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Clinical Care of Sexual Assault Survivors 

Detailed Learning Objectives  

 

 

Section 1: What Every Clinic Worker Needs to Know 

Participants will be able to: 

• Explain why sexual assault is under-reported. 

• Name the universal rights which are particularly important for sexual assault survivors. 

• Give an example of how these rights can be realized in your work. 

• Define the terms “sexual assault” and “rape” and explain why the term sexual assault is 

used in this training.  

 

Section 2: Responsibilities of Non-Medical Clinic Staff 

Participants will be able to: 

• Name the public health consequences of sexual assault. 

• Describe how compassion, competence and confidentiality can help the survivor begin 

to heal. 

• Demonstrate appropriate ways to protect survivors’ human rights. 

 

Section 3: Direct Patient Care 

 

3a: Receiving the patient and preliminary assessment 

Participants will be able to: 

• Describe the purpose of the preliminary assessment. 

• Describe what treatment you would offer to a patient who is being referred to a  higher 

level facility before she leaves your care 

• Follow the clinical pathway to ensure that the key elements of care are provided. 

 

 

3b: Obtaining informed consent and taking the history 

Participants will be able to: 

• Describe the purpose of obtaining informed consent 

• Demonstrate how to properly obtain informed consent and fill out the form 

• Explain what to do if a survivor refuses to give consent 

• List the elements of the health history. 

• Demonstrate active listening skills. 

 

3c: Performing a physical exam 

Participants will be able to: 

• Describe how to give the survivor control over the examination. 

• Describe how to use information from the history to guide the exam. 

• Determine when a speculum exam is needed for a female survivor.  

• Describe the cause and the signs and symptoms of a fistula. 

• Explain the importance of correct documentation. 

• Demonstrate how to correctly fill out the medical exam form.   

 

3d: Treatment and disease prevention 

Participants will be able to: 
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• List the elements of treatment for survivors.  

• Describe the use of emergency contraception. 

• Describe which patients should be offered PEP and list the patient teaching messages. 

• Describe how you would approach a survivor who came to you 6 months after a sexual 

assault. 

• Describe common reactions to sexual assault and demonstrate the ability to express 

compassion for what the survivor is feeling.   

• Describe when the survivor should come back for follow up and what should be 

addressed at each follow up visit. 

 

3e: Caring for male survivors 

Participants will be able to: 

• Describe how male survivors may react to a sexual assault. 

• Describe how to communicate with a male survivor. 

• Explain what physical response men can experience during an assault and how this may 

make them feel.   

• Describe signs to look for during the male genital exam. 

 

3f: Caring for child survivors 

Participants will be able to: 

• Describe the issues involved in getting consent for the examination of a child. 

• Demonstrate appropriate techniques for interviewing a child. 

• List the information you need to gather from a child survivor. 

• Discuss what it means to always put the best interest of the child first.  

• Describe under what conditions it would be inappropriate to perform a genital exam on 

a child.   

• Explain why it is impossible to test for virginity. 

• Explain at what age a girl should be offered ECP if vaginal penetration has occurred. 

• Describe what treatment you would offer for a child survivor. 

• Demonstrate how to advise parents on a child’s possible reactions to sexual assault.   

 

Section 5: Collecting Forensic Evidence 

 

Participants will be able to: 

• Describe the reasons for collecting forensic evidence. 

• Describe the types of forensic evidence that can be collected.   

• Describe proper packaging of samples. 

• Explain why evidence collection should be done as soon as possible after the assault and 

what activities in particular reduce the quality of the evidence.   

• Describe the process of consent for a survivor wishing to have evidence collected.   
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Section 4: Preparing Your Clinic 

Participants will be able to: 

• Map out current patient flow and response to sexual assault survivors and identify areas 

for improvement. 

• Use the checklist to develop a draft work plan improving facility practices to meet 

standards for CCSAS and the adaptation and implementation of the CCSAS protocol. 

• Describe the information needed to adapt the protocol to your local setting. 

• Describe what referral resources are needed for sexual assault survivors. 

• Determine what resources are currently missing in your referral network and develop a 

plan for filling gaps and improving communication between the various organizations. 

• Describe the resources available to inform your work with sexual assault survivors. 

• Describe what resources are available at the country and TU level to support CCSAS and 

what resources are needed.   
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Exercise 1: Compassion Competence and Confidentiality Role Play 

 

 

You have 15 minutes to prepare one of the following scenarios.  Your presentation should last no 

longer than 5 minutes.  Spend some time discussing the scenario and developing a more detailed 

“story.”  Each member of the group should have a role.   

 

Scenarios: 

1. One member of the group works as a guard at the clinic.  The clinic is closed.  “Sarah” comes to 

the clinic saying that someone she knows was sexually assaulted and seeking advice about what 

to do.   

 

Suggestions: The group can decide if Sarah is actually the one who has been assaulted or if it 

really is someone she knows.  Either way, you need to decide what questions the guard should 

ask and what information he should give.  The other members of the group assume the roles of 

other staff members, or friends and family of Sarah.  For example, one could be a friend or 

family member with Sarah, one could be another guard or a doctor or nurse who works at the 

facility. 

 

2. One member of the group is a non-medical clinic worker who helped when “Sarah” came in for 

care after being sexually assaulted.  A friend or relative comes to ask about what was wrong 

with Sarah:  “Why did she come to the clinic?”  What does the clinic worker say to this person?   

 

Suggestions: The group should decide who the questioner is and how hard he or she pushes for 

information and how the clinic worker should answer.  Other members of the group could be 

witnesses to the questioning and perhaps make it harder for the clinic worker by asking why he 

or she doesn’t just provide the information.  What happens if the questioner gets angry?  

Another group member could be a friend or co-worker with whom the clinic worker shares his 

or her feelings after being asked for this information. 

 

3.  Another clinic worker overhears some acquaintances talking about “Sarah”.  There is a rumor 

going around that she’s a “loose woman”.  What should the clinic worker say? 

 

4. “Sarah” comes back to the clinic worker complaining that he or she told what happened and 

now everyone knows and no one will talk to her.  Everyone says she must have asked for it.  

What should you say to her?  How can you make her feel better about her decision to come to 

the clinic even if it means people have guessed what happened (or someone told)?  What 

damage does it do when other people find out?  How can that damage be reduced?   
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This form should be read to the client or guardian in her/his first language. Clearly explain to the 

client what the procedure for the medical examination involves and allow her/him to chose any 

or none of the options listed.  The survivor can change his/her mind at any time and a new form 

can be completed. 

 

 

I, ____________________, give my permission for _________________________  

(medical provider’s name and title)  

to perform the following (select one option for each, do not leave blank): 

 

  

• A medical examination 

 

YES              NO 

• A pelvic examination 

 

YES              NO   

• A speculum exam  

(if medically necessary) 

 

YES              NO 

• Collection of evidence, such as 

body fluid samples, collection of 

clothing, hair combings, scrapings 

or cuttings of fingernails. 

 

 

YES              NO 

• Blood draw. 

 

YES              NO 

• Provide evidence and medical 

information to the police and/or 

courts concerning my case; this 

information will be limited to the 

results of this examination and any 

relevant follow-up care provided. 

 

YES              NO 

 

I understand that I can refuse any aspect of the examination I do not wish to undergo. 

 

 

Client/ Guardian Signature:__________________________________________ 

 

 

Staff Signature: __________________________  Date: ____________(dd/mm/yy) 

 

 

CONFIDENTIAL 

CONSENT FOR EXAMINATION 
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Exercise 3: Active Listening 

 

During the interview with a survivor you need to gather information to accurately document her 

story and determine what kinds of examination and treatment is appropriate.  It is very important 

that you do this without re-traumatizing her and in a way that validates her experience and helps 

begin the healing process.  The purpose of this exercise is to give you a chance to practice your 

active listening skills.  Active listening means you are focused on who you are listening to in order 

to fully understand what he or she is saying in a non-judgmental way.   

 

Active listening techniques: 

• Express your interest and concern with your body as well as your words. 

• Begin with open ended questions like “Tell me about what happened. . .”  Get more specific 

as necessary only after she has finished relating the story. 

• Do not interrupt or rush her.  Respect silence by waiting attentively or use supportive 

statements like, “I know this is hard for you” or “I’m here to listen”. 

• Acknowledge her emotion with statements like, “I can see you are feeling. . .”  Never discount 

the survivor’s feelings by using phrases likes “it’s not that bad” or “don’t let it bother you”. 

• Validate her feelings with statements like “it is normal to feel . . .”  or “people who experience 

sexual assault often feel . . .” 

• Do not ask “why” questions.  They are often judgmental. 

• Check that you understand by repeating back to the survivor what she has said 

(summarizing).   

• Do not offer opinions or advice.  Give the survivor information she needs to make her own 

decision. 

 

Instructions: 

The participants should be divided into groups of three, with a speaker, a listener, and an observer. 

 

To the speaker: You should talk about something that is a real concern to you.  You don’t need to 

share anything that is very private or embarrassing.  Sharing a real part of your life, however, will 

make this exercise both more interesting and more useful. Be sure to pause often to encourage the 

listener to respond, even though this may seem a bit unnatural.   

 

To the listener: Practice active listening techniques.  Acknowledge and validate what the speaker 

says.  Summarize to see if you understand correctly.  Try to ask open-ended, non-judgmental 

questions to get more information.   

 

To the observer: Concentrate on the person in the listener role, looking for active listening 

techniques.  Give feedback at the end of the interview.  Help the listener learn by pointing out 

areas needing improvement.  
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Identifying Different Forms of Stress 

 

General Definition Stress: 

� Stress is an immediate, biological and psychological ‘alarm-reaction’ of a person 

when s/he is confronted with something that might be a threat. This threat might be 

a change in our internal or external environment to which we have to adapt, with 

which we have to cope. Every person reacts differently to stress: people have 

different thresholds. Not everyone feels stress in the same situation.  

 

� Stress is a normal and natural response designed to protect, maintain and enhance 

life.  If our ways of managing stress are adaptive and healthy, we may find stress to 

be a positive thing, a “challenge.”  Stress that we cannot manage or control well is 

experienced more negatively. 

 

Day to Day Stress 

� Much of this stress is positive. It motivates us to get up in the morning, accomplish 

tasks, and seek out the new projects and relationships which we enjoy. As long as 

we have the feeling that we can control the stressors, we are ok.  

� But chronic exposure to stress or frequent exposure to very high levels of stress 

reduces our ability to control it and to deal with stress effectively; we can start to 

feel helpless. A high level of stress can have a very negative impact on our work and 

life.  

 

Cumulative Stress 

� This type of stress is the most common for workers in conflict settings.  It occurs 

when a person suffers prolonged exposure to a variety of stressors.  The causes are 

usually a combination of personal, work, and incident specific factors which cause 

frustration.   

 

Burnout 

� This is a response of our body and mind to prolonged occupational exposure to 

stress.  Specifically, burnout is a reaction to demanding interpersonal situations that 

produce psychological strain and provide inadequate support.
*
   

 

Signs of Burnout
†
 

� Body reactions:  

� Chronic fatigue 

� Sleeping problems 

� Frequent headaches 

� Ulcers, loss of appetite 

 

� Emotional reactions 

                                                 
* Jenkins SR, Baird S (2002), Secondary traumatic stress and vicarious trauma: a validation study. J Trauma Stress 
15(5):423-432. 
† “Managing the Stress of Humanitarian Emergencies.” Geneva, July 2001, 
http://www.reliefweb.int/rw/lib.nsf/db900SID/LGEL-5G8JQH?OpenDocument 
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� Depression 

� Anger 

� Irritability 

� Feeling frustrated or feeling ‘trapped’ 

 

� Thoughts 

� Having very negative thoughts about own performance or in general 

� Becoming very cynical 

� Starting to focus on your failures and failures of others 

 

� Behaviour 

� Not showing up at work 

� Working very hard and long hours 

� Risk taking behaviour 

� Over consumption of alcohol, cigarettes… 

� Being in constant fights with colleagues 

 

Critical Incident Stress:  

� A critical incident is an event which has the effect of overwhelming a person’s usual 

coping ability.  Such events are usually sudden, violent, and unexpected.  They often 

present a threat to safety and well-being and are not part of the expectable routine 

life experience.  

 

Signs of critical incident stress and secondary traumatisation:  

 

� Taking your work “home” with you: This means that even when you are not at  

work, when you are home or with your own family, you are unable to stop thinking about 

work. 

� Sleeplessness. 

� Feeling very emotional during or after working with a survivor. 

� Generalized anxiety. 

� Feelings of being overwhelmed, like there is no way you can cope with what is happening 

around you. 

� Feelings of incompetence: like you can no longer accomplish what you once did well. 

� Listlessness, low-grade depression, never feeling happy or sad, just muted or numb. 

� Intrusive thoughts of patients, families and extremely stressful events: dreams, nightmares, 

daydreaming, recurring images, vivid mental replaying of client's trauma. 

� Anger at survivors, families, the system, self and/or at staff /culture.  

� Hyper-aroused or over-reacting to insignificant events (especially at home). 

� Revenge fantasies. 

� Haunting memories of one’s own terrifying events. 

� Emotional detachment to significant others (numbing, flat affect (see below), loss of humor). 

 

Flat affect refers to a change in emotional response wherein a person expresses no emotion, no 

matter what he or she experiences.   
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CLINICAL PATHWAY FOR TREATMENT OF RAPE SURVIVORS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

YES  

Patient assessed immediately. Rape crisis team or other designated clinician notified.  

It is not the responsibility of the health care provider to determine whether a person has been raped. That is a legal determination. 

• Counsel on the possible health 

consequences of rape. 

• Follow protocols for diagnosis 

and treatment of STIs.   

• Give tetanus prophylaxis if 

indicated. 

• Give Hepatitis B vaccine if 

available. 

 

Patient medically 

stable?   

Needed treatment 

can be given at 

this facility? 

 
 

• Stabilize and transfer.   

• Consider ECPs, PEP, 

tetanus immediately. 

• Take to private 

consultation room. 

 

• Offer comfort and 

understanding. 

 

• Explain procedures 

and get informed 

consent. 

 

• Treat wounds, give 

pain control.   

 

• Take medical history. 

 

• Conduct physical 

exam. 

 

• (Obtain samples for 

forensic evidence.) 

 

• Treat or repair 

genital injuries as 

necessary. 

 

NO  

YES  

• Counsel on the possible health consequences of rape. 

• Determine pregnancy status and offer ECPs if not pregnant. 

• Give prophylaxis for STIs  and HIV  PEP per protocol as needed. 

• Give tetanus prophylaxis if indicated. 

• Give Hepatitis B vaccine if available. 

NO  

Discharge counseling and teaching: Make sure the survivor has a safe place to go and refer as needed to Security/Protection, Legal, Psycho-

social, etc. Services.  Encourage a follow-up visit in two weeks. Give clear simple instructions for any medications, wound care, etc. 
 

DOCUMENT THE EXAM AND TREATMENT THOROUGHLY. KEEP ALL DOCUMENTS AND EVIDENCE CONFIDENTIAL AND SECURE. 

 

 

Within 72-120 

hours?  
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Female Anatomy 

 

 

 

clitoris 

labia majora 

urethra 

labia minora 

hymen/opening to 
vagina 

anus 

perineum 

posterior 
fourchette 
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Vaginal Wet Prep (Wet Mount) Instructions 

 

Patient Preparation 

There is no patient preparation needed.  Ideally the patient should have not inserted anything into 

her vagina since the penetration occurred.   

 

Specimen Collection 

• Universal Precautions must be followed when handling potentially infectious agents. 

• Using a sterile swab, swab the vagina and cervix, and immerse the swab into the vial containing 2 

mls of sterile 0.9% Sodium Chloride, NaCl, and label.  The mouth or rectum can also be swabbed 

separately if there is a history of rectal or oral penetration.   

• Do not refrigerate; examine immediately. 

 

Equipment and Supplies 

• Vials for vaginal samples - add 2 mls of 0.9% NaCl.  Do not use plain water or other mixture. 

• Sterile swab 

• Glass microscope slides and cover slips 

• Binocular microscope  

• Gloves 

 

Procedure 

• Take the swab in the vial directly to the laboratory. 

• Wearing clean gloves, dab the cotton swab on the surface of the slide and cover with the cover 

slip.  Touch only the edges of both the slide and cover slip.  Avoid bubbles as they can lead to 

confusing results. 

• Place on the microscope stage, in the correct position over the opening and turn on the 

microscope. 

• Begin with the low power lens to find material from the sample, then turn to a higher power to 

see more detail.   

• Once you are finished, turn off microscope and dispose of slide and glass vial in sharps container 

and  swab and gloves in contaminated waste. 

• Wash hands. 

• Document all findings on the patients record.   

 

Findings 

• The absence of sperm does not prove that a rape did not occur.  It is not possible to give an 

exact time of intercourse based on the finding of motile sperm.   

• Motile sperm can live in the vagina for 6-8 hours.  Non-motile sperm are most likely to be found 

within 20 hours but can sometimes be found in the cervix for up to 72 hours.  In the mouth 

sperm can be found for 3 – 4 hours.  In the rectum sperm may be found up to 12 hours after 

assault.   

• Motile sperm are unmistakable. The only other motile (moving) element you might see in a wet 

mount  are trichomonas but they have very short tails and move in circles.  Non-motile sperm can 

be harder to identify.  Do not confuse them with budding yeast (candida).   
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Multiple sperm in wet mount, high magnification. 

 

  

 

 

 

 

 

 

 

 

   

 

 

 

Trichomonas:  Don’t confuse this 

parasite with motile sperm  

Above: Single branch of budding yeast.  

Below: multiple stalks of candida albicans. 

Candida morphology: a = albicans, 

t=tropicalis, k=krusei, l=lusitaniae, 

g=glabrata, p=parapsilosis; 

chl=chlamydospore (After 

Campbell et al.) 
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Female Genital Mutilation (FGM) 

Background 

FGM is recognized internationally as a violation of the human rights of girls and women. It reflects 

deep-rooted inequality between the sexes, and constitutes an extreme form of discrimination 

against women. It is nearly always carried out on minors and is a violation of the rights of children. 

The practice also violates a person's rights to health, security and physical integrity, the right to be 

free from torture and cruel, inhuman or degrading treatment, and the right to life when the 

procedure results in death. 

What do we mean by FGM? 

FGM has been defined by the World Health Organization (WHO) as "all procedures which involve 

partial or total removal of the external female genitalia or injury to the female genital organs 

whether for cultural or any other non-therapeutic reasons". It exists in a number of forms, 

although four main types are commonly recognized, and are classified as follows:  

Type 1: The removal of the prepuce with or without excision of part or all of the clitoris. 

Type 2: Clitoridectomy; also known as excision. This is the removal of the clitoris with partial 

or total excision of the labia minora, and constitutes about 80% of FGMs performed. 

Type 3: Infibulation; also known as pharaonic circumcision. This involves the removal of the 

clitoris, labia minora and labia majora with narrowing of the vaginal opening by means of 

stitching. It is the most extreme form of FGM and involves the removal of two thirds of the 

female genitalia. It constitutes approximately 15% of mutilations performed.   

Type 4: Unclassified: pricking/piercing/incising the clitoris and/or labia, cauterization by 

burning of clitoris and surrounding tissue, scraping (angurya cuts) of the vaginal orifice or 

cutting (gishiri cuts) of the vagina to cause bleeding. 

The procedures are usually performed without anesthetic and in unhygienic conditions. The 

practitioner, who typically has no medical training, uses crude, non-sterile implements such as 

broken glass, pieces of a tin can or razors to perform the procedure. Where stitching is involved, 

this is often done using thorns. In Type 3 forms of FGM, the girl's legs are often bound together for 

up to 40 days to ensure the intended aperture. Women and girls undergoing the Type 3 procedure 

have the stitched vaginal opening either cut or torn open on their wedding night. 

 

Additional resource:  

Eliminating female genital mutilation: an interagency statement UNAIDS, UNDP, UNECA, UNESCO, UNFPA, UNHCHR, 

UNHCR, UNICEF, UNIFEM, WHO, 2008.  http://www.who.int/reproductive-

health/publications/fgm/fgm_statement_2008.pdf  Available in Arabic, English, French, and Portuguese. 
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The health consequences of FGM 

The procedure has no health benefits for girls and women.  There are numerous short and long 

term consequences, including:  

 

Short term consequences Long term consequences 

• severe pain and shock 

• infection 

• urine retention 

• injury to adjacent tissues and 

organs (which can be severe, 

depending on the extent to 

which the girl or woman subject 

to the procedure struggles) 

• immediate fatal hemorrhage 

• extensive damage of the external 

reproductive system 

• uterus, vaginal and pelvic infections 

• cysts and neuromas 

• increased risk of vesico-vaginal fistula 

• complications in pregnancy and childbirth, 

including obstructed labor 

• psychological damage resulting from trauma 

• sexual dysfunction and painful sexual 

relations 

• difficulties in menstruation 

Other potential problems include sterility, chronic pain and lameness. Victims of FGM, particularly 

where the procedure is performed on more than one girl or woman at a time, are also at a 

heightened risk of contracting HIV and other potentially fatal infections as a result of the use of 

non-sterile implements.   

Reasons advanced for the performance of FGM include: 

• custom and tradition 

• religion (in the mistaken belief that FGM is a religious requirement) 

• preservation of virginity/chastity 

• social acceptance (especially for marriage) 

• hygiene and cleanliness 

• increasing sexual pleasure for the male 

• family honor; and 

• enhancing fertility. 

 

Medicalization of FGM 

Traditionally older female members of the community performed FGM, but recent trends show 

that, in some countries procedures are now taking place in hospitals and health clinics, performed 

by medical professionals who use surgical instruments and anesthetics. The ‘medicalization’ of 

FGM can be attributed to early advocacy efforts that placed a strong emphasis on the health 

consequences of the procedure, without referencing the practice in the larger context of human 

rights. This has led to a misconception that medicalization  decreases the negative health 

consequences of the procedure.  The medicalization of FGM still represents willful damage of 

healthy body parts and organizations such as the WHO, UNICEF, and the International Council of 

Nurses have all declared their opposition to the trend.  
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Exercise 4: Documenting the Examination 

 

• The main purpose of the examination is to determine what medical care should be given.  

Proper documentation assures quality care and follow up.  The documentation of the 

examination may also be the only evidence the survivor has that an assault took place.    

 

• It is not your responsibility to determine whether or not a woman has been raped.  

Document your findings without stating conclusions about the legal status of the case.  In 

many cases of sexual assault the examination will be completely normal.   

 

• Record the interview and your findings in a clear, complete, objective, non-judgmental way.  

Record the survivor’s story in her own words.  Include any statements of threat made by 

the assailant.  Use quotes to indicate the survivors exact words.  Avoid words such as 

“claims” or “alleges” which imply the survivor may not be telling the truth.   

 

• Note whether the patient was seen alone or with another person as translator or support 

person.   

 

• Complete all parts of the form including any treatment provided, vaccinations give, or 

samples collected. 

 

• Note the survivor’s emotional state and general appearance, condition of her clothing (torn, 

dirty, neat, well cared for). 

 

• Document all injuries clearly and systematically using standard medical terminology.  

Record your findings on the medical history form and the pictograms, noting size, color,  

type, etc. (see below).  Health workers who have not been trained in forensics or injury 

interpretation should not speculate about the cause of the injury. 

 

Describing features of physical injuries: 

Feature Notes 

Classification Use accepted terminology: abrasion, contusion, laceration, incision, 

gun shot 

Site Record the anatomic position in words and on the pictogram 

Size and depth Measure the dimensions of the wounds 

Shape Describe whether straight, round, irregular.  The edges of the wound 

can help identify the weapon used 

Color Particularly in reference to bruises 

Contents Note the presence of foreign material (dirt, glass) 

Age Comment on signs of healing – scabbing, granulation, scar tissue.  Old 

injuries should also be noted. 

 

Adapted from Clinical Management of Rape Survivors, Geneva, WHO, 2004. 
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Male Anatomy 

 

shaft 

scrotum 

urinary meatus 

Circumcised Penis Uncircumcised Penis 
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HIV POST EXPOSURE PROPHYLAXIS (PEP) 

 

PEP should be prescribed by qualified trained health care provider who are designated providers 

according to a pre-determined PEP protocol.  It should be given as part of a comprehensive 

package of clinical care and referrals to mental health, legal and supportive services.   

 

We do not know exactly how effective HIV PEP is at preventing transmission of HIV after a sexual 

assault.  Based on experience with PEP for work related exposure and prevention of mother to 

child transmission, experts believe that starting PEP as soon as possible and not more than 72 

hours after an assault will decrease the risk of transmission.  Offer the first dose of PEP as soon as 

possible, ideally before proceeding through other aspects of the examination and treatment. 

 

PEP will not treat those already infected.  If possible patients should be counseled and voluntarily 

tested before beginning treatment, but if they refuse or testing is not available, the drugs should 

still be started as soon as possible and testing offered within 1 - 2 weeks.  Patients should be 

counseled to use condoms every time they have sex until they have been tested again after three 

months.  Test results, along with all other patient information should be kept confidential. 

 

PEP should only be given to patients with a high risk of exposure to blood or body fluids.  This 

includes both vaginal and anal penetration with a penis.  Forced oral-penile penetration is a lower 

risk for infection.  External cuts and scratches do not present a risk unless the assailant’s blood got 

in the wounds.  Human bites are not a risk for HIV infection, although they can cause bacterial 

infections.   

 

Pregnancy is not a contraindication to PEP.  Women in their first trimester should be counseled 

that the effects on the fetus are unknown.  The risk of infection based on local prevalence, what is 

known about the perpetrator and type of assault or injury should be especially carefully considered 

in these women.  In high risk situations, the risk of contracting HIV and passing it to the fetus will 

generally outweigh the unknown risk of the drug.  Women who are breastfeeding should continue 

to do so. 

 

PEP is recommended for all children potentially exposed to HIV through sexual contact. HIV 

testing is not necessary, but should be considered in children and adolescents who were sexually 

active prior to the incident or who have been abused over a long period of time or in young 

children with HIV positive mothers.  

 

Side effects of the two drug regimen are generally tolerable and can include nausea, vomiting, 

loss of appetite, weakness and fatigue.  Counsel patients to manage these side effects and not to 

stop the medication without seeking medical advice first.    

 

Combination therapy with two drugs is recommended for 4 weeks (28 days).  Give the patient the 

full 28 day course and ask her to come back in 1 week for a follow up visit.  Giving her less than the 

full course puts her at risk for incomplete and probably ineffective treatment.   
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Sample 2-Drug Regimens for Post-Exposure Prophylaxis of HIV in Adults and Children 
Treatment Form Dosage 30 day supply 

Children < 2 yrs old (5 – 9 kg) 

Zidovudine (AZT)      and 10 mg/ml 7.5 ml twice a day 420 ml ( i.e. five bottles of 100 ml 

or three bottles of 200 ml) 

plus 

Lamivudine (3TC) 10 mg/ml 2.5 ml twice a day 140 ml (i.e. two bottles of 100 ml 

or one bottle of 200 ml) 

Children 10 – 19 kg 

Zidovudine (AZT)     and 100 mg capsule one capsule three times 

a day 

90 capsules 

plus 

Lamivudine (3TC) 150 mg tablet ½ tablet twice a day 30 tablets 

Children 20 – 39 kg 

Zidovudine (AZT)     and 100 mg capsule two capsules twice a day 120 capsules 

plus 

Lamivudine (3TC) 150 mg tablet one tablet twice a day 60 tablets 

Adults and children 40 kg or more, including pregnant women 

Zidovudine(AZT)  and 300 mg tablet 1 tablet every 12 hours 60 tablets 

Lamivudine (3TC) 150 mg tablet 1 tablet every 12 hours 60 tablets 

 

A third drug may be necessary in the context of resistance.  Options include Indinavir 800 mg 3 

times a day or Efavirenz 600 mg once daily (not recommended for pregnant women). These drug 

may cause more severe adverse reactions.  Patients taking one of these drugs  should be evaluated 

within 72 hours after exposure and monitored for drug toxicity for at least 2 weeks.   

 

Further reading:  Post-exposure prophylaxis to prevent HIV infection: Joint WHO/ILO guidelines on post-exposure 

prophylaxis (PEP) to prevent HIV infection, 2007.  ttp://whqlibdoc.who.int/publications/2007/9789241596374_eng.pdf 

 

Explain to the patient: 

• The drugs may prevent HIV if started within 72 hours and taken for 28 days.  We do not 

know exactly how effective it is at preventing infection.   

• You will need to take two drugs: zidovudine and lamivudine.  They are usually combined 

into a single pill (combivir) to make them easier to take.  These are not the same drugs that 

are usually given to people with HIV to treat the disease.  Do not borrow or share drugs 

with another person.   

• We do not know exactly what the drug might do to an early pregnancy (less the 3 months) 

but it is believed to be safe.  The drugs should be taken by pregnant women to prevent 

getting the infection and passing in on the baby.     

• It is best to know your  HIV status before starting the medicine.  A person who is already 

infected will not get any benefit from the medicine.  If the test cannot be done 

immediately, it should be done within 2 weeks.  If the test is positive within 2 weeks that 

means you were already infected with HIV.  If that happens we will give you information on 

how to take care of yourself. 

• The drugs can cause nausea, tiredness, weakness while you are taking them.  It may help to 

take them with food.  These symptoms will go away when you stop the medication.  They 

are not dangerous.  It is very important to stay on the medication for the full 28 days.  If you 

aren’t feeling well come back to the clinic for a follow up.    

• Return to the clinic for a follow up test in 3 - 4 months. Use condoms every time you have 

sex until your follow up test is negative.     



Participant Handout                                                   updated July 2009 

Exercise 6: Prescribing Treatment 

Case study 1 

 

A 36 year old female 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.  You 

have no dedicated ECP (Postinor), however, you do have a combined oral contraceptive with 

estrogen estrodiol 50 μg and levonorgestrel 250 μg. 

 

The treatment offered to the woman should include:  

To prevent  Give treatment (include dosage) 

  

  

  

  

  

  

  

  

 

What points would you include in your counseling and care plan? 

 

 

 

 

 

 

 

 

 

 

What other services would you offer or refer her to? 
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Exercise 6: Prescribing Treatment 

Case study 2 
 

A 5 year old boy comes to the clinic 70 hours after being sexually assaulted.  The assault included 

anal penetration.  He is crying and cannot sit normally.  His mother states she wants all available 

treatment.  She states he has no allergies that she knows of.  

 

The treatment offered to the boy should include:  

To prevent  Give treatment (include dosage) 

  

  

  

  

  

  

  

  

 

What points would you include in your counseling and care plan? 

 

 

 

 

 

 

 

 

 

What other services would you offer or refer the boy to? 
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Exercise 6: Prescribing Treatment 

Case study 3 

 

An 11 year old girl is brought to the clinic by her aunt who is her guardian.  She reports multiple 

sexual assaults by a group of 5 soldiers 4 days ago.  Her aunt is very concerned about HIV.  Wants 

all possible treatment.  Her weight is 35 kg.  On examination you find multiple bruises on breasts, 

healing lacerations around introitus and anal tears. When she takes off her skirt you see that she 

has wet herself.  

 

Treatment offered to the girl should include:  

To prevent  Give treatment (include dosage) 

  

  

  

  

  

  

  

  

 

What points would you include in your counseling and care plan? 

 

 

 

 

 

 

 

 

 

What other services would you offer or refer the girl to? 
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Exercise 6: Prescribing Treatment 

Case study 4 

 

A 51 year old women reports being severely beaten and sexually abused by a soldier 2 days ago.  

Perpetrator unable to achieve sufficient erection for vaginal penetration.  Survivor was forced to 

perform oral sex on perpetrator who did not achieve erection nor ejaculate.  On examination you 

find multiple bruises around face and legs and abdomen and lacerations on forehead and abrasions 

on elbows.  She is very emotional and very concerned about HIV.  She says she wants all possible 

treatment.  

 

Treatment offered should include: 

To prevent  Give treatment (include dosage) 

  

  

  

  

  

  

  

  

 

What points would you include in your counseling? 

 

 

 

 

 

 

 

 

 

 

What other services would you offer or refer her to? 
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Exercise 7: Responding to Common Emotional Reactions 

A provider needs to be prepared to respond calmly and non-confrontationally to whatever the 

survivor is feeling.  The feelings of anyone accompanying the survivor, particularly parents and 

spouses may further complicate the picture.  And our own feelings as providers can also interfere if 

we become frustrated and impatient, or are embarrassed or upset by what the survivor tells us.  

Learning to handle these situations well takes experience.  This exercise will let you practice what 

you have learned so far.   

  

Prepare a brief (5 minute) scenario illustrating how a survivor may exhibit this emotional reaction 

and how the provider could respond to provide competent, compassionate care.  You will have 15 

minutes.  If there are three people in your group, the third member of the group can be either 

another staff person at the facility (a nurse, registrar, or assistant) or a friend or family member of 

the survivor.  This person might be either supportive and helpful or a bad influence needing to be 

controlled.   The scenario should represent the first few minutes of the provider-patient interaction 

where the provider needs to gain the trust of the survivor, get a basic idea of what happened and 

explain what services he or she can provide (not the complete exam).   
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CHECKLIST FOR CLINICAL CARE OF SEXUAL ASSAULT SURVIVORS 

Protocol 

� Written medical protocol in the language of the provider. 

Staff 

� Trained (local) health care professionals (on call 24 hours/day). 

� For female survivors, a female health care provider speaking the same language or a 

female health worker (or companion) should be in the room during the examination. 

Setting and Equipment 

� Room (private, quiet, accessible, with access to a toilet or latrine). 

� Examination table and light. 

� Resuscitation equipment. 

� Access to an autoclave to sterilize equipment. 

� Speculum (small and medium). 

� Sterile medical instruments (kit) for repair of tears, and suture material. 

� Supplies for universal precautions (soap, gloves, receptacle for disposal of contaminated 

and sharp materials).  

� Needles, syringes. 

� Cloth or sheet to cover the survivor during the examination.  

� Napkins for feminine hygiene (pads or local cloths). 

� Pregnancy tests. 

Medications 

� For prevention or treatment of STIs per country protocol (may include Hepatitis B 

vaccine). 

� For post-exposure prophylaxis of HIV (PEP) as per IRC/country protocol. 

� For pain relief (e.g. paracetemol) and anxiety depending on local conditions and 

protocols. 

� Emergency contraceptive pills or other oral contraceptive; IUCD if appropriate. 

� Local anesthetic for suturing. 

� Topical antiseptics for wound care. 

� Tetanus toxoid; Tetanus immune globulin if available. 

Administrative supplies 

� Medical chart with pictograms. 

� Consent forms.  

� Information pamphlets and referral materials for the survivor (in the local languages). 

� Safe, locked cabinet for keeping confidential records. 

For documentation and forensic evidence collection (as appropriate) 

� Ruler for measuring the size of bruises, lacerations, etc.   

� Glass slides for wet and/or dry mounts (microscope and trained technician required). 

� Cotton-tipped swabs/applicators/gauze pads for collecting samples. 

� Laboratory containers for transporting swabs. 

� Supplies for collecting blood samples. 

� Comb for collecting foreign matter in pubic hair. 

� Paper sheet for collecting debris as the survivor undresses (flip chart paper). 

� Paper bags and tape for collecting and labeling containers/bags. 
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HELP-SEEKING AND REFERRAL PATHWAY FOR __________________________ 

(name of site) 

 

Use the following template to fill in details of the referral pathway for your setting. These referral 

pathways must be specific to one site (camp, town, or other). If the scope of these SOPS includes 

more than one site, there must be a separate page for each, with specific pathways for each. 

 

TELLING SOMEONE AND SEEKING HELP (REPORTING) 

Survivor tells family, friend, community 

member; that person accompanies survivor to 

the health or psychosocial “entry point”. 

Survivor self-reports to any service provider 

 

 

IMMEDIATE RESPONSE 

The service provider must provide a safe, caring environment and respect the confidentiality and 

wishes of the survivor; learn the immediate needs; give honest and clear information about services 

available. If agreed and requested by survivor, obtain informed consent and make referrals; 

accompany the survivor to assist her in accessing services 

Medical/health care entry point 

[Enter name of the health centre(s) in this role] 

 

Psychosocial support entry point 

[Enter name of psychosocial provider(s) in this role] 

 

 

 
 

 

IF THE SURVIVOR WANTS TO PURSUE POLICE/LEGAL ACTION - OR - IF THERE ARE IMMEDIATE 

SAFETY AND SECURITY RISKS TO OTHERS 

Refer and accompany survivor to police/security - or - to legal assistance/protection officers for 

information and assistance with referral to police 

Police/Security 

[Enter specific information about the security 

actor(s) to contact—including where to go 

and/or how to contact them] 

 

 

 

Legal Assistance Counselors or Protection Officers 

[Enter names of organizations] 

 

 

 

 

AFTER IMMEDIATE RESPONSE, FOLLOW-UP AND OTHER SERVICES Over time and based on survivor’s 

choices can include any of the following (details in Section 6): 

Health care Psychosocial 

services 

Protection, security, 

and justice actors 

Basic needs: shelter, ration card, 

children’s services, safety, other 

 

 

 

From the GBV Resource Tool: Establishing GBV Standard Operating Procedures (SOP Guide), May 

2008    IASC Sub-Working Group on Gender & Humanitarian Action. 
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GUIDELINES FOR USING TRANSLATORS: 
 
Assure that translators for sexual violence survivors are: 

• Bound to maintain confidentiality (a signed statement). 
• Speak the same language as the survivor, and are of the same ethnic background (or of 

an allied-ethnicity) as the survivor. 
• Same sex as the survivor. 

 
Ask Translators to: 

• Provide a literal translation as opposed to summarizing or “cleaning up” or simplifying a 
respondent’s answers. 

• Help you to keep a dictionary of key local terms for which there might not be a 
translation. 

 
When working with a translator: 

• The interviewer should introduce herself and the translator to the respondent. 
• The interviewer should speak directly to the respondent, not the translator. 
• The interviewer should keep eye contact with the respondent, not the translator. 
• The interviewer should review the translator’s notes with the translator after the 

interview. 
• The interviewer must document a translator was used and include the person’s name. 

 

 


