management 

The survivor centered case management is the first theme from the interviews. The 

subthemes that emerged from this theme were: 1) responding to SAS in a knowledgeable 

and caring context, showing friendly attitudes and communication method that promotes 

healing, 2) management of individual needs, 3) engagement with the family in the care 

and treatment of the SAS, 4) management and monitoring care according to guidelines. 

4.3.1 Subtheme 1: Responding to SAS in a knowledgeable and caring context 

Despite the proven need for basic as well as advanced regular updated knowledge 

obtained by regular in-service training to familiarise nursing staff with new legislation and 

guidelines, some nurses have no knowledge on how to deal with SAS. Nurses either lack 

experience, are not knowledgeable about the specific care needed by SAS, or have been 

in the profession for a long period, without the necessary capacity building about SAS 

care and support. 

Stellenbosch University https://scholar.sun.ac.za



 
 

43 

There was an absence of training and a definite need for it verbalised by the participants 

to be able to take care of the SAS. Knowledge is required by the health care workers to 

be able to respond in a professional manner to the incident of rape. Knowledge was 

considered to facilitate good history taking without judging the survivors for what 

happened, thus promoting good communication. Training was also seen as a method of 

decreasing judgemental attitudes among colleagues. Moreover, especially new HCW 

were reported to have little or no knowledge on how to care for the SAS. This indicated 

the need of a good orientation to the new environment with regular in-service training 

inclusive of how to deal effectively with SAS according to existing guidelines and policies. 

Interviewee 01: “…nurses, they need to [receive]… in service training… on how to take 

care of those patients, because sometimes… the guidelines have changed... some 

nurses are new, or some have been in the profession for so long, and they need to update 

their knowledge”. 

Interviewee 02: “Some health care workers, if a victim for example comes in at 2 o’clock 

in the morning when the incident happened, they are the ones to start judging the victim, 

like: where is she coming from at this hour.” 

Interviewee 04: “I think health care workers need to do in-service training, and also the 

new employees need to be trained on how to deal with these cases.” 

Interviewee 03: “The old one, she has that knowledge, but the new one doesn’t have, 

therefore I say in service training is needed to all the nurses, not only the nurses who is 

working at casualty but also the other nurses who is working to other department, because 

of monthly rotation” 

4.3.2 Subtheme 2: Management of individual needs 

Participants raised the concern that the casualty departments are open spaces which are 

only divided by screens for privacy purposes. However, the screens are not enough to 

conceal the conversation (other people can hear) which can cause discomfort for the 

survivor, knowing that someone else can hear about her ordeal. None of these research 

settings had secluded space specifically allocated for examination of SAS. Thus, comfort 
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of SAS is at stake and these situations do not help the SAS to deal with their negative 

experiences on presentation at these hospitals. 

Interview 02: “Normally these patients, they just come straight to casualty. But casualty 

is an open space, once you come to… interview the patient, where you identify that … 

this case is a rape case... you [should] take that patient to… another area”. 

Interview 03: “The casualty is just [an] open space, though you put the screening [around 

the patient] - it doesn’t mean you hide the patient, but the way you are talking or the way 

the patient talks… The voice is high a bit, because she is not feeling well, she is like… 

she is aggressive eish… It means the voice is not at a minimal [sound level] like yours, 

that is why I say we need a training” 

Interview 02: “Yes, we don’t have a room for sexual survivors at all. Upon arrival to our 

department there is a… room that we prepare for them [if the room is not occupied], as 

the room is meant for gynaecology patients. If the room is not occupied at that moment, 

then we put this victim in that room”. 

The psychological problems that SAS must cope with after the event are often not noticed, 

as there is no sufficient support at home or at the hospitals. With inadequate follow-up 

after the event, survivors develop negative coping mechanisms. 

In not providing them with the privacy and respect at the time of contact, the hidden and 

unseen, nonverbal communication experienced by SAS carries the message that staff 

and other stakeholders such as the police do not care for them, and do not see them as 

individuals with very specific needs after their psychophysical integrity were violated. 

Interview 08: “The police they are coming with their testing kit. Now, when they are 

coming here with a testing kit … It’s obvious the people will know that this person is with 

a police officer and if they are having this kit, so they label already that this person was 

raped”. 
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It is reported that most of the community members knows the rape kit, especially since it 

is yellow and stands out. This allows the community members present to realize what is 

happening with the SAS. 

Interview 10: “Because this is just a small community, when people see someone holding 

that a police officer in front and you following holding that kit: already there is a stigma 

attached to that and people already start talking that she was raped, and you know how 

it will be in our small communities”. 

4.3.3 Subtheme 3: Engagement with the family in the care of the SAS 

Family support is needed to promote healing and help positive coping mechanisms by 

survivors. However, it has been reported by participants that families are reluctant to 

report rape cases to the police or take the victims to the hospitals. This is done to keep 

the usual bond between relatives or neighbours depending on the shared relationship 

between the person who raped the victim, and the victim herself. Victims are then forced 

to keep quiet about the incident, leading to them suffering in silence. 

Interview 03: “People hide them coz [because] some people be raped by the cousin, by 

their friends even, neighbours because… these people they are close neighbours … even 

the parents may end up knowing this, but to keep that… aah that mmmmh, to keep that 

neighbourhood, they have to keep quiet and encouraging them not to go to the hospital, 

though it was a rape case.” 

Interview 01: “I think the community, do not report the cases because sometimes we… 

there are those…, mostly it happened in teenagers, girls but sometimes you experience 

them when they already approaching the hospital when they are already pregnant. And I 

think… yes…I think they don’t report.” 

Because of the lack knowledge around the situation leading to the rape by family 

members, a lack of education in general about the topic and the type of care that is 

needed by a survivor, SAS are also blamed for the attack. 

Interview 06: “In some incidence you find people they will blame victims for what has 

happened to them.” 
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This inability to deal with the SAS supportively by victim-blaming and not reporting the 

event in time interferes with the delivery of care, as referrals to relevant support groups 

cannot be done timeously. Health care worker participants realise the consequences of 

this and motivate for information and education to the family towards more involvement 

and support in the care of the SAS as their relative with specific care needs. 

Interview 06: “We would involve family as well, coz [because] family is important. As well 

as long as they see that they are being cared for and they really have support from the 

family is one of the things that also help with whatever they are going through and help 

them to cope”. 

Interview 02: “So if we get support groups these people will be able to speak to the entire 

family, counsel the entire family. Let the entire family accept this situation and they should 

not victimise this victim as well that she became part of this assault. So get them to 

understand the whole scenario of what is going on, yeah… And let them be able also to 

help this person at home when these support people are not there, so that will be of very 

much help” 

Some participants suggested that the family and community should be educated in to 

prevent further occurrences of sexual violence in general, such as dress code, 

supervising the care of children as to not expose them due to their vulnerability, and how 

to go about reporting such events soonest. The need to consult with family about further 

support to the SAS via psychological referral or the start of support groups is another 

topic for such education. 

Interview 03: “And the psychologists should also have to be in contact with their family, 

close family by asking them either this patient is still showing that behaviour of isolate,” 

Interview 02: “When one is sexually assaulted it does not involve only that one person 

alone but It involves the entire family (closing her eyes). So, if we get support groups 

these people will be able to speak to the entire family, counsel the entire family. Let the 

entire family accept this situation and they should not victimise this victim as well that she 

became part of this assault.” 
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4.3.4 Subtheme 4: Management and monitoring care according to guidelines 

Section 4.3.1 indicated that the two hospitals are challenged by a lack of knowledge and 

on-going training on how to deal with SAS, and nurses have not been trained sufficiently 

on the National guidelines for antiretroviral therapy (2019:ii) that caters for SAS. Having 

health care workers that are not familiar with the guidelines causes inadequate care 

delivery to SAS. Unfortunately, the nature of a busy casualty work environment does not 

contribute to regular in-service training being delivered, unless very well planned and 

structured within the specific strategic plan of the hospital. A lack of monitoring as part of 

the strategic plan for the hospital is reflected in the quotes below, where the lack of time 

available for following them properly, as well as a lack of follow-up of SAS according to 

the required guidelines is mentioned. 

Interview 05: “We don’t really have services, our casualty is very busy sometimes and 

we only have one doctor, sometimes, when they come, we don’t really give them [SAS] 

attention”. 

Interview 05: “The newly graduated nurses … just starting, they need training on how to 

handle these types of cases so that they can give their maximum support and they can 

be able to follow the guideline.” 

4.4 Theme 2: Survivor specialist clinical care 

Survivor specialist clinical care is the second theme elicited from the interviews which is 

sub divided into three subthemes that will be discussed as the 1) adaptation of medical 

examination and treatment, 2) ensure safe referrals and follow-up systems of treatment, 

3) monitoring of tracking systems’ adherence to guidelines. 

4.4.1 Subtheme 1: Adaptation of medical examination and treatment 

The participants perceived that the current service that is being rendered need to be 

improved as indicated in section 4.3.2 when talking about the special room needed for 

investigation. However, advocating for this do not seem to be seen as their responsibility. 

Reference is made to expectations that management and/or the Ministry of Health should 

intervene. Interestingly, there is no indication that it has been an issue considered before, 

or that they have responsibilities towards adhering to existing guidelines. 
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One of the main concerns are the absence of a multidisciplinary sexual assault centre 

where staff specifically deliver coordinated care to SAS. Participants considered such a 

solution more efficient to delivery of services to SAS since it will just focus on the rape 

case management. Such a solution would however need significant input from all 

stakeholders, as well as investigations into how to finance it in rural areas. 

Interview 02: “And when this person comes to the hospital seeking for help, they do not 

have a proper structure where they can be kept to wait in privacy so that even the other 

patients are around the casualty do not need to know this has happened.” 

 

Interview 04: “For the hospital I think they have to make their consult centre, a centre its 

nurses, doctor, psychologist and social workers are based at one place so that this patient 

can be dealt with, just at that place so that they cannot be treated together with patient 

who are coming for emergency treatment in casualty, since our casualty is very busy, so 

usually some time do not get the most care they need.” 

 

Interview 10: “On the ministry side, I think the point we have talked about like making a 

center”. 

 

Interview 08: “That center will be more, let’s say it will be the best place for everyone or 

those cases because the people self will be willingly go, because nobody will know what 

is going on there. Some people are raped in the location in the community just but… just 

because they’re shy to come to the hospital where everyone is sited and looking for me. 

They will rather decide just to ignore everything and stay home without reporting.” 

4.4.2 Subtheme 2: Ensure safe referrals and follow-up systems of treatment 

Referral and follow-up systems as required by the NMHSS (2019:82) were lacking in 

these two study settings. Firstly, such systems have not been established as definite 

pathways in the hospitals yet, and secondly, a lack of available specialist care from a 

psychologist or psychiatrist does not seem to exist in the district, due to minimal posts 

available in the public sector. In both situations, the SAS are left to their own devices to 

cope and recover from the assault. 
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Interview 01: [Taking a deep breath] “When we treat those patients in casualty we just 

refer them to social workers, but us nurses after that, we don’t know if the patient came 

back for counselling again or do the social workers follow up those patients or what really 

happened. Normally they used to get follow up by the doctors but we end up not knowing 

if they [did] come or not, to doctors’ follow up at MOPD [Medical Out Patient Department].” 

Interview 01: “I think the follow up is not so intensive because we don’t see these patients 

and we don’t even track their cell phone numbers, and on the social part we don’t know 

also...” and “they don’t have transport [or] money to come to hospital [for us] to check 

them up.” 

Interview 08: “Okay, for us is difficult to follow up with us because most of the time we 

give the treatment and then they’re gone. On the treatment, we just advise if they happen 

to have any complication maybe that may be arise during the medications therapy they 

can come anytime, but if they are fine, they don’t follow up with us.” 

Interview 11: “Actually it [follow up] should be from our side, but we do not advise them 

to come back, it is… it has not been included in our package to say apart from the HIV 

that we push on because of the window period stories; with pregnancies and all the other 

tests that we do, we don’t repeat afterwards”. 

In both hospitals, SAS are hardly ever referred to specialists such as a psychologist, 

because neither of the two hospitals has a state psychologist to refer to. It is mentioned 

that the Onandjokwe district refers to Oshakati in some rare cases. However, if the 

survivors get referred to Oshakati Intermediate hospital, they may not have funds for 

transport [especially for follow-up visits] because it is far, thus it is difficult to receive the 

needed psychological care. 

 

Interview 03: “No [psychologist when needed], we just refer them to Oshakati” 

Interview 03: “Every region or a district hospital should have a psychologist, but this is a 

failure for Ministry itself… we need them, we want them and nothing we can do [has 

helped to obtain them], this is a ministerial weakness. And matrons, they should also pose 
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their problems [advocate] there so that even at the district there should be one 

psychologist rather than [only a] social worker just refer them to the other region or other 

district.” 

Interview 10: “But they are staying deep in the villages, there is issue of transport, they 

cannot just come… and there is no money sometimes, and sometimes they don’t want 

to… But if there was a proper system follow up, then I think something could have been 

done for that person.” 

4.4.3 Subtheme 3: Monitoring of tracking systems’ adherence to guidelines 

Poor monitoring of SAS’ progress through the system of healthcare after the presentation 

at the emergency room is reported. The registers used to record the occurrence of sexual 

assault and provided treatment do not facilitate monitoring and tracking care to SAS to 

determine if treatment were completed and whether treatment outcomes were positive or 

negative. By providing all necessary information, follow-up of SAS in the district to 

determine their mental and physical status after the event would be possible. The lack of 

an electronic based tracing system in the two districts, further causes inefficient care. 

Sexual assault survivors are expected to be responsible for their own treatment, and if 

they do not turn up, it is viewed as their own fault. 

Interview 02: “No, I am not satisfied with the register, the register, it just takes [name of 

SAS] came on this specific date, raped on this date at this hour, examination was done, 

aarrrhm… prophylaxis was given, awaiting results, patient to follow up on this date that is 

it. So, if that patient does not come back on that specific day they may never go back to 

look for that person because the excuse they use is that … of the workload, that there are 

a lot of patients that aaahm… they are looking after. So, whoever [SAS] is not serious 

about their life, that is their own life [there] is no one who can go looking for the person.” 

Interview 11: “There is no tracking system, they come in, you treat them, they go. So, 

the follow up HIV test is up to them [the SAS], even the blood test we collect, it is up to 

them [to come and find out the results]. Yeah. Only, if like I said we had a positive case 

[of] syphilis, that is when they were called back but other than that, mmmh mmh there is 

no tracking system.” 
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Interview 03: “We need also this tracking system, to communicate with them, to remind 

their follow up dates and for them not to miss their follow up” 

4.5 Theme 3: Coordinated health and psychosocial care according to best practices 

The third theme that was elicited from the interviews have the following subthemes: 1) 

agreement about guidelines and best practices, 2) interaction with legal and reporting 

systems, 3) monitoring adherence to guidelines on referral level, 4) coordination of care 

amongst stakeholders and levels of care. 

4.5.1 Subtheme 1: Agreement about guidelines and best practices 

Participants were aware that there are relevant guidelines that cater for SAS and most of 

them realised the current bad practices when it comes to guideline adherence. Based on 

the participants’ responses, only partial practice of the guidelines is performed. There 

does not seem to be time allocated to discuss issues in the emergency units with 

management staff to be able to (dis)agree on the practicality of the guidelines, the 

structure and regular offering of in-service training, which seems to be needed monthly 

as staff rotate, and with induction and orientation. This type of interaction between 

policymakers at NMHSS and those on the ground that delivers the care is necessary, to 

adapt guidelines in the future according to best evidence and resources. 

 

Interview 01: “Yes we have a guideline, but we mostly… maybe because of the busy 

[attending to other cases] department, we don’t really go through it, we don’t really go 

through it [repeating]… but … we just maybe took some portions…” 

Interviewee 02: “I am not satisfied with the register, the register it just [states that the 

person] came on this specific date, raped on this date at this hour, examination was done, 

… prophylaxis was given, awaiting results, patient to follow up on this date that, is it. So, 

if that patient does not come back on that specific day, they may never go back to look 

for that person”. 

4.5.2 Subtheme 2: Interaction with legal and reporting systems 

Although the guidelines mention that entering the health care system via the police 

services should not be a prerequisite, some HCW feel that the SAS must first present at 
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the police. However, many SAS skip this step and present at the hospital as stipulated in 

the guideline. It is then the responsibility of the HCW to notify the police, to initiate the 

forensic examination at the hospital. Staff seems to be well versed in handling this 

situation, as per the report of several participants, indicating good interaction and 

collaboration with the police services, and adequate reporting of this aspect.  However, 

there is no evidence of regular meetings about improvement of services with the legal 

and reporting stakeholders and systems to improve services to this vulnerable population. 

Interviewee 03: “Yeah normally [a] rape case is a police case, though this patient reports 

herself, or we as nurses, we also report them because [it] is a police case, but the 

police[are] used to come and attend [to] the patient.” 

 

Interviewee 04: “We usually report the case to the police, the police come with the test 

kit.” 

Interviewee 08: “Okay, when they come, they come most of the time with the police 

officer, and then they are not supposed to queue up. So, when they come, the police 

officer just approaches any nurse” 

4.5.3 Subtheme 3: Monitoring adherence to guidelines on referral level 

The monitoring of adherence to guidelines on referral level was found to be a challenge 

because of the necessary tools for monitoring that does seem to exist, as mentioned with 

the second theme about specialist referral. Also, referring to the discussion in Section 

4.4.3, no tools are available to enhance coordination and adherence, and this would 

contribute to poor monitoring of adherence to guidelines by hospital management and the 

NMHSS. Responses of participants indicate that the Ministry is not doing enough to 

improve the service. The participants also highlighted the need of Ministry to establish a 

special centre for dealing with sexual assault, or a multidisciplinary team in the hospitals 

to ensure that all the activities surrounding the care of SAS are in line with the guideline 

for close monitoring. 

Interviewee 04: “For the Hospital I think they have to make their consult centre, a centre 

its nurses, Doctors psychologist and social workers are based at one place so that this 
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patient can be dealt with, just at that place so that they cannot be treated together with 

patient who are coming for emergency treatment in casualty, since our casualty is very 

busy, so usually some time do not get the most care they need. I think the sexually assault 

centre is recommend it for these cases.” 

Interviewee 04: “I think [a] sexually assault centre will be most important … as our clients 

who might be affected will just be at that place with their nurses and Doctors that side 

and… and the social workers so… For casualty… I cannot really recommend, coz since 

casualty there is a lot of other patients with lot of different cases and [it] is not a good 

environment dealing with such cases.” 

Interviewee 01: “I think we need a centre for that …whereby those patients... they come 

together and [are] given health education, and it will be easy for tracking them.” 

Interviewee 08: “That center, it will be the best place for everyone, or those cases” 

Interviewee 06: “Well, maybe one thing that I can say you know when you work as a 

team: everything is possible because ideas come from every corner and what not, so us 

working as a team [is necessary]” 

4.5.4 Subtheme 4: Coordination of care amongst stakeholders and levels of care 

General collaboration about service delivery to SAS seems to be lacking between the 

NMoHSS, hospital management (related to changing strategic plans to accommodate 

SAS care), as well as between other parts of the multidisciplinary team responsible for 

the care of SAS, especially related to referral and follow-up care. These situations result 

in fragmented care to the survivors. Another option than what is suggested in the previous 

section related to a multidisciplinary team or a special centre, is to have a specific person 

appointed to champion the cause and do the coordination. 

Interview02: “I think a nurse is needed in order to help these victims…With a nurse, that 

will be a brilliant and a 100% percent good idea because a nurse will really understand 

this situation, I think it will be very much of help to these victims. There wouldn’t be an 

issue of saying workload and staff like that if you are really assigned specifically only to 
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be doing this type of job. So then you know that my duty is to track down these patients 

or these victims. 

4.6 Summary 

The management of SAS care by HCWs was discussed in this chapter. Subthemes from 

participants’ responses were grouped together into themes which correlates with the 

IRC’s theory of change. In addition, factors contributing to poor comprehensiveness of 

care were also discussed. This was done to assess the quality of care given to SAS. 

Discussions, recommendations, and conclusions are presented in Chapter 5. 

4.7 Conclusion 

There are many factors mentioned by the participants in dealing effectively with SAS that 

does not feature in the healthcare setup. For all-inclusive and comprehensive care for 

sexual assault survivors, health care workers are required to have a thorough knowledge 

about how to treat such patients according to the existing guidelines provided. There is 

an acknowledged lack of recognition of what SAS endure physically and psychologically. 

Furthermore, the structures of the facilities are not conducive to maintain privacy. 
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CHAPTER 5: DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS 

5.1 Introduction 

This chapter contains a discussion of the data analysis provided by the participants in the 

previous chapter in relation to the stated objectives, and to make recommendations on 

the findings of the study. The aim of this study was to explore the perspectives of HCW 

on current practices that influence the management and comprehensive care of SAS in 

the two districts hospitals in the Oshikoto region in Namibia. 

5.2 Discussion 

For comprehensive care delivery to SAS a good mix of adequate guidelines, knowledge, 

attitudes, resources such as staff, specialists and well-coordinated activities are required. 

Furthermore, monitoring of such activities to ensure success, and provision of feedback 

to the different levels responsible for care about their attempts in dealing with SAS are 

necessary. 

The study conducted in the two hospitals in the Oshikoto region shows that SAS do not 

receive comprehensive care due to a lack of knowledge and thus also poor attitudes 

towards them. O’Dwyer, Tazia, Fernbacher and Hegart (2019:2) study confirms negative 

staff attitudes towards SAS when their experiences about sexual assault were disclosed, 

which indicated to SAS that their ordeal was not taken seriously. Ferdowsian, Kelly, 

Anastario, Mishori and Namior (2018:4) confirm that many HCWs have a tendency of 

blaming SAS. However, these researchers also found that when HCWs empathize with 

the SAS, it helps the survivors to confide to HCW about their ordeal and to receive and 

experience active support. 

Unfortunately, the current study shows that in-service training was not provided to 

understand and address the psychological and physical needs of SAS, a situation blamed 

by the participants on the workload in a busy emergency room. An Australian study 

confirms that HCW felt that they do not have sufficient knowledge to attend to needs of 

survivors comprehensively (O’Dwyer et al., 2019:1). It thus seems as if person-centred 

care is not practiced when aspects such as the necessary empathy, resources, 

confidentiality, education and coordination are ignored.  Additionally, although 
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the participants feel the Ministry is not doing enough to help change the situation of SAS, 

there does not seem to be a great awareness amongst HCWs about what the guidelines 

entails, or an active wish to monitor and coordinate services to SAS. 

This lack of awareness could be ascribed to the low prevalence of rape cases in the 

country, and because of restrictions of activities of the population due to Covid-19 

lockdown. Other international settings, such as with the University of Michigan, reported 

similar lower incidences of rape cases in the Covid-19 lockdown ascribed to the 

uncertainty about continuity of care services and sensitivity towards exposure to Covid-

19 (Munro-Kramer, Cannon, Scheiman, Ivany & Bailey, 2021:2). Muldoon, Denize, 

Talarico, Fell, Sobiesiak, Heimerl, et al. (2021:5) found the same about the reduction in 

violence from their Canadian study, and that SAS decided not to seek care, to prevent 

contracting Covid-19. 

In general, Namibian newspapers indicated a slow, but steady rise in rape cases as 

mentioned in Chapters 1 and 2. Thus, it would serve HCWs well to become aware of 

trends. This would help them prepare for their advocacy role and involvement with other 

stakeholders to provide survival specialist care. Provision of ideal survival specialist care 

would imply that the process of dealing with SAS needs to be re-examined. Addressing 

the need for examination of SAS with much more privacy, specialised staff as champions 

to SAS care, established and working referral pathways, and a knowledgeable and 

coordinated multidisciplinary team effort are important for strategic planning for the future. 

A United States study reported on strategic and creative initiatives inclusive of training 

medical students as part of the team to become comfortable in providing care of to 

traumatized SAS. Their attempts to apply empathy when interviewing SAS, was met with 

great positivity and thus helped to pave the way to healing (Gore, Prusky, Solomon, Tracy, 

Longcoy, Rodriguez et al., 2021:4). 

Another major consideration for future improvement is an improved tracking system to 

ensure that SAS receive all the necessary follow-up: not only to ensure their own health 

and future prognosis, but also those of the families, communities, and society they live in. 

To these purposes, coordination of services and ensuring best practices in health care 

need attention from the health facilities involved. Person-centred care is evolving 
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worldwide as a necessary part of nursing. In the process of rendering such care, 

agreements about guidelines and best practices are necessary. Thus, all stakeholders 

should be involved in development and continued updated knowledge about the current 

guidelines for dealing with SAS. This includes the SAS, families, every role player in the 

chain of treatment, such as the police, the emergency HCWs, and all the persons 

providing care in the referral network, up to the policy makers of the guidelines. 

Coordination efforts can be improved by active monitoring of HCW and multidisciplinary 

team adherence to guidelines, by discussing of the guidelines to determine if they are still 

relevant, by ensuring that a champion takes responsibility to ‘fight the cause’, and that the 

necessary specialists (in the forms of psychologist or psychiatrists) are more available for 

support where such help is needed. Saad, Burley, Miljanovski, Macdonald, Bradley and 

Du Mont’s (2019:4) focused on intersectoral networks and confirmed how the care of 

survivors are improved when leaders on many fronts collaborate to ensure the best 

services to SAS. 

5.3 Findings of the study as per the stated objectives 

In general, the management of SAS on first presentation seems to be better than on 

follow-up, although far from ideal. Aspects that influence good care on first presentation 

relates to the first objective of this study and are those required when SAS access case 

management services at entry point of the care system, as per the IRC’ s theory of change 

(2012:5). These are ensuring that HCWs have the knowledge to understand and apply 

abuse concepts, have the right attitudes to contribute to recovery and healing, 

communicate effectively with SAS, engage the family in care and treatment, and monitor 

status according to established guidelines. 

Those activities required beyond the initial presentation are represented by the next two 

aspects of the theory of change, which also correlates with the second objective of this 

study. This includes factors such as access to specialized clinical care and treatment 

services inclusive of specialized medico-legal care, as well as coordination of health and 

psychosocial services according to best practices via referral pathways with reporting 

agreements and information sharing guidelines. 
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5.4 Health care workers’ self-report on the management of sexual assault survivors 

on the first presentation  

The consulted literature in chapter 2 indicated that the HCWs knowledge, attitudes and 

involvement in dealing with rape cases on presentation at their emergency centers are 

aspects that contribute greatly to the comprehensiveness of care for SAS in these 

contexts. These aspects are then discussed below. 

5.4.1 Knowledge needs 

Data analysis revealed that on the first presentation at casualty, SAS meet with HCWs 

who do not have knowledge of guidelines (tools), nor the necessary skills and experience 

to comprehensively deal with this type of injury. Such necessary knowledge and skills 

include an understanding of the physical and psychological fall-out to be expected as a 

result from the sexual assault episode, followed by compassionate, tactful and 

experienced history taking, doing of an appropriate and thorough physical examination, 

provision of appropriate psychosocial support, and follow-up and conclusion (or 

continuation) of care in the community on final discharge of the SAS from the hospital.  

Chadramani et al. (2020:1) confirmed that if health care workers are not trained 

specifically to the needs of the population, their knowledge will be lacking in dealing with 

those needs. In Namibia, specific needs of SAS are thus not rendered comprehensively 

due to a lack of knowledge amongst HCW. This situation has consequences for both the 

victims (physically and psychologically), as well as the rest of the community and 

Namibian society at large. Baert, Gilles, Van Belles, Bicanic, Roelens and Keygnaert 

(2021:3) conducted a study in Belgium whereby they concur that the standard of care for 

SAS is unsatisfactory. This resulted from the absence of standard guidelines in the health 

facilities causing the HCW to have less knowledge on case management. The study 

concluded that the survivors feel that comprehensive care that includes follow up care for 

over the long term (crucial to the psychological wellbeing) is absent. 

The IRC’s theory of change motivates for access to case management services via 

knowledge. This includes the understanding and application of abuse concepts, attitudes 

contributing to recovery and healing, age-appropriate communication to the survivor, 

adaptation to the individual needs of the survivor, engagement of the family in care and 
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treatment, and monitoring of the status according to established tools (International 

Rescue Committee, 2012: 4). There is thus a need for more knowledgeable HCWs that 

understand the trauma the person experienced, to be able to act with compassion and 

according to the right guidelines [tools] formulated to ensure that all aspects of necessary 

care are provided. This is guaranteed to minimise the damage and would help the survivor 

to adapt and experience adequate healthcare support and follow-up treatment. 

5.4.2 Attitudinal aspects 

Apart from this lack of knowledge amongst HCWs in this study, some HCWs were found 

to be judgmental when SAS present at the hospital, hinting that the individual was 

responsible for being raped because of dressing inappropriately, consuming alcohol, and 

being away from home late at night, and in the wrong company. These negative attitudes 

lead towards low self-esteem in SAS, not wanting to seek (especially) follow-up services, 

with poor recovery after the assault, contributing to poor physical and mental health. Such 

attitudes may ultimately lead to poor coping mechanisms and health consequences for 

the individual and the community and society at large. Jina, Jewkes, Christofides and 

Loots (2013:6) conducted a study in South Africa about the confidence of HCW to attend 

to survivors. The findings indicated that exposure of HCWs to attending to survivors 

improves HCW’s confidence, with an improved and higher standard of care to SAS 

because of a good understanding about rape as a serious medical concern. 

By not dealing adequately with SAS due to a lack of knowledge and proper attitudes, long 

term sequelae are suffered by SAS. Van der Kolk (2014:118) reports these as the inability 

of SAS to properly attach to other people, as in the aftermath of the event, SAS are unable 

to protect themselves, due to their disorganised emotional status, and cannot offer much 

comfort to others (with effects on their own family e.g., small children, intimate partners). 

The IRC’s theory of change encourages HCWs to advocate for positive attitudes towards 

SAS, to be able to manage these vulnerable patients adequately. It is necessary for 

HCWs to realise that it is each one’s responsibility to become familiar with state enforced 

guidelines about the management of the patients. 
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5.4.3 Engagement with the family 

The IRC’s theory of change advocates for family involvement to promote healing of SAS 

from the event (IRC, 2012:189). Findings of this study acknowledges the poor family 

involvement, with some family members discouraging reporting of the incidents because 

of the relationship between the perpetrator and the family. The lack of knowledge 

displayed with such behaviour indicates an urgent need for the family and communities 

to also be made aware of the increasing occurrence of rape and its health consequences 

to the SAS, as well as how to support the SAS adequately. In a study conducted by 

Cannon et al. (2020:12), these authors concur that family engagement is mostly negative 

as the families try to hide the incidents by telling the survivors not to say anything. 

Survivors are forced to accept what happened and live with it. In addition, those that 

revealed what they have gone through were discouraged from reporting for legal 

assistance. 

The Ministry of Health (as policy makers and support to executives) and management of 

the hospitals (as executive officers of the Ministry of Health) have important roles to play 

to ensure that training is planned, implemented, and are successful in addressing the 

current gaps (International Rescue Committee, 2012: 4). This can be done through 

effective two-way communication by involvement of all the stakeholders in developing 

guidelines and in monitoring and evaluation of adherence to these guidelines. 

5.5 Factors affecting the management of sexual assault survivors, including their 

follow-up care. 

The literature consulted for the study in Chapter 2 confirmed the multiple health 

consequences for women as result of inadequate treatment in the health centers. It was 

noted that many survivors are at risk of becoming pregnant, contracting sexually 

transmitted diseases, abuse alcohol and develop mental disorders. 

5.5.1 Specialized care 

Access to specialised clinical care and treatment services is the second element of 

provision of good care to SAS according to the IRC (2012:6). In both study districts 

participants revealed that there are no psychologists or psychiatrists available resulting 
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in having to refer victims to another region [such as Oshana] for such specialist care. 

Namibia has only three state psychologists, allocated to regions Windhoek and Oshakati 

as regions with psychiatric hospitals. Because of distance and manpower, they are not 

as available to SAS for psychological support (Ndjaleka, 2017:2). Mbathera and Shikongo 

(2020:3) also confirmed that Namibia lacks specialized sexual assault centers which may 

lead to improved multidisciplinary care to SAS. Mgopa et al. (2020:8) concur that 

psychological care is crucial from the start of the treatment to avoid long term 

consequences such as hopelessness. These authors recommend the involvement of 

social workers for assessment of safe environments and psychological care provided at 

follow up. Cannon et al. (2020:11) confirms the importance of referring the survivors to 

specialists such as psychologists. However, even though appointments are scheduled for 

survivors to be seen by psychologists, it was reported that it was difficult to be seen, due 

to a limited number of available psychologists in Namibia. 

5.5.2 Follow-up and referral systems 

Findings from the data analysis in Chapter 4 confirmed that although SAS seems to be 

better attended to on the first contact, inadequate follow up are noted, such as for re-

testing for HIV. This is despite the National Antiretroviral guideline (2019:79) which 

recommends that every SAS have all the necessary examination, tests, administration of 

prophylaxis and follow up done as per schedule. 

Gatuguta et al. (2018:9) state that poor coordination contributes to inadequate care 

especially when survivors had to receive services in different buildings. Coordination was 

found to be lacking in management of SAS in the two districts, which may lead to 

duplication of work, or no services at all in some instances. Both districts reported that 

no-one is responsible to coordinate the activities for SAS’s care. In addition, a 

disconnection between departments, such as between medical staff and social workers 

has been observed.  Departments seem not to be aware of each other’s activities, 

especially when the SAS leaves a department, as no-one does a follow up on the 

progress of the management of an individual. However, the IRC’s theory of change 

promotes and encourages coordination of case management through good 

communication that involves feedback between departments. This allows timely 
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responses based on the individual’s needs, thus looking at the survivor as a whole (IRC, 

2012:152). 

5.5.3. Best practices, service provider agreements, agreement about guidelines, 

monitoring activities 

The study provided some insight in how SAS are dealt with in more rural areas of Namibia. 

With guidelines drawn up by the NMoHSS, it could well be that best practices from other 

countries have been consulted. However, as aspects change over time, such as the 

increase in prevalence of rape cases and improvements in the science of care, guidelines 

need to be adapted to improve services. It is thus important that agreements amongst 

service providers such as the police, the hospitals and specialist services should be 

negotiated for, to determine who is responsible for what, and what should be added to 

the guidelines. Du Mont, Kosaa, Hemalal, Cameron and Macdonald (2021:2) reported the 

success of a Canadian program to promote partnerships and networking between sectors 

for improved survivor care by way of improving accessibility to support services, 

education of survivors as well as training of HCWs to support the survivors. Such 

networking involved sensitizing the community and provision of satisfactory referrals for 

survivors. 

It is to be noted that all stakeholders, inclusive of the SAS and family should be included 

in formulation of a more complete set of guidelines that are person-centred. Measures 

should be put into place to ensure continuous adherence to such a document, through 

monitoring and oversight by managers with executive power and responsibilities. Fay, 

Beyeza-Kashesya and Gosset (2021:10) confirm from their study done in Uganda that in 

this country, HCWs were ready to render comprehensive care inclusive of a detailed 

history taking, and provision of contraceptives, indicating that comprehensive care is 

possible in a lower-to-middle income country. These HCW confirmed that they do have 

protocols that clearly stipulate the care to be provided to SAS, and their staff component 

allowed them to provide this specific care to SAS. 
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5.6 Recommendations 

Recommendations are made related to the aspects of case management, specialized 

care and coordinated care via referral pathways as the main aspects of that which reflects 

comprehensive care for SAS. 

• Strengthen the communication between the departments about the need for quality 

care of survivors among the HCWs 

• Motivate for compassionate care which includes developing empathy when 

attending to survivors’ by reading case studies about suffering after these events. 

Van der Kolk (2014)’s book “The body keeps the score” is an excellent source. 

Patient and family inclusion as stake holders to relay their experiences in 

addressing patient-centred care is important. 

• Continuous on-the-job training to improve patient management is crucial in the 

health profession. The IRC’s theory of change recommends that every HCW 

dealing with SAS should acquire knowledge through training to enable them to 

communicate effectively and to promote healing. Such training should include all 

the concepts related to abuse and supportive treatment, as well as familiarisation 

with national and institutional guidelines and discussions of these via establishing 

of journal clubs. Planned educational sessions could even address how to 

advocate for SAS, where HCWs are trained to give input in policies and guidelines 

that would improve person-centeredness and family involvement at these 

hospitals. 

• Community leaders, groups and individuals should be provided with health 

education on the importance of reporting cases of SAS to relevant health and legal 

authorities. Community information and mobilising sessions are necessary to 

familiarise them about procedures that need to be followed when identifying or 

experiencing instances of sexual assault. 

• Resources related to staffing (nurses, social workers, doctors) and facilities and 

equipment must be allocated to ensure that hospitals have private facilities that 

meet the medical and psychological needs of SAS. This can be accomplishing by 
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dedicating an area of the health centre with the infrastructure capacity to care and 

support SAS to ensure adequate case management of each SAS. 

• SAS needs consistent referrals to social worker and psychologist’ for assessment 

and counselling based on their situations. Social workers need to be allocated 

transport to visit survivors for early detection of poor coping mechanisms. 

Psychologist services need to be extended to rural areas by the Ministry of Health 

and Social Services. 

• The MoHSS needs to evaluate the tracking system of SAS (for following up the 

SAS) and to consider allocation of a specific champion, (possibly a nurse) as a 

focal person for SAS to ensure that they are adhering to follow-up care, and that 

care in general is well coordinated. Follow-up is done to ensure that SAS are 

psychologically and medically well, with referral for further mechanisms integrated 

in the continuum of care. 

• Creation of community support groups where SAS can be referred for further 

counselling and support should be a priority. 

• Consideration of establishment of SAS multidisciplinary centres to deal specifically 

with SAS to enhance the coordination of SAS’ health care activities. It is important 

that every survivor’s case be coordinated so that the actions are carried out as 

meant per the guidelines, and to allow information to be shared amongst HCWs 

involved in such care. 

5.7 Future research recommendations 

More studies need to be conducted to develop strategies on how to improve the care of 

SAS. These can include qualitative studies with SAS about signs and symptoms 

occurrence and duration, their experiences of their care, and which methods helped deal 

with the experience. Such data would help towards improved planning for patient-

centredness at these settings, but also overall for improved Namibian health care. Studies 

to improve monitoring and evaluation of success of regimes to treat SAS, as well as flow 

of dealing with SAS in departments would render useful information towards better care. 

Action research can also be performed to include the communities in solutions to the 
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increasing problem of rape and to empower them to successfully deal with the increasing 

steadily increasing phenomenon in Namibia. 

5.8 Study limitations 

The findings of the study are limited to the two districts where the study was conducted. 

It cannot be generalized to other districts or regions in Namibia, although some aspects 

might be reflective of other rural districts in Namibia with a similar lack of resources. The 

small number of social workers (one) and Doctors (three) that took part in the study limited 

the information obtained. Furthermore, the survivors’ voices are not included in the study 

because the participation was limited to HCWs. 

5.9 Summary 

In summary, this chapter is a conclusion of all the chapters discussed in this study from 

the foundation of the study, literature review, research methodology, results, discussion 

and conclusion. Each topic was discussed in the related chapters. 

5.10 Conclusion 

The study explored the perceptions of health care workers on current practices of sexual 

assault survivors that influences the management and comprehensive care in the two 

hospitals in the Oshikoto region, of Namibia. The findings indicated that there is a need 

for continuous HCW’s training, allocation of specialist services to rural areas such as 

delivered by psychologists, and or the creation or district-wide SAS peer support groups 

to cater for the wellness needs of SAS. Aspects such as continuous in-service training to 

staff, education to communities, and coordinated follow-up care and health education 

were recommended as solutions to improve comprehensive care delivery to individuals 

that have experienced the physically, emotional, and mental trauma associated with being 

sexually assaulted. 
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ANNEXURES 

Annexure 1: Consent for studies from Stellenbosch University Ethics committee 
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Annexure 2: Consent for studies from Ministry of Health of Namibia 
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Annexure 3: Participant information leaflet and consent form 

TITLE OF THE RESEARCH PROJECT: Health care workers’ perspective on 

comprehensiveness of care for sexual assault survivors of two district hospitals in the 

Oshikoto region, Namibia 

REFERENCE NUMBER: 9509 

PRINCIPAL INVESTIGATOR: Haihambo T. Teopolina 

ADDRESS: teopolinaka@gmail.com 

Windhoek, Namibia 

CONTACT NUMBER: 0813970071 

You are being invited to take part in a research project. Please take some time to read 

the information presented here, which will explain the details of this project.  Please ask 

the researcher any questions about any part of this project that you do not fully 

understand.  It is especially important that you are fully satisfied that you clearly 

understand what this research entails and how you could be involved.  Also, your 

participation is entirely voluntary, and you are free to decline to participate.  If you say 

no, this will not affect you negatively in any way whatsoever.  You are also free to withdraw 

from the study at any point, even if you do agree to take part initially. 

This study has been approved by the Health Research Ethics Committee at Stellenbosch 

University (HRECS19/04/067) and will be conducted according to the ethical guidelines 

and principles of the international Declaration of Helsinki, South African Guidelines for 

Good Clinical Practice, and the Medical Research Council (MRC) Ethical Guidelines for 

Research. 

The aim of the study is to explore the health care workers perspectives on the 

comprehensiveness of care of sexual assault survivors. The study will be done in 

Namibia, in the Oshikoto region. This study will only include the medical doctors and the 

nurses that are working at the outpatient department or casualty, the female inpatient and 

Anti-Retroviral Treatment clinics and the social workers directly involved in the SAS. 

Furthermore, the study will only include HCW with six months and more working 
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experience as chances are that they would have been exposed to dealing with SAS and 

associated problems. The participant population to take part in the study are the medical 

doctors from two districts (four altogether) and the total of fourteen nurses (seven from 

each district) working at the outpatient departments/casualties departments, the female 

inpatient departments and the ART clinics from two district hospitals. Four social workers 

involved in the care of SAS from these two district hospitals will also be part of the 

participant population. 

I am herewith inviting you to participate in a research study on Health care workers’ 

perspective on comprehensiveness of care for sexual assault survivors of two district 

hospitals in the Oshikoto region, Namibia. 

This research will help to re-evaluate the management of sexual assault survivors by 

determining: 

• the HCW’s working experiences with sexual assault survivors. 

• factors affecting the management of sexual assault survivors including their follow 

up care. 

• possible factors that can help to improve the care of sexual assault survivors. 

No physical, spiritual, emotional, or social harm is involved in this study. The study is 

ethically bound, therefore anonymity; confidentiality and freedom will be always ensured. 

Your participation in this study is totally voluntary. You have the right to withdraw at any 

time if you wish to do so, or refuse to answer specific questions if you like, without any 

penalty. 

Only the researcher and the supervisor will have access to these transcripts and audio-

files to maintain privacy. Furthermore, transcripts will be kept in a locked cupboard for 5 

years, and then discarded. Confidentiality will be maintained by not divulging any 

information about any participant to anyone by the researcher. 

You will not be paid to take part in the study, but your transport and meal costs will be 

covered for each study visit.  There will be no costs involved for you if you do take part. 

If any further information is needed, please contact: 

Researcher: Haihambo T. Teopolina 
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Cell: 0813970071 

Email: teopolinaka@gmail.com 

 

You may also contact my supervisor: 

Supervisor: Mrs Cornelle Young 

Contact number: 27219389622 

Email: cornelle@sun.ac.za 
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Annexure 4: Example of consent form used for obtaining consent from participants 

 

Declaration by participant 

 

By signing below, I …………………………………..…………. agree to take part in a 

research study entitled (insert title of study). 

 

I declare that: 

• I have read or had read to me this information and consent form and it is written 

in a language with which I am fluent and comfortable. 

• I have had a chance to ask questions and all my questions have been 

adequately answered. 

• I understand that taking part in this study is voluntary and I have not been 

pressurised to take part. 

• I may choose to leave the study at any time and will not be penalized or 

prejudiced against in any way. 

• I may be asked to leave the study before it has finished, if the researcher feels 

it is in my best interests, or if I do not follow the study plan, as agreed to. 

• I understand that counseling is available by the social worker after the 

interview, should I need this to debrief. 

 

 

Signed at (place) ......................…........……………. on (date) …………....………. 2005. 

 

Signature of participant Signature of witness 
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Annexure 5: Declaration by Investigator 

 

Declaration by investigator 

 

I (name) …………………………………………….……… declare that: 

 

• I explained the information in this document to …………………………………. 

• I encouraged him/her to ask questions and took adequate time to answer them. 

• I am satisfied that he/she adequately understands all aspects of the research, 

as discussed above. 

• I did/did not use an interpreter.  (If an interpreter is used then the interpreter 

must sign the declaration below. 

 

 

Signed at (place) ......................…........……………. on (date) …………....………... 2005. 

 

 

 

 

Signature of investigator Signature of witness 
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Annexure 6: Interview guide for doctors and nurses 

Question one: 

What is your profession? 

a. Doctor 

b. Nurse 

Question two: 

Please tell me about your working experience with sexual assault survivors. (Probe: How 

long you have been working, how often do you attend to SAS) 

Question three: 

Tell me about the care of sexual assault survivors in your hospital on first presentation 

according to the guideline.  (Probe words: examinations, tests, PREP, Follow up visits) 

Question four: 

In your opinion, what are the factors that need to be addressed to improve the care of 

sexual assault survivors? (Probe words: In-service training of health care workers, sexual 

assault centers, tracking system) 

Question five: 

What system do you have in place to keep track of sexual assault survivors for follow up 

purposes? (Probe words: Registers, field workers, support groups) 

Question six: 

What is your opinion on the coping mechanisms reported/displayed by sexual assault 

survivors over the period of time short term/long-term following the assault? (Probe 

words: Drug use, suicidal behaviors, social workers visit) 

Question seven: 

What do you think can be done from the different levels of health care (community, 

hospital, and ministry) to improve the care after sexual assault? (Probe words: training of 
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doctors and nurses, health education of community, tracking system for SAS, support 

groups) 
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Annexure 7: Interview questionnaire guide for social workers 

Question one: 

What is your profession? 

Question two: 

Please tell me about your working experience with sexual assault survivors. (Probe: 

period of employment, how often do you attend to them) 

Question three: 

Tell me about the care rendered to sexual assault survivors in your hospital on first 

presentation at your department as a social worker according to the guideline. 

(Psychological support, Follow up care) 

Question four: 

In your opinion, are there some factors that you think need to be addressed about the 

care of sexual assault survivors? (Intensive health education, tracking system, sexual 

assault survivors’ centre) 

Question five: 

What is your opinion on the follow-up care of sexual assault survivors in your department? 

What measures do you have in place to follow up on the clients? (Tracking system, home 

visits for sexual assault survivors) 

Question six: 

What is your opinion on the coping mechanisms reported/displayed by sexual assault 

survivors over the period of time short term/long-term following the assault? (Probe 

words: Psychological support, drug and alcohol use, support groups, family support, self-

support) 
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Question seven: 

What do you think can be done from different levels of health care to improve the care 

after sexual assault if needed? (Probe words: Ministry, hospital management and 

community) 
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Annexure 8: Transcript of participant 

001 Interview: 

Question1. 

Interviewer: Ok, good afternoon madam 

Interviewee: Yes, good afternoon meem 

Interviewer: How are you? 

Interviewee: I am fine, how are you? 

Interviewer: Am good, thank you. Thank you for accepting aaammmh… me to do an 

interview with you about mmmh… this topic on health care workers’ perspectives on 

comprehensiveness care of… for sexual assault survivors. 

Interviewee: Okay 

Interviewer: So, I have only seven questions and it will only take about thirty minutes if it 

is more. 

Interviewee: mmh, ok 

Interviewer: “Mem are you a nurse or are a Doctor?” 

Interviewee: “Am a nurse” 

Interviewer: oook, That is our first question.  second question it is about, Please tell me 

about your working experience with sexual assault survivors”. 

Interviewee: “Taking a deep breath, Oook, 

Interviewer: interrupt, “aaa maybe how long have you been working with sexual assault 

survivors or how long have you been working with sexual assault survivors at your 

department like at casualty where you are working now” 

Interviewee: “ ookay, I have been working for seven years now and we meet a lot of cases 

for sexual assaultments and…eeehm, pausing.” 

Interviewer: How often do you attend to to., do you get such cases at casualty? 
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Interviewee: “Yes, we really get this case plus minus aaahm… five cases in a year.” 

Interviewer: probing, ooo, so meaning is not so much? 

Interviewee: “Yes, not that so much” 

Interviewer: Does it mean people are not reporting to the hospital or…or is just…, maybe 

there are hidden cases and maybe the community tend to just block them in or… what do 

you think? 

Interviewee: “I think the community, they do not report the cases because sometimes 

we… there are those…, mostly it happened in teenagers girls but sometimes you 

experience them when they already approaching the hospital when they are already 

pregnant. And I think… yes…I think they don’t report.” 

Interviewer: Alright…So you think they only report when they are pregnant, when they are 

coming for delivery? 

Interviewee: “yes” 
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