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Abbreviation

CSA= Child Sexual Abuse

CDC-= Centers for Disease Control and Prevention
TASH=Tikur Anbessa Specialized Hospital

TF-CBT = Trauma-Focused Cognitive Behavioral Therapy
CACs = Child Advocacy Centres

PTSD = Post Traumatic Stress Disorder



Operational definitions

Children: - Those who are younger than eighteen. This may be separated between younger
children and adolescents, even though the age range varies slightly throughout various

researches(l).

Child sexual abuse (CSA):- Defined broadly the involvement of a child in sexual activity that
he or she does not fully comprehend, is unable to give informed consent to, or for which the
child is not developmentally prepared, or else that violates the laws or social taboos of
society. Children can be sexually abused by both adults and other children who are by virtue
of their age or stage of development in a position of responsibility, trust or power over the

victim’(2).

Parent: - is an individual who has legal and/or biological responsibility for the care,
upbringing, and support of a child. Parents play a vital role in providing for the physical,
emotional, and developmental needs of their children, including ensuring their safety,
nurturing their growth and development, and providing guidance, love, and support. Parents
may include biological parents, adoptive parents, step-parents, foster parents, or legal

guardians(3).

Clinicians:- is a health care professional who is trained to provide clinical services, including
assessment, diagnosis, treatment, and support to individuals experiencing physical,
emotional, or psychological difficulties such as psychiatrists, psychologists, social workers,

counsellors, psychiatric nurses, or marriage and family therapists(4).



Acknowledgements

My sincere appreciation goes to my advisers, Dr. Azeb Asaminew and Dr. Fikirte Girma,
whose guidance and support have enabled and eased the completion of this thesis. | extend
my heartfelt gratitude to all the participants who willingly took part in this study, including the
parents and clinicians. Above all, | am deeply thankful to Saint George for giving me the

strength and determination to complete this research.



Table of Contents

ADDIEVIATION ...ttt bbb et eb e bbb st h e n et nenr e [
(@] 01T = U L0l g = Io (1 {1 T (o 1TSS i
ACKNOWIEAGEIMENTS ...ttt ettt bbbt st e et et e b s besbeeaeene s iii
TabIE OF CONTENTS... ittt b e st e e st esse e st e e s ae e e b e e sneeeaneesnneeane iv
L. INEOTUCTION ...ttt b e bbbt ettt b e sb e sbeebeeae et et et e e e b e 1
1.1. Background of the STUY.........ccccceeeeiiieceece et 1
1.2. Statement OF THE PROBLEM ........ooiee et 3
1.3 RAtiONAIE Of the STUAY ...cuereieiieieee et 5
1.4 RESEAICH QUESLIONS......ccviiitieeie ettt ettt et e et te e etaeebeesaaeebaesaeeebeessaeenbeesaseeseessneenseas 6
1.5. RESEAICH ODBJECHVES ....c..eiiiiieiieeeet ettt sttt nee b e 6
R R 1T a1 = LI @] o] (= o1 1LY SR 6
1.5.2 SPECIFIC ODJECHIVES ...ttt et s be e ae e e aeenes 6

2. LITRATURE REVIEW ....ootiieeeet ettt sttt sttt sttt nne e 7
2.1, INETOAUCTION ...ttt ettt b et b e b b et e bt e e e st et e enis 7
2.2 Prevalence of Children sexual abDUSE............cociiiiiiiininceee e 8
2.3 Perspectives of Parents on Child Sexual ADUSE ..o 9
2.4 Perspectives of clinicians on Child Sexual ABUSE...........cccooiiiieiiiiicececee e, 10
2.5 GAPS INTNE LILEIALUIE......cciieeeeee ettt ettt e e aessaesseesaesnaesseensennnens 11
2.6 CONCEPLUAI FIramMEWOIK.......ccuieiiieiiecieeitecte ettt ettt ettt e s e e e ae e s saeeteessaeebeessaeeseesanaens 13

3 RESEAICH METNOUS ... 14
TNt S (11 |V N = - S 14

G TS Y LN [0 |V 1= 0T LRSS 14
GG I (1[0 |V I L= 2] T | o OSSR 14

G S (1 [0 Y =0 011 F= 1 [ o RS 14



3.5 Study Population with Eligibility Crterial..........cceevverieiieiereeeeeee e 14

3.6 Sample Size DetermMiNatioN..........ccoiiiriririeieieesereet ettt 15
3.7 Sampling TeChNIQUE/PIOCEUUIE: .......ccueeeeeeeeeeeeeee ettt st nae s 15
3.8 Instruments for Data COllECHION: ........cccoviireeeeereeee s 16
3.9 Data ColleCtion PrOCEAUIES: ..ottt 16
3.10 Data management and ANAIYSIS .......cccceeierieiieiiee et sae et te e s seesaeennas 17
3.11 Ethical CONSIAEIALIONS: ......cotiiiteriirterteeteeite ettt sttt ettt sttt ettt be e b e 17
Chapter fOU: RESUILS ..eiiiiiiie ettt e e s e e s et e e e et e e e e s abe e e e esasteeeeeansaeeeesnsseeeeennseees 19
4.1. Socio-demographic characteristics of In-depth interview participants........cccccceeeeviieicciiennenenn. 19
Table 1: Socio-demographic Characteristics of the Parents ..........coocccvvveeiiiiieiccciiieeeee e, 19
Table 2: Socio-demographic Characteristics of the survivors of interviewed parents.................... 20

4.2. Focus group discussion participants’ characteristiCS........coveiiiiiieieeiiiee e e 20
Table 3: Socio-demographic Characteristics of the Clinicians..........ccccovvveeieiiieicciiireeee e, 20

e TR I 4 1= T4 o 1= T PO PO PP PP OPPTRPI 21
4.3.1: Impacts of CSA: Perspectives from Parents and CliniCians.......ccccceveeeeeicciiiieeeee e, 21
4.3.1.1 PSYchological IMPacts.........uuiiiiiiiiecciie e e e e e e e et e e e e e s e e snrreaeeeeaaeeas 21
4.3.1.2 Academic and SOCIal IMPACES ..occiie e e e e e e e e r e e e e 23
4.3.2: Experiences of Parents and Clinicians in Addressing CSA.......cccovveveevevceneeneeee s 25
4.3.2.1. Initial Actions and Medical and Legal RESPONSES.......cccecccuiiiiiieeee e 25
4.3.2.2 Service Provision ChallENEES .......ooocuvrieiiei ettt e et e e e e e e e e sbrrrereeeeeeas 27
4.3.2.3. Strengths and Benefits Of SEIVICES .....uuuviiiiiiiiiiiiieee e e e 30
4.3.3 Recommendations for Service Improvement ..........ccceveeiieeccciiiieiee e e 31
ChaPTEr fIVE: DiSCUSSION . .ceiiiiiiieiirrreeete et eececrreeeeeeeeeessstbreeeeeeeeesessastseeeeeeeseesaassssaeseeesessessassrssnseeesessennnnes 33
5.1: Impacts of CSA: Clinicians & Parents' PerspectiVes ......cccccuuueierieiieccciiiieeeee et e e 33
5.1.1 PSYCHOIOZICAl IMPACES ..o ceirreiiiiee et e et e e e e e e essbbb e e eesessenaantbarereeeeenas 33
5.1.2 Academic and SOCIal IMPACTES .....ccoviiiiiiieiieic e eeerrer e e e e e s e eeanarareeeeeeeeas 34



5.2: Experiences of Parents and Clinicians in Addressing CSA.........ooooiiieeiciieieeeceee e e eeiree e 35

5.2.1 Initial Actions and Medical and Legal RESPONSES......cccuviiiiiriiiieeiiiiiee e 35
5.2.2 Service Provision Chall@NEES ......ccoceeeiiieeeee ettt e e e e e e e e e e nrereeeeeeeeas 36

5.3 Recommendations for IMProVeMENt .........c.uviiiiiiiiie e et e e s e e e e nanee e e e 38
Chapter Six: Limitation and CONCIUSION .......uviiiiiiiiie et s e e e s aee e s e naaeees 40
[T 011 =) [0 o RO PP S PP PPPP 40
(670 1ol [V 1] o SR UURRPRN: 41
L = L O SR 43
PN o] 1= L0 D= RS SRURTRSRRTP 48
Appendix1:- Budget BreakdOWn ... 48
Appendix 2:- Research work plan (Time-table) ... 49
Appendix 3:- interview guide for parents English VErsion:.........cccocceveeveeveciesecce e 50
Appendix 4:-Clinicians Focus Group Discussion guide for clinicians’ English version: ........ 52
Appendix 5:- interview guide for parents AmhariC VEISION ........cccceveevieevieciesieece e 54
Appendix 6:- Clinicians Focus Group Discussion guide for clinicians Amharic version........ 57
Appendix 7:-Parents Informed consent ENglish VErsion ..........cccceeveiieeiecieciecece e 59
Appendix 8:-Parents Informed consent AMharic VErsion..........cccceeceveeveeieciese e 61
Appendix 9:- Clinicians Focus Group Discussion Informed Consent English Version.......... 63
Appendix 10: Clinicians Focus Group Discussion Informed Consent Amharic Version....... 65

Vi



1. Introduction

Child sexual abuse (CSA) is the term used to describe when a child (under the age of
eighteen) is involved in sexual activity for which he or she is not developmentally ready to

give consent, cannot give informed consent, or which is against the law or social taboos(5).

CSA is a global public health issue that has significant and long-lasting consequences for the
survivors and their families. It is a deeply distressing form of child maltreatment that involves
any sexual activity with a child, including but not limited to, sexual touching, penetration, or
exposure to sexual materials. The prevalence of CSA is alarming, with estimates suggesting

that millions of children worldwide are affected by this heinous crime(6).

CSA is a pervasive problem that transcends geographical, cultural, and socio-economic
boundaries. Global estimates indicate that approximately 1 in 10 children experience sexual
abuse before the age of 18, although the true prevalence is likely underestimated due to
under-reporting and societal stigma surrounding this issue. The prevalence rates vary across
countries and regions, with some studies reporting higher rates in low- and middle-income
countries . Research has indicated that the approximate prevalence of CSA in women is 24%

overall (7).

Prevalence rates, however, vary among people and nations. Between 2.1% and 68.7% of
females in Africa, between 3.3% and 42.7% of females in Asia and between 8% to 35% of

males worldwide have experienced CSA (8).

Several studies have found varying incidence rates of child sexual abuse in Ethiopia.
According to an Addis Ababa survey, 42.7% of children receiving care in public hospitals had

been sexually abused (9) .In a different survey, 48.9% of female high school students in Dire
Dawa were found to have experienced sexual abuse, with almost 19% reporting rape(10).
The pooled prevalence of sexual violence against female students in Ethiopia was estimated

to be 48.93% by a systematic review and meta-analysis (11).

The susceptibility of minors to sexual assault is exacerbated by elements including deficient
child protection institutions, poverty, gender inequality, and armed conflict. Due to societal

taboos and under-reporting, it is challenging to assess the precise frequency of child sexual



abuse in Ethiopia. Nonetheless, the research that is currently available indicates that a

sizeable portion of youngsters are impacted by this serious issue (12).

The severe psychological effects of child sexual abuse call for the employment of specialist
mental health care. A wide range of emotional and psychological issues, including despair,
anxiety, self-harm, PTSD, and suicide thoughts, are frequently experienced by survivors.
Addressing these issues and advancing survivors' general wellness need effective mental
health care (13).

Recognizing the devastating consequences of child sexual abuse, various services have
been developed to support survivors and their families. These services encompass a
multidisciplinary approach, involving professionals from fields such as social work,
psychology, law enforcement, health care, and education. The primary goals of these
services include ensuring the safety and well-being of the child, facilitating the disclosure and
investigation of abuse, providing medical and forensic examinations, and offering therapeutic

interventions to promote healing and recovery(14).

Organizations that advocate for survivors of child sexual abuse are essential in helping
survivors and their families. They offer a variety of services, such as emotional support, legal
representation, crisis intervention, and help with the criminal court system. To guarantee that
the survivors receive coordinated and thorough care, these groups frequently work with child
protection agencies, law enforcement, and medical specialists (15).

Treatment approaches including play therapy, eye movement desensitization and
reprocessing (EMDR), and trauma-focused cognitive-behavioral therapy (TF-CBT) have
demonstrated encouraging outcomes in treating survivors of child sexual abuse. The goals of
these research-backed therapies are to improve coping mechanisms, foster resilience, and
treat trauma-related symptoms. In addition, family therapy and support groups can offer a
secure environment where survivors and their families can talk about their experiences, work
through their feelings, and rebuilt trust (16).

Meeting the mental health needs of survivors of child sexual abuse in Ethiopia is extremely
difficult, made more difficult by problems including poverty, gender inequality, and a lack of
resources for child protection(17). The nation has a high rate of child sexual abuse and,
especially in rural regions, a dearth of mental health facilities (18). As an attempt to address
these issues, safe houses for female children who have experienced sexual abuse are
providing safety and support services (19).



To decrease the incidence of mental health issues, there is a need for improved recognition,
intervention, and preventive techniques for children still enrolled in school, with an emphasis

on males, those living in rural areas, public school student (20).

Comprehensive mental health policies and services that give survivors of child sexual abuse
top priority are required to address these issues. This entails raising public awareness of the
psychological effects of abuse, educating medical professionals about trauma-informed care,
and setting up specialized mental health facilities with evidence-based treatment programs.
Community-based programs like awareness campaigns and support groups may also be
extremely effective in lowering stigma and encouraging behaviors that involve getting help
(21).

According to a research carried out during the Dire Dawa city administration, almost 19% of
female high school students reported having been raped, and 48.9% of the students had
suffered some sort of sexual abuse (10). The magnitude of the issue was brought to light by
a research carried out at Gandhi Memorial Hospital in Addis Ababa, which compiled and
examined a total of 1500 cases, and found 1,100 cases of children sexual assault against
female minors (22). Additionally, 0.85% of male pediatric patients who were brought to the
Pediatric Emergency Unit in a research carried out at Tikur Anbessa Specialized Hospital

had a history of sexual abuse (23).

Research suggests that the involvement and perspectives of parents and clinicians are
crucial in tailoring effective interventions and support systems for children who have
experienced sexual abuse (24). However, there is a scarcity of research in Ethiopia that
explores the collaborative efforts and perspectives of both parents and clinicians in
addressing the mental health needs of these children. Understanding the experiences,
beliefs, and challenges faced by parents and clinicians in this context can inform the
development of evidence-based interventions and improve the overall mental health care

provided to these children (25).

To help survivors and their families, a number of programs have been established in different
countries as a response to the terrible effects of child sexual abuse. Immediate crisis
assistance, medical attention, forensic testing, counseling, and long-term support are the

goals of these programs. Many nations have formed organizations like Child Advocacy



Centres (CACs) to offer a multidisciplinary approach to situations of child abuse, including
child sexual assault. To guarantee a coordinated and thorough response to situations of child
sexual abuse, CACs bring together experts from a variety of sectors, including law

enforcement, child protection, mental health, and medical (15).

It is important to address the psychological effects of child sexual abuse with mental health
services. Many mental health conditions, such as post-traumatic stress disorder (PTSD),
depression, anxiety, and behavioral disorders, are common in children who have been
sexually abused. Reducing the long-term effects of abuse requires early intervention and
suitable mental health treatment. Treatments grounded in empirical research, such trauma-
focused cognitive-behavioral therapy (TF-CBT), have demonstrated efficacy in mitigating
symptoms of trauma and enhancing the general mental health of children who have had

sexual abuse (13).

Ethiopia has been working to enhance its mental health services in recent years. A mental
health strategy has been devised by the Ministry of Health in Ethiopia with the objective of
augmenting the quantity of mental health practitioners and incorporating mental health
services into primary health care. International agencies and non-governmental organizations
(NGOs) have also been attempting to decrease stigma, increase knowledge, and train

medical professionals in the area of mental health (17).

Children and their families find it difficult to disclose and seek appropriate mental health
services due to the stigma and shame associated with CSA, which leads to a marked under-
reporting of the condition. Children and their families are most affected by this problem. In
order to properly understand the dynamics of CSA, mental health professionals frequently
struggle to navigate the intricate and multifaceted ideas of family dynamics, perpetrator

gualities, and social influences(26).

The problem under consideration is the experience of caregivers and clinicians with regard to
child sexual abuse. Child sexual abuse is a terrible crime with long-lasting effects on the
survivor's physical, emotional, and psychological wellbeing. While extensive research exists
on the impact of child sexual abuse on the survivors themselves, there is a need to explore
and understand the experiences, challenges, and coping mechanisms that caregivers face

when the child is victimized by sexual abuse (14).



This study tries to explore the experiences of parents and clinicians in dealing with CSA,
aiming to provide a comprehensive understanding of their perspectives, challenges, and
mental health needs. Child sexual abuse is a distressing and widespread issue, posing
severe psychological, emotional, and physical consequences for the survivors and their
families. Understanding the experiences of parents is crucial for developing effective support
systems, prevention strategies, and interventions to address this sensitive matter (24).

1.3 Rationale of the study

Compared to their peers, CSA survivors had higher rates of internalizing, externalizing, and
thought disorders, as well as higher rates of health risk behaviours, systemic inflammation,
poor oral health, STDs, high-conflict relationships, benefit use, financial hardship, antisocial

behaviour, and cumulative issues across several domains in adulthood (27).

When seeking mental health care, parents of children who have experienced sexual abuse
present particular difficulties. They frequently struggle with emotions of shame, guilt, and self-
blame, which can make it difficult for them to ask for assistance for their child. Parents may
also face obstacles like financial hardships, shame attached to sexual abuse, and restricted

access to specialized treatments(13) .

Despite the well-established link between childhood sexual abuse and mental health
problems, there remains a significant gap in the literature regarding the perspectives of
parents and clinicians on mental health care for these children. Parents play a crucial role in
advocating for their children's well-being and accessing appropriate services, while clinicians
are responsible for providing evidence-based interventions and support. Understanding their

perspectives is vital for the development of effective interventions and policies.

Exploring the perspectives of parents can shed light on these challenges and inform
strategies to enhance their engagement in their child's mental health care.

Clinicians, on the other hand, are at the forefront of providing mental health care to children
with a history of sexual abuse. Their experiences, knowledge, and attitudes significantly
influence the quality of care delivered. However, research on clinicians' perspectives in this
domain is limited. Understanding their viewpoints is crucial to identify gaps in knowledge,
training, and resources, and to develop targeted interventions to improve the delivery of

mental health care for the society.



This study aims to fill the existing gap in the literature by exploring the perspectives of

parents on mental health care for children with a history of sexual abuse.

By examining the challenges, barriers, and opportunities, this research seeks to provide

valuable insights into the development of effective interventions and policies.

1.4 Research Questions

The research questions for the study are:

1. What are the perspectives and experiences of parents of sexually abused children in
relation to TASH's services?
2. How do clinicians at TASH perceive and experience delivering services to children who

have suffered sexual abuse and their families?

1.5. Research Objectives

1.5.1 General Objective

To explore the perspectives of parents and clinicians regarding mental health services
provided for children who experienced sexual abuse, and were treated at Tikur Anbessa
Specialized Hospital, Addis Ababa Ethiopia

1.5.2 Specific Objectives

1. Explore parents' perceptions of the mental health impacts of child sexual abuse and how
these perceptions influence attitudes towards mental health care.

2. Investigate parents' experiences, challenges, and unmet needs related to mental health

services.

3. Investigate clinicians' experiences with the mental health effects of child sexual abuse on

survivors and families.

4. Assess clinicians' perceptions of service adequacy, quality of mental health care, and the
challenges they face in providing services.



2. LITRATURE REVIEW

Child sexual abuse is a global issue affecting millions of children annually, with Ethiopian
children not exempt. However, precise prevalence and incidence estimates are challenging
due to under-reporting and lack of data collection procedures. Despite these challenges,
research has shed light on the issue in Ethiopia(28).

The World Health Organization (WHO) defines child sexual abuse as "the involvement of a
child in sexual activity that he or she does not fully comprehend, is unable to give informed
consent to, or for which the child is not developmentally prepared and cannot give consent,
or that violates the laws or social taboos of society” (5).

The types of child sexual abuse are further explained by the Centers for Disease Control and
Prevention (CDC), which makes a distinction between contact and non-contact abuse.
Physical contact between the abuser and the victim, such as fondling, penetrating, or sexual
assault, is referred to as contact abuse. Activities like being exposed to pornography,

voyeurism, and internet exploitation are examples of non-contact abuse(28).

Child sexual abuse can take two forms: extra-familial abuse when it happens outside the
family or intra-family abuse when it happens within family connections. Abusers who are
familiar to the kid, such as family members, relatives, or caregivers, are frequently involved in
intra familial abuse. Extra familial abuse can also be committed by strangers or people who

are not related to the victim's family, including coaches, instructors, or acquaintances (29).

In order to effectively handle the complex issues raised by child sexual abuse, it is imperative
that parents' and clinicians' viewpoints be understood. In order to support their children,
identify and address warning indicators of abuse, and successfully navigate the intricate
processes of disclosure and intervention, parents are essential. In contrast, mental health
specialists possess specific understanding and proficiency in evaluating and managing the
psychological and emotional fallout from abuse, facilitating healing, and averting additional
injury. Noting that prevalence rates of child sexual abuse are frequently low and under

reported is crucial (30).

It is important to note that child sexual abuse is often under reported and prevalence rates
might vary across different regions, age groups, and socio-economic backgrounds(31).



Through awareness programs, legislation, and protective laws, the Ethiopian government
and other organizations are actively working to prevent and address child sexual abuse (19).

The psychological, emotional, and social well-being of survivors of child sexual abuse is
severely impacted. According to research, survivors of child sexual abuse may exhibit a
variety of psychiatric symptoms, such as suicidal thoughts, despair, anxiety, and post-
traumatic stress disorder (PTSD). Research has revealed a link between long-term suicidal

ideation and complex psychopathology in children who have experienced sexual abuse(32).

Child sexual abuse affects not just the victim but also their family and larger social networks.
Survivors' families may face extreme distress, remorse, and shame in addition to difficulties

in encouraging and speaking up for their child's rehabilitation(13).

The global prevalence of child sexual abuse has been estimated at 19.7% for females and
7.9% for males (31). A systematic review was done among 55 studies from 24 countries and
it shows that the prevalence of child sexual abuse estimates ranged from 8% to 31% for girls
and 3% to 17% for boys(32).

CSA appears to be a major problem worldwide, according to the data that is currently
available. According to studies, prevalence rates for females in Asia and Africa range from
3.3% to 42.7% and 2.1% to 68.7%, respectively (33) .

Africa had the greatest prevalence rate of CSA (34.4%), (32) whereas the percentages in
Europe, America, and Asia were 9.2%, 10.1%, and 23.9%, respectively. Sub-Saharan Africa
(SSA) is rife with child sexual abuse, most of it is committed by family members, neighbors,

and other people the victim knows (7).

According to a study published in the Ethiopian Journal of Health Sciences in 2018, the
prevalence of child sexual abuse among school-going children in Addis Ababa, the capital
city of Ethiopia, was found to be 25.5%(34).

The Ethiopian Demographic and Health Survey (EDHS, 2016) revealed that 5% of women
between the ages of 15 and 49 had been sexually abused as children. But this poll was

limited to women, and the age range covered more ground than simply young child (35).



Over 19% of female high school students reported having been raped, and 48.9% of the
students had experienced some form of sexual abuse, according to a study done during the

Dire Dawa city administration (13).

The scope of the problem was highlighted by a study conducted at Gandhi Memorial Hospital
in Addis Ababa. 1,100 cases of child sexual assault against female minors were discovered

after the study's 1500 cases were compiled and reviewed (14).

Additionally, a study conducted at Tikur Anbessa Specialized Hospital found that 0.85% of
male pediatric patients who were brought to the Pediatric Emergency Unit had a history of

sexual abuse (15).

When it comes to identifying, helping, and standing by children who have been sexually
abused, parents are essential. The course of their child's rehabilitation and healing is

significantly influenced by their perspectives, feelings, and decision-making processes (36).

There may be gaps in preventive measures and support because some parents may
underestimate or deny the presence of child sexual abuse, despite the fact that some may be
aware of its prevalence and possible consequences. Parent-led instruction on sexual abuse
Research conducted over the past forty years has shown that parents are reluctant to provide
specific CSA information to their children, instead choosing to teach them about subjects like
body ownership, private parts, and abduction dangers. The percentage of parents who warn

their children about inappropriate genital touch has typically ranged from 23% to 64% (37).

Parents may experience a range of emotions, including shock, despair, guilt, rage, and grief,
when they learn their child has been sexually abused. They may feel inadequate or guilty for
not protecting their child, and may experience trauma or anguish due to the emotional

process(38).

There are several obstacles parents must overcome while supporting a kid who has been
sexually abused. These include figuring out how to disclose the abuse, getting the help and

support their child needs, and fighting for their needs.



When looking for support for their child's rehabilitation, parents may run against obstacles
including stigma, a lack of resources, and institutional difficulties. Furthermore, the
psychological burden of caring for a traumatized kid might exhaust coping strategies in

parents and heighten pessimism or helplessness (13).

The children's developmental stage, the type and intensity of the abuse, family dynamics,
cultural beliefs, and anticipated repercussions are just a few of the many variables that affect
parents' decision-making when it comes to disclosing, reporting, and taking legal action in
response to child sexual abuse (39).

In assessing the advantages and disadvantages of disclosure and intervention, parents need
to take into account the long-term rehabilitation, safety, and mental health of their kid. In
addition, parental choices and the results of child sexual abuse cases can be influenced by

institutional reactions, legal frameworks, and cultural views (40).

Mental health professionals are required to enhance the treatment with a thorough
understanding of the special requirements of this population. Research illustrates the
difficulties experienced by clinicians when trying to support caregivers and child survivors of
sexual abuse. It draws attention to the necessity of practical methods and remedies to

promote healing (41).

By comprehending shame dynamics and its relationship to CSA, mental health practitioners
may assist survivors of childhood sexual abuse. Incorporating understanding of sexuality into
trauma therapy is one of the recommendations to be able to take issues of gender identity
and sexual orientation into account. Enhancing the detection rates of child sexual abuse has
to be predicated on comprehending the experiences of both survivors and medical
professionals, including the necessity of assistance and mitigating the detrimental effects of
CSA (42).

Counseling psychologists in the UK who assist survivors of sexual assault have stressed the
significance of providing sufficient training and preparation for these professionals. Improving
training and providing more assistance to practitioners were found to be essential areas for

maintaining the welfare of mental health professionals and helping treatment clients who had

experienced trauma (43).
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In order to properly address the varied needs of child survivors and their caregivers,
clinicians emphasized the necessity of continual education and training. Three essential
elements of comprehensive treatment were identified: collaboration with multidisciplinary

teams, cultural competency, and trauma-informed care(44).

Sinanan, Allison emphasized the need of self-care for medical professionals who assist
children who have experienced sexual abuse. Compassion fatigue, vicarious trauma, and

burnout are prevalent issues that might affect the standard of treatment given(45).

As a result, techniques like peer support, supervision, and mindfulness are crucial for
fostering resilience and the well-being of clinicians. Another difficulty that clinicians may

encounter while working with child survivors of sexual abuse is vicarious trauma (46).

CSA is a global issue affecting millions of children annually, with Ethiopian children not
exempt. However, precise prevalence and incidence estimates are challenging due to under
reporting and lack of data collection procedures. Despite these challenges, research has
shed light on the issue in Ethiopia (9).

Despite extensive research on child sexual abuse, several gaps and limitations persist in our
understanding of the perspectives of parents and psychiatrists on this critical issue.
Identifying these gaps is essential for advancing knowledge, informing practice, and

promoting the well-being of survivors and their families.

Understanding the intersecting factors that shape these individuals' experiences is critical for
developing culturally responsive interventions and support services that address their specific

needs and promote healing and resilience.

Longitudinal studies that track the trajectories of survivors and their families over time can
provide valuable insights into the long-term impact of sexual abuse and the effectiveness of

interventions and support services.

By centering the perspectives of those directly impacted by sexual abuse, research can
inform more responsive, inclusive, and effective approaches to addressing this pervasive and

harmful phenomenon.
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The implications of research findings on child sexual abuse extend beyond academic world,
shaping practice and policy in the fields of child protection, mental health, education, and
social services. Translating research evidence into effective interventions, support services,
and policy initiatives is crucial for preventing child sexual abuse, supporting survivors, and

promoting the well-being of families and communities.

Comprehensive measures to prevent child sexual abuse and lessen its effects on survivors
and their families must include evidence-based treatments and support services. Numerous
effective strategies have been found via research, such as trauma-informed therapy,
cognitive-behavioral therapies, psycho-education for parents and caregivers, and programs

for survivor advocacy and support (45).

These interventions aim to address the complex needs of survivors, promote healing and
resilience, and empower individuals and families to navigate the challenges of recovery.
Furthermore, research underscores the importance of early intervention and prevention
efforts that target risk factors and protective factors associated with child sexual abuse.
Prevention programs may include educational initiatives in schools, community-based
awareness campaigns, and training for parents, educators, and professionals on recognizing
signs of abuse, promoting healthy relationships, and fostering protective environments for
children (36).

Interdisciplinary collaboration and communication among parents, psychiatrists, social
workers, educators, and policy makers are essential for effectively addressing child sexual
abuse and promoting child safety and well-being. Research has highlighted the need for
coordinated efforts across multiple sectors to enhance prevention, detection, intervention,

and support services for survivors and their families (47, 48).

In order to meet the complex needs of survivors and families affected by sexual abuse,
experts from varied backgrounds can collaborate through interdisciplinary cooperation, which
allows the interchange of information, skills, and resources. Interdisciplinary methods may
guarantee survivors receive comprehensive, trauma-informed care and support by
establishing collaborations between mental health specialists, child welfare agencies, law

enforcement, schools, healthcare providers, and community groups (15).
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The conceptual framework were presented for both parents and clinicians by considering
various theoretical frameworks

A. Trauma-informed care theory emphasizes the importance of recognizing the prevalence
and impact of trauma on individuals' lives and integrating this understanding into service
delivery. In the context of caregivers working with sexually abused children, trauma-informed
care theory guides professionals in creating safe, supportive, and empowering environments

that promote healing and resilience(49).

B. Secondary traumatic stress theory examines the impact of exposure to others' trauma on
professionals’ well-being and functioning. Caregivers working with sexually abused children
may experience secondary traumatic stress as they bear witness to the child's suffering and
trauma. This theory helps professionals recognize and address the symptoms of secondary

trauma and develop self-care strategies to mitigate its effects(50).

C. Attachment theory explores the importance of secure attachment relationships in
promoting emotional security and well-being. For caregivers working with sexually abused
children, attachment theory helps understand how attachment dynamics may influence the
therapeutic relationship and the child's ability to trust and form healthy connections with
caregivers and professionals(51).

C. Cognitive behavioural therapy emphasizes the relationships between ideas, emotions, and
actions are examined by this theory. This implies that people's feelings and behaviors can be
influenced by their ideas and perceptions of themselves and their past experiences.
Cognitive-behavioral theory may be utilized to identify and treat maladaptive coping
mechanisms, skewed beliefs, and negative thought patterns in the context of mental health
care for children who have experienced sexual abuse in the past. It can direct medical
professionals in assisting kids and parents in recognizing and combating harmful beliefs as

well as creating more positive coping strategies(52).
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3 Research Methods

3.1 Study Area: The study was conducted in Tikur Anbessa Specialized Hospital Psychiatry

outpatient clinic.

3.2 Study period: The study was conducted over a period of 2 months.

3.3 Study Design: The study was utilized a qualitative phenomenological design to gain insight
into the perceptions and experiences of parents and clinicians, understanding and describing

subjective experiences.

3.4 Study Population: - The study population included Parents or legal guardians of
children who have experienced sexual abuse and are undergoing treatment or follow-up at
the TASH psychiatry clinic, as well as clinicians who provide care for these children.

Clinicians included psychiatry residents and MSc clinical psychologists.
3.5 Study Population with Eligibility Criteria:
Inclusion Criteria for parents:-

1. Parents/primary caregivers/ legal guardian of a child with a history of sexual abuse
undergoing evaluation or follow-up in TASH psychiatry clinic.

2. Parents/primary caregivers aware of the child’s sexual abuse history
3. Parents who can communicate in Amharic, the language of the interview
4. Parents willing to provide informed consent.

Inclusion Criteria for clinicians:-

1. Clinicians including psychiatrists, psychiatry residents, clinical psychologists, clinical
psychology students and counselling psychologists working in TASH psychiatry clinic

2. Clinicians with prior experience treating children with a history of sexual abuse.
3. Clinicians who can communicate in Amharic, the language of the interview

4. Clinicians willing to provide informed consent.
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Exclusion criteria for parents:-

1. Those with significant mental or neurological conditions interfering with the interview

process
2. Participants who do not have the capacity to provide informed consent.
Exclusion criteria for clinicians:-

1. Clinicians not working or practicing in the TASH psychiatry clinic

3.6 Sample Size Determination:

For parents:-

The sample size for parents was initially planned to be between 6 and 12 participants (53,
54). The current study includes a total of 6 participants: 2 fathers and 4 mothers, aged
between 29 and 63 years. The minimum sample size was chosen based on the level of data
saturation, as well as practical considerations such as time constraints and limited participant

availability due to school closures.
For clinicians:-

Data saturation in FGDs occurs when no new or relevant information is obtained from
additional participants; one focus group clinician’s participant could be 6 participants(55).
Pediatricians and social workers promised to participate but did not show up on the day of

the discussion.

3.7 Sampling Technique/Procedure:

Purposive sampling was used to select parents representing various age groups, genders,
types of sexual abuse, and severity of CSA, as well as clinicians with varying levels of
experience and different professions for both genders with perspectives and experiences

related to child sexual abuse.
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Questionnaires were developed to collect socio-demographic data of parents, socio-
demographic and clinical data of their children, and clinicians’ socio-demographic

information.

Semi-structured interview guides were used to allow parents to explore a variety of

perspectives and experiences.

Focus group discussion guide was developed to guide the discussion with the clinicians.

Parents/caregivers were recruited from the psychiatry OPD by informing all clinicians working
in the OPD about the study and asking them to link potential participants with the researcher

once they got their permission.

The PI explained the study to potential participants using the information sheet developed for
this purpose and obtained written consent before starting data collection. A hard copy of the

information sheet with contact information was also given to all participants.

Clinicians were recruited for the study using a structured approach to ensure their availability

and willingness to participate.

The study was announced using official communication channels (e.g., email, telegram
channels) were sent to eligible clinicians, including psychiatrists, psychiatry residents, clinical
psychologists, clinical psychology students, and counseling psychologists, outlining the study
objectives, inclusion criteria, and the importance of their participation.

Once clinicians, psychiatry residents and MSc. clinical psychologists expressed interest, they
were provided with informed consent forms and a convenient time for their participation in

focus group discussions was scheduled.

The researcher will conducted face-to-face interviews with parents and, conducting a focus
group discussion with clinicians to explore their perspectives, experiences, and insights
regarding the service. Interviews and focus group discussions were audio-recorded with
participants' permission. Each interview lasted 37- 90 minutes, while the focus group
discussion lasted 70 minutes. Detailed notes were taken during interviews and focus group

discussions to capture non-verbal cues and contextual information.
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Open coding was used for analyzing raw data, such as interview transcripts, field notes, or
observations, to identify and categorize concepts, themes, or patterns without prior
knowledge(56).

Transcription and translation involved converting audio recordings of interviews into written
text to analyze and interpret the data in a more manageable format. Transcription was done
manually, followed by translation into English.

Once the transcription and translation processes were complete, the data was analyzed by

coding, categorizing, and identifying themes or patterns.

This analysis helped in generating findings and insights that contributed to the overall

understanding of the research topic(57).

The data were first read and familiarized with, then coded to reveal meaningful units. These
codes were arranged into themes highlighting the primary concepts or trends found in the
data. The themes were further developed, and the relationships between them were
examined. Ultimately, the themes were deciphered and examined in light of the study topic or
goal, producing a better comprehension of the data and aiding in identifying important
results(58).

To assure quality control, regular quality assurance checks were conducted to monitor the
overall quality of the work. This involved feedback from advisers and randomly selecting and
reviewing a sample of transcriptions and translations to ensure they meet the desired

standards.

Ethical clearance was obtained from the Department of Psychiatry Research and Ethics
Committee. Participants were provided with detailed information about the study purpose,

procedures, risks, and benefits, as well as their right to withdraw at any time.

All data were kept confidential and anonymized to protect participants' privacy. Participants
were treated with respect and dignity, and their autonomy was respected throughout the

research process.

An information sheet outlining the study details and a consent forms were provided to

participants prior to their participation, ensuring informed consent were obtained.
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The study aimed to provide valuable insights into the perspectives of parents on child sexual
abuse, contributing to the development of effective interventions and support services for

survivors and their families.

Conducting a study on the perspectives of parents on sexual abuse posed several risks. One
risk was the potential for participants to encounter discomfort or fear when discussing the

topic of child sexual abuse (24).

To mitigate this risk, the following methods were employed:
At the outset of the informed consent process, comprehensive disclosures about the
procedures, objectives, and potential risks of the research were provided. Participants were

encouraged to express any qualms or reservations before accepting an invitation to take part.

Discreet, non-intrusive interviewing techniques were used to foster a safe and supportive
environment. Starting with broader questions at first gave participants time to become more

accustomed to the conversation before diving into more sensitive topics.

Participants were given control over the interview process, allowing them to set boundaries,

take breaks, and skip questions that made them uncomfortable.

Their decision-making was respected, and they weren’t pressured to share more information

than they were comfortable with.

Resources such as access to psychotherapy services and social worker support, were
gathered to support and validate those who felt uncomfortable emotionally during the
interview. Their feelings were acknowledged, compassion was shown, and resources were

provided if they required additional assistance.

Experiencing emotions was normalized, reassuring participants that their feelings were valid
and understandable, even when discussing sensitive topics. Three attendees who might
require additional assistance or direction were provided with psychotherapy services, and
their concerns were heard and they were placed on a waiting list to receive social worker

support (59).

During the interview, one of the participating parents mentioned having a death wish. Upon
further discussion, it was found to be a passive wish that had occurred two years ago. This
information was communicated to the treating clinician, who also discovered that the parent

had been appointed for psychotherapy.
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Chapter four: Results

A total of two fathers and four mothers were included in the study (See Table 1). Their age
ranged from 29 to 63 years. Four of the participants were able to read and write (most
attending primary and secondary education) and Two were illiterate, no education at all. One
parent was a single mother, three where separated and two are still live with their spouse at

the time of interview.

Characteristics of Study participated Parents
20-30

AGE 31-40

41-50

51-65

No education

EDUCATIONAL LEVEL Grade 1-4

5-8

9-12
Male
Female
Orthodox Christian
Muslim
In Addis Ababa
Out of Addis
Separated
MARITAL STATUS Married
Single
Daily laborer

SEX

RELIGION

ADDRESS

OCCUPATION

RPIRIRPINIWIRP[OOIR|OO]RINININ|IOIN|IFRPIFLPININ

Housewife
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Characteristics of survivors of interviewed parents
At the time of abuse At.the tlme of
interview
0-5 1
AGE 6-10 2 2
11-15 3 4
Not yet enrolled in
1 —
school
EDUCATIONAL LEVEL Kgl- Kg3 1
1-4 4
5-8
Male 3
SEX
Female 3
Orthodox Christian 5
RELIGION -
Muslim 1
In Addis Ababa 5
ADDRESS -
Out of Addis 1

4.2. Focus group discussion participants’ characteristics

Four psychiatry residents and two clinical psychologists were included in the FGD. Al
participants work at the TASH psychiatry and psychotherapy clinic. Among them, two are

females and four are males.

26-30 5
AGE

31-35 1

Male 2
SEX

Female 4

Psychiatry resident 4
PROFESSION

MSc in Clinical Psychology | 2

2 and half years 2
YEAR OF EXPERIENCE

3 years 4
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4.3. Themes

Three themes have emerged from the data; Impacts of CSA: Perspectives from Parents and
Clinicians, Experiences of Parents and Clinicians in Addressing CSA, and Recommendations
for improvement. Each topic from which the themes arise also has sub-themes. As a result,

each sub Theme is covered in great length, with quotes given to bolster the main ideas.

The psychological effects of CSA are profound, affecting both survivors and their families..

Parents and clinicians reported various emotional and behavioral responses in children
resulting from the trauma
Parents and clinicians observed various symptoms of their children's responses to the
trauma, including increased sadness, irritability, and difficulty interacting with peers.

"His face is always sad, he is not happy, his behavior is different from what he used to

be, he is crying, and he has become irritable." IDI participant 02

"Parents notice behavioral changes: being combative, noisy, arguing with kids, fighting
with the family, not getting along with most people, crying, and other disruptions." FGD

participant 02

Clinicians and parents noted that survivors often exhibited trauma related symptoms, such as

nightmares and hyper arousal.

“He exhibited trauma-like symptoms, such as nightmares and waking up at night.”
FGD participant 03

"She screams, cries, and shakes when | turn off the light in the dark. She also kicks

and hangs my hair when she is sleeping.” IDI participant 05

Most of parents and clinicians reported that avoidance and fear responses are behaviors that
children may exhibit as a way of coping with their trauma. These responses often involve

avoiding triggers that remind them of the traumatic event.

"Oh no, that happened to me," she says, hiding and avoiding the person who did it."

IDI participant 01
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“Following the sexual assault, he developed the habit of staying at home.” FGD

participant 02

“She stayed at home, felt alone in the neighborhood, and occasionally feared the
return of the offender.” FGD patrticipant 04

A clinician and parent observed a psychiatric condition among the survivors, which further
complicated their care.

"Functional neurological disorder is another mental iliness | frequently saw,
characterized by symptoms such as fainting under stress, frequent failings at school,
and temporary paralysis." FGD participant 06

“She keeps falling, so | pick her up and take her to the health center. “IDI participant
01

According to the parents who took part, five out of the six children had been sexually abused
by neighbors who lived in the same neighborhood, and the other child had also been abused
around the school located close to the village, but this abuse had been carried out with a
stranger by taking the child in a car.

Many parents and clinicians reported feelings of anger, helplessness, and despair in the

wake of their child's trauma. One parent articulated their struggle, stating,
” | never sleep at night, so every time he wakes up, | also wake up.” IDI participant 02
“I'm so angry, why did he do that? | just cried. “IDI participant 05

“l might even go as far as to kill myself. When he was hurt, | decided not to live

because it was beyond my power to provide treatment. “IDI participant 02

This sentiment was resounded by others who described insomnia and the inability to cope
with their child’s suffering.

“I am always sick, and | do not rest all the time.” IDI participant 04

"It was after the daughter was sexually abused that the mother started having

depressive symptoms. Her daughter's sexual assault triggered her current issues."
FGD participant 04
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Clinicians and parents mentioned that parents often experienced feelings of guilt and regret,
believing they failed to protect their children. Marital discord was also common, with couples
facing blame and guilt regarding the abuse. Moreover, the pressure on parents, particularly

mothers, was notable.

“After only a few minutes, | set her down and regretted how things had gone. “ IDI

participant 06

Clinicians highlighted instances of sexual abuse within families, attributing it to various
perpetrators such as stepfathers, biological fathers, as well as strangers. The clinicians noted
that such abuse can manifest in different forms, such as in the form of behavioral and

emotional and physical symptoms.

One FGD Participant also explain the long term consequences as well

“It is important that there are people who come to us as adults after their childhood
experiences, for example, | have had such cases, he is male, he was abused as a
child, but after growing up, he frequently went to prostitutes and had sex with a large

number of people.” FDG patrticipant 01

A sizable number of parents who took part in the study reported that their children's had
excellent academic performance prior to the incident. Their past academic achievements
appeared to be eclipsed by the trauma they underwent, which resulted in a marked change in
their academic performance and an obvious barrier to their ability to participate fully in their

studies.

“She was an excellent student, but when a painful memory surfaces, she tells me that
she knows the answers, but they have vanished from her consciousness “IDI
participant 01

Clinicians resounded these concerns, emphasizing that survivors often displayed avoidance
behaviors in academic settings, leading to further disengagement from their educational

pursuits.
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“Additionally, academic performance will be impacted significantly, and even the best-

performing kids' results will decline.” FGD participant 06

The trauma affected survivors' relationships with their peers, parents, and siblings, leading to

social and emotional challenges.

“They frequently struggle with their relationships with peers, parents, and siblings.”
FGD participant 06

“He used to play with them, but following the abuse, he began to oppress his younger

brother. When he arrives while the children are playing , they flee. “IDI participant 04

Many parents reported withdrawing from social contacts and ceasing employment to care for
their children. This withdrawal often led to increased isolation and strained relationships

within families.

“Mothers often abandon everything to care for a survivor child, cutting off from family,

social life, spiritual identity, and job.” FGD participant 06

Marital discord was also common, with couples facing blame and guilt regarding the abuse.
Moreover, the pressure on parents, particularly mothers, was notable.

“They regretted not seeing the child, not managing him, not caring for him enough. ..
and they were very disturbed; everyone stopped working, communication was cut off,
and everything was ceased” FGD participant 03.

“Prior to social isolation, there is pressure between couples. A spouse may argue that
it was your obligation to safeguard the child, leading to marital disagreements and
potential divorce.” FGD patrticipant ID 06
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After discovering the abuse, many parents swiftly seek medical attention for their children.
They understand the urgency of obtaining medical care to address physical injuries and
begin the healing process. This immediate response highlights the parents' concern for their

child's well-being and the need for professional medical evaluation and treatment.

"When she awoke and told me what had happened to her, | saw what she was saying

and took her to the hospital.” IDI participant 01

"l went to the hospital, where the requisite tests were performed, and | was advised to

seek a psychologist for further help." IDI participant 02

Recognizing the importance of legal action, parents often turn to law enforcement to seek
justice for their children. They report the abuse to the police, hoping to ensure the perpetrator
is held accountable and to prevent further harm. The pursuit of legal recourse is a critical step

for many parents in addressing the abuse and seeking justice for their child.

"On the third day, | went to the police station but could not find a solution. He was

convicted to serve eight months and released.” IDI participant 01

"l took my child to the police station, where he told them everything. but he was

terrified " IDI participant 04

Despite their efforts, parents frequently encounter significant obstacles within the justice
system. Many express frustration and disappointment with the lack of support and the
inefficiencies they face. The slow response and perceived inaction of law enforcement

agencies contribute to their ongoing psychological distress and feelings of helplessness.

"They responded that it would have been helpful if you had arrived right away, but it is

now three days later, so we are unable to assist you." IDI participant 01
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"They are not subject to any punishment. They allegedly paid a bribe to get out from
under detention. The law does not impose a very heavy penalty; in fact, | firmly believe
that it is not very strict. Even after you have done your best, it might be very difficult to
remove evidence that has been recorded, including a 4-year-old's speech. It is really
challenging for a parent. | am thinking of murdering myself just at the moment." IDI
participant 06

"She frequently sees the man who assaulted her son in the neighborhood, which is
quite difficult for her. The legal system's response has left her angry and dissatisfied."
FGD participant 04

Adding to their distress, parents often experience threats and physical abuse from
perpetrators. These threats serve to intimidate and silence them, exacerbating their
emotional burden and making it even more challenging to seek justice and support. The fear
and trauma inflicted by the perpetrators add another layer of complexity to the parents'

already difficult journey.

"Yes, | have been beaten several times. | was beaten twice on our way from the
shelter to the house where we lived for a year, once when we entered the house and
once before | began treatment by two strangers, and once when | was kidnapped and
treated by the perpetrator, who said, 'l will wait for you day and night." IDI participant
01

"The perpetrator tells me that you will not bring anything and that you will just stay
crying." IDI participant 02
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Clinicians and parents noted that socioeconomic factors significantly influence survivors
access and continue with mental health services. The financial constraints of families often
lead to interruptions in therapy. They also stressed the need for imnmediate assistance,
particularly for low-income families, to address basic needs such as food and educational
resources. Additionally, they highlighted the importance of providing material and

transportation support to ensure that children can access necessary services and resources.

"If support) is provided for abused children, particularly those from low-income

families, they require immediate assistance." IDI participant 02

“Communities associated with this case have a low socioeconomic level. Many
patients cease therapy because they cannot afford the, despite the positive difference

therapy makes.” FGD participant 01

"There are organizations that offer transportation and some material support for the
child. When the doctor suggested that | rent a house and let the child leave the

neighborhood, | refused because | could not afford it. " IDI participant 02

Interruptions in the continuity of care emerged as a significant concern among both clinicians
and parents. These interruptions were primarily attributed to two factors: the frequent

switching of professionals and issues with low adherence to appointments.

Clinicians and parents identified the frequent switching of professionals as a significant
challenge, leading to fragmented care and difficulties in building trust and continuity in
therapeutic relationships. Parents were particularly concerned about the effects of switching

psychiatry residents on their children's care.

“She was seen by a new doctor before, and she was seen by another doctor today, so

she does not feel happy.” IDI participant 05

“Changing professions is a significant obstacle, particularly in CSA, because patients

are unable to stick with a single professional.” FGD participant 03
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Some parents mentioned interruptions in the continuity of care and issues with low
adherence to appointments. They highlighted various reasons for missing scheduled
appointments and their perspectives on the follow-up process. While some faced personal
challenges that prevented them from attending, they generally appreciated the efforts of

professionals in maintaining continuity and improving the treatment program.

"| failed to come to the scheduled appointment due to a personal problem, but I will not

hesitate to come up." IDI participant 01

Moreover, parents noted that their children's academic performance was compounded by
punitive responses from teachers, who failed to recognize the underlying trauma affecting

their students.

“The teachers have beaten her. Why are you missing this and that? “IDI participant 01

"The math teacher is constantly complaining, and he finally said, 'l will not go," crying,
getting upset, and because the teacher is beating him up and threatening him." IDI

participant 02

Clinicians highlighted the difficulties in safeguarding the privacy of survivors treated within the

same compound, where their visibility by others makes them feel uncomfortable.

"Children are treated on the same ward as other patients, putting them under pressure

to maintain privacy." FGD participant 06

Clinicians also emphasized the stress that parents experienced due to the difficult legal
processes, underscoring the urgent need for improved understanding and support in these

circumstances.

"The lack of urgency in the legal system places additional strain on treatment.” FGD

participant 06

Clinicians stress how financial strains can exacerbate these issues, particularly when people
are compelled to return to unsafe situations because they are unable to pay for better
housing options.

"Economic issues also exacerbate the situation, especially if mothers return to unsafe

locations." FGD patrticipant 06
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A critical barrier to effective care is the shortage of trained professionals in child mental
health services. Many practitioners are still in training and lack the necessary expertise to

handle sensitive cases of child sexual abuse.

"The majorities of the professionals that visit them are in training and have limited
expertise, the matter is sensitive, and they are children. In addition to shifting

professionals, there are not enough skilled professionals.” FGD participant 05

Clinicians discussed the challenges posed by limited resources and the accessibility of
mental health services, noting that despite the prevalence of sexual abuse, many survivors

do not seek help due to barriers such as stigma and lack of awareness.

“Even if the legal system and social services are not yet fixed, we can provide them
with psychological support. If it is complicated, such as if they have depression,
anxiety, or another disorder, we treat them. A high level of trust can help children
reduce the burden as they grow older.” FGD participant 06

In some cases, Survivors have occasionally declined to cooperate with clinicians.
Additionally, survivors and their parents insisted on not being treated by male clinical

psychologists or psychiatrists.

“She is a child, and her father abused her, yet when she first saw a psychiatrist, she
refused to see a male psychiatrist. She screams and cries, but when she came with
me, some of the symptoms had gone, allowing me to see her, and there are situations
like this.” FDG patrticipant 01
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Clinicians highlighted several strengths of the current mental health services available for
child survivors of sexual abuse. These strengths were seen as key factors in providing

effective care and support.

Clinicians pointed out the strengths of having comprehensive and tailored care for young

survivors.

“There is a particular section for children's mental health, which includes a child
psychiatrist and psychiatry residents in training at the clinic. The quality of treatment is
upheld following a well-timed initial assessment and the identification of problems,
sometimes requiring longer sessions. This means patients will have lengthier follow-up

to help discover symptoms if they are asymptomatic at this point.” FGD participant 03

Clinicians highlighted the positive aspects of having a dedicated setup for psychiatry and
psychology services, emphasizing the importance of a structured environment for organized

and focused care.

“In terms of strength, | believe a setup like this is even possible here; | don't think there
is a place where a psychiatrist or psychologist can sit and treat; this is really good.
Things are trying to operate with the resources that are available, possibly owing to

resource constraints.” FGD participant 04

Clinicians and parents often noted that when cases of child sexual abuse were reported, it
was primarily teachers who first identified the signs of abuse in the child. This underscores
the crucial role that teachers play in recognizing and addressing child abuse, emphasizing

the importance of their vigilance in protecting vulnerable children.

“The abuse was discovered by the school's teachers after they observed her
relationship with a child, behavioral changes, loneliness, and difficulty controlling her

urine.” FGD participant 06

“However, he has since become withdrawn, sleepy, and unresponsive to questions.
He stands in the corner even while she is teaching. She thought he would just stand in
her class before she asked other teachers, but they all responded, "Oh, that child is

like that." IDI participant 04
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Based on the insights provided by participants during the focus group discussions (FGD) and
interviews, several key recommendations emerged to enhance the support and care for child
sexual abuse (CSA) survivors. These recommendations reflect the collective wisdom and
practical experiences of the participants, highlighting areas for improvement and actionable

steps to address the multifaceted challenges faced by survivors and their families.

The following points underscore the critical need for increased awareness, better
coordination among services, specialized training for health care providers, and robust family

and community support systems.

Participants stressed the importance of raising awareness about available services and
ensuring better coordination among different service providers. Clear information about
shelters and entry points is crucial to effectively utilizing existing resources and providing

holistic care.

"Not everyone is aware of where this service is delivered. It would be helpful if we
knew about shelters and entry points to do something holistically with the resources

we have." FGD participant 04

Clinicians addressing safety concerns in conjunction with therapy is vital. Collaboration with
shelters and legal authorities is necessary to ensure therapy can be sustained.

"Therapy cannot be sustained when there is a safety concern. It should be worked out

with stakeholders such as shelters and legal authorities.” FGD participant 01

The value of collaboration between legal experts, mental health professionals, and social
workers is highlighted as a way to make a positive societal impact.

"Working with legal experts, mental health doctors, and social workers, | believe, will

allow us to make a difference in society." FGD participant ID 02
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Government and community involvement in educating and protecting children from attacks is
crucial. This includes the roles of doctors, educators, and advocates in teaching and
safeguarding children's rights.

"If the government gives kids advice, it can stop these kinds of attacks. This doctor
and you both talk about women's and children's rights, so who else will come and talk
about it? While parents try their best to keep their kids safe, you are the one who
teaches them." IDI participant 03

Participants emphasized the need for specialized training programs to enhance the skills and
expertise of health care providers dealing with CSA cases. Continuous training and

maintaining rapport with patients are essential.

"In the training program, we have to have someone stay in one spot for a longer period
of time... It improves the rapport and avoids having to start from scratch.”" FGD

participant ID 04

Strengthening family and community support is crucial for the recovery and well-being of
CSA survivors. This includes educating parents and community members about the impacts
of abuse, encouraging open communication, and addressing economic, psychological, and

social pressures.

"As a result, it is our responsibility as experts to raise community awareness as much

as possible." FGD patrticipant ID 01

"Teaching patients, survivors' parents, or community members that it is a problem that
affects everyone, but particularly impacts children, both girls and boys. Open
communication allows kids to report about touching sensitive places." FGD participant
ID 04

"Receiving integrated treatment will help them deal with their economic difficulties,

psychological obstacles, and social pressures more effectively.” FGD participant ID 06

Interviewee "l wanted my child to be involved in counseling or education for the local

population as well as the children who were impacted by the abuse." ID 01
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Chapter five: Discussion

The findings of this study highlight the multifaceted impacts of child sexual abuse (CSA) on
children and their families, revealing a complex interplay of physical, emotional, and social
consequences. This discussion synthesizes the findings from the findings from parents and
clinicians regarding the impacts of child sexual abuse, Experiences of Parents and Clinicians
in Addressing CSA, and Recommendations for Improvement. By integrating these
perspectives, the analysis provides a holistic understanding of the challenges, needs, and

service gaps while proposing targeted interventions.

Both parents and clinicians reported profound psychological effects of CSA on children,
including significant behavioral changes, avoidance responses, and the emergence of

psychiatric conditions

The experiences shared by parents illustrate the profound emotional and behavioral issues,
including anxiety, depression. These findings corroborate existing literature, which highlights
that survivors of CSA often exhibit symptoms of PTSD, mood disorders, and difficulties in
social interactions(60, 61). The parents' observations of their children's heightened fear,
withdrawal, and behavioral changes reflect the psychological impact of trauma, reinforcing

the need for targeted mental health interventions for both children and their families (62, 63)

Clinicians noted a range of mental health issues among CSA survivors, including PTSD, and
mood disorders. These findings are consistent with existing literature that emphasizes the

long-term psychological effects of CSA on children(13, 64).

This convergence emphasizes the profound emotional toll that CSA exerts on survivors,
reinforcing the necessity for immediate and long-term mental health interventions tailored to

the needs of both children and their families.
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The psychological and emotional distress experienced by parents following their child's
abuse is profound. Many parents reported feelings of helplessness, anger, and depression.
Clinicians reported similar themes, highlighting the emotional and psychological burden that
caregivers experience, often referred to as secondary trauma, which are consistent with

findings from studies that emphasize the secondary trauma experienced by caregivers (65).

While parents emphasized their emotional distress, including feelings of guilt and
helplessness, clinicians focused on the clinical implications of these emotional responses.
Parents expressed concerns about their inability to protect their children and the subsequent
impact on their mental health, while clinicians highlighted the need for trauma-informed care
that considers both the survivor's and the caregiver's experiences. This divergence suggests
a need for integrated support systems that address the psychological needs of both children
and their parents.

Both groups identified significant academic challenges following CSA. Parents observed
declines in their children's academic performance and social withdrawal, while clinicians
confirmed that trauma often leads to disengagement from educational settings. Furthermore,
both noted the detrimental impact of punitive responses from educators who may not
recognize the underlying trauma, indicating a gap in understanding the needs of CSA

survivors(66).

Both parents and clinicians highlighted the issue of social isolation following CSA. Many
parents, particularly mothers who may feel stigmatized or unsupported, is a critical factor that

can hinder recovery and coping (67).

The message of parents in this study reflection finding from other contexts, suggesting that
community support networks are essential in mitigating the adverse effects of CSA on
families (68).

The impact of CSA extends beyond the individual, affecting family dynamics and
relationships. Clinicians reported that family members often experience emotional distress
and social isolation, which can hinder the healing process (69, 70). This underscores the
need for family-centered interventions that address the collective trauma experienced by
families of CSA survivors (71, 72).
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This shared understanding points to the critical need for community-based support systems
and interventions that foster social connections and reduce the stigma associated with CSA.

Both Parents and clinicians frequently mentioned the financial strain of seeking medical and
legal assistance, which exacerbated their emotional distress. The economic burden of
seeking medical and legal assistance further exacerbates their distress, as many participants
reported financial instability and limited access to resources. This aligns with research
indicating that low socioeconomic status is a significant barrier to accessing mental health
services (73).

This alignment suggests that the understanding of the multifaceted barriers to care,
emphasizing the need for integrated support that addresses both clinical and economic
challenges faced by families.

The responses of parents following the abuse reveal a complex landscape of medical and
legal challenges. While many parents prioritized seeking medical attention, their experiences

with the legal system were troubled with frustration and disappointment.

Parents also feel compelled to report the abuse to law enforcement to hold the perpetrator
accountable, but this process is often challenging. Many express frustration with the legal
system, highlighting systemic obstacles and feelings of helplessness when justice is not
served.

This aligns with the literature indicating that victims and their families often encounter
systemic barriers, including inadequate legal protections and a lack of support from law
enforcement (74, 75).

Significant threats and safety concerns arise after reporting, including fear of retaliation from
the perpetrator, further complicate parents’ willingness to pursue legal action. This reluctance
underscores the need for reforms to create a safer environment for survivors when reporting
abuse the reluctance of some parents to engage with the police due to fears of retaliation or
lack of trust in the justice system highlights the need for reforms to ensure that survivs feel

safe and supported when reporting abuse (76, 77).
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Additionally, there is often a lack of coordination between medical and legal systems. Both
parents and clinicians emphasize the importance of collaboration between healthcare
providers and law enforcement to ensure comprehensive support and timely interventions for

survivors (78).

Triangulation reveals varied perspectives on the adequacy of CSA related services,
reinforcing the need for continuity of care and well trained, trauma informed clinicians to

ensure quality service delivery.

Parents face significant challenges in accessing appropriate care and support services, often
due to a lack of awareness regarding available resources. This aligns with findings from other
studies indicating that knowledge gaps hinder access to necessary services (13). There is a
critical need for psycho-education and support groups for parents to address their emotional

needs and foster resilience (79).

Clinicians and parents emphasize that socioeconomic factors significantly influence survivors’
access to mental health services. Financial constraints often lead to interruptions in therapy,
particularly for low-income families, highlighting the urgent need for support. This finding is
consistent with recent research illustrating how socioeconomic challenges can impede

access to mental health services (80).

Immediate assistance is crucial for abused children from low-income backgrounds
Continuity of care is vital, as frequent changes in providers and low adherence to
appointments create barriers to effective treatment. Participants stress that changing
professionals is a significant obstacle, making it difficult for patients to build a consistent
therapeutic relationship. This need for stable care is echoed in the literature, which supports

the importance of continuous provider engagement (81).

Survivors often face academic challenges exacerbated by punitive responses from educators
who may not recognize the underlying trauma. Instances of harsh disciplinary measures,
such as physical punishment for absenteeism, illustrate the need for greater awareness and
training among educators regarding trauma-informed responses to prevent negative

educational outcomes highlights the need for awareness and training among educators
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regarding trauma-informed responses, which can prevent negative educational outcomes
(82) .

Some survivors demonstrate reluctance to cooperate with treatment processes, particularly
when the perpetrator was male. This preference for female clinicians highlights the need for
gender-sensitive approaches in treatment, as trauma can significantly affect survivors'

comfort levels with male practitioners (83).

Clinicians’ observations regarding these dynamics underscore the importance of trauma-

informed care that addresses both immediate and long-term effects on survivors.

Clinicians highlight the difficulties in safeguarding the privacy of survivors treated within the
same compound, where their visibility by others can lead to discomfort and reluctance to
seek care. This concern is echoed in the literature, which emphasizes the importance of
creating confidential and secure treatment environments for survivors. The presence of other
patients can compromise privacy and safety for individuals experiencing trauma, leading to
further psychological distress(84). Similarly, maintaining confidentiality in treatment settings is
crucial for fostering trust and encouraging survivors to engage fully in their recovery process
(85).

These findings collectively highlight the urgent need for trauma-informed care practices that
prioritize the privacy and comfort of survivors.

A critical barrier to effective care is the shortage of trained professionals in child mental
health services. Many practitioners are still in training and lack the necessary expertise to
handle sensitive cases of child sexual abuse. This shortage aligns with findings from other
studies indicating that inadequate training and lack of continuity of care among mental health

professionals can compromise the quality of care provided to CSA survivors (86, 87).

Parents frequently encounter significant obstacles within the justice system, expressing
frustration over the lack of timely support and slow responses. Delays in legal proceedings
and perceived corruption contribute to a sense of helplessness, further complicating the
recovery process for both parents and survivors. Clinicians note that the complex legal
processes and financial pressures faced by parents create additional stress that can hinder
treatment and also the lack of coordination between mental health services and legal support
is a significant gap that must be addressed to ensure comprehensive care for survivors (87,
88).
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Furthermore, the economic barriers faced by families seeking care highlight the need for
policy interventions aimed at reducing inequalities in access to mental health services (88,
89). The analysis through triangulation reveals a critical need for integrated legal, mental

health, and social services to effectively support survivors and their families.

The combined insights from both parents and clinicians suggest the following actionable

recommendations to enhance support systems for CSA survivors and their families:

Raising public awareness and educating communities about CSA can help reduce stigma
and encourage families to seek help. Public health campaigns, school-based programs, and
media initiatives can contribute to shifting societal attitudes towards CSA, enabling better

support for survivors and families (90, 91).

Better coordination between mental health professionals, social workers, and legal services
can create a more integrated response to CSA. By aligning therapeutic interventions with
legal processes, survivors can receive holistic care that addresses both their psychological
needs and the legal complexities of their cases, which can improve overall outcomes (78, 92,
93)

Providing specialized training for health care professionals ensures that they are equipped to
recognize signs of CSA and offer trauma-informed care. Tailored training programs can
enable providers to address the unique emotional and psychological needs of CSA survivors
(94, 95).

Survivors benefit greatly from strong support networks, including family and community
involvement. Encouraging family-centered approaches to care and involving community
organizations in support networks can help build resilience and facilitate long-term recovery
and well-being (96, 97).

The integration of safety considerations into therapeutic practices is essential for effective
treatment outcomes. Clinicians must actively address safety concerns to create a secure

environment for their clients(13).

This necessitates collaboration with shelters, legal authorities, and social services to ensure

that therapy can be sustained without compromising the safety of vulnerable populations.

38



Such partnerships can facilitate access to resources that protect individuals from potential
harm while allowing for ongoing therapeutic engagement (98).

The role of government and community in safeguarding children from violence and abuse is
critical. Comprehensive strategies that involve doctors, educators, and advocates are
necessary to educate children about their rights and provide them with tools for self-
protection. Government initiatives aimed at prevention and intervention can enhance

community resilience, thereby reducing the incidence of attacks on children (99).

By fostering a collaborative approach, communities can create a protective network that

empowers children and supports their well-being.
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Chapter Six: Limitation and Conclusion

This study, while providing valuable insights into the impacts of child sexual abuse (CSA),

has several limitations:

Small Sample Size: The relatively small sample size may limit the transferability of the
findings. Although data saturation was achieved, indicating that no new themes or
information emerged, the limited number of participants may not fully capture the diversity of

experiences and perspectives present in the broader population.

Geographic Limitation: Participants were primarily from a TASH, which may not reflect the

broader population of CSA survivors.

Reliance on Self-Reported Data: Self-reported data from parents and clinicians may

introduce bias due to emotional states or societal expectations.

Future research should aim to include more diverse samples encompassing various
socioeconomic backgrounds, cultural contexts, and geographic locations. Employing mixed-
methods approaches, including quantitative measures, can enhance the robustness of the
data and provide a more comprehensive understanding of CSA and its effects.

Response Bias: Both parents of CSA survivors and clinicians may provide responses they
believe are more socially acceptable or favorable, rather than their true feelings or

experiences.

Confirmation bias: Interpreting data to support a hypothesis, while removing any unfavorable

data.

Social desirability bias: Participants responding to questions in a way that presents them in a

more favorable light.
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The study illuminated the profound and multifaceted impacts of child sexual abuse (CSA) on
both survivors and their families, revealing significant insights into the interplay between
physical, emotional, and social challenges faced by children post-abuse. These challenges
reverberate through their families, highlighting the critical role of clinician support in

navigating the complexities of trauma and recovery.

The findings underscore the pervasive nature of CSA across different ages, genders, and
educational backgrounds within various socio-economic contexts. The emotional,
psychological, and social consequences of CSA emphasize the urgent need for
comprehensive support systems that address both immediate and long-term needs, while
clinicians face significant challenges in providing adequate care, necessitating coordinated

and trauma-informed responses.

Key findings underscore:

The study employs triangulated perspectives, combining insights from both parents and
clinicians to provide a comprehensive view of the impacts of child sexual abuse (CSA). This
dual perspective enriches the understanding of the emotional, psychological, and social
repercussions of abuse, as well as the systemic barriers faced by families. Additionally, it
emphasizes family dynamics, highlighting the emotional toll on parents and how the effects of
CSA extend beyond the survivors to impact caregivers and family relationships, an often-

overlooked aspect in similar research.

Moreover, the research offers a detailed exploration of behavioral and psychiatric symptoms
by documenting specific changes and conditions reported by both parents and clinicians.
This focus aids in identifying the specific needs for tailored interventions. The study also
identifies systemic barriers by thoroughly examining the challenges within medical, legal, and
educational systems that hinder effective care and support for CSA survivors. By detailing
these barriers, it contributes to discussions on policy reform and the necessity for integrated

support services.
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Furthermore, the study provides practical recommendations, not only identifying problems but
also offering actionable insights based on the lived experiences of participants. This
relevance extends to practitioners, policymakers, and community organizations looking to
enhance support for CSA survivors. The findings reflect the unique cultural and
socioeconomic contexts of the participants, allowing for a more nuanced understanding of
how different backgrounds influence the experiences of CSA survivors and their families.

Finally, the study emphasizes community involvement, highlighting the importance of
community education and support systems. It suggests that effective interventions require
engagement from various stakeholders, including health professionals, educators, and
community leaders, making collaborative efforts crucial for holistic recovery.

Overall, this multifaceted approach and emphasis on both survivor and caregiver experiences

significantly contribute to the field of child sexual abuse research.
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Appendixes

Appendix1:- Budget breakdown

Detail breakdown by equipment, materials; transport and; communications

No. Required Cost(Birr) Remarks
Duplication and Printing | 2,000
Transcription 14,000
Translation 6,000
Contingency 3,000
Total 25,000
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Appendix 2:- Research work plan (Time-table)

Activities February | March | April | May | June | July | August

1 Proposal
preparation
and
submission \/
to the
department

2 Proposal
defense «/

and ethical
clearance

3 Data
collection,
Data
analysis \/
And Thesis
write up

4 First draft

thesis «/
submission
to the
department

5 Research
defense «/

6 Final thesis
submission «/
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PART ONE

A. SOCIO-DEMOGRAPHIC CHARACTERISTICS OF PARENTS

1. Sex 1. Male [] 2.Female [ ]

2. Age

3. Marrital status

1. Single 2. Married 3. Have a boy/girlfriend 4. Other

4. Educational level

5. Religion

6. Address

7.0ccupation

B. SOCIO-DEMOGRAPHIC CHARACTERISTICS OF THE CHILD

1. Sex 1. Male [ ] 2. Female [ ]

2. Age

3. Educational status:- in school or not, [_] if in school grade level:

5. Religion

6. Any treatment the child is getting

7. For how long the child has been under follow-up in TASH psych OPD

side? A. Psychiatry side [] B. Psychotherapy side [] C. other

in which

8. Did you know the formal diagnosis
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PART TWO

1. Can you tell me why you and your child came to this clinic?

A.

B.

9.

When did the abuse happen?
When did you find out?
How did you find out?
What did you do after?
Where did you go for help?
How did you come in contact with this clinic?
How did you find out about this clinic?
Who informed you about the clinic?
Were you referred here by someone? If so, who?
What were your thoughts and reasons for bringing your child to this clinic?
What did you feel about bringing your child here?
How long did it take you to decide to come to this clinic?
What kind of problems did your child have before visiting the clinic?
What was your expectation?
Can you tell me about your experiences(both positive and negative )
What challenges have you faced?
Are there any specific needs or support that you feel are not being met?

What improvements or changes would you like to see in the mental health services

provided for children who have experienced sexual abuse?

Is there anything else you would like to share about your experiences or perspectives on

child sexual abuse?

Thank you
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PART ONE

SOCIO-DEMOGRAPHIC CHARACTERISTICS OF CLINICIANS

1.

5.

6.

Sex: 1. Male [1 2.Female ]

Age ranges from : A: 20-25 B: 26-30 C:30-35 D;35-40 E: Above 40

Religion:

Marital status:

What is your profession:

Years of experience:

PART TWO: Discussion Questions

1.

How frequently do you encounter cases of child sexual abuse in your practice?

Can you please describe your experiences with delivering services to children who have

suffered sexual abuse and their families?

How do you perceive the mental health effects of child sexual abuse on survivors and

their families?

What are some of the common mental health issues you observe in survivors?

How do these mental health issues affect the families of the survivors?

How do you assess the adequacy and quality of the mental health services currently

provided for these children?

What are the strengths of the current services?

What are the weaknesses?
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10.

11.

12.

What challenges do you face in delivering mental health services to children who have

experienced sexual abuse?
Are there specific barriers that hinder your ability to provide effective care?

What specific improvements or resources do you think are needed to enhance the mental

health care provided to these children?
Is there anything else you would like to share about your experiences or perspectives on

child sexual abuse and the mental health services provided?

Thank you
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My name is Dawit Mesfin, and | am a graduate student in the clinical psychology program at
Addis Ababa University. As part of my training, I’'m conducting a qualitative study on
‘MENTAL HEALTH CARE FOR CHILDREN WITH A HISTORY OF SEXUAL ABUSE:
PERSPECTIVES FROM PARENTS AND CLINICIANS”. | am inviting you to participate in the

study you that fit the requirements to be the study participant.

Involvement in the study is voluntarily, so you may choose to participate or not. Choosing not

to participate in this study will not affect you or your child’s care in the clinic in any way.

The next sections explain more about the study and read in detail before you going to have

any decision.

Additionally, please feel free to ask any questions that you may have about the research, |

will be happy to explain anything in greater detail.

Purpose of the study: the obtained data will be used to explore mental health care for

children with a history of sexual abusefrom the perspectives of parents.
Procedure: If you have willing to participate in the study, first you have to sign the consent.

Then after, you will be interviewed for at least 45-60 minutes regarding the study objectives.

The interview will be audio recorded.

Risk/Discomfort: There are only minor risks, such as experiencing distress from recalling

distressing memories while participating in this study.

Potential benefits: The information will be used to improve the service.

Confidentiality: All your identity information will be kept safe. All files including audio
records, signed consent, and notes taken while in the interview will also be kept securely.
The information obtained from you and other participants will be coded to protect your
subject’s name.

Right, to refuse or withdraw: you have a right to withdraw at any point if you choose not to

continue participating in the study.

| voluntarily agree to participate in this research program: Yes No
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| have received, read, and kept a copy of the information letter. | have had the
opportunity to ask questions about this research and | have received satisfactory

answers. | understand the general purposes, risks, and procedures of this research.

| consent to participate in the research project.

Name of participant

Signature Date

Name of data collector

Signature Date

Witness statement:

The participant was unable to read or sign this consent. | confirm that | was present as a
witness for the consent process for this study | confirm that the participant ID above was read
the information in the consent document and that the participant has agreed to take part in
the research study.

Name of witness sign date

Principal investigator name: Dawit Mesfin
Phone no: +251913105702

Email: dawitmesfinO4@gmail.com
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My name is Dawit Mesfin, and | am a graduate student in the clinical psychology program at
Addis Ababa University. As part of my training, | am conducting a qualitative study on
MENTAL HEALTH CARE FOR CHILDREN WITH A HISTORY OF SEXUAL ABUSE:
PERSPECTIVES FROM PARENTS AND CLINICIANS.

| am inviting you to participate in this focus group discussion as you fit the requirements to be

a study participant.

Your involvement in the study is voluntary, so you may choose to participate or not. The
following sections explain more about the study; please read them in detail before making
any decisions. Additionally, feel free to ask any questions you may have about the research,

and | will be happy to explain anything in greater detail.

Purpose of the study: The obtained data will be used to explore mental health care for
children with a history of sexual abuse from the perspectives of clinicians.

Procedure: If you are willing to participate in the study, you will first need to sign the consent
form. You will then participate in a focus group discussion with other clinicians lasting
approximately 45-90 minutes regarding the study objectives. The discussion will be audio

recorded.

Risk/Discomfort: There are only minor risks, such as experiencing distress from recalling

distressing memories while participating in this study.

Potential benefits: The information will be used to improve mental health care services for

children with a history of sexual abuse.

Confidentiality: All your identity information will be kept safe. All files, including audio
records, signed consent forms, and notes taken during the discussion will be kept securely.
The information obtained from you and other participants will be coded to protectsubject’s

name during reporting.

Right to refuse or withdraw: You have the right to withdraw at any point if you choose not

to continue participating in the study.

| voluntarily agree to participate in this research program: Yes No
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| have received, read, and kept a copy of the information sheet. | have had the opportunity to
ask questions about this research and have received satisfactory answers. | understand the

general purposes, risks, and procedures of this research. Yes No

| consent to participate in the focus group discussions.

Name of participant: Signature:

Date:

Name of focus group moderator:

Signature: Date:

Principal investigator name: Dawit Mesfin
Phone no: +251913105702

Email: dawitmesfin0O4@gmail.com
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