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Facilitator’s Guide Overview
Introduction
The Minimum Initial Service Package (MISP) for Sexual and Reproductive Health (SRH) is a priority set of life-saving
activities to be implemented at the onset of every humanitarian crisis. The MISP has five objectives1:
1. Ensure the health sector/cluster identifies an organization and a SRH coordinator to lead and coordinate the
implementation of the MISP.
2. Prevent and manage the consequences of sexual violence.
3. Reduce HIV transmission.
4. Prevent excess maternal and newborn morbidity and mortality.
5. Plan for comprehensive SRH services, integrated into primary health care as the situation permits.
Neglecting the MISP in humanitarian settings has serious consequences: preventable maternal and newborn deaths;
sexual violence and subsequent trauma; sexually transmitted infections; unwanted pregnancies and unsafe abortions;
and the possible spread of HIV.
Nurses, midwives, and doctors working in emergencies provide the clinical services needed to achieve objectives 2, 3,
and 4 of the MISP. These services include clinical management of survivors of sexual violence and basic emergency
obstetric care, while ensuring effective infection control practices at all times in all clinical settings.
The IAWG has designed a series of short clinical outreach refresher trainings in order to reinforce previously acquired
knowledge and skills of health care staff tasked with providing these priority services. This Clinical Management of
Sexual Violence Survivors module is one of the refresher training modules.

Objective
The objective of this facilitator's guide for the module on Clinical Management of Sexual Violence Survivors is to
guide clinical trainers to conduct a brief face-to-face training in a crisis setting in order to refresh health care
providers’ knowledge and skills on providing medical care to survivors of sexual violence.

Target Audience
Facilitator: An experienced clinical trainer. It is recommended that two qualified trainers deliver this refresher
training.
Participants: Health care providers, including midwives, nurses or other mid-level providers, general practice
physicians, and obstetricians/gynecologists working in crisis settings where the Inter-agency Reproductive
Health (RH) Kit 3 (Post-rape Care), the Post-Exposure Prophylaxis (PEP) module of the Inter-agency Emergency
Health Kit, or similar medical supplies to manage cases of sexual violence are available.

1

The MISP will be revised in 2017. Please be aware that this content is subject to modification.
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Participant Prerequisites
At minimum, participants should already:
u demonstrate knowledge of the male and female reproductive system.
u know how to take a medical history and conduct a physical examination.
u have experience in prescribing treatment with appropriate counseling.

Description of the Facilitator's Guide
This facilitator’s guide includes presentation slides, case studies, and simulation activities. It provides the information
necessary to refresh health care providers' knowledge and skills on the provision of survivor-centered medical care
and includes resources for further study.
The training module is divided into nine units. Each unit includes four elements:
1. Time: An estimate of how long it should take to complete the unit.
2. Objectives: Specific objectives to be met by the end of each unit.
3. Materials: Copies of all learner materials for distribution and answer keys for trainers.
4. Instructions: A list of the handouts, presentations, and other resources needed for each activity, followed by
step-by-step guidance on how to facilitate interactive learning.
Trainers are highly encouraged to adapt the units to fit local training needs and objectives.
In this guide, slide presentations are organized with a thumbnail image of the slide on the left and facilitation
notes directly beside it on the right side of the page. Instructions walk the trainer through points to emphasize
during the interactive portions of the presentation.

Documentation and Certificates
Trainers should document attendance of participants and present certificates of attendance at the end of the course.
Participants will also complete both a multiple-choice pre-test and post-test to assess their understanding of the
subject.

Participant Evaluation
It is recommended to conduct an informal process evaluation at the end of each workshop day to assess participant
satisfaction with the topics and activities. At the end of the course, participants should complete the final evaluation
form to provide feedback, which will allow adaptation of future trainings.
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TIMING

8:00-8:30
(30 minutes)

Break

9:15 – 10:15
(60 minutes)

10:15-10:30
(15 minutes)

2

3

10:30-12:30
(120 minutes)

•
•
•
•
•

Step 1: Access to care
Step 2: Prepare the survivor
Step 3: Take the history
Step 4: Perform the examination
Step 5: Collect forensic evidence

Clinical management of survivors of sexual violence

Core concepts
• Sexual violence: barriers to
care and support
• Core concepts of gender-based
violence (GBV)

8:30-9:15
(45 minutes)

Welcome and introduction
• Icebreaker
• Expectations and ground rules

Registration of participants

CONTENT

1

Introduction

Day 1

UNIT

• describe the elements that must be in place in the health system for
providing clinical services.
• understand the basic principles of psychological first aid.
• demonstrate the capacity to take a patient history pertaining to sexual
violence and document findings appropriately.
• describe components of a physical examination of survivors of sexual
violence and demonstrate how to document findings appropriately.
• describe principles of collecting forensic evidence during the physical
examination.

• explain the link between GBV and violations of human rights.
• define GBV and sexual violence.
• ensure respect for the guiding principles when working with sexual
violence survivors.

• reflect on their expectations of the training.
• understand the objectives of the training.
• agree on the ground rules of the training.

OBJECTIVES
At the end of the unit, participants will be able to:

Exercise

Presentation

Discussion

METHODOLOGY
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Sample Agenda

This is an example of an agenda for the refresher training on clinical management of sexual violence survivors.
Facilitators may need to adjust the order of some content and the time allowed based on the setting and the experience
level of the participants. There is an adaptable soft copy of the Course Agenda on the accompanying USB key and IAWG
website.

3

4

(15 minutes)

9:00 - 9:15

(45 minutes)

3:15-4:00

(15 minutes)

3:00-3:15

(90 minutes)

1:30-3:00

(60 minutes)

12:30-1:30

TIMING

Recap of Day 1

Case studies

Break

prophylaxis (PEP)

treatment, including post-exposure

• Step 6: Prescribing

Lunch

CONTENT

(15 minutes)

11:15-11:30

• Step 8: Follow-up care of

(120 minutes)

Break

the survivor

• Step 7: Counsel the survivor

9:15 - 11:15

6

• Establishing Standard

(60 minutes)

Operating Procedures (SOPs)

• Referral game

11:30-12:30

Programming for clinical management of survivors of sexual violence

5

Clinical management of survivors of sexual violence

Day 2

4

UNIT

of SOPs.

• understand the health care provider’s role in the implementation

• discuss how SOPs can improve access to care.

survivors.

• appropriately counsel, refer, and arrange follow-up for sexual violence

• discuss PEP for HIV as part of routine care for survivors of sexual violence.

• prescribe appropriate treatment for adult and child survivors of sexual violence.

OBJECTIVES
At the end of the unit, participants will be able to:

Presentation

Exercise

Activity

Presentation

Group exercise

Presentation

Exercise

METHODOLOGY
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9

Closing

8

8

7

UNIT

• Certificate of completion

• Course evaluation

• Post-test

Closing and evaluation

(30 minutes)

survivors of sexual violence

• Assessment of clinical services for

Break

survivors of sexual violence

• Assessment of clinical services for

• Pharmacy management

practical considerations

• Monitoring and evaluation,

Lunch

CONTENT

4:30-5:00

(60 minutes)

3:30-4:30

(15 minutes)

3:15-3:30

(45 minutes)

2:30-3:15

(60 minutes)

1:30-2:30

(60 minutes)

12:30-1:30

TIMING

elements to improve upon in their operating context.

• identify elements of clinical management currently in place and

elements to improve upon in their operating context.

• identify elements of clinical management currently in place and

evaluating post-rape care services.

• explain the role of the health care provider in monitoring and

OBJECTIVES
At the end of the unit, participants will be able to:

Group exercise

Group exercise

Video

Group exercise

METHODOLOGY
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Preparation for the Training
Work through the three tables below that outline the preparatory work that must be undertaken to successfully
implement the training.
1. Contextual Checklist
During preparation for delivering the course, it is necessary to adapt certain elements of the units to the local
context. In the month prior to the training, facilitators should work with the organization requesting the training
to gather the following information on the context in which the training will be delivered and update the
appropriate slides in the accompanying units, as noted. Use the checklist below to keep track of the necessary
information:
ITEM

UNIT

u The inter-agency gender-based violence (GBV) coordination structure in the emergency
setting, if any

2

u Information on reports of sexual violence in the setting

2

u Ask a legal expert to write a short briefing about:

6

v The legal definition of rape in the country of the training

2

v Recognized forms of sexual violence in legal texts

2

v Mandatory reporting requirements

3

v The national child abuse protocol, including reporting requirements and laws
relating to age of consent

3

v The type of lab specimens that can be locally processed as forensic evidence, if any

3

v Legal requirements for completing a medical certificate/police form, including
who may fill it out

3

v Court procedures in cases of rape and what to expect if asked to give testimony
in court

3

u National protocol related to management of survivors of sexual violence, if any

3

u National treatment protocols for sexually transmitted infections, if any

4

u Local treatment protocol and available drugs for post-exposure prophylaxis (PEP)

4

u Any existing GBV standard operation procedures (SOPs) or written referral pathways
between psychological counseling services, social support, legal support, higher level
care (gynecology, urology, psychiatric care)

4

u Discuss with the local GBV coordinator or ask her/him to attend or facilitate Unit 6
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2. Training Materials
The following materials are required for successful implementation of the course. They need to be assembled in
the month before the training:
MEDICAL EQUIPMENT

QTY

Flipcharts

2

Laptop

1

Projector

1

CHECK

Screen or white wall to project images
Markers in multiple colors

3 each color

Speakers for the laptop

2

Blank paper/Note pads

Based on number
of participants

Pens

Based on number
of participants

Ball of colored wool or string (at least 50 meters)
Handouts printed from USB key or IAWG website for all participants
(see Advance Preparation Checklist on following page)
Post-it notes, multi colored
Sample medicines for demonstration: emergency contraception,
PEP antiretrovirals (ARVs), antibiotics to prevent syphilis, gonorrhea
and chlamydia in child and adult formula, as relevant
Sample job-aids and guidelines

1
Based on number
of participants
4 pads
1 packet/box
of each
Either 1 copy for
demonstration or
1 per participant,
as appropriate
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3. Advance Preparation Checklist
Use the following checklist to ensure that all the necessary materials are prepared in the week before delivering
the training:

ITEM TO PREPARE

UNIT

Check projector for image and sound quality of videos and presentations*

General

Information from Contextual Checklist updated in appropriate slides

General

Review all slide presentations, hiding the optional slides if not needed in
your context

General

Review the instructions and answer keys for all activities

General

Flip chart sheets on: ground rules, parking lot, and GBV tree
(see facilitator instructions)

1

Create name tag stickers on colored post-it notes for the Referral Activity

6

COMPLETE

Print and staple, if needed, one copy of each of the following handouts from
the IAWG website or USB key for each participant:
•

Course agenda

1

•

Pre-test

1

•

Case Study: History and examination

3

•

History and Examination Form and Pictograms

3

•

Treatment Worksheet

4

•

PEP Dosages for Children

4

•

Counseling Worksheet

5

•

Sample Medical Record Audit Tool

7

•

Sample Health Facility Checklist

7

•

Clinical Management Checklist

7

•

Post-test

9

•

Certificate of completion

9

•

Course Form

9

*Note to Trainer: If slide presentations are not possible, trainers may copy the slides onto transparencies or
use photocopies as handouts.
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Alert: Important recommendations for before and after the training
This module is designed to be a 2 or 3-day clinical refresher training for already trained health care service providers
in humanitarian contexts. The IAWG-TPI conducted research about the barriers and facilitators to its implementation
during the pilot phase, and has the following recommendations for trainers and program managers:
u Before the training:
v Limit the selection of participants to those who meet the specified prerequisite qualifications in the
facilitator’s guide.
v Assess qualified participants’ learning needs to prepare for how best to address knowledge gaps. To do so,
use the pre-test included in the Clinical Management of Sexual Violence Survivors Extraction module or
interview participants.
v Based on identified trainees’ needs, provide additional training resources to expand the training as needed.
v Ensure that participants become certified in the MISP Distance Learning Module (available at
http://iawg.net/minimum-initial-service-package/) prior to the training, if possible.
u After the training:
v Discuss and possibly organize a log book and calendar of opportunities for trainees to practice their skills at
their institution.
v Regularly schedule ongoing supportive supervision for providers as soon as the security situation allows.
For more information, please see the following guidance note: Sexual and Reproductive Health Clinical Outreach
Refresher Trainings (S-CORTs): Operational considerations and programmatic guidance for SRH trainers, program
managers, and coordinators.

Accompanying USB
The accompanying USB includes the resources to be used for the training activities, including all handouts and slide
presentations. The USB also includes sample certificates of completion that trainers can personalize and additional
background reading.

Further Reading:
u World Health Organization, Department of Reproductive Health and Research, UNFPA and UNHCR, Clinical
Management of Rape Survivors: Developing Protocols for Use with Refugees and Internally Displaced Persons,
revised edition. (Geneva. 2004)
u Inter-Agency Standing Committee, Guidelines for Integrating Gender-Based Violence Interventions in

Humanitarian Action: Reducing Risk, Promoting Resilience and Aiding Recovery. (Geneva. 2015)
u Internal Rescue Committee and UNICEF, Caring for Child Survivors of Sexual Abuse: Guidelines for Health and

Psychosocial Service Providers in Humanitarian Settings, First Edition. (New York. 2012)
u United National Population Fund, Manual: Inter-agency Reproductive Health Kits for Crisis Situations, 5th Edition
(UNFPA. 2011)
All Clinical Management of Sexual Violence Survivors clinical refresher training resources, including these and other
publications, can be downloaded at www.iawg.net/tpi-home or accessed by contacting training@iawg.net.
Resources are also included on the USB key.
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Characteristics of an Effective Training
The following recommendations are necessary to ensure the effective transfer of information during adult
learning:
v Clearly communicate the purpose of the training to both trainers and learners.
v State exactly what learners are expected to know at the end of the course.
v Use training methods that build on participants’ existing skills and experience, enabling them to meet
the objectives.
v Present new knowledge and skills in a relevant context.
v Actively engage learners in the process.
v Use an effective mix of training methods to meet the needs of different learning styles.
v Offer learners the opportunity to practice applying new knowledge and skills.
v Provide learners with constructive feedback on their performances.
v Allow enough time for learners to meet the objectives of the training.
v Offer trainers and learners the opportunity to evaluate the course, measuring the extent to which
trainers and learners met the training objectives, and accept feedback from learners to make
improvements to the course.
From: Ipas, Women-Centered Postabortion Care: Reference Manual, Second Edition. Chapel Hill. 2013.

Sensitivity and Flexibility
Sensitivity and flexibility are crucial when organizing a refresher training in a crisis setting. When planning this
training, keep the following points in mind:
u Minimize the time providers spend away from their duty stations.
u Be sensitive to long hours and double shifts health care providers may be working.
u Remember that some participants may have long travel times.
u Be prepared for participants who have a mix of abilities and experience – some may be very new to the current
setting.
u Attendees will most likely be a range of nurses, midwives, doctors, and clinical officers.
u Be sensitive to the emotional needs of health care providers/participants in a crisis setting.
u Some providers may be experienced in providing care to survivors of sexual violence but inexperienced doing so
in a crisis setting with limited resources and a different legal structure.

Note to Trainers: In crisis settings, refresher courses typically take place on site. Be sure to bring all supplies
to the training, including paper certificates, copies of handouts, and additional resources in paper format.

10
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Introduction

Unit 1: Welcome and Introduction
Time
45 minutes
Objectives
By the end of this unit, participants should be able to:
u Reflect on their expectations of the training.
u Understand the objectives of the course.
u Agree on the ground rules.
Materials
Prepare the following in advance:
u Two flip charts: one titled "Ground Roles" and one titled "Parking Lot" with a car drawn at the top of the sheet
u Course Agenda, one for each participant
u Pre-test, one for each participant
u Markers in various colors, put 3 or 4 on each table
u Post-it notes in various colors, place Post-it packets on the tables
Instructions
Place the Course Agenda, Pre-test, markers, and Post-it notes on the tables for the participants prior to the start of
the day. Greet participants warmly. There may be requests for formal opening statements from national dignitaries.
Please try to accommodate such requests in the shortest time possible.
Introduce yourself and give a brief summary of your qualifications. Thank participants for attending the course
despite hectic schedules, exhaustion, and difficult circumstances.
Use an icebreaker activity to encourage the participants to interact with and learn about one another. For example,
divide them into pairs and have them introduce each other to the group.
Housekeeping
Tell participants where the restrooms are and encourage them to leave the training room quietly, if needed. Mention
when you will start and finish each day and what arrangements have been made for morning and afternoon breaks
and lunch.
Ground Rules
Present a flipchart sheet titled “Ground Rules”:
u Explain that ground rules are mutually agreed-upon guidelines to help the group work together, create a safe
and respectful learning environment, and accomplish tasks efficiently.
u Ask participants to suggest ground rules. Write their suggestions on the flipchart.
u Possible ground rules may include participating, listening respectfully, speaking one at a time, turning off cell
phones and pagers, and maintaining confidentiality.
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Expectations and Agenda
Ask participants to each write one to three expectations about what they hope to learn in the course on a colored
Post-it note. Have the participants put the notes on the wall or a flip chart that you have placed in the front of the
room.

Learning objectives

There are fifteen learning objectives in this refresher training.
These two slides list each of the training objectives.

By the end of this training participants should be able to:
•Explain the link between GBV and violations of human rights
•Define GBV and sexual violence
•Ensure respect for the guiding principles when working with
sexual violence survivors
•Describe the elements that must be in place in the health
system for providing clinical services
•Understand the basic principles of psychological first aid
•Demonstrate the capacity to take a patient history pertaining to
sexual violence and document findings appropriately
•Describe the components of and conduct a physical
examination of survivors of sexual violence, and document
findings appropriately
•Describe the principles of collecting forensic evidence following
a sexual assault

Learning objectives
By the end of this training participants should be able to:
•Prescribe appropriate treatment for adults and children
survivors of sexual assault
•Discuss post-exposure prophylaxis for HIV as part of routine
care for sexual violence survivors
•Appropriately counsel, refer, and arrange follow-up for sexual
violence survivors
•Understand the clinical service provider role in the
implementation of SOPs
•Discuss how SOPs can improve access to care
•Identify elements of clinical management currently in place and
elements to improve upon in their operating context
•Explain the role of the clinical service provider in monitoring
and evaluating post-sexual assault care services

Group the Post-its and review participants' expectations for the training. Go through the learning objectives and
identify the expectations likely to be met. Use the accompanying slides that outline the learning objectives. Point out
any expectations that may be beyond the scope of the course. Keep the list of expectations to review with
participants at the end of the course and ensure that those within the scope of the training were met.
Briefly review the course agenda with the participants.
Parking Lot
Present the flipchart sheet titled “Parking Lot”:
u Explain that any questions that cannot be addressed at the time they are asked during the course will be put in
the “parking lot.”
u Throughout the course the trainer will refer back to these questions and address them when they are most
relevant.
Ask the participants to complete the pre-test at the end of Unit 1. Allow 10-15 minutes for completion.
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Unit 2: Gender-based Violence:
Core Concepts
Time
20 minutes - Video and discussion
40 minutes - Presentation
Objectives
By the end of this unit, participants should be able to:
u Explain the link between gender-based violence (GBV) and violations of human rights.
u Define GBV and sexual violence.
u Understand and act upon the guiding principles for working with survivors of sexual violence.
Materials
Prepare the following in advance:
u Video: Experience of Iraqi refugees in Jordan (from IAWG website or USB key, check if it runs, check the sound)
u Flipchart: Draw a GBV tree (see instructions on page 16)
u Markers
Instructions
This unit begins with a video and is followed by a slide presentation. The session introduces the topic of sexual
violence with a documentary clip. The sessions highlights the guiding principles for working with survivors of sexual
violence: safety, confidentiality, respect, and non-discrimination.
Introduce the guiding principles for the care of survivors of sexual violence. Write the guiding principles on a flip
chart: safety, confidentiality, respect, and non-discrimination. If these guiding principles are integrated into
participants’ services, access to care for survivors of sexual violence will be improved.
Post the written guiding principles in a prominent place on the wall and refer to them throughout the sessions that
follow.
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Presentation

Clinical management
of sexual violence
Sexual and gender-based violence:
Core conc
n epts
If the gui
g ding
g pr
p incipl
p es are integrated into health care services,
access to care fo
or sexxual violence survivors will be improved.

Barriers to care and supp
port
• Do you think all survivors report to your
facility?
• Why or why not?

ACTIVITY: Cue up the video about refugees from Iraq living in Jordan
that is found on the IAWG website and USB key. After warning the
audience that some of the scenes may trigger strong emotional
responses, run the documentary from the beginning and stop the video
at 2:57.
1. Facilitate a group discussion with the participants using the
following points (10 minutes):
2 This film shows stories about sexual violence survivors in a
conflict setting. Do you think sexual violence happens only in
conflict settings? Does it happen also in natural disasters? In
countries with no current humanitarian emergency?
Does sexual violence happen in your setting?
2 Do you think all sexual violence survivors can access health care?
2 If not, why not?

2. Guide the discussion to elicit some of the barriers to accessing clinical care after a sexual assault. It is important to stay focused on the
question and not let the discussion stray off topic. The purpose of this discussion is to introduce the guiding principles and how adherence to
these principles will improve access to health care for survivors.
2 Sexual violence survivors are stigmatized and blamed for the sexual assault.
2 Health care providers consulted by sexual violence survivors should respect confidentiality. Nobody should find out that the survivor came
to seek health care services. However, this is often not the case.
2 The perpetrator may threaten to harm the survivor if she/he tells anyone about it.
2 Survivors may be reluctant to seek health care services because they fear the providers will show no respect and blame them.
2 Survivors may be discriminated against if they are from a different ethnic group; male; lesbian, gay, bisexual, transgender or intersex
(LGBTI); or unmarried adolescents.
3. Wrap up the discussion by reiterating the guiding principles for the care of sexual violence survivors: safety, confidentiality, respect, and
non-discrimination. You will discuss the guiding principles in detail in the next session. Apply the guiding principles at all stages of planning
and implementation of services for sexual violence survivors.
4. Refer to the posted guiding principles throughout the sessions. The purpose of the discussion is to start participants thinking about barriers
to access services and to consider the guiding principles that underlie actions to overcome these barriers. Encourage the participants to
discuss issues of stigma, referrals to other services without the survivor`s consent, confidentiality, etc.
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Human Rights
• “A
All human beings are born free an
nd equal in
dignity and rights.” (Universal Declaration of
Human Rights)
• Human rights are universal, inalienable,
indivisible, interconnected, and interdependent.
• Everyone is entitled to all the rights and
freedoms, without distinction of an
ny kind, such
as race, gender, religion, political opinion, etc.
• Prevention of and response to gender-based
violence is directly linked to the protection of
human rights.

GBV and Human Rights
GBV violates a number of human rights principles:
• Life, liberty, and security of the person
• Freedom from torture or cruel, inhuman, or degrading
n treatment or
punishment
• Freedom of movement, opinion, expression, and association
• Entering into marriage with free and full consent and
d the entitlement to
equal rights to marriage, during marriage, and at its dissolution
• Equality, including to equal protection under the law, even during war
• Human dignity and physical integrity
• Freedom from all forms of discrimination
• Equality in the family
• The highest attainable standard of physical and mental health

Scope of the Problem: Sttatistics
• 2014 Meta-analysis of 19 studies: Prevalence of sexual violence among female
refugees and IDPs across 14 countries affected by conflict suggests one in five
(21.4%) experienced sexual violence. Likely an underestima
m tion.
• Over 3 months in 2013, IRC Women’s Centres in Bangui, CAR, saw 238 women
reporting extreme levels of violence and abuse. 82% repo
orted experiencing rape,
with 72% reporting gang rape.
• A 2000 CDC survey: 25% of Azeri women acknowledged being forced to have sex,
with the internally displaced in Azerbaijan at greatest risk.
• An estimated 23,000-45,000 Kosovar Albanian Women were raped between
August 1998 and August 1999, the height of the war with Serbia.
• Between 2001 and 2009, 489,687 women in Colombia exp
perienced sexual violence
in municipalities that had State and non-State fighting forces present.

Emphasize that we are all born with human rights, wherever
and whoever we are. No one gives us human rights or can
take them away. We cannot enjoy some rights and be denied
others. A denial of one right leads to many other rights
being denied. Emphasize that all acts of GBV are violations of
fundamental human rights.

Prior to showing the answers on this slide, ask the
participants: “Which human rights are violated when GBV
occurs?” Briefly facilitate feedback, then click and show the
answers. Do not read all of the bullet points.

This slide is optional. Hide it prior to the beginning of
the presentation if it will not be used and has not been
updated with context-specific information. Find any
existing statistics, if possible, regarding sexual
violence prevalence in the context of the region to
include on the slide.
Ask the participants to read these statistics for themselves.
Mention that GBV happens in all societies and cultures and
that it is often exacerbated in emergencies. The references
for these studies are listed at the end of this presentation.
An approximation of incidence or prevalence data can
only be found through carefully designed specialized
studies. It is important to emphasize that sexual
violence is widespread everywhere. We do not need to
know or spend time collecting incidence or prevalence data
to make services available to the community.
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Attitudes that contribute to the
h problem
• “Wife beating is an accepted custom…we are wastingg our time debating the
issue.”– Papua New Guinea member of Parliament durin
r g debate on wife
battering
• “.. If it's a legitimate rape, the female body has ways to try to shut that whole
thing (b
becoming pregnant) down“– US member of Congress
• “… through questions related to her sexual life it is po
ossible to tell if the
woman is responsible for the attack, because in most cases, it is the woman
who provokes the aggression”– Agent from the Mexico City Attorney General’s
Office

Ask different participants to read each of the bullet points
aloud to the group. Summarize the slides by mentioning that
such attitudes contribute to GBV and are barriers to
preventing and responding to GBV.
Ask the group: Do you know of such attitudes in your
setting?

• “If my daughter or sister… allowed herself to lose face by doing such things,
I would most certainly take (her) to my farmhouse and in front of my entire
family, I would put petrol on her and set her alight”– Perpetrator's defense
lawyer in India

GBV Tree
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Do not show this slide until the following activity is
completed. Move the flip chart with the tree drawing
in front of the participants.
Activity: Why does GBV occur? This is the GBV tree. It has
roots, a trunk, and branches. The branches represent
examples of GBV, the trunk represents contributing factors,
and the roots represent underlying or root causes. Let’s think
of some examples of GBV.
Stop the discussion when you have 5-8 examples. Write the
examples on the branches of the tree. For instance:
Female Genital Mutilation: the practice of removing all or
part of a girl’s or woman’s genitalia.
Dowry abuse: a “dowry killing" occurs when a new wife is
murdered by her husband or in-laws if they are unhappy with
her, rather than sending her back to her parents and
returning the dowry.

Isolation: A married woman is not allowed to go out of the house or given money of her own.
These are all examples of GBV, but there are many others we can think of. Different forms of GBV are examples of different types of abuse:
sexual/physical (including harmful traditional practices), emotional, and economic.
Write the following types of violence on the tree trunk: Sexual, physical, emotional/mental/social, economic, harmful traditional
practices. Point out where the earlier examples fall.
Explain that in order to design effective GBV programming for emergencies, we must understand both the contributing factors
and underlying causes of GBV. Contributing factors are factors that either perpetuate or increase the risk of GBV, and influence the type
and extent of GBV in any setting. Contributing factors do not cause GBV, but they are associated with some acts of GBV. Some examples:
Alcohol/drug abuse is a contributing factor, but not all alcohol/drug abusers beat their wives or sexually assault women. War, displacement, and
the presence of armed combatants are all contributing factors, but not all soldiers sexually assault civilian women. Poverty is a contributing
factor, but not all poor women and girls will be sexually exploited or will resort to sex work. Note that many contributing factors can be
eliminated or significantly reduced through prevention activities. The underlying causes of all forms of GBV lie in a society’s attitudes towards
gender and practices of gender discrimination, as well as the roles, responsibilities, limitations, privileges, and opportunities afforded to an
individual according to gender. Addressing the root causes through prevention activities requires sustained, long-term action with change
occurring slowly over a long period of time. Ask for examples of root causes and fill them in on the roots.
When the flipchart drawing has been filled in and the discussion is complete, show this slide with all of the associated bullets as
a summary.
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We will talk about response in the next few sessions.

Prevention
To prevent sexual violence you need to understand root causes
and contributing factors that put people at risk in all sectors


Food security



Human re
r sources



Protection



Health



Education



Community



Water sanitation



Non-food distribution



Camp management

Response
To develop an appropriate response to sexual violence you need
to understand the possibl
b e consequences off sexual violence

Definitions and Terminology
• There is no consensus on terminology or definitions
among agencies or individuals.

• UNHCR: Sexual and Gender-Based Vio
olence
• IASC: Gender-Based Violence
• WHO: Violence Against Women
• ICRC: Sexual Violence

There is no consensus on the terminology. Some agencies use
gender-based violence, others use sexual and gender-based
violence, and some work on violence against women or
sexual violence. The lack of clarity around what GBV actually
means, the forms of violence it includes, and the
corresponding programs to prevent or respond to it may
cause significant confusion, unless there is a discussion and
agreement between agencies acting on the ground. This issue
of collaboration will be discussed more in Unit 6 on Standard
Operating Procedures.
Provide some background on the GBV coordination
structure in the setting where the training is delivered.
Research this information before the training by
reaching out to the GBV or RH coordinator. Emphasize
that as health care providers, the participants support this
coordination by providing quality health services.

Definitions of (S)GBV
• IASC definition for GBV
‘An umbrella term for any harmful act that is per
p petrated against a
person’s will, and that is based on socially ascribed differences
between males and females’
There are also different types or forms of vio
olence: (1) sexual (2)
physical; (3) harmful traditional practices; (4) socio-economic; and
(5) emotional and psychological

• UNHCR definition for SGBV
… gender-based violence is violence that is direc
e ted against a
person on the basis of gender or sex. It includes acts that inflict
physical, mental, or sexual harm or suffering, thr
h eats of such acts,
coercion, and
d ot h
her deprivations of liberty

GBV now often focuses on a wide range of gendered and
sexualized violence directed against women, girls, men, and
boys, including sexual violence directed at men in conflict and
violence against LGBTI individuals. We will hear more about
sexual violence directed against men later in the training.
Here are two more definitions. What are key terms and
concepts in both of these? Are they similar?
Emphasize the elements that the definitions have in
common.
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Definition of sexual violence
• WHO/IASC:
“any sexual act, attempt to obtain a sexual
act, unwanted sexual comments or advances,
or acts to traffic, or otherwise direct
c ed
against, a person’s sexuality, using coercion,
threatts of harm or physical force, by any
person regardless of relationship to the
victim, in any setting, including but not limited
to home and work”
World Report on violence and health, WHO, 2002
Page 8, IASC GBV Guidelines

Types of sexual violence
e

Ask the participants if they can name types of sexual
violence before showing the bullets on this slide.

• Rape
• Sexual slavery and/or trafficking
• Sexual harassment, indecent assault
• Sexual exploitation and/or abuse
• Forced pregnancyy, abortion, or sterilization
o
• Strip searches
• Incest
• Forced marriage, levirate marriage, early marriage
• Female genital mutilation

Why focus on clinical care for sexual
violence?
• Sexual violence can be immediately life-threatening
• Sexual violence has serious negative consequences
at all levels
• Effective response to sexual violence ca
c n prevent
further violence
• It is feasible and possible to prevent some negative
consequences of sexual violence

Providing clinical care for survivorrs of sexual
violence is a priority intervention in emergencies

Ask participants: Why should services for sexual violence
survivors be provided in crisis situations?
Acknowledge answers and continue with the presentation.
This training focuses on the clinical management of survivors
of sexual violence, which is one type of GBV. Agencies agree
that preventing and responding to sexual violence is the
minimum intervention that needs to be in place in the early
phase of an emergency response because of the immediate
life-threatening impact of this type of GBV. Interventions
addressing other types of GBV must also be implemented as
a situation stabilizes.
Click to show: Providing clinical care for survivors of sexual
violence is a priority intervention in emergencies.
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International definition of rape

Review the International Criminal Court (ICC) definition of
rape. This course specifically addresses the clinical
management of rape, one type of sexual violence.

“Invasion of the body of a person by con
nduct resulting
in penetration, however slight, of any part of the body
of the victim or of the perpetrator with a sexual organ,
or of the anal or genital opening of the victim’s body
with any object or any other part of the body
… committed by force, or by threat of for
o ce or
coercion…
…or by taking advantage of a coercive environment, or
committed against a person incapable of giving
genuine consent…”
-International Criminal Court (ICC)

Definition of rape in national
laws
• Legal definitions differ for each country, but
always include:
• Rape occurs without consent of the victim
• Some kind of force was used

• What is the legal definition of rape in your
setting?

Legal definition of rape

The legal definition of rape differs for each country, but all
definitions agree that rape is an act of sexual intercourse
without consent and that some kind of force was used.
To prompt a discussion with the group, ask questions such as
"Can a married woman be raped?" and "Can a man be
raped?" before moving forward to discuss the legal definition
in this context.
What is the legal definition in your setting? Include the
definition and examples of types of rape on a next slide.

The facilitator must find out the legal definition of rape in
the country and update this slide prior to the training.

• <Update this slide with infform
o ation prior to
the training>
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Victim or Survivor
Victim
 Suggests passivity rather than resilience
 Reinforces stigmatization
 But: Important status for legal purposes

Surv ivor
 Empowering
 Right to self-determination

Key messages
• Sexual violence is a violation of human rights
t
• Abuse of power and gender inequality are root causes of GBV
• Various stakeholders must collaborate to develop
comprehensive sexual violence prevention and response
activities
• There is no common terminology amongst actors
• Agree on the same definitions when responding to survivors
• Guiding principles:
¾Safety
¾Confidentiality
¾Respect
¾Non-discrimination
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The survivor-centered approach has been the cornerstone of
the feminist-based rape-crisis and domestic violence movement
around the world for decades. The term victim is avoided due
to a concern that it may reinforce stigmatization of persons
who have experienced sexual violence, and that it suggests
passivity, rather than survival and resistance. However the
term victim is important and used in legal texts to ensure the
right to justice and reparation.
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Clinical Management of Sexual Violence Survivors

Unit 3: Access, History and Examination,
and Collecting Forensic Evidence
Time
60 minutes - Presentation
60 minutes - Case study completed in groups
Objectives
By the end of this unit, participants should be able to:
u Describe the elements that must be in place in the health system to provide clinical services.
u Understand the basic principles of psychological first aid.
u Demonstrate the capacity to take a patient history pertaining to sexual violence and document findings
appropriately.
u Describe the components of a physical examination of survivors of sexual violence and demonstrate how to
document findings appropriately.
u Describe the principles of collecting forensic evidence during the physical examination.
Materials
Prepare the following in advance (the handouts and video are available on the USB key or IAWG website):
u Slide presentation
u Case Study: History and examination
u History and examination form and with pictograms - stapled together
u Video addressing psychological first aid (check if it runs and the sound quality in advance)
Instructions
This unit consists of a slide presentation followed by a case study activity to be completed in small groups. The first
part of the presentation discusses show to prepare the health care setting in order to make clinical care for survivors
of sexual violence available and accessible. The second part of the presentation covers taking a medical history,
completing a physical examination, and collecting forensic evidence. A case study activity occurs between the two
parts of the presentation, with participants using prompts to fill out a medical intake on a sample History and

examination form.
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Presentation

Clinical management of
sexual violence
Access to care:
History, examination, and forensics

Clinical Care
1 – Prepare to offer clinical care
2 – Prepare the survivor for the exam
3 – Take the history
4 – Perform the examination
5 – Collect forensic evidence
6 – Prescribe treatment
7 – Counsel the survivor
8 – Follow-up care of the survivor

Response

To develop an appropriate response to sexual violence, you need
to understand the possible consequences of sexual violence
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This training is going to go through the eight steps guiding
the clinical management of sexual violence survivors in
emergency settings. The first step, preparing to offer clinical
care, is important in setting up the appropriate health care
system to receive survivors for care. We will talk about that
now, and then walk through the rest of the steps using
practical exercises over the remainder of the training.

In order to prepare and develop an appropriate response to
sexual violence you need to understand the possible
consequences of sexual violence.
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Consequences of sexual violence
Health

Social
Psychosocial/
Legal

Physical

Psychological

Security /
protection

Ask: What are some of these consequences? Click each
of the three bubbles as you review each category.
Sexual assault, rape, and other forms of GBV are common in
complex emergency settings. Sexual violence, especially rape,
has a huge impact on people’s health. It goes beyond the
individual survivor’s physical health, where the consequences
can range from relatively minor injuries to severe injuries that
lead to death or permanent disability, sexually transmitted
infections (STIs)/AIDS, pelvic inflammatory disease, infertility,
chronic pain syndromes, unwanted pregnancy, unsafe and
complicated abortion, pre-term labor, and low birth weight.

Many survivors will suffer psychological ill health, including:
post-traumatic stress disorder, depression, suicide, anxiety/fear, feelings of inferiority, inability to trust, or sexual dysfunction.
GBV, therefore, also has a large impact on the social health of the community in terms of increased health care costs and increased legal and
security costs, losses in women’s income potential, interrupted education of adolescents, alcohol abuse, rejection and isolation of survivors,
homicide, and delayed community reconciliation and reconstruction.
The health sector is one of the key actors in providing care for sexual violence survivors and preventing many of these consequences.

Role of the Health Sector
• Respond to sexual violence
• Provide clinical care
• Offer first-line psychological support
• Collect forensic evidence
• Refer for further crisis interven
e tion
• Prevent sexual violence and stiggmatization,
in collaboration with other sectors

Survivor-centered approach
Attain evidentary
requirements

Health

Connect survivor
with protection

Attain
evidentary
requirements

Security
Protection
Accompany
survivor to
police

Survivor
Refer to
psychosocia
l sup’rt

Refer
testimony in
court

Legal/judicial

Connect to legal /
Accompany to court
Refer to
psychosocial sup’rt

Psychological
Social

From: International Protocol on the Documentation and
Investigation of Sexual Violence in Conflict

The core role of the health sector is to provide first-line
psychological support and clinical care for individual survivors
of sexual violence who present to the health care setting.
Other responsibilities of the health sector are:
2 Collecting forensic evidence and referring the survivor for
further care, if needed.
2 Collaborating with other sectors to prevent sexual
violence and the stigmatization and discrimination of
survivors.

A survivor-centered approach means that all those who are
engaged in programming to prevent and address violence
against women and men, prioritize the rights, needs and
wishes of the survivor.
Essentially, a survivor-centered approach applies a human
rights-based approach to designing and developing
programming that ensures that survivors’ rights and needs
are first and foremost.
The survivor-centered approach aims to create a supportive
environment in which the survivor’s rights are respected and
she/he is treated with dignity and respect. The approach
helps to promote the survivor’s recovery and her/his ability to
identify and express needs and wishes, as well as to reinforce
her/his capacity to make decisions about possible
interventions.
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Survivor-centered clinic set-up
non-discrimination

• Provide 24/7 services

• Ensure access for children, adolescents and men
• Patient flow: don‘t let the survivor wait
• Private consultation area

confidentiality

• Ensure all equipment and supplies are ready
• Secure, lockable file cabinet

safety

• Standard and translated protocols and forms
• Patient information leaflets
• If possible, provide new clothes when needed
• Community awareness of services available (examples)

Before sexual violence response services are started, it is
important to be prepared.
The first step in providing clinical care for sexual violence
survivors is to be prepared at a health system level.
What does survivor-centered mean? Respect the rights,
needs, choices, wishes, and dignity of the survivor at
all times.
Ask the group how they would set up their clinic to
provide survivor-centered care.

Respect thee rightss, needs,
s choices, wishe
s s and dignity of the survivorr at all times

Click through the slide to reveal the answers.
The necessary equipment and supplies should be readily available. Supplies can be obtained through Inter-agency Reproductive Health (RH)
Kits (Kit 3 – Post Rape Care).
The room should be private, with all equipment ready, so you do not have to walk in and out to look for things. The room should also have
easy access to latrines and running water.
Community members should be aware of the following to address the needs of sexual violence survivors:
v what services are available and where;
v the benefits to seeking clinical care;
v that survivors should seek care immediately without bathing or changing clothes; and
v when services are available (preferably 24 hours per day, 7 days per week).
Clinical staff members should be trained to provide
appropriate care.

Preparation of staff
• Ensure confidentiality: all staff must sign code of conduct
• Same sex + language staff - or trained chaperone/
interpreter
• One support person chosen by surivvor
• Ensure staff are trained and have correct information
• Staff must explain everything, obtain consent for
everything!
respe
ec
ct

Clinical Care
1 – Prepare to offer clinical care
2 – Prepare the survivor for the exam
a
3 – Medical history
4 – Physical examination
5 – Forensic evidence
6 – Prescribe treatment
7 – Counsel the survivor
8 – Follow-up care of the survivor
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Make sure health workers are trained in providing care to
survivors of sexual violence. Where possible, have a trained
person in the room who is the same sex as the survivor and
speaks her/his language. If the examiner is not the same sex as
the survivor, ensure that there is a trained chaperone.
Allow the survivor to have one trusted support person in the
room with her/him, but avoid having too many people in the
room. Police officers should not be present at the examination.

The remainder of this presentation will focus on steps 2
through 5 of care provision: preparing the survivor for the
exam, taking the medical history, collecting forensic evidence,
and performing the exam.
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Psychological First Aid
• Psychological First Aid
• Respect the guiding principles
• Adapt your approach to account for the person’s
culture
• Look after yourself
• Action principles: Prepare… Look, Listen, Link

Ask participants if they remember the guiding
principles. All health personnel who engage with affected
populations should know and be able to apply the principles
of psychological first aid. Psychological first aid (PFA)
describes a humane, supportive response to a fellow human
being who is suffering and may need support.
Ask the participants to work at their tables to identify
two ways that culture influences thoughts, actions, and
attitudes towards patients. Do you understand how to
provide clinical support to the people from the
community with which you work? (Do they notice any
cultural differences?) Give 5 minutes and then ask for
examples from a couple of tables to discuss in the
larger group.

The basic action principles – prepare, look, listen, and link – can help health actors view and safely enter a crisis situation, approach affected
people and understand their needs, and link them with practical information and support.
Activity: Show the first 2:55 of the video addressing psychological first aid (on the IAWG website or USB key) as an example of the principles
of psychological first aid in action. Ask the participants for their impressions of the interaction between the patient and the care
providers.

Psychological First Aid
Prepare

• Learn about the crisis event
• Learn about available services and support
• Learn about safety and security concerns
• Is the survivor safe?
• Assess for obvious urgent medical needs
• Assess for serious distress reactions

Look

• Ask about the survivor ’s needs and concerns
• Listen to the survivor, and help him or her to feel calm

Listen

•
•
•
•

L i nk

Acknowledge that PFA was developed for humanitarian
workers arriving to an acute situation. There are four steps:
prepare, look, listen, and link. Preparation is already done in
collaboration with other responders, which we will discuss in
Unit 6. Advance to the next slide, which is identical except
that the "Prepare" section is greyed out to emphasize that we
are focusing on the other elements in this discussion.

Help survivors address basic needs and access services
Help survivors cope with problems
Give information
Connect survivors with loved ones and social support
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Psychological First Aid
Prepare

Look

Listen

L i nk

• Learn about the crisis event
• Learn about available services and support
• Learn about safety and security concerns
• Is the survivor safe?
• Assess for obvious urgent medical needs
• Assess for serious distress reactions
• Ask about the survivor ’s needs and concerns
• Listen to the survivor, and help him or her to feel calm
•
•
•
•

Help survivors address basic needs and access services
Help survivors cope with problems
Give information
Connect survivors with loved ones and social support
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For patient interaction, it is important to remember to look,
listen, and link.
When you see a survivor of sexual violence – is she/he
safe? Any urgent medical needs? Any serious distress
reactions? Approach in a respectful, supportive way.
Ensure that the clinic addresses the individual's needs
or connects her/him with appropriate resources.
As clinical service providers, listening to those who present for
care and linking them with other services are important
components of what you do.
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Respectful communication
Do

Don’t

Make this interactive – Put up two flip charts and ask
participants what should and should not be done when
communicating with the patient. Give everyone a Post-it and
ask them to write one “do” and one "don't," then put both
on the flip charts. As a summary to the activity, show the
following slide with the bulleted lists.
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Respectful communication
Do

Don’t

• Be honest and trustworthy
• Respect people’s right to make their
own decision
• Be aware of and set aside your own
biases and prejudices
• Make it clear to affected people that
even if they refuse help now, they can
still access help in the future
• Respect privacy and keep the person’s
story confidential
• Behave appropriately in the context of
culture

• Exploit your relationship as a helper
• Ask the person
n for any money or favor
• Make false promises or give false
information
• Force help on people
• Be intrusive or pushy
• Pressure people to tell you their
stories
• Share the person’s story with others
• Judge people for their actions or
feelings
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Psychological First Aid Su
ummary
• Remember LIVES
• Listen
• Inquire about needs and conccerns
• Validate
• Enhance safety
• Support

This slide is optional and can be hidden at the
discretion of the facilitator. First-line support may be the
most important care that you can provide, and it may be all
that the survivor needs. First-line support can be provided
regardless of the time that has passed since the survivor has
experienced violence. It responds to emotional and practical
needs. The letters in the word LIVES can remind you of these 5
tasks that protect survivor’s lives:
1. Listen to the survivor closely, with empathy and without
judging. Listening is the most important part of good
communication and the basis of first-line support. It
entails being aware of the feelings behind words, hearing
what is said and not said, and paying attention to body
language.

2. Assess and respond to the survivor's various needs and concerns – emotional, physical, social and practical. Interact with the purpose of
learning what is most important for the person, respecting her/his wishes, and responding to needs.
3. Show the survivor that you understand and believe her/him. Give assurance that the survivor is not to blame. Validation lets her/him know
that these feelings are normal and that she/he has a right to live without violence and fear.
4. Enhancing safety and ensuring support occur later in the health care provider-patient interaction and are discussed later in this refresher
course.
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EMPAHSIZE: The majority of survivors do not tell anyone about the sexual violence they experienced. Coming to you and telling you what has
happened, demonstrates trust. Do not betray this trust. The first step to recovery is often your reassurance that she/he did not deserve to be
violated that the incident was not her/his fault, and that it was not caused by her/his behavior or manner of dressing. This requires awareness
of your own feelings and preconceptions!
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Initial care
• Rule out life threatening complications
• Taake BP, pulse, respirations
• Treat or refer critical conditions
immediately

3 – Medical history
• Four components
• Information about the assault
• General medical information
• Obstetric and gynaecological history
• Mental health assessment

3 – Medical history
• Adults
• Compassionate and non-judgm
g ental
• Survivor‘s own pace
• Document the incident in herr/his own
words
• Be thorough but don‘t force the survivor
• Follow the History and Exam
a ination form

The survivor may have reported her/his experience to the
police or community services already. Read any
documentation that she/he brings carefully; do not make the
survivor repeat her/his story unless it is absolutely necessary.
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Sample history
and exam
form

3 – Medical history
• Children
• Specific laws related to consen
e t
• Trained health care workers

There may be specific laws that determine who can give
consent to treatment for minors. Normally it is the parent or
legal guardian, unless he or she is the suspected offender.
What is the law in the country where the training is
being given?
If there is no national law, as a general rule children under
age 15 require caregiver consent.
In this case, a representative from the police, community
support services, or the court may sign the consent form.
Health workers who frequently manage survivors of child
abuse should receive additional specific training.

3 – Medical history
•Children
• Introduce yourselff, sit at eye leevel
• Offer the child a toy or someth
hing to hold
• Assure the child she/he is not in
i trouble, does
not have to answer questions, and can stop
the interview at any time
• Begin the interview with neutrral open-ended
questions
• Be patient, go at the child’s pacce

For the interview and examination, create a safe and trusting
environment. Begin the interview by introducing yourself and
sitting at eye level to maintain eye contact with the child.
Assure the child that he or she is not in any trouble and ask a
few questions about neutral topics such as school, friends,
favorite activities, and who the child lives with. Start with
neutral questions such as, “Who are your friends at school?”
The history should begin with open-ended questions such as,
“Why are you here today?” or “What were you told about
coming here?” Open-ended questions will help get
information about the incident. Yes/no questions should be
used only for clarification of details. Questions should not be
leading or suggestive. Assure the child that it is okay to
respond, “I don’t know.” Go at the child’s pace and do not
interrupt his or her train of thought.
Depending on the age of a girl, ask about menstrual and
obstetric history.
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3 – Medical history
• Children
• Ask the child iff he/she knows why he/she is
speaking with you
• Taake into account voluntary vs. involuntary
disclosure
• Avoid leading or suggestive questions
• Consider non-verbal methods for the child
to tell he/she story (drawing, dolls)
• Obtain a menstrual and obstetric history for
girls, as appropriate

Considerations for children
• Sexual abuse is often repeated
• Who did it and is he/she still a threat?
• Has this happened before?
• Is there a history of physical complaints?
• Are there any siblings at risk?

Considerations for children
• Children: Mandatory reporting
• What is the national protocol?
• The best interests of the child as the central
guiding principle when deciding to report. Ask:

When interacting with a child, it is important to consider if
the child willingly shared information about sexual abuse
with an adult (voluntary disclosure) or the sexual abuse was
discovered by a third party or through a diagnosed pregnancy
and the caregiver brought the child for medical treatment
(involuntary disclosure). The way the abuse was discovered
and disclosed, the child’s reaction to the disclosure, and the
number of people who have spoken with the child can impact
the child’s willingness to participate in a discussion with the
care provider.
Some children may be willing to talk, while some children
may be afraid to share their story. Children can also feel more
comfortable with non-verbal methods. For example, you can
ask children to draw where they are staying and who they
live with. They can also draw a safety circle and put the
people or things that make them feel safe inside, and things
that scare them outside the circle.

The pattern of sexual abuse of children is different from
that of adults. For example, there is often repeated abuse.
To get a clearer picture of what has happened, try to get
information on the home situation (safe place to return to),
how the abuse was discovered, whether there has been a
history of any bleeding, and whether the child has had
difficulty walking. It is important to emphasize that this
information should come from the medical record or a
trusted adult.

In many countries, it is obligatory to report cases of child
abuse. A sample of the national child abuse protocol
and information on customary police and court
proceedings must be available in the setting where
you are working. Answer these questions for the context in
which the training is held.

• Will reporting increase risk of harm for the child?
• What are the positive/negative impacts off reporting?
• What are the legal implications off not
o reporting?

In a humanitarian setting, mandatory reporting can expose
the child to further risk of harm and may not be in the best
• Discuss with a supervisor and document your
interests of the child. For example, there can be a breach of
decision
confidentiality for the child at the community or family level
if investigators show up at the child’s home, which may
prompt retaliation. Services may also be non-existent and
the local authorities may be abusive or ignorant of best
practices and procedures. The psychological age of the child
must also be considered. For example, if a 14-year-old girl presents for emergency contraception and does not want to have a parent involved,
then the provider has to make a judgment call. It is important to keep the best interests of the child at heart.
Ask the three questions when determining which action is in the best interests of the child. Consult with the program manager to make a
decision and develop an action plan. Document the reasons to report the case or document the safety and protection issues that rule out
making a report.
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Considerations for men/boys
• Men/adolescent boys
• Often less likely to disclose
• May be targeted to destroy th
heir
masculine identity
• Vulnerable in detention
• Forced to witness or participate in sexual
violence against others

Ask the participants: What issues may prevent a male
from disclosing sexual violence? It is important to touch
on shame, confusion or ignorance, guilt, fear, and isolation.
Write these words on a flip chart as you move through the
exercise.
Shame – It may be difficult for men to talk about being
victimized or their difficulty in coping with a traumatic event.
Men may also feel ashamed by an involuntary physical
response to an assault.
Confusion or ignorance – There may be uncertainty around
who to contact for assistance or what needs to be done to
seek help after experiencing sexual violence. A lack of
awareness in the public or health system may also contribute
to a lack of service availability.

Guilt – Men may be forced to commit sexual violence against others or adolescent boys may be manipulated into sexual relations they
consider ‘taboo’ that cause feelings of guilt.
Fear – Men may think that their wives will leave them, or that family or clinical providers will not believe them. There also may be concern
over legal repercussions or fear of being labeled a homosexual.
Isolation – Men may believe that they are alone in what they have experienced if they are not able to talk about it, connect with services for
assistance, or are not believed when disclosing information.
In general, males may be less likely to disclose and/or speak about their abuse. It is important to understand that the way an
experience is explained by the survivor is based on a personal interpretation of what happened to the survivor through the
lens of his cultural beliefs.

4 – Physical exam
• Treat life threatening complications first!
• Do a complete examination if < 72 hours
• Be gentle, explain everything
• Note mental state
• Be systematic (head to toe, genital, an
a al)
• Collect evidence as you go along
• Don‘t do anything without consent!!!
• Document everything thoroughly (pictograms)
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The main purpose of the physical examination is to give
medical care. However, it is also an opportunity to collect
forensic evidence that will help the survivor pursue legal
redress, if she/he wants. Note the survivor's mental state. It is
important to ask permission to do the physical exam and
obtain informed consent for each step. Another trained
support person should be present during the examination,
which is particularly important if the provider is a male and
the survivor is a female. Document everything thoroughly.
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The pictograms are used to objectively document the location
and size of injuries. A detailed, written description of the
injuries is already included on the history and examination
form. Use standard medical language to document the
findings of the examination.
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4 – Physical exam
Look at all the following:

Look for and record:

• General appearance
• Hands and wrists, forearms,
upper arms, armpits
• Face, including inside of mouth
• Ears, including inside and behind
• Head and neck
• Chest, including breasts
• Abdomen
• Buttocks, thighs, including inner
thighs, legs and feet

•
•
•
•
•

Active bleeding
Bruising
Redness or swelling
Evidence of missing hair or teeth
Injuries, like bite marks and gun
shot woundss
• Internal trau
umatic abdominal
injury
• Ruptured ear drum

Complete the physical exam by working systematically. Start
at the top of the body and work to the bottom. Start at the
front of the body before moving to the back. Genital and
anal examinations are the final component of the exam.
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4 – Physical exam
Look at all the following:

Look for and record:

• Genitals (external)
• Genitals (internal, using a
speculum for adults)
• Anal region (external)

•
•
•
•
•

Active bleeding
Bruising
Redness or swelling
Cuts or abrasions
Foreign bodyy presence
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4 – Physical exam
• Children
• Never restrain and force a child
i !
• Consider pain
• Weight, height, pubertal stage
• On mother ’s lap or choice to sit or lay
down elsewhere
• Visual anal and genital inspecttion only
• Check for la
lacerations

With adequate preparation, most children will be able to
relax and participate in the examination. It is possible that the
child is in pain and cannot relax for this reason. If you suspect
the child is in pain, then give simple pain relief first, such as
paracetamol, and wait for this to take effect.
A child should never be examined against his or her will,
regardless of age, unless treatment is vital. Never restrain and
force an unwilling child to complete an examination. If the
child cannot be calmed down and treatment is vital, only then
may an examination be performed by a trained provider with
the child under sedation, using diazepam or promethazine
hydrochloride.

The examination is conducted in the same order as an adult examination, with special considerations:
2 The weight, height, and pubertal stage of the child should be noted. Girls who have started menstruating may be at risk of pregnancy.
2 Smaller children may be best examined on their mothers' laps. Give older children a choice of chair, mother’s lap, or lying on the bed.
All children – boys and girls – should have a visual anal and genital inspection. Inspect the anus in the supine or lateral position. Avoid kneechest position as assailants often use this!! The position of any anal fissures or tears should be noted on the pictogram. Do not carry out a
digital examination. Reflex anal dilatation (with lateral retraction of the buttocks) can be indicative of penetration or constipation.

4 – Physical exam
• Boys
• Lacerations: frenulum, foreskin
n, and anus
• Urethral discharge
• Girls
• Hymen: note lacerations or healed scars
• NO digital vaginal examination
• NO speculum in pre-pubertal girls
• NO digital anal examination for boys or girls

Boys may have injuries to the frenulum of the prepuce or may
present with discharge from the anus or urethra.
In girls, the amount of hymenal tissue and the size of the
vaginal orifice are not sensitive indicators of penetration. To
perform an examination, hold the labia at the posterior edge
between the index finger and thumb, and gently pull
outwards and downwards. Note that fresh or healed scars in
the hymen or vaginal mucosa are indicative of recent or
repeat trauma.
Never do a digital examination (inserting fingers) to assess the
dilatation of the vaginal orifice or the anus.
Never use a speculum in a pre-pubertal girl. In case of
suspected penetrating vaginal injury and internal bleeding, a
speculum may be used under general anesthesia. The child
may need to be referred for a higher level of care, if necessary.
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Activity: Group Case Study
The objective of the group case study exercise is to practice filling in the History and Examination Form appropriately
and becoming aware of the detailed and careful questioning and examination that is required when working with
survivors of sexual violence.
Divide the participants into 4 or 5 groups and distribute two hand-outs: Case study - History and examination and
History and examination form with pictograms.

Instructions
Ask participants to read the case study and to complete Boxes 1 (General Information) to 7 (Evidence Taken) in the
History and examination form, and complete the pictograms, based on Elizabeth’s story below

The survivor is Elizabeth S., 25 years old, who arrives at the health care center 2 days after escaping from her
rapists.
Interviewer: Tell me what happened to you.
Elizabeth: There were a lot of other people also seeking shelter from the rain – there were about 18 of us,
mostly neighbors and many old people.
Interviewer: Who were the people?
Elizabeth: There was the old man in the village…. my mother, my sister… But the soldiers came and they were
all around.
Interviewer: How did you know they were soldiers?
Elizabeth: I knew they were soldiers because they carried the guns.
Interviewer: How many soldiers were there?
Elizabeth: There were a lot of them – I can’t say how many, I could only hear their voices.
Interviewer: What were the soldiers saying?
Elizabeth: I don’t know, they were yelling at us. They told us they would kill us if we did not do what they said.
Interviewer: What language were they speaking?
Elizabeth: They spoke Kinyarwanda.
Interviewer: Go on, what happened then…
Elizabeth: I saw that everything in the house was stolen.
Interviewer: What do you mean by everything?
Elizabeth: Our food, our clothing, we had nothing left. My baby was on my back. Four soldiers entered the
house.
Interviewer: What did they do?
Elizabeth: They were all armed.
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Interviewer: What happened next?
Elizabeth: They took my baby away from me.
Interviewer: What did you do then?
Elizabeth: I tried to resist, but they kept hitting my forearms with the butts of their guns.
Interviewer: Show me where they hit your arms?
Elizabeth: The four soldiers made me carry the things they had stolen on my back.
Interviewer: Where did you go with the things on your back?
Elizabeth: We walked in the forest at night for several hours.
Interviewer: Describe what you saw in the walk through the forest?
Elizabeth: It was very dark and I fell many times.
Interviewer: And where did you finally stop?
Elizabeth: I don’t know where we finally stopped.
Interviewer: What happened when you stopped?
Elizabeth: I was raped three times by the one soldier.
Interviewer: Tell me what the soldier did to you when he raped you?
Elizabeth: He put his thing in me.
Interviewer: What do you mean by his thing? Was anything put into your body?
Elizabeth: He put his penis in me.
Interviewer: Describe for me what he looked like?
Elizabeth: I couldn’t see but he was armed the whole time.
Interviewer: How could you tell he was armed?
Elizabeth: I could see he had a long gun and a knife. When I cried, he hit me and threatened to rape me with
his knife. It was long and had a jagged edge.
Interviewer: What exactly did he say to you?
Elizabeth: He said, “Shut up and stop crying, or I’ll put this knife inside you where it will hurt more.”
That’s when he cut my thigh, the inside part.
Interviewer: Which leg did he cut?
Elizabeth: My right leg. I stopped crying.
Interviewer: What happened then?
Elizabeth: I tried to stop the bleeding. This cut still hurts me and it won’t close.

(adapted from ‘The War Within The War: Sexual Violence against Women and Girls in Eastern Congo,’
by Human Rights Watch; Copyright © June 2002).
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For any information asked in the History and examination form that is not described in this case study, participants can
imagine the answer this patient would have given and any signs that they would have found upon examination.
Reassure them that they cannot make a mistake and they are allowed to think of anything to add to have sufficient
information to fill out the form.
There is not enough space in the form to write the history of the incident in detail. Instruct participants to only write
information that could relate to findings from the physical examination in this case.
All the groups do the entire exercise, but each group will only report back on part of the exercise in the interest of
time. Give the participants 45 minutes to 1 hour to work through the form and ask the groups to report back as
follows:
u Group One: Boxes 1 (General Information) and 2 (The Incident) of the History and examination form
u Group Two: Box 3 (Medical History) of the form
v Ask participants why it is necessary to know the things that are asked in this step
u Group Three: Boxes 4 (Medical Examination) and 5 (Anal and Genital Examination) of the form, and the
pictograms
u Group Four: Boxes 6 (Investigations Done) and 7 (Evidence Taken) of the form
v If there are a lot of participants, Group Four can be split into 2 groups
After each presentation, ask the other groups if they have any brief additions or comments on the reporting group’s
efforts.
The debriefing discussion after the activity should include reminders that:
u This survivor is providing very important information in her testimony. It is important for health care
providers to document this history in an appropriate manner while they are listening to the survivor.
u The history should be documented in the words of the patient (“I was raped three times by the one
soldier,” or “patient stated she was raped by...”), not of the provider (“patient was raped by…”).
u However, the physical exam should be documented using objective medical terminology.
u The most important points to remember when documenting are to keep notes:
v Legible
v Accurate
v As complete as possible
u Boxes 1 and 2: The case history includes information that can be elicited through follow-up questions.
Therefore, it is important to follow a standardized form, so as not to forget anything.
u Box 3: Information obtained in this step will help inform decisions on what treatment to give and may help
in interpreting physical examination findings (a multiparous woman may have vulvar scars, for example).
u Boxes 4 and 5: Detailed descriptions of injuries are required. Make sure that any visible injuries are marked
on the pictograms (including detailed description, color, size, and depth of injuries).
u Boxes 6 and 7: Explain the differences between these two steps.
v Box 6: Investigations are done to aid in treatment decisions (i.e. X-rays, or a urine test to determine
pregnancy, with urine to be collected before the examination).
v Box 7: Forensic evidence taken can include items of clothing, a sample of fluid from the vagina, etc.
Remind participants that at this stage STI screening tests are not needed, either for medical treatment
(all STIs are treated presumptively as addressed in the next session), or for evidence (finding a
preexisting STI could even be used against the survivor in court). The only exception may be in young
children when repeated abuse is suspected and a positive rapid plasma reagin (PRP) or HIV test can be
used as evidence.
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5 - Forensic evidence
Forensic evidence is collected
during the physical examination
to:
• confirm recent sexual contact
• show that force or coercion
was used
• possibly identify the assailant
• corroborate the survivor ’s story

Types of evidence that can
be collected:
• Medical documentation :
¾ Injuries
¾ Presence of sperm (< 72 hours)
¾ State of
o clothes

•
•
•
•
•

Clothes
Foreign ma
m terials
Foreign hairs?
DNA analysis?
Blood or urine for toxicology
testing?

Another role of the health care provider in caring for
survivors of sexual violence is collecting forensic evidence.
The survivor may choose not to have evidence collected.
Respect this choice.
Evidence collected during an examination may help prove
or disprove a connection between individuals and/or
between individuals and objects or places. Find out what
the responsibility of the health care provider is in
reporting medical findings in a court of law in your
setting. Ask a legal expert to write a short briefing about
the local court proceeding in cases of sexual violence and
what to expect to be asked when giving testimony in court.

Confirm what the lab capabilities are for testing specimens prior to the training. Emphasize that evidence that cannot be
processed (i.e. DNA) should NOT be collected.
Injury evidence: Physical and/or genital trauma can be proof of force and should be documented and recorded on a pictogram, such as
bruises on the back, patches of hair missing, lacerations on forearms from self-defense, torn eardrums from slapping, etc.
Clothing: Torn or stained clothing may be useful to prove that physical force was used. Describe the condition of the clothing if
replacement clothing is not available.
Foreign material: Soil, leaves, or grass on clothes, the body, or in the hair may corroborate the story of the survivor.
Sperm and seminal fluid: If penetration took place in the vagina, anus, or oral cavity, then look for the presence of sperm and for
prostatic acid phosphastase for analysis, if available in the setting.
DNA analysis: May or may not be available. It can be done on material found on the survivor’s body or at the location of the attack, which
may be soiled with blood, sperm, saliva or other materials from the assailant. Swab samples from bite marks, semen stains, involved
orifices, and fingernail scrapings may also contain DNA evidence. This testing requires the survivor’s blood to also be drawn to differentiate
her/his DNA from any foreign DNA found.
If appropriate analysis is available, blood or urine may be collected for testing, if, for example, the survivor was drugged.

36

Clinical Management of Sexual Violence Survivors, Facilitator’s Guide

5 - Forensic evidence
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It is important to document injuries with appropriate
language in the medical record, as well as to use a pictogram
to note the location and size of the injuries.
Blunt force injury often presents with contusions, abrasions,
or lacerations.
A contusion is an area of bleeding into skin or soft tissue as a
result of rupture of blood vessels due to blunt force injury or
pressure. The extent and severity of the contusion depends on
the amount of force and the structure and vascularity of the
injured tissue.
2 The site of the contusion does not necessarily correspond
with the impact point.

2 Bleeding into soft tissue will follow fascial planes (i.e. battle sign, raccoon eyes).
2 It can be difficult to see or demonstrate in dark-skinned individuals.
2 If present, a contusion always indicates blunt force; however, blunt force may not always produce a contusion (i.e. severe internal
abdominal damage following blunt force application, but no external bruising.)
An abrasion is caused when the superficial (epithelial) layer of the skin is scraped away, destroyed, or detached due to contact of the skin
with a rough surface, a sliding motion, and/or occasionally by compression or pressure. Review the various types of abrasions on the slide.
A laceration is a tear in tissue caused by blunt force such that the tissue is crushed, stretched, sheared, or avulsed.
2 They commonly occur over bony prominences.
2 They are characterized by strands of ‘bridging’ tissue within the wound depths.

5 - Forensic evidence
SHARP FORCE INJURY – caused by sharrp force
• INCISED WOUND (CUT)
ͻ superficial
ͻ deep

• PENETRATI
T NG INCISED WOUND (STA
AB)
ͻ Size and shape dependent on weapon used

• CHOP WOUNDS
ͻ Heavy instrument with at least one cutting edge

Sharp force injuries are caused by just that – a sharp force.
An incised wound may be superficial or deep.
A penetrating incised wound, or stab wound, is
produced by a pointed instrument in which the depth of
penetration is greater than the length of the wound on the
skin. There are no tissue bridges evident in these types of
wounds.
Chop wounds are perpetrated with a heavy instrument that
has at least one cutting edge.
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Skin wound patterns

The pattern of a skin wound will reflect the type of weapon
that inflicted the injury.
Review the shapes of the wounds in the image.
a) Singled edged knife
b) Double edged dagger
c) Phillips screwdriver
d) Ice pick
e) Four pronged dinner fork
f) Serrated knife, with tangential angle to skin

The pattern of the
wound will reflect the
type of weapon us
u ed

From: Di Maio VJM
J , Dana SE. Forensic Pathology, Vademecum Series. 1998. Landes Bioscience

Skin wound patterns at different depths

This slide shows different skin wound patterns depending on
the depth of penetration of a sharp object. Note the skin
wound as it corresponds to the part of the knife.

From: Di Maio
o VJM, Dana SE. Forensic Pathology, Vademecum Series. 1998
8. Landes
Bioscience

This slide shows that you can look inside someone’s mouth
and see petechiae if there has been a history of strangulation.

Mouth

Reference: Girardin et al, Color Atlas of Sexual Assault. Mosby.1997
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This slide shows a laceration with a typical tissue bridge across
the laceration. It was caused by a blunt object that struck the
skin. You can see a trace (foreign body) in the wound that
needs to be documented or collected as evidence.

Trace in laceration

From: Professor Lorna J Martin, HOD Division of Forensic
Medicine, University of Cape Town

Imprint contusion

3 fingers of
open handed
slap

From: Professor Lorna J Martin, HOD Divisio
on of Forensic Medicine, University of
Cape Town

5 - Forensic evidence

Always use detailed, objective medical language in your
description.

Documentation
•• D
ocumentation
Do:

Do not:

Position and age

Use abbreviationss

Negative findings

Draw lines – state “normal” or “not
injured”

Describe all wounds in detail:
• T – Tear/Laceration
• E – Ecchymosis
• A – Abrasion
• R – Redness
• S – Swelling

Leave empty spaces

From: Professor Lorna J Martin, HOD Division of Forensic Medicine, University of
Cape Town
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5 - Forensic evidence
• During the clinical examination
• ALWAYS document findings
• Other evidence ONLY IF
• Timing is appropriate ( < 72 hours?)
• Local possibilities for analyzing samples
• Government policies are respected
• Consent is obtained
• The chain of evidence can be maintaineed

The primary objective of the examination is to determine the
clinical care that needs to be given. However, forensic
evidence may also be collected during the examination to
help the survivor pursue legal redress. The survivor may
choose not to have evidence collected. Respect this choice.
NOTE: National and local resources and policies determine if
and what evidence should be collected and by whom. Only
qualified and trained health workers should collect evidence.
Do not collect evidence that cannot be processed or
that will not be used.
Maintain the chain of evidence through the:
2 Correct collection;
2 Correct labelling (with anonymous code);
2 Correct storage and transport (to conserve samples); and
2 Documented hand-over, with signatures of the responsible
person to avoid risk of manipulation, of evidence.

5 - Forensic evidence
• Adults
• HIV and STI screening is not done for forensic
purposes
• Children
• Screening for STIs on a case-by-case basis
• Signs/symptoms present
• Suspected offender at high risk or known to have
an STI
• High community prevalence of STI
• Child/parent requests testing
• Presence off infection may be diagnosti
t c of sexual
violence
• Follow local protoccols

This slide is hidden unless there is a protocol for STI
testing in the facility. The Inter-agency RH kits do not
include STI screening tests.
For adults: Testing for HIV or STIs is never done for
forensic evidence. It is only used for treatment
purposes in an adult population.
The decision to test a child for STIs should be made on a caseby-case basis. The following circumstances warrant STI testing:
the child presents with signs of symptoms of an STI, the
suspected offender is known to have an STI or is at high risk
of having an STI, there is a high prevalence of STIs in the
community, or the child and/or parent requests testing.

In some settings, screening for gonorrhea, chlamydia, syphilis, and HIV is done for all children who have experienced sexual violence. A positive
test for one or more of these STIs may be diagnostic of sexual violence if the infection is not likely to have been acquired perinatally or through
a blood transfusion.

Medical certificate
• Legal requirement in many countries
• Confidential medical document
• Often only material evidence available
• Completed by clinical service providerr
• 1 copy to survivorr, 1 copy locked with file
• Hand over with consent of survivor to
• legal services
• organizations with protection mandates
Only the survivor decides
when and where to use this document!
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As the facilitator, you need to know:
2 The legal requirements in the country of the
training.
2 Where to get a sample of the medical certificate,
sometimes called a police form.
2 Who is allowed to fill this document out.
Have a discussion with the participants on how best to have a
survivor-centered approach and make the certificate available
with the survivor’s consent.
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Medical certificate
• A medical certificate must include:
• The survivor ’s story in her/his own words
• Findings of the examination
• The nature of the samples taken
e
• A conclusion
• On every page the:
• Name and signature of the examiner
• Name off the survivor
• Date and tim
me of examinatio
on

Review the items that must be included on the medical
certificate. Emphasize that there are clinical signs in less
than 50% of cases of rape. If there are no signs on
examination, that does not mean that sexual violence did
not take place.

Medical certificate
• Completing the certificate:
• Complete in your own handwriting
• Write as legibly as possible
• Do not use abbreviations
• Do not use words like rape, virgin
• The better the form, the less likkely a
subpoena

From: Professor Lorna J Martin, HOD Divisio
on of Forensic Medicine, University of
Cape Town

Medical certificate
• Do not forget your conclusion:
• “Injuries observed are/are not consistent with
time and circumstances of alleged
d incident ”
From: Professor Lorna J Martin, HOD Division of Forensic
Medicinee, University of Cape Town

• “Injuries consistent with blunt force, penetration
with sharp object…”
• “A
Absence of injuries does not excllude forceful
sexual penetration”
n
From: Professor Lorna J Martin, HOD Divisio
on of Forensic Medicine, University of
Cape Town
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Reporting medical findings
• ONLY with consent of the survivor
• Designated protection officer or local
authority
• Giving evidence in court
• Prepare yourself
• It is not the clinician‘s role to prove sexual
violence
• Cllear notes are the mainstay of the report
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Prepare yourself:
2 Meet with the prosecutor
2 Dress appropriately
2 Speak clearly, avoid using medical terms
2 Answer only the questions; don‘t make statements about
matters outside your area of competence
2 Clarify questions that you do not understand

Clinical Management of Sexual Violence Survivors, Facilitator’s Guide

Unit 4: Prescribing Treatment
Time
30 minutes – Activity
60 minutes – Presentation
45 minutes – Case studies
Objectives
By the end of this unit, participants should be able to:
u Prescribe appropriate treatment for adult and children survivors of sexual violence.
u Discuss post-exposure prophylaxis for HIV as part of routine care for survivors of sexual violence.
Materials
Prepare the following in advance (handouts are available on the USB key or IAWG website):
u Slide presentation
u Case study - History and examination and History and examination form used in Unit 3
u Treatment worksheet, printed on both sides as a handout for all participants
u PEP Dosages for Children, one copy for each participant
Instructions
This unit starts with an activity that is a continuation of the Case study - History and examination from Unit 3. The
activity is followed by a slide presentation reviewing treatment in detail. After the slide presentation, the groups will
work together with the Treatment worksheet to address treatment in different clinical scenarios.
Activity
Start this session by asking participants to return to the same groups from the last session, and take out the Case
study – History and examination and History and examination form from Unit 3 and fill in Box 8: Treatments
Prescribed. Give the groups 20 minutes to decide whether or not they would treat the patient for a given issue and
which treatment they would give. Ask each group to report back on one of the treatments: Group One - STIs and
hepatitis B, Group Two - emergency contraception, Group Three - wound treatment and tetanus, Group Four - PEP.
Do not spend a lot of time discussing. Move into the presentation below to explain and clarify.
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Presentation

Clinical management of
sexual violence
Providing treatment

Clinical Care
1 – Prepare to offer clinical care
2 – Prepare the survivor for the exam
3 – Medical history
4 – Physical exam
5 – Forensic evidence
6 – Prescribe treatment
7 – Counsel the survivor
8 – Follow-up care of the survivor

6 – Prescribe treatment
• Treat life threatening complications first
¾ takke vital signs upon arrival (BP, puls
p e)
• Prevent HIV transmission
• Prevent pregnancy
• STI presumptive treatment
• Injury care
• Mental health care
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We have discussed taking the history and doing an
examination of a sexual violence survivor, as well as
collecting forensic evidence as part of this process. In this
session we will discuss prescribing treatment.

ACTIVITY: Pause here and ask the participants to
complete box 8 of the History and Examination Form
with the treatment they would prescribe for the
patient in the previous case study.
The second through fifth bullet points will appear after
tabbing forward in the presentation. Advance when the
activity is finished.
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Clinical care: treatment
Prevent HIV transmission - post-exposure prophylaxis (PEP)

• Assess: incident < 72 hours?
• Assess: was there risk of HIV transmission?
• Trreat:
 two ARV drugs («backbone») effective and acceptable
 three ARV drug regimen preferred

• Prescribe: for 28 days
• Offfffer: HIV voluntary counseling and testing

6 – Prescribe treatment: PEP
“backbone”

A two-drug combination makes up the backbone of PEP
treatment. If you have no other antiretroviral (ARV) drugs,
the two-drug backbone by itself is considered to be effective
and acceptable.
However, a three-drug regimen is preferred. The choice of a
third drug is guided by cost, availability, and preferences.

Note to facilitator: Adapt these slides based on the PEP
protocol used in the setting. New World Health
Organization (WHO) guidance was released in 2014.

third drug

Adults
Tenofovir 300 mg +
Atazanavir 300 mg +
Adolescents Lamivudine 300mg (TDF+3TC) ritonavir 100 mg (ATV/r )
- once daily
- once daily

Children
<10

There is a risk of HIV transmission if there was exposure to
blood or semen through vaginal, anal, or oral intercourse, or
through wounds and/or mucus membranes.

Alternative:
Zidovudine 300 mg +
Lamivudine 150 mg (AZT+3TC)
- twice daily

Alternative:
Lopinavir 200 mg +
ritonavir 100 mg (LPV/r)
- twice daily

Zidovudine + Lamivudine
(AZT+3TC) – twice daily
Dose depends on weight

Lopinavir/ ritonavir (LPV/r)
– twice daily
Dose depends on weight

Nevirapine is contraindicated for PEP in > 2 years old

New WHO guidance:
The preferred backbone regimen for adults and adolescents is
tenofivir (TDF) 300 mg + lamuvidine (3TC) 300 mg once daily.
This has been changed from zidovudine 300 mg (ATZ) +
lamivudine 150 mg (3TC) because there is a lower risk of
treatment discontinuation due to side-effects events when
using TDF.

Atazanavir/ritonavir (ATV/r) and Lopinavir/ritonavir (LPV/r) can
both be used as the third drug in adults and adolescents.
ATV/r is used once a day, and is therefore included in the
Inter-Agency Emergency Health Kits.

For children, the backbone stays AZT +3TC. The preferred third drug is LPV/r.
Concerns about serious adverse events strongly discourage the use of Nevirapine for post-exposure prophylaxis for children over the age of 2.

6 – Prescribe treatment: PEP
“backbone”

third drug

Adults
Tenofovir 300 mg +
Atazanavir 300 mg +
Adolescents Lamivudine 300mg (TDF+3TC) ritonavir 100 mg (ATV/r )
- once daily
- once daily

Children
<10

Zidovudine + Lamivudine
(AZT+3TC) – twice daily
Dose depends on weight

Lopinavir/ ritonavir (LPV/r)
– twice daily
Dose depends on weight

If only backbone ARVs available, use those.

Prior to 2016, The Inter-Agency Reproductive Health Kit 3
and the Inter-Agency Emergency Health Kit “patient PEP”
supplement contained only backbone AZT + 3TC for adults
and children.
The ARVs in the kits are being updated to have TDF + 3TC as
the backbone and ATV/r as the third drug for adults and
adolescents.
The kits will contain AZT + 3TC backbone and LPV/r as the
third drug in formulations for children, as shown on this
slide.
During the transition period in 2016, you may still use
AZT+3TC backbone medications. It is fine to use this if
there are no other ARVs.
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6 – Prescribe treatment: PEP
Managing side effects
• Mild
o Nausea, vomiting, headache
o Atazanavir (ATV) may cause jaundice: continue
treatment

Adverse effects
While nausea, vomiting, and headache are uncommon side
effects and not very serious, they may compromise treatment
adherence. Inform the person that they may occur and stress
the importance of continuing the treatment.
Atazanavir may cause jaundice; this is not due to hepatitis
and the drug can be continued.

• Rare
o TDF or 3TC may cause flare-up of Hepatitis B infection
after PEP is finished: Refer if possible

There is a potential risk of hepatic flares among people
infected with Hepatitis B once TDF or 3TC containing postexposure prophylaxis is stopped. In this case, refer for
management of the hepatitis if possible.
Review of an individual during the 28-day period is not
essential, but individuals should be encouraged to seek
assistance if they experience side effects that interfere with
taking ARV drugs or have adherence problems.

Supplying PEP: Considerations
• HIV testing is not a requirement for supplying PEP
o Do not give PEP if patient is known to be, or tests, HIV+

• Provide PEP if survivor presents < 72 hours of
experiencing sexual violence, but:
first dose the sooner the better
ͻ Provide full 28-day supply of medications at initial visit

HIV voluntary counseling and testing (VCT) at baseline is
recommended but is NOT a requirement to start PEP.
If indicated, start PEP at the earliest opportunity within
the first 72 hours. The sooner the better. If an HIV test was
done, do NOT wait for a test result before starting PEP. If HIV
testing was not acceptable or possible at the first visit, VTC
can be offered again during the next follow-up visit. VCT for
HIV can be done at any time after starting PEP.

• Provide enhanced adherence counseling
• For recurrent exposures requiring repeat PEP:
crisis intervention: offer protection

Benefits of knowing the HIV status include:
2 Avoiding unnecessary PEP if the patient is already HIVpositive.
2 Allowing appropriate referral for treatment and care if
HIV is diagnosed.
2 Confirmation of HIV-negative status can motivate the
survivor to adhere to PEP.

Prescribing: To improve uptake and completion of PEP, the WHO recommends providing the full 28-day course at first visit, rather than
requiring patients to return multiple times for prescriptions.
Adherence support: Effectiveness of PEP depends on high levels of adherence and completion of the prescribed course. To improve
adherence and completion rates, offer enhanced adherence counseling.

46

Clinical Management of Sexual Violence Survivors, Facilitator’s Guide

PEP discussion
Are HIV test results needed before starting PEP?

This slide is hidden. It can be used if there are concerns
with providing PEP without knowing the result of an
HIV test.

• PEP in HIV+ individual?
• No benefit, no harm
• Some resistance possible affter PEP; disappears < 6 mths
• No change in natural history off infection

• Risk of resistant virus in the community?
• PEP usually provided to HIV negative survivors
• PEP will reduce transmission of HIV

> HIV VCT recommended, but not a prec
e ondition!

Why PEP for sexual violence
e survivors?
Exposure

Risk HIV transmission

Receptive vaginal

< 0.1 % – 1%

Receptive anal

1-3 %

Insertive vaginal

< 0.1 %

Insertive anal

0.1 – 1%

Receptive oral

?

Needlestick

0.3%

Why PEP for sexual violence su
urvivors?
• Increased risk of HIV transmission:
• Multiple assailants
• Perpetrator unknown
• Exposure to blood or semen
• Genital trauma
• Anal penetration

Providing PEP in an HIV+ individual does not benefit them,
nor harm them. There will be no change in the natural history
of the infection.
Some resistance in the patient’s HIV is possible after PEP.
However, it will be limited, and unless the patient accesses a
HIV treatment program within 6 months, the resistant virus
copies will be outgrown by non-resistant copies.

This slide is hidden unless there are questions about
the risk of HIV transmission.

This slide is hidden unless there are questions about
why PEP is appropriate for sexual assault survivors.
Discuss with the survivor whether PEP is appropriate in his/her
situation. Often the risk of HIV transmission is increased for
survivors of sexual violence because:
2 There were multiple assailants.
2 The perpetrator is unknown or of unknown HIV status.
2 The sexual assault was violent, leading to lacerations in
the genital area or other injuries.
2 Anal penetration is common.
Advise that PEP lowers the chances of becoming HIV+, but is
not 100% effective.
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6 – Prescribe treatment
Pregnancy prevention – Emergency Contraception
• < 5 days, but the sooner the better
• Preferred: levonorgestrel 1.5 mg single dose or one dose of
ulipristal 30 mg
• Or: ethinylestradiol 100 mcg + levonorgestr
t el 0.5 mg, two
doses 12 hours apart (Yuzpe)
• Alternative: copper IUD (very effective, but requires skills!)

This slide discusses prevention of pregnancy and the
appropriate circumstance for giving emergency
contraception.
Check for the menstrual history to exclude a pre-existing
pregnancy. If pregnancy tests are available, they may be used
if needed.
If a pre-existing pregnancy exists, it is not a result of sexual
violence. This may be a wanted pregnancy. Counsel the
woman and refer her to prenatal care as soon as possible. She
is at risk for pregnancy complications (miscarriage, infections,
early labor, etc.).
If a pregnancy is missed and emergency contraceptive pills are
taken, this will NOT harm the pregnancy.

Emergency contraceptive pills given within 5 days after unprotected intercourse can prevent pregnancy. If prescribed within 72 hours,
emergency contraceptive pills are very effective. If prescribed between 3 and 5 days, they are still moderately effective.
There are three possible regimens that can be used as emergency contraception:
1) Progesterone-only pills – levonorgestrel 1.5 mg or one dose of ulipristal 30 mg are the preferred methods: they are most effective and
with fewer side effects.
2) Combined oral contraceptives – ethinylestradiol 100 mcg + levonorgestrel 0.5 mg, in two doses, twelve hours apart. This is called the
Yuzpe method.
There are no contraindications to the use of emergency contraceptive pills. They can be taken at the same time as PEP and STI medications.
Note: More information about emergency contraception will be provided later in this training, during the section on "Counseling" in Unit 5.
Inserting a copper intrauterine device (Cu-IUD) for contraception is also very effective (99%) for preventing pregnancy following an assault.
Providers must be trained in IUD insertion.
An IUD is contraindicated if a woman has a pre-existing pregnancy. If an IUD is inserted, then ensure complete STI treatment.
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6 – Prescribe treatment
Presumptive treatment for STIs
• Treat for syphilis, chlamydia, gonorrhea
• Treat for other sexually transmitted infections if common
(trichomonas, chancroid)
• Shortest available course, easy to take (i.e. 1 g azythromycin
and 400 mg cefixime)
• Use local treatment protocols, if available
• Hepatitis B vaccination, if indicated

Note to facilitator: Find out the local STI treatment
protocols before the training. Discuss either the
national treatment protocol or the antibiotics in Interagency RH Kit 3.
The WHO guidance for STI treatment may change –
please adapt the slide as appropriate.
Survivors of sexual violence should be given antibiotics to
prevent and treat sexually transmitted infections (STIs)—
chlamydia, gonorrhea, trichomonas, and syphilis— the first
time they are seen.
There is no reason to test for STIs before offering treatment.
The incubation time for STIs is often several weeks and there
are no rapid point-of-care diagnostic tests available for most
STIs.

Prescribe the shortest effective oral antibiotic course available in the local or national protocol, or use the antibiotics in RH Kit 3 / Interagency
Emergency Health Kit. For example: 400 mg cefixime for gonorrhea + 1 g azithromycin for syphilis and chlamydia. There is growing evidence
that 1 gram of azithromycin will prevent inclubating syphillis as well as chlamydia.
2 Ceftriaxone and cefixime are contraindicated in persons allergic to penicillins (cross-allergy to cephalosporins in 5-10% of cases).
2 No contraindication for cephalosporins and azithromycin for pregnant and lactating women.
2 For pregnant and lactating women, tinidazole or metronidazole must be divided into smaller doses.
2 PEP has priority. If the patient vomits within 2 hours of receiving the treatment, the dose should be repeated.
2 If the patient is taking emergency contraceptive pills and PEP as well, instruct the patient to take the STI drugs with the next meal to avoid
nausea.
2 If the antibiotics are not tolerated the first day together with PEP and emergency contraceptive pills, consider delaying STI treatment for a
few hours or days.
The transmission of hepatits B virus following a sexual assault is more common than transmission of HIV. Ask the survivor if he/she has been
vaccinated against hepatitis B. If uncertain, test if possible. If already immune, no further vaccination is needed. If testing is not possible, offer
vaccination or refer for vaccination. Use the type of vaccine, dosage, and immunization schedule available in your area. The survivor should
receive the first dose within 14 days of the assault. Hepatitis B vaccine is safe during pregnancy and in people who have chronic or previous
hepatitis B infection. It can be given together with tetanus toxoid.

6 – Prescribe treatment

Patients presenting without severe injuries can often be
treated on site. Clean and treat any wounds as necessary.
Suture any wounds as needed. Tetanus vaccination and
prophylaxis are given according to national protocol.

Injury care
• Clean and treat wounds
• Suture if needed/possible
• Provide tetanus prophylaxis and vaccination
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Mental health care
• Remember psychological first aid
• Only in exceptional cases: 5 – 10 mg diazepam at night
for 2 or 3 days
• Caution: benzodiazepine dependance
• If severe psychological distress: EARLY referral

• Only if incident > 3 months ago + severe disabling
symptoms + no relief from counseling + referral not
possible: consider trial of antidepressant medication

The facilitator needs to know referral mechanisms
for psychological counseling, psychiatric care or
psychosocial support in the context. Medicine should
only be prescribed in the clinic if you have no other
resources for referral.
Most survivors of sexual assault will regain their mental health
through the emotional support and understanding of their
personal network, community counselors, and support
groups. Providers must be compassionate, supportive, nonjudgmental, and aware of their own taboos and
pre-conceptions. Help the survivor to understand this is not
her/his fault and that you will try to help prevent the serious
consequences of the sexual assault.

All cases should be offered referral to a community focal point for psychosocial support. However, do not force the survivor to go.
Patients may present with distress symptoms, which are normal after a frightening experience. These can include dizziness, shortness of
breath, palpitations, choking, and crying. Reassure the survivor that these are normal reactions that will go away over time.
Most survivors do not need medication. Only if symptoms interfere with daily functioning for a period of 24 hours and there is no immediate
opportunity to refer to a trained psychological counselor, is it appropriate to prescribe a dose of 5 - 10 mg diazepam at night for a maximum
of 2 to 3 days, while referral to specialist psychological services is sought. Be extremely careful about using these medications; dependence to
benzodiazepines can develop rapidly.
If the survivor presents two to three months after an assault, and psychological support with counseling has not decreased disabling
symptoms related to the trauma, then refer to a specialist. If this is not possible, consider a trial of antidepressant medications. A protocol is
listed in the WHO Clinical Management of Rape Survivor Guidelines.

6 – Prescribe treatment
Children
• Adapt medication doses for STIs and
n PEP based
on age and weight
• Pubertal stage: Young girls around menses need
emergency contraception
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The prescribed treatments for STIs and PEP are the same for
children as for adults. The doses differ and are based on the
weight of the child. Annexes 9 and 10 of the Clinical
Guidelines list the doses of medications for children. There is
a separate hand-out for the updated PEP protocol.
Remember that pubertal girls who have not had their first
period yet may have an ovulation and are, therefore, at risk
of pregnancy. Do not hesitate to give emergency
contraception to girls who have not yet started menses.
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6 – Prescribe treatment
Men
• Injuries
• Presumptive treatment of STIs
• PEP/HIV
• Vaccines
• Mental health care

The treatment for male survivors is similar to the treatment
for female survivors.
Male survivors may experience ruptures of the rectum,
damage to the penis and testicles, penile/testicular/anal/rectal
pain, or sexual dysfunction from physical sources.
Male sexual violence survivors are highly likely to suffer from
the physical manifestation, or “somatising,” of emotional
trauma. Common somatic complaints among male survivors
include chronic pain in the head, back, stomach, joints, pelvis
or heart; problems urinating or defecating; high blood
pressure; general malaise; loss of appetite and weight;
exhaustion; palpitations; weakness; and sleeplessness.

6 – Prescribe treatment
Supplies in humanitarian settings
• RH Kit 3: Post-rape treatment
• Inter-Agency Emergency Health Kit - PEP module
• Post-rape treatment for 50 adult and 10 child survivors
• Clinical guidelines
• Emergency contraception
• Antibiotics for STIs
• PEP
• Pregnancy tests
• Vaccines for tetanus
nu and Hepatitis B not included
(refrigeration needed)
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Treatment Case Studies
The case studies that are included on the Treatment worksheet are an opportunity for the participants to address
clinical scenarios with various complexities.
Instructions
Put participants into four groups. Each group works either on Case Studies 1 and 2 or on Case Studies 3 and 4. This
means that each group has one fairly easy and one more challenging case. Ask participants to fill out the matrix
regarding treatment decisions for each of their cases. After 30 minutes, have the group report back. Utilize the
facilitation notes to guide the discussion toward points that need emphasis. The key points to address for each case
study are as follows:
Case Study 1 - An adult woman survivor comes to the clinic 36 hours after being sexually assaulted. She states she
wants all available treatment. She states she has no allergies that she knows of.
The treatment offered to the woman should include:

To prevent/manage

Give treatment

Pregnancy

Levonorgestrel 1.5 mg stat, or other emergency contraception
Reason: Survivor presents within 5 days

Chlamydia

Azithromycin 1g stat or
Doxycycline 100 mg twice daily for 7 days

Syphilis

Nothing if given azithromycin
Benzathine penicillin 240 million international units

Gonorrhea

According to local STI protocol.
Preferably stat oral dose (e.g. cefixime 400 mg stat)

Trichomonas

Metronidazole 2g stat

Other STIs according to your setting

Azithromycin (1g) also gives good coverage for chancroid.
Syndromic treatment for STIs is indicated. The survivor was
presumably exposed to STIs.

HIV/AIDS

Tenofivir (TDF)/lamivudine (3TC) 300 mg/300 mg - one tablet
once per day
plus
Atazanavir/ritonavir (ATV/r) 300 mg/100 mg - 1 tablet once per day
for 28 days
PEP is indicated because she presents within 72 hours and has an
exposure risk to HIV

Wound care if necessary
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Clean and dress wounds
Tetanus vaccination
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Case Study 2 - Girl, 13, was brutally sexually assaulted by five soldiers four days ago. Her mother is very concerned
about HIV and wants all possible treatment. On examination, you note multiple bruises on her breasts, healing
lacerations around the introitus, and anal tears. When she takes off her skirt, you see that she has wet (urinated on)
herself.
Treatment offered to the girl should include:
To prevent/manage

Give treatment

Pain

Paracetamol 500 mg

Pregnancy

Levonorgestrel 1.5 mg stat, or other emergency contraception
Discussion: She presents within 5 days of the incident. This girl is
old enough to have periods, so she is at risk of pregnancy. Note
that it is mentioned that she has breasts. A pre-pubertal girl can
ovulate even before having her first menstrual period.

Chlamydia

Azithromycin 1g stat
or
Erythromycin 500 mg, 4 times daily for 7 days

Syphilis

Nothing if given azithromycin
or
Benzathine penicillin 240 million international units

Gonorrhoea

According to local STI protocol. Preferably stat oral dose.

Trichomonas

Metronidazole 2g stat

Other STIs according to your setting

Azithromycin (1g) also gives good coverage for chancroid.
We treat for all relevant STIs, as survivor is presumed to have been
exposed to STIs.

HIV/AIDS

Most experts agree that it is too late for PEP because she presents
after 72 hours.

Complications of fistula

Do not do pelvic examination
Urgent referral to gynecology

Wound care

Clean and dress wounds
Tetanus vaccination
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Case Study 3 - A 5-year-old boy comes to the clinic 70 hours after being sexually assaulted. His mother states she
wants all available treatment. She states he has no allergies that she knows of.
Therefore, the treatment offered to the boy should include:
To prevent/manage

Give treatment

Pain

Paracetamol 250 mg
It may be necessary to prescribe paracetamol for the pain in order
to do the examination.

STIs

He has presumably been exposed to STIs and this can lead
chlamydia, gonorrhea, or syphilis of the rectum.

Chlamydia

Azithromycin 20 mg/kg stat
or
Erythromycin 50 mg/kg bodyweight divided into 4 doses daily for
7 days

Syphilis

Nothing if azithromycin given
or
Benzathine penicillin 50 000 international units/kg stat IM
or
Erythromycin for 14 days

Gonorrhoea

According to local protocol (preferably stat dose orally)
For example, cefixime - 8 mg/kg.

Trichomonas

Preventive treatment is offered for all STIs except for trichomonas
vaginalis (TV). Although men can harbor and theoretically transmit
TV during anal sex, it is unlikely that this would happen.

Other STIs according to your setting

Azithromycin (20 mg/kg) also gives good coverage for chancroid.

HIV/AIDS

The boy presents within 72 hours and there is a risk of HIV
exposure (anal abuse in a boy is likely).
Example:
Zidovudine (AZT) / Lamivudine (3TC) 60 mg/30 mg, fixed dose
combination - 2.5 tablets twice per day
plus
lopinavir /ritonavir (LPV/r) 100 mg/25 mg - 2 tablets twice per day

Wound care if necessary
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Clean and dress wounds
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Case Study 4 - A woman, 42, states she was severely beaten and sexually abused by a soldier 2 days ago. The
perpetrator was unable to achieve sufficient erection for vaginal penetration. The survivor was forced to perform
oral sex on the perpetrator who neither achieved erection nor ejaculated. On examination, there are multiple bruises
around her face, legs, and abdomen. There is a laceration on her forehead and abrasions on her elbows. She is very
emotional and very concerned about HIV. She wants all possible treatment.
The treatment offered should include:
To prevent/manage

Give treatment

Pregnancy

Not indicated

STIs

Has presumably been exposed to STIs, which can lead to
chlamydia, gonorrhea or syphilis of the throat.
Azithromycin (1g) gives good coverage for chlamydia, chancroid,
and incubating syphilis. There is no need to treat for trichomonas
vaginalis. Although men can harbor and theoretically transmit TV
during oral sex, the odds of this happening are very low.

Chlamydia

Azithromycin 1 g stat or
Doxycycline 100 mg twice daily for 7 days

Syphilis

Nothing if given azithromycin or Benzathine penicillin 240 million
international units

Gonorrhoea

According to local STI protocol. Preferably stat oral dose.
For example, cefixime 400 mg stat.

HIV/AIDS

PEP is not indicated.
Most experts agree that there is no obvious exposure to HIV in this
story. There was no ejaculation (no semen), no erection and no
pre-seminal fluid. HIV exposure in the mouth in the presence of
semen is highly unlikely to lead to transmission.
However, a case can be made for providing PEP if there is trauma
or gingivitis in the survivor’s mouth, which can be an entry point
for HIV. The combination of an entry point and a perpetrator with
a presumed symptomatic STI (for example, with urethral discharge
or penile ulcer) is a potential exposure to HIV and an indication for
PEP.
There is an activity in Unit 5 that focuses on counseling regarding
PEP. Encourage participants to hold off on discussion on counseling
until the following unit.

Wound infection

Clean and dress wounds
Tetanus vaccination
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General discussion for all cases:
u The purpose of this exercise is to understand that treatment decisions need to be made based on careful
considerations in each individual case.
u HIV transmission occurs through either blood or semen that has an entry point into the survivor’s body (through
the vaginal or anal mucosa, or through open wounds).
u No tests are required before providing treatment.
u Post-exposure prophylaxis (PEP) can be started without knowing the HIV status of the survivor. Voluntary
Counseling and Testing for HIV (VCT) is recommended for all clients, but should never be forced. Providing PEP
will do no harm even if the survivor is HIV-positive and it will not create viral resistance in the community.
u It is also unnecessary to test for STIs prior to presumptive STI treatment. Because of incubation times, STIs will not
show up in a survivor of a recent incident (less than two weeks) of sexual violence. If there is an STI detected,
then it will be from a previous contact and documenting this STI could be used against the survivor in court.
u A pregnancy test may be done before providing treatment if the history indicates the survivor may have an early
pregnancy, but it is not required. If a pregnancy test is positive, then emergency contraception should not be
prescribed because it has no treatment value. However, if emergency contraception is given to a pregnant
woman, then it will not have an effect on the pregnancy.
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Unit 5: Counseling and Follow-up
Time
45 minutes - Presentation
75 minutes - Activity
Objectives
By the end of this unit, participants should be able to:
u Appropriately counsel, refer, and arrange follow-up for survivors of sexual violence.
Materials
Prepare the following in advance (handouts are available on the USB key or IAWG website):
u Presentation
u Treatment worksheet from Units 3 and 4
u Counseling worksheet, as a hand-out for all participants
Instructions
This unit starts with a slide presentation on counseling and follow-up for survivors of sexual violence. A case study
activity that builds on the treatments discussed in Unit 4 is included after the presentation.
Presentation

Clinical management
of sexual violence
Counseling and follow-up

57

Clinical Management of Sexual Violence Survivors, Facilitator’s Guide

Clinical Care

This module focuses on the final steps of clinical management
following a sexual assault: initial counseling of the survivor
and arranging the appropriate follow-up after the initial visit.

1 – Prepare to offer clinical care
2 – Prepare the survivor for the exam
3 – Medical history
4 – Physical exam
5 – Forensic evidence
6 – Prescribe treatment
7 – Counsel the survivor
8 – Follow-up care of the survivor

7 – Counseling
• Each survivor will experience and cope with the
trauma of sexual violence within her/hi
/ s own culture
and society
• Provide supportive psychological first aid
• Referral for social and psychological counseling is an
essential component of care for all sexual violence
survivors
• Provide written information with stan
ndard advice in
simple language

7 - Counseling
• Mental health
• Advise on psychological, emotional, social, and
physical problems she/he may experi
r ence
• Explain that it is common to experience strong
negative emotions or numbness
• Encourage the survivor to confide in someone
she/he trusts
• Refer for professional support if sym
mptoms are
disabling and do no
n t disappear over time
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During an initial visit to a health facility immediately
following a sexual assault, it is likely that the survivor will not
remember the advice given due to emotional distress. Use
prepared written information with standard advice in simple
language and provide to patients. Remind the participants
to practice the principles of psychological first aid that
were addressed on Day 1: look, listen, and link.
Referral is done with the consent of the survivor. It is
important to give the survivor an opportunity to ask
questions and voice concerns. Ask the participants: Do you
have patient information leaflets in your clinic that are
provided at the conclusion of the visit? Have a
discussion on the leaflets that they have or creating
leaflets. There are examples in the kits.
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7 – Counseling
• Injuries
• Infection prevention (perineal hygiene)
• Signs of infection
• Wound care
• Medication administration and side effects

7 - Counseling

When counseling the woman regarding emergency
contraception, it is important to include the following
information:

• Emergency contraceptive pills

• Explain treatment (not abortion)
• Explain side effects (nausea)
• Does not prevent future pregnancy (use condoms
until a permanent FP method is used or a desire
for pregnancy)
• Explain failure rate, next menses, when to return

It is her personal choice whether or not to use emergency
contraception. Emergency contraception will greatly reduce
her risk of pregnancy. It is not 100% effective. The pills
become less effective with each day that passes, and she
should take them as soon as possible, up to 5 days after the
assault.
Emergency contraceptive pills do not cause abortion. They
work mainly by stopping the release of the egg.

To reduce the risk of nausea, suggest that the patient eat something before taking the pills. If she vomits within 2 hours after taking
emergency contraception, she should take another dose (consider an antiemetic). If vomiting occurs more than 2 hours after taking
emergency contraception, she does not need extra pills.
Emergency contraception does not prevent pregnancy from sexual intercourse from occurring after its use. Provide the patient with
contraceptives of her choice and condoms for use in the immediate future.
Inform the patient that her next menstrual period may start several days earlier or later than expected. If her next period is very different
from normal, she should come back for a consultation.
Further, there may be spotting or bleeding a few days after taking the pills. If her next menstrual period is more than one week late, then she
should return to the clinic.
Emergency contraception can be used a second time in the same menstrual cycle. There is no limit to the number of times a woman can take
emergency contraception in her lifetime.
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7 – Counseling
• Pre-existing pregnancy
• Pregnancy as a result of sexual violence
• Support the survivor to make an informed
decision, not influenced by the ind
n ividual
beliefs of the provider
• Risk of unsafe abortions
• Child abandoned
• Homicide

Ask the participants what they would do if a pregnancy test
was positive when the survivor came in within 3 days after a
sexual assault. Make certain they understand how soon you
can diagnose pregnancy. Female survivors are likely to be
quite concerned about the possibility of pregnancy after a
sexual assault. It is important to give emotional support and
clear information so that she understands the choices
available to her if she becomes pregnant.

The woman should be aware of all of the options available to
her – keeping the child, adoption and, where legal, abortion.
The individual beliefs of the counselors, medical staff, and
other individuals involved in her care, should not prevent her
from receiving comprehensive information to make an
informed decision. In many countries, the law allows
termination of a pregnancy resulting from sexual violence.
Local interpretation of abortion laws that relate to the mental and physical health of the woman may also allow termination of a pregnancy
resulting from sexual violence. Determine where safe abortion services are available so that survivors can be referred to this service where
legal, if they so choose. Locate any adoption or foster care services in your area and also give this information to the survivor.
Women may undergo an unsafe abortion where safe abortion services are not available. These women should have access to post-abortion
care, including emergency treatment of abortion complications, family planning counseling, and links to reproductive health services.
Children born as a result of a sexual assault may be mistreated or abandoned by the mother and the family. These children can be stigmatized
by the community. It is important to offer support to the mother and to consider foster placement or adoption if the child is rejected or
neglected.

7 – Counseling
• HIV
V/STIs
• The risk of acquiring HIV through a single
sexual exposure is low
• Increased risk in a setting with high prevalence
• Use a condom with all partners for 6 months,
or until HIV status is determined
• Review signs and symptoms of STIs and when
to return to the clinic
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7 - Counseling

It is essential that the woman give informed consent to start
PEP and that she is fully aware of the following:

• PEP

2 The importance of taking an HIV test and of receiving
appropriate post-test counseling. Testing is not necessary
to start PEP.
2 The possibility of HIV will need to be assessed if she has
not already had an HIV test.
2 The importance of adherence to the medication protocol
for the full 28 days (4 weeks) of treatment. To improve
uptake and completion of PEP, the WHO recommends
providing the full 28-day course at first visit, rather than
requiring patients to return multiple times for
prescriptions.
2 The common side effects of treatment can include nausea,
headache and fatigue. These side effects can be reduced
by taking the medication with food.
2 She can stop the PEP medication at any time, but if she does so, she will probably not get the full benefit of PEP if she was exposed to HIV
during the assault.
2 PEP medicine can be taken during pregnancy.
2 PEP while breastfeeding is safe. If a woman is infected with HIV while breastfeeding, the risk of transmitting HIV through breastfeeding is
higher at the early stage of infection. Refer for appropriate counseling to discuss alternatives. If there is no available alternative, then
exclusive breastfeeding is strongly recommended.
• Start ASAP, no later than 72 hours after potential
exposure
• Medicine regimen for 28 days
• Approximately half of people will have sideeffects such as nausea, headache, fatigue
• Have follow-up at regular intervals
• Retest at 3 or 6 months, or both
• If positive test result, refer for HIV tr
t eatment and
care
• PEP is safe d
during pregnancy

7-Counseling
• Special considerations
• Male survivors are less likely to report
• Similar psychological and emotional after-effects
for men
• Embarassment, shame, criminalization of samesex relationships
• Lack off institutional and health worker
recognition of the extent off the problem

Male survivors of sexual violence are less likely than female
survivors to report the incident or seek care because of
extreme embarrassment and shame. The physical after-effects
differ for men and women, but the psychological trauma and
emotional after-effects are similar to those experienced by
women.
Pressure on the prostate during anal penetration can produce
an erection and orgasm. Reassure the survivor that if this has
occurred during a sexual assault, it was a physiological
reaction and beyond his control.

8 – Follow-up care
In insecure settings, it is possible that the
survivor will not or cannot return
r for follow
up. Provide maximum input duri
r ng the first
visit - it maybe the only visit.
Reassure the survivor that he/she can return to
the health service at any time with questions
or health problems..
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8 – Follow-up care
1 week visit
Injury

Check that injuries are healing properly

STIs/HIV

Evaluate PEP adherence and side effects
Evaluate adherence to STI medication regimen
Offer VCT, if not done before

Mental
health

Continue first-line support and care
Assess emotional state and mentaal status

Planning

Next hepatitis vaccinations at 1 and
n 6 months
HIV testing at 3 and 6 months
Routine follow-up at 1 month after the assault
Return if there are increasing emotional/physical
symptoms

8 – Follow-up care
2 week visit
Injury

Check that injuries are healing properly

STIs/HIV

Completed course of medications for STI treatment?
Adherence to PEP, if taking it
Discuss any test results, offer VCT if not done before

Pregnancy

Test for pregnancy if she was at risk
s
If pregnant, give options counseling
n

Mental
health

Continue first-line support and care
Assess emotional state and mentaal status

Planning

Next hepatitis vaccinations at 1 and
n 6 months
HIV testing at 3 and 6 months
Routine follow-up at 1 month after the assault
Return if there are increasing emotional/physical
symptoms

8 – Follow-up care
1 month visit
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STIs/HIV

Give second Hepatitis B vaccination, next at 6
months
Offer VCT, if not done before

Mental health

Continue first-line suppo
ort and care
Assess her emotional state and mental status
Ask if she is feeling better
Plan psycho-social support and stress
management if increasing problems

Planning

Routine fo
ollow-up 3 months after assault

The schedule for follow-up care is flexible based on the set up
of the clinic.
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8 – Follow-up care

Repeat HIV testing is recommended, but not required, at the
three-month follow-up visit if the patient is taking PEP.

3 month visit
STIs/HIV

Offe
f r HIV testing and counseling
Make sure that pre- and
d post-test counseling
are available and refer for HIV prevention,
treatment and care

Mental health

Continue first-line suppo
ort and care
Assess her emotional state and mental status
Ask if she is feeling better
Plan psycho-social support and stress
management if increasing problems

Planning

Routine fo
ollow-up at 6 months
Remind of 6 month Hepatitis B vaccination

References
• World Health Organization. Supplementary section to the Consolidated
guidelines on the use of antiretroviral drugs for treating and preventing
HIV inffection, Ch
hapter 5 – Clinical guidelines across the continuum of
care: HIV diagnosis and ARV drugs for HIV prevention. (Geneva. 2013).
• World Health Organization/United Nations High Commis
m sioner for
Refugees. Clinical management of rape survivors: deeveloping protocols
for use with refuge
u es and internally diisplaced persons
n – Revised ed.
(Geneva. 2004).
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Activity
The counseling and follow-up activity is meant to wrap up the clinical components of providing care to survivors of
sexual violence and increase trainees’ confidence in providing this information to patients. Divide participants into
groups of three or four and assign each group one of the case studies from the day prior. Provide them with the
comprehensive information in the handouts on the IAWG website and USB key. Each group should map out
appropriate counseling and follow-up for the survivor in its scenario for 30 minutes. Have each group present to the
larger group with one participant acting as the survivor and two participants providing counseling together. The
group should present in numerical order. Give each group five minutes to present with a five-minute discussion
following each presentation. It is important to keep to time in this exercise.
Case Study 1 - An adult woman survivor comes to the clinic 36 hours after being sexually assaulted. She states she
wants all available treatment. She states she has no allergies that she knows of. The woman feels emotionally numb,
but does feel supported by her husband.
The counseling offered to the woman should include:
Note to trainer: This case study highlights the importance of understanding that sexual violence puts a
pre-existing pregnancy at risk. Instruct this group to focus its five-minute presentation on counseling about
PEP and the positive pregnancy test.

Treatment

Counseling

Emergency contraception

Explain treatment (not abortion)
Explain side effects (nausea)
Does not prevent future pregnancy (use condoms until permanent
family planning method or desire for pregnancy)
Explain failure rate, next menses, when to return

STIs

Medication administration and side effects
Return if experiencing STI symptoms despite treatment

PEP

Medication administration and side effects
Adherence counseling
Recommend VCT
Advise the use of condoms for 6 months

Mental health

Explain that it is common to experience negative emotions or
numbness
Encourage her to continue to get support from her husband
Offer referral to psychosocial support, if desired by the survivor

Follow-up

Agree on date and time of next visit
Return at any time with physical or increasing emotional
symptoms
Offer referral to social and/or legal support
Advise on reporting to the police
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New information:
After you have counseled her on emergency contraception, the woman tells you that she is not as sure about the
date of her last normal period as she indicated in her medical history. You do a pregnancy test and it is positive.
What additional counseling does she need?

Treatment

Counseling

Positive pregnancy test

This pregnancy is not the result of the sexual assault. A pregnancy
test becomes positive approximately two weeks after conception.
If she has already taken emergency contraception, then it will not
cause a miscarriage or harm the baby.
This pregnancy is at increased risk for infection or miscarriage.
Discuss the risks and the danger signs. Refer her to antenatal care.

Case Study 2 - An adolescent girl, 13, was brutally sexually assaulted by five soldiers four days ago. Her mother is
very concerned about HIV and wants all possible treatment. On examination, you note multiple bruises on her
breasts, healing lacerations around the introitus, and anal tears. When she takes off her skirt, you see that she has
wet (urinated on) herself.
What important counseling does she need at this visit?
New information:
The girl returns to the clinic two weeks later for follow-up. She has a positive pregnancy test. What counseling does
she need now?
Note to trainer: This counseling case study highlights the need for providing comprehensive information on
all options available to the survivor after a sexual assault that results in a pregnancy. Instruct this group to
focus its five-minute counseling presentation on emergency contraception and the subsequent pregnancy.
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Case Study 2
Treatment

Counseling

Pain medication

Medication administration and side effects

Emergency contraception

At first visit: Explain treatment (not abortion)
Explain side effects (nausea)
Explain risk of pregnancy, failure rate, next menses, when to
return for a second pregnancy test
At follow-up: Counsel survivor on all options available in the
setting and support her to make an informed decision. Refer to
appropriate services.
Discuss risk of unsafe abortions

STIs

Medication administration and side effects
Signs of STI
Return if symptoms of STI are present despite treatment

PEP

It is unfortunately too late to take PEP
Risk of transmission
Recommend VCT now and in three months’ time because there is a
high risk of exposure.

Complications of fistula

Explanation of risk of fistula, the need for referral for further
examination and treatment, if needed

Wound care

Clean and dress wounds
Tetanus vaccination

Mental health

Referral to psychosocial services

Follow-up

Referral to protection/police
In most countries there is mandatory reporting of sexual abuse in
minors. Inform the mother and the girl at the start of the
appointment that you have to report to the police. It is important
to keep the best interests of the girl at the heart of your
decision-making.
Agree on date and time of next visit
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Case Study 3 - A 5-year-old boy comes to the clinic 70 hours after being sexually assaulted. His mother states she
wants all available treatment. She states he has no allergies that she knows of.
New information:
You have finished your examination and are making a treatment plan for the child. The mother tells you that the
perpetrator of the sexual violence is their adult male neighbor who is a police officer.
Counseling offered to the boy’s mother should include:
Note to trainer: Instruct this group to focus its five-minute counseling presentation on mandatory reporting
of sexual violence in children.

Treatment

Counseling

Pain medication

Reason for medication administration and side effects

STIs

Risk of STIs
Medication administration and side effects
Return to clinic with symptoms of STI

PEP

Recommend VCT
Importance of taking all drugs for 28 days, side effects, and how to
manage them

Wound care if necessary

When to return or to seek emergency care

Mental health

Referral to psychosocial support

Other

Risk of repeated abuse.
In most countries, there is mandatory reporting of sexual abuse in
minors. In this case, inform the mother at the start of the
appointment that you may have to report to the police. Keep the
best interest of the boy at the heart of your decisions.
If he is a refugee, then refer to UNHCR for protection.

Follow-up

Agree on date and time of next visit
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Case Study 4 - A woman, 42, presents to the clinic after she was severely beaten and sexually abused by a soldier
two days ago. The perpetrator was unable to achieve sufficient erection for vaginal penetration. The survivor was
forced to perform oral sex on the perpetrator, who neither achieved erection nor ejaculated. On examination, you
note multiple bruises around her face, legs, and abdomen. She has a laceration on her forehead and abrasions on her
elbows. She is very emotional and very concerned about HIV. She desires all possible treatment.
New information:
During your counseling, you explain that PEP is not indicated. The patient becomes increasingly distressed as you
discuss the low risk of HIV transmission. She is unable to sit still to speak with you or have a discussion. She is pacing
the room, shakes and cries, and says she wants to go home and get back to her family. Her son is waiting in the
waiting room. It is getting late and it is not possible to get a referral for psychological support before tomorrow.
Counseling offered should include:
Note to trainer: Instruct this group to focus its five-minute counseling presentation on how to approach
Voluntary Testing and Counseling for HIV and mental health.
The discussion after the presentation should address whether or not to give one dose of diazepam. It should
be noted that diazepam is not included in the kits.

Treatment

Counseling

Emergency contraception

Why emergency contraception is not indicated

STI Prophylaxis

Indicated because the throat is vulnerable to STIs
Instructions on how to take all medications
Information on side effects of medications
Signs of STIs and when to return

PEP

PEP is not indicated. Explain the extremely low chance of
transmission.
Recommend VCT.
PEP may be started at patient insistence if resources allow. In this
case, thorough adherence counseling is necessary.

Wound care/Infection

Medication information and side effects
When to seek emergency care

Mental health

Remember psychological first aid
Referral for psychosocial counseling
Agree on follow-up visit date and time
Consider giving 5-10 mg diazepam for one night if patient
is unable to function
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Programming for Clinical Management of Sexual Violence Survivors

Unit 6: Standard Operating Procedures (SOPs)
Time
30 minutes - Activity
30 minutes - Presentation
Objectives
By the end of this unit, participants should be able to:
u Understand the health care provider’s role in the implementation of SOPs.
u Discuss how SOPs can improve access to care.
Materials
Prepare the following in advance:
u Presentation
u Ball of string or twine
u Example of SOPs (if not available from the setting, then use the template on the IAWG website and USB)
u Name tag stickers as below:

Survivor/Daughter

Mother

Community Leader

Traditional Birth
Attendant (TBA)

Midwife

Doctors

Community Services
Worker

UNHCR Community
Services Officer

UNHCR Protection
Officer

Police

Lawyer

Prosecutor

Social Worker

Optional: Judge

Optional: Journalist

Instructions
This unit starts with an activity to highlight collaboration among different humanitarian actors and the need for clear
procedures. It is followed by a slide presentation. Consider inviting the local GBV coordinator to facilitate or assist with
facilitating this unit. A printable version of this activity is included on the IAWG website and USB key.
Activity
Let the activity speak for itself, unfolding before the participants’ eyes. Do not describe it or explain its purposes before
completing the activity. The instructions for this activity, which highlight referral mechanisms for survivors of sexual
violence, are below:
1. Ask for volunteers and distribute the name tags to the appropriate number of people. Tell them that they will be in
the role of the person noted on their name tag.
2. Seat the volunteers in a circle, chairs fairly close together. Ask the remaining participants to stand outside the circle
so that they can easily see the activity. Alternatively, ask the volunteers to stand in a circle.
3. Explain that the ball of yarn represents a 20-year-old woman who experienced sexual assault.
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4. Standing outside the circle, give the ball to Mother and explain that the woman has told her mother about the
incident.
5. Instruct Mother to hold the end of the string firmly, do not let go, and throw the ball to the person you tell her to.
6. Tell the story below, of what happens to this woman. Each time an actor is involved, the ball of string is tossed
across the circle to that actor. Each actor who receives the ball will wrap it around a finger and then toss the ball to
the next actor, as instructed.
7. The story is written below in chronological order for the facilitator. Make a visual web with the survivor at the
center for the hand out.
A 20-year-old woman was sexually assaulted and tells her mother:
Start

Mother takes her Daughter to the
Community Leader
Community Leader refers
the Daughter to the TBA

TBA helps, but the Daughter needs
more health intervention and TBA
refers her to the Midwife

Midwife refers the Daughter to
the Community Services Worker
Midwife calls in
the Doctor

Doctor administers treatment and
sends the Daughter back to Midwife
Community Services Worker provides
emotional support and contacts the
UNHCR Community Services Officer
for assistance

Doctor sends the Daughter back
to the UNHCR Protection Officer

UNHCR Community Services Officer talks with the Daughter
and discovers she wants to involve the Police, then refers her to
the UNHCR Protection Officer

UNHCR Protection Officer meets the Daughter, takes
her back to the Doctor for a few more questions

UNHCR Protection Officer refers
the girl to the Police

Police contact the Doctor

Police contact Prosecutor to have him speak with the Daughter

Prosecutor discusses
with Lawyer

The Protection
Officer contacts
the Mother to
ask questions

Doctor contacts
Mother

Lawyer contacts Police

Mother takes the
Daughter to the
UNHCR Protection
Officer

UNHCR Protection Officer refers
the Daughter to a Lawyer

Lawyer discusses with Prosecutor

The Police contact the
UNHCR Protection Officer
to report the incident

Prosecutor calls the Doctor about the Daughter to get
information about the medical exam. Doctor asks to see the
Daughter again because she forgot to examine something

The Social Worker then contacts
the Police to give them some
new information

The Doctor refers the
Daughter to a Social Worker

The Mother asks the Daughter
additional questions
The Daughter goes to talk with the Community Leader
because she is confused about the process
The Community Leader contacts the Prosecutor and
the Judge to find out the status of the case
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The Daughter speaks with the Journalist
and with the Community Leader
(Optional)

A Journalist has
heard of the case
and is at the
Community Leader’s
house and wants to
speak with the
Daughter (Optional)

They refer the Community Leader to the Police
The Police refer the Leader to the UNHCR Protection Officer

End
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8. Stop the activity when every actor has taken part in at least 2 communication exchanges regarding the case.
There will be a large red web in the center of the circle, with each actor holding parts of the string.
9. Pause to look at the web. Ask some questions to generate a discussion:
v What do you see in the middle of this circle?
v Was all of this helpful for the survivor? Traumatic?
v Might a situation like this happen in your setting?
v What could have been done to avoid making this web of string?
v To observers: How many times did the woman have to repeat her story?
v To actors: How many times did you talk with this survivor or with others about her? Do you remember the
details?
10. Actors should let go of the string and let it drop to the floor. Leave the red, stringy chaotic mass sitting on the
floor for all to see.
11. Pass around the example of a Standard Operating Procedure (SOP) from the setting, if available. Take a few
moments to go through it, highlighting the fact that these kinds of procedural manuals must be developed with
the entire interagency team (as indicated on the cover). It will NOT work for one organization to write
procedures for others to follow.
The wrap-up discussion should highlight:
u The sexual violence survivor has to navigate a complex system with many contacts or resources that are not well
established or coordinated. A confusing system may discourage survivors from seeking care. Options to set up a
clear response system include having someone act as a case manager for the survivor, helping her or him navigate
the system; or setting up a “one-stop shop” where all relevant response actors (police, social worker, legal
advisor) are available to see the survivor, if needed.
u Referrals should be clearly defined to prevent unnecessary “back and forth” with the survivor, which may delay
medical attention and worsen his or her situation (as shown in the string activity).
u Include affected community members in the creation of the SOPs so that they are aware of the response
mechanisms in place. The community can be involved in raising peer-to-peer awareness on human rights,
especially women’s rights; establishing women committees; facilitating women’s support groups for survivors;
engaging the women’s groups in identification of survivors; etc. Survivors of sexual violence should know where
they can go to receive necessary attention, assistance, support, and care.
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Presentation
After the activity is complete, invite the participants to return to their seats and start the following presentation.
Note to faciliator: Find out if SOPs are already in place and
adapt the presentation based on the SOPs.

Standard Operating Procedures

If no SOPs exist, then go through this presentation and
brainstorm on how to initiate discussions on the process with
the GBV coordinator.
If SOPs are in place in the setting, remind the participants
that they should be aware of the referral pathways.

Explain that it is important to understand the possible
consequences of sexual violence in order to develop an
appropriate programmatic response.

Response
• To develop an appropriate response, you need to
understand the possible consequences of sexual violence
• Four main areas of programming:
• Health
• Psychosocial
• Safety/Security
• Legal/Justice

Ask the participants to name some consequences for each of
the four areas of programming that address consequences of
sexual violence. For example:
Health: STIs and unwanted pregnancies
Psychosocial: Depression and social isolation
Safety/security: Repeated sexual violence
Legal/Justice: Impunity
Emphasize: Apply the guiding principles to responding to
the needs of sexual violence survivors in a way that addresses
all four areas.
Ask: What are the guiding principles? Wait until the
participants mention the four guiding principles before
moving onto the next slide.

Standard Operating Procedures (SOPs)
Coordination, guiding principles,
referral mechanisms

Health

Psychosocial
Refugees/IDPs
(Individuals,
groups, etc)

Legal/justice

Security and
protection

UN agencies, government authorities,
NGOs, local society

Adapted from UNFPA, IPPF, UNSW. 2009. Facilitator’s Manual: Training on the Minimum Initial Service Package (MISP) for Sexual and Reproductive Health in Crises:
A course for SRH coordinators.
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Standard operating procedures are an agreement among
agencies outlining roles and responsibilities when responding
to sexual violence. Have an example available to show.
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Prepare for survivor-centered* SOPs

This can be a short exercise incorporating the information
specific to the local context.

•What are the country‘s laws and policies?
•What laboratory facilities are available?
•What are the existing protocols (post-rape medical care,
incident reporting, etc)?
•Where to provide care and support?
•Where and how to refer?
•How to coordinate between responders?
•What should the community know?

* Respect the rights, needs, choices, wishes and dignity
of the survivor at all times

Content of SOPs
• Definition of GBV, its categories and key concepts
• Guiding Principles
• SOPs are in place at the camp and community level
• Roles and responsibilities in terms of preven
e tion and
response
• Focal point in each sector: Health, legal/justice,
community, women’s groups, implementing and
operational partners, police, and the goverrnment
• Reporting and referral mechanism
• Coordination, monitoring, and evaluation mechanisms

The SOPs should contain the working definition of GBV for
the agency. Remember that there is no consensus among
agencies of a single definition. The IASC GBV Guidelines are a
tool for coordinating prevention and response at the
interagency level.
Ask participants if they remember the guiding principles
(safety, confidentiality, respect, non-discrimination). SOPs
facilitate the response to sexual violence at the camp or
community level.

Explain each advantage to the participants.

Advantages of SOPs
• Enhance coordin
nation between partners by clarifying roles
and responsibilities
• Facilitate a common and agreed upon understanding
n of
what needs be done and how it should be done
• Common definitions, reporting, and moni
n toring
• Facilitate effective communication
• Ensure a timely and quality response to survivors
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Unit 7: Monitoring and Evaluation
Time
45 minutes - Presentation
15 minutes - Video and discussion
Objectives
By the end of this unit, participants should be able to:
u Explain the role of the health care provider in monitoring and evaluation.
Materials
Prepare the following in advance (handouts and video are available on the USB key or IAWG website):
u Stock management video
u Sample Medical Record Audit Tool
u Sample Health Facility Checklist
Instructions
This unit includes a slide presentation related to monitoring and evaluation activities, as well as a video explaining
management of supplies within a clinic.
Presentation

Monitoring and Evaluation
for health care providers
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Definitions
• Assessment: the process for determining and addressing
needs or gaps between current conditionss and desired
conditions.
• Monitoring: the ongoing, systematic collection and
analysis of data as a project progresses. It is aimed at
measuring progress towards the achieveme
m nt of program
objjectives.
• Evaluation: the process of determining whe
h ther a program
has met expected
d objjectives and/or the ext
x ent to which
changes in outcomes can be attributed to the program.

Assessment is done periodically, for instance before the start
of a project to determine needs, gaps, and opportunities to
start clinical care for survivors of sexual violence.
Monitoring pertains to counting, tracking, and collecting
data. Ask the participants how their work in their
clinical setting might contribute to the monitoring of
services that are provided to patients. It is important to
emphasize thorough documentation as a mechanism for
allowing data to be collected for monitoring and evaluation
activities. Other examples of monitoring a health care service
may include counting the number of condoms distributed or
counting the number of health care providers trained.
Evaluation is a systematic and objective process used to
determine the relevance, effectiveness, and impact of
activities in relation to their objectives.

Questions
• Why do you monitor and evaluate sexual
violence interventions in your program?
• How do you monitor and evaluate?
• What data do you collect?
• When do you collect it?
• What do you do with the data that you
collect?

Why
When

What
How
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Why do we monitor and evaluaate sexual
violence interventions?
• To measure the direct results and long-term impact of
interventions
• To understand the difference that we make
• To know what is working and what is not working
• To adjust our projects and programs accordingly

Why
When

What
How

A project is planned from the desired objectives down to the
outputs and inputs needed to achieve objectives.

What do we measure?
IMPACT

OUTCOME
(objective)

Monitoring and
evaluation

Plan

OUTPUT

INPUT
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Reduced health
consequences of
sexual violence

Availability of clinical
care for survivors

Training sessions

Impact, outcomes and
outputs are changes
occurring in a situation or
context following the
implementation of
interventions. They are
the Results we measure.

The inputs and outputs of a project are monitored to assess to
what degree the objectives have been reached.
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Why
When

What
How

There are many different ways to look at the project cycle.
This example is from UNHCR.

Project cycle approach
Periodic, identifies needs and
n gaps
beetween current and desired situations
Planned throughout
project, determines
if objectives met and
to what extent

Ongoing,
systematic
collection &
analysis of data

(UNHCR)

Why
When

What
How
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Indicators
• An indicator is a variable that can be
monitored over time to track progress
toward the achievement of results
• Indicators must be
S pecific
M easurable
A ppropriate
R ealistic
T ime-bound
• Examples:
IASC GBV Guidelines, p
p. 159
Inter Agency Field Manua
n l p. 73;
MSF; UNHCR; IRC, USAID
AD
AI

What types of indicators exist?
• Qualitative or quantitative
• Expressed as: %, #, yes/no
• How to chose your indicator?

Indicators are needed to monitor and evaluate a program.
Indicators must be carefully selected so that the collected
information can be used to improve the program.
The acronym SMART is used to describe the attributes of
indicators:
u Specific - The indicator should measure exactly what the
program seeks to accomplish, and be well-defined and
focused.
u Measurable - Can you track progress and the extent to
which the objective has been met?
u Appropriate - Is the indicator aligned to the objectives?
Does it measure the desired outcome?
u Realistic - Is it practical to measure the indicator? Can the
data be collected with the resources that are available
(knowledge, time)?
u Time-bound - Does it include a deadline, dates, and/or
frequency?

How do you choose an indicator?
Each indicator should be assigned a corresponding standard
to establish the minimum acceptable level of the result that is
required.
For example: 90% of health facilities in a refugee camp
provide comprehensive post-rape care services or 100% of all
sexual violence survivors presenting within 72 hours are
offered PEP.

Examples of indicators
 Standard Operating Procedures established in writing and
d agreed on by all
actors (yes/no)
 % of health care providers that show competency in provi
v ding quality post-rape
clinical care
 % of clients that report satisfaction with the care received
 Number of sexual violence survivors presenting for clinical care (by age and sex)
 % of sexual violence survivors presenting for clinical care who come within 72
hours of an incident (by age and sex)
 % of sexual violence survivors who come within 72 hours who receive PEP (by
age and sex)
 % of sexual violence survivors who presented to the facility within 5 days of an
incident (by age) who received EC
 % of sexual violence survivors who are referred to psycho
osocial counseling
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Discussion
• Data to compile indicators can be obtained from
clinical files and records
• You can NOT know the prevalence of
o of sexual
violence in your setting from clinic indicators
• What can you do if your clinic does not collect
indicators?

Indicators in programming for sexual violence survivors
cannot be used to draw conclusions about prevalence or
incidence. Ask the participants to consider a clinic for
childhood immunization or family planning. Would you draw
the conclusion that those programs are not necessary if there
are low numbers of patients presenting to your clinic?
The history and examination form with an accompanying
pictogram is the WHO standard for the clinical management
of sexual violence survivors. Thorough, complete information
on the form will enable data collection that informs the
indicators.

Ask participants if they currently collect any of this data in
their clinical setting. Does the Ministry of Health (MoH) have
a set of indicators that they use? The MoH may use a set of
indicators that is different than the indicators of the agency managing the clinic. It is important to respect the confidentiality and safety of
data if there are parallel systems in place. For example, if data is being collected for two different agencies, then is that data still collected in a
way that protects the identity of the survivor?
If there is no data collection system in place, then consider implementing information on one or two indicators as a starting point.

1. Protocol
Written medical protocol in language of provider
2. Personnel
Trained (local) health care professionals (on call 24 hours a day)
“Same language” female companion in the room during examination
3. Furniture/setting
Room (private, quiet, accessible, with access to a toilet or latrine)
Examination table
Light, preferably fixed
Access to an autoclave to sterilize equipment
4. Supplies
Tools for collection of forensic evidence including:
•Speculum
•Sets of replacement clothes
•Tape measure for measuring size of bruises, lacerations, etc
Supplies for universal precautions
Resuscitation equipment for anaphylactic reactions
Sterile medical instruments
Needles, syringes
Gown, cloth, or sheet to cover the survivor during examination
Sanitary supplies (pads or local cloths)
5. Drugs
For treatment of STIs
Emergency contraception pills and/or IUDs
For pain relief (acetaminophen)
Local anesthetic for suturing
Antibiotics for wound care
6. Administrative supplies
Medical chart with pictograms
Consent forms
Information pamphlets for survivors on post-rape care
Safe, locked filing space for confidential records

Available
Available

Available

Available

Example of an
assessment
tool health facility
checklist

Available

Available
Adapted from Clinical Management or Rape Surivors.
Developing protocols for use with refugees and
internally displaced persons. Revised edition.
WHO/UNHCR/UNFPA 2005

The next few slides are examples of tools that are used in the
project cycle approach.
A health facility checklist can help to assess the availability of
resources required for the clinical care of sexual assault
survivors. This checklist is modeled after the WHO’s
“Minimum care for rape survivors in low resource settings“
(Annex 8 in the Clinical Management of Survivors of Rape - A
Guide to the Development of Protocols for Use in Refugee
and Internally Displaced Person Situations). It can be used at
your home facility by management to determine the
availability of essential resources for providing comprehensive
care.
There is an example of a health facility checklist on the IAWG
website and USB key that can be printed and given to
training participants.

This example of a monitoring tool is adapted from a tool used
in Médecins Sans Frontières (MSF) clinics.

Example of a monitoring tool
Total
Numerator
N

N

Female
%

N

%

Male
N

%

Target
%

Denominator
N

Indicator

Survivors presenting <
72 hours, who started
PEP

90

All survivors
presenting <72 hrs

% of eligible
survivors started
on PEP

Survivors on PEP who
missed fewer than 2
doses

90

All survivors started
on PEP

% of eligible
survivors
completing full
course of PEP

Non-pregnant WRA
and adolescent
female survivors
presenting < 5 days
given EC

100

All non-pregnant
% of eligible
WRA and adolescents
surivors offered
survivors presenting
EC
< 5 days

Survivors presenting
to the clinic provided
with comprehensive
STI treatment

100

All survivors
presenting to the
clinic

% of survivors
prescribed
presumptive STI
treatment
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Example of an evaluation tool Medical record audit tool
Checklist
Date of exam:
Time of exam:
Date of incident:
Time of incident:
Sexual assault survivor sex:
Sexual assault survivor age:
Indicate whether or not the following were recorded on the medical record of the sexual assault survivor:
Consent Availability
General consent for examination
The incident
Description of incident
Physical violence
Penetration
Current signs and symptoms

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Pain
Bleeding and discharge
Medical history
Menstrual/obstetric history
Existing health problems
Vaccination status
HIV/AIDS status
Physical exam
Body pictogram of findings
Written description of findings
Genital exam

Adapted from publication by the International Rescue Committee. 2012. Evaluating effectiveness of the Clinical Care for Sexual Assault Survivors: Multimedia training tool in
Humanitarian Settings. Annex 7.1.

A medical record audit tool can be used to evaluate the
quality of clinical care delivered to sexual violence survivors
at the health facility. An audit tool should include all
elements of the clinical care delivered to sexual violence
survivors, as discussed in this training and available in WHO
guidelines. This tool can be used to self-audit medical records
for completion. It can also be used by supervisors on a
monthly, bi-monthly, or other basis to gather information on
clinical practice within the facility to address quality
improvement.
There is an example medical record audit tool on the IAWG
website and USB key that can be printed and given to
training participants.

Key Messages
• Coordinate data collection amongst sectors
• Align tools and data collection methods be
b tween all
partners to ensure quality and standardization
• Ensure ethical and safety standards are respected when
collecting and sharing data
• Avoid blaming and being judgmental when interpreting
the results of monitoring and evaluation
• Use your findinggs to improve your programming

Activity
Show the video clip on pharmacy management. The key point of the video is that supplies must be stored and
tracked in an organized way. Ask the participants: What is the role of the health care provider in addressing the
management of supplies? Facilitate a discussion for 5 to 10 minutes before moving on in the presentation.
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Medical supplies management
• Remove supplies from boxes and arrange
• Dedicated, protected storage area
• Stock management
• First in, first out

Show this slide following the video on stock management.
Ask participants for information about the set-up of
supplies in their own workplace. Highlight key points as
noted on the slide.
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Unit 8: Assessment of Clinical Services for
Survivors of Sexual Violence
Time
45 minutes - Group work
60 minutes - Presentations and discussion
Objectives
By the end of this unit, participants should be able to:
u Identify elements of clinical management currently in place.
u Make suggestions for improving upon in the operating context.
Materials
Prepare the following in advance (handouts are available on the USB key or IAWG website):
u Sample Medical Record Audit Tool, as a handout for each participant
u Sample Health Facility Checklist, as a handout for each participant
Instructions
This unit consists of group work followed by a full group discussion about the current state of clinical care for
survivors of sexual violence in the contexts the participants are working in.
Activity
Divide the participants into groups, ideally based on the clinical site in which they work. If more than 5 participants
are from one clinical site, then create more groups. Ask the participants to answer the following questions amongst
themselves:
u What elements of clinical care for management of sexual violence survivors are currently in place?
u What elements of clinical care for management of sexual violence survivors can be improved?
u What resources are needed for improvement?
After 45 minutes, take a 15 minute break. After the break, bring the group back together. Each group should be
given an opportunity to present its discussion to the broader audience. Guide the discussion towards practical
solutions and the ongoing identification of ways to improve clinical care.

82

Clinical Management of Sexual Violence Survivors, Facilitator’s Guide

Closing

Unit 9: Evaluation and Closing
Time
30 minutes
Objectives
By the end of this unit, participants should be able to:
u Explain how the training met their expectations and the course objectives.
Materials
Prepare the following in advance (handouts are available on the USB key and IAWG website):
u Flip chart paper
u Course Evaluation, as a handout for each participant
u Post-test, as a handout for each participant
u Certificates of completion, as a handout for each participant

Instructions
End the training by first reviewing the course objectives and revisiting the participants' expectations. Ensure that all
expectations have been addressed. Hand out the post-test and ask the participants to take 15 minutes to fill it out.
After finishing the test, participants can take 10 minutes to fill out the course evaluation for the second day. Thank
participants for their attention and participation in the short course. Present each participant with a prepared
certificate of completion to wrap up the training.

83

Clinical Management of Sexual Violence Survivors, Facilitator’s Guide

Sample Certificate of Attendance

Certificate
of
Attendance
[Recipient Name]
is hereby recognized as completing a two-day clinical refresher course on

Clinical Management of
Sexual Violence Survivors

PRESENTED BY:

ON THIS DAY:
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