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Abstract

Background: In Ethiopia, the pooled prevalence of lifetime sexual violence was found to be
39.33% in 2018. Sexual assault survivors face medical and psychological problems after the
assault. Relevant and reliable data on sexual assault is critical to inform the knowledge we have

about the burden, risk factors, circumstances and consequences surrounding sexual assault.

Objectives: This study aims to assess the sexual assault experiences and psychosocial support of

sexual assault survivors at Gandhi hospital Addis Ababa, Ethiopia.

Methods: The study used a mixed method approach including a facility based cross-sectional
design and case study design. The study was conducted at Gandhi memorial hospital one-stop
center in Addis Ababa, Ethiopia. A total of 176 survivors and 6 key informants were recruited.
Quantitative data was analyzed using SPSS version 25 and qualitative data was coded using open
code version 4.03 and analyzed using thematic analysis.

Results: A total of one hundred seventy-six (176) women sexual assault survivors participated in
this study. From the 176 women, majority 76.7% of the women were between the ages of 14 to
19. Majority 91.5% of survivors reported vaginal rape. The perpetrator was a stranger in 55.1% of
the cases and 44.9% of assaults were committed in the perpetrator’s home. Among the respondents
98.3% disclosed the assault to at least one person. Majority 70.5% of the survivors received
positive social reaction while 94.3% received some kind of support after the sexual assault. With
respect to the consequences suffered by survivors after the assault, 9.7% had unwanted pregnancy,
45.5% had depression, 63.8% had anxiety and 63.1% had post-traumatic stress disorder. Regarding
predictors of mental health consequences, social reaction was found to be a significant predictor
of PTSD with (p < 0.05), for every unit increase in social reaction there is 0.442 times decrease in
PTSD diagnosis with (P < 0.05, OR 0.442, 95% CI 0.222, 0.880). Service providers at the one-
stop center mentioned that they provide medical, psychological, and legal services for survivors in
their center. The service providers also stated that the reaction the survivors receive from their
social groups is mostly negative. Some of the service providers mentioned that survivors not
coming to hospital early is a challenge. Another challenge pointed out was the lack of timely
training and short working period within the center. For this reason, service providers
recommended that the length of time they work in the center be extended to gain more experience

and that training should be provided to professionals before they start working in the center.
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Conclusions: Most survivors in this study were aged between 14 and 19 implying that adolescent
aged girls are most vulnerable for sexual assault. Majority of the survivors reported receiving
positive social reaction and psychosocial support after the sexual assault. Survivors also reported
consequences like unwanted pregnancy, depression, anxiety, and post-traumatic stress disorder.
Social reaction was found to be a significant predictor of PTSD with every unit increase in social
reaction having 0.442 times decrease in PTSD diagnosis. Thus, these findings can be used as input
for future prevention strategies, health education programs and for improving service provision

for sexual assault survivors.



1. Introduction

1.1 Background
Sexual assault and sexual violence are generally considered to be synonymous and are usually

used interchangeably. According to the World Health Organization (WHO) sexual assault or
sexual violence is defined as: ‘Any sexual act, attempt to obtain a sexual act, unwanted sexual
comments or advances, or acts to traffic or otherwise directed against a person’s sexuality using
coercion, by any person regardless of their relationship to the victim, in any setting, including but
not limited to home and work’(1). Globally, around one in three women above the age of fifteen
have been subjected to physical and/or sexual violence whether by intimate partner or anyone else
at least once in their lives (2). In Ethiopia, the pooled prevalence of lifetime sexual violence was
found to be 39.33% in 2018 (3).

There are different types of sexual assault based on the relationship of the perpetrator to the victim.
These include familial sexual assault, spousal or intimate partner sexual assault, acquaintance
sexual assault and stranger sexual assault (4). The victims of sexual assault can come from all
walks of life. Any person regardless of age, sex or other socioeconomic characteristics can be
affected by sexual assault although some individuals may have a greater risk of encountering
sexual assault than others. Children and young women are among the most affected groups. There
are also other groups that are disproportionately more vulnerable to sexual assault like women
living alone, women of rural residence, women who have a boyfriend, physically and mentally
disabled people, people with substance abuse problems and people who have previous history of
sexual assault (4,5). Sexual assault usually happens inside either the victim’s home or the

perpetrator’s home (6).

Sexual assault in women results in numerous short-term and long-term health outcomes. The first
is physical health outcomes which include physical injury, genital injury, urinary infection,
sexually transmitted infections including HIV (7). The second outcome is psychological health
outcomes in which the most commonly observed ones are depression, anxiety and post-traumatic
stress disorder; although others like sleep disorder and substance use disorder can also occur (8).
A third outcome is obstetric outcomes that include unwanted pregnancy, increased risk of
prolonged labor maternal distress during labor and delivery, two fold risk of antepartum bleeding

and emergency instrument delivery (9). A fourth outcome is societal outcomes like poor social



support, alienation from family and community, separation from spouse, loss of employment and

economic instability (10,11).

Experiencing sexual assault is associated with reasonably low levels of social support for victims.
Particularly, victims report decreased contacts with friends and relatives, and receive fewer
emotional support from friends, relatives, and spouse (12). Sexual assault victims often expressed
the likelihood of not receiving support leading to intensified effects of sexual assault. On the other
hand, survivors described the benefits of receiving psychosocial support as vital to healing and
recovery. Hence survivors recommend for improvements in access to formal support services,
better access to information, enhanced training for support providers, and better resources for

empowerment of survivors (13).

According to the Revised Criminal Code of the Federal Democratic Republic of Ethiopia, majority
of violence against women and girls is illegal under the code, including rape that occurs outside of
marriage, trafficking in women, and prostitution for financial gain, and physical abuse that occurs
within marriage or in an irregular union. Abduction, female genital mutilation, and early marriage
are all prohibited. Nevertheless, the rape clause expressly states that cases of marital rape are not
covered. Men continue to rape their spouses because there are no legal penalties for rapes
committed during marriage, which has serious physical and psychological effects on the victims
(14). In Ethiopia, the rate of charge filing, and conviction were high. Unknown attackers attacking
women sexually and direct microscope images of sperm have been found to affect conviction rates.
The evidence also suggests that presence of trauma, severe injury, and positive spermatozoa, are
all associated with a higher likelihood of conviction (15).

Emergency medical attention for the prevention of pregnancy and STIs including HIV infection,
along with the gathering of forensic evidence and the recording of injuries, and provision
psychosocial support has an impact on the victims' health and recovery after sexual assault (16).
To maximize the advantages, preventive therapy is expected to be administered to victims within
72 hours following the sexual assault. Even though it jeopardizes necessary medical interventions,
delays of victims of sexual assault in presenting to medical facilities frequently occurs.
Determining the variables linked to sexual assault victims' delayed presentation for care is

therefore crucial (17).



1.2 Statement of the problem
Sexual assault is an ever growing worldwide public health problem (18). There are regional and

national differences in the occurrence of sexual assault. Consequently, the WHO report has
provided estimates of the prevalence in various global regions, with the estimated prevalence being
36% in Africa, 33% in the Americas, 26% in Europe, and 34% in Southeast Asia (19). The
prevalence of sexual assault varies by region in Ethiopia as well. In the last ten years, the rates of
sexual assault were 8.7% in Wolaita sodo, 28.6% in Jarso district in the Oromia region, 54.9% in
Debre Berhan, and 9.7% in Tigray (20-23).

Sexual assault survivors deal with a wide range of physical and mental health issues because of
the assault. In Tigray, a community-based survey revealed that 28.3% of victims of sexual assault
had suffered physical injuries including as bone fractures, joint dislocations, eye, ear, and tooth
injuries. HIV infection, other STDs, and unintended pregnancy caused the greatest medical
repercussions, with reported rates of 2.7%, 13.6%, and 9.5%, respectively (23). According to
research done in the southwest of Ethiopia, PTSD was developed by 75% of adolescent age girls
who had been sexually assaulted. While depression occurred in 25% of these victims. About 25%
of the victims said they had trouble sleeping, and 46.6% of them had substance abuse problems.
(24).

Most sexual assault survivors do not disclose their assault to anyone. Of those that do disclose,
only 8% do so to the police and only 25% come forward to their family. These survivors gave
several explanations for not coming forward, including feelings of guilt and humiliation, fear of
the perpetrator's retaliation, fear of their families' reactions, fear of the public's reactions, and
uncertainty about what to do (25). Women’s non-disclosure and not seeking help is associated with
increased risk of developing negative mental health consequences. Furthermore, victims' hesitation
to disclosure during the early stages of their recovery journey may be heightened by negative social
reactions to the disclosure of the sexual assault. (26). Negative social reaction has also been found
to be associated with enhanced self-blame, avoidance coping and PTSD symptomatology (27).
Moreover, it has been demonstrated that a victim of sexual assault may experience cumulative
health effects from not being believed by the police. This is because mistrust breeds victim re-
victimization, which exacerbates the emotional trauma that sexual assault already causes. (28).
The help seeking behavior of women who have been sexually assaulted has been liked to different

socioeconomic factors. Women who have undergone a more serious form of sexual assault, are
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older, work, are wealthier, and are employed are far more likely to seek assistance than their

counterparts (29).

Many nations create action plans to address the social and health issues related to sexual assault.
Despite the fact that these action plans do not have the necessary national survey data for planning
and policy development (30). Countries need reliable data on the nature and extent of sexual assault
as well as the risk factors and consequences of the sexual assault in order to develop well-informed
policies, national action plan, programs and services to prevent and respond to sexual assault (30).
Therefore, this study aims to provide data on the experience of sexual assault among women
survivors, the overall psychosocial support they receive and the medical, social, and psychological

consequences they encounter.

1.3 Significance of the study
Credible and reliable data on sexual assault is critical to inform the knowledge we have about the

types, risk factors, circumstances, consequences, and psychosocial support surrounding sexual
assault. It is also important to differentiate the variations of these findings in different groups.
Conducting these studies is also an important input for the design of effective and sustainable
policies, programs, and strategies to combat sexual assault which is a significant public health
problem.

Therefore, the findings of this study will benefit policy makers, public health program designers,
the health care system, social and behavioral communication experts, and the society by providing
accurate information about the risk factors and circumstances of sexual assault that can be used by
public health experts to design effective prevention strategies and programs. It will also provide
important data on the consequences of sexual assault and the existing services available for
survivors in health facilities including psychosocial support. This will help to guide the health care
community improve their services and give input for social and behavioral communication experts
in designing evidence-based health education programs directed at the public’s knowledge
regarding sexual assault and its associated factors to improve the reaction of the society towards
survivors. This study will furthermore be input to the literature on the topic and guide researchers

on future study areas for further research.



2. Literature Review

2.1 Prevalence of Sexual Assault
The trend of sexual assault prevalence in the world has been documented particularly in a study

that looked at this trend from 1990 to 2017 in a total of 195 countries and territories. According
to this study, sexual assault prevalence rate in women has seen a decline in all the countries and
territories around the world. In general, the basic sexual assault prevalence rates were higher in
women in both high and low-income countries (31). Findings from the WHO multi-country study
on women’s health and domestic violence analyzed from 15 different sites in ten countries stated
that the lifetime prevalence of sexual assault of women by an intimate partner ranged from 6% in
sites of Japan, Serbia, and Montenegro to 59% in Ethiopia. In Ethiopia, Bangladesh, and Thailand
city, women reported experiencing more sexual violence than physical violence from their intimate
partner at 31%, 33% and 44% respectively (32).

In Belgium, the lifetime prevalence of sexual assault is 64% (33). In Ireland, the magnitude of
sexual assault in women was found to be as high as 50% (34). In the United States of America,
approximately, 27.3% of women have experienced sexual assault (35). In India, 9% of all
reproductive aged women experience sexual assault in their lifetime (36). The prevalence of sexual
assault in Tanzania and Uganda, according to a study conducted in 2020 among the country’s
adolescents, is 26.7% and 27.6% respectively (37). Another study conducted in Kenya and

Zambia, estimates the prevalence of sexual assault at 40% for both countries (38).

One meta-analysis conducted on workplace sexual assault in Ethiopia puts the pooled prevalence
at 22%. The pooled prevalence for attempted rape was 14.1%, the prevalence for rape was 8%,
and for sexual harassment 33.2%. The prevalence was the highest among female university staffs
at 49%, and commercial sex workers at 28%. Based on study location, Tigray national regional
state reported the highest pooled prevalence of workplace sexual assault at 36.1%, the second
largest was Oromia national regional state at 24.1%, third was Amhara national regional state at
22.6%, fourth was Addis Ababa at 18.8%, and last was SNNPR at 18.2% (39). Another systematic
review and meta-analysis reported that the pooled prevalence of lifetime sexual assault among
housemaids in Ethiopia was 46.26%. It also stated that the pooled prevalence for sexual harassment
was 55.43%, the prevalence for attempted rape was 39.03%, and the prevalence for rape 18.85%
(40).



A study conducted among college students in Bahirdar reported the prevalence of any form of
sexual assault was 37.3%. Among the students 35.8% reported sexual harassment and 6.3%
reported being rape at least once in their life time (41). Another study conducted in Oromia region,
Jarso district among high school students suggested that around 28.6% of the participants have
experienced some form of sexual violence at some point in their lifetime (21). A community-based
study on domestic violence in Gondor reported that 19.2% of the women have experienced
intimate partner sexual assault. The study also stated that among the women who have experienced
physical violence 14.8% of them claim to have been raped (42). In a study done in Harar town
among high school students, it was revealed that 25.9% of the students had experienced rape at

some point in their life (43).

2.2 Factors associated with sexual assault
When looking at the factors associated with the relationship of the victims to the perpetrators of

sexual assault, we can see that perpetrators of sexual assault come from any segment of the
community. In a study conducted among female university students, it was found that majority of
the rapists, at around 85% were known to the victims. The perpetrators were intimate partners in
57.7% of cases, family members/other relatives came next at 22.5%, strangers and teachers each
contributed to 5% of the cases, and students alone committed 5.6% of the rape cases (25).
Similarly, another study conducted in Jimma university specialized hospital also found that the
bulk of the perpetrators were known to the victims (76.8%). Regarding the number of perpetrators,
while most victims (91%) were assaulted by one perpetrator, around 5.1% of the rape cases were
committed by multiple perpetrators (6). Another study also conducted in Jimma university medical
center identified that close to half of the perpetrators were known to the victims; with strangers
accounting for 14.4%, acquaintances 80.7%, and family accounting for 5%. Regarding the
methods of coercion used by the perpetrator; verbal threats accounted for 47.1%, while physical
force accounted for 44.4%, and while 3.2% of perpetrators used a knife, 2.1% of them used a gun
(44).

A health facility based study assessing cases managed at a referral hospital in western Ethiopia
described that the occurrence of sexual assault based on gender affects females the most at a rate
of 95.6% among all cases reporting to the hospital (45). A community-based study with a large
sample size conducted in Tigray showed that among all the reproductive aged groups included in

the study young women aged 15-24 was the age group that was most affected by sexually assault
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at 29.2%. Out of the reproductive aged group women in the study those living in urban residence
were more exposed to sexually assault at 48.6%. The study also reported that women who did not
have formal education which includes both those unable to read and write and those able to read
and write were the most affected by sexually assault (23). A one-year retrospective review done at
a tertiary referral hospital in urban Ethiopia described that most victims of sexual assault were
found to be single women at 99.4% and majority of them were students at the time of assault at
76.5% (46).

According to a meta-analysis conducted on predictors of sexual assault among female students in
higher education institutions, factors predisposing female students to sexual assault included;
alcohol drinking, rural residence and ever having had a boyfriend were associated with higher risks
of exposure to sexual assault (5). One study evaluating the effect of victims’ resistance on rape
completion found that compared to those who did not resist, women who put up verbal resistance
and physical resistance were more likely to successfully avoid rape completion compared to their
counterparts (47). According to another study conducted in southwest Ethiopia assessing intimate
partner violence against women, a substantial number of women indicated a range of reasons for
the quarrel between them and their intimate partners. They point out economic reasons as the most
recurrent while power relation and partner being drunk were other reasons also mentioned.
Similarly, women in the workforce and women with controlling partners were found to be more

likely to report sexual assault than their counterparts (48).

A study assessing the epidemiology of campus sexual assault in Eswatini found that having a child,
losing both parents before the age of 21, high levels of food insecurity and hazardous drinking
were factors found to be significantly associated with lifetime sexual assault. It was also reported
that re-victimization risk was higher in women who were sexually assaulted before their 18™
birthday (49). In another study conducted among college students in Columbia university in New
York, the following factors were described in association with sexual assault; having difficulty
paying for basic necessities, having multiple sexual partners, binge drinking, and experiencing
sexual assault before college (50). And a study conducted in sub-Saharan Africa among women
with and without disability showed that women with cognitive and visual disabilities had the

greatest experience of sexual assault (51).



The importance of age factors in survivors’ avoidance coping in sexual assault is substantial. The
employment of avoidant coping mechanisms among adolescent age children was found to be
associated with fewer behavioral issues, while it was also associated with more sexual anxiety, in
contrast to findings with adult survivors. Most survivors employ adaptive coping skills such as,
internalized coping, angry coping, avoidant coping, and active/social coping (52). There is a
significant difference between age groups and distinct coping abilities in sexual assault survivors.
Adults above the age of 18 demonstrate a higher rank score for active coping, venting, and positive
reframing compared to their younger counterparts (53).

2.3 Consequences of sexual assault
Sexual assault has been linked to causing different physical, medical, mental, and social

consequences on victims. A study in southwest Ethiopia confirmed that sexual assault has a
number of consequences including unwanted pregnancy, social problems, physical trauma and
psychological problems (54). The most reported consequences of sexual assault according to a
systematic review conducted in 2016 are pregnancy, genital injuries, fistulae, and sexual
dysfunction. The review found that most common mental health outcomes include post-traumatic
stress disorder (PTSD), anxiety and depression. Whereas the most serious social consequences of
sexual violence stated were stigmatization and rejection by family and community and

abandonment by spouse (11).

Plenty of physical consequences were documented in a hospital-based study in western Ethiopia.
Genital injuries at 75.4% was the most common physical injury found among participants.
Meanwhile Only 17.2% of study participants had non-genital injuries. Among these bruises were
the most common non-genital injuries reported (45). Another hospital-based study in two
Ethiopian towns reported on the physical injuries of victims presenting to the hospitals and found
that around 5.9% of cases reported injuries to external genital areas, such as lacerations, stab
wounds, or bleeding. From these files, it was also found that 4.6% of them presented with general
body trauma. Among the non-genital injuries, the most common were abrasions at 42.9%, next

was bruising at 27.3%, and last was lacerations at 15.6% (55).

Consequences related to the medical health of victims have also been reported among victims in
northeast Ethiopia. Among these medical outcomes Sexually Transmitted Infections, including

chlamydia and HIV, and unwanted pregnancy were mentioned (7). In another study conducted



also in southwest Ethiopia, we can observe that 67.2% of the study participants had an unwanted
pregnancy, 48.9% of the study participants developed an STI, 16.7% of the participants tested
positive for syphilis and 14.9% and 10% of them tested positive for Hepatitis B virus and HIV
infection respectively (56). The study conducted in two hospitals in Ethiopia also mentioned that
0.8% of the victims who presented to the hospitals tested positive for HIV, while 0.2% tested
positive for syphilis, 2.2% tested positive for hepatitis B, and 11.8% tested positive for gonorrhea,

while 9% of the all the cases had unwanted pregnancy (55).

The proportion of victims suffering from psychological symptoms after encountering sexual
assault as described in a study conducted in the UK among adolescents were found to be very high
at around 90% of participants showing symptoms of PTSD, 88% of participants having symptoms
of depressive disorder and 71% of them showing symptoms of anxiety disorder (8). Substance use
disorder and sleep disorders are also among the mental health outcome that have been found to
affect victims of sexual assault. Some of these include alcohol use disorder, khat use disorder,
nicotine use disorder, inhalant use disorder and cannabis use disorder as described by a study
conducted among adolescent girls in southwest Ethiopia. Additionally the study also described
that more than half of the adolescent girls had poor social support, and a fourth of them had poor

sleep quality (24).

Social Complications arising from sexual assault described by a study conducted among female
high school students in Wolaita sodo included being disowning by family, being isolated from
friends, having a reduced academic performance, discontinuation of school, alcohol addiction,
sexual promiscuity, and sexual addiction (57). Women who have experienced sexual assault also
encounter a host of socioeconomic consequences like taking leave off from work, poor job
performance, an inability to work and ultimately unemployment arising either from quitting or
being fired from their jobs. The collective effect of these occupational consequences in the long
run affect the earning capability of the women eventually causing economic instability and shifting
the longstanding financial path of the victims (10).

2.4 Psychosocial support in sexual assault
Many survivors of sexual assault feel immensely distraught after the assault. Therefore, they

usually tell someone about their experience to get help. Survivors disclose their assault experience

to different social support groups, like a friend, family, health care professionals, police officials,



or religious leaders. While countless women claim they received support, a significant number of
women disclosing their assault history report receiving negative reactions from their social groups
(58). Because of fear of this negative reaction survivors will usually refrain from disclosing the
assault to anyone. Women who survived sexual assault describe that nondisclosure or delayed
disclosure can lead to continued and worsened impacts of sexual assault by creating feelings of
shame, self-blame, self-directed anger, and overall emotional distress (13). Shame, self-blame, and
negative social reactions have been found to be associated with negative consequences like;
psychological and physical distress, depression, PTSD, affect dysregulation, and maladaptive
coping and they become barriers to disclosure and predict future re-victimization for the survivors
(59).

Positive reactions from formal and informal social groups are credited with helping survivors in
their recovery from the trauma caused by the sexual assault they suffered. Whereas mainly
informal negative reactions are found to aggravate specific posttraumatic distress suffered by the
survivors. Therefore identifying and addressing the social support necessities of sexual assault
survivors is important in the prevention and treatment of these emotional and psychological
distresses (60). Negative social reactions like; controlling, distracting, and treating survivors
differently have been found to aggravate psychopathology (61). Negative social reactions and
avoidance coping have also been suggested as the strongest predictors of PTSD symptoms in
sexual assault survivors. The association seen between victim self-blame and PTSD symptoms is

also due to the effect of negative social reactions from others (27).

A study conducted in Congo, evaluating the psychological support sexual assault victims received
stated that after at least two psychological consultations, the severity in impairment of their global
functioning has significantly gone down from extreme/medium to mild severity for 71.4% of the
women. This benefit of the psychological support after sexual assault was completely sustained
when the women were followed up on around one to two years after the initial consultations (62).
As suggested by an umbrella review conducted on the efficacy of psychosocial interventions for
mental health outcomes in low and middle income countries, there is ample evidence for the
effectiveness of psychosocial interventions in adults with depression, PTSD, schizophrenia and

other common mental disorders in humanitarian settings and in the general population (63).
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Over-all the incidence of social reactions received might depend on the number of people to which
the victims disclose the assault. Hence, more people knowing means more positive and negative
reactions will be received. Women reporting more negative reactions and more PTSD symptoms
usually recover the least over the years. Thus, teaching the useful and harmful effects of different
types of reactions to disclosure to the informal social groups and formal support systems could
improve their capability in reacting in a helpful manner which in turn will advance the recovery

process of the survivors (64).

2.5 Health care services provided for sexual assault survivors
There are a set of services provided for sexual assault victims when they present to a health facility

after experiencing the assault. These include laboratory tests, preventive prophylaxes, and
treatments for infections and trauma sustained because of the assault. There are a set of laboratory
tests that need to be performed for victims of sexual assault. In this study conducted in Saint Paul’s
hospital all the recommended laboratory tests were performed for around 71% of the victims.
Serology tests for HIV, Hepatitis B and Syphilis were done. A urine pregnancy test was performed
(46). In another study conducted in the One-Stop Service Center for survivors of sexual assault in
Wollega University Referral Hospital, it was found that victims presenting to the hospital did so
within 72 hours in only 36.5% of the cases. Regarding laboratory investigations; pregnancy test,
STI tests, HIV, syphilis, and hepatitis tests were performed and a wrist x-ray was done for all
victims (45).

A study conducted in Jimma hospital also described that victim’s time of presentation to the
hospital for the first time after the occurrence of sexual assault extended from a few hours to
several months and the mean presentation time was found to be 15 days. From these survivors
76.8% were provided a pregnancy test, 99% were given HIV test, and 93% were screened for any
STIs (6). Another study also conducted in Jimma university medical center reported that only 2.7%
of victims presented to the hospital within a day of the assault, while more than half of the victims
reported to the hospital within 6 or more days after the assault. Of those that reported to the hospital
75.9% received a pregnancy test, 58.3% received VDRL test, 54.5% underwent HBsAg test and
96.8% underwent HIV test. These laboratory investigation came back positive for pregnancy in

3.2% of cases and for syphilis in 1% of all cases (44).
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Regarding therapeutic interventions a study looking at post sexual assault services provided for
victims in 38 different emergency departments stated that approximately one-third of hospitals
used 72 hours after sexual assault as a deadline for providing prophylaxis for victims. From all the
hospitals 35% of victims received the recommended prophylaxis for chlamydia, gonorrhea, and
emergency contraception (65). The study conducted in Saint Paul’s hospital reported that
Emergency contraception was provided for 42% of victims, HIV Post Exposure Prophylaxis was
provided for 45% and STI prophylaxis was provided to 61.7% of all cases, while social support/
counseling was provided to 61% of the victims. Abortion was done for five of the victims who
were positive for pregnancy. Appointments for follow up visits were given to 50% of the victims
(46).

The study conducted in Wollega university referral hospital also reported that among total cases
HIV prophylaxis was given for 68.9%, and prophylaxis for other STIs was given to 94.6% of all
cases. Although hepatitis virus prophylaxis was not given to any of the eligible victims, emergency
contraception was provided for 50% of them. In addition, surgical procedures, and inpatient
services for at least 24 hours were provided in 4.9% and 16.7% of the cases respectively. Finally
majority of the victims, around 97%, received psychosocial support from the center (45). The study
conducted in Jimma hospital also stated that from all the survivors of sexual assault presenting to
the hospital within the first five days of the assault, about 40.5% were provided with emergency
contraception, while 60.5% of the survivors presenting within 72 hour of the assault were provided
with HIV post exposure prophylaxis, 63% of those who presented within 24 hours were provided
with STIs prophylaxis and 91.9% of all survivors were given counseling and psychosocial support

during their visit to the hospital (6).
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2.6 Research Questions
1. What is the experience of survivors regarding the sexual assault they encountered?

2. What are the post sexual assault services and psychosocial support sexual assault survivors

receive?

3. What consequences did survivors suffer because of the sexual assault they experienced?
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2.7 Conceptual framework

Physical
Type of assault Consequences
Physical Injury

Unwanted
Pregnancy, HIV, STls,
Hepatitis, UTI,

Degree of Genital Injury

Trauma of Sexual

Relation to
Assault

perpetrator

Psychological

Psychological Consequences

Distress
el Depression, Anxiety,
PTSD, Substance Use,
Stigmatization, Social
Financial, Physical, Withdrawal
Emotional/Psychological,
Medical Support

Physical force or use of

Psychosocial Support

Figure 1. A conceptual framework for the psychosocial support of sexual assault survivors in Gandhi memorial hospital Addis Ababa
Ethiopia adapted from Trickett et al.
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3. Objectives
3.1 General Objectives
e To assess the sexual assault experiences and psychosocial support of sexual assault
survivors at Gandhi hospital Addis Ababa, Ethiopia in 2023

3.2 Specific Objectives
e To describe the circumstances of sexual assault experienced by survivors at Gandhi

hospital, Addis Ababa Ethiopia in 2023

e To assess the type of psychosocial support received by sexual assault survivors at
Gandhi hospital Addis Ababa, Ethiopia in 2023

e To assess the consequences faced by sexual assault survivors at Gandhi hospital
Addis Ababa, Ethiopia in 2023
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4. Method and Materials

4.1. Study Area and Period
The study was conducted in Addis Ababa. Addis Ababa is the capital city of Ethiopia. It is also

the largest city in Ethiopia. It hosts 30% of the population. An estimated 5.2 million people live in
Addis Ababa (66). The study area, Gandhi hospital is in Addis Ababa city. Purposive sampling
method was used while selecting the study area. The hospital was founded in 1958 GC. It has 350
beds. The hospital is operated under Addis Ababa Health Bureau. It has a total of 22 physicians,
140 nursing & 45 midwife staff. The hospital is primarily focused on reproductive, maternal, and
neonatal health. The hospital has a one-stop integrated services center for gender-based violence
survivors. It is where gender-based violence survivors including rape survivors are referred to and
is the first of its kind in Ethiopia in providing integrated services for survivors of gender-based
violence. The one-stop center within the hospital was piloted in 2008 to provide a comprehensive
integrated response for survivors. The study was conducted from July 2023 to October 2023 at

Gandhi memorial hospital one-stop center for gender-based violence.

4.2. Study Design
Convergent Parallel Mixed study design was used in which quantitative and qualitative data was

collected at the same time and independently. Case study design was used for the qualitative study
and an institution based descriptive cross-sectional study design for the quantitative study.

4.3. Population
4.3.1. Target Population

All women sexual assault survivors living in Addis Ababa and other parts of Ethiopia.
4.3.2 Source Population

All women that present to the one-stop center for sexual assault at Gandhi Hospital.
4.3.3 Study Population

All women above the age of 14 years that present to the one-stop center at Gandhi Hospital for
sexual assault during the study period. Study population for qualitative study are service
providers at Gandhi Hospital one-stop center.

4.3.4 Study Unit
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An individual woman that presents to the one-stop center at Gandhi Hospital for sexual assault

that fits the inclusion criteria.

4.4. Eligibility Criteria
4.4.1. Inclusion Criteria

Women who are above the age of 14 years

Women who are survivors of sexual assault presenting at the time of the study at Gandhi hospital

one-stop center

Women who are willing to participate in the study

4.4.2. Exclusion Criteria

Women that are survivors of gender-based violence of a non-sexual nature.
Women who are unwilling to participate in the study

Women who are in acute, emergency state

Women under the age of 14 years

Men survivors that present to the center

4.5. Study Variables
4.5.1. Dependent variables

e Psychosocial support
4.5.2. Independent variables
e Age, residence, marital status, educational status, occupation, and social reaction

4.6. Sample Size Determination
For Quantitative Study

To calculate the number of study participants, a single population proportion formula is used
with the following assumptions. Since the prevalence of rape in Ethiopia is 8 % (39) (P =0.08) is
taken with 95% confidence interval and 4% margin of error. Then the sample size was calculated

as follows.
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(zx/2)2x P(1—P)
n= pp

Thus. 1 = (1.96)? x 0.08(1—0.08) — 176
! (0.04)2

For Qualitative Study

Saturation was reached at 6 service providers from the one-stop center who participated as key

informants in this study.

4.7. Sampling procedure
4.7.1. For quantitative study

Consecutive sampling technique was used to recruit the women that present to the one-stop centre.
Participants were chosen based on the apportioned sample size and the first one hundred and
seventy-six (176) women who fit the inclusion criteria and presented to the one stop centre during

the time of data collection were selected.
4.7.2. For qualitative study

Maximum variation purposive sampling was used to recruit service providers at the one-stop center
for gender-based violence survivors at Gandhi hospital. The Key informant service providers were
different from each other in terms of profession, educational status, and work experience to gain

insight from as many viewpoints as possible.

4.8. Operational definition
Sexual Assault: any form of sexual contact without voluntary consent including sexual

touching, forcing a victim to perform sexual acts, such as oral sex or penetrating the
perpetrator’s body and penetration of the victim’s body orally, vaginally, or anally (1).
Rape: penetration, no matter how slight, of the vagina or anus with any body part or object, or

oral penetration by a sex organ of another person, without the consent of the victim (67).

Victim/Survivor: is a person who has  experienced  sexual assault.

Perpetrator: is a person (or group of persons) who has committed an act of sexual assault.

Psychosocial Support: measured by adapting the WHOQOL tool with its components including

emotional/psychological support, financial support, physical care and support, medial support, and
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spiritual support from friends, family, non-government organization, community based

organization, religious based organization, and government organization.

Depression: was measured by PHQ-9 tool having nine symptoms with a minimum symptom count

of five qualifying for a diagnosis of depression.

Anxiety: was measured by GAD-7 tool with its six symptoms with a minimum of three symptom

counts qualifying for a diagnosis of anxiety disorder.

PTSD: was measured by using PC-PTSD-5 having five symptoms with a minimum of three
symptom counts qualifying for a diagnosis of PTSD (post-traumatic stress disorder).

4.9. Method of data collection and tools
4.9.1. Quantitative data collection tool

A structured interviewer-administered questionnaire with closed-ended questions will be used for
collecting the data. The questionnaire was adapted from sexual assault assessment literatures for
data on socio —demographic characteristics, sexual assault circumstances and consequences, the
WHOQOL tool for psychosocial support, and PHQ-9 depression assessment tool, GAD-7 anxiety
assessment tool and PC-PTSD-5 post-traumatic stress disorder screening tools for mental health
consequence assessment were used which have all been validated in an Ethiopian context and sub-
Saharan African country setting and were found to be reliable. The questionnaire was pretested on
about 5% of the sample size and appropriate modifications were done based on the pretest. The
questionnaire was used to collect data on socio-demographic and circumstances of sexual assault,
psychosocial support experiences of participants and consequences suffered because of sexual
assault. The questionnaire was prepared in English and then translated into Amharic and was
administered in Amharic since it is the local language.

4.9.2. Qualitative data collection tool

A Semi — structured key informant interview guide was used for this study. The interview guide is
prepared to explore the sexual assault services provided for survivors, the psychosocial support
experiences of survivors through the eyes of the health care providers, the resources available for
providers and challenges faced in service provision. The interview guide was prepared in English
and include open ended questions and then translated into Amharic. The participants’ voices were

recorded after receiving required consent from participants. During the interview additional
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explanation and probing of questions was made to direct the participants for further exploration.
Field notes and memos were taken by the researcher during collection of the data for personal
reflections and observations. The other method used during data collection was observation, to
capture essential nonverbal cues from participants while conducting interviews. The interview

guide was edited based on observations from previous interviews during the data collection.

4.10. Data collection procedure
4.10.1. For Quantitative data

Four nurses working in the one-stop center were recruited as data collectors. They collected the
data with a face-to-face interview. The data collectors were trained before the data collection
period on the objective of the study, contents of data collection tools and procedures. Data
collectors received informed consent from each respondent before data collection began. The

confidentiality of the participants was assured. The data was collected from July to October 2023.
4.10.2. For Qualitative data

The qualitative data was collected at the same time as the quantitative data. All interviews were
conducted by the primary investigator in Amharic language using the key informant interview
guide after obtaining informed consent from the participants. All interviews were recorded using
a voice-recorder with the consent of the participant, after which the audios were transcribed

verbatim in Amharic language and later translated into English.

4.11 Data quality control
For guantitative data

Data quality was assured all throughout the data collection process. Training was given to data
collectors on objectives, contents of the questionnaires, keeping confidentiality and privacy of the
participants. The questionnaire was prepared initially in English then translated into Amharic by
an individual who has experience in translation and again translated back to English by different
person to ensure its consistency. The questionnaire was pretested before data collection to ensure
that it’s understandable. The data collected was reviewed by the investigator for its completeness,
clarity and consistency before data analysis began. The data was entered into SPSS version 25 by
the principal investigator to ensure quality of data entered.

Trustworthiness of qualitative data
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Interview guides were prepared initially in English then translated into Amharic by an individual
who has experience in translation and again translated back to English by different person to ensure
its consistency. Trustworthiness was assured throughout the study. Credibility was maintained by
prolonged engagement, peer debriefing and member checking. Dependability was enhanced by
taking field notes, using recording devices, transcribing the digital files verbatim and keeping an
audit trail of each step in the research process. Conformability was assured by conducting peer
audit of field notes, transcriptions, and result. Transferability was assured by using a thick
description of time, place, context, culture in the research process.

4.12. Data processing and analysis
4.12.1. Quantitative data

The completeness of the data was checked then entered and cleaned on SPSS version 25. After
that the analysis was performed on SPSS version 25. Descriptive statistics were used to describe
frequency, proportion, measures of central tendency and dispersion. The data was presented using
texts, tables, and figures.

4.12.2. Qualitative study

The data analysis process started at the same time as data collection. The audio-recorded interviews
were transcribed in Amharic verbatim and translated to English by the investigator. The
transcribed data was carefully kept in a password protected personal computer that only the
researcher can access. A back-up of the transcribed data was saved in a memory drive and kept in
a place that can only be accessed by the researcher. Thematic analysis method was used to analyze
qualitative data. The researcher read and reread the transcriptions by putting aside their own
opinions to be familiarized with the data. The code book was then developed, and the data was
changed into plain text and was entered into open code version 4.03 then coded. Themes were
identified from the coded text, then similar ideas from the coded text get categorized into identified

themes. Accordingly, the responses of participants were described under each thematic area.

4.13. Ethical Consideration
Ethical clearance and approval were obtained from Addis Ababa University, College of Heath

Sciences, school of public health, Research and ethics committee (REC), Addis Ababa Health
Bureau and Gandhi Memorial Hospital then letter of cooperation was written to the one-stop center
of Gandhi hospital. The purpose and procedure of the study was explained briefly to the staff.

Participants were informed about the voluntary nature of the study and rapport was built before
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conducting the interviews. An information sheet on the purpose and procedures of the study,
possible risks or discomforts during interview, benefits of the study, privacy and confidentiality
issues, voluntary participation, and their right to withdraw from the study at any time were
provided to the participants (See annex 1).

Prior to starting the interview, written informed consent was obtained from all study participants
via their signature (See annex 2). To ensure confidentiality, all interviews were conducted in
private rooms. While conducting the data collection the participants of the study will not be asked
to state their names. In addition to this, all information recorded on the digital recorder will be

deleted after the research document has been accepted and approved.

4.14. Dissemination of Result
The results of this study will be disseminated to Addis Ababa University, College of Health

Science and School of public health, department of preventive medicine. It will also be shared with
Addis Ababa Health Bureau, Gandhi memorial hospital and Ministry of health. In addition to that,
the manuscript of the research will be prepared and submitted to suitable journals for possible

publication.
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5. Result

5.1. Quantitative Study Result
5.1.1. Socio-demographic characteristics of sexual assault survivors

A total of one hundred seventy-six (176) women sexual assault survivors participated in this study.
From the 176 women, majority of them 124 (70.5%) resided in Addis Ababa and around 44 (25%)
of them came from Oromia. While 143 (81.3%) were from urban residences, 33 (18.8%) were
from rural residence. Majority 135 (76.7%) of the women were between the ages of 14 to 19, while
28 (15.9%) were in the age group 20 to 25. The mean age was 18 years old (SD = 5.139). Most
162 (92%) of the women were single, while 6 (3.4%) were married and 7 (4%) were divorced.
Regarding educational status, 86 (48.9%) had completed primary school, 47 (26.7%) were of
secondary school level, 17 (9.7%) were unable to read and write and 16 (9.1%) had a university
level of education. When it comes to occupation, more than half of the women 102 (58%) were
students, while 29 (16.5%) were private employees and 22 (12.5%) were daily laborers.

Table 1. Socio-demographic characteristics of sexual assault survivors at Gandhi hospital, Addis
Ababa, Ethiopia, 2023

Variables Frequency (N=176) Percentage (%0)

Age (in years)

14-19 135 76.7
20-25 28 15.9
26-35 10 5.7
36-45 3 1.7
Region of residence

Addis Ababa 124 70.5
Oromia 44 25.0
Others? 8 4.5
Residence type

Urban 143 81.2
Rural 33 18.8
Marital Status

Single 162 92.0
Ever Married 14 8
Educational Status

Primary school 86 48.9
Secondary school 47 26.7

23



OthersP 43 24.4
Occupation

Student 102 58.0
Private employee 29 16.5
Daily laborer 22 12.5
Others® 23 13

aTigray/Amhara/SNNPR/Sidama
b Unable to Read & Write/Able to Read and write/University

¢ Unemployed/House Maid/Cleaner/Commercial Sex Worker/gov’t employee/ merchant/

housewife
5.1.2. Substance use history

Among all the respondents 12 (6.8%) had history of substance use while most 164 (93.2%) did not
have any history of substance use. Among the ever-married women only 1 (0.6%) had a husband
with history of substance use.

Substance Use history of survivors

Figure 2. Substance use history of survivors of sexual assault at Gandhi hospital, Addis Ababa,
Ethiopia, 2023
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5.1.3. Circumstances of Sexual Assault

Looking at the type of sexual assault that survivors suffered, out of all the respondents, the majority
161 (91.5%) reported vaginal rape. Majority 80 (45.5%) of the women encountered the sexual
assault within the three days prior to interview. The majority 79 (44.9%) of the assaults took place
in the perpetrator’s home. Among the survivors 21 (11.9%) have had previous history of sexual
assault. Regarding the resistance survivors put up 62 (35.2%) didn’t resist at all and stayed still or
froze. When it comes to physical injury suffered during attack, 35 (19.9%) suffered physical
injuries. Among these, most survivors 24 (68.6%) suffered bruises and scratches. Among the
survivors 16 (9.1%) of them were using substances at the time of the attack, the majority of which
were using alcohol 13 (81.3%). In terms of disclosure of the assault, 173 (98.3%) disclosed the
assault to at least one person. While most of them 131 (74.4%) disclosed to their families, 11
(56.8%) of them disclosed to the police.

Table 2. Circumstances of sexual assault among survivors at Gandhi hospital, Addis Ababa,
Ethiopia, 2023

Variables Frequency (N=176) Percentage (%)

Types of sexual assault suffered

Vaginal rape 161 915
Unwanted Kissing 65 36.9
Fondling of sexual body parts 45 25.6
Others? 16 9.0
Time sexual assault occurred

Within the past 3 days 80 45.5
More than 30 days ago 51 29.0
4 — 30 days ago 45 25.5
Place sexual assault took place

Perpetrator’s home 79 44.9
Survivor’s home 26 14.8
In the street 20 114
OthersP 51 28.9
Previous sexual assault history

Yes 21 11.9
No 155 88.1
Resistance put up by survivor

Physically Fight/Kick, Punch 72 40.9
Stay Still/Freeze 62 35.2
Reason/Plead 56 31.8
Cry/Sob 46 26.1
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Others®

Disclose of sexual assault
Yes

No

& Unwanted oral sex/ Experiencing anal sex

b Hotel/Car/Youth Center/School/ In the woods

¢Scream for Help/ Run Away

27

173

154

98.3
1.7

Note: types of sexual assault suffered, and resistance put up by survivor have multiple options.

5.1.4. Perpetrators of sexual assault

Most of the respondents 97 (55.1%) were assaulted by a stranger. More than a quarter of the

respondents 155 (88.1%) suffered single perpetrator sexual assault. Among all the respondents 26

(14.8%) reported that perpetrator use weapons during the assault. The most common types of

weapons used were knife 11 (42.3%) and gun 8 (30.8%). The most common type of violence

perpetrators used during the assault was threat of physical force in 71 (40.3%). Out of all the

respondents 41 (23.3%) of them reported that the perpetrators were using some kind of substance.

Out of those who were using substances, 37 (90.2%) were using alcohol. Among all the

respondents 137 (77.8%) reported the assault to the police.

Table 3. Perpetrators of sexual assault suffered by survivors at Gandhi hospital, Addis Ababa,

Ethiopia, 2023

Variables
Perpetrator’s relation with survivor
Stranger
Acquaintance
Others?
Number of perpetrators
One
Multiple
Type of violence used by perpetrator
Threat of physical force
Insistence
Choking
Twisting arm & holding down
OthersP
aFamily/ Spouse

b Slapping/ Beating

Frequency (N=176)

97
63
16

155
21

71
57
53
31
47

26

Percentage (%)

55.1
35.8
9.1

88.1
11.9

40.3
324
30.1
17.6
26.7



Note: types of violence used by perpetrator have multiple options.

5.1.5. Psychosocial support of sexual assault survivors

Among the respondents 124 (70.5%) received positive reaction from their social groups, while 52
(29.5%) received negative reactions. Among those that received positive reactions, 123 (99.2%)
received emotional support, while 14 (11.3%) received tangible support. From those that received
negative reactions, survivors reported facing victim blaming 37 (71.2%), controlling behaviors
from others 14 (26.9%), 12 (23.1%) reported their social groups trying to distract them from the
attack, 11 (21.2%) endured not being believed and 8 (15.4%) reported being treated differently.
Regarding psychosocial support among all the survivors, 166 (94.3%) received psychosocial
support after the sexual assault. Of these majority 162 (92.0%) of the survivors received medical
support, while 124 (70.5%) received emotional or psychological support, 28 (15.9%) received
physical care and support like shelter, food, and clothing. Regarding where or from whom the
survivors received support, most 150 (85.2%) of them received it from a government organization,
followed by family 60 (34.1%). Most 128 (72.7%) of the survivors reported being brought to the
health facility by family, followed by police 27 (15.3%) and 22 (12.5%) went to the health facility
by themselves.

Table 4. Psychosocial support of sexual assault survivors at Gandhi hospital, Addis Ababa,
Ethiopia, 2023

Variables Frequency (N=176) Percentage (%)

Social reaction to disclosure

Positive 124 70.5
Negative 52 29.5
Type of positive response

Emotional Support 123 99.2
Tangible Support 14 11.3
Type of negative response

Blaming 37 71.2
Controlling 14 26.9
Distracting the Survivor 12 23.1
Not Believing the Survivor 11 21.2
Treating the Survivor Differently 8 15.4
Support after sexual assault

Yes 166 94.3
No 10 5.7

Type of support received
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Medical support 162 92.0

Emotional/Psychological support 124 70.5
Others? 63 35.8
Source of support received

Government organization 150 85.2
From Family 60 34.1
OthersP 29 16.4

Person who brought survivor to
health facility

Family 128 72.7
Police 27 15.3
Own Self 22 12.5
Other¢ 22 12.5

4Physical care and support/ Spiritual support/ Financial support
b from friends/ NGOs/ Community based organization/ Religious based organization
¢ Health Professional/My Employer/My Mother’s Friend/an organization/ Friends/ Neighbors

Note: all have multiple options except for social reaction to disclosure and support after sexual
assault.

5.1.6 Consequences of sexual assault

The findings from this study show that 80 (45.5%) survivors presented to the hospital within 72
hours and 96 (54.5%) of them presented to the hospital after 72 hours had passed. The majority,
155 (88.1%) of the respondents interviewed were on their first visit to the hospital. Among all the
respondents, 13 (7.4%) reported having history of mental illness prior to sexual assault. Regarding
health consequences suffered by sexual assault survivors, 17 (9.7%) had unwanted pregnancy, 2
(1.1%) had hepatitis b virus infection, 3 (1.7%) had genital injuries, 2 (1.1%) had urinary tract
infection and 10 (5.7%) had started using substances after the assault. Regarding the social
consequences of the sexual assault survivors, 17 (9.7%) suffered stigmatization and 2 (1.1%)
experienced social withdrawal. When it comes to the mental health consequences suffered by
sexual assault survivors, 80 (45.5%) of them met the required symptom criteria for depression
diagnosis, while 114 (64.8%) of them met the required symptom criteria for a diagnosis of
generalized anxiety disorder and 111 (63.1%) of them met the required symptom criteria for a
diagnosis of post-traumatic stress disorder.

Table 5. Consequences of sexual assault suffered by survivors at Gandhi hospital, Addis Ababa,
Ethiopia, 2023

Variables Frequency (N=176) Percentage (%)
Time of presentation to hospital
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After 72 hours 96 54.5

Within 72 hours 80 45.5
Visit to the hospital

First Visit 155 88.1
Follow Up 21 11.9

History of mental illness prior to
sexual assault

No 163 92.6
Yes 13 7.4
Health consequences of sexual assault

Unwanted Pregnancy 17 9.7
Substance abuse started after attack 10 5.7
Genital injuries 3 1.7
Hepatitis B Virus Infection 2 1.1
Urinary Tract Infection 2 1.1
Social consequences of sexual assault

Stigmatization 17 9.7
Social withdrawal 2 1.1
Depression diagnosis criteria met

Yes 80 45.5
No 96 545
Generalized anxiety disorder diagnosis

criteria met

Yes 114 64.8
No 62 35.2

Post-traumatic stress disorder

diagnosis criteria met

Yes 111 63.1

No 65 36.9
Note: health consequences of sexual assault and social consequences of sexual assault have
multiple options.

5.1.8 Association of social reaction and psychosocial support with mental health

consequences

To assess the association of social reaction and psychosocial support with mental health
consequences (depression, anxiety, and PTSD), binary logistic regression was used. Social
reaction and psychosocial support were found to be not significant in predicting depression and
anxiety with (p > 0.05). While social reaction was a significant predictor of PTSD with (p < 0.05),
psychosocial support was found to be not significant in predicting PTSD with (p > 0.05). For every
unit increase in social reaction there is 0.442 times decrease in PTSD diagnosis with (P < 0.05, OR
0.442, 95% CI 0.222, 0.880).
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Table 6: Predictors of depression diagnosis among survivors at Gandhi hospital, Addis Ababa,
Ethiopia, 2023

Variables COR (95%CiI) P value AOR (95%CIl) P value
Social Reaction

Negative 1 1

Positive 0.667 (0.344, 1.290) 0.229 0.582 (0.290, 1.171)  0.129
Psychosocial Support

No 1 1

Yes 1.865 (0.507, 6.854) 0.348 2.515 (0.640, 9.886) 0.187

Table 7: Predictors of anxiety diagnosis among survivors at Gandhi hospital, Addis Ababa,
Ethiopia, 2023

Variables COR (95%CI) Pvalue  AOR (95%CI) P value

Social Reaction

Negative 1 1

Positive 0.579 (0.297,1.126)  0.107 0.572 (0.287,1.142)  0.113
Psychosocial Support

No 1 1

Yes 0.806 (0.218, 2.970) 0.745 1.084 (0.277,4.234) 0.908

Table 8: Predictors of PTSD diagnosis among survivors at Gandhi hospital, Addis Ababa,
Ethiopia, 2023

Variables COR (95%CI) Pvalue  AOR (95%CI) P value

Social Reaction

Negative 1 1

Positive 0.409 (0.210, 0.795) 0.008 0.442 (0.222,0.880) 0.020
Psychosocial Support

No 1 1

Yes 0.368 (0.100, 1.355) 0.133 0.556 (0.142,2.178)  0.400
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5.2 Qualitative Study Result
5.2.1 Background information of key informant interview participants

This section includes key informants working in Gandhi hospital one-stop center for gender-based
violence interviewed about their experience on providing service to survivors of sexual assault
presenting to the hospital. All participants were females. The participants include three nurses, two
general practitioners and one counselor.

Table 9: Background information of key informant participants on service provision for
survivors at Gandhi hospital, Addis Ababa, Ethiopia, 2023

Participant Characteristics Number
Position in  the Nurse
Center General Practitioner
Counselor
Educational Nursing
Background Medical Doctor
Psychology

Level of Education  Degree

Master of public health
Work Experience in  Ten months
the Center One year

One and half year

P -k, W L, P O, N W, DNDW

Four years
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The findings are presented in five basic themes. These themes include post-rape service provided
for survivors, available resources for service provision, and consequences of sexual assault,
psychosocial support for survivors of sexual assault and challenges and recommendations. The

themes are presented with numbering, under which sub- themes are presented unnumbered.
5.2.2 Post-rape services provided for survivors
Services

In this section, participants talked about the services they provide for survivors in their center.
Most of the participants mentioned that they provide medical, psychological, and legal services
for survivors in this center. Medical services include laboratory tests and medication treatment and
prophylaxis. The laboratory tests include HIV tests, venereal diseases tests, hepatitis virus tests,
pregnancy tests, urine tests, sperm test (whether sperm is present or not), gram-stain tests, and
ultrasound tests. Medication treatments and prophylaxis are also provided for HIV, venereal
diseases, hepatitis, and pregnancy. One participant mentioned that the service they provide is
called one window service where survivors receive the medical, psychological, and legal services
all together in one window. She also mentioned that after laboratory test are performed, the
appropriate medications are provided depending upon the time of arrival which is categorized as
within seventy-two hour of the assault and after seventy-two hours since the assault and only if
they reach the hospital within seventy-two hours will they receive prophylaxis to prevent disease

transmission. Here is an excerpt of how the participant described it in her own words.

“... There is medical service, there is police and a prosecutor and psychology. There are also
different laboratory tests performed. The medical services we provide ...If they reach us before 72
hours .... For example, HIV, venereal diseases, Hepatitis virus prophylaxis, pregnancy prevention
medication will be given ....” (KII 2: a nurse)

Another participant mentioned that these services are provided for the survivors immediately when

they arrive at the hospital and the results come back within an hour.

“...These tests are done immediately when she comes here. The results also reach within one
hour.” (KII 3: a nurse)
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Another participant who is a psychologist working as a counselor in the center mentioned that they
usually see children coming to the hospital for services most of the time, therefore the room where
they provide psychological counseling is prepared in a way that is child friendly with toys and
puzzles. She also mentioned that they provide play therapy and art therapy for small children. And
for the older survivors on the adolescent age group, they provide cognitive therapy, behavioral
therapy, family/parent therapy, and trauma-informed therapy depending upon the age of the
survivor and the type of sexual assault they have encountered.

“... it is usually small children that come here ... so, positioning of the room, to provide play
therapy/ art therapy, we have toys, puzzles...... for adolescence age... we have cognitive therapy,
behavioral therapy, ...... we also provide family/parent therapy. Trauma informed therapy for
those that have suffered a trauma and have developed post-traumatic stress disorder...” (KII 6. a

counselor)

As mentioned by the participants the above services are the baseline services that are provided for
survivors. Other tests are performed based on the need of each case. After the medical and
psychological services have been provided, the survivors will be sent to the legal system with

medical certificate or evidence.
Documentation of services

Almost all participants mentioned that they document all the services they provide to the survivors.
They mentioned that they have different records where they document the laboratory tests, genital
injuries (if there are any), prophylaxis (for those that come within seventy-two hours of the

assault), follow ups on the evaluation book, referrals separately.

“...we will document all the services we provide... We will document the laboratory tests, if there
are injuries to genital area, we will document that... we have a document for follow up and in that

we have an evaluation book, so we document on that also” (KII 1: a nurse)

One participant mentioned that they have a record keeping system called HMIS prepared by Addis
Ababa health bureau where they document all the services they provide. She also mentioned that
prophylaxis medications provided have their own separate record except for HIV prophylaxis

which has its own separate record.
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“...We will document all the services we provide on the HMIS record. .... treatments are recorded
on a separate record like HIV prophylaxis and all other preventive medications. Especially the

HIV prophylaxis has its own record...” (KII 3: a nurse)
Referrals

Almost all the participants stated that they refer different cases for different reasons either within
the hospital to other wards or outside of the hospital to other hospitals. Within the hospital they
refer cases in relation to pregnancy, abortion, big lacerations or bleedings for admission and
inpatient care like suturing or IV medications, psychiatric problems, other medical disorder
unrelated to sexual assault. Outside of the hospital they refer cases like anal rape of boys to Tikur
Anbessa Hospital, since they don’t possess the appropriate inspection device called anoscope for
anal rape to be able to see inside the anus for evidence of rape. Additional referral to other hospitals
like Zewditu or Minilik hospitals is done for victims that have additional medical cases or surgical

injuries like head injury, eye injuries or fractures.

“...We refer them for abortions Within this hospital... and, to start antenatal care. We send anal
rape to other hospitals ...We send them to Tikur Anbessa hospital. ...medical problems; we send
them to a medical hospital. ... Surgical problems like fractures... we refer them to other hospitals.”
(K11 2: a nurse)

One participant explained that they link survivors that have become pregnant either to antenatal
care or minor operation rooms within the hospital. They have a guideline on how to decide to send
pregnant survivors either to antenatal care or minor operation rooms. They talk to the survivors
and their parents and decide if she wants to go on follow up or terminate the pregnancy. But

termination of pregnancy is done only if the pregnancy is under 12 weeks.

“...We have a guideline to decide whether to send to ANC (antenatal care) or minor OR... for
pregnancy that is below 12 weeks, we will write up a referral for them to minor OR...” (KIl 4: a
general practitioner)

Another participant mentioned that they have a psychiatry department within the hospital, and they
refer the survivor with severe mental illness to the psychiatry ward. She also mentioned that she
has an assessment form called intake form to assess for mental illness. She also utilizes her

observation and history that she gathers from the family about previous history of mental illness.
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“We have a psychiatry department in this hospital. SO, when we encounter victims with severe

mental illness in the one stop center, we refer them to the psychiatric ward. ... (KII 6: a counselor)
Follow up

Most of the participants mentioned that the follow-up services they provide are one month and
three months from the first visit. The participants mentioned that during the one-month
appointment, pregnancy tests will be repeated because the pregnancy prophylaxis is not a hundred
percent effective, just in case it has failed to prevent pregnancy or even if pregnancy has occurred
to detect it early. At the three months appointment, the participants stated that the rest of the
laboratory tests will be repeated like HIV tests, Venereal diseases tests, and hepatitis virus tests.
In some cases, if an abortion was performed, they will be appointed for two weeks for an
ultrasound after the abortion has been performed. Additional appointments are given if they have
been exposed to HIV or have been found to be HIV positive, they will be linked to ART or if the
test needs to be repeated, they will be appointed for six months.

“...Most of the time on our side we appoint them for one month and three months. For example, if
their age makes them fit for pregnancy test ... And on the third month they come for HIV, venereal
diseases, and Hepatitis virus testing...” (KII 2: a nurse)

One participant also mentioned that the reason for repeating the tests is, for example, in HIV the
first test only tells the status of the patient before the day of testing. Therefore, the test must be
repeated after three months to get the status of the victims on the first day of testing.

“...The reason we repeat the tests is because for example HIV, the first test doesn’t tell us the
status of the patient on that day, it only tells us the status of the patient before that day. So, we
must repeat the test to see the status of the patient for that day of initial test... ” (KII 4: a general

practitioner)

Another participant mentioned that regarding psychosocial follow-up, they appoint those that have
special cases like those that are separated from family, those that don’t have a good social life, and
those that are not doing well in their schoolwork. She mentioned that the number of sessions they
stay on follow up depends on their recovery but, it usually takes about one month or ten sessions

till recovery.
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“...follow up services ..., | identify their problems and appoint those I think need follow up ... The
duration of time on the follow up and number of sessions depends on their problem and their

recovery... It usually takes about one month or ten sessions till recovery in my experience so far.’

(K11 6: a counselor)
Rehabilitation and reintegration services

Almost all the participants stated that they don’t provide rehabilitation and reintegration services.
They also mentioned that those services are provided by an organization that has a shelter. They
mentioned that the police that work with them after they finish their medical appointments will

take the survivors that need it to shelter.

“... We have a room to be able to keep them here for up to seventy-two hours because if the assault
was from a family member or if she doesn’t know her home, has nowhere else to go, we can keep
her here for seventy-two hours. After that our police will take them to sub city police and take them

to an organization that has shelters. There they will get rehabilitation services...” (KII 1: a nurse)
5.2.1.2 Available Resources for Service Provision
Partners

All participants said that they have partners that provide support to the center. These partners
include ministry of justice, ministry of women and children, Addis Ababa health bureau, Addis
Ababa police department, UNFPA, local NGOs, Canadian government, Japan embassy, a German
aid group, International medical corps, individual volunteers like “TikTok’ers”. The types of
support that these partners provide were also mentioned by the participants, which include material
support, trainings, employing case managers, prosecutors, and police. The material supports
include sanitary pads, soap, cloths, underwear, and the like. They also mentioned that they receive

support in the form of material and not in money or financial support.

“There are plenty of individuals that gather and give us materials like sanitary pads, soaps, and
the like. ... Organization of Canadian government...UNFPA, Japan embassy. Ministry of justice.
They mostly support us with materials and training. The Ministry of Justice employs the case
managers and prosecutors. Addis Ababa police department employs the police....” (KII 2: a nurse)
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Budget and payment

Most of the participants stated that the center operates on the hospital’s budget and that survivors
don’t have to pay any fee to get service from the center. They mentioned that the hospital’s budget
is provided by Addis Ababa health bureau. They mentioned for the most part the budget is enough
to stock up the center although there might be some shortages.

“Well health bureau and justice minister are | think the ones that provides the budget for us. But
the hospital is supported by health bureau, so I think the budget comes from the health bureau...”
(KI11'5: a general practitioner)

Guidelines and trainings

All the participants mentioned that they have received a training guideline/manual. But most don’t
know if there is a national guideline on sexual assault or gender-based violence. All of them also
mentioned that they have gotten training on gender-based violence. They mentioned that the
training included psychosocial support, medical support, how to clerk and how to manage. One
participant mentioned that the training was given to her by UNCHR and international medical

corps.

“...1 have gotten training on psychosocial support and case management. The training was given

to me by UNCHR and international medical corps.” (KII 6: a counselor)

Another participant also mentioned that after the basic training on sexual assault, other burn out
trainings were provided like how to deal with the legal cases and how to write evidence for the

legal case.

“...The training is called basic gender-based violence. After this basic training on sexual assault,
other burn out trainings are there. Like how to deal with the legal cases, how to write evidence for

the legal case. ” (K1l 5: a general practitioner)

5.2.1.3 Consequences of sexual assault

Consequences

The participants mentioned consequences like pregnancy, depression, suspicious, fear, mistrust,

sadness, self-isolation, self-blaming occur in survivors after the assault. Although some mentioned
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that medical problems don’t occur that often, one participant mentioned that she has seen women
who developed medical conditions like STIs, HIV, and hepatitis. Another mentioned that she has
personally encountered a woman who was found to be positive for hepatitis. One participant
mentioned that she has not encountered diagnosed disorders, but she has seen the survivors be
psychologically affected by the assault.

“...not diagnosed disorders but all of them would be psychologically affected. If you sit and talk
to them deeply, you will understand that they have been affected psychologically... I have seen
women who developed medical conditions after their assault. Like STIs, HIV, hepatitis...” (KII 4.
a general practitioner)

Complications resulting from late presentation to hospital

All the participants stated that those survivors that present to the hospitals later than seventy-two
hours face higher risk of exposure to transmissible diseases because they will not receive the
prophylaxes available to prevent disease. Some participants also mentioned that the evidence of
the injury they sustained will have disappeared and wounds would have healed by the time they

present to the hospital which will affect their legal case because of lack of evidence for the police.

“...Because when they come early, they get preventive medications or prophylaxes. When they
come late, we will not see the full extent of the injury ... the evidence disappears with time... effect
on the justice system because most of the injuries would be healed and disappear. So, it will be
difficult to find evidence for the police.” (KII 1: a nurse)

One participant mentioned that those survivors that come late will also suffer from depression
because they keep their trauma to themselves without discussing it with anyone so that they don’t

receive psychosocial support. So, they will be more affected psychologically than physically.

“...Late comers won’t get psychological support so they will come her more depressed because
they will hold their trauma in all alone without discussing it with anyone, being stress all that

time... ” (KIl 4: a general practitioner)

One participant mentioned that the survivors’ psychological recovery journey will also be affected
because of late presentation to the hospital. Those that come early will get psychological support

which can give them a boost in their healing. But those that come later might have faced lots of
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trauma by the time they get to the hospital. Therefore, those that present early to hospital have a
better chance of recovery than those that present later. But this participant also notes that
sometimes it’s fluctuating, depends on the individual’s personal endurance therefore early comers

may take longer and late comers may recover earlier.

“... those that come to us early have a better chance of recovering early compared to the ones
that come to us later... but depends on the individual and it can also reverse early comers may

take longer and late comers can also recover early...” (KII 6: a counselor)
5.2.1.4 Psychosocial support for survivors of sexual assault
Social reaction

Most of the participants said that the survivors usually tell their families, two participants said that
small children usually tell their mothers or a close family member. Adolescent age survivors
usually tell their friends or if at school to their teachers then to neighbors. One participant said that
they don’t usually tell their family. The family might hear through their friends when they tell their
friends.

“...Mostly they don 't tell family, in my experience. Yes, they also tell their friends and through the
friends the family might hear.” (KII 1: a nurse)

Almost all the participants stated that the reaction from the survivors’ social groups is mostly
negative. They tend to reject the survivors, blame the survivors, friends might gossip about them,
they get hit, told they did it on purpose. But participants also noted that there are those that have
positive responses depending on the type of family the reaction might be split fifty/fifty between

positive and negative reactions.

“...They tend to blame victims. “Why did you go there?” “It’s your fault” type of comments
happens... “You did it on purpose” type of comments happen” (KII 6. a counselor)

Emotional support

Most of the participants stated that survivors get care and compassion from families but not when
it comes to society. On the other hand, two participants stated that there is more conflict that occurs

more than care and compassion within families and even between neighbors. One participant stated
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that it depends on the family but mostly the families care about whether she is still a virgin or not

and don’t care about her health or the trauma she suffered.

“It depends on the family by the way...they don’t usually get care and compassion. They usually
care about whether she is still a virgin or not. But in most families, they don’t care about her

health, the assault, or the trauma she suffered.” (KII 3: a nurse)

Most of the participants stated that survivors don’t get treated with respect and dignity. Two
participants stated that survivors might get respect from family but that is not the case when it

comes to the neighbors. They usually face discrimination from the neighbors.

“From their families yes, | think they are treated with dignity and respect. But from the neighbors,
since it is usually thought that they would be discriminated they don’t’ tell their neighbors...” (KII

5: a general practitioner)

Most of the participants said that decision making is dependent upon the age of the survivor. For
those that are underage or below 18 years of age, the family gets to decide, and survivors can’t
decide for themselves. For different tests that must be performed the parents’ signature is required.
But for the adult survivors, there are those that are influenced in their decision making and then

there are others that get to decide on their own. One participant puts it like this:

“Again, it depends on the people, for example children that are underage, they can’t decide for
themselves.... even when they are above 18 after they encounter an assault, there are people that
have difficulty making decisions. There are also those that are free to make their own decisions...”

(K11 6: a counselor)

Most of the participants stated that psychological interventions are provided by psychologists. One
participant stated that all survivors have a session with the psychologist unless it is nighttime or

weekends.

“For the psychological support, there is a psychologist... All victims have a session with the
psychologist unless it is nighttime or weekends. But any victim that come during office hours, they

will go in for a session with her.” (KII 3: a nurse)

The psychologist mentioned that she provides different types of psychological interventions for

the survivors like group therapy for survivors with the same type of assault. She also mentioned
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that she provides cognitive behavioral therapy, art therapy for small children and parent therapy

for families together.
Material support

All the participants stated that they provide material support to the survivors. These materials
include sanitary pads, cloths (pajamas), underwear, soap, detergent (omo, largo), shoes (slippers).

These materials are provided by the aid organizations to the center to give to the survivors.

“Ones we give out for free are cloths (pajamas), underwear, sanitary pads, shoes (slippers), the
medications are there...these materials are provided to us by the aid organizations...” (KIl 4: a

general practitioner)
5.2.1.5 Challenges and recommendations

Most of the participants mentioned survivors not coming to hospital early as one challenge.
Another challenge mentioned by most participants is shortages in laboratory reagents and
medication like hepatitis vaccine although they say the shortage is not that prominent. One
participant mentioned training being given to the providers while nearing the end of their
assignment at the center and being transferred to another ward as a challenge. Another mentioned
that the work being associated with a lot of burnouts in relation to the heaviness of the topic as a
challenge.

“The trainings come when you are about to be transferred out of the center... they trained us

recently and now we will leave this center soon...” (KII 1: a nurse)

One participant mentioned that they receive clients that claim to have been sexually assaulted when
they have not. Which creates an abuse of the center where it becomes an abortion center. The
participant blames this problem, the difference in rules from the three sectors that run the center
which are Addis Ababa Police Commission, Ministry of Justice, and Addis Ababa Health Bureau.

“...sometimes we encounter cases where for us as health sector their word is enough for us to give
her medical support, we don't investigate further her claims according to our rules. When we get
her, a card based on her words only, the police then investigate and might tell us that she is lying,
and she hasn’t been raped. Most of the time the center just becomes an abortion center...” (KII 1:

anurse)
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One participant mentioned that in dealing with children who are disabled like those who have
autism requires training to be able to give assessments or therapy to these survivors which is
lacking in this center. Another challenge she mentioned is the language barriers for the
psychological assessments and therapy sessions as the center gets survivors from different parts of

the country with different languages.

“There are disabled people that come to us. ... And we can’t approach these victims like the other
normal/typical victims. It is difficult to give therapies to them... the language barrier becomes

difficult in those times. When we are using translators, it is not the same...” (KII 6: a counselor)

Most of the participants mentioned educating the public and awareness creation within the
community as a recommendation. One participant suggested that the center should have its own
budget separate from the hospital to overcome shortages. Other participants mentioned that the
length of time they work in the center to be extended to gain more experience. She also suggested
that training should be provided to professionals before they start working in the center.

“l would say the professional giving the service here should get the training before they start
working in the center-......| think one person assigned here after being trained should work here
for at least two to three years. You become more experienced with time and become better at your
work...” (KII 2: a nurse)

Two participants noted that the public should be educated about the importance of the first seventy-
two hours after assault. Another participant recommended for the working space/ building to be

improved and the center to have its own card room and pharmacy for the privacy of the survivors.

“.... Also educating about the importance of the first seventy-two hours after the assault and that

that time should not pass before they come to the health facility.” (KII 3: a nurse)
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6. Discussion

The aim of this study was to assess the sexual assault experiences, the psychosocial support and
the services provided for survivors of sexual assault at Gandhi hospital, Addis Ababa in 2023. The
results of this study showed that 81.3% of the survivors were from urban residence which is higher
than a study conducted in Jimma University specialized hospital which reported that 68.7% of the
survivors were from rural area (6). This discrepancy could be due to the study area of the current
study being a metropolitan area leading to more urban residents presenting to the hospital than

rural.

This study suggests that majority of the women were between the ages of 14 to 19 which is similar
to a study conducted in Nigeria which stated that majority of the women ranged between the ages
of 14 to 19 which implies that adolescent aged girls are more vulnerable to sexual assault (68).
Regarding marital status 92% of the women in this study are single. This finding is supported by
a study conducted in Jimma university medical center which reported that 99.5% of the survivors
were single which indicate that being unmarried poses greater risk for sexual assault (44). The
majority of the survivors in this study were found to be 58% students which is in line with the
study from India which reported that 41% were students suggesting that schools might be hotbed
for commission of sexual assault (69).

The most common type of sexual assault reported in this study at 91.5% was vaginal rape. A
similar study conducted in Nigeria stated that 87.2% of all cases were raped through vaginal route
which is consistent with the findings of the current study (70). In this study 45.5% of the survivors
presented to the hospital within 72 hours of the assault. A similar study conducted in Wollega
university referral hospital found that 36.5% of the survivors presented to the hospital within 72
hours (45). This difference in the findings might be due to the distance of the hospital from the
population that it serves, making the presentation time longer for the survivors. This infers that
distance of the health facility where post sexual assault services are provided from the community
it serves is an important factor for survivors’ timely presentation to health facility. It was
mentioned in the qualitative study that survivors presenting to the hospital later than seventy-two
hours face higher risk of exposure to transmissible diseases because they will not receive the

prophylaxes available to prevent disease.
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According to this study, the perpetrator of the assault was stranger in 55.1% of the cases. A similar
study conducted in Egypt reported that 70.3% of the perpetrators were unknown to the survivors
(71). However, this finding is contrary to general knowledge about sexual assault being commonly
perpetrated by people known to the victims indicating the need for further investigation into the
reasons for this finding. Regarding the place of assault, the findings of this study showed that
44.9% assaults were committed in the perpetrator’s home. The study conducted in Jimma
University medical center reported that 47.1% of the assaults were committed inside the

perpetrator’s home (44).

Findings of this study showed that 11.9% of the survivors had previous history of sexual assault
and that 77.8% of them reported to the assault to the police. A similar study in Denmark also
reported that 26.5% of the survivors has previous history of sexual assault and 69.3% of the
survivors reported the assault to the police (72). The discrepancy in the findings of the two studies

might be explained by the difference in denominator.

According to the findings of this study 88.1% of the respondents reported single perpetrator sexual
assault meanwhile the type of violence used by perpetrator in 40.3% of respondents was threat of
physical force and 19.9% of the respondents sustained physical injury. These findings are
comparable to the study conducted in Nigeria where, it was reported that 70.9% of the assaults
were committed by a single perpetrator and threat of violence was used in 31.1% of cases while

the survivors sustained physical injury in 9.2% of the cases (70).

In this study, 14.8% respondents reported that perpetrator used weapon, and 23.3% perpetrators
were using substances during the assault, while 7.4% of the survivors reported that they had
previous history of mental illness. A similar study conducted in a tertiary referral hospital in urban
Ethiopia also reported that perpetrators used weapon in 24.1% of cases and perpetrator was using
substances in 5.3% of cases, while also reporting that 3.5% of survivors had previous history of

mental illness (46).

Regarding disclosure of sexual assault, the findings of this study revealed that 98.3% of respondent
disclosed the assault to at least one person. Of those that disclose their sexual assault history 74.4%
do so to their family. The qualitative study also supports this finding with majority of the

participants mentioning that the survivors usually disclose the assault to their families. In contrast
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to a study conducted among university students in Ethiopia reporting that 19.7% of survivors

disclosed the assault to their family, while the majority did not disclose to anyone at all (25).

According to the findings of this study, among the respondents, the majority 70.5% received
positive social reaction, while 29.5% received negative social reactions. Although in the qualitative
study, it was mentioned that social reaction towards the survivors is mostly negative. Other
participants also mentioned that depending on the type of social group, their social reaction is split

between positive and negative fifty/fifty.

Regarding psychosocial support, in the current study it was reported that among all the survivors,
94.3% received psychosocial support after the sexual assault. This finding is supported by the
study conducted in Jimma University medical center which reported that 84.5% of survivors
obtained counseling and psychosocial support during their visit to the clinic (44). Of those that get
psychosocial support the majority 92.0% of the survivors received medical support, while 70.5%
received emotional or psychological support, and 15.9% received material support like shelter,
food, and clothing. This finding is supported by the qualitative study, in which almost all
participants stated that survivors receive medical support like laboratory tests and prophylaxis
treatments and material support like soap, clothing, shoes and the like from the one-stop center at
Gandhi hospital. They also stated that psychological support is provided to the survivors from the

psychologist at the center.

In this current study, findings regarding health consequences suffered by sexual assault survivors
suggests that 9.7% had unwanted pregnancy. This finding is similar to a study conducted among
survivors in northern Ethiopia which reported that 10.7% of survivors tested positive for pregnancy
(7). In the qualitative study, participants also mentioned that survivors face consequences like

pregnancy from the sexual assault.

This current study revealed that among the respondents, one survivor had tested positive for
hepatitis b virus infection. The findings of the qualitative study also support this with one
participant mentioning that she has personally encountered a woman who was found to be positive
for hepatitis. A study conducted in a tertiary referral hospital in urban Ethiopia also supports this

finding reporting that two cases were found to be positive for HBsSAg (46).
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According to the present study, 5.7% of survivors have started substance use after assault. In a
similar study conducted among female high school students, it was found that 6.2% of survivors

had developed alcohol dependency after encountering sexual assault (57).

In the current study, the proportion of survivors that showed symptoms of depression is 45.5%.
One participant from the qualitative study also stated that those survivors that come late to the
hospitals will suffer from depression because they keep their trauma to themselves without
discussing it with anyone. A similar study conducted in Sweden reported that as many as 49% of
those who had been subjected to penetrating sexual violence stated that they had been diagnosed
with depression (73). This indicates that depression is one of the major consequences survivors

suffer after encountering sexual assault.

Regarding survivors’ history of anxiety after assault, the current study showed that 63.8% of them
had symptoms of anxiety. A study done in the UK found that 71% of the survivors were at risk for
anxiety disorder (8). The findings of this study stated that 63.1% of survivors reported having
symptoms of post-traumatic stress disorder. In this study, social reaction was found to be a
significant predictor of PTSD with (p < 0.05), for every unit increase in social reaction there is
0.442 times decrease in PTSD diagnosis with (P < 0.05, OR 0.442, 95% CI 0.222, 0.880). In a
similar study conducted among adolescent girls showed that 72.7% of adolescent girls developed
PTSD after exposure to sexual assault (24). This implies that anxiety and PTSD are among the

most prevalent mental health problems faced by survivors of sexual assault.
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7. Strength and Limitation
Strength

The strength of this study is that it can serve as a baseline for future research on psychosocial
support of sexual assault survivors. Another strength of this study is that it utilizes mixed method
to assess the sexual assault history of survivors in congruence with exploring the services provided

for the survivors within the one-stop center for gender-based violence at Gandhi hospital.
Limitation

One limitation is because this study is a health facility-based study, it is limited to the survivors
that seek medical help misses those survivors that did not seek health care services. Another
limitation is that the study area is a one-stop center where medical psychosocial and legal services
are provided in unison, therefore, the legal cases of the survivors does not allow for the survivors
to talk to anyone outside of the service providers making conducting in depth interviews with the
survivors difficult. In relation to the income of the survivors, it could not be used because the
results for income were found to be meaningless as family income was not included. This study
only included only one hospital as a study site due to limited budget and time. Service providers

being used as data collectors could introduce bias and conflict of interest.
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8. Conclusion

This study assessed the sexual assault circumstances, the psychosocial support, and the service
provision for survivors of sexual assault at Gandhi hospital ones-stop center. The results of this
study showed that 81.3% of the survivors were from urban residence and majority of them were
between the ages of 14 to 19 which implies that adolescent aged girls are more vulnerable to sexual
assault. The results also showed that most of the survivors were single and students implying that

schools can be valuable areas for implementation of prevention projects on sexual assault.

The most common type of sexual assault reported by survivors in this study was vaginal rape
91.5% while the perpetrator of the assault was stranger in 55.1% of the cases and 44.9% assaults
were committed in the perpetrator’s home. Among the respondents, 7.4% of the survivors had
previous history of mental illness and 19.9% of the survivors sustained physical injury. These
findings give important insight that can be used in the prevention and management of sexual

assault.

The findings of this study revealed that 98.3% of respondent disclosed the assault to at least one
person. Majority of the survivors 74.4% disclosed the assault to their family. Regarding social
reaction, the majority 70.5% received positive social reaction. Most of the survivors 94.3%
received psychosocial support after the sexual assault. While 92.0% of the survivors received
medical support, 70.5% received emotional or psychological support. In this study, consequences
that were suffered by the survivors after the assault included unwanted pregnancy in 9.7%,
depression in 45.5%, anxiety in 63.8%, and post-traumatic stress disorder in 63.1% of survivors.
Social reaction was found to be a significant predictor of PTSD with every unit increase in social

reaction having 0.442 times decrease in PTSD diagnosis.

Accordingly, the findings of this study provide useful input to consider in designing future
prevention strategies against sexual assault and health education programs for awareness creation
in the community. The results can also be used to improve the service provision for sexual assault

survivors including psychosocial support.
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9. Recommendation

Based on the findings of this study the following recommendations are suggested to the relevant

stakeholders as follows:

For Federal ministry of health: it is recommended that a national guideline be prepared on the
management of sexual assault cases so that survivors can receive consistent services from health

facilities.

For Addis Ababa Health Bureau: it’s recommended that trainings that are provided for health
care professionals working in the one-stop center for gender-based violence at Gandhi memorial
hospital be timely and given before the professionals begin their work with survivors. It’s also
recommended that evidence-based health education programs/projects be designed in order create
awareness and educate the public about the different circumstances of sexual assault and services
available for them so that the community can have the relevant information to protect itself from

the adversities that arise from encountering sexual assault.

For Gandhi Memorial Hospital: it is recommended that the hospital assign professionals to the
one-stop center for longer than one year so that the professionals can get the pertinent training and
experience to deal with survivors in a productive manner. It is also recommended that the hospital
gather the required resources to make the center self-sufficient for the sake of the survivors’

privacy by making sure that all the service required be provided entirely within the center.

For Researchers: it’s recommended that further research be conducted on the social reaction and
psychosocial support of survivors including its impact on their health, healing, and recovery by
doing a more in-depth assessment on survivors, their social groups and service providers in
different institutions including shelters and non-governmental organizations that provide services

for survivors of sexual assault.
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Annex One: Information Sheet English Version

Addis Ababa University

College of Health Science, School of Public Health
Department of Health Education and Promotion
Date

Consent Letter

My name is | am a post-graduate student at Addis

Ababa university department of behavioral health. This research is conducted to fulfill the
requirements for the degree of master’s in public health. This questionnaire is prepared to collect
data from survivors of sexual assault.

The objective of this research is to explore the psychosocial support experiences of sexual assault
survivors: to give input for professionals working with sexual assault survivors, to contribute to
the work of relevant institutions in the area, and to share the findings for the betterment of the
community.

Study procedures: The study involves a face-to-face interview. You will be asked a set of
questions using a structured questionnaire. After signing the consent form, you will then be asked
relevant questions, and your responses will be written on the questionnaire. The interview may
take about thirty minutes.

Study benefits and harm: there will not be any incentives that will be given. But if you participate
in this study, you will have long and short-term benefits. Short term, you will discuss pertinent
issues about psychosocial support among sexual assault survivors, the result of the study will be
used to expand and implement better psychosocial support interventions. There might be questions
which might disturb you and make you uncomfortable.

Rights of Participants: You have full right either to participate or refuse as well as to quit in the
middle of or at any time you want after you start your participation in this study. You may respond
to all the questions, or you may refuse to answer questions you don’t want to answer. You can ask
any questions about things that are not clear to you.

Confidentiality: I would like to ensure that your identity will not be revealed and the information
you provide will be kept secretly and the recorded data will be deleted as soon as the research has

completed the study.
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Data Sharing: During the study only, the principal investigator will have access to the study data
including consent documents.

If you have any questions about all the above, you may now forward it before we proceed to the
next step?

Are you willing to participate in the study?

1- Yes > (Take Informed Consent)

2- No, I don’t want to participate in the study > (Thank You.)
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Annex Two: Informed Consent

The objective, benefits, harms, procedures, and confidentiality of the study has been read and
explained to me in the language | comprehend. | further understand that taking part in this study

and withdrawing from participating at any time without having a reason is purely voluntary.

| agree to participate in this study.

What does your signature on this consent form mean?

Your signature on this form means:
¢ You have been informed about this study’s purpose, procedures, and possible benefits.
e You have been given the chance to ask questions before you sign.

e You have voluntarily agreed to be in this study.

Participant:
Participant Signature (Signature or Thumb Print) Date
Name of interviewer Signature of Person Obtaining Consent Date
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Annex Three: English Version of Questionnaire

Section A: Socio-demographic Characteristics of sexual assault survivors

Proceed for participants who are women above and including the age of 14 only!

No Questions Responses
Al Victim Identification Number
A2 Hospital
A3 Region of Residence 1. Tigray 2. AA 3. Amhara
4 Oromia 5. SNNP 6. Sidama
7. Other specify
A4 Residence type 1 Urban 2 Rural
A5 How old are you? Years
A6 Sex 1. Male
2. Female
A7 What is your Marital Status? 1. Single
2. Married
3. Divorced
4. Widowed
A8 What is your Educational Status? 1. Unable to Read & Write
2. Able to Read and write
3. Primary school
4. Secondary school
5. Technical
6. University
A9 What is your Occupation? 1. Government employee
2. Private employee
3. Merchant
4. Daily laborer
5. Housewife
6. Student
7. Other (specify)
A10 | What is your monthly income? write 0 if no income birr
All | Do you have history of substance use 1. Yes 2. No 98. No response
Al12 | If married, does your spouse have history of | 1. Yes 2. No 98. No response
substance use 99. Not applicable
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Section B. Sexual attack history and psychosocial support of sexual assault survivors

Bl What were the types of sexual abuse you suffered? (Don’t Prompt)

Bl.1 Fondling of sexual body parts 1. Yes 2.No
B1.2 Unwanted Kissing 1. Yes 2.No
B1.3 Unwanted oral sex 1. Yes 2.No
Bl1.4 Experiencing anal sex 1. Yes 2.No
B1.5 Vaginal rape 1. Yes 2.No

1) Within past 3 days
2) 4 -7 days ago

B2. When did sexual assault take place? 3) 8-15daysago
4) 16 — 30 days ago
(Don’t Prompt) 5) More than 30 days
ago
B3 What is the perpetrator’s relation with you? 1) Stranger
2) Acquaintance
(Don’t Prompt) 3) Spouse
4) Family
5) Other (Specify)
B4 How many perpetrators were there? (Don’t Prompt) 1) One
2) Multiple
B5 Where did the attack take place? (1) Perpetrator’s home
(2) Survivor’s home
(Don’t Prompt) (3) In the street

(4) In the woods
(5) Other (Specify)

B6 Did you encounter any sexual assault before this one? 1. Yes 2.No

B7 If yes to B6, how many times have you encountered Times
sexual assault before this?

B8 Have you reported the assault to the police? If yes skip 1. Yes 2.No
to B10

B9 If No, do you have the intention to report to the police? 1. Yes 2.No

B10 | Did the perpetrator use weapons? If No skip to B12 1. Yes 2.No

B11 | If yesto B10, What kind of weapon did perpetrator/s use? (Don’t Prompt)

B11.1 | Gun 1. Yes 2.No

B11.2 | Knife 1. Yes 2.No

B11.3 | Stick 1. Yes 2.No

B11.4 | Stone 1. Yes 2.No

B11.5 | Other (Specify)

B12 | What was the type of violence perpetrator used? (Don’t Prompt)

B12.1 | Insistence 1. Yes 2.No

B12.2 | Threat of physical force 1. Yes 2.No
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B12.3 | Twisting arm & holding down 1. Yes 2.No
B12.4 | Slapping 1. Yes 2.No
B12.5 | Choking 1. Yes 2.No
B12.6 | Beating 1. Yes 2.No
B13 | Was the perpetrator/s using substances at the time of the 1) Yes
attack? If No skip to B15 2) No
97) I don’t know
B14 | If yesto B13, which substance was the perpetrator on? 1) Alcohol
2) Drugs
3) Both
B15 | Were you using substances at the time of the attack? If 1) Yes
No skip to B17 2) No
98) No response
B16 | If yesto B15, which substance were you on? 1) Alcohol
2) Drugs
3) Both
B17 | What type of resistance did you put up? (Don’t Prompt)
B17.1 | Stay Still/Freeze 1. Yes 2.No
B17.2 | Reason/Plead 1. Yes 2.No
B17.3 | Cry/Sob 1. Yes 2.No
B17.4 | Scream for Help 1. Yes 2.No
B17.5 | Run Away 1. Yes 2.No
B17.6 | Physically Fight/Kick, Punch 1. Yes 2.No
B18 | Did you receive any physical injury during the assault? 1. Yes 2.No
If No skip to B20
B19 | If yesto B18, What kind of physical injury did you receive? (Don’t Prompt)
B19.1 | Soreness 1. Yes 2.No
B19.2 | Bruises/Scratches 1. Yes 2.No
B19.3 | Cuts 1. Yes 2.No
B19.4 | Broken Bones 1. Yes 2.No
B19.5 | Knife/Gun Shot Wound 1. Yes 2.No
B20 | Did you disclose the assault to anyone? If no skip to B22 1. Yes 2.No
B21 | If yesto B20, to whom did you disclose? (Don’t Prompt)
B21.1 | Family 1. Yes 2.No
B21.2 | Friends 1. Yes 2.No
B21.3 | Neighbors 1. Yes 2.No
B21.4 | Police 1. Yes 2.No
B21.5 | Other (Specify)
B22 | Did you think your life was in danger during the attack? 1. Yes 2. No
B23 | What was the social reaction you received when you 1. Positive
disclosed the attack? If negative skip to B25 2. Negative
B24 | If response to B23 was positive, which response did you receive? (Don’t Prompt)
B24.1 | Emotional Support 1. Yes 2.No
B24.2 | Tangible Support 1. Yes 2.No
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B25 | Ifresponse to B23 was Negative, Which response did you receive? (Don’t Prompt)
B25.1 | Controlling 1. Yes 2.No
B25.2 | Blaming 1. Yes 2.No
B25.3 | Not Believing the Survivor 1. Yes 2.No
B25.4 | Distracting the Survivor 1. Yes 2.No
B25.5 | Treating the Survivor Differently 1. Yes 2.No
B26 | Did you get any kind of support after the attack? If No 1. Yes 2.No
skip to B29
B27 | If yes to B26, what kind of support did you get?
B27.1 | Financial support 1. Yes 2.No
B27.2 | Physical care and support (food, shelter, and clothing) 1. Yes 2.No
B27.3 | Emotional/Psychological (care, affection, acceptance) 1. Yes 2.No
B27.4 | Medical support (pregnancy, injury, HIV, STIs) 1. Yes 2.No
B27.5 | Spiritual (Religious support, Prayer) 1. Yes 2.No
B28 | If yesto B26, from where do you get support?
B28.1 From friends 1. Yes 2.No
B28.2 Non-governmental organization 1. Yes 2.No
B28.3 Religious based organization 1. Yes 2.No
B28.4 Government organization 1. Yes 2.No
B28.5 From Family 1. Yes 2.No
B28.6 Community based organization 1. Yes 2.No
B29 Who brought you to the health facility? (Don’t Prompt)
B29.1 Own Self 1. Yes 2.No
B29.2 Family 1. Yes 2.No
B29.3 Friends 1. Yes 2.No
B29.4 Neighbors 1. Yes 2.No
B29.5 Police 1. Yes 2.No
B29.6 Other, (Specify)
B30 Is this your first visit to the center or are you on follow 1. Firstvisit
up 2. Follow up
Section C. Medical, Psychological, and Gynecological Problems after attack
C1 Do you have any history of mental illness prior to sexual 1. Yes 2.No
assault
C2 What kind of health problems did you encounter because of the sexual assault
C2.1 | Unwanted Pregnancy 1. Yes 2. No
3. Not tested
C2.2 | HIV Infection 1. Yes 2. No
3. Not tested
C2.3 | Hepatitis B Virus Infection 1. Yes 2. No
3. Not tested
C2.4 | Genital injuries 1. Yes 2.No
C2.5 | Urinary Tract Infection 1. Yes 2.No
C2.6 | Sexually transmitted diseases (STDs) 1. Yes 2.No
C2.7 | Social withdrawal 1. Yes 2.No
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C2.8 | Substance abuse started after attack (drug, alcohol etc.) 1. Yes 2.No

C2.9 | Stigmatization 1. Yes 2.No

C3 Depression like symptoms

C3.1 | Inthe past 2 weeks, have you had little interest or pleasure 1. Yes 2.No
in doing things?

C3.2 | Inthe past 2 weeks, have you been Feeling down, 1. Yes 2.No
depressed or hopeless?

C3.3 | Inthe past 2 weeks, have you had Trouble falling asleep, 1. Yes 2.No
staying asleep, or sleeping too much?

C3.4 | Inthe past 2 weeks, have you been Feeling tired or having 1. Yes 2.No
little energy?

C3.5 | Inthe past 2 weeks, have you had Poor appetite or 1. Yes 2.No
overeating?

C3.6 | Inthe past 2 weeks, have you been feeling bad about 1. Yes 2.No
yourself, that you are a failure and let yourself and family
down?

C3.7 | Inthe past 2 weeks, have you had Trouble concentrating on 1. Yes 2.No
things like reading, or watching TV?

C3.8 | Inthe past 2 weeks, have you been moving or speaking 1. Yes 2.No
slowly, or opposite restless and moving around a lot?

C3.9 | Inthe past 2 weeks, have you had Thoughts of being better 1. Yes 2.No
off dead or hurting yourself in some way?

C4 Anxiety like symptoms

C4.1 | Feeling nervous or anxious 1. Yes 2.No

C4.2 | Worrying too much about different things, not being able 1. Yes 2.No
to stop or control worrying?

C4.3 | Trouble relaxing 1. Yes 2.No

C4.4 | Being so restless that it’s hard to stay still 1. Yes 2.No

C4.5 | Becoming easily annoyed or irritable 1. Yes 2.No

C4.6 | Being afraid as if something awful might happen 1. Yes 2.No

C5 Post-Traumatic Stress Disorder like symptoms

C5.1 | Inthe past month, have you had nightmares about the 1. Yes 2.No
assault?

C5.2 | In the past month, have you tried hard not to think about 1. Yes 2.No
the assault or went out of your way to avoid situations that
remind you of the assault?

C5.3 | In the past month have you been constantly on guard, 1. Yes 2.No
watchful or easily startled?

C5.4 In the past month have you felt numb or detached from 1. Yes 2.No
people, activities or your surroundings?

C5.5 In the past month have you felt guilty or unable to stop 1. Yes 2.No

blaming yourself or others for the assault or problems
caused by the assault?
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Annex Four: English Version of Key Informant Interview Guide

L A

Background Information

Name of Informant

Name of Center

Position in the Center

Level of Education

Educational Background

Work Experience in the Center

Interview Guide on Service Provision
On average how many sexual assault victims do you serve per month?
What activities and services do you give to sexual assault victims? Please list them.
What services do you keep documented? Please list all the records you keep.
Probe: services, referral and follow up records? Do you think the records you keep
are adequate to identify victim’s history?

What does the referral system look like?

Probe: do they ever get referred to specialist care? Given mental health assessment?

Put on medication? HIV? Medical? Surgical? Psychosocial intervention?

Do the victims get follow up services? What services do the victims receive during

follow up?

Probe: How long do they stay on follow up? How frequent is the follow up? Do you
do home visits/shelter visits? How many sessions of counseling did you usually give

during follow up?
What rehabilitation and reintegration services do the victims receive?

Probe: do they get skill training? Job securing support? Income generating
programs? Support groups with other survivors? Do you link to (work with) Community

centers? Formal/informal education?

In your experience, what types of medical, psychosocial, and mental problems do victims
usually face after their assault?
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10.
11.

12.

13.

14.

15.

16.

Probe: Medical disorders (HIV, Unwanted Pregnancy, HBV, Anemia, Tetanus, STIs,

UTI, Physical Injuries)? Mental disorders? Psychosocial problems?

Do you have partners (other organizations) that give support? If yes list the names of
organizations? What kind of support did they give you (financial, material, professional
support, training etc.?

Avre the services in this center given free of charge for the victims of sexual assault?

Do you have enough budget allocated from the government for the services?

In your experience, do victims who come to health facility late after the attack suffer

from more complications as compared to those who come to health facility earlier?

Probe: Psychosocial trauma? Physical symptoms? Medical complications? Mental

health complications?

In your observation, is the flow of patients/victims coming to health facility increasing or

decreasing?

Probe: what are the reasons for decrease or increase (are you working on community
awareness and putting out information for potential victims on how to get access to your

services?)

Psychosocial Support of Survivors

What types of psychological and social interventions do victims receive in this center?

Probe: Counselling? Group therapy? Cognitive behavioral therapy? Trauma based
approach. Art therapy/Play therapy? Psychodynamic psychotherapy? Client
Centered/humanistic/ supportive psychotherapy? Family therapy? How many

sessions are usually given?

Is there an assigned professional for the psychosocial support given? Or does any
provider that gives the other services give psychosocial support?

What is the material support they receive from the center? Please list them.
Probe: Financial Support? Medical Support?

In your experience who do sexual assault survivors usually tell of their assault?

Probe: To family, friends, or neighbors?
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17. What kind of response do they commonly receive when they tell their situation to their

social groups?

Probe: how do they respond to the victims? Positively or negatively? How does the

response affect the survivors?

18. In your experience, do sexual assault survivors receive spiritual support?
Probe: what kind of spiritual support? From whom?
19. In your experience, do survivors usually feel like they are being treated with dignity and
respect from their social groups (family, friends, and neighbors)?
20. In your experience, do survivors usually receive care and compassion from their social
groups (family, friends, and neighbors)?
21. In your experience, are they usually able to think clearly and make their own decisions

without being influenced by someone else?

Probe: have they been coerced or influenced into doing something they didn’t want to
do? Do they ever get told by anyone to say something or not say anything? Decision (to
go home, to report to police/health facility, on pregnancy, HIV status disclosure and
taking medication)

IV. Challenges and Recommendation for Improvement on Service Provision
22. What challenges have you faced while caring for sexual assault victims?

Probe: delayed reporting (regarding distance, rural vs. urban victims (hiding information
/shyness)? Fear and stigma, Cultural (female beliefs on male rights to abuse women) and
religion influences, drop out of patients from follow up? Threats to providers? Lack of
resources (Shortage of medications, laboratory services)? Lack of training, (shortage of

trained professionals)?

23. Do you know of any national guideline for management of sexual assault that you use in
your service provision?
Probe: If yes what is the name of the document? Do you use the guideline?

24. Have you gotten any training on providing care for victims of sexual assault?
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Probe: Training on psychosocial support of victims? From where? Was it helpful
in your work with sexual assault victims?
25. What do you recommend being done to improve the services provided to sexual assault

victims in this center?

66



Annex Five: Amharic Version of Information Sheet

R8N ANN RLACHT
PAhNZ+WN MST AMNNS
N Mg +9°UCT § MENC +IPUCT N&A $7

ey, P

AATYRF Aok ANAAU-:

NARN ANN RLACAE PLUZL JoLS +L 15 RUT mEF PIRNLM MN+HCH 8914 ARADLGR
@ag.f NALY 10 :: £U $A CPMES PHHIEM MANE DT ALLANTFE®: NPT 10 =

PHU MTF AATY NPFP Mt P+l APTT N7 ANTP £I& MAN: NP+ Pt PHlé NPT
AT LIAGI A NAT™ PPF I NAFT AAMFT NANNNE ACINNIF NATFD- +2T9F Né AL PNRAT
ANTPEA ML AT THHET AUNZTAN: TBNLA 10

PATT Lot T: MT+H PALT AdT A TMMLST PhFFA: P+PhZ DML PT NADMPIR P PEPF
ANAN 2MPPA: PhTRIRIF $2.7F N4 0™ NZA +HME MPEPTF EMPPA AT JPARTP
NA°MLdt AL £94A: A APMELE WANA L PUA AMNE LTFAA:

NSt PaTF mPIR AT F8F: PALLT MNLFFPF ARTGIR: 11C T NHU BT @O
ANt PLEIR AT PASC 1H mPIPFT P15 ARsC 1HT NRFP Pt P+L4 NPT a2hhd
PAT-ANT-TUNLPR &I87T N+HMANT AINNIF NATFD 280F AR £1774AT PG+ @Mt
P+AN PNI-ANT-TUNLR £I& MALTNIFTT ATINGF AT +INER ATILLT BMPMA:
ACNPY PA9LNM AT PRLMEPT MPEPTF A PG LTFAN:

P+YFLPTF NFF: NHU DFF @-ND RA+E hEdRG NBA ARA+E LI AAMRA+E
AT8.U9° NEAND: dPYA @MLIR NTRITM-I° IH PIRLM a4 AT AAU: AATS D PRPT
gRAR COAMT MLIe MRAPAN PaRFLAIFMT MPRPT AADRADAN AGRM, AT FTAAU:
ARCAP 1A% NAUF 17T AL TIF@TI° M PE AOMPE BFAA:
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MADLPIF:- TR ATRMGLA YRR ATRMLIAM  AG PPIMF aBLE  NAAMC
ATRMPDM AF PhpBM- AD/E AL M4 T I AdAIAL

84 It NG+ MPF PTd AL NF PATRITF ATRTT IR PGt dR/EMm-T
MTF BFAN

NAL NAAT AR mPPT NAPT ML MR LZE NAPeMATY Nt AUT APNTAAGT
LFAN?

NPT+ ATRA+E £ PLT 1PF?
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Annex Six: Amharic Version of Informed Consent

PP LTI a6 N1 L

PG +E AT MEFI R8RTFT YL RTF AT NTAMNCE H1NAY N+ LT 7% +NE-CTATA:
N+EeT949° NHU MGF ARA+E AT IPATPF ALSC NTRIFM-9° 1H haPA+& APM-Mmt
NE.2L%1F NF ALY & F AU

NHU mTT AMRA+& +HTTR FAU=

NHU PESL $& AL LLMP 9o TYAT 1@-?

NHU #& AL LCTP AT

e NA NG+ GATYT L 24F AT A TG NATLTFA DT +191CP 4\
e NADLLIOP N+ MPEPTT ATBMER ALA TAMEP A

e NHU mTF N AMA+E N PLEIT +NTHIP+PA::

TAFE -

AL &L (LT MLTR Ad ¢ M Uhanit) $7

PPAMMELP AL NTR PLPE M T+ 4L ¢
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Annex Seven: Amharic Version of Questionnaire

AEA AL ML : NOANPE et P+Me NPT PARE-B.9P9 -4 h NUL LT

ALTRLFMD- 14 A5 WP AL AUk i FTF 11F °L$F LADt

+.4 HPEPT goART
Al PHAFL OBAL &ML
A2 PAT 4
A3 P P4NT NAA 1. T2 2. A8N ANN 3. A994 4.
ACMP 5. BN 6. A8TY 7. AA
(£°1A%.)
A4 aesP Kot 1. h+a 2. 1mC
A5 0L mH N a7 qani.
A6 [E 1. @8
2. Mt
AT PINF Ui 1. PAIN
2. PN
3. Pté
4. P9P+N*F
A8 PHIRUCT BB 1. NN AT RRE AATATD
2. MINA AT AR P FQ
3. pangan/p /8 TIOUCT
4. A+ 28 FIPUCT
5. +h1h
6. RLACA.T
A9 AN IR 1O? 1. PNt At+E
2. 0914 Nt
3.108
4. P47 Nt
5. PN+ AT
6. +9¢
7. AA (291AR.)
A10 MCY MNP AYF 1@2 1N, NAA LC £24% NC
All ACNP PARTHH A% M+N AANPF 1. AP 2. A2 98.dPAN PAGR
Al2 NA +8C NP PH8C AICP PARIHH | 1. AP 2. AL 99. hEOPANTgP
A (rh AANTFOR?

N&A AT POANE et Ui AT POANE DT HIEPTF N1 ANTR AT TMUNER &6
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Bl PLZNNA POAN D PF T ALYF INC? (876 ATND)
Bl.1 POAN ANA h&EATT ARyt 1) AP 2) AL
B1.2 PR LL A N4 apAge N AP 2)h2
B13 PATEAT PA& OAN 1) AP 2) h®
B1.4 N&1MM PINL A0 T FI1T e 1) AP 2)he
B1.5 PAT NAT a4 C 1) AP 2)he
MANE m Pt aBF +4 007 1) NA%&* 3 $9F >N
(&76 ATNM) 2) N4-7$5% N+
B2 3) 8-15 #5 N+
4) 16-30 #5%F N4t
5) h 30 $5% N+
B3 nPT A& 1M NACNP JC PAG- AT TF1F TPIEY 1) PMAM-$@ NO-
102 (876 ATND) 2) Pmm-$m (O
3) PF8C AIC
4) Php Hae g
5) AA
(£°1AR)
B4 PPt LR PFE IO PUA 1N4? (876 ATND) 1) AL
2) Nt
B5 P+ PHLRAMNT NF (&F6 ATND) 1) PPt ALG1O NT
@-Nm
2) P+mea- Nt
3) NARYL AL
4) Nemn @-nm
5) AA (£9AR
B6 NHU meT NET AA DANP mPT LCANFA? 1) AP 2) AL
B7 A B6 AP hUP1F hHU Nt 927 PUA 1H ®ANSP
MNPt RIDPPFA? 1H
B8 PPF PHLRAM®NT UFRY AZAN AAD-PPA? AP 1) 1@ 2) ke
NPy @P B10 £ HAN
BS A B8 TPAM ALBATR NUPYT Mt PHLRIPNT N aP  2) ke
@mPET AZ7AN ATIADP EATF AAPT?
ML B12 HAA
B1l | AB10 AP NP1 Mm@t A8L1M- IO ALYT TPALL +MPTPA? (& F6 ATNM)
BILL | Atm 1) w2 ke
B11.2 | nAe 1) h®  2) A2
B113 | 5.4 1) h®  2) ke
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B11.4

£108 1) 4P 2) ke
B11.5 | AA (M)
B12 | pdd LR M- 9P L7 Mt ARZANA? (£7160 ATNM)
B12.1 | N9 a014.4.% 1) AP  2) AL
B12.2 | myp( de-t 1) AP  2) AL
B12.3 | A& adm9gPHH AT APLF AL ADMA 1) AP  2) AL
B12.4 | nm¢ angn it 1) AP  2) AL
B12.5 | agy&/am4 %y 1) AP  2) AL
B12.6 | angN e 1) AP  2) AL
B13 | m&+k NtdoNt 1H Anem/PE P+MPa>t | 1) AP 2) AL
ALTHH AR INC M-2? (876 ATNM) § 97) hAG-&9gD

AREATR NPT ML B15 £ HANT

B1l4 | AB13 AP Y Mt LM M PFTMT 1L, 1) AAhA aomm 2)
11C +MPARPA? ARRUHH AR 3) ARG
B1S | m& T N&ZANA 1H ARTHH 12 1€ +MPAA | 1) AP 2) AL
INC ML? (876 ATND) T ARLATR NPT ME 97) AR PAGR
B17 2HAAT
B16 | AB15 AP hUP7F PHE®™T 1L, 11C +MPARH 1) AADA 2) ARTHH AR
1NG? 3) AP
B17 | ndg+t @PT 927 9L1F PAPNANA MLT ALLTA? (87160 ATND)
B17.1 | an 237 Aq dpgHH 1) AP 2) AL
B17.2 | 9on71p% apem(c/ apaqgy 1) AP 2) AL
B17.3 | aqa$n 1) AP 2) AL
B17.4 | AACS 3 gy 1) AP 2) AL
B17.5 | aofR/aoem 1) AP 2) AL
B17.6 | ao g4 /anag 4 1) AP 2)hE
BI18 | Nde+ @&t ANAR +8F BCANAA? AREATD 1) AP 2) AL
nUy ™E B20 HAA
B19 | AB18 AP NPT 927 927%F PANA 18T LCANAA? (&F6 ATAD)
B19.1 | papdmem yange 1) AP 2) AL
B19.2 | apNAH/aDeby6b\( 1) AP 2) AL
B19.3 | P8 aoAIM&/anL Y0t 1) AP 2) AL
B19.4 | a3t anANC 1) AP 2) AL
B19.5 | NNAP amy%/Np LT dRaR 35 /D) 1) AP 2) AL
B20 | hA m@t AAART APT +59ZAA? 1) AP 2) AL
B21 | A B20 AP NPT ATYY +591ZAA AL LATR NPT ML B22 HAA
B21.1 | AR+AN 1) AP  2) AL
B21.2 | A3 27 1) AP  2) AL
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B21.3 | Av2nt 1) AP 2) AL
B21.4 | A7AN 1) AP 2) AL
B21.5 | AA (me)
B22 | N+t mPF ULD+E ALI AR 1M NAG- ANND- 1) AP  2) AL
1NC?
B23 | e+ ALAD® NTIUNZANDP PHADPTE IRATR 1. AP 3P
goY INC? Ak NPT ML B26 HAA 2. hix 3P
B24 | A B23 9°AN APTFP NPT 9271 IPAR ATTH+PA? (&F6 ATNM)
B24.1 | mnl % 1) AP  2) AL
B24.2 | +anNeme/2AP 208 1) AP  2) AL
B25 | A B23 9°AR AAFP NPT PHEM-T AR ATT+PA? (& F6 ATND)
B25.1 | am&mmc( 1) AP 2) AL
B25.2 | anaxpf 1) AP 2) AL
B25.3 | AAagany 1) AP 2) AL
B25.4 | A18¢AD- aP14.4.F 1) AP 2) AL
B25.5 | hnd+ P+AP NUCE T9APY 1) AP 2) AL
B26 | g+ NBA MIT@-I9° ARYF £I& A1 +PA? 1) AP 2) AL
A2 LATR NIPY MP B29 R HAA
B27 | A mPe B26 AANP AP U T 927 ARYF £ I& A% +PA?
B27.1 | p77HN £o& 1) AP 2) AL
B27.2 | AP £7& (92911 APMAP AT ANN) 1) AP 2) AL
B27.3 | h1-ANTP &o& (ATANNN AT &$CF 1) AP 2) AL
MNLFFTE LI IT)
B27.4 | emngeq & 0& (ARCIHTT ARNAP 18741 1) AP  2)AL
ARTALNT ARNAHC NAF)
B27.5 | a4 AP £ 9§ (PYLMPT & I&T AdeTt) 1) AP  2) AL
B28 | A mPE B26 AP U7 T £9& ha9y P15 A?
B28.1 | haed+ 1) AP 2)AL
B28.2 | hanyo) 3@ PAUY (ACRF) BCET 1) AP 2) AL
B28.3 | nyeme+P SCEF 1) AP 2)he
B28.4 | haoyont eCEF 1) AP  2) AL
B28.5 | hhJ HAD & (N+AN) 1) AP  2) AL
B28.6 | hmynZnne &CE+ 1 AP 2)hE
B29 ML MG +LI° MY ACMA? (§76 ATND)
B29.1 | nacn 1 AP 2)hE
B29.2 | ppo HAD L (N+NAN) 1 AP 2)hE
B29.3 | 3e®F 1) AP 2) Al
B29.4 | 9/n%F 1 AP 2)hE
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B29.5 | 7AN 1) AP 2) h®
B29.6 | AAT (291AR.)
B30 ML MOhA PAPM-F AGREAD/ P 1H 10> MEN 1. panEan/ p 1H 10

N@ohAk NATHTA AL $L+AA? 2. A AR T

A&A NNT: Nt NBA LIama™ PURIRTE PAY-ANT AT PARURT F1C°F

C1 NP+ Mt Nt PAATRC Yange 1NZNPTH? 1) A9 2) A2
C2 NOANE D P+ AT LT 97 AL1F PG FICT 1D TPPFA?
Ccz21 PATLAT ACTIHS 1) AP 2) he
3) ha+aeZaech-ge
C22 | AThLM, 1) ho 2) he
3) Adt+aelaech-ge
C23 | e4722+0 N NLLN A ILNAAT (PFNT NA ) 1) hP 2) he
3) ha+aeZaech-ge
C24 PNAT +8%F 1) AP 2) A8
C2.5 PATT QL70 AT4NNT ']) K 2) he
C26 PANAHC NAFPF 1) P 2) h®
c2.7 AGNT AL 1) AP 2) AR
C2.8 NPt NBA PALTIHH AB AAINA AP MR LIHH ']) K P 2) RO
A%T RANAT MH+)
C29 | amAa 1) AP 2) a8
C3 PeNt ALY FRANTT
C31 NA4t 2 AGPY 3+ @AM 1ICTFT ATRNCT §ATT 1) AP 2) AL
aMmt MLI° LN F TIN?
C3.2 NAéT 2 AGRY+F M-AMT ACAP PUHY haot 1) AP 2) h2
mLI° P+N4 M NTRT 1NCTH?
C3.3 | NA4&*F 2 AR+ F @AM ATPAE PACRDAL 1) AP 2) K8
FICi Nd ATPAG AATRHE T MEI® ANH AT
MD+ZF A IMIPP FA?
C3.4 NA4&T 2 AGRY % @AM P2 h9R AR5 abAay . 1) AP 2) K
MmN API° YN ARAPT?
C3.5 NA4F 2 AFRT -t @AM PR AT dRPyh 1) AP 2) Al
ML9™ NAN NAL ABNAT AANA?
C3.6 NA%TF 2 AR 4+ NP AAGNR e Nt 1) AP 2) AL

@AY+ PINA 15 N DANT AT AT
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AT PUHT N+ @A ATL777N ACLPAL
PMA Nt AAPT?

C3.7 NA%TF 2 AR 4+ @-NM ATL 993NN, L, 1) AP 2) AL
aapAnF AT PARANAT 11CTF AL FhedF PaImFt
FOIC AIDPPFA?
C3.8 NA4T 2 APPTFF @D A1PNPAP DLID 1 AP 2)hE
Y91°1CP H19°+E ULA MEI° Nt Pe-1m-
MSNMNR AT NH YA A1 HTPA?
C3.9 NA4T 2 APTFF MNP NPT LAATA Nie 1 AP 2)hE
AN ML NPT 172 ALNPY ATREET a9
AAPF?
C4 PeTbt A2TT TPANTT
Cal POD/NA ML IR PADER1® NTR T AAPT? 1) AP 2)hE
C4.2 NATAPLR 17CF NI ANHF AN AT ANHF N AP 2)hE
@AY MEI° MLID MSMML AATLFA?
C43 HT T3AT AADD FQ 1) AP 2)hE
Ca.4 @mPNPND AT +£I°F APPaRm KAD FA? 1) AP 2)hE
C45 NPAA ONALT DLIP aRYsh, 65 1) AP 2)hE
C4.6 ATE e mLIR ANNL 11C LRCANEA Nie N AP 2)hE
e/t
C5 NALJ N3A PARaDM Pepn Yt AR FmN ALY TRPANTT
C5.1 NAL® OC BN NA Dt PHPT 1NGPT? N AP 2) ke
C5.2 NAL@® OC DA D+ AATAN NH TPhZPA 1 AP 2)hE
ML MY P PAFOF Ui FPTT ATHADTE
et RCIPA?
C53 NAL@ OC ®-ND ANAT NANA HIE, UF 1) AP 2) AL
m&Pet: ANNNAT NP+ MNP MLIR NPAN
ey m AANA
C54 NAL@D OC M- ATRT AAN dAPPT ML9P 1) AP 2) AL
NAPTI NAT8TE ATPNPAPT LI hANNNP
AN TM9AN?
C5.5 NAL@ OC ™D Pd+T7F ATt +ATREARA 7 AP 2)hE

MmLI° NP+t A+ Mé ToICT ALNNT DLID
ATy AP@-$f) HGIR AAFAAIC?
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Annex Eight: Amharic Version of Key Informant Interview Guide

. PNATPPD- AP OO/ B PF

1. AR E Agn@- A9

2. PT9RUCT £LE

3. PTIRUCT ARTT

4. PUNIRT MANA TP

5. NMoNA @A PAPTF PN £CA

6. NTONA BN LAPT PAL ATRE

1. NMAhA PMAM- A1AATT AL P+hZ PPA APMLP anan/ P

1. NATINE N@C 927 PUA POANE DT AANPFT FN+TI8ATU?

2. ADANE D Pt AANPTF 927 Y A 21T ATATIAFTFT LAMA? ANNPT BHCHEAF@-?

3. 927 Y ALY ATA%AFTT NN APHIN®- PhPICMA? ANAPTT NATE

PR FAPIEM FMY ATIR ARLEPT LHCHEAFM?

goCans.: h71A T LL. AT PATTA BZEPTF? PR LH F0r AD/BEPT P18

F¢0 NAINMT ATRAPT N TFE NAG PHNA?

4. PL4LC hRLLA NCAFTFU T2 £APAAA?
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goCas: ML AR NAT™P+5 BANA? (ARRIPC MTT AD-ND BRI APL UnIRq:

AeNNAA ACEF £ANA)?

5.20ANP et +I1EPF PhttA ATAIAT P15 A2

L4z NATTA AT ATRT PUA TH £ELA? NAMPAL T2 PUA PhtTa(9PNNC)

ATFIET P1TA? AFEA NPATT 1H 1D-? ONF ART/PARMAL FNFT FRCIATU?

6. TIEPT 9OT ALY PARAN - AYgbgR A ARAN - PYL RAIATDATTT PIEA?

gocan/.: Phdset NAMS PI5A? PN TN T £I&2 PN, N5 TCL9PFE hA AT
+M$PT IC MUNC CREML? ARLNGT/A-TPLNE FIRUCT PAMT? hTUNZANP

+&MF JC MITTE?

7. NACAP +9PhCE H+IEPTF N TF NHA 9T ALY PUNIRTT PAT-ANTR AT PAATRC Fo1C°F

LIMIFPA?

gocang.: PUNIRT AdeT (b AR T PATLAT ACTIHTT L7 32+0 N, (PFNF NAF)T
PRI® MINT £ FINT PANAHC NAFPTE AT 010, A TNNTT PANA +8T)? PRATCC

ANATT PAT-ANT AT MUNEP FICT?

8. £I& PMNAME AIC ECEFT AX? DA PRCEFEY NI° HCHC £Y1472 2T ARYTT £I&

EAmA (P7THANT PRARNT PNAT™P & I&T NAMS CrHt.)

9. NHU TANA @AM ADANP DT NAANPF PARAMM ATA% T NNEL 18 1M MEN

h2EATR?
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10. AT ANA NARFNY P+aReNM- NET N 10 LN AL LATR?

11. NACAP ATPLT Np P+ NBA HAL+D ML MG +2I° PALA M. AANPTFI $LI° NAD- ML

M5 +£9° hamamm.F JC (1284 Phé PMT FaCF LI FPA?

gocan/.: N7-ANTP 8+ ANAP +8F: PUNIRT Fo1CFE PAATRLC MT TICF?

12. NACAP 2ANFT ML MG +29° PR, M. POANP m et HIEPT &NT AP 10

MLN APPIN TM-?

goCang.: PaDgR DL MPGR PARGYY JRATLHTF TRYLeY §F M (NTRUNZAN TTHN AL
APNGTU 10?7 A1A%1e T T ATLLATF TIEPFE ATd1eFT 0T AT 999 TF

AT FA THN FAMATU @L?

. AOANP 2T +18PTF PN PNT-ANT AT MUNLP £I6 AL P+h/ PPA

MmMmeP aogos e

13. ADANE DeT +18PF NHU TMANA O-ND 9o ALTTF PNT-ANT AT TUNLP &0&

(RIHCATNTT) EAMTFPA?

gCaR s NOTAA T 14T 4T DALEN NYNAPLA $4TF T VHE ATEF:
ACT B¢T/PPF 4T ARNELTTMA NENELTT NAPTT A HCE /LD LNth

A7CtN NeNELTE &TMA, £4T7?

14. AT NAMD- PAT-ANT AT TUNGP &6 P+ LN NATRP AA? MLIN ArT ATATFT7

P AMF NATRPPTF TF@ PR AM-T?
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15. P@ANE nPT HIEPTF NMANA PLLTTFT AR £I& 1L 10?2 ANAP RHCHEATF®-?

FoCADL: PTTHAN B O&T PUNTRT £ 0&7

16. NACNP AL POANP et +18PF NHMT 1H NAD S FFO AR L1914~

goCav s ANHANT AFRETF DL ANFTF

17. NACAP ATPLT +18 PF Ui FO-T AN+ANT AZRETF ML ANFTF 1914 NHD-T 11

gy KLY JRAR PG A?

goCavd.: 18 PF P LTTFT IPAR FRIET 1?2 APTFP LN ANFP? TRAMN

T18.PF AL Y A2 +RF PALCNFPA?

18. NACAP ARLT POANP D eT HIEPTF ILNP £I& PITA?

FOCADL: T ARTT AR AR £ J&? NRY?

19. NACAP AFPL: POANE et 18 PTF NN+HANT NBLETF mLI° NN+ TF ANNCHT

PITA?

20. NACNP AFRLT POANSP D P+ +18PF NN+ANT NFLFTF ML hIZNFF AThNNN AT

UH% P75 A2

21. NACHP AIRLT POAND meTt HIEPT NHOT 1H NAA A +FAT ALLZIINTFM N1AK

AN AT PLAFOT M-AL APMATY BFAN?
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gocang.: ayp-/o) 0ag el A+ 116 ATR.PRCTF H1LPA? APGIC PARLL AT
A18.574 AL 07 ADGC PARL AR+ A8 L5174 ADR/? ML N AGRADAN ADMA7Y?
AZ7AN NATIADP? ML UNIRT AARY LT AA ACTHS U POAY AA AT AL N

tMe1FF0 ARIART AL ULT APEAL APMATY)?

IV. h74%ATF APCNT AL PA +918C+T AT PTAAL YANT AL P+hZ PPA ML P

anamn/

22. ADAN® D P+ +18PF NT°FAMT AT 1T AR LIMTPPT +8CHF (4.7

U1 PF) Ak? 9127 oF@-?

JOCAG: 2% 47°CF ML (NCPF IC N+PLPHT PIMC AT P+T9 +18 PF ARYT
(@028 @PeNP/ARLTECTT)? &CYFT ARIAAT NUA (D1ATF AFFT Pt aoNF
AATD NAD- AR Y LaRPT +RAPPFT P FNTPF Nt TMRCHT NATR PP+
AR HF AR /Nt PNAT AMLE (ANSFLT ALY L) PNAMS AT (PAAMTE

NAGR PPF AMLT)?

23. POANE M PF A1A°1T AAMM AR PR Pk AICAPE TRARLL (JLEART) AA?

goCang.: N\ aRaR/em- (IR EARY) T2+ £ME-A? R Pm7 FMPTMATFU?

24. ADANP nPF +18PF AT1A%NT ANMD AR 927 ARTT NAMST MNLPA?

goCans.: NA +18PF PNI-ANT AT TUNGR £J& NAMT A5+PA? NP+ ATTF?

ADANE net TIEPTF NTPFHAM-T ATA%1T AL NAMT® M, 1NC?
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25. NHU TMANA @-Np ADANP m T +18 PF PAULNMMT ATA AT ATIAAA 927 NLRL
NA® 2APALA?
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