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Abstract

Sexual and gender-based violence (SGBYV) is a significant public health issue that affects
millions of people around the world, especially women and girls. SGBV can have significant
physical, mental, and social impacts, and victim/survivors rely on medico-legal professionals
to provide medical care and pursue justice. Even though medico-legal services are essential
for the wellbeing of victims, research indicates that service provision is lacking worldwide,
but especially in East Africa, a region with higher-than-average rates of SGBV and
significant resource constraints.

In this thesis | aim to explore the barriers faced both by rape survivors in accessing
medico-legal services and medico-legal professionals in providing these services in urban and
rural settings in Kenya. Further, | examine the lived experiences of my participants during the
COVID-19 pandemic as well as during times of normalcy, while also situating the findings
within a larger East-African context.

To begin my research and familiarise myself with medico-legal service provision in
the East African context, | undertook a scoping literature review of 54 papers to synthesise
the existing models of service provision in the region surrounding Kenya. | then conducted a
prospective cross-sectional study on 541 case records held by the Wangu Kanja Foundation
to evaluate patterns of violence in Kenya during the COVID-19 pandemic, research that was
not in the original design of my PhD, but which emerged as a result of the ongoing
worldwide pandemic. Following this study, | conducted a secondary data analysis on case
records of 514 survivors engaged with the Wangu Kanja Foundation to evaluate patterns that
might predict how far a victim moves through the case referral pathway in Kenya. Finally, |
worked closely with my partner organisation to conduct my qualitative research.

The Wangu Kanja Foundation (WKF), which is based in Nairobi, Kenya, was a

critical partner for this work, providing links to survivors on the ground, a library of data on



previous violence in Kenya, and networking opportunities that were crucial when
interviewing medico-legal service providers for this work. Due to the COVID-19 pandemic, |
had to significantly postpone my fieldwork and the plan for this research was altered to
accommodate travel restrictions. | conducted online interviews with medico-legal service
providers between January and October 2021 with five medical professionals and six legal
professionals. During this time, two in-person focus group discussions were also conducted
by members of the WKF using interview guides | designed and based on an online training |
conducted with Kenyan facilitators to ensure that the focus group discussions were
moderated appropriately. One focus group discussion had eight participants, and the other
had nine. In April 2022 | was able to travel to three cities in Kenya, where | conducted three
focus group discussions with survivors with the help of UK and Kenyan-based researchers,
and a further 10 semi-structured interviews with professionals, five medical and five legal.
Each focus group I conducted in person had ten participants. In exploring the potential
reasons behind the challenges encountered by both providers and survivors attempting to
access medico-legal services, | identified shared barriers, including financial constraints,
insufficient understanding of correct procedures, sociocultural prejudices, and ineffective
implementation of policies and guidelines.

Results indicated that barriers to post-rape medico-legal service provision were
prominent, and that there was a sense of resignation amongst survivors concerning how their
cases would (or would not) move through the case referral pathway. In my scoping review
(Chapter 2), | found a dearth of literature on sexual violence policies in East Africa and
highlighted a disproportionate focus on Kenya compared to the other countries in the region.
In a prospective cross-sectional study (Chapter 3), | identified new patterns of violence that
emerged during COVID-19, which have implications for safeguarding in case of future

humanitarian crises, including the need for plans to protect children when guardians are



absent and schools are closed. My secondary data analysis (Chapter 4) revealed that certain
case characteristics, such as the age of the survivor and the presence of forensic evidence,
helped cases progress through each stage of the care-seeking process, yet ultimately very few
cases advanced through to the sentencing phase. In the qualitative research presented in
Chapters 5 and 6, I conducted an in-depth analysis of the lived experiences of survivors in
accessing care, as well as the experiences of professionals in providing care. The research on
providers appears before the research on survivors in this thesis to ensure that the survivors
have the final say on this topic.

The findings revealed a consensus among both providers and survivors that financial
barriers constitute the primary impediment, followed by the need for formal training for
providers in caring for survivors. Notably, provider bias (i.e., disbelieving a victim’s rape
story because of her physical appearance) remains a significant issue, despite the
implementation of interventions in Kenya several years prior to the commencement of my
research. My thesis findings have implications for future research, policy, and practice, and
provide evidence for how the Kenyan government and international non-governmental
organisations (NGOs) can better respond to the needs of both the victims and the

practitioners delivering post-sexual violence medico-legal services.



For Oma



Acknowledgements

First, I must thank the sexual violence survivors who were so willing to participate in this
research. | hope | did your stories justice, and | vow to continue using my position to lift your
voices in any way possible. Second, | am eternally indebted to Wangu Kanja and the Wangu
Kanja Foundation, who provided me with support and connections when | was not allowed to
travel to Kenya, and whose knowledge and expertise helped keep all survivors safe while

taking part in this research.

Without such excellent supervisors, none of this work would have been possible. I am so
grateful to Professor Heather Flowe and Professor Caroline Bradbury-Jones for guiding me
through this work with such knowledge and care, especially during the pandemic when we
were all experiencing uncharted waters at the same time. Thank you for presenting me with
more opportunities than | knew what to do with, helping me conduct the best research
possible, and allowing me to come to you with questions no matter how absurd. | am grateful
to have had supervisors both rigorous and approachable, and especially thankful to have had
supervisors so generous with their time and advice. | am especially grateful to Professor
Flowe, who made me feel at home in a foreign country, never made me feel anything other

than supported, and was absolutely always in my corner.

I would also like to thank the funders for allowing me to conduct the work described in this
thesis. The Global Challenges Studentship provided by the University of Birmingham
allowed me to commit fully to this work over the past four years, and |1 am eternally grateful.
I would also like to acknowledge the funding that helped me work on additional projects along
the way, including the Arts and Humanities Research Councill UK and the Economic and

Social Research Council Impact Acceleration Account.

To my family, thank you for supporting me from thousands of miles away, even though |
know you wish I were closer. Without your encouragement and unyielding support, | would
not have been able to build a life for myself on the other side of an ocean, and | truly

appreciate the sacrifices that were made so | could be here.



Further thanks go to all of my friends who buoyed me along the way. To the rest of team
MaLaRla, | do not know where | would have been without you. Being surrounded by a group
of intelligent, charismatic, and supportive women was exactly what | needed these last four
years, and both my emotional stability and my grasp (albeit small) of statistics would have
been far worse without you. Madi, you went from a random lab mate to a roomie and a great
friend/aunt to Winnie, and | cannot thank you enough for all you have done for me these last
few years. Laura, at times | felt you knew more about my PhD than I did and knowing that
you were always there as a sounding board and friend has been invaluable to me. Tia, you’re
the best fegan a vegan could ask for, and our walks around campus and constant trips for
your venti iced vanilla latte while I practiced my 3MT will forever be some of my fondest

memories of this time in my life.

To my non-UoB friends: Jakob, you picked me up at times when even the next breath felt
insurmountable, and I will forever be indebted to you for your care and support. Tim, thank
you (her?) for putting up with my oddly timed phone calls and wild emotional swings, | am
so glad our friendship has stood the test of time and distance. To Rachel, the person | have
known the longest in life second only to my family, thank you for encouraging me along the
way, guiding me through this thing that is academia, and being my BFF RVF for all these
years. Finally, to Winnie, although you cannot read, and also probably have no idea what is
going on most of the time, you have been a huge support over these last few years, keeping
me company on the couch when | needed it, getting me outside and away from my computer,

and being the best little canine companion a gal could hope for.

Vi



Authorship Statement

The research presented in this thesis was undertaken by the author (SR) with guidance and
support from supervisors Professor Heather Flowe (HF) and Professor Caroline Bradbury-
Jones (CBJ).

This thesis contains primary and secondary data analysis of victim and provider data from
Kenya (Chapters 3-6), which was collected for a project initially titled “Telling their stories:
Sexual violence survivors’ experience of reporting rape to first responders in Kenya.” This

research project was conceived by HF and Wangu Kanja (WK), with input from CBJ.
Specific contributions to each chapter are detailed below:

Chapter 1: Introduction - SR drafted the chapter, HF and CBJ reviewed and provided

feedback for content and clarity.

Chapter 2: Scoping Review - The initial protocol, geographical area, and inclusion and
exclusion criteria were developed by SR, with feedback from HF, and CBJ. SR refined the
protocol and selection criteria, chose the databases, and developed a search strategy with
input from HF and CBJ. SR drafted the chapter, and HF and CBJ reviewed and edited the

chapter for publication.

Chapter 3: Prospective Cross-Sectional Study = SR, HF, James Rockey (JR), and Laura
Stevens (LS) evaluated and cleaned the data for inclusion in this paper. SR drafted the
manuscript, with input from LS and JR. All authors (SR, LS, JR, LS, JR, MC, WK, JC, DN,
CK, and HF) reviewed and edited the chapter for content and clarity.

Chapter 4. Secondary Data Analysis = SR undertook the data analysis, with support from
JR, LS, and HF. SR drafted the manuscript, which was then reviewed and edited for content
and clarity by all authors (SR, JR, LS, MC, WK, HF).

Chapters 5 and 6: Qualitative victim and provider chapters = SR designed the interview
protocol and guides with input from HF and CBJ. The interview guides were then shared
with the WKF and edited iteratively until both teams were satisfied. SR collected data with
assistance from LS, LF, and two gender defenders from the WKF. SR undertook the data
analysis and coding. SR drafted both chapters, which were then reviewed and edited for

content and clarity by HF and CBJ.

Vil



Chapter 7: Discussion and Conclusion = SR drafted the chapter, HF and CBJ reviewed

and edited the chapter for content and clarity.

viii



TABLE OF CONTENTS

N 0] - 0! i
ACKNOWIEAGEMENTS ..ciiiiiiiieicrnnnreeeeetieiiiiesssssnnneeeeseesssssesssssnnnsssssssssssssssssssnnssssassssssssssssnns v
AULhOrship STAEMENT ..ottt as e vii
THESIS FOIMAL.ciiiiiiueeiiiiiiiieeiiiiiieeessennteesssssass e s sssse s s sssssse s sssssssessssssssneassssssnnnasssssns xii
List of Abbreviations and ACIONYMS ......eeeeeeeeeeeersressssssssssssssssssssssssssssssessssssssssssssssseees Xiii
TS 0 o U] SRR Xiii
(@ gF>T o) (=1 bt I 1 0 Y { oo {1 ox £ o] o P 1
1.1 Definitions of types Of VIOIENCE....euiiiiiiiiierirerrieitiiicccsssenrereesessesssssannsesessssssesssssnnseesssssssssnns 1
1.1.1 Sexual and gender-based VIOIENCE ........ccevuirierierieieieeeeeeeeeees et sttt e e s s e sresresaesnens 1
1.0.2 SEXUAL VIOIBNCE ...ttt sttt s s st b e st b et bt e b et b et b et be e 2
1.1.3 Intimate partner violence and domestiC VIOIENCE.........ccvvirieiriririsere e 2
1.0.4 VICHIM VEISUS SUFVIVOT w...otiuiiienieteieteniete sttt sttt sttt st be st ebe st e b se bt st se st e s ste st sbe st ebenesbeneebeneenenaene 3
1.2 CoNSEqUENCES OF VIOIBNCE ..ceecceerreeeerieiccsinneereeeesieeesssnnneeeesessesssssssnseesesssssssssssnsesssssassannns 4
1.3 Violence rates around the world and in Kenya ......ccccceeeiineeiininniiininneeeeneeenne. 5
1.4 Medico-legal Systems and SGBV........ciiiiiveiiiiiniiiininiieiininieecisresssssesssssssesssssssesssssanes 6
1.5 Global and national initiatives regarding medico-legal service provision........ccccceeeerreeennns 8
1.5.1 Global human rights treaties and INItIALIVES........ccecveieieieieeeeseses e eneas 8
1.5.2 Non-governmental organisation gUIAEIINES ...........ccceveriirerererierier ettt see st r s 10
ST o Tor= | I 1o [T 1= OSSP 12
1.6 Justification fOr reSEarCh ...ceeiiiiiiicerrrc e 12
1.6.1 Focus on barriers t0 Care iN KEBNYA........cccoiiiriiiiirerie ettt ettt st sbe e bbb sae e eas 12
1.6.2 Focus on the medico-legal PAtNWAY .........cocooiriiiiirie ettt 13
1.6.3 The Wangu Kanja FOUNGALION .........cocereiriiiricircree ettt ettt 14
1.7 Thesis aims, 0bjectives, aNd STFUCTUIE....cccvvcreeertiiiecrrrnerreeeesiiesssssnnnnresssssessssssnnseesesssssesns 15
170 AIMS ettt etttk b et b et h b a etk etk ek e b e bt e bt E e Rt eE e Rtk en et et ek et eb e st ebe st eneneeneas 15
72 © ] o] 1= o1 1P 15
LL7.3 SEIUCKUIE ..ttt b e e b s bbb e et e et e st e st e st e bt e bt e bt ebeeb e e besbe st e benbeneennen 15
Chapter 2. A Scoping Review On Sexual And Gender-Based Violence Medicolegal
Service Provision IN East AfFiCa.....ccuvveeiiiiiiieeeiiiiiineeiiisieeenssssnsessssssnsssssssssssessssssnnes 22
Chapter 3. Patterns Of Sexual Violence Against Adults And Children During The
Covid-19 Pandemic In Kenya: A Prospective Cross-Sectional Study .......cceeveeeeiivinnnenens 19

Chapter 4. Evaluating Case Attrition Along The Medico-Legal Case Referral Pathway
For Sexual And Domestic Violence Survivors In Kenya: A Secondary Data Analysis...21

Chapter 5. Provider perspectives on barriers to medico-legal service provision to sexual

VIOIENCE SUNVIVOIS IN KEBNYA....crrrnerereeieiiiiieisssssnnneeeeeesssssessssssssnssssssssssssssssssssnsnsssssssssas 23
5.1 INTFOAUCTION wevtiiiiiiiiiieneiritiiiniisiensreetssisssssssssseesssssss s snssesesssssssssssssssesessssssssssssanssasssnas 23
ST \Y/ 1= 1 oo o] [0 V78N 28

5.2.1 Participants and reCrUITMENT..........coeir ittt eb b senes 28
ST A= L L T | PSSP 29
B 2.3 PrOCEUUIE ...ttt bt bbb bbbt b et b et bt e bbbt e bt et e st b e b e e ene 30
524 RETIEXIVILY ..ttt sttt sttt e e a et e s e e e st e s e eneeseeseesesse et esseseententenes 31
5.2.5 Data analySis SAtBGY ....eevrverririerierieieierteieteteesees e sreste e stesse e ssessessesaeseeseesesseesessessessessessessessensenes 34



5.3 RESUITS cuetttieetueeeenerenereeeestenereseseessssesssersssesssssessssessessssssssssessssesessssssssssssssssssssnsesensesensanes 36

5.3.1 Theme 1: ProfeSSional JOUINEY.......c.ooeeieieieieieee ettt sttt ettt be bbb s e 36
5.3.2 Theme 2: Operating outside Of the NOFM.........cc.ooiiiiiie e e 38
5.3.3 Theme 3: Case details @nd PrOCEAUIES ........coueieieiieieeee ettt s eas 39
5.3.4 Theme 4: LimMiting FACIOIS ....c.euerieiirieiieinet ettt 40
5.3.5 Theme 5: Personal FefleCtioNS........ccoerieieieieiceee ettt st 42
5.4 DiISCUSSION tetteuurerrsssnresssssssessssssssessssssssssssssssesssssssssssssssssesssssssessssssssessssssssesssssssessssssssessssss a4
54,1 MaIN FINGINGS. ...ttt ettt st e st e st e e s e sses s esseseesseseeseeseesessessessessessessensenes 44
5.4.2 Strengths and HMItATIONS. .........eceririeieieeeeeeeeer st beere st e aesaesrere s 47
5.4.3 Recommendations for policy, practice, and future reSearch........ccccveeeeieeeeeeeeeeeeeeeeee e 48
TR T O o] o Tod 1153 o] o TP 50
Chapter 6. Sexual violence survivor perspectives on barriers to medico-legal service
ACCESS 1N KEBNYB.tiiiiiiiiiiiiiirrnnnneeeteiieiiieesssssnnsesessesssssesssssssssnssssssessssssssssssssnssssssssssssssssssnne 58
LG TN A 104 00 1104 [ PP 58
LG T2/ 1= 1 T o o] [0 /78N 62
6.2.1 Participants and reCrUITMENT..........co.eciriireirieeier ettt ettt sttt senes 62
I - L T | PSP 64
T I (o= 1] PSP 65
8. 2.4 REFIEXIVITY 1.eeveeeeeeeect ettt sttt st et e e e et e st et e e entese e st eaeesesseerenrenaeneenten 66
6.2.5 Data @NalYSIS SIFALEOY ...c.evveverieririeiiriecrtetrt ettt ettt sttt ettt b bbbt b bbbt ean 68
TR B =TT | | N 69
6.3.1 Theme 1: NO CAre SEEKING ....eciiiitiiierierieietetet ettt ettt ettt esb e b esb e s eseesaebeessereebeeseebestesaesrenss 69
6.3.2 Theme 2: ODStacles and DAITIEIS ......ccoueirieiriiieieere ettt ens 71
6.3.3 Theme 3: Operating outside 0f the NOIM.........cc.cvviiiieiee et as 73
6.3.4 Theme 4: Care SEEKING PrOCESS.....cc.eruerterieteteiteiteit et eteete sttt s e sttt e st et et et et eat e st eaeebesbesbesbesbesaeseenean 73
6.3.5 Theme 5: Reasons fOr SEEKING CAIE........ccueiiieieieeeeeieee ettt be bbb s s 75
6.3.6 Theme 6: Interactions With ProfeSSIONAlS ...........cccoceiiiiiiineie e e 76
6.3.7 Theme 7: PropoSed SOIULIONS ........ccuerueieieieieieieee ettt sttt ettt be b s bbb e aan 77
5.4 DiISCUSSION cereeurreriesssnrersssiunesissssssesssssstesssssssessssssssessssssssesssssssesssssssssssssssssessssssseesssssssessssss 78
6.4. 1 MAIN FINAINGS....ceeeeeieieieecer ettt st sttt e s s e s e s te e e s enseseeseeseesessessensesseseensen 78
6.4.2 Strengths and lIMIALIONS........covirirerieree et sesre s e ssesresresaeseensen 79
6.4.3 Recommendations for policy, practice, and future research..........c.coeveeeeeeeeecieceerieerese e e 81
LG TR @0 T [ 1] o o N 82
Chapter 7. Discussion and CONCIUSION......iiiiiiiiiiiiiirinnereriiiiiiissssssssssesessssssssssssssssnnssens 89
7.1 INTFOTAUCTION wevveriiiieeeirenereeeseissesssssnnnreeesssesessssnnnenensssssssssssnnssnessssssssssssnnsenessssssssssssannnasesss 89
7.2 Summary of Main fiNAINGS.....ceeeerrrrcrreereriieerrrrreereeeesrieeesssnneeeeesssssessssssnsesessssssssssssnnssasessas 89
7.2.1 Assessment of existing research regarding sexual and gender-based violence service provision in
BASE ATTICA ... et eueeteieteeet et ettt ettt stttk et b et b e e bt bRt b n e b en et etk e e ebe st ebeneenenaeneas 90
7.2.2 Financial factors affecting service access and ProViSiON .........c.cccevevevieriereereereeeereeesesesreseseessenees 92
7.2.3 Logistical and infrastructural barriers faced by survivors and providers.........c..cccccevveveneeeeenesnenne. 95
7.2.4 Progression through the case referral pathway ............coccoeieieninineneee e 95
7.2.5 Overlapping themes between Survivors and ProVIGEIS .........cievererierierierieneerteeee s 97
7.3 Strengths and lIMiItatioNS....ciieeecirrcereieiiiiiceerrees s ssssr e sansesesssssssssssnnnsasssssas 99
7.4 CONCIUSION . eeerrieiiiiieriiennreeetiiesessrnnrereresssesssssannreesssssssssssssnnnensssssssssssnsansssssssssssssnnneasessas 104
7.5 FULUNE FESEAICH ciiieeiiiiiietisieee e as s e s s sse e s s s ssss e s s s nn e s s s annassssnnnanes 107
7.5.1 Improved training for service providers and health system changes........c.coceevevevieveeveniencecieceieens 107
7.5.2 Rape myth awareness/bias MONITOIING.......c.ccevveievieieieececese e a e re et re e srens 109
7.5.3 Investigation of the benefits of engaging with an NGO versus accessing care independently......... 109



7.5.4 National policies versus existing models of SEervice proviSion ..........cccceeevvevieveeieieveeeeiesesesesesnens 110

7.6 Policy and Practice ReCOMMENAAtIONS .cvvvieieieieeeeiieieeireeeeeeeseseseseseseseseseseeseesesssesssssesennes 111
A 1= L1 10 o | 112
N e N 13 L 118
Appendix 1. A Scoping Review on Sexual and Gender-Based Violence Medicolegal Service
Provision in EASt ATFICA cuccvveeiiiiiiueeiiiiiiiiiiiiiecsncnee e sase s ssssse e s ssase s sssnsesssans 118
Appendix 2. Patterns of Sexual Violence Against Adults and Children During the COVID-19
Pandemic in Kenya: A Prospective Cross-Sectional Study ......cceoveevvvueerineenisneeninneenisnecnsnnens 129
Appendix 3. Provider perspectives on barriers to medico-legal service provision to sexual
VIOIENCE SUNVIVOIS IN KENYA..uuuueeeeeeeenenenenenensnsnsssnsmsssssssssssssssssssssssssssssssssssssssssssasssssssssanananane 131
T e B o o 131
T o O 0] 1 PR 135
3.3 Makadara MediCO-Legal FOIM ......eeeeeiiiiceerrrenreeeesiisccsssnenneesessssssssssnsessesssssssssssnnnessesss 136
3.4 Provider information sheet and CONSENt FOrM ..civcveeeiiiiieeeiiinieeiiiiiireneee e 138
3.5 Provider INtErVIEW GUITE ...ceiiiicveeiiiiinieiiiiineeiissieressssseessssnsseessssssse s sssss s ssssnnessssssneases 141
TS U ST L ot 142
APPENAIX 4. SUTVIVOL ceeeeiiiiieeiineneeereessecsssssenteesessssssssssssssesssssssssssssnsesssssssssssssnsessssssssssssssnnnes 143
4.1 Survivor Information Sheet and Consent FOIM ...cccueeiiiiiieeeiiiiieeeiniineeecnineeessseeesesanee 143
4.2 SUIVIVOT INTENVIEW GUITE cuuveeeiiiieriiiiiinessicnneessssstesssssneesssssse e s ssase e ssssasessssssnsesssssanes 146

Appendix 5. COREQ (Consolidated criteria for Reporting Qualitative research) Checklist for
(O T 10 (-] TP 147

Appendix 6. COREQ (Consolidated criteria for Reporting Qualitative research) Checklist for
L4 0 T=T 0] =T 149

Xi



Thesis Format
This thesis is presented in compliance with the University of Birmingham’s Alternative
Thesis Guidelines, which allows students to submit material as a part of their thesis that has
already been published. Three chapters in this thesis have already been published in peer-

reviewed journals (Chapters 2-4). These publications are as follows:

1. Rockowitz, S., Flowe, H., & Bradbury-Jones, C. (2022). A Scoping Review on
Sexual and Gender- Based Violence Medicolegal Service Provision in East
Africa. Trauma, Violence, & Abuse, 15248380221134292.
https://doi.org/10.1177/15248380221134292

2. Rockowitz, S., Stevens, L. M., Rockey, J. C., Smith, L. L., Ritchie, J., Colloff, M. F.,
Kanja, W., Cotton, J., Njoroge, D., Kamau, C., & Flowe, H. D. (2021). Patterns of sexual
violence against adults and children during the COVID-19 pandemic in Kenya: a
prospective cross-sectional study. BMJ Open, 11(9), e048636.
https://doi.org/10.1136/bmjopen-2021-04863

3. Rockowitz, S., Rockey, J., Stevens, L. M., Colloff, M. F., Kanja, W., & Flowe, H. D.
(2023). Evaluating Case Attrition along the Medico-Legal Case Referral Pathway for
Sexual and Domestic Violence Survivors in Kenya: A Secondary Data Analysis. Victims
& Offenders, 1-24. https://doi.org/10.1080/15564886.2023.2214

As per the Alternative Thesis Guidelines, the publications have not been included in the
pagination of this thesis. Additionally, the references, tables, figures, and, in the case of
Chapter 4, the appendices, are all self-contained within each chapter. Furthermore, due to the
nature of the inclusion of published chapters there is some duplication, as each chapter provides

background information that may overlap with other sections of this thesis.

Xii



BMJ
DHS
DV
FGM
GBV
HIV
IPV
LMIC
NGO
0OsC
PRC
PTSD
SGBV
SHEPS
STI

SV
UNHCR
USAID
VAW
WHO
WKF

Figure 1: The journey of a survivor through the medico-legal pathway in Kenya
Figure 2: Venn diagram of overlapping codes between provider and survivor interviews....

List of Abbreviations and Acronyms

British Medical Journal

Demographic and Health Survey

Domestic Violence

Female Genital Mutilation

Gender-Based Violence

Human Immunodeficiency Virus

Intimate Partner Violence

Low and Middle-Income Country
Non-Governmental Organisation

One-Stop Centre

Post-Rape Care

Post-Traumatic Stress Disorder

Sexual and Gender-Based Violence

Sexual Health Education for Professionals Scale
Sexually Transmitted Infection

Sexual Violence

United Nations High Commissioner for Refugees
United States Agency for International Development
Violence Against Women

World Health Organisation

Wangu Kanja Foundation

List of Figures

Xiii



Chapter 1. Introduction

In this thesis, | present a comprehensive critique of the state of the literature on SGBV in
Kenya, my findings from the novel research that | undertook on the obstacles encountered by
victims of sexual violence in accessing care in Kenya, and the challenges faced by the
medico-legal service professionals who provide this care. In this introductory chapter, |
provide pertinent background information on the prevalence of sexual and gender-based
violence (SGBV) in Kenya, situating it globally, and set out the aims, objectives, and

rationale underpinning my research.

1.1 Definitions of types of violence

While conducting my research, | observed that various types of violence were often defined
and categorised differently across the literature. This variation in terminology makes it
challenging to determine the prevalence of specific types of SGBV, as what one organisation
might classify as ‘domestic violence', another might label as ‘'intimate partner violence', and
so forth. To this end, it was important for me to explore the varying definitions of violence
that are used in this thesis, and to explore how these terms are used in Kenya. | provide an

overview of SGBV-related definitions in the following sections.

1.1.1 Sexual and gender-based violence

The overarching term used to describe all other forms of violence in this thesis is sexual and
gender-based violence (SGBV), which is defined as ‘any harmful act of sexual, physical,
psychological, mental, and emotional abuse that is perpetrated against a person’s will and that
is based on socially ascribed (i.e., gender) differences between males and females’ (United
Nations Office for the Coordination of Humanitarian Affairs, 2019). Other definitions of

SGBYV encompass violence arising from 'unequal power relationships,’ describe it as 'a



weapon employed in wars and during periods of unrest and conflict,’ and characterise it as
being 'perpetrated, frequently in private settings, in every country globally during times of
peace' (International Federation for Human Rights, 2020; United Nations High
Commissioner for Refugees Israel, 2022). SGBV is often used as an umbrella term to
encompass other forms of violence and is frequently used in reference to violence committed

during humanitarian crises.

1.1.2 Sexual violence

Sexual violence (SV) is a type of violence that is often included in SGBV statistics, and is
defined as:

‘any sexual act, attempt to obtain a sexual act, or other act directed against a person’s
sexuality using coercion, by any person regardless of their relationship to the victim, in any
setting. It includes rape, defined as the physically forced or otherwise coerced penetration of
the vulva or anus with a penis, other body part or object” (World Health Organization,
2022b).

Interestingly, when reading about the definition of sexual violence from other resources, such
as those affiliated with the United Nations, the top definitions that appear list sexual violence
either in reference to sexual violence experienced during childhood or during times of
conflict (United Nations [UN], 2022a; United Nations Peacekeeping). This indicates a lack of

comprehensive sexual violence data on adults during peacetime, which is where much sexual

violence around the world occurs.

1.1.3 Intimate partner violence and domestic violence

Intimate partner violence (IPV) refers to ‘behaviour within an intimate relationship that
causes physical, sexual, or psychological harm, including acts of physical aggression, sexual
coercion, psychological abuse and controlling behaviours’ and applies to violence by ‘both

current and former spouses or partners’ (World Health Organization, 2022a). It is also



defined as ‘abuse or aggression that occurs in a romantic relationship,” including physical
violence, sexual violence, stalking, and psychological aggression (Centers for Disease
Control and Prevention, 2022). Domestic violence (DV) is often used interchangeably with
IPV and is defined as ‘a pattern of behaviour in any relationship that is used to gain or
maintain power and control over an intimate partner,’ including ‘physical, sexual, emotional,

economic, or psychological actions or threats of actions’ (United Nations, 2022b).

1.1.4 Victim versus survivor

In scholarly discourse concerning individuals who have endured sexual violence, two
terminologies frequently emerge: 'victim' and 'survivor'. Each term carries its own
connotations and implications, and there are cogent arguments supporting the use of either
(Hockett & Saucier, 2015; Pollino, 2021; Schwark & Bohner, 2019). My preference leans
towards the term 'victim' because it does not place any pressure on the woman (or man) who
was sexually violated to recover in a certain manner or within a certain time. According to
Merriam-Webster, 'victim' is defined as ‘one that is subjected to oppression, hardship, or
mistreatment' or 'one that is acted on and usually adversely affected by a force or agent'
("Victim," 2022). This definition aptly characterises the experience of individuals who have
been subjected to sexual violence, as they have undeniably endured mistreatment and adverse
effects.

On the other hand, 'survivor' is defined as ‘to continue to function or prosper despite:
withstand’ ("Survivor," 2022). While it is commendable that some individuals manage to
rebuild their lives post-trauma, the term 'survivor' may inadvertently impose an expectation
of resilience and recovery. This can be problematic as it may not encompass the diversity of
experiences and outcomes among those affected by sexual violence. Some individuals may

find it challenging to regain a sense of normalcy and labeling them as 'survivors' could



inadvertently create an undue burden or expectation. Moreover, it is imperative to critically
examine societal perceptions regarding victimhood (Schwark & Bohner, 2019). There
appears to be a prevailing notion that being labeled a 'victim' is inherently negative. However,
it is crucial to recognise that sexual violence is an act inflicted upon an individual, rather than
a consequence of their actions. The term 'victim' accurately reflects the involuntary nature of
their experience. Thus, ultimately both 'victim' and 'survivor' have their merits, and the choice
of words should respect the experiences and preferences of those who have endured sexual

violence and should be used in a manner that is both accurate and devoid of judgement.

1.2 Consequences of violence
SGBYV can lead to a multitude of consequences, including health problems, social and
behavioural issues, and cognitive problems (Garcia-Moreno et al., 2015; Gevers & Dartnall,
2014). For instance, health consequences of sexual violence can include mental and
neurological disorders, health risk behaviours, and communicable diseases, and may also lead
to subsequent perpetration of violence (World Health Organization, 2022b). Additionally,
experiencing sexual violence may lead to feelings of guilt, fear, distrust, or isolation, and
eventually PTSD which can include symptoms such as depression, flashbacks, and suicidal
thoughts (The Survivors Trust, 2022). Consequences of IPV are similar to those of SV, and
also include poor daily functioning, pregnancy termination, poor general health, subsequent
violence victimisation, and attachment problems (World Health Organization, 2022a).
Equally significant as the consequences of violence are the potential repercussions of
reporting such violence to the authorities. These repercussions, which | examine in greater
depth later in the thesis, include social isolation, financial insecurity, and stigmatisation

(Rockowitz et al., 2022).



1.3 Violence rates around the world and in Kenya

One of the difficulties associated with the varying definitions of types of violence is the lack
of unambiguous prevalence data, which is further exacerbated by resource restrictions that
may prevent countries from gathering accurate data regardless of which definitions they are
using. The WHO notes that there is a lifetime prevalence of sexual violence of 27% in the
African region, 11% in the region of the Americas, 12% in the Eastern Mediterranean region,
12% in the European region, 19% in the South-East Asia region, and 6% in the Western
Pacific region, and while it does not specify whether these statistics are specifically referring
to sexual violence against women or just in general, it does note that the global lifetime
prevalence of sexual violence perpetrated by a non-partner is 6% (World Health
Organization, 2022b).

The rates for intimate partner violence are notably higher, with studies showing a
35% lifetime prevalence of physical IPV in the African region, 30% in the region of the
Americas and the Eastern Mediterranean region, 25% in the European region, 31% in South-
East Asia, and 18% in the Western pacific (World Health Organization, 2022a). Sexual IPV
rates are lower, with prevalence being 27%, 15%, 12%, 15%, 22%, and 8%, accordingly
(World Health Organization, 2022a).

Regardless of the type of violence, the African region often has some of the highest
rates around the world (World Health Organization, 2021). When looking at violence against
women (VAW) in general, the African region has a 33% prevalence while Europe and other
high-income countries have a prevalence of 22% (World Health Organization, 2021).
Possible reasons for higher rates of VAW in low- and middle-income countries (LMICs)
include the frequent occurrence of sexual violence during times of conflict, which frequently
occur in LMICs; patriarchal societies that are reinforced by discriminatory laws that

undermine women; and female economic inequality (Heise et al., 1994; Jahan, 2018).



In analysing violence data specific to Kenya, the official data source I used was the
Demographic and Health Survey from 2014. There were a few notable problems with how
the data was collected, namely that not all types of violence were included in the
guestionnaire, thus leading to a potential underestimation of the prevalence of violence.
Regardless, the DHS found that 45% of women aged 15-49 had experienced physical
violence at least once since age 15, most often perpetrated by a husband, and 39% of ever-
married women aged 15-49 had experienced either physical or sexual IPV (Ministry of
Health Kenya et al., 2015). For sexual violence alone, 14% of women aged 15-49 in Kenya
had ever experienced it, while 8% had experienced SV in the 12 months prior to the survey
administration (Ministry of Health Kenya et al., 2015). | explore patterns of violence in

Kenya during COVID-19 in Chapter 3.

1.4 Medico-legal systems and SGBV

Due to SGBV’s previously mentioned potential physical and mental consequences, it is
important that victim/survivors can access healthcare services. Health service responses may
include psychosocial support, referral to other specialists within health systems, and general
medical treatment (Sikder et al., 2021). Additionally, sexually transmitted infections (STIs),
HIV/AIDS, and pregnancy all may result from an instance of sexual violence, which all
require specialised and varied treatment, often long-term (Dhakal et al., 2014; Dunkle et al.,
2004).

When evaluating health service responses to SGBV, it may be helpful to evaluate the
health system in general, as it is often a conglomerate of various providers, resources, and
regulations that must work together to respond to the consequences of violence (Colombini et
al., 2022). Health systems for women facing the effects of violence are tasked with providing

supportive care, which includes preventing the recurrence of violence, addressing associated



problems, and mitigating the consequences of said violence (Garcia-Moreno et al., 2015).
Health systems may also be tasked with preventing violence, documenting violence to
identify patterns, and liaising with other sectors to enforce change (Garcia-Moreno et al.,
2015).

A major part of health systems is the providers, who are the point of contact between
victims and the health system. Although providers’ roles are significant in the identification
of violence, response to disclosure, and provision of clinical care through to referral to other
providers, in many countries, especially on the African continent, doctors, nurses, and other
medical professionals receive no routine training on the provision of sexual violence services
and consequently feel ill-prepared to offer care to victim/survivors (Garcia-Moreno et al.,
2015; Keesbury & Thompson, 2010). Furthermore, where health system protocols do exist to
address SGBV, there is often a lack of uniform health policy and clinical guidance to address
other forms of violence, such as economic or emotional violence (Sikder et al., 2021).

Regardless of training, a service provider will be unable to adequately help their
patients without the proper infrastructure or materials. Some examples of larger infrastructure
that may be needed to treat the problems associated with SGBV include furniture (for
exams), private rooms or screens to create privacy, and areas for patients to wait to be seen
(Sikder et al., 2021). Additionally, informational materials, medical instruments (i.e.,
speculums and swabs), lab testing supplies (i.e., swabs, test tubes, HIV test Kkits) and
medicine are all needed for proper treatment of the consequences of SGBV (Ajema et al.,
2009; Keesbury & Thompson, 2010; Sikder et al., 2021). Around the world, these materials
are often in short supply (Keesbury & Thompson, 2010; Sikder et al., 2021).

The health system’s significance, besides the treatment of the victim, is that it
contributes to medico-legal documentation of violence, which can be used when prosecuting

a perpetrator. Many countries have procedures that necessitate the provision of medical



evidence of an act of violence before the case can move through to the legal system, yet
providers are often not trained in proper documentation techniques or the materials needed by
the legal system are simply not available (Ajema et al., 2009; Keesbury & Thompson, 2010;
Kilonzo et al., 2008; N. Kilonzo et al., 2009). Forms required by the police may include
information about forensic evidence, such as genital and non-genital injuries, the presence of
fluids, or the presence of pubic hair, but, as mentioned above, limited medical supplies make

this evidence difficult to gather even if the providers are trained properly.

1.5 Global and national initiatives regarding medico-legal service provision

1.5.1 Global human rights treaties and initiatives

There are a number of international rights agreements that have been signed in recent decades
with specific reference to violence against women. Perhaps the most influential of these
agreements is the Convention on the Elimination of All Forms of Discrimination against
Women (CEDAW), which was adopted by the United Nations in 1979 and an optional
protocol to which was adopted in 1999 (Office of the United Nations High Commissioner for
Human Rights; Bott, Morrison, & Ellsberg, 2005). As of 2016, 189 countries around the
world had ratified CEDAW (UN Women, 2016). This convention focuses on SGBV-related
issues such as sex trafficking, sexual violence as a tactic of war, and forced marriage, while
also including articles about health care and equality before the law (UN Women, 2016).
While there are examples around the world of court rulings and legal reforms that were
implemented with explicit reference to CEDAW, for example Ukraine amending their
national legislation to include revisions on the definition of rape and Vietnam ideintifying
human and financial resources to be used to implement measures to ensure gender equality, it
must also be noted that many countries who have signed or ratified CEDAW have failed to

enforce their laws or bring their legislation into compliance with the Convention (Bott,



Morrison, & Ellsberg, 2005; McPhedran et al., 2000, UN Women, 2019).

Another prominent initiative in the field is the Murad Code, which is a global
voluntary code of conduct which aims to build and support better practice surrounding
survivors of systematic and conflict sexual violence (2023). This code came from a United
Kingdom-based initiative that worked with Nadia Murad and the Institute for International
Criminal Investigations (11Cl) to create a code which would uphold international standards
for crime recording with a focus on survivor-centred care (Foreign & Commonwealth Office,
2020). The Code was deisgned to be applied by human rights investigators, activists, criminal
investigators, journalists, researchers, and more, and applies to both the direct and indirect
gathering of information either from or about sexual violence survivors in any form (2023).
The overarching principles of the code are to understand that survivors are individuals, to
respect survivor control and autonomy, to be responsible and have integrity, and to be sure
that the work adds value or else it should not be done (2023). Because the Code is relatively
new (it was finalised in 2022), it is difficult to tell what, if any, affects it has had on new
research or work concerning sexual violence victims.

A third, yet no less important, global human rights instrument that relates to SGBV is
the Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women
in Africa, otherwise known as the Maputo Protocol (2003). The Maputo Protocol extensively
details human rights for women, including those in the civil, political, economic, and
sociocultral spheres (2003). It notes, for example, that states must protoect asylum seeking
women against all forms of violence, including rape, that victims of harmful practices should
be provided adequate health and legal support, and that medical abortionds should be
authorised in the case of sexual assault or incest, or where the heath of the mother or foetus is
at risk (2003). As with CEDAW, the Maputo Protocol has yielded mixed results. A positive

consequence of the Maputo Protocol is that many countries in Africa have removed user fees



for maternal health services at health facilities owned by the government, which has in turn
increased access to maternal health care and reduced maternal deaths (McKinnon et al.,
2015). Additionally, a case involving the rape of a 13-year-old girl in Ethiopia that initially
resulted in the perpetrator and his accomplices being released from prison because of the
‘marry your rapist’ law was eventually overturned after the African Commission on Human
and Peoples’ Rights found that the girl’s rights to liberty, life, and security were being
violated under the Maputo Protocol (Equality Now, 2021). Finally, and most importantly for
my research, the Maputo Protocol was used in a 2020 case that found the Government of
Kenya liable for failing to investigate and prosecute cases of SGBV that occurred during the
eruption of post-election violence in 2007 (Equality Now, 2021). The High Court of Kenya
found that the government had violated multiple human rights instruments, including the
Maputo Protocol, and the government ultimately had to comepnsate some of the survivors

who had brought their cases to court (Equality Now, 2021).

1.5.2 Non-governmental organisation guidelines

In a less official yet no less important place are guidelines from international non-
governmental organisations, such as the World Health Organization and the United Nations.
While these guidelines have no regulatory or legal power, they provide empirical evidence
and clear steps for how countries should adapt their medical and legal systems to care for the
needs of SGBV survivors. One such example is the WHO’s ‘Guidelines for medico-legal
care for victims of sexual violence,” which was created in 2003 to address the gap between
the health and legal service needs of sexual violence victim/survivors with the existing level
of health and legal services provided (WHO, 2003). These guidelines aim to provide health
care workers with the necessary knowledge and skills for them to manage cases with victims

of sexual violence, standards for health and forensic service provision for victims of sexual
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violence, and guidance on establishing new health and forensic services for victims of sexual
violence (WHO, 2003). The guidelines provide clear definitions on types of violence, provide
step-by-step instructions on collecting forensic specimens, and offer many more useful
instructions and bits of information. Coupled with this resource is a more recent publication
from the WHO, ‘Stregthening the medico-legal response to sexual violence’ (2015). This
publication is a toolkit focused at addressing key knowledge gaps amongst practitioners
within and between sectors, while also supporting service provision and coordination in
settings with limited resources (WHO, 2015). It offers information on a variety of topics,
including elements of the initial investigation of an allegation of sexual assault, managing
health issues that result from sexual assault, and how to collect and manage medico-legal
evidence in sexual violence cases (WHO, 2015). The WHO, United Nations Population Fund
(UNFPA), and United Nations High Commissioner for Refugees (UNHCR) also have a joint
publication entitled ‘Clinical management of rape and intimate partner violence survivors:
Developing protocols for use in humanitarian settings’ (WHO, UNFPA, & UNHCR, 2020).
These guidelines offer much of the same resources as the previous two, with a more specific
focus on humanitarian emergencies rather than everyday instances of SGBV.

The United Nations has similar resources, such as ‘The handbook for United Nations
field missions on preventing and responding to conflict-related sexual violence’ (2020). As
with the previous resource, this handbook focuses specifically on sexual violence during
times of conflict, and is intended to be used as a practical guide to support the
implementation of the conflict-related sexual violence mandate by the UN. Within the
handbook are definitions of key concepts related to conflict-related sexual violence,
explanations of what the responsibilities are of civilians, members of the military, and police
in these situations, and guidelines on reorting on conflict-related sexual vioence, among other

topics (United Nations, 2020).
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1.5.3 Local policies

The main policies that pertain to sexual violence in Kenya are in the Sexual Offences Act,
which was first instituted in 2006 but revised in 2012 (National Council for Law Reporting,
2012). This Act was Kenya’s first law that sought to comprehensively tackle sexual violence
throughout the country by instituting sentences for crimes of a sexual nature that had not
existed in previous legislation (Centre for Rights Education and Awareness, Cradle-The
Children Foundation, Association of Media Women in Kenya, & The Education Centre for
Democracy in Women, n.d.). These sentences include life imprisonment for defilement of a
child less than 11 years old, 20 years imprisonment for a child 12-15 years old, 15 years
imprisonment for a child 16-18, and a minimum sentence of ten years for anyone taking part
in early child marriages or FGM, among others (CREAW, Cradle-The Children Foundation,
AMWIK, & ECWD, n.d.). The Act also stipulates that victims of sexual offences should be
able to access treatment in any public hospital or institution and that DNA tests can be
ordered to match specimens collected during the gathering of forensic evidence (National
Council for Law Reporting, 2012). As will become evident later in this thesis, these policies

are not being enforced properly.

1.6 Justification for research

1.6.1 Focus on barriers to care in Kenya

There is an extensive body of literature pointing to the high rates of sexual and gender-based
violence in Kenya (Defining Gender Based Violence, 2020; Nduku Kilonzo et al., 2009;
Maternowska et al., 2009; Ministry of Health Kenya et al., 2015). Additionally, there is
extensive research noting that post-SGBV medical and legal services for victim/survivors are

limited (Ajema et al., 2009; Temmerman et al., 2018; Temmerman et al., 2009). Despite this,
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there is limited research on the actual day-to-day barriers being faced both by
victim/survivors in accessing care and by medico-legal professionals in providing care. The
studies that have been conducted on specific interventions to increase post-SGBYV service
provision, such as by the implementation of a one-stop centre (OSC), focus on barriers faced
regarding a specific programme being implemented rather than by everyday survivors
attempting to access help from already-existing services (Temmerman et al., 2018;
Temmerman et al., 2009). Given that it is reasonable to assume that the average Kenyan
sexual violence victim will not have access to services that are part of a research
project/intervention, | identified a need for further investigation of barriers to accessing and

providing care for both service users and service providers.

1.6.2 Focus on the medico-legal pathway

The case referral pathway is significant in a victim’s pursuit of medical attention and
eventual justice. There are certain steps that must be followed in a certain order to ensure that
the appropriate documentation is taken to be used as evidence if/when the cases proceed to
court (see Figure 1). The medico-legal pathway is also a major point of focus for
international aid organisations conducting research on sexual violence, though its function is
often evaluated more than a victim’s ability to access care (RTI International, 2015; World
Health Organization, 2003, 2015)

For the purpose of this research, | defined medico-legal professionals as including
health facility managers, doctors, nurses, emergency room physicians and nurses, mental
health professionals, and general practitioners on the medical side and lawyers, paralegals,
police officers, and judges on the legal side, in compliance with guidelines from the WHO
(World Health Organization, 2003). Human rights defenders, known as gender defenders in

this research context, are also an integral part of the medico-legal pathway, as they are often a
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victim’s first contact outside of family or friends after a sexual violence incident. Gender
defenders are trusted members of the community, who have often experienced sexual
violence themselves, and can refer new victims to appropriate services as needed. They are
similar to community health workers in that they create a bridge between community
services, health providers, and communities that may face difficulties in accessing these

services, but they are not health professionals themselves (World Health Organization, 2018).

The Journey of a Survivor

Survivor referred to

community health workers  Survivor may access rescue Case submitted for legal
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Figure 1. The journey of a survivor through the medico-legal pathway in Kenya

1.6.3 The Wangu Kanja Foundation
My partner organisation for this research was the Wangu Kanja Foundation (WKF), a Kenya-
based NGO that focuses on connecting survivors to medical, legal, and psychological help

after a sexual violence incident. The WKF was started by Wangu Kanja after she experienced
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sexual violence during a carjacking incident in Nairobi in 2002. It has since expanded to have
gender defenders in each of the 47 counties throughout the country to provide on-the-ground

help to victims, built an app (SV_CaseStudy) to help report new incidents of sexual violence,
created advocacy programmes, and also runs a programme to help survivors achieve financial

freedom, among others.

1.7 Thesis aims, objectives, and structure

1.7.1 Aims

My research within this thesis aimed to (i) understand Kenya’s approaches to post-rape
service provision in comparison to approaches taken to address the same issues throughout
the surrounding East African region, (ii) understand how the COVID-19 pandemic affected
patterns of violence in Kenya, and (iii) investigate qualitative and quantitative findings about

progression through the case referral pathway in Kenya.

1.7.2 Objectives

1) To evaluate and summarise existing service provision practices for
victim/survivors of sexual and gender-based violence throughout the East African region.

2) To describe victim/survivor experiences in accessing care after a sexual violence
incident in Kenya.

3) To describe medical and legal service provider perspectives on barriers to service
provision for sexual violence victim/survivors in Kenya.

4) To explore possible correlates of victim/survivor characteristics and the stage

reached in the case referral pathway for sexual violence victim/survivors in Kenya.

1.7.3 Structure
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In this introductory chapter | have introduced the thesis topic as well as its aims and
objectives, defined and described varying forms of sexual violence, provided an overview of
the state of violence in Kenya, forms of post-rape medical and legal service provision, and
the case referral pathway. | have also explained why the research in this thesis focused on
victims of sexual and gender-based violence and described the Wangu Kanja Foundation, the
partner organisation that made this research possible. The rest of the thesis is organised as
follows.

Chapter 2 presents my scoping literature review on sexual and gender-based violence
medico-legal service provision in East Africa. In this paper, | summarised the existing
literature on the research topic and compared Kenya’s approaches to those of its surrounding
countries. This paper was published in Trauma, Violence, & Abuse in 2022.

Chapter 3 presents my prospective cross-sectional study on patterns of sexual
violence perpetrated against adults and children in Kenya during the COVID-19 pandemic. In
it, | used a quantitative between-group prospective research design to analyse data collected
from adult sexual violence survivors and the guardians of defilement survivors. This paper
was published in BMJ Open in 2021.

Chapter 4 presents my secondary data analysis of SGBV case attrition based on data
from sexual violence survivors who sought services from the non-profit Wangu Kanja
Foundation (WKF) between 2016-2020. In it, | used the sequential logit model to evaluate
the correlates of survivors and their cases through the medical-legal pathway. This paper was
published in Victims & Offenders in 2023.

Chapter 5 presents my qualitative study in which I used Framework Analysis to
analyse medico-legal professionals’ experiences of providing (or attempting to provide) care
for victim/survivors of sexual violence. I analysed semi-structured interviews that |

conducted with doctors, lawyers, police officials, and mental health professionals in Nairobi,
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Kiambu, and Kitui in Kenya.

Chapter 6 presents my qualitative study in which | used Framework Analysis to
analyse victim/survivor experiences of accessing (or attempting to access) medico-legal
services in Kenya post-sexual violence incident. It contains analysis of focus group
discussions that I conducted with victim/survivors in Nairobi, Kiambu, and Kitui in Kenya.

In Chapter 7 I discuss the main findings of this thesis alone and within larger-scale
sexual and gender-based violence research. | also examine the strengths and limitations of my

research, suggest further research, and draw final conclusions.

17



References

Ajema, C., Rogena, E., Muchela, H., Buluma, B., & Kilonzo, N. (2009). Standards requried
in maintaing the chain of evidence in the context of post rape care services: Findings of a
study conducted in Kenya.

Bott, S., Morrison, A., & Ellsberg, M. (2005). Preventing and Responding to Gender-Based
Violence in Middle and Low-Income Countries: A Global Review and Analysis. Policy
Research Working Paper; No. 3618. World Bank. http://hdl.handle.net/10986/8210

Centers for Disease Control and Prevention. (2022). What is intimate partner violence? US
Department of Health and Human Services. Retrieved 14 November from
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/fastfact.html

Colombini, M., Mayhew, S. H., Garcia-Moreno, C., d’Oliveira, A. F., Feder, G., & Bacchus,
L. J. (2022, 2022/11/28). Improving health system readiness to address violence against
women and girls: a conceptual framework. BMC Health Services Research, 22(1), 1429.
https://doi.org/10.1186/s12913-022-08826-1

Defining Gender Based Violence. (2020). Gender Violence Recovery Centre,. Retrieved 16
November from https://gvrc.or.ke/facts-about-gbv/

Dhakal, L., Berg-Beckhoff, G., & Aro, A. R. (2014). Intimate partner violence (physical and
sexual) and sexually transmitted infection: results from Nepal Demographic Health
Survey 2011. International Journal of Women's Health, 6, 75-82.

Dunkle, K. L., Jewkes, R. K., Brown, H. C., Gray, G. E., Mclntryre, J. A., & Harlow, S. D.
(2004). Gender-based violence, relationship power, and risk of HIV infection in women
attending antenatal clinics in South Africa. The Lancet, 363(9419), 1415-1421.

Equality Now. (2021). 9 Ways The Maputo Protocol Has Protected And Promoted The
Rights Of Women And Girls Across Africa. Equality Now,. Retrieved 19 December from
https://equalitynow.org/news_and_insights/9_ways maputo_protocol/

Foreign & Commonwealth Office. (2020). UK launches landmark draft ‘Murad Code’ to
support survivors of conflict-related sexual violence as COVID-19 pandemic increases
suffering [Press Release]. https://www.gov.uk/government/news/uk-launches-landmark-
draft-murad-code-to-support-survivors-of-conflict-related-sexual-violence-as-covid-19-
pandemic-increases-suffering

Garcia-Moreno, C., Hegarty, K., d'Oliveira, A. F. L., Koziol-McLain, J., Colombini, M., &
Feder, G. (2015). The health-systems response to violence against women. The Lancet,
385(9977), 1567-1579. https://doi.org/10.1016/S0140-6736(14)61837-7

Gevers, A., & Dartnall, E. (2014). The role of mental health in primary prevention of sexual
and gender-based violence. Global Health Action, 7, 24741.
https://doi.org/10.3402/gha.v7.24741

18



Heise, L. L., Raikes, A., Watts, C. H., & Zwi, A. B. (1994, 1994/11/01/). Violence against
women: A neglected public health issue in less developed countries. Social Science &
Medicine, 39(9), 1165-1179. https://doi.org/https://doi.org/10.1016/0277-9536(94)90349-
2

Hockett, J. M., & Saucier, D. A. (2015, 2015/11/01/). A systematic literature review of “rape
victims” versus “rape survivors”: Implications for theory, research, and practice.
Aggression and Violent Behavior, 25, 1-14.
https://doi.org/https://doi.org/10.1016/j.avb.2015.07.003

Jahan, S. (2018, 15 November). Violence against women, a cause and consequence of
inequality. https://www.undp.org/blog/violence-against-women-cause-and-consequence-
inequality

Keesbury, J., & Thompson, J. (2010). A step-by-step guide to strengthening sexual violence
services in public health facilities: lessons and tools from sexual violence services in
Africa.

Kilonzo, N., Ndung'u, N., Nthamburi, N., Ajema, C., Taegtmeyer, M., Theobald, S., &
Tolhurst, R. (2009, Nov). Sexual violence legislation in sub-Saharan Africa: the need for
strengthened medico-legal linkages. Reproductive Health Matters, 17(34), 10-19, Article
Pii s0968-8080(09)34485-7. https://doi.org/10.1016/s0968-8080(09)34485-7

Kilonzo, N., Taegtmeyer, M., Molyneux, C., Kibaru, J., Kimonji, V., & Theobald, S. (2008,
Feb). Engendering health sector responses to sexual violence and HIV in Kenya: Results
of a qualitative study. Aids Care-Psychological and Socio-Medical Aspects of Aids/Hiv,
20(2), 188-190. https://doi.org/10.1080/09540120701473849

Kilonzo, N., Theobald, S. J., Nyamato, E., Ajema, C., Muchela, H., Kibaru, J., Rogena, E., &
Taegtmeyer, M. (2009). Delivering post-rape care services: Kenya's experience in
developing integrated services [Short Survey]. Bulletin of the World Health Organization,
87(7), 555-559. https://doi.org/10.2471/BLT.08.052340

Maternowska, C., Keesbury, J., & Kilonzo, N. (2009). Sexual violence: setting the research
agenda for Kenya.

McKinnon, B., Harper, S., Kaufman, J. S., & Bergevin, Y. (2015). Removing user fees for
facility-based delivery services: a difference-in-differences evaluation from ten sub-
Saharan African countries. Health Policy and Planning, 30(4), 432-441.
https://doi.org/10.1093/heapol/czu027

McPhedran, M., Bazilli, S., Erickson, M., & Byrnes, A. (2000). The first CEDAW impact
study: Convention on the Elimination of All Forms of Discrimination Against Women.
Final report. York University.

Ministry of Health Kenya, Kenya National Bureau of Statistics, National Aids Control
Council, Kenya Medical Research Institute, & National Council for Population
Development. (2015). Kenya Demographic and Health Survey, 2014.

National Council for Law Reprting. (2012). Sexual Offences Act.

19



Office of the United Nations High Commissioner for Human Rights. Introduction to the
Committee: Committee on the Elimination of Discrimination Against Women. United
Nations. https://www.ohchr.org/en/treaty-bodies/cedaw/introduction-committee

Pollino, M. A. (2021). Turning points from victim to survivor: an examination of sexual
violence narratives. Feminist Media Studies, 1-16.
https://doi.org/10.1080/14680777.2021.2006260

Protocol to the African Charter on Human and People's Rights on the Rights of Women in
Africa (Maputo Protocol). (2003). http://www.achpr.org/instruments/women-protocol/

RTI International. (2015). Evaluation of the UNTF-Funded Training and Technical
Assistance Program in Kenya and DRC. R. International.

Schwark, S., & Bohner, G. (2019). Sexual Violence—“Victim” or “Survivor”: News Images
Affect Explicit and Implicit Judgments of Blame. Violence Against Women, 25(12),
1491-1509. https://doi.org/10.1177/1077801218820202

Sikder, S. S., Ghoshal, R., Bhate-Deosthali, P., Jaishwal, C., & Roy, N. (2021, 2021/10/10).
Mapping the health systems response to violence against women: key learnings from five
LMIC settings (2015-2020). BMC Women's Health, 21(1), 360.
https://doi.org/10.1186/s12905-021-01499-8

Temmerman, M., Emilomo, O., Griffins, M., Igbal, K., Mary, T., Kishor, N. M., Lou, D.,
Markus, M., & Peter, G. (2018). The gender-based violence and recovery centre at Coast
Provincial General Hospital, Mombasa, Kenya: An integrated care model for survivors of
sexual violence. PLoS Medicine, 16(8), e1002886.
https://doi.org/10.1371/journal.pmed.1002886

Temmerman, M., Maternowska, C., & Othigo, M. J. (2009, Sep). Organising referral and
health care for survivors of sexual violence; an example from Mombasa, Kenya. Tropical
Medicine & International Health, 14, 20-20. <Go to ISI>://W0S:000269264000057

The Global Code of Conduct for Gathering and Using Information about Systematic and
Conflict-Related Sexual Violence. (2023). Retrieved from
https://www.muradcode.com/murad-code

The Survivors Trust. (2022). The effects of sexual violence. The Survivors Trust,. Retrieved
14 November from https://www.thesurvivorstrust.org/the-effects-of-sexual-violence-how-
to-support-a-survivor

United Nations. (2020). The Handbook for United Nations Field Missions on Preventing and
Responding to Conflict-Related Sexual Violence.

United Nations. (2022a). Sexual Violence. UNICEF. Retrieved 14 November from
https://data.unicef.org/topic/child-protection/violence/sexual-violence/

United Nations. (2022b). What is domestic abuse? United Nations,. Retrieved 14 November
from https://www.un.org/en/coronavirus/what-is-domestic-abuse

20



United Nations Office for the Coordination of Humanitarian Affairs. (2019). Sexual and
gender-based violence: the time to act is now. OCHA.
https://www.unocha.org/story/sexual-and-gender-based-violence-time-act-now

United Nations Peacekeeping. Conflict-Related Sexual Violence. United Nations. Retrieved
14 November from https://peacekeeping.un.org/en/conflict-related-sexual-violence

United Nations Women. (2016). Convention on the elimination of all forms of discrimination
against women (CEDAW) for youth. UN Women.

United Nations Women. (2019). CEDAW-based legal review: Brief guide. UN Women.

World Health Organization. (2003). Guidelines for medico-legal care of victims of sexual
violence. https://apps.who.int/iris/handle/10665/42788

World Health Organization. (2015). Strengthening the medico-legal response to sexual
violence. WHO.
http://apps.who.int/iris/bitstream/handle/10665/197498/WHO_RHR_15.24 eng.pdf?sequ
ence=1

World Health Organization. (2018). WHO guideline on health policy and system support to
optimize community health worker programmes.

World Health Organization. (2021). Violence against women prevalence estimates, 2018:
global, regional, and national prevalence estimates for intimate partner violence against
women and girls and global and regional prevalence estimates for non-partner sexual
violence against women.

World Health Organization. (2022a). Intimate Partner Violence. World Health Organization,
. Retrieved 14 November from https://apps.who.int/violence-info/intimate-partner-
violence/

World Health Organization. (2022b). Sexual Violence. World Health Organization, .
Retrieved 14 November from https://apps.who.int/violence-info/sexual-violence/

World Health Organization, United Nations Population Fund, & United Nations High

Commissioner for Refugees. (2020). Clinical management of rape and intimate partner
violence survivors: developing protocols for use in humanitarian settings.

21



Chapter 2. A Scoping Review on Sexual And Gender-Based Violence

Medicolegal Service Provision In East Africa

Given the notable challenges in accessing medico-legal services for SGBV survivors in
Kenya (Ajema et al., 2011; Gatuguta et al., 2018; Kilonzo et al., 2003), | wanted to evaluate
post-SGBV service provision throughout the East African region to provide better context for
future literary and experiential studies of Kenya. While studies existed on the countries
individually, little work existed that compared the countries to their neighbours. Therefore, I,
along with my co-authors, conducted a scoping review with the aims of evaluating existing
service provision practices throughout the region, understanding if/how provider bias may
impact service provision, and how existing practice compared to national policies or
internationally agreed human rights treaties. Throughout this review, and others (see
Rockowitz et al., 2023), it became apparent that Kenya is the most heavily studied country
in the region, perhaps owing to relative political stability and ease of access for Western
researchers. This made it difficult to truly compare findings throughout the region, as Kenya
was the focus of more than a third of included studies, while other countries, such as
Seychelles and Mauritius, did not appear once. Despite this, 54 papers were included in this
study and evaluated using Arksey and O’Malley’s methodological framework in addition to
Bradbury-Jones et al.’s PAGER framework (Arksey & O'Malley, 2005; Bradbury-Jones et

al., 2021).
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Introduction

Sexual and gender-based violence (SGBV) encompasses
several types of violent behavior perpetrated against the will
of victims (including women, girls, men, boys, and
LGBTQI+ people) that can lead to serious bodily harm or
even death (ICRC, 2022; Médecins Sans Frontieres [MSF],
2021). Gender-based violence (GBV) refers to harmful acts
directed against a person based on their gender (UNHCR,
2021b). Harmful acts include emotional, psychological, and
physical abuse, as well as sexual violence (SV). While SGBV
can be perpetrated by and against anyone, perpetrators are
primarily men, and victims are largely women and girls
(UNHCR, 2021a, 2021b; WHO, 2021b). For example,

worldwide, 35% of women have experienced at least one
form of SGBV, such as intimate partner violence (IPV) or
non-partner SV, and 15 million girls have experienced forced

sex (The World Bank, 2019; UN, 2021).

This paper focuses on SGBV in East Africa, one of the
UN regions with the highest rates of lifetime SGBV in the
world (WHO, 2021b). SGBV is a significant contributor to
morbidity and mortality in East Africa (Amenu & Hiko,
2014) and is a major obstacle to achieving Sustainable

Development Goal 5, which concerns achieving gender
equality in all its forms. Around the world, including in East
Africa, SGBV can cause lasting physical health conse-
quences, such as injuries and sexually transmitted infections,
mental health impacts, such as depression and anxiety, and
social consequences, such as stigma and social rejection
(WHO, 2021a). Injuries from SGBV can include stab
wounds, fractures, vaginal fistulas, and bleeding, and victims
may become pregnant (MSF, 2021). Furthermore, female SV
victims are twice as likely to have an abortion across their
lifespan than their counterparts (MSF, 2021). In many coun-
tries that have the highest rates of SGBV worldwide, abor-
tion is illegal, and women frequently seek out unsafe
procedures that can cause infections or even death (MSF,
2021). Against this backdrop of human suffering in East

Africa, there is an urgent need to synthesize research on
SGBYV in this region.
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Toward this end, we conducted a scoping review of the
literature on SGBV medical and legal service provision prac-
tices in East Africa. Our goals in conducting the review were
to: (1) describe SGBV service provision throughout the
region; (2) understand how provider bias may affect service
provision; and (3) compare existing practices to national
policies and internationally agreed human rights treaties that
outline the medical and/or legal services that SGBV survi-
vors are entitled to receive. The review analyzed papers that
focused on peacetime SGBV.! This allows for determining
the level of services that survivors receive in the absence of
conflict, wherein service disruption may not be entirely, if at
all, under state control. In the sections that follow, we pro-
vide an overview of policy and treaties concerning SGBV,
the types of services SGBV survivors may be entitled to
receive, and research on service delivery in East Africa, as
well as outline considerations that arise in the care of the
large populations of refugees in the region.

SGBV Survivors’ Rights to Medicolegal
Service Provision

The WHO (2015) report on strengthening the medical and
legal response to SGBV highlights the importance of
involving multiple sectors, including the police, forensic
medicine, health and social service agencies, and the judi-
ciary. Moreover, typical steps along the medical and legal
service provision pathway include gathering evidence and
documenting the crime, addressing a victim’s medical needs,
referring victims to the police, carrying out a foren- sic
medical exam, and connecting victims to sustained psy-
chosocial support services. The report lays out the key
principles of best practice service provision: prioritizing
victims’ physical and emotional safety, keeping informa- tion
confidential, ensuring that victims are not discrimi- nated
against by agencies and organizations, and respecting the
victims’ rights and wishes (WHO, 2015). However, SGBV
survivors are frequently stigmatized and face gender bias
from providers on the pathway, which may discourage help
seeking (WHO, 2015).

Policies in East African countries on SGBV service provi-
sion are scarce, as explained later in this review, while exist-
ing policies outlining services that survivors should receive
may not be actioned or enforced (Ajema et al., 2011). To
counter this, the Protocol to the African Charter on Human
and Peoples’ Rights on the Rights of Women in Africa,
otherwise known as the Maputo Protocol, was written. The
Maputo Protocol covers SGBV at length, including female
genital mutilation (FGM) and underage marriage as well as
stigma and bias against SGBV victims (African Union,
2003). Signatories vow to enforce change through policy
action or administrative decision making. However, while
multiple countries in the East African region are signatories
to international human rights and global health treaties
regarding SGBV-related service provision, like the Maputo

Protocol, there are reports that survivors in these countries
still find it difficult or impossible to access services
(Rockowitz et al., 2021b).

Refugee Service Provision

Countries in East Africa host large refugee populations,
which further complicates SGBV medical and legal service
provision. People living in emergency and humanitarian con-
texts are at a high risk of SGBV, including FGM, socioeco-
nomic abuse, and denial of reproductive health choices
(Muuo et al., 2020). Humanitarian emergencies also make the
delivery of adequate care for SGBV survivors difficult and
increase the wvulnerability of survivors to future victim-
ization (Muuo et al., 2020). This is partially because refugees
may be offered services within camps from external organi-
zations with foreign staff, such as the UN, rather than medi-
cal or legal professionals from the country they are seeking
refuge in. This camp context may not be an indicator of the
status of wider service provision throughout the country, but
this population nevertheless makes up a percentage of East
African residents and we felt it was important to explore their
experience in care-seeking. Additionally, even when
refugees are living outside of camps, they face unique barri-
ers to healthcare that their local neighbors do not experi-
ence, such as discrepancies in cost of healthcare between
refugees and locals, and documentation requirements for
treatment (Jemutai et al., 2021). Papers that include the
experiences of refugees were included in the review given
these considerations.

Present Study

In sum, this paper reviews the range of SGBV research activ-
ity on East Africa that has taken place, and identifies knowl-
edge gaps, which is one of the key pillars of a scoping review
(Levac et al., 2010; Munn et al., 2018). Our aim is to stimu-
late research that addresses critical knowledge gaps by high-
lighting topics and countries where research has been most
lacking. Furthermore, this review evaluates whether practice
models are compliant with national policies and international
treaties. The review also considers what is known about the
impact of services on victim health and well-being and high-
lights barriers in accessing and delivering medical and legal
services. To examine provider bias, the review captures
research whether beliefs about gender equality (e.g., believ-
ing that a husband has the right to abuse his wife, or that SV
is to be expected in society) on the part of practitioners affects
quality of care.

Method

We followed the steps outlined by Arksey and O’Malley
(2005) and advanced by Levac et al. (2010), including iden-
tifying the research question, finding relevant studies,
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selecting studies, charting the data, and synthesizing and
reporting the results (Levac et al., 2010).

Research Questions and Study Purpose

We originally sought to review research on service provision
as well as existing regulations and policies surrounding
SGBV medical and legal services in East Africa (Rockowitz
et al., 2021a); however, subsequent literature searches
returned few academic papers on SGBYV regulations and pol-
icies in East Africa countries. Per recommendations of Levac
et al.(2010), to envision the intended outcome of the study
while also considering the feasibility of the research, we
modified our original research questions and focused solely
on service provision in the region rather than service provi-
sion and policy. As a result, the following questions guided
our scoping review:

Question 1: What SGBV medical and legal service provi-
sion practices are there across East Africa?

Question 2: To what extent are current service provision
models compliant with internationally agreed public
health treaties?

Question 3: How do duty bearers’ personal beliefs and
practices affect survivors’ experiences in accessing care?
Question 4: What are existing gaps in the literature and
what further research needs to be done?

Search Strategy

Our search strategy included conducting title, abstract, and
keyword searchers of the PubMed, SCOPUS, CINAHL Plus,
and Web of Science databases. The Preferred Reporting
Items for Systematic Reviews and Meta-Analysis (PRISMA)
diagram was used to record the number of arti- cles included
along each step of the search process (Page et al., 2021).

Our review included literature on East African countries
published between 2000 and 2020. This timeframe was cho-
sen so that more recent policy and international health treaty
agreements could be analyzed. Due to a lack of resources and
translation skills, only papers in English were included in this
review. Our search terms were chains created to allow for
variations in terminology and phrases related to SGBV.
These included “rape” + “East Africa,” “rape” + “East Africa”
+“law,” “rape” + “East Africa” + “policy,” and “rape” + “East
Africa” + “health.” We also used the terms “sexual assault”
and “sexual violence” in place of “rape,” and we expanded
“East Africa” when possible in the data- base to include
“Burundi,” “Comoros,” “Djibouti,” “Eritrea,” “Ethiopia,”
“Kenya,” “Madagascar,” “Malawi,” “Mauritius,” “Mayotte,”
“Mozambique,” “Reunion,” “Rwanda,” “Seychelles,”
“Somalia,” “South Sudan,” “Tanzania,” “Uganda,”
“Zambia,” and “Zimbabwe.” We

largely followed the UN’ geoscheme, which lists all the
above countries, except South Sudan, as being in the East
African region (Mendelson et al., 2014). As South Sudan is
included in the East African Community, we included in our
analysis (EAC Partner States, 2021). We conducted a grey
literature search to find reports from nongovernmental orga-
nizations (NGOs) and other local organizations that worked
with SGBV survivors.

Study Selection

Initial database searches yielded 14,230 academic articles,
with an additional 124 results coming from other sources,
such as grey literature and “cited by” searches. After these
lists were combined and we removed duplicates using
Endnote X9. This left us with 3,685 results to be screened by
title and abstract. There are a few reasons why there were so
many articles. Firstly, we were searching for research related
to 20 countries, which yielded many results, and the use of
the term “rape” yielded many irrelevant papers about “rape-
seed” or “oilseed rape.”

A key element of a scoping review is that the researchers
should engage with each step in the process in an iterative
and reflexive way to comprehensively search the literature
(Arksey & O’Malley, 2005). Levac et al. (2010) further noted
that the research team should use an iterative approach to
choosing studies and extracting data. To this end, the first
author did the initial title and abstract screening, yielding 257
results. Articles and research documents were excluded if
they were about countries other than those in East Africa, if
they were about East African diaspora populations living
elsewhere, if they were about preventing SV rather than
working with survivors post-incident, if they were about
agriculture as mentioned above, and others. After the initial
review was conducted by the first author, titles and abstracts
were uploaded onto the online systematic review program
Rayyan (https://www.rayyan.ai), which facilitates collabora-
tion when identifying articles for a review paper. The first
author tagged articles with a green label for inclusion and a
red label for exclusion, while also adding additional custom-
izable tags such as “medical,” and “legal.” Afterwards, the
link was shared with the co-authors, and they repeated the
process. Any articles that were tagged differently by the co-
authors were then discussed by the team to determine the
final set of papers.

Additionally, many papers that appeared in the searches
were specifically about abortion services or HIV medication
provision; while SGBV was mentioned in these papers as a
possible reason why these services may be needed, the
authors determined that they should be excluded because
they were not principally about SGBV. Following this pro-
cess, as well as a full-text review by the first author, 54 papers
were included in the final sample (see Figure 1 for the
PRISMA diagram).
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Figure 1. Preferred Reporting and Identification for Systematic reviews and Meta-Analyses flow diagram.

Data Charting

The researchers developed a data charting form using
Microsoft Excel 2021. To facilitate data analysis and follow
charting recommendations (Arksey & O’Malley, 2005), the
charting form gathered information regarding the author, pub-
lication year and type (academic or grey literature), country,
study design, study setting (refugee camp, health center,
district, etc.), key findings, and the paper’s conclusion.

Results

Sample Characteristics, Study Design, and Study
Setting

All academic articles (n = 44) and grey literature (n = 10) in
the final sample were published between 2001 and 2020.
Details of the breakdown of countries included can be found
in Supplemental Table 1. Although 20 countries were
included in the search, most countries did not appear in the
findings, while others had a relatively high number of publi-
cations (Supplemental Table 1). Kenya was the country with
the most publications, with 22 (35.5%) academic papers or
reports focused on the Kenyan context alone and one paper
focused on Kenya and Ethiopia together. The country with
the next highest number of dedicated studies was Uganda,
with 10 papers (16.1%), followed by Tanzania, and
Zimbabwe with four each (6.5%). Two pieces of literature,
one a journal article and one report from USAID, focused on
the continent rather than specific countries.

In most cases, the studies were based on qualitative
research methods, primarily through in-depth interviews or
focus group discussions. As many papers also included docu-
ment and record analysis from health centers, cross-sectional

prospective methods were also commonly used. More infor-
mation about study setting and methodology can be found in
Supplemental Table 1.

Medical and Legal Service Provision
Across East Africa

The results are organized by type of SGBV. The terminology
used to describe types of SGBV had differing operational
definitions across papers. For instance, sometimes the term
“sexual assault” was defined to include acts of penile-vaginal
penetration (rape), while in other papers, it was not defined
specifically but instead used interchangeably with the terms
“rape” and “sexual violence” (e.g., Lakew, 2001). Given the
lack of clarity and inconsistencies across the literature, we
were unable to operationally define and code violence type
and had to rely on the terminology used in the papers.

Rape

Rape was the form of SGBV studied the most (see
Supplemental Table 1). Unlike IPV, which can have differing
definitions depending on the source, rape is more consis-
tently defined, perhaps because all the countries included in
this review legally define rape. For instance, the National
Guidelines on Management of Sexual Violence in Kenya
define rape as “An act done which causes penetration of one
person’s genital organs with the genital organs of another
without their consent or where the consent is obtained by
force, threats or intimidation of any kind” (Ministry of Public
Health & Sanitation and Ministry of Medical Services, 2009).
Tanzania’s government defines rape as when “a male person.
. .has sexual intercourse with a girl or woman under
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circumstances falling under any of the following descrip-
tions:” including forcibly having sex with a non-wife or ex-
wife due to use of force, obtaining consent when the woman
is of unsound mind, and others (Tanzania, 1998). Throughout
other countries in East Africa, rape is similarly defined.
Penetration of often a requirement, and some countries still
state that women can be raped by men, but men cannot be
raped by women.

Most of the studies focused on rape were conducted in
Kenya. Most papers used qualitative methods, primarily
interviews, although some of the papers either solely or addi-
tionally performed document analysis, including retrospec-
tive record reviews from an adult rape clinic (Kufa et al.,
2019). Of the 11 rape papers, all except one discussed service
provision, and only two discussed interventions. The first
intervention paper designed and implemented a training pro-
gram for healthcare workers in Tanzania to improve the qual-
ity of care they offered rape survivors, and the second
designed a post-rape care algorithm in Kenya to be imple-
mented at selected government health facilities (Abeid et al.,
2015; Kilonzo et al., 2009).

Papers focusing on rape collected information on medical
and legal service provision from multiple sources. Some
researchers interviewed providers, such as health practitio-
ners or police officers (Ajema et al., 2009; Munala et al.,
2018). Others interviewed survivors and those who care for
them, or simply just community members who are aware of
rape in their immediate surroundings (Kilonzo et al., 2003,
2009). Across all studies, there was minimal (if any) discus-
sion of existing policies concerning service provision, except
at times to say that there were none. As a result, a common
theme across all papers was that their findings should be used
for policy recommendations. These included formal training
of healthcare workers, expanded abortion services, and the
creation of a formal strategy for the provision of post-rape
services (Abeid et al., 2015; Ajema et al., 2009; Casey et al.,
2015; Kilonzo et al., 2003).

Despite these findings, it is important to note that research
on rape was found for only five of the 20 countries that are in
East Africa, and these were largely on Kenya. Additionally,
little attention was paid to sociocultural factors that may have
affected service provision or a victim’s decision to seek out
services in the first place. For example, victim care may be
affected by the religious alignment between victim and
provider, or the victim preferring traditional health and jus-
tice practices (Odero et al., 2014).

Intimate Partner Violence

IPV was the second most frequently occurring type of vio-
lence found in the included papers. It was variously defined,
such as “a form of interpersonal violence by a spouse or life
partner” (e.g., Shumba et al., 2017) “violence committed
against a woman by her current or former spouse or boy-
friend” (e.g., Horn, 2010), “violence committed in a present

or past relationship.” (e.g., Manuel et al., 2019). The primary
data collection method for understanding medical and legal
service provision for IPV survivors was qualitative inter-
viewing, although two studies distributed surveys to medical
students, nurses, and midwives (Ambikile et al., 2021;
Manuel et al., 2019).

Two of the papers focused on mental healthcare needs of
IPV victims, and these were specifically on screening pro-
cesses and service provision (Ambikile et al., 2021; Chepuka
et al., 2014). The remaining papers focused on screening for,
responding to, or training for working with IPV cases more
generally (Horn, 2010; Maina, 2009; Maina & Majeke, 2008;
Manuel et al., 2019; Nguyen et al., 2016; Odero et al., 2014;
Shumba et al., 2017; Undie et al., 2016). Unlike rape, there
were no interventions studied in the IPV papers. Of the nine
IPV papers, six focused on the providers’ perspectives, with
all providers in these papers described as working in the
medical field, not in the legal or justice fields. The other three
papers sampled survivor and non-survivor refugees,
survivors, or men and women in general.

Several studies cited a lack of knowledge and relevant
skills as potential reasons for inadequate service provision.
This was often attributed to a lack of targeted trainings, staff
shortages, and lacking protocols for case management
(Ambikile et al., 2021; Odero et al., 2014; Undie et al., 2016).
Additionally, several papers noted the additional challenges
associated with treating the mental health impacts of IPV,
whether due to societal pressures to resolve issues, poor
training of service providers, or a lack of linkages to mental
health services (Ambikile et al., 2021; Chepuka et al., 2014;
Odero et al., 2014).

Sexual Assault

Sexual assault (SA) was the third most common type of
SGBYV studied. Unlike other topics, which mention the type
of SGBV in the titles of the papers without any qualification,
two papers in this group, one in Uganda and one in Ethiopia,
refer to “alleged” SA in the titles of their papers (Lakew,
2001; Ononge et al., 2005). Interestingly, all papers that stud-
ied populations in Ethiopia focused on SA.

As with other topics, SA is defined rather fluidly. One
paper defined SA as “any genital, oral, or anal penetration by
a part of the accused’s body or by an object using force or
without the victim’s consent,” (Ononge et al., 2005). Another
defined SA as “rape, attempted rape, sexual abuse and sexual
exploitation,” and yet another as “all non-consenting sexual
activity from fondling to penetration” (Amenu & Hiko, 2014;
Krolikowski & Koyfman, 2012).

Six of the nine SA papers analyzed medical and legal ser-
vice provision for SA victims. More than half of the SA
papers used quantitative approaches, reviewing records or
other data as the primary data source. This enabled the
researchers to analyze more data: for instance, a study on a
SA center in Western Kenya analyzed 321 charts of SA
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survivors and another analyzed 474 medical affidavits from
a hospital in Zimbabwe (Ranney et al., 2011; Tapesana et al.,
2017).

None of the SA papers about medical and legal service
provision mentioned policy, either by the government or hos-
pitals, that may pertain to the treatment of SA victims.
Whether this means they were nonexistent is unclear,
although it seems consistent with findings for other types of
SGBV. Additionally, research concerning medical and legal
service provision for SA victims was found for only four
countries in East Africa, indicating a dearth of research both
on SA in general and on service provision for said victims.
This may be indicative of the “umbrella” of SGBV that many
types of violence fall under or perhaps a reflection of the
direction SGBV research has taken in recent years.

Sexual Violence

Seven papers in this review focused on SV. Definitions of SV
were unique in that there was less of a focus on defining the
act itself and more of a focus on noting what the societal and
public health implications of SV are. For example, it was
referred to as “a serious societal problem that creates signifi-
cant challenges to local communities” and “a serious global
health problem with significant physical, psychological, and
social consequences” (Ajema et al., 2011; Gatuguta et al.,
2018). While all included SV papers focused on service pro-
vision in some regard, only three focused on barriers. Two
others focused on the perspectives of the providers, which is
unique compared to other types of violence, and one was a
report from USAID on strengthening service provision. The
three service provision papers were all descriptive studies
that used primarily qualitative methodologies.

The three SV papers that strictly covered medical and
legal service provision were based in Kenya (2) and Uganda
(1). Both Kenya papers used qualitative interviews with
service providers to collect data, although one also com-
pared health records from a hospital with data from the
Demographic and Health Survey (DHS) (Gatuguta et al.,
2018). Both Kenya papers mentioned the importance of
proper forensic evidence collection to help victims pursue
justice, which makes them unique from many of the other
papers included in this study that have less of a focus on the
legal aspect of service provision. As with previous types of
violence, there was little mention of existing policy con-
cerning service provision.

The paper based in Uganda is somewhat unique in this
review in that it pulls data from an existing longitudinal study
that the researchers had worked on previously. The WAYS
Study, which focused on war-affected youth in Northern
Uganda, was started in 2002 and targeted toward youth who
had been targeted by the Lord’s Resistance Army (Amone-
P’Olak et al., 2018). While the study pri- marily focused on
the prevalence of post-traumatic stress disorder in the
research population, there was also an

assessment of the availability of mental health services. This
paper was also distinctive in that a significant portion is dedi-
cated to understanding the meaning of mental illness among
the target population, a focus on cultural competency that has
seldom been seen in previously included papers.

Sexual and Gender-Based Violence

Six papers on SGBV were included in this review. Four of
the papers studied SGBV in humanitarian settings, primarily
with South Sudanese refugees, and all were based in Uganda
(Liebling et al., 2020a, 2020b). This may be because SGBV
is an all-encompassing term that can cover many other types
of violence, and because it is more commonly associated with
humanitarian efforts than other terms, such as SV or IPV
(Liebling et al., 2020a). Due to this context, SGBV was often
not explicitly defined but rather was explained as a “weapon
of conflict” and “a growing problem in humanitar- ian
settings” (Liebling et al., 2020a, 2020b; Odwe et al., 2018).
Four of the papers focused on service provision, either health
alone or health and justice, one on perceptions of vio- lence
as well as service provision, and the final paper focused on
help-seeking.

Most of the service provision papers for SGBV explicitly
mentioned both health and justice service provision, perhaps
because of the focus on refugees and the involvement of
international aid organizations in their care. As a result of the
involvement of the justice aspect of service provision, brib-
ery and corruption appeared multiple times throughout the
included papers (Liebling et al., 2020a, 2020b; McCleary-
Sillset al., 2013). An interesting component when evaluating
these papers that is not included in many of the others is the
involvement of international actors, such as the UNHCR
(UNHCR) and Médecins Sans Frontieres (MSF). This means
that the systems being evaluated are not necessarily on the
country-level alone, but instead reflect collaborations
between local governments and international actors and
human rights officials. It is therefore difficult to ascertain
how much responsibility individual countries take for ser-
vice provision and how much they outsource to international
aid organizations.

Gender-Based Violence

Five papers covered GBV, four of which researched GBV in
humanitarian settings. As a result, GBV was often defined in
relation to conflict. For example, one paper noted that “GBV
has been committed against civilians and soldiers as a means
of warfare,” while another noted that “emergency and
humanitarian situations expose individuals, particularly
women and girls, to a heightened risk for GBV”” (Kawaguchi,
2018; Muuo et al., 2020).

All but one of the included papers were academic articles,
with the final being a report from a Japanese aid organization
(Kawaguchi, 2018). All papers focused on service provision,
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although one was on reproductive health services more gen-
erally rather than specifically GBV (Whelan & Blogg, 2007).
All papers but one focused on existing structures for service
provision, and the final analyzed a dataset from a purpose
created GBV and recovery center in Mombasa (Temmerman
etal., 2019). The primary data sources across all studies were
female refugee GBV victims, although a few studies also
interviewed providers.

A few common themes appeared throughout the included
papers. Financial constraints, either at the health facility level
or the aid organization level, were seen as a common barrier
to adequate service provision (Henttonen et al., 2008;
Kawaguchi, 2018; Whelan & Blogg, 2007). Stigma was
noted in most papers as a reason for underreporting of GBV
and one of the barriers to accessing care (Henttonen et al.,
2008; Kawaguchi, 2018; Muuo et al., 2020; Temmerman
et al., 2019), though little was said about what could be done
to address this problem.

Violence Against Women

Three papers examined violence against women (VAW).
Two were academic articles, one was a report, and all covered
medical and legal service provision (Amnesty International,
2010; Dennis et al., 2019; Vyas, 2019). Uganda, Tanzania,
and Zambia were all represented once, making this one of the
few topics where Kenya was not the primary area of work.
Another unique aspect of this pool of research is that primar-
ily quantitative methods were used. One paper analyzed data
from Tanzania’s DHS, and other used signal functions to
identify the availability of clinics that were able to provide
VAW services (Dennis et al., 2019; Vyas, 2019). The final
paper conducted qualitative interviews with victims, NGOs,
government officials, and international aid organizations to
ascertain their experiences in providing and accessing care
(Amnesty International, 2010).

Both quantitative studies found that distance was a limit-
ing factor for accessing post-VAW services. Researchers in
Zambia discovered that the median distance to a comprehen-
sive care facility was 5.9 km and that quality of care was
often poor, owing to limited resources or poorly trained staff
(Dennis et al., 2019). Researchers in Tanzania similarly
found that abused women had to travel on average 3.8 km to
their nearest health facility, although the quality and compre-
hension of care offered was not assessed (Vyas, 2019).

Interpersonal Violence, Domestic Violence, and
Collective Sexual Violence

These three forms of violence occurred only once each in the
literature search. All three papers included were academic
articles and used qualitative methods. One such paper cov-
ered interpersonal violence (IPEV), which is used as an
umbrella term to include community violence, IPV, SV, and
more (Decker et al., 2018). This paper (Schober et al., 2016)

was based in Zambia, while the studies on domestic violence
(DV) (Githui et al., 2018) and collective SV, which refers to
nonconsensual sexual activity by a group of individuals or
single individual that is driven by social movement goals
(Ten Bensel & Sample, 2017; Zraly et al., 2011) were based
in Kenya and Rwanda, respectively. Because only one paper
was found for each violence type, the quality of research
throughout the region more generally could not be assessed.
Githui et al. focused on barriers to screening pregnant women
for DV, Zraly et al. focused on providing mental healthcare
for genocide survivors, and Schober et al. applied an inter-
vention to an emergency room to improve care outcomes for
IPEV victims. Participants of the three studies include medi-
cal and social service professionals, members of refugee sup-
port groups, and nurses, indicating once again that there is
very little focus on the legal aspect of service provision
throughout the region.

Service Provision Models and
International Health Treaties

Types of service provision were varied, and included emer-
gency center care, access to emergency contraception (EC)
post-SA, and mental health care services (Amone-P’Olak
et al., 2018; Kassa et al., 2009; Krolikowski & Koyfman,
2012; Maina, 2009). While most articles focused on provi-
sion of medical services, including mental healthcare, a
few also focused on access to legal and judicial services
(Liebling et al., 2020a, 2020b; Muganyizi et al., 2011; Odero
etal., 2014).

The most consistent form of service provision offered was
EC, typically in the form of oral contraceptive pills and often
in tandem with post-exposure prophylaxis for HIV (Amenu
& Hiko, 2014; Amnesty International, 2010; Dennis et al.,
2019; Gatuguta et al., 2018; Kilonzo et al., 2003; Kilonzo &
Taegtmeyer, 2005; Krolikowski & Koyfman, 2012;
Muganyizi et al., 2011; Ononge et al., 2005; Tapesana et al.,
2017; Temmerman et al., 2019). Although EC was included
in the most basic of service packages, and was offered the
most frequently, as with most other services in this region,
resource constraints limited availability. Furthermore, a sur-
vivor was not eligible for EC if they presented outside of the
72-hour window in which it would still be effective (Ononge
et al., 2005). Additionally, a lack of knowledge on behalf of
some survivors led them to refuse EC even when they were
offered it. Research in Zimbabwe found that 20% of clients
who were eligible for EC did not take it, perhaps due to a lack
of education and sensitisation, and research in Ethiopia
similarly found that a lack of knowledge about EC in society
was a barrier to providing adequate health services to victims
of SA (Harrison et al., 2017; Kassa et al., 2009).

Another factor that was a significant predictor of the type
of service provision a survivor would receive was the tier of
health facility to which they had access. Tiers and levels of
health facilities vary significantly within countries, with
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some countries (such as Kenya) having as many as six tiers
of health facilities (Gatuguta et al., 2018). Laboratory ser-
vices were no exception; district health facilities in Kenya
were found to be unable to analyze all components of foren-
sic medical exam samples, while other health facilities lacked
speculums and rape kits (Ajema et al., 2011; Gatuguta et al.,
2018). This point was emphasized by Dennis and col-
leagues, who found that signal function domains, defined as
three domains of SV response services (core services, imme-
diate care, and delayed and follow-up care) varied greatly by
level of health facility (2019). When surveying hospitals, the
most advanced facility level, only 50% were able to offer all
three signal functions, and less than 1% of health centers and
0% of health posts were able to offer all three signal func-
tions (Dennis et al., 2019). Tanzania had similar breakdowns
in service availability by facility level, with health dispensa-
ries being able to provide the most basic of services and dis-
trict designated hospitals or referral hospitals able to provide
more comprehensive GBV services (McCleary-Sills et al.,
2013). Similar disparities between services offered at health
facility level were found in Uganda and South Sudan (Casey
et al., 2015; Liebling et al., 2020a, 2020b).

This study initially sought to compare existing service
provision models with international treaties that the coun-
tries had signed and/or ratified, but there was no mention of
this in any of the papers included in the study. Additionally,
since there is little policy literature, it is difficult to tell if the
countries have changed their laws in response to the treaties
they signed. Regardless, it is possible to compare what we
learned about existing practices with public health treaties,
such as the Maputo Protocol and the SDGs. For instance, the
Maputo Protocol instructs state parties to establish mecha-
nisms for the rehabilitation of victims of SGBV, yet previous
findings have shown that services are often scarce, inacces-
sible due to financial or infrastructural constraints, and lack-
ing the involvement of legal professionals (African Union,
2003; Ajema et al., 2011; Gatuguta et al., 2018). The Maputo
Protocol also states that there should be a focus on eliminat-
ing cultural beliefs and stereotypes that “exacerbate the per-
sistent and tolerance of violence against women,” yet our
research shows that these beliefs are still pervasive and hav-
ing strong impacts on victims’ care (African Union, 2003;
Ferdowsian et al., 2018; Munala et al., 2018). SDG 5, which
also focuses on eliminating violence against women and
girls, states there should be universal access to sexual and
reproductive health services (UN, 2021). As with the Maputo
Protocol, our research indicates that this is simply not the
case for people living in countries in East Africa.

Providers’ Personal Beliefs

Nine papers in this review studied the personal beliefs of ser-
vice providers. All the papers were academic articles and, as
seems to be the overall trend with research in East Africa,
most of the research took place in Kenya. Of the 20 countries

included in East Africa, only Kenya, Malawi, Ethiopia,
Tanzania, and Mozambique were represented in this area of
research. Qualitative methodology was used in all studies,
primarily qualitative interviews, or self-administered sur-
veys. Some studies evaluated the providers’ perceptions of
the victims themselves, while others examined how the pro-
viders viewed or understood their responsibilities in provid-
ing care for SGBV victims. IPV was the most common type
of violence included in these studies, followed by SV, rape,
and SA. This is an interesting finding, as rape was the most
common type of violence studied overall yet occurred only
once in this topic area.

Two of the studies on the topic of duty bearers included
NGO-organized trainings aimed at service providers to
improve their “capacity to provide services to SV survivors”
and to “improve the clinical care of SA survivors in diverse
low resource settings” (Ferdowsian et al., 2018; Smith et al.,
2013). One study evaluated beliefs pre- and post-interven-
tion, and the other evaluated the effect of multiple variables
on participant responses during the early stages of the inter-
vention. All other studies in this group were descriptive.
Attitudes, beliefs, knowledge, and confidence were some of
the factors being evaluated in both studies, and pre- and post-
intervention responses were measured with self-administered
questionnaires.

Of the nine papers, the majority focused on the healthcare
providers’ views on how they cared for the victims, although
three focused more on how the providers viewed the victims
and how their opinions of the victims affected their care pro-
vision. All nine papers interviewed providers of varying
types, be it medical students, nurses, midwives, or doctors,
and one paper based in Kenya also interviewed legal and law
enforcement professionals. The focus on healthcare profes-
sionals in this theme is reflective of the pattern seen through-
out the review, wherein very little attention was paid to
service providers other than those in the medical field.

Victim blaming was a pervasive theme throughout this
group of articles, whether perpetrated by the service provid-
ers themselves or simply observed by them. Perhaps the most
glaring example of provider bias came from a study in
Nairobi, which found that providers felt they could tell when
a survivor was not being genuine but was instead trying to
access free reproductive health services, particularly because
of being a commercial sex worker and being too ashamed to
say so (Munala et al., 2018). One provider interviewed in the
study noted “Not every client is genuine. Someone will find
something happens and because now they are scared of the
pregnancy they will tend to create a story” while another said,
“Ok people are not being truthful; others know that you
provide services for free” (Munala et al., 2018). Other
research in Kenya evaluating attitudes toward SV survivors
across different professional sectors found that law enforce-
ment professionals were the most likely to feel that survivors
should feel ashamed (19%), followed by legal professionals
(13%) and healthcare professionals (5%) (Ferdowsian et al.,
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2018). In a humanitarian context, lying about SA was seen as
a way of qualifying for resettlement. One nurse in Ethiopia
believed that women “don’t come with medical problems
they come for referral. They like to be referred. It is spoken
or rumored that they will get a chance of getting resettle-
ment” (Smith et al., 2013). Despite the training initiated dur-
ing the intervention, there were not significant improvements
post-intervention in the 68% of HCPs in Ethiopia who agreed
that “people often make accusations about SA that are not
true” or the 35% of healthcare providers who agreed with the
opinion “if a woman’s hushand forces her to have sex, it does
not count as sexual assault” because of cultural beliefs about
a man’s rights concerning his wife (Zraly et al., 2011).

Providers also felt that societal views of SGBV impacted
their ability to provide services, both in how feelings of
shame often prevented survivors from coming forward,
which they understood from discussions with community
members, and in how survivor-family interactions played out
while in health centers. Providers additionally found that the
potential financial consequences of reporting rape often dis-
suaded survivors from coming forward, especially when the
perpetrator was the primary wage earner (Munala et al., 2020;
Nguyen et al., 2016). Healthcare workers felt that their
capabilities were limited by the societal views of violence,
observing that often they would try to help but the commu-
nity’s ideals surrounding keeping families together and sim-
ply paying off the perpetrator made it difficult for them to do
their jobs. One counseling psychologist described how she
could do little more than try to make sure her clients were
medically safe, as her abilities to help her clients who settled
out of court were limited and the survivors had to continue
living in the presence of their attacker(s) in their daily life
after reparations had been arranged between families, poten-
tially causing re-traumatization (Munala et al., 2020).

Gaps in the Literature

While Arksey and O’Malley’s framework was key in execut-
ing most steps of this scoping review, the PAGER (pattern,
advances, gaps, evidence for practice, and research recom-
mendations) framework was referenced when identifying and
addressing the gaps in the literature. This framework
supplements Arksey and O’Malley’s previous work and
emphasizes that the identified gaps be contextualized and
written for the target audience. With this in mind, a few nota-
ble gaps in the literature were found (Bradbury-Jones et al.,
2021). A group notably absent from this review were men and
boys, although this is largely to be expected because of the
stigma attached to male victims of SV and the fact that sig-
nificantly fewer men are victimized than women. Additionally,
survivors who identified as genders beyond strictly male and
female were not mentioned in the papers included in this
review. It was not always clear whether the researchers
excluded these other victims intentionally or whether they
simply did not come forward to participate. Future research

should examine service provision plans to determine whether
and how providers adapt treatment depending on the gender
of the survivor. Additionally, studies did not examine the
type of psychosocial services offered to survivors. Research
on this topic would further our understanding of how survi-
vors’ wellbeing is managed once they leave a health facility.
Many papers mentioned women were often afraid to leave
their spouses because of financial insecurity or societal pres-
sures, and research regarding possible solutions for this, such
as economic assistance or relocation, was largely absent from
this literature.

Although this scoping review initially sought to examine
medical and legal service provision, it became immediately
clear that there is significantly less research on the legal/justice
side of SGBYV care than on the medical side. Of the 54 papers
included in this review, 11 interviewed legal professionals,
including police and justice organizations. These 11 papers
covered only five of the 20 countries in East Africa, indicating
there is a significant gap in knowledge about most countries in
the region. It is important to conduct research on the legal
aspect of post-SGBV service provision, especially because,
while medical services may offer physical wellness to the sur-
vivors, pursuing justice and prosecuting the perpetrators may
provide a sense of closure and security, as well as prevent the
perpetrators from committing future similar crimes.

This review initially sought to evaluate existing medical
and legal service provision practices throughout East Africa
as they relate to country and region-wide policies; however,
policy was scarcely mentioned throughout the literature.
Without this insight, it made it difficult to know if the medi-
cal and legal practices were occurring as such because of a
lack of guidance, because that is how the country’s govern-
ment or hospital’s board instructed, or because of resource
constraints. Additionally, the lack of policy inclusion made it
difficult to compare country-wide medical and legal service
guidelines with internationally agreed treaties, which was
another original plan of this review which ended up not being
feasible.

Discussion

This scoping literature review of 54 papers about SGBV in
East Africa identified key themes surrounding both types
of violence commonly seen in the region and common
approaches to service provision. Many types of violence were
identified as being pervasive throughout the region, and while
rape was the most common type of violence in the selected
literature, the interchangeable nature with which researchers
and aid organizations use different definitions of violence
mean that this finding is not necessarily reflective of which
type of violence is the most prevalent in East Africa. Papers
discussing rape made up 20% of the sample, followed by IPV
(18%) and SA (17%).

Ten types of violence emerged from the literature.
Although a type of violence was often specified in the title,
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authors frequently switched between terms when explaining
their research, further exacerbating the issue with finding
clear, violence-specific data and contributing to poor data
quality. This makes it difficult to compare similar statistics
across countries and can complicate case building as the laws
in countries may only pertain to some types of violence and
not others. It is, however, an interesting finding that similar
behaviors are being defined differently, perhaps pointing to
political reasons why one phrase is preferred over another.
Rape, for instance, is clearly defined in many countries’ con-
stitutions, whereas other terms, such as IPEV, are not men-
tioned once. In acknowledging the potential reasons why
certain terms may be used more than others, we felt it was
appropriate to organize this paper by the frequency of the
term used in the papers included in this review. Rape, SV,
and SGBV were often woven throughout a paper when
describing the same study, although technically speaking,
each of those terms has a different definition according to
lawmakers, NGOs, and human rights organizations (Harrison
et al., 2017; Liebling et al., 2020a, 2020b; Munala et al.,
2018). SGBV and SV could perhaps be thought of as
umbrella terms, however this should be better clarified in the
papers for ease of understanding if certain types of violence
make a victim more likely to seek and receive care and how
resources are allocated.

Societal views of women were seen as a common cause of
the violence itself and of the reluctance among survivors to
seek help (Gatuguta et al., 2018; Kilonzo et al., 2003; Munala
et al., 2020; Shumba et al., 2017). Patriarchal communities
were explained as a common cause of violence throughout
the region, although perhaps because the papers were not
about preventing violence but rather addressing the side
effects of it little was said about what could be done to address
the patriarchal ideologies that made SGBV acceptable
(Amnesty International, 2010; Kilonzo et al., 2003; Liebling
et al., 2020a, 2020b; Manuel et al., 2019; McCleary-Sills
etal., 2013; Munala et al., 2020; Odero et al., 2014; Tapesana
etal., 2017). Patriarchal systems were also seen as the reason
why many women did not seek help, but instead stayed in
abusive relationships owing to ideas about what sort of behav-
ior is to be expected in a marriage, as well as fears about
financial insecurity and potential homelessness if one were to
report her husband to the authorities (Fiske & Shackel, 2015;
Kilonzo et al., 2003; McCleary-Sills et al., 2013).

A lack of human, material, and financial resources con-
tributed to the difficulties in service provision felt by survi-
vors and providers alike. Limited funding for supplies meant
that, although providers often knew what should be included
in a rape kit and what sort of treatment survivors should have
access to, they simply did not have the resources to give to
each survivor (Ajema et al., 2009; Dennis et al., 2019;
Henttonen et al., 2008). A common approach to evaluate the
quality of post-SGBV service provision was whether certain
supplies were available in a post-rape/SGBV Kkit, or the ele-
ments of SGBV survivor medical management plans. The

most common supplies deemed necessary to provide ade-
quate care were EC, HIV tests and prophylaxis, speculums,
and other materials needed for forensic exams (Dennis et al.,
2019; Krolikowski & Koyfman, 2012; McCleary-Sills et al.,
2013; Temmerman et al., 2019). While the possession of
these materials is promising, their presence in a health facil-
ity does not mean that they are being utilized correctly, if at
all. Resource constraints may mean that while some materi-
als do exist, not all victims who present are deemed worthy
of their use. Researchers also examined whether survivors
were referred to psychological, psychosocial, and legal ser-
vices to evaluate whether a given service provision package
was comprehensive (Buard et al., 2013; Chepukaet al., 2014;
Dennis et al., 2019; Gatuguta et al., 2018; Harrison et al.,
2017; Kilonzo et al., 2009; Liebling et al., 2020a, 2020b;
Liebling et al., 2019; Ononge et al., 2005; Ranney et al.,
2011; Sithole et al., 2018; Tapesana et al., 2017).
Determining approaches to SGBV service provision
throughout the region of East Africa was difficult, as some
countries were studied far more than others. Kenya, for exam-
ple, featured in 23 papers, whereas smaller countries, such as
Burundi, Comoros, Djibouti, and Madagascar, were not men-
tioned once. Additionally, some countries in East Africa were
mentioned mainly in the context of refugees that had come
from that country to other countries in search of humanitarian
aid, like refugees from Somalia and South Sudan in refugee
camps in Kenya and Uganda (Amnesty International, 2010;
Horn, 2010; Kawaguchi, 2018; Liebling et al., 2020a, 2020b;
Muuo et al., 2020; Whelan & Blogg, 2007). Our review found
that resource constraints and the failure of countries to follow
WHO guidance were the most common themes that cut across
the research studies on post-SGBV service provision in East
Africa, although other issues, such as inconsistent provider
training and provider bias, were also significant barriers to
adequate service provision (Ajema et al., 2011; Ambikile
etal., 2021; Amnesty International, 2010; Dennis et al., 2019;
Gatuguta et al., 2018; Henttonen et al., 2008; Muganyizi
etal., 2011; Nguyen et al., 2016; Odwe et al., 2018; Tapesana
etal., 2017; Whelan & Blogg, 2007; Zraly et al., 2011).

Limitations

One limitation of the literature is the dearth of information
about policies in each country. Although policy evaluation
was to be included in this review according to the original
protocol, it was so scarce in the literature that it had to be
removed from the review altogether. Because there is such
limited information on this topic, it is difficult to tell how
each country’s service provision compares to what “should”
be happening, and what the possible policy implications
might be. By not mentioning national policies as a criterion
to evaluate service delivery, and similarly by neglecting to
mention human rights treaties as a means of measuring the
ethics of service provision, there is little official guidance to
compare the practices to, WHO guidelines for post-SGBV
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service provision were mentioned many times; however,
these are not legally binding, whereas national policies would
be. Additionally, there was little information provided about
the health systems in each country, such as how the levels of
care were divided or whether the country had nationalized
health services, as well as the socioeconomic status of
participants. Information on both facts could have helped
provide a more comprehensive picture of why ser- vices are
being accessed in the manner they are, especially regarding a
victim’s socioeconomic status compared to their country’s
health system. The researchers expanding on the types of
services offered at private versus public institutions could
have clarified equality of care, although most survi- vors
surveyed accessed public institutions.

Conclusion

SGBYV is a widespread human rights violation that is espe-
cially prevalent in the East African region. Research has
found that current models and methods of service provision
are leaving survivors with significant medical and psychoso-
cial needs, and that countries are not providing adequate
funding for services. Given the tremendous impact SGBV
has on society, there is a need for further research into how to
better incorporate SGBV into existing health systems and
how to align the national policies of countries with interna-
tional human rights treaties and WHO recommendations.
Researchers should also account for the limited research that
exists in some of the smaller countries to ensure that no
SGBYV survivors get left behind.

Summary of Critical Findings

e Limited financial and human resources were a major cause of inadequate service provision. Many providers did not receive
appropriate training to work with SGBV survivors, and hospitals and health centers were also lacking appropriate supplies for

forensic medical exams, such as speculums and rape Kkits.

e There is limited information available comparing existing practices to each country’s health system, policies, or internation ally agreed

human rights treaties.

e There is an extreme disparity in which countries receive the most international atte ntion and funding for research. Kenya was the
focus of more than one-third of all included studies, while other countries, such as Seychelles, Comoros, and Mauritius, were not in

any of the included papers.

Implications for Research

e Future studies are needed that focus on under-researched countries to ensure that all survivors in East Africa have equitable access

to adequate service provision practices.

e Given that provider bias was found to be an issue significantly impacting a survivor’s willingness to seek care, effective training
interventions should be implemented across major health centers throughout the region.
e Research evaluating current government expenditures should be conducted to determine whether there is room in the existing

budget to divert resources to SGBV service provision.

Implications for Practice and Policy

o SGBV service providers need to be adequately trained on proper evidence collection techniques, survivor -centered care, and how to

overcome their preconceived notions and biases of survivors.

e Policymakers should incorporate human and financial resource needs into their policies. In addition, funding needs to be increased
from national budgets to ensure that these services are included as part of the existing health system.
e Service provision practices must be designed to include delivery to rural and refugee populations that may not have access to

high-level medical centers.
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References

Abeid, M., Muganyizi, P., Mpembeni, R., Darj, E., & Axemo,
P. (2015). A community-based intervention for improving
health-seeking behavior among sexual violence survivors: A
controlled before and after design study in rural Tanzania.
Global Health Action, 8(1), 28608. https://doi.org/10.3402/
gha.v8.28608

African Union. (2003). Protocol to the African charter on human
and peoples’ rights on the rights of women in Africa. African
Union.



Rockowitz et al.

12

Ajema, C., Mukoma, W., Kilonzo, N., Bwire, B., & Otwombe,
K. (2011). Challenges experienced by service providers in
the delivery of medicolegal services to survivors of sexual
violence in Kenya. Journal of Forensic and Legal Medicine,
18(4), 162-166. https://doi.org/10.1016/j.jfim.2011.02.004

Ajema, C., Rogena, E., Muchela, H., Buluma, B., & Kilonzo, N.
(2009). Standards requried in maintaining the chain of evi-
dence in the context of post rape care services: Findings of a
study conducted in Kenya. Liverpool VCT, Care & Treatment,
the Division of Reproductive Health, and the Population
Council.

Ambikile, J. S., Leshabari, S., & Ohnishi, M. (2021). Nurses’ and
midwives’ awareness of intimate partner violence-related
mental healthcare and associated factors in Tanzania. Health &
Social Care in the Community, 29(4), 947-956. https://doi.
0rg/10.1111/hsc.13129

Amenu, D., & Hiko, D. (2014). Sexual assault: Pattern and related
complications among cases managed in Jimma University
Specialized Hospital. Ethiopian Journal of Health Science,
24(1), 3-14. https://doi.org/10.4314/ejhs.v24il1.1

Amnesty International. (2010). “I can’t afford justice”: Violence
against women in Uganda continues unchecked and unpun-
ished. Amnesty International.

Amone-P’Olak, K., Elklit, A., & Dokkedahl, S. B. (2018). PTSD,
mental illness, and care among survivors of sexual violence in
Northern Uganda: Findings from the WAY'S study. Psychology
Trauma, 10(3), 282-289. https://doi.org/10.1037/tra0000295

Arksey, H., & O’Malley, L. (2005). Scoping studies: Towards a
methodological framework. International Journal of Social
Research Methodology, 8(1), 19-32. https://doi.org/10
.1080/1364557032000119616

Bradbury-Jones, C., Aveyard, H., Herber, O. R., Isham, L., Taylor,
J., & O’Malley, L. (2021). Scoping reviews: The PAGER
framework for improving the quality of reporting. International
Journal of Social Research Methodology, 25(1), 1-14. https://
doi.org/10.1080/13645579.2021.1899596

Buard, V., Van den Bergh, R., Tayler-Smith, K., Godia, P., Sobry,
A., Kosgei, R. J., Szumilin, E., Harries, A. D., & Pujades-
Rodriguez, M. (2013). Characteristics, medical management
and outcomes of survivors of sexual gender-based violence,
Nairobi, Kenya. Public Health Action, 3(2), 109-112. https://
doi.org/10.5588/pha.13.0012

Casey, S. E., Chynoweth, S. K., Cornier, N., Gallagher, M. C.,
& Wheeler, E. E. (2015). Progress and gaps in reproductive
health services in three humanitarian settings: Mixed-methods
case studies. Conflict and Health, 9(Suppl 1), S3. https://doi.
0rg/10.1186/1752-1505-9-s1-s3

Chepuka, L., Taegtmeyer, M., Chorwe-Sungani, G., Mambulasa, J.,
Chirwa, E., & Tolhurst, R. (2014). Perceptions of the men- tal
health impact of intimate partner violence and health ser- vice
responses in Malawi. Global Health Action, 7(1), 24816.
https://doi.org/10.3402/gha.v7.24816

Decker, M. R., Wilcox, H. C., Holliday, C. N., & Webster, D.
W. (2018). An integrated public health approach to inter-
personal violence and suicide prevention and response. Public
Health  Reports, 133(1_suppl), 65S-79S. https://doi.
0rg/10.1177/0033354918800019

Dennis, M. L., Owolabi, O. O., Cresswell, J. A., Chelwa, N.,
Colombini, M., Vwalika, B., Mbizvo, M. T., & Campbell, O.
M. R. (2019). A new approach to assess the capability of health

facilities to provide clinical care for sexual violence against
women: A pilot study. Health Policy and Planning, 34(2), 92—
101. https://doi.org/10.1093/heapol/czy106

EAC Partner States. (2021). About EAC. https://www.eac.int/eac-
partner-states

Ferdowsian, H., Kelly, S., Burner, M., Anastario, M., Gohlke,
G., Mishori, R., McHale, T., & Naimer, K. (2018). Attitudes
toward sexual violence survivors: Differences across profes-
sional sectors in Kenya and the Democratic Republic of the
Congo. Journal of Interpersonal Violence, 33(24), 3732-3748.
https://doi.org/10.1177/0886260516639257

Fiske, L., & Shackel, R. (2015). Gender, poverty and violence:
Transitional justice responses to converging processes of domi-
nation of women in eastern DRC, northern Uganda and Kenya.
Women'’s Studies International Forum, 51(4), 110-117. https://
doi.org/10.1016/j.wsif.2014.11.008

Gatuguta, A., Merrill, K. G., Colombini, M., Soremekun, S., Seeley,
J., Mwanzo, I., & Devries, K. (2018). Missed treatment oppor-
tunities and barriers to comprehensive treatment for sexual
violence survivors in Kenya: A mixed methods study. BMC
Public Health, 18(1), 769. https://doi.org/10.1186/s12889-018-
5681-5

Githui, S. N., Chege, M., Wagoro, M. C., & Mwaura, J. (2018).
Barriers to screening pregnant women for domestic violence: A
cross-sectional study. Journal of Community and Public Health
Nursing, 4(1), 207. https://doi.org/10.4172/2471-
9846.1000207

Harrison, R. E., Pearson, L., Vere, M., Chonzi, P., Hove, B.
T., Mabaya, S., Chigwamba, M., Nhamburo, J., Gura, J.,
Vandeborne, A., Simons, S., Lagrou, D., De Plecker, E., & Van
den Bergh, R. (2017). Care requirements for clients who pres-
ent after rape and clients who presented after consensual sex as
a minor at a clinic in Harare, Zimbabwe, from 2011 to 2014.
PLoS One, 12(9), e0184634. https://doi.org/10.1371/journal.
pone.0184634

Henttonen, M., Watts, C., Roberts, B., Kaducu, F., & Borchert, M.
(2008). Health services for survivors of gender-based violence
in northern Uganda: Aqualitative study. Reproductive Health
Matters, 16(31), 122-131. https://doi.org/10.1016/s0968-
8080(08)31353-6

Horn, R. (2010). Responses to intimate partner violence in Kakuma
refugee camp: Refugee interactions with agency systems.
Social Science & Medicine, 70(1), 160-168. https://doi.
0rg/10.1016/j.socscimed.2009.09.036

International Committee of the Red Cross. (2022). ‘That Never
Happens Here’ Sexual and gender-based violence against men,
boys, and/including LGBTIQ+ persons in humanitarian set-
tings. International Committee of the Red Cross.

Jemutai, J., Muraya, K., Chi, P. C., & Mulupi, S. (2021). A situation
analysis of access to refugee health services in Kenya: Gaps and
recommendations a literature review [Research Paper]. Centre
for Health Economics, Alcuin College, University of York,
York, UK.

Kassa, M., Hiwot, Y. G., & Abdella, A. (2009). Barriers to access-
ing emergency contraception by victims of sexual assault in
Addis Ababa, Ethiopia. Ethiopian Journal of Reproductive
Health, 3(1), 24-30.

Kawaguchi, C. (2018). The help-seeking pathways and barriers:
Case of south sudanese refugees in Uganda (Field Research
Report). Peace and Development, JICA Research Institute.



Rockowitz et al.

13

Kilonzo, N., Molyneux, S., Taegtmeyer, M., & Theobald, S. (2003).
Post rape services in Kenya: A situation analysis. Liverpool
VCT and CARE Kenya.

Kilonzo, N., & Taegtmeyer, M. (2005). Comprehensive post-rape
care services in resource-poor settings: Lessons learnt from
Kenya. Liverpool VCT and CARE Kenya.

Kilonzo, N., Theobald, S. J., Nyamato, E., Ajema, C., Muchela, H.,
Kibaru, J., Rogena, E., & Taegtmeyer, M. (2009). Delivering
post-rape care services: Kenya’s experience in developing
integrated services. Bulletin of the World Health Organisation,
87(7), 555-559. https://doi.org/10.2471/blt.08.052340

Krolikowski, A. M., & Koyfman, A. (2012). Emergency Centre care
for sexual assault victims. African Journal of Emergency
Medicine, 2(1), 24-30. https://doi.org/10.1016/j.afjem.2011
.12.005

Kufa, K., Magure, T., Shambira, G., Gombe, N. T., Juru, T. P.,
Nsubuga, P., Borok, M., lliff, V., Mushambi, T., & Tshimanga,
M. (2019). Utilisation of medical services and outcomes at adult
rape clinic at Parirenyatwa Group of Hospitals, Zimbabwe.
African Journal of Reproductive Health, 23(4), 99-107. https://
doi.org/10.29063/ajrh2019/v23i4.12

Lakew, Z. (2001). Alleged cases of sexual assault reported to two
Addis Ababa hospitals. East African Medical Journal, 78(2),
80-83. https://doi.org/10.4314/eamj.v78i2.9093

Levac, D., Colquhoun, H., & O’Brien, K. K. (2010). Scoping stud-
ies: Advancing the methodology. Implementation Science,
5(1), 69. https://doi.org/10.1186/1748-5908-5-69

Liebling, H. J, Barrett, H. R., & Artz, L. (2020a). South sudanese
refugee survivors of sexual and gender-based violence and tor-
ture: Health and justice service responses in northern Uganda.
International Journal of Environment Research Public Health,
17(5), 1685. https://doi.org/10.3390/ijerph17051685

Liebling, H. J., Barrett, H. R., & Artz, L. (2020b). Sexual and gender-
based violence and torture experiences of Sudanese refugees in
northern Uganda: Health and justice responses. International
Journal of Migration, Health and Social Care, 16(4), 389-414.
https://doi.org/10.1108/IJIMHSC-10-2019-0081

Maina, G. M. (2009). Emergency medical response to intimate
partner violence in Kenya. Nursing Standard, 23(21), 35-39.
https://doi.org/10.7748/ns2009.01.23.21.35.c6766

Maina, G., & Majeke, S. (2008). Intimate partner violence in
Kenya: Expanding healthcare roles. Nursing Standard, 22(35),
35-39. https://doi.org/10.7748/ns2008.05.22.35.35.c6533

Manuel, B., Roelens, K., Tiago, A., Keygnaert, I., & Valcke, M.
(2019). Gaps in medical students’ competencies to deal with
intimate partner violence in key Mozambican medical schools.
Frontiers in Public Health, 7, 204. https://doi.org/10.3389/
fpubh.2019.00204

McCleary-Sills, J., Namy, S., Nyoni, J., Rweyemamu, D., Steven,
E., & Salvatory, A. (2013). Help-seeking pathways and barri-
ers for survivors of gender-based violence in Tanzania: Results
from a study in Dar es Salaam, Mbeya, and Iringa Regions.
EngenderHealth/ CHAMPION.

Mendelson, M., Han, P. V., Vincent, P., von Sonnenburg, F.,
Cramer, J. P., Loutan, L., Kain, K. C., Parola, P., Hagmann, S.,
Gkrania-klotsas, E., Sotir, M., & Schlagenhauf, P. (2014).
Regional variation in travel-related illness acquired in Africa,
March 1997-May 2011. Emerging Infectious Diseases, 20(4),
532-541. https://doi.org/10.3201/eid2004.131128

Ministry of Public Health & Sanitation and Ministry of Medical
Services. (2009). National guidelines on management of sexual
violence in Kenya. Ministry of Public Health & Sanitation and
Ministry of Medical Services.

Médecins Sans Frontieres. (2021). Sexual and gender-based vio-
lence. Issues & crises. https://msf.org.uk/issues/sexual-and-
gender-based-violence

Muganyizi, P. S., Nystrom, L., Axemo, P., & Emmelin, M. (2011).
Managing in the contemporary world: Rape vic- tims’ and
supporters’ experiences of barriers within the police and the
health care system in Tanzania. Journal of Interpersonal
Violence, 26(16), 3187-3209. https://doi.org/10
.1177/0886260510393006

Munala, L., Welle, E., & Hohenshell, E. (2020). “If you report your
dad, how are you going to survive”: Health practitio- ner
perspectives on quality of care for survivors of sexual violence
and the challenge of family interference. Journal of
Interpersonal Violence, 37(7-8), NP5294-NP5316. https://doi.
0rg/10.1177/0886260520959622

Munala, L., Welle, E., Hohenshell, E., & Okunna, N. (2018). “She is
NOT a genuine client”: Exploring health practitioner’s mistrust
of rape survivors in Nairobi, Kenya. International Quarterly of
Community Health Education, 38(4), 217-224. https://doi.
0rg/10.1177/0272684x18781790

Munn, Z., Peters, M. D. J., Stern, C., Tufanaru, C., McArthur, A., &
Aromataris, E. (2018). Systematic review or scoping review?
Guidance for authors when choosing between a systematic or
scoping review approach. BMC Medical Research Methodology,
18(1), 143. https://doi.org/10.1186/512874-018-0611-x

Muuo, S., Muthuri, S. K., Mutua, M. K., McAlpine, A., Bacchus, L.
J., Ogego, H., Bangha, M., Hossain, M., & lzugbara, C. (2020).
Barriers and facilitators to care-seeking among survivors of
gender-based violence in the Dadaab refugee complex. Sexual
and Reproductive Health Matters, 28(1), 1722404. https://doi.
0rg/10.1080/26410397.2020.1722404

Nguyen, Q.-U. P., Flynn, N., Kitua, M., Muthumbi, E. M., Mutonga,
D. M., Rajab, J., & Miller, E. (2016). The health care sector
response to intimate partner violence in Kenya: Exploring
health care providers’ perceptions of care for victims. Violence
and Victims, 31(5), 888-900. https://doi.org/10.1891/0886-
6708.VV-D-13-00146

Odero, M., Hatcher, A. M., Bryant, C., Onono, M., Romito, P.,
Bukusi, E. A., & Turan, J. M. (2014). Responses to and
resources for intimate partner violence: Qualitative findings
from women, men, and service providers in rural Kenya.
Journal of Interpersonal Violence, 29(5), 783-805. https://doi.
0rg/10.1177/0886260513505706

Odwe, G., Undie, C.-C., & Obare, F. (2018). Attitudes towards
help-seeking for sexual and gender-based violence in humani-
tarian settings: The case of Rwamwanja refugee settlement
scheme in Uganda. BMC International Health & Human
Rights, 18(1),15. https://doi.org/10.1186/s12914-018-0154-6

Ononge, S., Wandabwa, J., Kiondo, P., & Busingye, R. (2005).
Clinical presentation and management of alleged sexually
assaulted females at Mulago hospital, Kampala, Uganda.
African Health Sciences, 5(1), 50-54.

Page, M. J., McKenzie, J. E., Bossuyt, P. M., Boutron, I., Hoffmann,
T. C., Mulrow, C. D., Shamseer, L., Tetzlaff, J. M., Akl, E.
A., Brennan, S. E., Chou, R., Glanville, J., Grimshaw, J. M.,



Rockowitz et al.

14

Hroébjartsson, A., Lalu, M. M., Li, T., Loder, E. W., Mayo-
Wilson, E., McDonald, S., . . .Moher, D. (2021). The PRISMA
2020 statement: An updated guideline for reporting systematic
reviews. BMJ, 372, n71. https://doi.org/10.1136/bmj n71

Ranney, M. L., Rennert-May, E., Spitzer, R., Chitai, M. A., Mamlin,
S. E., & Mabeya, H. (2011). A novel ED-based sexual assault
centre in western Kenya: Description of patients and analysis
of treatment patterns. Emergency Medicine Journal, 28(11),
927-931. https://doi.org/10.1136/emj.2010.096412

Rockowitz, S., Flowe, H. D., & Bradbury-Jones, C. (2021a). Post-
rape medicolegal service provision and policy in East Africa: A
scoping review protocol. Systematic Reviews, 10(1), 63.
https://doi.org/10.1186/s13643-021-01613-9

Rockowitz, S., Kanja, W., and Flowe, H. D. (2021b). Challenging
social norms and legal responses to rape and sexual violence:
Insights from a practice-research partnership in Kenya. In
C. Bradbury-Jones & L. Isham (Eds.), Understanding gen- der-
based violence (pp. 99-112). Springer.

Schober, M., Mtonga, R., Valenti, M., & Hametner, S. (2016).
Improving care for victims of violence in resource-poor settings
such as Lusaka, Zambia: Results of a low-budget intervention.
Injury Prevention, 22(2), 144-148. https://doi.org/10.1136/
injuryprev-2014-041386

Shumba, C. S., Mathibe-Neke, J., & Dolamo, B. L. (2017). The
health needs of women with experiences of intimate partner
violence living in urban slums in Kampala, Uganda. Africa
Journal of Nursing and Midwifery, 19(1), 1-14. https://doi.
0rg/10.25159/2520-5293/826

Sithole, Z., Gombe, N. T., Juru, T., Chonzi, P., Shambira, G.,
Nsubuga, P., & Tshimanga, M. (2018). Evaluation of sex-
ual and gender-based violence program in Harare City,
Zimbabwe, 2016: A descriptive cross-sectional study. Pan
African Medical Journal, 31, 200. https://doi.org/10.11604/
pam;j.2018.31.200.14791

Smith, J. R., Ho, L. S., Langston, A., Mankani, N., Shivshanker, A.,
& Perera, D. (2013). Clinical care for sexual assault sur- vivors
multimedia training: A mixed-methods study of effect on
healthcare providers’ attitudes, knowledge, confidence, and
practice in humanitarian settings. Conflict and Health, 7(1), 14.
https://doi.org/10.1186/1752-1505-7-14

Tanzania Act No. 4 of 1998, Sexual Offences Special Provisions
Act (1998)

Tapesana, S., Chirundu, D., Shambira, G., Gombe, N. T., Juru,
T. P., & Mufuta, T. (2017). Clinical care given to victims of
sexual assault at Kadoma General Hospital, Zimbabwe: A sec-
ondary data analysis, 2016. BMC Infectious Diseases, 17, 602.
https://doi.org/10.1186/512879-017-2702-4

Temmerman, M., Ogbe, E., Manguro, G., Khandwalla, 1., Thiongo,
M., Mandaliya, K. N., Dierick, L., MacGill, M., & Gichangi,
P. (2019). The gender-based violence and recovery centre at
Coast Provincial General Hospital, Mombasa, Kenya: An
integrated care model for survivors of sexual violence. PLoS
Medicine, 16(8), €1002886. https://doi.org/10.1371/journal.
pmed.1002886

Ten Bensel, T., & Sample, L. L. (2017). Collective sexual vio- lence
in Bosnia and Sierra Leone: A comparative case study analysis.
International Journal of Offender Therapy and Comparative
Criminology, 61(10), 1075-1098 https://doi.
0rg/10.1177/0306624X15609704

The World Bank. (2019). Gender-based violence (violence against
women and girls). Social Sustainability and Inclusion.

UN. (2021). Achieve gender equality and empower all women and
girls. Sustainable Development. https://sdgs.un.org/goals/
goal5

Undie, C., Maternowska, M. C., Mak’anyengo, M., & Askew, I.
(2016). Is routine screening for intimate partner violence
feasible in public health care settings in Kenya? Journal of
Interpersonal ~ Violence, 31(2), 282-301. https://doi.
0rg/10.1177/0886260514555724

UNHCR. (2021a). Gender-based violence. Protection. https:/
www.unhcr.org/uk/gender-based-violence.html

UNHCR. (2021b). Sexual and gender-based violence (SGBV) pre-
vention and response. UNHCR.

Vyas, S. (2019). Violence against women in tanzania and its associ-
ation with health-care utilisation and out-of-pocket payments:
An analysis of the 2015 Tanzania demographic and health sur-
vey. The East African Health Research Journal, 3(2), 125-133.
https://doi.org/10.24248/eahrj-d-19-00012

Whelan, A., & Blogg, J. (2007). ‘Halfway people’: Refugee views
of reproductive health services. Global Public Health, 2(4),
373-394. https://doi.org/10.1080/17441690701267048

WHO. (2015). Strengthening the medical and legal response to
sexual violence. https://www.who.int/publications/i/item/
WHO-RHR-15.24

WHO. (2021a). Gender-based violence in health emergencies.
Health Cluster.

WHO. (2021b). Violence against women prevalence estimates,
2018: Global, regional and national prevalence estimates
for intimate partner violence against women and global and
regional prevalence estimates for non-partner sexual violence
against women. WHO.

Zraly, M., Rubin-Smith, J., & Betancourt, T. (2011). Primary men-
tal health care for survivors of collective sexual violence in
Rwanda. Glob Public Health, 6(3), 257-270. https://doi.org/10
.1080/17441692.2010.493165

Author Biographies

Sarah Rockowitz, MSPH, MSc, is a doctoral student in the School
of Psychology at the University of Birmingham. Her research
focuses on sexual and gender-based violence in Kenya, including
service provision and barriers to care.

Heather Flowe, PhD, is a professor of psychology at the University
of Birmingham. Her work focuses on developing theoretically-
driven procedures that enhance memory retrieval and enable wit-
nesses and victims to achieve their best evidence in criminal pro-
ceedings. She also investigates methods to improve the accuracy of
rape complainant statements and testimony in the United States and
the United Kingdom, and works with rape survivors in the Global
South to document and preserve memory evidence.

Caroline Bradbury-Jones, PhD, is a registered nurse and holds the
post of Professor of Gender-Based Violence in the College of
Medical and Dental Sciences at the University of Birmingham, UK.
She leads a research program on risk, abuse, and violence. Her prin-
cipal research interest is violence against women and children, and
she has a particular interest in exploring new ways to investigate
gender-based violence.



Chapter 3. Patterns Of Sexual Violence Against Adults And Children
During The Covid-19 Pandemic In Kenya: A Prospective Cross-Sectional

Study

During the pandemic, researchers worldwide began to recognise the effects that lockdown
policies were having on men, women, and children, but especially women and children who were
forced to stay inside with abusers to abide with their countries’ lockdown regulations (Bradbury-
Jones & Isham, 2020; Mittal & Singh, 2020; UNFPA, 2020). Kenya had especially harsh
lockdown policies, which were heavily enforced by the police and caused serious physical injury

and even death in some instances (Human Rights Watch, 2020).

In this cross-sectional study, | evaluated records held by human rights defenders who were
associated with the Wangu Kanja Foundation and who were tasked with connecting
victim/survivors to essential services during the pandemic. Sexual violence in this study was
defined as ‘any sexual act, attempt to obtain a sexual act, or other act directed against a person’s
sexuality using coercion, by any person regardless of their relationship to the victim, in any setting,” as
per the World Health Organization (2022). | performed a logistic regression to identify which
offence characteristics were significantly different between adult and child victim/survivors.
The findings discussed are of relevance both in the Kenyan context and for humanitarian

crises around the world.
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ABSTRACT

Objectives This study examined patterns of sexual
violence against adults and children in Kenya during the
COVID-19 pandemic to inform sexual violence prevention,
protection, and response efforts.

Design A prospective cross-sectional research design
was used with data collected from March to August 2020.
Setting Kenya.

Participants 317 adults, 224 children.

Main measures Perpetrator and survivor demographic
data, characteristics of the assault.

Results Bivariate analyses found that children were
more likely than adults to be attacked during daytime
(59% vs 44%, p<0.001) by a single perpetrator rather
than multiple perpetrators (31% vs 13%, p<0.001) in a
private as opposed to a public location (66% vs 45%,
p<0.001) and by someone known to the child (76% vs
58%, p<0.001). Children were violated most often by
neighbours (29%) and family members (20%), whereas
adults were equally likely to be attacked by strangers
(41%) and persons known to them (59%). These variables
were entered as predictors into a logistic regression model
that significantly predicted the age group of the survivor,
1%(5, n=541)=53.3, p<0.001.

Conclusions Patterns of sexual violence against adult
and child survivors during the COVID-19 pandemic are
different, suggesting age-related measures are needed in
national emergency plans to adequately address sexual
violence during the pandemic and for future humanitarian
crises.

INTRODUCTION

This study focuses on Kenya. a country that has
a long history of sexual and gender-based
violence (SGBV), which is exacerbated during
times of national crisis, such as during election
periods.! While SGBV affects women. men
and children, it disproportionately affects
women and girls, with one in three women
having faced SGBV in their lifetimes world-
wide.? Previous conflicts and disasters have led
to increased gender inequality. gender- based
violence and other human rights

“WBuAdoo Aq pajosiold 3senb Aq 2z0z ‘2 yose uo jwoo fuq uadofwqy/-dyy woly papeojumoq *|.Z0Z Jequadas 9 uo 9e9810-|z0z-uadolwa/ogt L°01 se paysiiqnd jsiy :usdo riNg

Strengths and limitations of this study

» This study was conducted in partnership with front-
line, human rights defenders, survivorded organi-
sations/networks and social justice centres using
a prospective study design, which enabled the sys-~
tematic and rapid study of sexual violence in Kenya
during the pandemic, even though there were con-
siderable physical distancing measures in place.

» The data provide detailed information about survi-
vors and perpefrators, including where and when
incidents occurred, which enabled us to compare
patterns of sexual violence in adults and children.

» The sample comprised individuals who were seek-
ing help in accessing vital services; therefore, infer-
ences about patterns nationally in Kenya cannot be
made because the data may not be representative.

» Information about whether patterns of sexual vio-
lence are changing during the pandemic remains
unknown because sexual violence is under-reported
and also more difficult to report and document
during emergencies/humanitarian situations/pan-
demics, and there is a need for real-ime data col-
lection systems that gather and analyse detailed,
longitudinal information about sexual violence es-
pecially in resource-limited countries like Kenya,
where service and response infrastructure are not
as robust.

violations, owing to disruptions in response
(medical), protection and legal services.? The
arrival of COVID-19 in Kenya in early March
2020 marked the start of another national crisis,
with more than 56 000 confirmed cases as of
November 2020.37 In late March. Pres- ident
Kenyatta issued a nationwide curfew, with all
non-essential travel banned between 19:00 and
05:00. Schools and non-essential businesses
had to close, and travel in and out of the country
was heavily restricted.* > These measures have
been extended and modified multiple times,
and by November 2020, the
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number of people who could gather in groups was still
limited. Schools were also still closed. but universities
opened. and air travel restrictions were lifted.® While the
measures have undoubtedly curbed the spread of the
disease, they seemed to be compromising the safety and
well-being of citizens. In particular, there have been
widespread reports of increases in domestic and sexual
violence during the COVID-19 crisis.> ¢

Around the world, humanitarian crises, such as natural
disasters, conflict and disease outbreaks, are associated with
changing patterns of sexual violence.” After the 2010
earthquake in Haiti, for example, the odds of an adolescent
girl in Haiti being sexually abused increased by 41%.°
Increased sexual violence occurs during conflicts, notably
in Rwanda, Kosovo and the Democratic Republic of the
Congo (DRC). These crimes are espe- cially prevalent
against women and children, and attacks by multiple
perpetrators are common. In the DRC, for example, nearly
76% of women surveyed had experiences of rape that were
consistent with the attack being used as a weapon of war,
and 69% of women reported expe- riencing gang rape, with
these incidents typically being perpetuated by three
perpetrators on average.!° These findings are consistent
with research conducted in the Central African Republic,
Libya and Mali, which found that multiple perpetrator rape
was commonly reported by survivors.!!

SGBYV increases during disease outbreaks, with studies
reporting increases in Sierra Leone, Liberia and Guinea
during the Ebola outbreaks in West Africa in 2014-2016,
and especially high increases in teenage pregnancies were
reported in Sierra Leone.!? ©* Similarly, Zika and cholera
outbreaks have been linked with increased inci- dence of
domestic violence, and reductions in funding for and
access to public health services.!* Physical distancing
measures implemented during pandemics are also thought
to be responsible for changing patterns and increases in
violence. For instance, lockdowns and curfews mean that
people must remain indoors with abusers and are unable to
access outside assistance because police and vital services
are unavailable, and abusers can act with impunity.!> 16

More research on SGBV during times of compounding
crises is needed, however. SGBV is highly stigmatised,
which leads to under-reporting, especially in resource-
limited countries that have high levels of gender inequality.
Further, it is difficult to assess whether patterns and rates of
SGBV are changing during times of crisis, owing to the
unavailability of nationally representative data and a lack of
up-to-date and recurring data collection, as well as a lack of
data harmonisation, which would allow for exam- ining
SGBYV trends in relation to humanitarian crises, and inform
effective prevention, protection, and responses.

During the ongoing COVID-19 outbreak, several months
of lockdown measures, economic challenges, health
concerns and changing global relations have increased
concerns of a heightened risk of SGBV. This violence
during lockdown is being considered a shadow

pandemic with the United Nations Population Fund
estimating an additional 31 million cases of SGBV world-
wide following 6 months of isolation.!® !” Governments
in some countries have had to create or supply alternate
housing for people fleeing abusive situations, as was the
case in Italy and France, with hotels being used as safe
houses.!® Social isolation policies have distinct impacts
on children as well. Adolescent girls’ absence from school,
coupled with the lack of alternative safe spaces or
shelters, has been associated with increased vulnera- bility
to sexual violence from family members and others,
including guardians, neighbours, and other community
members.'® As seen during the Ebola crisis, the closure
of schools was associated with increased sexual violence
against girls and boys., child pregnancies, and child
marriage.!’

This study prospectively investigated patterns of sexual
violence perpetrated against adults and children inKenya
during the COVID-19 pandemic. We analysed data from
interviews with adult survivors and the guardians of child
survivors conducted by human rights defenders and
members of the social justice centres during the pandemic. We
focus on sexual violence because it has received less attention
during the pandemic compared with physical violence.
Further, research to date has not compared patterns of
violence for adults and children. Doing so is critical because
social isolation measures may differentially affect people in
relation to age, and different measures may need to be put
in place depending on the age group to prevent and respond
to SGBV during COVID-19.

Based on the literature reviewed above, we predicted
that there would be a greater number of women and girls
violated compared with men and boys. Additionally, we
anticipated there would be age-related differences in the
types of locations in which sexual violence is occurring.
Owing to school closures, and a lack of alternative safe
spaces, we predicted that children would be at a greater risk
than adults during the day, and in private compared with
public locations. We also compared the incidence of
multiple versus single perpetrator attacks to Dbetter
understand the nature of the violence occurring in rela- tion
to age. To our knowledge. no previous research has
compared adults and children regarding the preva- lence of
violations committed by multiple perpetrators in Kenya.
Hence, no age group predictions were made concerning
multiple perpetrators.

METHOD

Design

A quantitative between-group prospective research design
was used. The criterion variable was age group (child or
adult survivor). The predictor variables included the
offence characteristics displayed in table 1, which also
summarises how the variables were operationalised.
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Table 1 Descriptions of how predictor variables were coded and operationalised

Variable Definition

Female survivor Whether the survivor was female (coded as 1) as opposed to male (coded as 0).

Male perpetrator Whether the perpetrator was male (coded as 1) as opposed to female (coded as 0).

Daytime attack Whether the attack occurred in daytime (06:00-17:59; coded as 1) as opposed to at night (18:00—

05:59; coded as 0).

Private or public location Whether the attack occurred in a private home (coded as 1) as opposed to a public location where

Private location type

the violation could have been witnessed or interrupted by a member of the public (coded as 0).

Private locations were further subdivided into victim residence (coded as 1 for victim residence, 0 for
any other location public or private); perpetrator residence (coded as 1 for perpetrator residence, 0
for any other location public or private); or other residence (coded as 1 for other residence, 0 for any

other location public or private).

Multiple perpetrator
singular perpetrator (coded as 0).

Whether the attack was perpetrated by more than one perpetrator (coded as 1) as opposed to a

Known or stranger Whether the attack was perpetrated by someone known to the survivor (coded as 1) or a stranger

perpetrator (coded as 0).

Perpetratorrelationship  Perpetrator relationship type was subdivided into neighbour (coded as 1 for neighbour, 0 for any

type other relationship type); stranger (coded as 1 for stranger, 0 for any other relationship type); family
member (coded as 1 for family member, O for any other relationship type); acquaintance/friend
(coded as 1 for acquaintance/friend, 0 for any other relationship type); spouse/husband/boyfriend
(coded as 1 for spouse/husband/boyfriend, 0 for any other relationship type); authority figure (coded
as 1 for authority figure, 0 for any other relationship type); or other (coded as 1 for other, 0 for any
other relationship type).

Participants vital services during the pandemic. They interviewed

Participants (n=787) were survivors of sexual violence. All
were residents of Kenya, living in 23 counties and had
contacted human rights defenders for assistance in
obtaining vital services in the aftermath of sexual violence
during the COVID-19 pandemic between March and
August 2020. The human rights defenders interviewed the
survivors (or their legal guardians if they were under 18)
about the offence on intake. The interview protocol was
informed by the WHO’s ethical principles for research
on SGBYV and safety protocols developed by the human
rights defenders for conducting their work with survivors.
The survivors were aged between 7 months and 72 years
(M=21.3; SD=9.4 years).

Survivors were categorised into two age groups.
Following definitions provided by the WHO, the child
group included survivors aged 17 years and younger,
whereas the adult group included survivors aged 18 years
and older.!

After excluding cases with missing data on the predictor
variables, the final sample consisted of 224 survivors in the
child group and 317 in the adult group. The participants in
the final sample for the child group ranged in age from 8
months to 17 years (M=12.6, SD=3.9), 83% were girls and
93% were perpetrated against by men, and for the adult
group, participants ranged in age from 18 to 72 (M=27.1,
SD=8.1) years, 92% were women and 96% were perpetrated
against by men.

Materials
The data were obtained from records held by the human
rights defenders who were assisting survivors in accessing

survivors about the incident and recorded information about
the case on their standard intake form (online supplemental
file 1). They recorded the date, time and location of the
incident, and gave a free text description summarising the
incident. The form also had specific items to document the
number of perpetrators, the rela- tionship between the
survivor and perpetrator(s), the location of the attack and
the age and gender of the survivor and perpetrator.
Additionally, while not analysed in the current paper, any
services (eg, police, medical, safe house) the survivor had
accessed were also recorded.

Procedure

Each intake form was read by two members of the research
team to create the data set. They coded the data using
the criteria outlined in table 1. If there were missing data on
the form, the team read the incident summary and attempted
to complete the missing information.

Ethics

The confidentiality of the data was maintained by the research
team, and safety precautions were taken to minimise any risks
that might cause physical harm to participants of this study.
Data collection involved qual- itative interviews only. and
participants were offered psychological services after
interview. The Kenyan Data Protection Act (2019) was
adhered to in the conduct of this research study.?’ Special
attention was paid to Part IV of the Act, which notes that
personal data should be processed with special attention to the
privacy of the data subject. data should only be collected for
specified and
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legitimate purposes and that the data subject has a right
to know how their data are used.?’ The data belong to
the Wangu Kanja Foundation and the Sexual Violence
Survivors’ Network in Kenya. and permission to use the
data was obtained from these organisations to conduct
the analyses.

Patient and public involvement

We relied heavily on input from civil society grass-roots
organisations who work on the frontlines to assist survi-
vors in accessing vital services in the aftermath of sexual
violence, including the Wangu Kanja Foundation and the
Sexual Violence Survivors’ Network in Kenya. These
organisations codeveloped the research questions, the study
design including the data collection instruments. They also
conducted participant recruitment, data collec- tion and
assisted with manuscript preparation. Their experience and
knowledge with sexual violence in Kenya informed every
aspect of the project. Their reputation within the Kenyan
communities enabled survivors to disclose the incidents
that occurred. The Wangu Kanja Foundation and human
rights defenders would also be integral in disseminating the
research findings to their networks and relevant
stakeholders.

Statistical analysis

As our main analysis, we used logistic regression with age
group as the dependent variable to determine which offence
characteristics significantly differentiated the child and
adult groups. The child age group was coded as 1 in the
analysis, whereas the adult age group was coded as 0.
While our data contain detailed information about each
attack, we restrict our analysis to a limited number of binary
variables in table 1 as predictors. This is because there is a
risk of a statistical common support problem if we use a
finer grained analysis. For example, while we have detailed
data on where survivors were attacked, or their relationship
with the perpetrator, we could not exploit this as few in
the child group were attacked going to work, or by their
spouse or partner. To avoid this diffi- culty, we used the
coarser coding of relationship, known versus stranger
perpetrator and whether the attack took place in a public
place or in private. This ensured that there were sufficient
numbers of both children and adults in all categories. We
then supplemented this analysis by tabulating the finer coding
in tables 2 and 3.

We conducted preliminary analyses to identify which
variables to enter into the model using Pearson’s y? tests
for association. This allowed for testing whether the asso-
ciation between age group and each of the dichotomous
variables was statistically significant. Only the variables
that were significantly associated with age group were entered
into the logistic regression model. To control for type 1
errors, Bonferroni corrections were applied to the 0.05 alpha
level (adjusted alpha=0.008, with six vari- ables). The strength
of the relationship between the indi- vidual offence
characteristics was assessed using Cramer’s V., which
measures the magnitude of the relationship

Table 2 Distribution of perpetrator relationship to survivor
within age group

Child Adult

n=224 n=317

(%) (%)
Neighbour 29 6
Stranger 25 41
Family member 20 5
Other 12 16
Acquaintance/friend 1" 12
Spouse/husband/boyfriend 3 15
Authority figure 2 6

between two categorical variables.?! Values that fall

between 0.41 and 0.60 were interpreted as large, whereas
values that fall between 0.20 and 0.40 were interpreted as
moderate in magnitude. Values smaller than 0.20 were
regarded as associations small in magnitude. All analyses were
conducted using SPSS V.26.

Our data are freely available at: https://osfio/b9dzp/.

RESULTS

Bivariate (¥?) analysis indicates that children compared
with adults were less likely to be female and less likely to
be attacked by multiple perpetrators (table 4). Regard- less,
both child and adult victims were overwhelmingly female;
83% and 92%, respectively. Children were also more likely
to be attacked in a private location by a known perpetrator
and were more likely to be attacked in the daytime. The
associations between age and private loca- tion, and age and
multiple perpetrators were moderately large, whereas the
strength of the other associations. while statistically
significant, was small in magnitude.

In the logistic regression model, the variables that were
statistically significant from the bivariate analysis (Y2
results) were entered as predictors (ie. female survivor,
daytime attack. private vs public location, multiple perpe-
trators and known vs stranger perpetrator). and the
dependent variable was age group. The results are shown in
table 5. The overall model was statistically significant,
12(5. n=541)=53.3, p<0.001. According to Nagelkerke’s R?,
13% of the variability in age group was accounted

Table 3 Distribution of attack location within age group

Child Adult

n=224 n=317

(%) (%)
Perpetrator's house 41 20
Public 28 48
Survivor's house 23 23
Other house 7 6
Survivor/perpetrator’'s house 1 3
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Table 4 Comparisons between characteristics of sexual violence against children versus adults: bivariate analysis

Child Adult

n=224 n=317
Variable (%) (%) Pearson’s 2 P value Cramer’'s V
Female victim 83 92 11.41 0.001 0.145
Male perpetrator 92 94 117 0.279 0.047
Daytime attack 59 44 13.18 <0.001 0.156
Private versus public location 66 45 21.55 <0.001 02
Multiple perpetrators 13 31 242 <0.001 0.212
Known versus stranger perpetrator 76 58 17.86 <0.001 0.182

for by the predictors in the model. Child compared with
adult survivors were 1.61 times more likely to be attacked
during the day, and 1.72 times more likely to be attacked in
private as opposed to in public. Child compared with
adult survivors were also significantly less likely
(OR=0.458) to be female, and less likely (OR=0.528) to be
attacked by multiple perpetrators.

Tables 2 and 3 present a more detailed descriptive
analysis of the child and adult cases on the relationship
between the perpetrator and the victim, and the loca- tions
in which the attacks took place. As can be seen, age group
was significantly associated with the relation- ship between
the perpetrator and the survivor, ¥%(7. n=541)=107.84,
p<0.001. Children were most often victi- mised by neighbours,
followed by strangers, and family members, whereas adults
were most often victimised by strangers. followed by other
types of perpetrators (customer, community member, friend of
a friend), and spouses. Age group was also significantly
associated with attack location, %4, n=541)=35.59,
p<0.001. Children were most often attacked at the
perpetrator’s house (41% of the cases). whereas adults were
most often attacked in public locations (48% of cases).

DISCUSSION

Summary of key findings

We compared patterns of sexual violence committed
against adults and children in Kenya during the COVID-19
pandemic. The data arose from interviews conducted by

" Table 5 Outputs of logistic regression by predictor variable [
df Estimate SE  Wald x> P value

Female victim 1 -0.782 029 73 0.007
Daytime 1 0.474 019 65 0.011
attack

Private versus 1 0.543 021 6.96 0.008
public location

Multiple 1 -0638 027 577 0.016
perpetrators

Knownversus 1 0295 034 16 0.21
stranger

perpetrator

human rights defenders with survivors and describe the
experiences of 541 survivors. We found that the children in
our sample were on average 4 years younger compared with
national surveys of children in Kenya.?? 2* Further,
compared with adults, children were more likely to be
attacked during the day, in private as opposed to public
locations, by lone perpetrators and by neighbours. In
what follows, we discuss our findings in relation to existing
research and draw implications for policy.

Comparisons to current literature

There were significant numbers of children in our
sample, which is unsurprising, as approximately half
of gender-based violence (GBV) survivors are children
during humanitarian crises. However, the children in our
sample were 12 years old on average, which is 4 years
younger than the nationally representative samples taken
before the pandemic.?? 2 Our sample was not nationally
representative due to time and resource constraints, and
it must also be noted that this violence was occurring within
a particular crisis and the consequences of other crises may
be different. However, it is still notable that the child
survivors in our sample were younger than previous
national samples have indicated. A recent study in Kenya
noted that survivors who are being seen in medical settings
during the pandemic appear to be younger compared with
before the pandemic, speculating this is due to school
closures during the pandemic.?* Although SGBV, such as
domestic violence, has been linked to cases of domestic
homicide in Kenya, there were no mortalities

captured in our study sample.?

We also found that children were 1.61 times more likely
than adults to be attacked during the day. This could be
attributed to the way that children and adults were spending
their time during the pandemic. Because schools were
closed. and there was no provision of any alternative safe
spaces, children may have been often left alone or under the
care or supervision of neighbours or community members,
which may have made them more vulnerable to attack in
some instances. Children were more likely to be attacked
in private as compared with public locations. Adults in our
sample were about equally likely to be attacked during the
day as at night. Further, in keeping with previous research,
significantly more adults
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were violated by multiple perpetrators in one attack
compared with children.?¢

The proportion of boys in the child group was larger than
the proportion of men in the adult group. This may
reflect differential rates of victimisation for men compared
with boys, as boys are more vulnerable to assault than men
due to their age. Another possible reason is that sexual
violence against men compared with boys is disclosed less
often. The legal definition of rape in Kenya., like many
countries, requires ‘vaginal penetration’, which reinforces
sociocultural notions that men cannot be sexu- ally
victimised.?” Further. the tendency for people to believe that
the victimisation of men is harmless, coupled with self-
blame, and fear on the part of victims that their community
and family will react negatively towards them, discourages
men from seeking help. and reporting sexual offences to the
police.?®

The children in our sample were more likely to be
violated by someone they knew than a stranger. For adults,
perpetrators were most likely to be strangers. followed
by neighbours and community members, and spouses. The
most common perpetrators for children were neigh- bours,
followed by strangers and family members. Adults were
violated by strangers more frequently because they were
often attacked when the opportunity struck. such as while
walking to or from work, whereas children were violated by
neighbours when they were left under their supervision due
to school closures and their parents’ job requirements.?
Children were attacked by neigh- bours and in the
perpetrators’ houses at higher rates than adults. Although
both groups were more likely to be violated by someone
they knew as opposed to a stranger, and in both groups
more than half of the perpetrators were known to the
survivor, there is a high proportion of strangers compared
with known assailants in both age groups. There were
several instances in our data set in which neighbours invited
children to use a computer or access the Internet, and then
assaulted them once they were inside the neighbour’s
residence.

Strengths and limitations

This research was conducted in partnership with front- line,
survivor-led organisations using a prospective study design,
which are key strengths. This enabled us to study sexual
violence systematically and rapidly in Kenya during the
pandemic, even though there were considerable physical
distancing measures in place. Further, our data are
unusually rich. The data provide detailed information about
survivors and perpetrators, where and when the incidents
occurred, which allowed for studying patterns of sexual
violence. There are also several limitations of our study to
note. First, the sample comprised individuals who were
seeking help in accessing vital services. Hence, inferences
about patterns nationally in Kenya cannot be made because
the data may not be representative. Further, our data do not
provide information about overall sexual violence trends in
our study setting. Like many countries around the world,
sexual violence is under-reported, and

detailed, longitudinal information about sexual violence
incidents is lacking. Consequently, researchers struggle to
make inferences about whether patterns of violence are
changing during COVID-19.3° For example, the Demo-
graphic and Health Survey in Kenya, which is a nationally
representative survey of adults conducted every 5 years,
does not gather in-depth information about violations.
For example, it does not collect information about the time
of day (or night) the attack occurred. if there were multiple
perpetrators involved in the attack and if the attack took
place in a public or private location. Similarly. the national
Violence Against Children Survey in Kenya. conducted in
2010 and 2019. does not gather in-depth information. We

also had to rely on secondhand accounts from guardians of

sexual violence against children, owing to a lack of trained
personnel and adequate resources in Kenya for interviewing
children. Some children were too young to be interviewed,
with the youngest victim being just 7 months old. Finally,
our model better accounted for patterns of violence against
adults compared with chil- dren. This is because some of the
factors we analysed were more applicable to adults than
children (eg, employment, romantic relationships, being
alone in public).

Recommendations and conclusion
We urge policymakers to ensure that government COVID-
19 emergency management and recovery plan- ning

adequately addresses SGBV and that minimising the risk of

additional SGBV risk is integrated into national crisis
policies. In particular, the results above suggest this should
include the provision of adequate alternative safe spaces
and shelters when schools are closed. Further, many
communities have voluntarily organised neighbour- hood
watch groups that are focused on security issues, and these
should be explicitly expanded and supported to monitor
and prevent SGBV. Community leaders have also said that
there is a need for more social halls— community facilities
for holding meetings, which would enable screening
educational films, and other social activ- ities. These
structures can be a safe space for children and can be
built using constituency development funds, which each
member of parliament in Kenya receives to undertake
projects that will address the urgent needs of their
constituents.

Our results indicate the importance of high-quality and
timely data in understanding and thus combating SGBV.
We thus recommend governments invest in real- time data
collection and analysis systems to capture the evolving
distribution of SGBV and to allow for the study of regional
trends. Data collection would allow authori- ties to identify
crime hotspots and violations being perpe- trated by serial
offenders. and to monitor the accessibility of vital services
to help ensure that survivors have support. This information
is crucial in designing effective inter- ventions. For
example, by knowing the location and time of attacks, there
can be more vigilance and awareness of SGBV against
children. Additionally, this information can be used to
provide further education about SGBV against

Rockowitz S, et al. BMJ Open 2021,11:e048636. doi:10.1136/bmjopen-2021-048636

“WBuAdoo Aq pajosiold 3senb Aq 2z0z ‘2 Yose uo /wod-fwiq-uadoliq//:dpy woly papeojumoq *L.Z0zZ Jequisides 9 uo 9e980-1z0z-uadolwa/ogt 101 se paysiiqnd jsiy :usdo riNg



Open access

children and can highlight signs to look out for of abuse.
These interventions can be low cost, with communities
mobilised to create such activities with the help of univer-
sity students, local non-governmental organizations
(NGOs). neighbourhood teachers and religious organisa-
tions. Police patrols and community initiatives could also
be planned for times at which SGBV rates peak to deter
attacks and apprehend offenders. Further, the instal-
lation of street lighting might deter perpetrators from
attacking women and children. Another suggestion is to
establish a national sexual offender register in Kenya that
would warn communities about high-risk offenders. The
collection of real-time data can also inform educational
programmes that sensitise parents and children about
community risks. These efforts must be survivor-centred,
involving survivors in the implementation and evaluation of
the systems.

More generally, the results in this paper highlight the
latent risk of SGBV, particularly for women and girls.
While its manifestation currently waxes and wanes depen-
dent on the context, meaningful reductions in violence will
require changing the narrative such that SGBV is
understood to be a crime, a gross violation of human rights,
and that its pre-eminent importance as a determi- nant of
physical, emotional and mental health is reflected in
national and county budgets. Funding for program- ming,
interventions and research should be included.

High rates of SGBV also necessitate adequate protec- tion
for the needs of survivors. To this end. the national
government has approved the use of the National Govern-
ment Affirmative Fund to facilitate the establishment of
safe spaces/shelters in all 47 counties to ensure survivors’
safety and security is safe guarded. However, advocacy is
required to ensure the funds are directed appropriately.

The implementation of emergency referral pathways that
enable survivors to access comprehensive care and support
services should be enacted by the government. Curfews
and other social distancing regulations need to include
SGBV response mechanisms to ensure the continued
availability and accessibility of services for survivors.
Further, the medicolegal response to SGBV can be
strengthened by expediting restraining orders and
prosecutions, and by establishing ‘one-stop’ centres to
allow survivors to access essential services, and authorities
to collect evidence, all in one location. This would also
facilitate the preservation of evidence and protection of
survivors to facilitate access to justice.

Twitter Heather D Flowe @hflowe
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Chapter 4. Evaluating Case Attrition Along The Medico-Legal
Case Referral Pathway For Sexual And Domestic Violence

Survivors In Kenya: A Secondary Data Analysis

Understanding the case referral pathway in Kenya was a crucial aspect of evaluating barriers
to post-rape medico-legal service provision, with the pathway outlining the proper steps (in
the eyes of Kenyan officials) in receiving care. Despite the case referral pathway, it was not
always clear to victims in what order they should visit service providers to both receive
appropriate physical and mental health care and complete the proper paperwork needed to
document a case and pursue justice. Work in other settings had demonstrated correlates
between offence and victim characteristics and progression through the medico-legal system
after a sexual violence event (Artz & Smythe, 2007; Lea et al., 2016; Pattavina et al., 2021).
However, similar work had not been done in Kenya. Although there was research about how
few victims’ cases reach prosecution, work identifying possible predictive factors of this
outcome had not been done before (Shadle, 2010).

In the secondary data analysis reported in this chapter | used a quantitative cross-
sectional research design to identify correlates of victims and their cases through the case-
referral pathway. Sexual violence in this study was defined as ‘any sexual act, attempt to
obtain a sexual act, or other act directed against a person’s sexuality using coercion, by any
person regardless of their relationship to the victim, in any setting,” as per the World Health
Organization, and domestic violence was defined as violence by a current or former intimate
partner, including physical, sexual, or emotional abuse (Garcia-Moreno et al., 2005; 2022).
The sequential logit model was used to model the progress of a case as a series of distinct
choices made by the victim rather than a selection from a list of outcomes, including seeking

medical attention and seeking help from the police. It evaluated the dataset both as a whole

21



and separately as domestic violence only or sexual violence only.
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Despite much research about the prevalence of sexual and
domestic violence in Kenya, little is known about factors impacting
progress through the medico-legal referral pathway. To address
this research gap, we ana- lyzed data from the Wangu Kanja
Foundation, based in Nairobi, to test which key case characteristics
have explanatory power in predicting case progression. We used a
sequential logit model to evaluate case progression as a series of
distinct choices. Our analysis revealed that age of the survivor was
the strongest predictor for all steps of the pathway, and that the
presence of forensic evidence was also asso- ciated with increased
odds of moving through each step. These find- ings reflect cultural
ideas about what legitimizes a case of sexual or domestic violence
and can be used to inform policy targeted at strengthening the
case referral pathway in Kenya.

attrition

Introduction

In Kenya, as elsewhere, sexual violence (SV) and domestic violence (DV) affect the lives
of people of all ages, particularly those of women and girls (Garcia-Moreno etal., 2005).
Close to 41% of women in Kenya have experienced DV and/or SV at least once in their
lifetime, with nearly 26% report having experienced it within the previous 12 months
(Ministry of Health Kenya et al., 2015). For comparison, 25% of women in the United
States and 30% of women in England and Wales have experienced lifetime DV and/or
SV (Office for National Statistics [ONS], 2022; Truman et al., 2014).

Women and girls in Kenya are also at risk of SV from a young age. A third of females
and nearly a fifth of males in Kenya experience childhood (i.e., age <18) SV according
to the most recent population-based survey (UNICEF et al., 2012). For females, 18%
have experi- enced SV by the age of 13, 39% by the ages of 14-15, and 43% by the ages
of 16-17 years (UNICEF etal., 2012). Additionally, 24.3% of female survey respondents
stated that they had experienced sexual intercourse against their will prior to the age
of 18.
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Despite these high rates of SV and DV, there is very little research on case
adjudication in Kenya. What is known about SV and DV in Kenya originates largely from
work seeking to measure prevalence using the Demographic and Health Survey (DHS).
The DHS asks women if they have experienced violence using a modified version of the
Conflict Tactics Scale, which lists some types of violence but excludes others, an
approach that often underestimates the actual prevalence of violence (Ministry of
Health Kenya et al.,, 2015).

To prevent and protect people from SV, Kenya passed The Sexual Offences Act in
2006. It defines acts that constitute sexual offences and sets minimum sentences.
Nevertheless, sexual and gender-based violence (SGBV) convictions are rare in Kenya
and the country has relatively high rates of SV and DV (Shadle, 2010; UN Women,
2016). The current research is the first to systematically study SV and DV case attrition
along the medico-legal case referral pathway in Kenya, wherein cases reported by
victim-survivors to the authorities are recorded and proceed from medical facilities to
the police station, then the prosecutor’s office, and finally to the court system. To our
knowledge, only two other studies have investigated case attrition in Africa (both in
South Africa, (Artz & Smythe, 2007; Machisa etal., 2022). Itis not altogether surprising
that there is little research on SV and DV case attrition in Kenya. Research on this topic
requires case-level data that are linked across multiple agencies. Data of this nature are
typically unavailable in low-income countries.

Our analysis of SV and DV case attrition is based on data from SV survivors who
sought services from the non-profit Wangu Kanja Foundation (WKF), a Kenyan NGO,
between 2016-2020. The WKF supports adult and child survivors along the medico-
legal case referral pathway, which in Kenya includes medical services, security
services, and official justice via the police and courts.

The WKF dataset allowed us to analyze case attrition along the medico-legal case
referral pathway among SV and DV survivors. In Kenya, cases proceed along the
pathway in a stepwise fashion and in a predetermined order (i.e., the survivor
must first obtain a medical report before reporting the crime to the police, and so
forth). Thus, the data structure allows us to use sequential logit models to study case
attrition (Buis, 2017). We studied case attrition across the pathway as a function of key
case characteristics, such offense type, demographic information about the victim and
perpetrator, and information about evidence in the case (i.e., DNA, clothing, weapon
used) to test which have explanatory power in predicting case progression. The
outcome variables tested included whether medical services were accessed, whether
the case was reported to the police, whether the case proceeded to the prosecutors’
office, and whether the cases went to court. Sequential logit models were chosen
because they allow for evaluating the effect of an explanatory variable (in this case
engagement with steps along the case referral pathway) with the outcome (e.g., the
case being reported to the police; Buis, 2017). Each interaction with a different step
along the case referral pathway can be thought of as a transition to the next step, which
means, for example, that to reach step three, the survivor must first have passed
through steps one and two. The approach also allowed us to evaluate which case
factors (e.g., evidence, relationship between the victim and perpetrator) influence each
transition along the case referral pathway (Pattavina etal., 2021). By identifying which
steps of the pathway are reached and what case factors are most likely to lead a victim
through each step, targeted interventions can be designed and implemented at crucial
points along the pathway.
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Case attrition

Case attrition, which refers to the cases which are lost or dropped from the criminal
justice process, is a problem that has been seen in sexual violence cases for decades
(Gregory & Lees, 1996). In the 1980s, research showed that a high proportion of rape
and sexual assault cases reported in the United Kingdom were categorized by the police
as “no-crimes” and were not recorded as offenses, with similar research across multiple
American cities finding that sexual assault complaints were often categorized by police
as “unfounded,” meaning that the case was not regarded as constituting a crime
(Gregory & Lees, 1996; Kerstetter, 1990; Spohn & Tellis, 2012). Additionally, the few
cases that did proceed to court largely ended up either in a conviction for a less serious
offence or in acquittal (Gregory & Lees, 1996; Hohl & Stanko, 2015; Smith & Skinner,
2017). While limited research on the decision to prosecute rape cases has been
conducted in Kenya, research conducted elsewhere has found that there are a few
factors that predict the filing of charges against a perpetrator. These include the
presence of injuries to the victim, the use of a weapon during the assault, evidence that
calls into question the victim’s moral character, and a timely report by the victim
(Beichner & Spohn, 2005). Additionally, women who are perceived to have engaged in
“risk-taking” behavior, such as hitchhiking, walking alone at night, being in a bar alone,
or using alcohol or drugs are less likely to be seen as genuine victims, and thus are less
likely to have their cases prosecuted (Spohn & Holleran, 2001).

Prior work has found that sexual violence cases are less likely to move through the
case referral pathway from reporting to prosecution and then conviction than other
types of offenses, often due to a combination of legal factors and extra-legal factors, with
legal factors including whether the sexual assault charge is one of a number of charges
and with extra- legal factors including perceived victim cooperation (Hester & Lilley,
2017; Lovell et al., 2021). Previous research has also revealed that a combination of
factors can predict attrition at various points along the care-seeking pathway, including
victim characteristics, the location or duration of the offense, and evidence of the attack
(Lea etal, 2016). The relationship between the victim and offender and the perceived
vulnerability of the victim have also been found to increase attrition in sexual violence
cases, with cases involving intimate partners being treated differently by the criminal
justice system than cases invol- ving strangers or acquaintances (Hester & Lilley, 2017;
Kerstetter, 1990; Spohn & Tellis, 2012). Case attrition can also occur due to the desires
of the victims to no longer formally pursue the case, perhaps due to the perceived
mental health burden of the process or threats from the perpetrator, although accurate
numbers on this may be hard to determine due to a lack of clarity about whether the
individuals themselves wanted to drop the case or whether they felt pressured to do
so by police or others around them (Lea et al,, 2003; Murphy et al., 2014). Additionally,
other factors that predict case progression include the victim’s character and details
about the offense that are consistent with rape myths, which are beliefs about rape that
serve to discredit the victim’s claims, such as a woman’s revealing clothing being the
reason she was assaulted, and are deeply entrenched in society (Murphy- Oikonen et
al,, 2022; Thelan & Meadows, 2022). Rape myth acceptance on the part of criminal
justice practitioners, including the jurors selected for rape cases, has been asso- ciated
with case attrition in upper-income (e.g. the US and the UK) as well as lower-income
countries (Artz & Smythe, 2007; Leverick, 2020; Temkin et al., 2016; Withers et al.,
2019).
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There is considerable case attrition in Kenya, owing in part to the complex case
referral pathway that is often challenging for victim-survivors to navigate. The Kenyan
health system relies on the Division of Reproductive Health to provide policy and
capacity development for SV cases; however, Kenya’s integrated approach to primary
care, which aims to treat patients holistically rather than through specialization, is
under-developed, making it difficult for survivors of SV to access the vital post-assault
services they typically require (Kilonzo, Theobald, et al., 2009). These include forensic
medical exams, pregnancy tests, and HIV prophylaxis, as well as legal assistance.

Facilities that offer post-rape services frequently lack proper protocols and
confidential spaces for SGBV survivors to receive treatment, and there are poor
reporting and procedural requirements. As a result, survivors are often evaluated
improperly (i.e., in a manner that is inconsistent with government forensic protocols)
and given insufficient counselling (Kilonzo, Theobald, et al, 2009). Additionally,
survivors often face financial barriers, such as being asked to pay to print medical or
legal forms, or for drugs and other services in public institutions (Kilonzo, Theobald, et
al, 2009). There are also poor community structures for long-term follow-up with
survivors. The infrastructure at health facilities for comprehensive SV services is
inadequate and thus forensic evidence is collected improperly, and the linkage between
the medical and legal sectors is weak (Temmerman et al.,, 2018). For instance, if medical
professionals do not use an official government form to record their clinical notes, the
information cannot be used as evidence in court (Kilonzo, Ndung'uy, et al., 2009).

Additionally, the law requires that medical evidence is presented in court by an
“expert witness”; however, medical professionals providing care to survivors are often
not deemed to be experts by the courts (Kilonzo, Ndung'u, etal., 2009). Moreover, cases
of rape or other forms of SV, usually in provinces outside of Nairobi, against both
children and adults, are settled out of court through clan elders, which often results in
a lack of medical treatment and justice for survivors (Mwangi et al., 2009; Wangamati
etal, 2019). All these factors, along with corruption and low rates of reporting to the
authorities, as well as financial, material, and infrastructural resource barriers, both
for survivors and providers, contribute to few successful prosecutions in Kenya
(Lekakeny, 2015; Wangamati et al,, 2019).

Some previous research has shown that case characteristics have a significant effect
on case outcomes. One such characteristicis the relationship between the victim and the
perpetrator, with stranger rape often being taken more seriously than acquaintance
rape, and the prior relationship between the defendant and the victim affecting the
prosecutor’s decision as to whether to file charges (Spohn & Horney, 1993).
Conversely, other research has shown that the most prominent factors relating to
decisions made by police, prosecutors, and jurors, are legally relevant factors. For
instance, the victim’s ability to identify the suspect, the use of a weapon, promptness
of reporting, and the age of the victim have all been associated with case attrition in the
Global North (LaFree, 1989). In the Kenyan context, case characteristics, such as long
delays between the crime and attending a health facility, the relationship between the
perpetrator and survivor, and number of perpetrators, have been identified as
important details when determining whether a case will be processed (Anastario et al,,
2014).

Data and methods

The data for this study were recorded from the case records of 514 survivors who
were assisted by the Wangu Kanja Foundation between the years of 2016-2020,
inclusive. The
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WKEF is a non-profit organization founded in 2005 in Nairobi by Wangu Kanja, a rape
survivor. The WKF aids survivors in accessing post-rape care services. In addition to
its work in supporting survivors in the aftermath of SV and DV, the WKF advocates for
initiatives pertaining to SGBV prevention, protection, and response throughout Kenya.
The WKEF collaborates with the Survivors of Sexual Violence in Kenya Network, which
works to build survivor self-agency, amplify survivors’ voices across the country to
address all forms of SV, and restore survivors’ dignity post-violation (Wangu Kanja
Foundation, 2016). The WKF dataset is the most comprehensive dataset on SV and DV
in Kenya (Ji etal.,, 2022). The dataset was gathered by the WKF over a four-year period,
and it links case outcomes with the survivor’s account of the offense and other
information about the offense from police and medical reports.

Gender defenders, survivors of SV and DV who provide support to victims and are
trained by the WKF, interviewed survivors about their SV and DV ordeal. They gathered
information including the time, date, and location of the incident, as well as information
about the offense, including demographics of both the victim and perpetrator, the
number of perpetrators committing the offense, the relationship between survivor and
perpetrator, what (if any) post-assault services the survivor accessed, and what (if any)
forensic evidence was available to criminal investigators, such as evidence of physical
injury to the survivor, or biological specimens, such as semen or hair.

There were multiple ways that survivors could access support from the WKF. This
included those walking into the WKF headquarters in Nairobi, using an SMS text
platform, or using the foundation’s own mobile phone application, then called MobApp.
Due to data availability, we focus on walk-ins only. Our data included 277 participants
who were adults and 237 who were children, as defined by Kenya’s defilement law,
which states that a person under 18 years of age is a child (Sexual Offences Act, 2006).

After further reviewing the data and excluding 111 cases for which the data
were incomplete, we were left with 212 adults and 194 children for our statistical
analysis. Table 1 provides descriptive statistics of the variables used in our
analysis for combined sexual and domestic violence cases. Descriptive statistics for
each type of violence can be found in appendix 1. We were interested in two
outcome measures. First, whether the case was reported to the police. Second,
whether the case proceeded to court. The case proceeding to court is the final
procedural outcome for all cases progressing through the case referral system,
with the final decision then being whether the perpetrator was sentenced. Our
selection of variables captures details about the location of the attack, categorized
as either public or private, whether the survivor knew the perpetrator at the time
of the attack, if the survivor was a child, if there was forensic evidence present
at the time of the medical examination, the survivor’s age, and if the survivor
was a female. An important feature of our data isthat the mean age is 20, in
line with previous research indicating that significant proportions of both females
and males in Kenya experience sexual violence before the age of 18 (UNICEF et
al, 2012). Figures in the appendix indicate the distribution of ages in our data
and makes clear that a substantial proportion of survivors in our sample are
adolescents. The analyses were performed on the full sample (i.e., all case types
considered together in the same model), as well as separately on each case type
(i.e,, SV and DV cases were analyzed in different models).
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statistics.

Cases at risk of passing each transition

No Medical Attention Police Prosecutor Court Convicted All
n % n % n % n % n % n %
Sexual Violence No 38/4 79% 57/113 50 56/9 62 34/8 40% 15/6 22% 200/40 49%
8 % 1 % 6 8 6
Yes 10/4 21% 56/113 50 35/9 38 52/8 60% 53/6 78% 206/40 51%
8 % 1 % 6 8 6
Attack Happened in No 45/5 90% 82/113 73 77/9 85 58/8 67% 58/6 85% 320/40 78%
Public 0 % 1 % 6 8 8
Yes 5/50 10% 31/113 27 14/9 15 28/8 33% 10/6 15% 88/408 22%
% 1 % 6 8
Survivor Knows No 2/48 4% 24/113 21 5/91 5 16/8 19% 13/6 19% 60/406 15%
Perpetrator % % 6 8
Yes 46/4 96% 89/113 79 86/9 95 70/8 81% 55/6 81% 346/40 85%
8 % 1 % 6 8 6
Child Survivor No 38/4 79% 62/113 55 54/9 59 42/8 49% 16/6 24% 212/40 52%
8 % 1 % 6 8 6
Yes 10/4 21% 51/113 45 37/9 41 44/8 51% 52/6 76% 194/40 48%
8 % 1 % 6 8 6
Forensic Evidence No 47/4 94% 101/11 89 80/9 88 66/8 T7% 55/6 81% 349/40 86%
8 3 % 1 % 6 8 8
Yes 3/50 6% 12/113 11 11/9 12 20/8 23% 13/6 19% 59/408 14%
% 1 % 6 8
Female Survivor No 4/48 8% 13/113 12 9/91 10 8/86 9% 15/6 22% 49/406 12%
% % 8
Yes 44/4 92% 100/11 88 82/9 90 78/8 91% 53/6 78% 357/40 88%
8 3 % 1 % 6 8 6
Survivor's Age Mean SD 24 8 20 9 20 9 21 10 17 10 20 10

13 ZLIMOMNDOY =)
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Analytic approach

This secondary data analysis used a quantitative cross-sectional research design. The
out- come variable for this analysis was how far the case progressed through the case
referral pathway. We studied this for all crimes, and separately for DV and SV. Predictor
variables used in this analysis include characteristics of both the victims and
perpetrators, such as whether the victim was a child, age, relationship, and gender. It
also included key eviden- tiary factors, namely the presence or absence of physical
injury, and whether post-assault care services were accessed. These services include
connection to medical services, counsel- ing, psychosocial support, and support
reporting the case to the police. All variables other than age, which is continuous, are
binary.

Procedure

The data were collected via face-to-face interviews between the Gender Defenders and
the survivors using a standardized data collection sheet. Information provided on the
forms was read and coded by fellow researchers, and whenever missing data were
discovered, the Wangu Kanja Foundation was contacted to attempt to complete the
dataset, although this was often not possible owing to a lack of information in the case
file.

Ethics

The secondary data used in this study was the property of the Wangu Kanja Foundation
and the Survivors of Sexual Violence in Kenya Network. These organizations provided
us with permission to analyze their data and all work adhered to the Kenyan Data
Protection Act. The research was also approved by the STEM Ethics Committee at the
University of Birmingham. None of the participants were placed at an increased risk
of harm because of their participation.

The WKF provided the survivors who reported to them the opportunity to contact
support services post-interview if required.

Figure 1 maps the case referral pathway for the full sample. At the first transition,
the decision is made by the survivor to seek medical attention (coded as 1 =yes and 0
=no). Nearly the entire sample made it to this stage, the effects of which are explained
later in the paper. After seeking medical help, survivors may choose to seek assistance
from the police. This decision is made by the survivor, although they cannot progress
to this stage until they have received medical attention and procured the appropriate
forms that the police require to officially record the case. At the next stage, prosecutors
might decide to file charges, which is the third stage in the case referral pathway, but
this often depends on case characteristics, which are explained below. The final stage
of the referral pathway, reflected in purple in Figure 1, is the case proceeding to court.
Although cases may proceed to court, many do not continue to the sentencing phase
due to issues with the required medicolegal officials not being able to attend court and
endless delays causing already traumatized survivors to lose confidence in the formal
legal process. Cases that make it to this stage have the potential to move on to
sentencing, although the diagram shows that few cases progress to this point.
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5 m Sentenced: 4
Medical Attention: 358 Police: 245 prosecution: 148

Court: 62
&

Not Sentenced: 58 I

No Court: 86

No Prosecution: 97

No Police: 113

No Medical Attention: 48

Figure 1. Sexual and domestic violence case referral pathway.

Our research objective was to analyze these data to identify the factors associated
with attrition from the case referral pathway. Our data contain the proportion of
survivors by crime type who accessed medical, police, and judicial services. We used
sequential logit models to study case attrition along the case referral pathway, which
dictates that survivors should be referred from medical services to the police and then
to judicial services.

Results

Figure 1 presents frequency data on case progression (top row) and attrition (bottom
row) along the pathway. The key property of the medico-legal pathway, as evidenced
in Figure 1, is that it is ordered. Survivors must first attend medical care before
proceeding to the police, and a prosecutor will not take up a case until the survivor has
visited both medical and police officials and obtained the proper documents. Likewise,
the decision to prosecute the perpetrator of the attack occurs before the case proceeds
to court and after the police decide to charge the accused with the crime. The number
of cases that progress to the stage versus those that fail at the stage are depicted. As
can be seen, case attrition increases across the pathway when moving from left to right
as evidenced by the decreasing size of the shaded areas in the top row of Figure 1.

We used a sequential logit model to evaluate the correlates of survivors’ and the
progression of their cases along the medical-legal pathway (Fullerton, 2009; Maddala,
1983; Mare, 1980). This model is appropriate because it models case progression
as a series of distinct choices, whereas multinomial or nested logit models do not. For
example,

multinomial and nested logit models would categorize cases based on their final
disposition (i.e., conviction, acquittal, dismissal). However, the complexity of the legal
process and the many distinct choices made by different actors at different stages of
the process that influence the final case outcome would not be captured if these
modelling approaches were used. The decisions in help-seeking are made at different
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times given different information and are also made by different people. While the
survivor decides to seek medical support and report the rape to the police, subsequent
choices regarding how the case moves through the system are made by the police,
public prosecutors, and the court. Further, we did not conduct multiple logistic
regression analysis as it does not analyze case progression as a series of multiple
distinct stages. In sum, sequential logit modelling allows for greater nuance in studying
the challenges that survivors face along the medical-legal pathway. It provides a more
accurate representation of the reality of the legal process and thereby allows the
examination of the factors that impact case progression at each stage. By using this
approach, we can better understand the challenges that survivors face. The stages we
analyzed are provided in Figure 1 and Table 1. Very few cases led to a conviction;
therefore, we do not include this stage in our statistical analysis.

Estimation of a sequential logit model amounts to jointly estimating a separate logit
model for each node of the decision tree, noting that the coefficients should be identical
if we estimate the models separately, but that estimating them jointly facilitates the
decom- position exercise that is reported below (Buis, 2017). In particular, the
coefficient estimates reported in Figures 2-4 will be identical. The advantage of the
sequential logit procedure is that it allows the computation of the quantities, such as
the gain, reported in Table 2 and discussed below.

Thus, we write the estimated probability of survivor li receiving medical treatment

,'1aS:

Pr(Medical = 11X, X)) =57 = (Aonedicas + Ye1 Memedicar Xii)

Where }/1() = 1?_’;2;2‘) is the logistic function and %1, .++, Xgare covariates describing

key features of the case such as the survivor’s age and ﬁ ¥ Medieoiare the associated
regression coefficient estimates. Likewise, the probabilities of “success” for survivor i
and their case at subsequent nodes are given as follows:

Pr(Police; =11X1,+,Xi)= 0o =U(Aopouce + ket Aeponce Xii) ifMedical; =1
Pr(Legal =1|X4,,X)= 2 = M(AOLegal + Zlk(=1 Ak,Legal KXki) if
Medical; = 1, Police; = 1 ] _

Pr(Court =11X:,.X)>= b= W(ocourt + Lot Accowre X)) i
Medical; = 1, Police; = 1, Court; = 1

The results of this analysis are displayed in Figure 2. The circles display the average
marginal effects associated with each of the covariates while the narrow (and wide)
horizontal line displays the 95% (and 99%) confidence interval of the average marginal
effect (Wooldridge, 2010). These average marginal effects can be interpreted as the
change in the probability of the outcome variable. Thus, an average marginal effect of
0.05 suggests that the outcome is 5% more likely, and so forth. For convenience, we also
report the results numerically in Table A1 in the appendix.
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Figure 2. Sequential logit estimates (all cases).

Looking first at the upper left panel of Figure 2 we can see that there are two
statistically significant correlates of whether a survivor received medical attention.
Survivors of SV were around 9% [ME = 0.09, p =.058] more likely to receive medical
attention than DV survivors. Child survivors were also 12% more likely to receive
medical attention [ME = 0.12, p = .035]. The lack of precise estimates for these, and
particularly for the other correlates, may reflect the high proportion of survivors in our
sample who received medical attention (89%) and thus there was a limited amount of
variation.!

The results plotted in the upper right panel, for whether survivors report to the
police, are more precise, perhaps because only 60% of all cases lead to a police report.
Note that now our sample is different, it is now only those who received medical
attention. This will be true for subsequent stages discussed below, the sample will only
be those who progressed

Table 2. Estimated weights for each stage of the medical-legal pathway, and their

determinants.

Medical Police Prosecutor Court
Weight (W 0.183 0.357 0.203 0.089
(0.0312) (0.021) (0.013) (0.008)
Gain (4§ & 227 1.84 1.36 1
(0.061) (0.057) (0.05)
Proportion Affected 1 0.912 0.63 0.387
(0.017) (0.026) (0.027)
DiscriminatiorP(pp 0.912 0.691 0.615 0.359
(0.017) (0.025) (0.035) (0.05)
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at the previous stage. As with the receipt of medical care, violence against children [ME
=0.27, p <.001]and SV [ME = 0.13, p =.029]] were both more likely to lead to a police
report. The results also suggest that older survivors are also more likely to contact the
police, with an additional year of age found to increase the chance of reporting by 1%
[ME =0.01, p =

.006]. For clarity, in Figure 2 we report the estimated effect for an increase in five years
of age. Note, given we also included a variable for whether the victim is a child in the
model, the results suggest an older adult (or an older child) is more likely to make a
police report. Perhaps, as might be expected, the availability of physical evidence is also
positively correlated with contacting the police, [ME = 0.16, p =. 027].

The bottom left panel plots the results for whether, following a police
report, a prosecutor decides to file charges. This happens in around 60% of such cases
making it to this stage (or 36% of all attacks in our data). The results are like those for
the decision to file a police report, but again more precise. We can see that SV compared
to DV, and attacks against children compared to adults, are 23% [ME = 0.23, p <.001]
and 33% [ME=0.33,p <
.001] more likely to lead to prosecution. The availability of forensic evidence is also
again important, with cases with evidence being 16% [ME = 0.16, p =.006] more likely
to be prosecuted. The effect of survivor age is now larger, with a survivor who is two
years older being 3% more likely to have their case prosecuted [ME = 0.016, p <.001].
It is not statistically significant at conventional levels (i.e., p <.05), but as can be seen
in Figure 2, the results also hint that female compared to male survivors are less likely
to have their case prosecuted, other things being equal.

The final, bottom right, panel plot results for whether the case proceeds to court.
Again, we see that children [ME = 0.28, p <.001], survivors of SV [ME = 0.14, p =.004]
and older survivors [ME = 0.01, p <.001] are more likely to see their cases come to
court. However, other results are interestingly different at this stage compared to
earlier stages. Firstly, evidence is no longer an important factor [ME = 0.29, p =.517].
This is not because all cases at this stage have it, indeed only 20% do. Instead, this
likely reflects other, unmeasured, aspects of these cases. We also see that women are
149% less likely to have their cases tried in court [ME = -0.14, p =.002], and that assaults
in public are 12% less likely to go to court [ME = -0.12, p = .010]. This may reflect
that the survivor is less likely to know the perpetrator. Taken together, this suggests
that assaults on young women in public places are much less likely to come to court,
whereas SV against boys is much more likely to do so. So far, we have established
which factors predict a survivor’s case moving to the next stage of the pathway. But,
given that only a small percentage of cases make it to court, and only 1% of our sample
leads to a conviction it is useful to analyze which stages lead to case attrition. Such an
analysis can not only help us understand better the reality of SV and DV in Kenya, but
also potentially inform policy. Buis (2017) shows that if we are willing to assign
numerical values to each node of the tree above then we can define the expected
outcome for survivor [E[L;], as:

’E[Li] = (1 = p1) Wnedicine + P1i(1 — P20)lpotice + P1iP2i(1 — P30)lLegar
+ P1iD2iD3i lf‘mn"f

Where here we treat each step symmetrically such  that
IMedicine%' IPolice - IMedicine % ILegal - IPoIice % ICourt - ILegal % 1. That iS: we are not ChOOSing
to weight some steps of the pathway as being more important than others.2



VICTIMS & OFFENDERS @ 12
I-E-; lMedicine % 1; IPoIice % 2; ILegaI % 3; ICourt % 4

Then the impact of each explanatory variable on the overall outcome is given by the
product of the estimated regression coefficient for that variable atieach stage, Ax:poice
with a weight Wi.poice Where the weight is the product of the (predicted) proportion of
survivors whose case will reaches that node, the discrimination of the node, and the
difference in expected outcome of those who pass and those who do not. Thus, a given
stage of the process will have a higher weight if it affects more survivors; the outcome
is more varied (a stage at which almost every case continues or every case ends will do
little to predict the overall outcome); and the difference in outcome between those
cases that pass that stage and those that do not is larger (e.g., a stage matters less if
almost every case that passes it fails at the next stage, and matters more if almost every
case that passes it then is likely to lead to conviction, say). (See Eq 3. of Buis (2017) for
a formal statement.)

Table 2 displays the estimated weights for each stage of the medical-legal pathway,
and their determinants. The results suggest that the stage with the greatest weight is
the decision to go to the police, which has weight 0.357 reflecting that this stage is
reached by a large share of cases, but that only around % go on to be prosecuted, and
that the expected outcome of those that do go to the police is relatively large at 1.8
stages further on average. This interpretation of this finding depends on why more
cases do not go to the police.

If cases are not taken to the police due to a lack of resources, such as lack of trained
SGBV professionals and/or inadequate evidence collection resources, then this
suggests that addressing this resource issue could lead to a large increase in the
number of cases prosecuted. On the other hand, if it is the case that survivors decide
about whether to report their assault to the police based on knowledge (perhaps
supplied by WKF) as to whether the case will be likely to be prosecuted, then this would
suggest that the necessary policy response is to change police or prosecutor behavior.
Or indeed, if prosecutor behavior reflects their knowledge of likely court outcomes,
then activity should be focused there.

That the decision to prosecute has a weight of 0.2 and the decision to receive medical
attention has a weight of 0.18 suggests that the importance of the decision to go to the
police does not just reflect what may happen subsequently, and likewise the decision
to receive medical attention does not just anticipate the police’s behavior. This implies
that efforts to address bias cannot focus on just one stage. That the court stage is less
important reflects not that it is unimportant per se, but rather the fact that almost no
cases successfully lead to a conviction.

The subtlety of this point can be understood by analyzing further the weight of the
medical attention node. Its weight reflects a balance between the fact that it
discriminates few cases - over 90% of people receive medical attention - on one hand,
and the fact that on the other if they do, then they on average will go 2.27 stages further
in the process.

So far, we have combined and analyzed SV and DV cases together to maximize the
statistical power of the available sample. However, there may be important differ-
ences in the determinants of case progression between the two crimes. To under-
stand these differences, we analyzed the data separately and present the results
for each in turn.
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Sexual violence only

Figure 3, Table A2 and Table A4 report results now restricting our sample only to SV
cases. Looking first at the results in the top left panel for whether survivors received
medical attention, we see that none of the estimated coefficients are statistically
significant, and all are close to zero. This likely reflects the fact that 95% of all SV
survivors received medical attention, meaning there is relatively little variation to
explain.

Looking now at the results for whether the survivor filed a police report in the top
right panel, the estimates are still relatively noisy; but the coefficients are nevertheless
informa- tive. We see that an attack that happened in a public place is 15% [ME =-0.15
p =.034] less likely to lead to a police report. One explanation for this is that given the
police have little forensic and investigative resources, survivors are less likely to file a
report about an assault by a stranger given the low chance of a perpetrator being
identified. The coefficients on child survivor and forensic evidence are not significant;
but the estimated coefficients are relatively large at 19% and 13%, respectively, and
suggestive of an increased probability of filing police reports in such cases [ME = 0.19,
p = .11 and ME = 0.13, p = .145, respectively]. Interestingly, the results are quite
different for whether prosecutors take up a case as shown in the bottom left panel.
Unlike the decision to report an attack to the police, whether the assault happened in
public is not important. But child survivor and forensic evidence are associated with
large, 42% and 20% respectively, and precisely estimated coefficients [ME = 0.42, p <
.001; ME = 0.20, p =.020]. Victim age is now, like the pooled sample, significant, and
suggests that a survivor who was five years older is 9.23% more likely to have their
case taken by the prosecutor [ME = 0.018 p = .022].

Received Medical Attention | | Attack Reported to Police |
Attack Happened in Public R _O.L}
Survivor Knows Perpetrator Sk —?-95—
Child Survivor e 408
Forensic Evidence o ‘ 043
Survivor's Age %° &
Female Survivor i 7-—'%?9—7
Case Taken By Prosecutor | [ Case Reached Court |
Attack Happened in Public = 07
Survivor Knows Perpetrator — —°~2§—
Child Survivor —og e
Forensic Evidence —— 4000
Survivor's Age g 0%9‘
Female Survivor = 847

-0.50 0.00 0.50 1.00-0.50 0.00 0.50 1.00

Figure 3. Sequential logit estimates (sexual violence cases).
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The pattern of coefficients changes again for whether a case comes to court in the
bottom right panel. Cases that involve SV in a public place are 27% less likely to come
to court. While cases in which the survivor is female are 17% less likely to do so. Cases
in which the survivor was a child are 37% more likely to come to court. These results
suggest that the cases which reach trial are far from a representative sample and are
much more likely to involve (male) children.

Domestic violence only

We now consider the results focusing on DV cases, which are reported in Figure 4 (and
Table A3 and A5). As for SV cases, the results are again somewhat noisy; but the results
in the top left panel suggest that child survivors are about 21% more likely to receive
medical attention. [ME = 0.21, p = .068] The results for whether a report is filed with
the police (top right panel) are interesting, as they show that attacks in public are 20%
more likely to lead to a police report than those in private [ME = 0.21, p =.047]. Older
survivors are also more likely to file a police report, with a five-year age increase
associated with a 7.4% increase in the probability of filing a report [ME = 0.015, p =
.003]. Again, as shown in the bottom left panel, age and whether the survivor is a child
predict whether the prosecutor takes forward the case [ME = 0.013, p <.001 and ME =
0.19, p = .066, respectively]. Gender and location are not found to be important. The
same is true for whether a case comes to trial shown in the bottom right panel,
although in common with the results above, the evidence is
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Figure 4. Sequential logit estimates (domestic violence cases).
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suggestive that female survivors are 8% less likely to see their case come to court,
given a prosecutor has taken it up [ME = -0.076, p = .065].

Discussion

Our results show that there are numerous correlates of case progression through the
medical-legal pathway in Kenya. These correlates differ based on the step in the
pathway and the type of violence being examined, though there are correlates that are
significant for multiple steps, no matter which type of violence is being studied.

Age, or whether the survivor was an adult or child, was a significant correlate for both
SV and DV, and it was the strongest predictor for all steps of the pathway. Across all
types of violence, age was found to be significant for receiving medical attention,
reporting to the police, a prosecutor taking up the case, and the case proceeding to
court when the types of violence are combined. For DV, age was associated with
whether prosecutors took up the case and whether the case proceeded to court. For SV
cases, age was associated with whether the survivor received medical attention,
whether a prosecutor took up the case, and whether the case proceeded to court. The
role of age in the survivor’s ability to access services and other support might be
explained by differences in societal views of violence in relation to age. Children may
be less likely to experience the same amount of stigma faced by adult survivors when
reporting SV. Further, patriarchal views that serve to normalize abuse against a spouse
or partner may be less likely to extend to children. Concerns about repercussions from
the abuser may prevent some people from reporting violence against either
themselves or their children; however, once a case against a child is brought into the
system, it is far more likely to reach each step than a case against an adult.

When evaluating correlates for both types of violence combined in one model, SV
was significant for the survivor receiving medical attention, reporting to the police,
having their case taken up by the prosecutor, and having their case proceed to court.
This means that for both types of violence combined, SV and the survivor being a child
are significant correlates for all four steps along the case referral pathway. Additionally,
older survivors are more likely to report their cases to the police and for their cases to
proceed to court, while the presence of forensic evidence makes cases more likely to
be prosecuted. Some possible explanations for this are that DV was most frequently
perpetrated in our dataset against adults by a spouse or partner (80%), whereas SV
against adults in our data set was most often perpetrated by strangers (43%) followed
by acquaintances or friends (16%). Therefore, a survivor of SV would be more willing
to report their case than a survivor of DV for the aforementioned reasons; namely,
reporting a spouse might have dire financial consequences for one’s family. Older
survivors may be more willing to report their cases to the police and for their cases to
proceed to court because they have more community support and may be less
financially reliant on others.

When evaluating SV separately from DV, our analysis was able to identify some
correlates to case progression. There were no significant correlates of whether a
survivor received medical attention, likely because the great majority of SV survivors
did so. Public SV attacks are less likely to lead to a police report, perhaps because these
were often perpetrated by someone unknown to the survivor, and hence, who could
not be identified by the police. The survivor being a child and the presence of forensic
evidence were correlated with an increased likelihood of the case being taken up by
prosecutors, and for
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SV cases progressing to court, with the survivor being a child making the case 37%
more likely to progress to this stage. This may reflect an idea in Kenya that defilement
is a serious crime that deserves punishment, whereas rape is not, in line with the
previously discussed ideas concerning the social acceptability of crime against a child.
Additionally, without evidence, cases are unlikely to move through the case referral
pathway, indicating that the victim’s testimony alone is not considered substantial
evidence when pursuing a case (Rockowitz, forthcoming).

In evaluating solely DV cases, the findings differed slightly from SV cases. Child
survivors were once again more likely to receive medical attention than their adult
counter- parts. Public attacks and those involving older adult victims were more
likely to lead to a police report, and older adults and children were more likely to have
their cases taken up by prosecutors and for their case to proceed to trial. One possible
explanation for this is that most DV cases are perpetrated by someone known to the
victim, and this, might support the charges. Further, cases occurring in public may also
be more likely to have bystanders to corroborate the survivors’ account, and research
has found that cases where witnesses are present are more likely to progress through
to prosecution (Bechtel et al, 2012). Further research is needed to assess this
possibility. DV cases may have more witnesses than SV cases, as SV cases often occur in
more private locations. DV cases also have less evidence, as SV may leave bodily fluids
and ripped clothes that DV would not. Because evidence is a strong correlate of case
progression, in the combined model SV is still a significant correlate for each step of
the case referral pathway.

The law in Kenya is supposed to apply to all citizens of DV and SV equally, regardless
of their age, their gender, or where the violence occurred (National Council for Law
Reporting, 2009). Our data reveals, however, that SV and DV survivors who are
children are far more likely to make it to every stage of the medical-legal pathway than
adults, that SV survivors are more likely than DV survivors to make to every stage of
the pathway, and that being an older adult also helps cases move through the medical-
legal pathway. It is also important to note that while certain factors increase one’s
likelihood of moving through the pathway all the way to court, which is the final step,
still only 15% of the cases studied made it to court and only 1% resulted in a conviction.
This means that while certain factors may help cases move further along the pathway,
conviction is still extremely unlikely. This may be due to cases falling out of the system
either due to the wishes of the survivor to end what is often a multi-year process
where the survivor is burdened by administrative issues, or where the survivor is
subject to bribery by the perpetrator or his family, or simply because judges and juries
in Kenya often side with the perpetrator rather than the complainant.

The factors identified in this study that result in case attrition are also likely
associated with ideologies embedded in rape myths and patriarchal cultures that are
pervasive throughout Kenya. Rape myths are beliefs about rape’s “causes, context,
consequences, perpetrators, victims, and their interaction” that are used to reject,
lessen the significance of, or justify SV that men commit against women and shift the
blame onto the victim rather than the perpetrator (Temkin et al., 2016; Zinzow et al,,
2022). Rape myths are beliefs that operate outside conscious awareness that hold
victims accountable for rape rather than perpetrators. Rape myths are often tied to
victim blaming, which contributes to poor handling of rape cases, post-traumatic stress
in rape survivors and can impede their recovery (Suarez & Gadalla, 2010). Rape
myths also play a significant role in how SV cases are treated as they move through
the medico-legal pathway, with providers often
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subconsciously adjusting their treatment of a victim based on foregone conclusions
related to clothing, alcohol consumption, or previous behavior (Temkin et al., 2016).
Future research should work with prosecutors to train them to identify rape myths in
the court- room and gender defenders to assess the impact of rape myths on a victim’s
willingness to come forward.

Although rape myths are often studied in high-income contexts, they are pervasive
around the world. In Western Kenya, research has found that five of the seven standard
rape myth categories emerged in focus group discussions without prompting. These
categories included that rape is a deviant event, that it was an accident because men
are not able to control their sexual urges, and that the women were lying about being
raped (Tavrow et al.,, 2013). With these in mind, it is perhaps clearer why there is such
a focus on the presence of evidence for a case to be believable. If the standard opinion
is thata woman is lying, the presence of evidence helps prove otherwise. For DV, beliefs
about the husband’s alleged manliness or control may influence their violence
perpetration, with men with lower self-esteem being more likely to be violent towards
their spouse than men with higher self- esteem (Goodman, 2018). Knowing how
important these ideologies are to the perpetration of violence, investigation of SV and
DV cases should also include interviews with the perpetrators about these ideas,
perhaps providing information that evidence (or the lack thereof) may not.

The results of this study can help to inform policy makers who are evaluating
ways to strengthen the medico-legal case referral pathway in Kenya. We had a
select dataset to work with of survivors who had interacted with the WKF, limiting the
representa- tiveness of our sample. Survivors who had assistance from the WKF are
more likely to succeed than survivors navigating the system on their own, so our
results are probably more positive than they would have been from a more general
sample. However, due to our limited data it is unclear how survivors being helped by
a similar organization would fare in their progression through the case referral
pathway. Similar work should be conducted on a larger, more diverse sample to
evaluate how these factors may affect survivors moving through the system without
external assistance. Future research should also investigate how these findings
apply to assaults of those beyond the gender binary, and how the factors included
in the analysis may have affected a survivor’s willingness to accept a bribe to stop
pursuing the case based on their perceptions of which case details are most beneficial
to their case moving through the entire pathway.

Conclusion

With the known physical, mental, and social consequences of SV and DV, organizations
such as the Wangu Kanja Foundation, in Kenya and beyond, provide important support
through connecting their clients to medical and legal services. Despite efforts by
the WKEF, still very few survivors make it through the case referral pathway, and more
needs to be done by the Kenyan government to ensure that all survivors are given
equitable access to services and justice. It is also clear from the results that children
are far more likely to make it to every step of the pathway than adults, and that for
both adults and children, certain factors, such as SV versus DV and the presence of
forensic evidence, increase the odds of moving along the case referral pathway.
Survivors of sexual and
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physical violence should have equal access to medical, legal, and justice services
regard- less of their age, or the location of the attack. Work must be done in
Kenya, as elsewhere, to strengthen the case referral pathway so that survivors of SV
and DV are awarded equal access to services. This can be done in two key ways:
firstly, by eliminating blockages on the case referral pathway so that more cases
progress to court and conviction. Secondly, by improving equality of progression
rates along the case referral pathway so that all survivors of SV and DV are afforded
equal access to services.

Notes
1. We tested for multicollinearity using a Variance Inflation Test. The maximum score was
3.21, with a mean of 1.78, comfortably below the conventional benchmark of 10.
2. If one had evidence on how survivors valued the different steps of the pathway

then this assumption could - in principle - be relaxed, but we are aware of no such
evidence.
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Appendix

Table Al. Logit regression of whole sample.

Whole Sample
(M @ (©) )
MEDICAL POLICE LEGA COURTCASE
L
Public Attack 0.0421 -0.0203 -0.0152 —0.124%**
(0.052) (0.052) (0.058) (0.048)
Survivor Knew P -0.0509 0.113 -0.0264 -0.0361
(0.080) (0.076) (0.067) (0.049)
Child Survivor 0.121** 0.267*** 0.324*** 0.285***
(0.058) (0.081) (0.074) (0.066)
Forensic Evid. 0.0777 0.159** 0.162*** 0.0293
(0.061) (0.072) (0.059) (0.045)
Survivor's Age 0.00280 0.0113%** 0.0166*** 0.0106***
(0.003) (0.004) (0.004) (0.003)
Female Survivor -0.0232 -0.0516 -0.0864 —-0.138***
(0.055) (0.074) (0.066) (0.044)
Sexual Violence 0.0861* 0.131** 0.229*** 0.139%**
(0.045) (0.060) (0.055) (0.048)
Observations 405 405 405 405

Table A2. Sequential logit estimates of sexual violence only.
Sexual Violence

Cases
Q) (2 3 &)
MEDICA POLIC LEGA COURTCAS
L E L E
Public Attack 0.00761 -0.147** -0.0863 -0.267***
(0.039) (0.069) (0.080) (0.078)
Survivor Knew P -0.0604 0.0520 -0.0683 -0.0590
(0.053) (0.074) (0.084) (0.073)
Child Survivor 0.0154 0.189 0.418*** 0.360***
(0.054) (0.117) (0.122) (0.121)
Forensic Evid. 0.0357 0.125 0.203** 0.105
(0.049) (0.086) (0.087) (0.070)
Survivor's Age -0.00260 0.00189 0.0185** 0.00935
(0.004) (0.008) (0.008) (0.007)
Female Survivor -0.0113 -0.0270 -0.0940 -0.167**
(0.050) (0.097) (0.104) (0.080)
Observations 205 205 205 205

Table A3. Sequential logit estimates of domestic violence only.

Sexual Violence Cases

M @ )] )

MEDICAL POLICE LEGAL COURTCASE
Public Attack 0.0934 0.209** 0.105 0.0467
(0.098) (0.105) (0.076) (0.043)
Child Survivor 0.206* 0.237* 0.191* 0.152**
(0.113) (0.126) (0.104) (0.065)
Survivor's Age 0.00618 0.0148*** 0.0133*** 0.00644***
(0.004) (0.005) (0.004) (0.002)
Female Survivor -0.0377 -0.0692 -0.0811 -0.0761*
(0.107) (0.112) (0.082) (0.041)

Observations 200 200 200 200




Table A4. Cases at risk of passing each transition for sexual violence only.

No Medical Attention Police Prosecutor Court Convicted All
n % n % n % n % n % n %
Attack Happened in Public  No 8/1 80% 30/56 54 29/3 83 31/5 60% 47/5 89% 145/20 70%
0 % 5 % 2 3 6
Yes 2/1 20% 26/56 46 6/35 17 21/5 40% 6/53 11% 61/20 30%
0 % % 2 6
Survivors Knows No 11 10% 23/56 41 4/35 11 16/5 31% 12/5 23% 56/20 27%
Perpetrator 0 % % 2 3 6
Yes 9/1 90% 33/56 59 31/3 89 36/5 69% 41/5 77% 150/20 73%
0 % 5 % 2 3 6
Child Survivor No 4/1 40% 18/56 32 8/35 23 13/5 25% 5/53 9% 48/20 23%
0 % % 2 6
Yes 6/1 60% 38/56 68 27/3 77 39/5 75% 48/5 91% 158/20 77%
0 % 5 % 2 3 6
Forensic Evidence No 9/1 90% 48/56 86 31/3 89 40/5 77% 40/5 75% 168/20 82%
0 % 5 % 2 3 6
Yes 1/1 10% 8/56 14 4/35 11 12/5 23% 13/5 25% 38/20 18%
0 % % 2 3 6
Female Survivor No 1/1 10% 7/56 12 3/35 9% 4/52 8% 10/5 19% 25/20 12%
0 % 3 6
Yes 9/1 90% 49/56 88 32/3 91 48/5 92% 43/5 81% 181/20 88%
0 % 5 % 2 3 6
Survivor's Age Mean SD 18 7 16 7 14 7 16 7 14 5 15 7
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Table A5. Cases at risk of passing each transition for domestic violence only.

No Medical Attention Police Prosecutor Court Convicted All
n % n % n % n % n % n %
Attack Happened in Public  No 35/38 92% 52/5 91 48/5 86 27/3 79% 11/15 73% 173/20 86%
7 % 6 % 4 0
Yes 3/38 8% 5/57 9% 8/56 14 7/3 21% 4/15 27% 27/20 14%
% 4 0
Survivors Knows No 1/38 3% 1/57 2% 1/56 2% 0/3 0% 1/15 7% 4/200 2%
Perpetrator 4
Yes 37/38 97% 56/5 98 55/5 98 34/3 100 14/15 93% 196/20 98%
7 % 6 % 4 % 0
Child Survivor No 34/38 89% 44/5 77 46/5 82 29/3 85% 11/15 73% 164/20 82%
7 % 6 % 4 0
Yes 4/38 1% 13/5 23 10/5 18 5/3 15% 4/15 27% 36/20 18%
7 % 6 % 4 0
Forensic Evidence No 36/38 95% 53/5 93 49/5 88 26/3 76% 15/15 100 179/20 90%
7 % 6 % 4 % 0
Yes 2/38 5% 4/57 7% 7/56 12 8/3 24% 0/15 0% 21/20 10%
% 4 0
Female Survivor No 3/38 8% 6/57 1 6/56 1 4/3 12% 5/15 33% 24/20 12%
% % 4 0
Yes 35/38 92% 51/5 89 50/5 89 30/3 88% 10/15 67% 176/20 88%
7 % 6 % 4 0
Survivor's Age Mean SD 25 8 23 10 25 8 28 10 29 15 25 10
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Chapter 5. Provider perspectives on barriers to medico-legal service

provision to sexual violence survivors in Kenya

Extensive research, including the scoping review in Chapter 2, has shown that sexual
violence survivors face a myriad of barriers when accessing medico-legal services post-
incident in Kenya, yet little research exists to examine the providers’ perspectives on why
these barriers are present (Gatuguta et al., 2018; Kilonzo et al., 2003; Kilonzo et al., 2008;
Kilonzo et al., 2009; Maina, 2009; Maina & Majeke, 2008; Oronje, 2013). Given this paucity
of research, I set out to determine what factors the medico-legal providers themselves felt
were limiting their ability to provide adequate care. To do this, | worked with the Wangu
Kanja Foundation to find medico-legal professionals in both rural and urban areas in Kenya
to take part in my research. Due to COVID restrictions, | initially conducted these interviews
onling, and then in-person when | was able to travel to Kenya. In total | conducted in-depth
interviews with 10 medical professionals and 11 legal professionals, including police officers
working at a gender desk, doctors, lawyers, and counsellors. | used Framework Analysis to
analyse these interviews and found that financial barriers and a lack of training were noted as
common obstacles to service provision, and that provider bias was present, particularly
among the legal professionals. In this research, | have provided an important opportunity to
expand the understanding of barriers to medico-legal service access and provision in Kenya,
as well as insights that can be used to inform future policy and practice. This chapter on
providers appears before the chapter on survivors not to privilege the voice of the providers,

but rather to ensure that the victims have the final say on the matter.

5.1 Introduction
The provision of medico-legal services for a victim of sexual violence is one of the key

aspects that may contribute to survivor healing and overall wellbeing (Du Mont & White,
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2007; World Health Organization, 2003). Additionally, without the providers associated with
this care it is impossible for justice to be found (Du Mont & White, 2007). In Kenya, where
over 11 million women have experienced sexual violence as either children and/or adults,
providers are faced with the momentous task of helping victims to seek justice and providing
medical and mental health services for victims in a country where sexual violence is thought
of as a societal norm (Bridgewater, 2016; National Gender and Equality Commission, 2014).

There is a substantial body of literature about what sort of medico-legal services to
which victims of sexual violence should have access in countries around the world (Kilonzo
et al., 2009; Ministry of Health & Family Welfare Government of India, 2014; World Health
Organization, 2003, 2015; World Health Organization & United Nations High Commissioner
for Refugees, 2002). This is especially important as studies have shown that women who
have been abused use more medical care than women who have not been abused (World
Health Organization, 2003). Additionally, when health workers interact with victims of
sexual violence, they serve a pivotal role both in recognizing and responding to individual
cases of sexual violence formally and in acknowledging the legitimacy of a victim’s
experience (World Health Organization, 2003).

An act of sexual violence can cause a multitude of both temporary and lasting
physical and mental consequences (Garcia-Moreno et al., 2005). Immediately after a rape or
other sexual assault, the victim may experience bruising, cuts, swelling, ligature marks, or
other anogenital trauma, all of which may require urgent medical attention (World Health
Organization, 2003). Psychologically, immediately after an act of violence a victim may
experience suicidal ideation, depression, anxiety, and increased substance use or abuse
(World Health Organization, 2003). More lasting physical consequences of sexual violence
can include an unwanted pregnancy, infertility, urinary tract infections, and unsafe abortions,

while psychological effects may include fatigue, sleep disturbances, chronic headaches, and
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post-traumatic stress disorder (World Health Organization, 2003). Though this list is of
course not all-encompassing, it indicates the extensive array of physical and mental issues
that medical providers should be able to address when a victim of sexual violence presents
for care.

The provision of medical services for victims of sexual violence is instrumental in
their eventual physical and mental recovery, but so too are their interactions with the legal
system (Kilonzo et al., 2009; Patricia et al., 2021). In 2006, Kenya created the Sexual
Offences Act, which clearly defined different types of sexual violence and outlined what the
appropriate legal repercussions are (Kenya, 2006). While it is difficult to get accurate
numbers of how many cases in Kenya reach prosecution, research on police reports in 2006
and 2007 showed that just 3,518 and 3,667 charges were filed with the criminal justice
system out of a population of 35 million, a presentation rate of 0.001% (Kilonzo et al., 2009).
Other research has found that, of the cases that are prosecuted in court, only about 25% lead
to convictions (Ajema et al., 2009). Possible explanations for this can be seen in my
secondary data analysis in Chapter 4. There is also little possibility of DNA matching in
Kenya, as where the technology does exist there are often extensive backlogs which mean
that evidence is not evaluated in a timely manner (Kilonzo et al., 2009).

The legal aspects of service provision rely heavily on the competency of medical
professionals, as they are the ones tasked with recording the signs of sexual violence that may
be used as evidence in court (World Health Organization, 2003). In Kenya, evidence is
documented via the P3 form, which is a document that includes information about how the
victim’s clothing looked upon presentation to the medical centre, details of any injuries
sustained during the attack, and information about any weapons used (Kenya Police Service,
2023). The P3 form can be seen in Appendix 3.1. There is also the post rape care (PRC)

form, which is to be used in conjunction with the P3 form to guide the completion of the P3
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evaluation (Ajema et al., 2009). This form can be seen in Appendix 3.2. Both forms must be
taken from the health facilities to the police, often by the survivors themselves, for a case to
be taken up by the legal system. An example of a form that accompanies the other forms to
the police can be found in Appendix 3.3. Once the process has been initiated, legal
professionals are then tasked with maintaining the evidence that had been collected by health
care workers, collecting witness statements, and progressing the case through the criminal
justice system (Ajema et al., 2009).

For adequate services to be provided, medico-legal professionals must be given
proper training about how to manage sexual violence cases. While guidelines for training
exist around the world, in practice medical professionals are frequently given inadequate
training during medical school and their employers do little to bolster their knowledge base
before having them interact with victim/survivors, both in Kenya and elsewhere worldwide
(Manuel et al., 2019, 2020; World Health Organization, 2003, 2015). This is even more
relevant when discussing male or child victims of sexual violence, whom medical
professionals feel ill-equipped to examine forensically due to anatomical differences (Ajema
et al., 2011). Providers’ attitudes towards, and treatment of, the victims is a key aspect of
service provision, but of critical importance is the collection of forensic evidence. Due to the
nature of how sexual violence cases are treated by the legal system in Kenya, without
forensic evidence cases are far less likely to progress through the case referral pathway (see
Chapter 4). Despite this, research has shown that healthcare workers who provide care to
victim/survivors are often lacking proper training in forensic evidence collection and storage,
thus causing a case’s progression to stop prematurely (Ajema et al., 2009; World Health
Organization, 2003). Additionally, although Kenya implemented the Sexual Offences Act in
2006, providers have still been found to use incorrect terms when describing sexual violence

on official documentation, thus making it difficult for the prosecution when a victim’s
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testimony does not match the details documented by the medico-legal professionals (Ajema
etal., 2011).

In addition to training, the provision of appropriate supplies is crucial in service
provision for sexual violence victims (Du Mont & White, 2007). While rape kit components
may vary, the World Health Organization notes that health facilities should minimally have a
couch, swabs, needles and tubes for blood collection, speculums, pregnancy kits, a sharps
container, glass slides to examine samples under a microscope, and gloves to adequately
provide services to sexual violence victim/survivors (Ajema et al., 2011; Kilonzo &
Taegtmeyer, 2005). Despite these guidelines, and those of the Kenyan National Guidelines on
the Management of Sexual Violence, health care workers in Kenya have noted that they may
be lacking certain supplies that prevent them from collecting sufficient evidence, such as
speculums, and that their facilities are ill-equipped to examine blood or urine samples,
making it impossible to meet the standards laid out by the WHO’s guidelines (Ajema et al.,
2011). Besides limitations from the medical side, police officers have also been found to have
inadequate knowledge on the proper storage and transportation techniques needed to maintain
forensic samples (Ajema et al., 2011).

Many of the previous studies conducted in Kenya that interviewed medico-legal
professionals have been part of larger interventions and have targeted specific facilities (see
Temmerman et al., 2018). While the original design for my study was to conduct qualitative
interviews in Kenya, analyse them, and then return to Kenya to discuss our findings with the
original interviewees, COVID restrictions meant that only one data collection trip was
possible, thus limiting the methodological approach taken. Despite this, my unique working
relationship with the Wangu Kanja Foundation meant that medico-legal professionals who
worked in smaller institutions were accessible, thus enabling my research to engage with

individuals that had not been included in previous research in the area.
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5.2 Methodology
5.2.1 Participants and recruitment
During the lockdown in Kenya, participants were recruited for online interviews via an
information sheet that | wrote and distributed to the Wangu Kanja Foundation. The
participants also helped recruitment by sharing information about the study with their
coworkers. Since there were no established instruments for interviewing medical and legal
service providers in such a specific context, | co-designed the interview guides with
assistance from both of my supervisors and the leads at the WKF. In creating each interview
guide, I drew from existing research that had taken place in a similar context and
consultations with the WKF (Kilonzo et al., 2003; Ajema et al., 2011; Ferdowsian et al.,
2018). The surveys were designed at first by myself and my supervisors, then we sent it to
Wangu Kanja for her feedback on which questions she felt were most relevant for the given
context. After an iterative process, the final interview guide was designed. Based on my
previous training and experience with qualitative interviews during my two master’s degrees,
I conducted Zoom interviews with six legal professionals and five medical professionals from
several legal and medical institutions within Nairobi, including lawyers who worked at
various NGOs and clinical officers from numerous health centres. Participants were sent an
electronic consent form to sign and return before the start of the interview, and | also
recorded verbal consent before each interview began. Interviews conducted over Zoom were
recorded for later analysis. All of the interviews with providers were conducted in English,
and only the interviews with the police officers in Kitui required translational help at certain
times throughout the questioning, which was provided by trained interviewers from the
WKEF.

Once lockdown had lifted in both Kenya and the UK, I arranged in-person interviews.

Participants were recruited from health clinics, legal and government offices, and police

28



stations within the Nairobi, Kitui, and Kiambu areas with the help of gender defenders from
the Wangu Kanja Foundation. I interviewed medical professionals at county-level health
centres in all three locations, police officers at a district police station in Kitui, and legal
professionals from district courts in Nairobi and Kiambu. Recruitment involved the
dispersion of an information sheet that | had created via the Wangu Kanja Foundation within
their network of professionals (Appendix 3.4). Professionals then circulated information
about the study within their professional networks. Additionally, | left a few days open at the
end of my time in Kenya to allow for interviewing participants who were recruited during my
visits to the medico-legal institutions via word-of-mouth networking.

In total, I interviewed five medical professionals and five legal professionals while on
the ground in Kenya and five medical professionals and six legal professionals over Zoom,
totaling 21 interviewees over 17 interviews. This included police officers who worked at a
gender desk, which is a special desk within police stations that has been established to
receive, investigate, and refer cases to other stakeholders, such as health providers, NGOs,
psycho-social support providers, and the courts. Other professionals | interviewed included
lawyers, physicians, and mental health professionals. In total, I interviewed three female
medical professionals and six female legal professionals.

In order to ensure the emotional safety of all professionals taking part in my research,
I informed them at the start of each interview that they were able to pause or stop the
interview at any time and would not face any repercussions. | also informed them that, if
necessary, | could connect them to counselors at the Wangu Kanja Foundation for a
debriefing session. Some of the providers | spoke to also mentioned debriefing sessions they

regularly held with their colleagues as an option if needed.

5.2.2 Materials
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| conducted a semi-structured interview with all of the medico-legal professionals on an
individual basis, apart from two legal professionals who joined a Zoom call together when |
was conducting the interviews online, two doctors who | interviewed together in Kitui
because one was training under the other, and gender desk officials (three in total) who |
interviewed together in Kitui due to time constraints. All interviews with medico-legal
professionals conducted in-person were held at the interviewee’s office and were audio-
recorded with a digital voice recorder. At the start of each interview, I collected information
from the interviewees about what their position entailed and what their working environment
was like. During the rest of the interview | asked open-ended questions, which included
questions about training received to facilitate care, barriers faced in providing services, and
ideas about how to improve the process of service provision. These open-ended questions left
space to discuss issues brought up by the participants as well as survivors from the same
region who had been interviewed previously. The interview guide for these interviews can be

found in Appendix 3.5.

5.2.3 Procedure

Ethical approval for the study was obtained from the University of Birmingham’s ethical
review board and written in compliance with the university’s code of practice for research.
Additionally, due the international nature of this research, ethics was required in Kenya as
well. I thus obtained ethical approval from United States International University Africa’s
institutional review board (Appendix 3.6). Prior to each interview, I either emailed participant
information sheets and consent forms to each participant if the interviews were being
conducted over Zoom or distributed them in-person before the start of each interview. These
information sheets can be found in Appendix 3.4. Consent was collected via signed forms

and verbal consent on audio recordings. Interviews were collected either over Zoom (n = 11)
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or in-person (n = 10). I conducted all of the Zoom interviews and in-person interviews myself
with the assistance of a member of the Wangu Kanja Foundation for translational purposes
for the in-country interviews. The mean interview length for medical professionals was 32
minutes (range: 19 — 47) and the mean for legal professionals was 52 minutes (range 34 —

67).

5.2.4 Reflexivity

When conducting research, reflexivity can be thought of as the process by which a researcher
engages in ongoing self-awareness and self-appraisal to identify how their identity may
impact the design, methods, and analysis of a project (Basit, 2013; Dowling, 2006).
Reflexivity is not to be confused with reflection, which is instead a process by which there is
an objective and somewhat removed thought process at more of a fixed time than reflexivity,
which is more subjective and ambiguous (Finlay, 2002). Reflexivity enables the subjectivity
that has often been criticised for its role in qualitative research to instead become an
opportunity to bring trustworthiness and integrity into qualitative research methods (Denzin
& Lincoln, 2017; Dodgson, 2019, Finlay, 2002).

The process of reflexivity occurs multiple times across a research project and in
multiple ways. For instance, reflexivity can be undertaken on a personal, interpersonal,
methodological, or contextual level (Olmos-Vega et al., 2023). Personal reflexivity involves
reflection and clarification on expectation, assumptions, and reactions to any contexts,
participants, or data that may occur in the research (Olmos-Vega et al., 2023; Walsh, 2003).
In this instance, it required me to ask myself how my unique perspectives may be influencing
the research, for instance how my views about Kenya’s apparent attitude towards sexual
violence survivors, coupled with assumptions about emotional detachment within the medical

and legal professions, led me to believe that many providers would appear apathetic towards
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the plights of their patients/clients (Crivatu et al., 2023). While at times some providers did
seem quite emotionally detached from the topic at hand, at other times some were expressing
how distraught they felt at not having the resources or training to be able to help sexual
violence victims who came to them for care. This caused me to think further about where my
assumptions had come from, and to make sure that | asked questions in further interviews as
sensitively as possible.

The next type of reflexivity is interpersonal reflexivity, which involves how the
relationships surrounding the research project may affect the context, people involved, or
results (Olmos-Vega et al., 2023; Walsh, 2003). While a significant portion of this is the
relationship between researchers and participants, for me the most important interpersonal
relationship in this research was often that between me and the head of my partner NGO who
was helping me to organise my work, as well as a few employees of the organisation. In the
years preceding my trip to Kenya, and possibly exacerbated by the COVID pandemic, | felt
increasingly ignored and neglected by a team who was supposed to be facilitating my
research. Repeated missed meetings and unanswered emails left me wondering what my
place, and my research’s place, was within the organisation, and left me fearful in the lead-up
to my visit to Kenya that nothing would be organised and | would be unable to collect data. |
had to firstly consider the power dynamic between myself and my partner organisation, and
then any power dynamics between my partners and any participants, to anticipate how they
might influence my interactions with my participants. | took extreme care to go into every
interview without holding resentment towards the previous few years of struggles and lapses
in communication it took to get to this point and believe that | was successful and
acknowledging any power dynamics and proceeding appropriately.

Another type of reflexivity is methodological reflexivity, in which researchers

consider any nuances and potential impacts of their methodological decisions (Olmos-Vega
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et al., 2023; Walsh, 2003). This includes analysing the meaning of methodological decisions
and ensuring that they are both ethical and rigorous (Olmos-Vega et al., 2023; Walsh, 2003).
For me, methodological reflexivity took two forms. Firstly, | chose to not assign a strict
theory to my work but rather to use a descriptive approach, which I felt would be best suited
to my research goals after multiple literature reviews and discussions with our partners in
Kenya. The main implication of this, of course, is that some may consider my work
atheoretical, however | feel | have addressed these concerns in the next section. Secondly,
COVID meant that | was unable to conduct research in-country, and also severely impacted
the intended methods of my study. Using reflexivity, | was able to critically appraise what |
felt were the most important aims of my study and adjust my methods accordingly, which in
this case meant foregoing an entire stage of my study due to time constraints and instead
focusing on one stage of data collection, which | began over Zoom due to COVID-related
travel restrictions.

The final type of reflexivity is contextual reflexivity, which involves contextualising a
particular project based on the culture and historical context in which it takes place (Olmos-
Vega et al., 2023; Walsh, 2003). Contextual reflexivity also involves understanding how
research influence the field in which it takes place in both intended and unintended ways
(Smith, 1994; Reid et al., 2018; Olmos-Vega et al., 2023). In order for research to be ethical,
it should positively impact the context in which it takes place (Olmos-Vega et al., 2023). For
me, in considering how context may be influencing the participants involved, | was cognisant
of being clear with my participants about what | was researching and how | was hoping to use
their findings to improve policy in Kenya. | was aware that many people in similar contexts
feel that Western researchers swoop in, extract information, and then are never heard from
again. | ensured my participants that all of my findings would be shared with the WKF, who

has worked for years on informing policy in Kenya, and that | would gladly share my
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findings with them should they wish to use them to appeal for more SGBV-specific training.
Additionally, due to extensive reading | did prior to data collection, as well as previous
experience working within the East African context, | was able to anticipate some responses |
got to my questions that seemed otherwise unsavoury, for instance those in sections 5.3.1 and
5.3.5. I was able to critically evaluate my feelings about those responses while also situating
them in a wider cultural context, which allowed me to remain neutral during the interviews

and not reflect to my participants how | felt about their responses.

5.2.5 Data analysis strategy

All English portions of the audio recordings of the interviews conducted were transcribed
verbatim by a professional, and | checked translations that took place during the interviews
with the Kenyan research assistants prior to departing the country. | approached my research
following a descriptive lens, as inspired by Sandelowski’s multiple works detailing this
methodology, which enabled me to explore elements that might affect the professionals’
ability to provide care to the victims and analyse their lived experiences (Asemani et al.,
2014; Sandelowski, 2000, 2010). Qualitative description is a method that is often used when
the researcher seeks to describe the phenomena encountered in their research and to provide
clear descriptions of experiences and perceptions on behalf of research participants (Doyle et
al., 2020; Sandelowski, 2000). In using this method, | was able to understand the data as it
was presented to me, while still interpreting it based on both my previous readings and
research and any preconceived notions | may have had about the phenomenon | was studying
(Sandelowski 2000, 2010). Again, | was not seeking to generate theory, but rather to explore
a phenomenon. In this case, | was looking to explore what factors might affect a medical or
legal provider’s ability to give care to sexual violence victims in Kenya. While some have

stated that qualitative descriptive research is largely atheoretical, other researchers have noted
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that this approach instead allows for the researcher to consider to what extent theory may
inform the study (Doyle et al., 2020; Kahlke, 2014). Furthermore, a review of qualitative
studies to analyse their use of theory found that many qualitative studies in health, medicine,
and social science journals did not specify a theory, and while the authors initially stated that
they felt that theory was an integral part of any qualitative research, an updated review from
the same team reported that in fact over-reliance on theory may stifle reasoning and, of
especial importance to my research, that imposing Global North theories on the Global South
may perpetuate the marginalisation of Global South ideologies (Bradbury-Jones et al., 2014,
2022; Guzman-Valenzuela & Barnett, 2019). For these reasons, | am confident that although
my work was not strictly theoretical, it was still strong methodologically.

| analysed provider interviews using the Framework Method, which is often used for
semi-structured interview transcripts and was especially useful in this case because the data
all covered similar topics and issues and was thus able to be categorised (Gale et al., 2013;
Spencer & Ritchie, 1994). For this analysis, | used five key stages of the Framework Method:
transcription, familiarisation with the interview, coding, charting the data, and interpreting
the data (Gale et al., 2013). In analysing these interviews, | also used an inductive thematic
approach, which enabled me to find themes in the data itself rather than trying to match
themes to a pre-existing coding frame (Braun & Clarke, 2006).

Once the transcription of the data was completed by a hired professional, | focused on
familiarizing myself with the data by listening to each interview recording multiple times
whilst comparing the audio against the transcripts to ensure that no information was being
missed. Once this was complete, | began coding the interviews using NVivo 12. This process
entailed further familiarisation with the data and open coding where | used NVivo to
highlight and label each transcript while creating a list of codes. This list of codes and

resulting themes came entirely from the data and | analysed them all by hand. I also created
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cases for each participant, wherein each case was their gender and whether they were a
medical or legal professional, such as ‘F, MP.” This allowed me to evaluate my themes both
within and across interviews. Once the coding was complete, | organised the codes manually
by writing them on notecards and clustering them until | found appropriate themes. After the
themes were compiled, | created a framework matrix to insert quotes from the participants for
further mapping and interpretation of the data (Gale et al., 2013). | analysed all of the
provider transcripts before analysing any of the survivor transcripts as | wanted to form a
complete idea of one side’s perspectives of the situation before engaging with the other side.
Furthermore, | was the sole analyst of this data due to time constraints, however if | had had
more time or were to go back and do this study again, | would be sure to have at least one of

my supervisors review my data in hopes of potentially identifying new codes and/or themes.

5.3 Results

When | was analysing the data from provider interviews, | identified five main themes:
professional journey, operating outside of the norm, case details and procedure, limiting
factors, and personal reflections. Each of these themes contained lower-level categories for

further specification.

5.3.1 Theme 1: Professional journey

This theme covered the medico-legal professionals’ journeys to their current jobs, including
what motivated them to work with sexual and gender-based violence survivors, what the
origin of their role was, and what training they received or felt they should have received for
their current position. An interesting finding | noted in this theme was that while some
professionals had chosen to work in this field because they noticed problems in their

community, i.e.,

Many women were affected with a lot of violence, children were displaced, property was
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destroyed, and we realised, being that we are the heart of the community, we are in a
position to give legal advice to the most affected with the post-election violence. (LP1)

other professionals were working in their specific role because they had been assigned to do
so, namely some of the police officers working at a gender desk in a rural town east of
Nairobi. When asked how employees were chosen to be assigned to the gender desk, the lead
officer replied:
Yeah. It is us who deploy who'’s supposed to work. It’s up to me, we can deploy someone
else here. It’s at the discretion of us. (LP7)
When | asked what criteria he used to select employees who would be a good fit to the role,
he said:
Just a feminine. If we wake up in a bad mood we can remove her from this position. It
depends on how she performs. (LP7)
Training (or lack of training) received was a theme that occurred in all of my interviews with
professionals. Given the professions I included in this study, relatively high levels of
education were mentioned as a necessity for the role by every interviewee; yet, whether the
medico-legal professionals had received formal training to work with SGBV survivors varied
across professionals. Some interviewees had a special unit in university, medical school, or
law school, although the perceived efficacy of the training received was mixed, and many
providers sought further training elsewhere:
Yes, | did receive the training when | trained as a paralegal. But | enhance that training
from other organisations that are providing SGBV related interventions (LP2)
Yeah, when we were being trained on sexual violence cases, there is a unit that you are
trained on handling gender violence cases or, sexual gender-based violence. And also, we
received training here and there from other organisations. (LP1)
It wasn't so much in our training. Sarah: Okay. Male: It wasn’t so much in our training.
Sexual and gender-based violence wasn’t so much in our training it’s something that we

figure out on the ground/ (MP2)

Most professionals | interviewed had received training on the job, either through their
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employers or through NGOs who had organised training nearby:

Well, we have very many on job training sensitisations about violence, but we've also
gone through the ones that our Ministry of Health accredited ones, the ones we get from,
the area leadership, especially the county governments. (MP5)
The training that is being offered by my employer now, sometimes we do training on
psychosocial support related to survivors, mental health related to survivors, and
sometimes we even attend forensic evidence or sample collecting. (MP6)
Finally, some of the professionals | interviewed received no formal training, and all of their
knowledge about how to handle SGBV cases came from work experience:
But, to answer you specifically, no, | have not received specific training, so, it's
something that I've had to learn on the go and something that I've had to learn. (LP5)
Not really. The, the hospital does not, they do not, commonly take people for any SRH
training, basically you learn it on job from your colleagues or from the supervisors on
how to handle these clients, how to examine them, how to fill the forms, how to fill the
registers, things like that. Yeah. (MP4)
5.3.2 Theme 2: Operating outside of the norm
Multiple providers described to me steps either taken by them or taken by SGBV survivors
that were outside of normal operating procedure. This included offering services pro bono
and the acknowledgement that survivors were often pursuing justice informally. For some,
this was through giving extra time to the survivors they were trying to help:
She is supposed to wake up at that moment and take the victim to the hospital. There is a
lot of commitment. You must volunteer, you put the needs of the victim on yourself. It is

working hard. Some of the others will tell them, come back tomorrow. (LP7)

Sometimes she's even call me, they'll even call me at night. “[Interviewee name], are you

at this place and this, is it possible to make to this police station we 're having trouble?”
(LP8)

Others described working pro bono on some cases, while also acknowledging that victims
would often not receive justice unless they had financial means to help move their cases

through the system.
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Most of these things we do on a pro bono basis voluntary, and you find that you also have
your own work, probably employed somewhere, you really need to work, and they may
not get that representation. (LP8)
You'll quickly realise in the course of your research that in the Kenyan legal system cases
are barely concluded very quickly unless they involve politicians, or a large amount of
money. (LP3)
Professionals were also very aware that many survivors chose to handle the matter outside of
the formal medico-legal system, and at times would drop cases that the providers had been
handling.
Reporting can be done but follow up and the arresting perpetrators is a problem, because
sometimes you find that, some of the clients and their relatives sometimes prefer to settle
these issues in the home setting, out of court. (MP4)
Sometimes, even if you take the perpetrator to court, and the family, poor family, they
agree outside the court, now it is somehow difficult to get justice. It’s not even about the
court process. (LP7)
5.3.3 Theme 3: Case details and procedures
When | asked the professionals about what their service provision looked like day-to-day,
multiple providers discussed the presence (or absence) of forensic evidence and discussed
statistics about how many cases proceeded through the pathway. Interestingly, the
descriptions of how many survivors moved through the pathway were in sharp contrast to my
secondary data analysis, which can be found in Chapter 4, perhaps indicating a lack of
knowledge about what happened to the survivors once they moved forward to the next step of
care seeking. Descriptions of both the statistics of survivors moving through the pathway and
the presence of forensic evidence included the following:
If the age of 0 to 18 under Kenyan law. All cases go to court. In terms of evidence
threshold, sometimes if we get the forensic evidence at the right time, and the victim

cooperates with the legal system, 90% go through for conviction. (LP7)

Yes. In majority of cases, it's just the oral testimony and the medical/legal documents. But
those forensic, determinations, you'll highly, and in a few cases they're there, but in many
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cases they're not. Actually, in the majority of cases, there is no forensic evidence. (LP6)
When | asked questions about the process of service provision, many providers had
knowledge of what the appropriate pathway for service provision should be and confirmed
that they were trying their best to facilitate progress for their clients.
So, | would say if a survivor comes to us, either through our offices or through the phone
on the toll-free line and tell us they re survivors, first thing would be to ask whether
they've received medical support, because that is key. And so, the next response will be
based on where they are at. If they say that they've not been able to receive such, we're
able to refer them to several locations where those rape care services are provided for
free. (LP3)
Once, in most cases we receive calls when the case is already at a police station, and
then, when we receive cases, we help the victim to pursue health first, you know, like
going to the hospital, getting better, being done. And then, now from there, we pursue
that the case to be extended to a court of law, whenever we realise that there is sufficient
evidence. (LP1)
You counsel them, there is, my speciality, they go for HIV testing room, where the
counsellor is situated; so, they go through counselling. Then the next, what you do, you
just maybe, you may get them, you tested them for HIV. (MP1)
5.3.4 Theme 4: Limiting factors
Like the findings from the scoping literature review presented in Chapter 2, and as | will
explore from the survivors’ perspectives in the next chapter, there were many limiting factors
that precluded the providers from offering adequate care to the survivors, due in part to
financial and other resource barriers, as well as logistical problems experienced by the
victims that made the job of the providers especially difficult. A legal professional working at
an NGO expressed frustrations to me about what services were available for survivors:
So, psychosocial support, so far, at least the experience we ve had, in Kenya, we don't
have free psychosocial support to the extent of healing. (LP3)
And something to notice that, not all survivors can access government hospitals, because
the government hospitals are either the major level five hospitals or level four hospitals,

but a survivor who's living in a certain rural area, the nearest is a clinic that they would
access. But even with governments hospitals, they still face challenges. (LP3)
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Numerous officials | interviewed also spoke of a support fund available to victims,
technically as part of the Victim Protection Act of 2014, although none of the victims | spoke
to were aware of this fund. Furthermore, the few providers | spoke to who were aware of this
fund noted that they had not had a single patient/client successfully access it.

There were also observations from some professionals that a lack of sensitisation
amongst the public about the legal process involved in sexual violence cases resulted in a

lack of evidence, making their jobs especially difficult.

The only challenge we have in that front is that, there is no sensitisation, and what the
victims want to do initially is just get rid of what they would call that really, and like
want to wash up and get rid of the clothes and all that, which is technically getting rid of
the evidence. (LP3)

One, 1 would say there's a problem with, again, like I said, the reporting patterns of, the
clients or the victims of violence that most of them do not like directly, visit at facilities
and especially if they do, they might not do it immediately, so, they might have come
maybe having a change of clothing or taken a bath or maybe after a few days since the
events occurred. (MP5)

Logistical problems that occurred also made service provision difficult. These included court
processes that may lead to re-traumatisation for survivors, as well as delays or errors from

other professionals along the pathway that made my interviewees’ jobs nearly impossible.

So, sometimes the survivor facing their perpetrator face-to-face can cause a reaction that
may result in them collapsing or fainting, and this has happened in court several times.
So, witness boxes are nonexistent, so, it has to take a lawyer to really follow-up with the
court and argue that we need something, in this case, that a survivor shouldn't face the
perpetrator face-to-face. (LP3)

Yeah. Like recently we had a defilement case; a 12-year child was defiled by a neighbour,
and, when the father of the child reported the matter to a police station, then the kid was
taken to hospital and everything was okay. Every evidence, every, the results showed that
the child was defiled; so, it was for the police to arrest this man, you know, so, that they
can take him to court, (to the) judges. But they delayed arresting this man he fled. (LP1)

And most of the sexual violence has come from low-income people, which normally didn't
have the money to access the high-end facilities or services. So, for the few who can
assess the services, they do not have enough service providers to attend to them. (MP2)

Besides financial barriers, other resource constraints were a major obstacle in service
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provision. This included the shifting of responsibilities due to restructuring and limited

infrastructure.

When the NGO was around--the services were 24/7 and we had nurses and clinicians
specifically for those services. Now, as you can see, I'm still same person providing the
services seeing the patient at times, with other certain duties. (MP2)

First, our legal system is a bit complicated. You'll find that we do not have enough courts,
so, you only have one main court and the others are mobile courts. (LP8)
But a place like this one, I know that this is not a good setup for counseling, first and
foremost, it's not a good setup, sometimes | even struggle because | have to sit next to,
near them, because the arrangement is not basically for counseling, it's just an office.
(MP7)
5.3.5 Theme 5: Personal reflections
In talking to the providers, | learned about what they thought of their colleagues, what they
thought of their clients, and what sort of support they felt their clients needed. Legal
professionals made disparaging remarks primarily about the police to me, some also made
negative comments about medical professionals as well.
Police officers have been a big problem for us...as a result of police officers in action,
we have lost a case in court, because they failed to conduct an accused person’s
assessment properly. (LP3)
I think one of something maybe | didn't mention, police officers barely know their rules,
sadly. Unlike western countries where police officers support you through the process,
in Kenya has been that police officers hinder access to justice. (LP3)
Most of the time, the perpetrators, sometimes you'll see the family members who are
wealthy in their family, they have money, So, what'll happen, they’ll just go to the police
station, see who's in charge of the station. Then once they get the bribe, they will stop
reporting the case. (MP3)
Another area where we get a challenge is the medical, because if the medical, as an
expert, if the medical process or medical evidence is not tightened...the legal law officer
or the advocate of the perpetrator will ask. (LP2)
While not as prevalent as some of the other themes | found in the data analysis, | still

encountered victim blaming and bias against victims multiple times throughout the

interviews. Included in this bias were ideas of how a victim should be acting after
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experiencing a traumatic event:

In fact, the problem is with sex workers, they tend to report it as sexual violence, if maybe
they 've had an argument with, say someone and then they have intercourse, but they don't

get paid. (MP5)
For example if you say a child has been defiled and the child is playful or happy, they
don’t go hand in hand. Or an adult because sometimes we get somebody above 18 who
has been defiled then they are here, their mood is good, they are not moody and they are
saying maybe it was agreed to do that, so the mood plays a part. (MP2)
Again, the survivors sometimes they frustrate us also, because sometimes you get the
adolescents, the perpetrators are their boyfriend, they don't want them to get arrested. So,
instead of helping us, they help the perpetrator to run away. (MP3)
Another significant reflection from the providers was about the strain of the job, and what
might be done to help them. While dealing with all sexual violence cases was found to be
affecting for the providers, professionals who worked with children told me that they found
their work to be especially taxing, especially those with their own children of a similar age as
the victims.
So, many times, yes, it affects you because you also think the people that you know, or
people that might be at risk, and there's not much you can do to protect them. Yeah.

(MP5)

The father has been sexually abusing her, that is incest, and so, it really affects that, me
on how can I, as a father to my daughter, you know, do such a thing. (LP2)

Sarah, as a person, it affects me because of that trauma, it’s really traumatic. As a father,
it affects me because | see some of these survivors who are the same age as my daughters,
you know, you find a case of a mother, somebody who's like a mother and, you know,
anybody of the age of your mother is your mother, or your cousin; so, it's a bit
traumatizing. (LP4)
If you get like a five-year-old girl defiled by like a seventy-year-old man, sometimes you
feel disturbed, because us also, we are parents, you can imagine the kids you have at
home, the same thing happening to them, it really affect us. (MP3)
Some of the providers | spoke to were fortunate to have support from their employers or
educators, but others were unable to get help themselves due to financial obstacles on behalf

of their employer.
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Right now, we don't have support services because, that is why we thought of bringing in
a counselor, but because we currently don't have funding it's very hard to find counselors
and, the psychosocial people who can journey with us the trauma of sexual survivors’
experience. (LP1)
Yeah, we have internally as an organisation, because | work, we work directly with
survivors. We also are able to receive psychosocial support, like myself, I've been to
counseling with the support of the organisation. So, the organisation caters for such
things, but it's tough. (LP3)
Yeah. You know, we usually, you know, if there was, I'm not sure there's could be a
psychologist, specifically offering counseling services to healthcare workers who go
through these kinds of traumatizing events, or, but for now, | wouldn't say there are such.
(MP4)
5.4 Discussion
5.4.1 Main findings
In this study, I sought to learn about the barriers faced by medico-legal professionals in
providing services to sexual violence survivors in both urban and rural areas of Kenya. There
were a few noteworthy findings, including the steps that led the interviewees to their current
roles, the blatant frustration that some providers have with those in other fields, and the
disparate statistics provided by the interviewees compared with our findings in other studies,
most notably the secondary data analysis in Chapter 4. Conversely, some findings were
expected as | had read about them in other similar work conducted in Kenya previously,
notably the presence of financial and resource constraints as well as provider bias (Ajema et
al., 2011; Ferdowsian et al., 2018; Gatuguta et al., 2018; Munala et al., 2018).

One of the most notable results from this study came from my interviews with the
gender desk officers, where the head officer essentially told me that his only criteria for his
employees was that they were women and that he did not care how they felt about the job, he
could keep them in that position until he felt like changing it. He even acknowledged that he

had ‘forced these ladies to be here’ because no one else was willing to work at the gender

desk. In addition to being literally forced into these positions, the gender desk officials had
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also been thrown into their jobs with little to no formal training, an issue that was found
throughout my interviews with professionals from all sectors, including doctors, counselors,
lawyers, and judges. Although the lack of formal trainings was pervasive in my data,
especially as a part of medical or law school, many providers stated that they had personally
sought out additional training to strengthen their skills, or that NGOs had come into their
workplaces to offer bespoke sessions on sensitivity, evidence collection, and multisectoral
collaboration. This training was also often offered by researchers hoping to conduct pre- and
post-intervention evaluations, the results of which have been mixed (Ajema et al., 2011;
Albezreh et al., 2022).

While previous research has explored victims’ problems with their providers, my
research was unique in that the providers often spoke about issues they had when working
with providers from other sectors (Ferdowsian et al., 2018; Munala et al., 2018). Police
officers were spoken poorly about by lawyers, doctors, and counselors, providing
corroboration to some of the issues often faced by victims, such as poor inter-sectoral
communication, willingness to take bribes from the families of perpetrators, and resource
constraints (Ajema et al., 2009; Kilonzo et al., 2003). Some providers described to me how
police officers took their time to arrest suspected perpetrators to the point where they had
time to flee the county, took bribes to stop the case from progressing any further through the
case referral pathway, and were constantly offering excuses as to why their job was not being
done properly. While some of the interviewees chalked this poor performance up to
inadequate training, some were bolder in stating that it seemed like the police simply did not
care about the victims or doing their jobs properly.

Regarding the statistics of cases who progress through the pathway, my findings
highlighted a major gap in knowledge on behalf of the providers. For example, one of the

providers | interviewed in this study, the head of the gender desk mentioned previously,
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stated that 90% of defilement cases go through to conviction. A medical professional |
interviewed stated that he thought 50% of cases made it through the case referral pathway to
the end, and another provider, this time a lawyer, said that he thought that 10% of cases made
it through to conviction. While this number is more realistic, it is still highly inaccurate, as
my secondary data analysis found that fewer than 1% of cases reach the sentencing phase of
the pathway. Though the sample from the WKF may not be representative of the rates in all
of Kenya, they are still striking, though not so different than the 1.1% of rape cases in the
United States that get referred to a prosecutor or the 1% of cases in the UK that result in a
charge (not necessarily a conviction) in the same year in the United Kingdom (RAINN, 2019;
Rape and sexual assault statistics, 2023; Van Dam, 2018). It was difficult to distinguish
whether these inaccuracies were due to a lack of available data on case progression, inflated
statistics being fed back to the providers, or simply misguided ideas about what happened to
cases after they were passed on to the next step of care seeking.

As with previous research, there were quite a few instances of victim blaming and
bias present in my interviews with both medical and legal professionals, although, as found
previously, bias was more prevalent amongst legal providers than medical providers
(Ferdowsian et al., 2018; Munala et al., 2018). During my interviews, multiple providers said
that the behaviour of the victim might indicate if they were being truthful about the assault,
and that certain behaviours would not go together with having been sexually assaulted, thus
indicating that the survivor was lying. These opinions may be explained by the prevalence of
rape myths in Kenyan society and could potentially be handled via intensive trainings
(Tavrow et al., 2013). As mentioned previously, however, many of these professionals go
through their entire education and many years of professional work before encountering a

formal training process.
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5.4.2 Strengths and limitations

My study was unique in that professionals from multiple roles within the medico-legal fields
were interviewed to learn about their attitudes about their jobs and what barriers they faced
daily. By using qualitative methodology, I identified a number of key findings that are likely
to be relevant in similar contexts elsewhere, thus making these findings widely applicable
and informative for future research. These findings will be transferrable to other similarly-
resourced contexts, as evidenced by the frequency of themes that occurred in my scoping
review throughout multiple countries in East Africa (Rockowitz, Flowe, & Bradbury-Jones,
2022). Furthermore, my descriptions of the types of providers interviewed for this research
and the settings in which this research took place make it possible for similar work to be
conducted elsewhere. My interviews with professionals across different professions within
the field yielded unique findings about barriers faced at multiple stages of the case referral
pathway, and helped shed light on what steps can be taken in the future to ensure that
providers are given the best tools and knowledge possible to provide improved care for
SGBYV survivors. By interviewing professionals in both urban and rural areas, study
credibility was strengthened, and data saturation was achieved. Because | was able to
interview all professionals in English, I am not concerned about any information being lost in
translation, a minor concern of mine regarding my victim interviews.

The lack of inclusion of tribal leaders/community elders was a limitation of this study,
as they play a crucial, albeit informal, role in connecting survivors to, if not providing, certain
services. Considering the frequency with which the interviewed medico-legal professionals
mentioned informal care seeking, such as ‘kangaroo courts,” interviewing this population
would have provided me with valuable insight into other service provision models that exist
in Kenya. However, due to the pandemic and thus a severely shortened fieldwork timeline, it

was simply not possible for me to include this population in my research. I also would have
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liked to interview professionals from private health facilities to see how their ability to
provide care may have differed from those in government hospitals, but again, my shortened
timeline made it difficult to include participants from so many locations. Another potential
limiting factor of this work was the cross-cultural nature of the research, which may have
caused participants to feel constrained in their responses, though this was hopefully mitigated
by the presence of a local representative of the Wangu Kanja Foundation with me in my
interviews. Finally, there may have been issues with social desirability bias, and interviewees
may have altered their responses to appear more socially aware, yet the boldness with which
some interviewees proclaimed their distrust of survivors, coupled with the recurrence of
themes indicating data saturation from both medical and legal professionals, suggested that

this was minimally impactful (Bergen & Labonté, 2020).

5.4.3 Recommendations for policy, practice, and future research

Given the findings from my research, there is a pressing need to implement policies and
practices that can help prepare medical and legal professionals to address the needs of sexual
violence victims in Kenya. Although my research did not evaluate the health and legal
systems’ overall functioning in relation to sexual violence service provision, but rather the
experiences of professionals within the health and legal systems, addressing issues at the
system level would address some of the issues I identified in my research.

There exists a robust body of research that has explored health system readiness to
sexual violence service provision around the world, both in high- and low-income countries,
which has noted that the main roles of health systems include identifying violence, referral to
legal and other support services, providing long-term mental health support, and more
(Garcia-Moreno et al., 2015; Sikder et al., 2021; Colombini et al., 2022). Health system

strengthening approaches include training sessions for professionals, streamlined referral
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pathways, and resource allocation to better suit the needs of sexual violence victims (Garcia-
Moreno et al., 2015; Hudspeth et al., 2022). While many of these recommendations would
certainly help bolster Kenya’s health system, one of the major issues that | found during my
research was a lack of appropriate education. This finding has also been noted in
Mozambique and Tanzania (Manuel et al., 2019, 2020; Ross et al., 2018; Rosser et al., 2022).
This issue can at times be addressed within the health and legal systems, as some of my
participants did note that their employers brought in outside experts for ad-hoc training
sessions, however many of my participants also noted that they wished they had had more
sexual violence-specific training while in medical or law school.

One way to address this gap in knowledge would be to require relevant classes be
integrated into the formal curricula at all accredited medical and law schools in Kenya. These
courses should be taught by dedicated teachers who are experts in sexual violence, rather than
by professors who are teaching the bare minimum on the topic simply to say that it has been
done. Additionally, lessons addressing sexual violence should not occur over a short period
of time, but rather across the duration of one’s medical or legal education, so that
professional skills can be applied to the needs of sexual violence victims as they develop.
These courses should also be co-produced with sexual violence survivors, such as the gender
defenders from the Wangu Kanja Foundation, so that the coursework can be designed based
on lived experience.

There is also a notable need for improved working relationships between sectors, as
reflected by multiple comments from professionals in all fields disparaging other
professionals. Existing research on improving multisectoral collaboration has found that
engaging nongovernmental stakeholders, civil society organisations, academia, and the
private sector is a potentially effective way to create sustained change (Rasanathan et al.,

2017; Albezreh et al., 2022). By working within existing structures collaboratively, rather
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than having a single group working to champion change, negotiation, flexibility, and
communication can be prioritised (Nicholls, Raman, & Girdwood, 2012; Rasanathan et al.,
2017). Tools created by international non-governmental organisations already exist to
increase multisectoral collaboration, such as one by the Prevention Institute aimed at
preventing interpersonal violence through multisectoral collaboration and another by USAID
aimed at improving health policy design through multisectoral coordination (Health Policy
Project, 2014; Violence Prevention Alliance 2020). Although neither of these tools are
specifically aimed at increasing collaboration between medico-legal professionals in treating
sexual violence victims, their recommendations, such as developing a shared language for
sectors to communicate with each other, identifying shared outcomes, and supporting
multisectoral working group meetings, can all be applied to the Kenyan context (Health
Policy Project, 2014; Violence Prevention Alliance 2020).

Future research on the barriers faced by medico-legal professionals when providing
care to sexual violence victims in Kenya should focus on refining and developing resources
that professionals from each sector would find useful in their everyday roles. My research
identified a lack of knowledge or appropriate training experienced by professionals in both
sectors, and these resources may be able to address some of the gaps that are being
experienced as a result of poor (or nonexistent) education. Future research may also involve a
co-design process between service users and service providers to establish a practice model
that victims find more acceptable. Many victims spoke of poor treatment by professionals
that deterred them from seeking help, and a co-design process guided by trauma and gender-
informed care approaches may be a way to help address some of these issues, especially

those surrounding provider bias.

5.5 Conclusion
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My study addressed a gap in the literature on barriers felt by medico-legal professionals in
providing care to SGBV survivors, as well as the impact of the profession on the providers’
personal well-being. The themes I identified in my interviews correlated with previous
findings in similar work, although my work examined the lived experiences of professionals
in both rural and urban areas in Kenya more thoroughly than had been done previously. |
found that critical barriers experienced by providers appeared to be limited financial and
infrastructural resources, inadequate training, and distrust of professionals in other sectors.
Future research should focus on enhanced training programmes that include professionals
from multiple sectors, to ensure that the next generation of providers is both being trained on
proper case management skills and fostering more multisectoral collaboration and trust,
which is the only way to ensure that survivors in Kenya get adequate care while moving

through the case referral pathway.
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Chapter 6. Sexual violence survivor perspectives on barriers to medico-

legal service access in Kenya

Consequences of sexual violence can include physical injuries, mental health and behavioural
issues, sexual and reproductive health concerns, and chronic disease (World Health
Organization, 2014). In Kenya, a country where more than 11 million women have
experienced physical or sexual violence at least once in their lives, this has led to serious
issues both for the victim/survivors themselves and for the health and legal systems tasked
with managing these cases (National Gender and Equality Commission, 2014). Although
survivor interactions with the medico-legal system in Kenya have been researched
previously, | found no research comparing the experiences of the survivors to the experiences
of the providers. Additionally, there exists a dearth of research on the everyday experience of
a victim in interacting with the medico-legal system. Instead, most research focuses on the
experiences of survivors engaged with certain interventions or initiatives. In this study, I set
out to gain further understanding of the average experience of a Kenyan sexual violence
victim when accessing medico-legal services, with the intention of later comparing these
findings to those from the provider interviews. Through conducting focus group discussions
in both urban and rural areas in Kenya, | found that financial barriers, infrastructural barriers,
and cruelty from providers were significant issues faced by victims when seeking medico-
legal services. These findings, in addition to the findings from the provider chapter, can be
used to inform future training programmes for medico-legal providers in Kenya as well as

policies centred around more trauma-informed and survivor centric care.

6.1 Introduction

Sexual violence is one of the world’s most prevalent human rights abuses and non-

58



communicable diseases (Garcia-Moreno et al., 2005; Tulchinsky & Varavikova, 2014).
Sexual violence is defined as any sexual act or attempt to obtain a sexual act, acts to traffic,
unwanted sexual comments or advances, or acts directed against a person’s sexuality using
coercive tactics regardless of their relationship to the victim and in any setting, including
personal and professional (World Health Organization/London School of Hygiene and
Tropical Medicine, 2010). Ubiquitous negative beliefs about women, including rape myths
and other harmful stereotypes, can be found around the world and both cause and sustain
poor responses to sexual violence by communities, societies, families, and individuals, which
enable cycles of violence to continue through the generations (Kalra & Bhugra, 2013).

In Kenya, over 11 million women have experienced sexual violence as children
and/or adults (National Gender and Equality Commission, 2014). Research has shown that
nearly 41% of women in Kenya have experienced physical and/or sexual intimate partner
violence at least once in their lifetime, and that nearly 26% reported having experienced it
within the 12 months preceding data collection (Ministry of Health et al., 2015). Research in
low- and middle-income countries has found that young adult women aged 20-24 have a
higher risk of violence than older women, with adolescent girls aged 15-19 showing a
comparable risk to the young adults (Decker et al., 2015). In Kenya, 18% of females
experience their first incident of sexual violence prior to 13 years of age, 39% between the
ages of 14-15, and 43% between 16-17 years old (UNICEF et al., 2012). This violence often
occurs in tandem with physical and emotional violence (UNICEF et al., 2012). Additionally,
in up to 42% of cases, a young girl’s sexual debut in Kenya is due to coercion, be it via force,
flattery, persistence, or threats (Moore et al., 2012). There are multiple notable reasons for the
pervasiveness of sexual violence in Kenyan society, including the fact that Kenyan society
often resolves conflict through violence, women are viewed as inferior due to patriarchal

views, and that violence is seen as means of social control (Bridgewater, 2016).
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In addition to the health risks associated with sexual violence discussed in the
previous chapter, research has also shown that women in Kenya and around the world who
suffer violence are more than 1.40 times more likely to give birth prematurely, 1.52 times
more likely to acquire HIV/AIDS, and 4.54 times more likely to die as a result of suicide
(Garcia-Moreno et al., 2013). Victims also face possible death or disability arising from
physical injury, chronic diseases, mental health conditions, and substance abuse issues
(Garcia-Moreno et al., 2013). In addition to the physical and mental consequences of sexual
violence, victims are often shamed by their loved ones and excluded from their social circles,
leading to isolation and the possible exacerbation of existing mental health problems
(Kennedy & Prock, 2018).

Kenya’s Sexual Offences Act of 2006 defines rape as an unlawful and intentional act
‘which causes penetration with his or her genital organs; the other person does not consent to
the penetration; or the consent is obtained by force or by means of threats or intimidation of
any kind’ (National Council for Law Reporting, 2009). Upon a survivor reporting rape or
other sexual violence to the authorities, several stages of documentation and medico-legal
evidence collection will commence before the case can proceed to court, as explained further
in Chapter 4. If a victim presents to a police station, their testimony will be taken by an
officer at a gender desk. When survivors report to hospitals or other medical clinics, the
health practitioner will carry out the forensic medical examination, which includes filling out
the PRC and P3 forms (Wangamati et al., 2016). While this process is supposed to be free for
victims, previous research has found that victims have been asked to provide money for
gloves for the medical examination or to pay to print the post rape care (PRC) forms, a
financial obstacle which often prevents victims from seeking help (Wangamati et al., 2016).
Sexual violence victims may disclose their incident through several avenues, including to

community health volunteers, religious leaders, family members, and human rights
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defenders, depending on their socioeconomic status, geographic location, and the wider
cultural context that surrounds them (Odero et al., 2014).

In an effort to improve the handling of sexual violence cases, Kenya’s government
created the National Guidelines on Management of Sexual Violence in Kenya (Ministry of
Public Health and Sanitation & Ministry of Public Services, 2009). These guidelines were
last updated in 2014 and were created to provide guidance on how to manage sexual violence
from clinical, justice, and societal approaches. Despite the creation of these guidelines,
societal perspectives on sexual violence and women’s health in Kenya persist (Rockowitz,
Kanja, & Flowe, 2021; Wangamati, 2018). Although the guidelines allow for abortion in the
event of pregnancy due to rape, many health providers still refuse to provide abortions to
minors who have been violated and to adults unless there is a clear risk to the mother
(Wangamati et al., 2020). In addition to the national guidelines, there is also the Victim
Protection Trust Fund, which was established to provide financial assistance to victims of
post-election violence (National Council for Law Reporting, 2019).

Much of the research involving sexual violence victims in Kenya is in relation to a
specific intervention or initiative, such as a one-stop centre (OSC) or a training programme
involving medico-legal professionals (Temmerman et al., 2009; Temmerman et al., 2019;
Wangamati et al., 2020). My research differs in that the intention is to understand the
experience of the average survivor who interacted with Kenya’s existing medico-legal system
to see how everyday operations are enabling or preventing a victim’s access to services.
However, the involvement of the Wangu Kanja Foundation does mean that the survivors
interviewed may have different experiences compared to victims in the general population.
On the one hand, this group of survivors may have had more supportive interactions with
medico-legal providers than is typical for survivors in Kenya because of the support they

received from the WKF. On the other hand, many of the survivors I interviewed had begun
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interacting with the medico-legal system prior to their engagement with the Wangu Kanja
Foundation, and they may have sought services from the WKF because they were not
receiving adequate support from the medico-legal providers they were encountering. All
things considered, caution is warranted in generalizing from the experiences reported by

survivors in this chapter.

6.2 Methodology

6.2.1 Participants and recruitment

As with the providers, | recruited some victims for focus group discussions to be conducted
on the ground in Kenya while the UK was still in lockdown. Focus group discussions were
chosen for the victim group for multiple reasons. Firstly, | wanted my interviewees to be as
comfortable as possible and was assured by my research assistants from the WKF that my
interviewees would be most comfortable sitting amongst women (or men) that they already
knew and had endured similar difficulties. Additionally, focus groups were chosen because
they enabled the participants to hear other people’s responses and add commentary as they
chose, perhaps bringing up points they may not have thought of otherwise (Robinson, 1999).
Focus groups give participants the opportunity to generate their own questions towards their
peers, which occurred multiple times throughout each focus group and yielded information |
might not have received otherwise (Kitzinger, 2005). Additionally, previous research on
focus groups has found that critical comments appear more frequently in group discussions
than individual interviews, and the nature of my research meant that | wanted the participants
to be as honest and critical about the medico-legal system as possible (Kitzinger, 2005; Watts
& Ebbutt, 1987). One potential disadvantage of focus groups is that the themes that emerge
may reflect shared experiences of the majority rather than individual experiences, however

the research assistants and | attempted to mitigate this by emphasizing that we wanted to hear
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about everyone’s experiences, even if they thought they were unique to her or him alone
(Acocella, 2012; Stasser et al., 1995).

To recruit for the focus group discussions, | provided the Wangu Kanja Foundation
with an information sheet that was distributed to survivors who were associated with the
Wangu Kanja Foundation via gender defenders who offer support groups. This information
sheet and consent form can be found in Appendix 4.1. The participants also aided in
recruitment by spreading information about the study to their friends or family members who
also met the inclusion criteria. Two focus group discussions were conducted by a trained
member of the Wangu Kanja Foundation in Nairobi using a questionnaire that | had designed.
These focus groups were audio and video recorded and safely transferred to me for analysis.

Once lockdown had lifted in both Kenya and the UK, I arranged three in-person focus
group discussions. Participants were recruited in the same manner as previously, and |
conducted the discussions with the assistance of translators from the Wangu Kanja
Foundation and my research team who had gone with me to Kenya from the UK. We
conducted these focus group discussions in Nairobi, Kitui, and Kiambu at locations chosen
by the gender defenders with groups ranging from 8 to 10 and participants ranging in age
from 18 to 56. In total, 47 victim/survivors were interviewed for this study.

In order to manage the emotional safety of the participants, it was made clear at both
the beginning and end of all focus group discussions that counselors from the Wangu Kanja
Foundation were available for assistance should it be needed. Additionally, participants were
informed that they could leave the focus group discussions at any time and that there would
not be any consequences. Due to the existing relationships between the gender defenders who
helped organise and facilitate the focus group discussions and the participants, there were
open lines of communication throughout the entire process to ensure the wellbeing of

participants. In order to manage the safety of the researchers, debriefing sessions were held at
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the end of each day of interviewing. Additionally, | as the lead researcher made it clear that if
any of my colleagues felt unable to continue conducting the research they would be able to
discontinue the interviewing process and would be connected with appropriate mental health
services either at the university or their host organisation. | am also a co-founder of an
international community of practice for researcher resilience for postgraduate researchers,

and made our resources available to my colleagues,

6.2.2 Materials
The focus group discussion consisted of open-ended questions, including those about barriers
to accessing different types of services after an incident of sexual violence. As with the
interview guides for the providers, these questions were designed at first by myself and my
supervisors, then sent to Wangu Kanja for her feedback on which questions she felt were
most relevant for the given context. The questions for the victims differed from the questions
for the providers, however, in that these questions were also designed with Andersen’s
behavioural model of health services use in mind. This meant that the questions were sure to
evaluate the need intended use, actual use, and disabling and enabling factors of the health
and legal services being accessed in Kenya (Andersen, 1995; Lederle et al., 2021).
Furthermore, the questions were sure to address any contextual characteristics or individual
characteristics that may have affected a victim’s interactions with the Kenyan health system
(Lederle et al., 2021). After an iterative process, the final interview guide was designed.
These open-ended questions left space for the participants to raise their own issues and for
some discussion between the survivors and the gender defenders about their experiences. The
interview guide can be found in Appendix 4.2.

Focus group discussions were conducted with all survivors involved in this study

either by UK-based researchers or affiliates of the Wangu Kanja Foundation. Although I was
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informed prior to my visit that English fluency would be sufficient amongst interview
participants that | could conduct the FGDs on my own, it quickly became apparent that this
was not the case. As a result, | enlisted the help of counselors or gender defenders who had
been trained by the WKEF in qualitative interviewing techniques to assist me with my
interviews. | discussed with my colleagues how best to conduct the FGDs given that a
translator was now needed, and we determined that | would ask the questions, we would
allow time for a discussion, and then the information would be summarised for me before a
new question was asked. While relying on summary translation made me concerned about
missing crucial information, | felt it was preferable to interrupting flowing conversations with
a group discussing an incredibly difficult topic. | hope to have mitigated this potential loss of
information by listening through the recordings with my colleagues prior to departing Kenya
to cover any material that may have been missed by the live translation. At the start of each
focus group, | or my colleagues distributed consent forms that were then explained verbatim
in Swahili by employees of the Wangu Kanja Foundation or gender defenders helping
facilitate the discussions. Each participant signed a consent form which was then returned to
me, and | then set audio recorders in multiple spots around the room to ensure everyone’s

voice was being captured.

6.2.3 Procedure

Ethical approval for the study was obtained from the University of Birmingham’s ethical
review board and written in compliance with the university’s code of practice for research.
Additionally, due the international nature of this research, ethics was required in Kenya as
well. I obtained ethical approval from United States International University Africa’s
institutional review board in Kenya. Evidence of ethical approval can be found in Appendix

3.6. Prior to each focus group discussion, | distributed participant information sheets and
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consent forms around the room. Consent was collected via signed forms, and all participants
agreed to the use of an audio recorder before the focus group discussions began. The mean
focus group discussion length was 79 minutes (range 69-93). Participants were given phone

credit for participating.

6.2.4 Reflexivity

In section 5.2.4 | explained in-depth what reflexivity means to me, and provided examples for
how I incorporated personal, interpersonal, methodological, and contextual reflexivity into
my research with medical and legal professionals. | also used these reflexive practices in my
research with sexual violence victims. On a personal level, the main reflexive action | took
was constantly checking in with myself and with my team about how continually hearing
stories related to sexual violence may have been impacting our mental health. However, since
my research did not ask about the sexual violence itself, but rather the care that was sought as
a result of said violence, the interviews with the victims were more frustrating in nature than
they were traumatising. | felt myself getting increasingly frustrated hearing about the barriers
my participants had faced at every step of the journey, and could not help but sympathise
with their struggles. Because | was largely accompanied by a gender defender who was
familiar with each participant, | was also able to see how frustrated and angry they were
about not being able to facilitate better care for their clients. | was able to analyse how | was
feeling and use these emotions to guide my practice, in this case my interviewing techniques,
and also debriefed with my team at the end of every day and made sure that my research
assistants felt comfortable continuing their work. On the interpersonal level, my reflexivity
was largely the same as | mentioned in section 5.2.4. | was extremely discontented with my
interactions (or lack thereof) with my NGO partner and wondered if their poor engagement

skills with me mirrored their engagement with clients. This left me concerned about how
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much help my participants had actually gotten from the WKF, although I did not feel
comfortable asking both due to the presence of gender defenders who worked for the WKF
and because that was not the goal of my research. Another way | engaged with interpersonal
reflexivity was to reflect upon how power dynamics between myself, a white Western
researcher and my participants, Kenyan women (and one man) who had faced extreme
hardship, might influence my interactions during data collection. I tried my best to make sure
that my participants felt comfortable with me and believe that the presence of known gender
defenders serving as translators helped bridge the gap between us.

Methodologically, my reflexivity was also similar to that mentioned in the provider
chapter. One difference, however, was that while | was able to interview providers over
Zoom, | realised that I did not feel comfortable doing the same with victim/survivors as |
could not guarantee that they were alone, away from their perpetrators, and able to access
mental health support if needed after our interview. As a result, I changed my methods to
include FGDs conducted by trained interviewers while travel was prohibited, which were
then audio recorded and sent to me for analysis. | believe this was the ethical choice, as it
helped me ensure the safety of my participants, however due to quality control issues with the
audio recording and file transfer the data are not as rich as | had hoped. Finally, on a
contextual level, it was important that | be aware of how the cultural context of Kenya, a
largely patriarchal society, might influence my work. One of the ways in which this
contextual reflexivity occurred was the iterative process in which | designed my research
questions. Although I designed them initially, as further detailed in section 6.2.2, they also
went through an iterative process in which the head of our partner organisation, as well as
trained counselors and gender defenders, offered feedback to ensure that the questions were
culturally competent. We then took their feedback into account, redesigned the questions as

needed, and repeated the process until both sides were satisfied with the questionnaires.
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6.2.5 Data analysis strategy

As with the provider chapter, all English portions of the audio recordings were transcribed
verbatim by a professional, and | checked translations with my Kenyan research assistants
prior to departing the country. Again, as with the provider chapter, | approached this research
through a descriptive lens, which | have described at length in section 5.2.5. | analysed the
victim focus group discussions using the Framework Method, which was useful in that the
data all covered similar topics and was thus able to be categorised (Gale et al., 2013; Rabiee,
2004; Spencer & Ritchie, 1994). Although focus group discussion analysis often requires
more in-depth analysis of participants’ in-group interactions, perhaps due to the topic at hand,
or the presence of a cross-cultural researcher, there was minimal in-group discussion and
participants tended to respond solely to the translator asking the questions rather than to their
groupmates. Again, as with the provider chapter, | used an inductive thematic approach to
analyse the data so that | could find themes within the data itself rather than matching themes
to a pre-existing coding framework (Braun & Clarke, 2006). Thematic analysis was
especially useful for this data set because it allowed me to analyse the perspectives of
multiple research participants to identify similarities and differences while also summarising
key features of all of the focus groups overall (Nowell et al., 2017).

Once the data had been transcribed by a hired professional, | focused on data
familiarisation by listening to each focus group discussion multiple times whilst comparing
the audio to the transcripts to make sure that all participants’ responses were included. Once |
had completed the data familiarisation process, | began coding the focus group discussions
using NVivo 12. This process included further familiarisation with the data and open coding
where | used NVivo to highlight and label each transcript while creating a novel list of codes.

This list of codes came entirely from the data and was all analysed by hand. Once this
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process was complete, | organised the codes manually by writing them on notecards and
clustering them until I found overarching themes. Once the themes were organised, | created
a framework matrix to insert quotes from the participants for further mapping and
interpretation (Gale et al., 2013). The survivor interviews were analysed after the provider
interviews so I could have a more complete picture of the providers’ perspectives before
analysing the survivors’ perspectives. Due to the nature of the transcripts, cases were not
created for the focus group discussions because it was difficult to track all of the participants
as there would often be a brief conversation between multiple participants in Swahili that
would then get translated to me once the conversation had ended. As with the provider
chapter, I again wish that | had had more time to allow for at least one of my supervisors to
code some transcripts so we could compare and discuss our themes. Once the themes had
been identified from the survivor transcripts, | again sat with my notecards, this time from
both providers and survivors, and looked for overlapping content. This analysis resulted in a

Venn Diagram of overlapping themes which is discussed in section 7.2.5.

6.3 Results

While I was analysing the focus group discussion transcripts, | identified seven main themes:
no care seeking, obstacles and barriers, operating outside of the norm, care seeking process,
reasons for seeking care, future talk, and interactions with professionals. Each of these

themes contained lower-level categories for further specification and analysis.

6.3.1 Theme 1: No care seeking
In this theme | have described the reasons that victims did not seek medical or legal help after
their sexual violence incident, which included advice from their family or community

members against pursuing the case, having internalised feelings of shame that prevented them
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from publicizing their case, and more general reasons for not seeking out medical or legal
care. In one instance, a woman was warned against reporting because of how it might affect
her marriage:

The sister told her, you know, if you go to report, your husband will find out. (FG3)

Another woman whose daughter was assaulted was told to relocate rather than report due to
safety concerns, causing her to move her family rather than pursue any further justice:
So, someone advised the mom because the daughter was in dangerous groups, take her to
upcountry. (FG3)
A more common theme amongst the participants that | identified was the shame of being
outed as a sexual violence victim, which often deterred them from pursuing help of any sort,
especially if they were pregnant as a result of the rape:
1 fear that stigma with me, that’s one. Two, I feared my child, because I have only one
child, to know that | was raped. (FG1)
She says she took time before going to the hospital because she didn't want people to
know about what had happened, and also, she didn't want people to know that she's

expectant out of rape. (FG1)

So, she said, fear of being stigmatised, like, “If I go there what will they think of me?”
“What will they think?” (FG4)

Besides the fear of being stigmatised, survivors also explained to me that they did not seek
legal help because they did not see the point, had heard it was a negative experience, or
because they had more pressing concerns, such as the welfare of their child:
After that they advised her to go to the police station. But she said she didn’t go because
she was raped at night and also she didn’t know the perpetrators so she didn’t see the
need to go to the hospital. (FG3)
She says, although she did not go to report, the reason why she didn’t go to report was
because of what she had heard from people who go through at the police stations. She

says, maybe she would have gone there and would have been told, especially from the
male police officers. Maybe you are dressed badly, that’s why those people raped you or
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maybe they will tell you that you are the one that showed them interest. (FG3)
Okay, she says she didn’t go to legal services because first the perpetrator beat her child
up. And then, now went ahead to rape her. So, the first thing that struck her mind was to
go check her daughter. Yeah, to take the child to the hospital, a boy. So, she first went to
the hospital. She didn’t think about going to seek legal services. (FG2)
Finally, some survivors did not seek help because they feared repercussions, either because
they had been threatened directly or had heard about what would happen to them should they
pursue their cases further:
She says she didn't report at first because she was threatened by the perpetrators that
they will kill her. (FG1)
They don’t pursue because they knew the perpetrators in the community, they had raped
many women. So, they told her don’t pursue them because they would come back and

rape you again or kill you. (FG3)

But I'm also thinking, some of these police officers tend to threaten. They will track you
or something, I don’t know. (FG3)

6.3.2 Theme 2: Obstacles and barriers
This theme explores the obstacles and barriers that survivors perceived that made it difficult
for them to access care. | found this theme multiple times in every focus group discussion and
split it into three smaller categories: issues with the legal process, logistical barriers, and
financial barriers or being asked for a bribe. Issues with the legal process were numerous,
including poor organisation and the indefinite postponements of the case:
She says even in the court they were abused, because they went and then their name was
not called on the date that they knew they were supposed to go. So, they went and they
were abused. (FG1)
She says that this happened in 2018 and since then the case is still going on. But still the
case is being prolonged because the perpetrator always has excuses. Sometimes he says
he is sick. That he didn’t read the proceedings and things. So, with those kind of excuses,
the case is dragging. So, now they have another hearing. (FG2)

There was also the ever-present issue of resource constraints, which had been documented

heavily in previous research and explored further in both my scoping review and provider
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chapters (Undie et al., 2016; Wesson et al., 2015). A typical resource constraint experienced
by the survivors in this study were limited supplies at health centres when they sought out
medical care:
I think in a scenario maybe when somebody is taken to a facility, that they don't do, they
don't have a lab, you know they are so small, small facilities. (FG1)
There were also issues with infrastructural barriers, including transportation issues and
limited operating hours of sexual violence clinics:
So, from where the incident happened to where the police station is, it is very far and she
didn’t have the transport. (FG3)
No. Okay. She is saying that you cannot get help, especially from the hospitals, you
cannot get treatment the same day that there are specific days, for example, Tuesday and
Thursdays when you can get help. So, for example, if your case was on Monday, you are
not treated until Tuesday. (FG3)
The most common barrier faced by survivors in accessing care, and one that has appeared
consistently in previous literature on SGBV service provision in LMICs, is financial. This
included both the cost of care itself and the bribes being asked for by medico-legal
professionals to provide care.
She went to the hospital and when she came back, they told her, now that they can help
her, do you have 500-schillings, money. And when she said she’s just a casual labourer,

she doesn’t have money. (FG3)

She says, the major problem is about its corruption. You must have a bribe to get help.
They will not ask for it directly. But they look for ways to ask for it. (FG3)

So, she said, for her it's the transport, like the lack of money, like you see for her, she was
saying, “Would with the little that you have, would you choose to get transport to go to
hospital or would you feed your kids,” so, it’s a dilemma. So, you end up, because of lack
of money, you end up choosing to fulfil your wellbeing, I guess. (FG4)

They're like, give us money, say for the, the police car doesn't have petrol, so, you have to
fuel the car; you have to give us something small. (FG4)

A final barrier faced by the survivors | interviewed was COVID, and the restrictions and
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limited resources that occurred as a result:

And then, also, just when COVID had started, some hospitals were restricting. Like you’'d
be told you are not coming to the hospital. And also, the police station. And all that. You
didn’t just walk in like you used to. So, you would find that it became so difficult. (FG3)
So, she is saying, it was hard, because one divided attention, like you'd go talking to a
doctor, he's, you know, with someone else and something, and then also there were few,
there were few doctors who were available for such cases, because all their attention was
now. Yeah. (FG4)

6.3.3 Theme 3: Operating outside of the norm

As with the provider chapter, there were multiple occasions where survivors mentioned

events to me that had occurred outside of the typical case referral pathway. These included

actions taken by the survivors, such as learning how to play the corrupt system and settling

their issues in ‘kangaroo court,” and actions taken by the perpetrators that rendered the

survivors’ cases null. Nepotism and connections were used to ensure that a survivor got taken

care of properly:
Her dad, before he passed, he was an Army solider. So, when the mom went to the police
station, she told the police and said, take good care of her, she’s one, she’s like your
child. (FG3)

Additionally, full awareness of the bribability of the medico-legal professionals meant that

well-resourced survivors took full advantage of the situation to help move their cases along.
After the incident | went to the hospital, so you know if you have money it helps, so we
went. (FG2)

Kangaroo courts, informal justice systems often run by community leaders or tribal elders,

were also referenced as a means to justice (Wangamati et al., 2016).

There is what we call the kangaroo court. So, people advise you like, these rape cases,
most of the time, they say they're not operated in the court of law but at home. (FG1)

6.3.4 Theme 4: Care seeking process
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During the focus group discussions, | asked participants about what the actual process of care
seeking looked like to them. This was important in both ascertaining if the case referral
pathway as outlined in Chapter 4 was being followed and in finding out how this process
affected the wellbeing of the participants. After | asked what steps a survivor went through
after being violated, participants stated:
Okay, for me, first of all, I didn't go to the hospital. So, | have to seek help first because I
didn't know where to start from or what to do next. So, | didn't have any idea of going to
the hospital or doing whatever, but first of all, I tried to seek help online, therefore, I
found a number to send a help form. (FG4)
So, for me, [ was referred to the doctor directly, so, I went, I didn’t pass through the
reception, so, again, the reception is where you get a lot of (words) from the doctors; so, |
went through the doctor direct. (FG4)
Participants also discussed with me at what point along the case referral pathway their
journey had ended. For some, it was due to interference from medical or legal professionals:
Actually, the judge. The judge was the one who said, if there was no witness, this
evidence form is blank, we can dismiss the case. (FG2)
Other participants were frank about their negative experiences, both regarding how they were
treated personally and how their cases progressed.
For example, the gender desk there was harsh treatment, abuse, corruption, everything. It
is so hard to get good services. So, so hard. (FG2)
She says-- She says, for her, she hopes that the case can be redone and she gets her
justice. She did not get justice. She said at the time she told herself she would just let it
go. But it’s too hard. She is unable to do that. (FG2)
She said, once they got to the hospital, they just left her at the reception. They did not
follow up with coming to attend to her or anything. So, when the nurses came they started
abusing her. You have blood all around you why are you sitting here? And she felt the
rejection and felt the shame and condemnation. So, she left the hospital feeling worse

than she did when she got there. (FG3)

Although I encountered many instances of negative interactions with the medico-legal
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system, survivors were also eager to share the positives, especially how the care they
received helped them in their long-term recovery:
So, for now, we can't complain about the gender desk, we have good people, qualified
and we are happy about them. Yes. (FG1)
She is saying that she was expecting-- She had hoped that when they go, they would be
able to find out if the child was okay, no infections, no pregnancy. And they went and they
were well tested and found out that she is okay. (FG2)
So, after the guiding and counseling, now she's able to work, she's no longer isolated,
because she had a lot of fear and anxiety. (FG1)
6.3.5 Theme 5: Reasons for seeking care
In addition to learning about what the survivors experienced when seeking medico-legal care,
it was also important to me to discover what motivated them to seek help in the first place.
This was especially important because many sought help despite hearing about others’
negative experiences and having very little faith in the Kenyan justice system. The most
obvious reason for seeking help was acute health issues stemming from the assault:
Until the time | started bleeding so much, I could not even stand; standing the blood
could just flow on the floor/wall; then I just felt this is too much. (FG1)
She went because she noticed that her daughter had been badly injured with the way that
she was walking. She was uncomfortable, so she went because she wanted her daughter
to be checked. Yeah. (FG2)
Chronic health issues were also of concern, especially relating to HIV and unwanted
pregnancies.
| thought that person maybe had another chronic disease, and that HIV and so other,
because even my private parts, it was even, | can't tell there was an irritation, which |
couldn’t even identify, what sort of it. (FG1)
So, when she went to the hospital, she found out she was pregnant and she was also
having an STI, which she says she battles still today, but she seeks medical care. (FG1)

Infections that could have been contracted or because of pregnancy, so she wanted to go
and get help and know her status. (FG3)
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So, she wanted to know her HIV status. So, whether or not she contracted HIV because
she has children. (FG4)

Finally, some survivors told me that they had sought help for mental health reasons. A
handful of survivors were distressed from the events, others wanted to better themselves, and
some were suicidal and desperate for help.
| was to go to the hospital because | was mentally affected, so, | had to see a counselor
for eight months; it took me eight months, for me to recover to accept myself. Yeah. (FG1)
I had to be counselled because I didn’t want to survive anymore. (FGI)
And | thought that this certain pattern of behaviour that | have was apparently because of
the trauma. So, | needed to sort that out. | cannot get into relationships. It keeps being a
barrier for me for any relationship. (FG2)
So, she really wanted counseling and just someone to like, to be able to accept herself,
because, after the incident, | mean, she just needed someone to talk to. (FG4)
6.3.6 Theme 6: Interactions with professionals
While I have explored the interactions with professionals a bit in previous themes, especially
when recounting negative experiences, in this theme | went more in-depth to see how
survivors were treated when accessing care. Some survivors were verbally harassed and
subjected to victim blaming by the police and medical professionals:
So, when the nurses came they started abusing her. You have blood all around you why
are you sitting here? And she felt the rejection and felt the shame and condemnation. So,
she left the hospital feeling worse than she did when she got there. (FG4)
So, she's saying, it was a horrible experience, she didn’t like it. So, the doctors and the
nurses there were just really judgemental, they kept asking, ‘How would you, big old
lady, get raped, like, what were you doing? ’(FG4)
The gender desks that survivors had visited had mixed reviews. Some found the gender desk
officers to be horrible to deal with, and others found them to be helpful:

For example, the gender desk there was harsh treatment, abuse, corruption, everything. It
is so hard to get good services. So, so hard. (FG2)
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Most police stations have gender defence. But not all of them are functional. Most of them
are just there by name, no action will be taken. (FG3)

So, now with the gender desk, now, everything is okay, they re attending nicely, they even
take you to the hospital themselves. (FG1)

A few survivors expressed to me that they had received help with care seeking, although this

primarily came in the form of help from non-governmental organisations rather than the

providers themselves:

But the other time we had a workshop with Wangu, she told us that you can file a civil
case while you are ongoing, you are taking, you are still having that case which has been
violated. If you have reported the case and the case is in the court, you can file for a civil
case, whereby you can be compensated with something. (FG1)
But I heard MSF was helping, if you call MSF, the ambulance would come for you and
you’d get help during curfew. (FG3)

6.3.7 Theme 7: Proposed solutions

The final theme emerging from my focus groups with victims was proposed solutions, in

which the survivors mentioned ideas they had on how to improve medico-legal service

provision in Kenya. A common recommendation to me was increased training, which

providers themselves expressed interest in:

Okay. She says she thinks the service providers should be trained more and more, so that
they know the kind of people they'll be dealing with; the sexual supervisors, yes, and how
to deal with them. (FG1)

In school where they are being trained, while the doctors, they're in doctor class, they
should also be educated. (FG1)

Other victims proposed ways for themselves to get involved, so that the people providing

care or at least connecting others to care had first-hand knowledge of what it was like to be a

sexual violence victim in Kenya:

So, you'll find there's somebody who has been raped, and is a survivor, the doctor, maybe
the doctor was not raped, but you were a survivor there. You know, you find her, your
job, she tells you I was raped, | get the courage and now I'm working here like a role
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model. (FG1)
Why don't we have those people, the ones who have been raped like me, who are sexual
survivors like me. If those people can sit in gender desk, they have other experience, the
feeling they felt, that one could be better about their dissemination and the awareness.
(FG1)
6.4 Discussion
6.4.1 Main findings
In this study, | aimed to learn about the barriers that sexual violence victims faced when
accessing medico-legal services in both urban and rural areas of Kenya. Many of my findings
echoed previous research conducted in the same area, such as the prevalence of financial and
logistical barriers and the influence of shame and stigma on one’s decision to seek care
(Ajema et al., 2011; Kilonzo et al., 2003; Temmerman et al., 2019). However, | also
discovered a few noteworthy findings, namely how cruelly some survivors were treated by
medico-legal professionals and what factors might cause a survivor to stop pursuing their
case further.

One of the most notable findings from my study was the level of cruelty present when
survivors were seeking care. One survivor was asked by medical professionals why anyone
would rape her because she was so fat, a male participant was asked by the police why
anyone would rape a man, and a woman was Yyelled at by nurses for getting blood on the
chairs in the waiting room of the hospital while she was waiting for care. While | had read
before that survivors were experiencing bias or stigma from their providers, | was unprepared
for the blatant abuse that was being directed towards them when they were trying to get help
for their injuries (Temmerman et al., 2019). Whilst these findings were disturbing, they were
not necessarily surprising. In the previous chapter, I discussed my findings concerning
provider bias, and it follows logically that if providers were being honest about their feelings

towards victims the victims were feeling shamed as a result.
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Though previous research has explored the barriers faced by victims in accessing
medico-legal services post-sexual violation, my research was unique in that | investigated
further the obstacles faced and how these may affect a victim’s journey through the case
referral pathway (Gatuguta et al., 2018; Muuo et al., 2020). One victim’s case made it all the
way to court, a stage which many cases do not reach. However, despite her progress her
pursuit of justice was impeded because the court had mismanaged the paperwork and had not
prepared for her case on the date it had assigned to her. While multiple other survivors noted
the obstacles they faced in getting care, some also described to me which resources they had
found most useful, namely external NGOs or gender defenders who helped them navigate the
extremely unclear medico-legal process. Without these volunteer organisations stepping in,
the barriers experienced by the victims in this study would have likely been more detrimental
to their post-violation wellbeing.

My findings from this study were also interesting when compared to my findings
from the previous chapter, in which I analysed interview data from the providers. Many
victims noted that medico-legal professionals did not seem to have adequate training to do
their roles, a point which was stated numerous times by the professionals themselves.
Additionally, victims discussed times when they had experienced bias or stigma from
providers, and, though I was initially thinking | would not hear any from the providers due to
social desirability bias, it in fact occurred multiple times in my interviews (Bergen &
Labonté, 2020). A diagram of overlapping themes from both sets of interviews can be seen in

the discussion.

6.4.2 Strengths and limitations

My study was novel in that | asked more in-depth questions of survivors than are typically

found in similar studies. Additionally, my findings from survivors were able to be compared
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to findings from providers to examine both sides of medico-legal service provision in Kenya.
By using focus group discussions, bolstered by the presence of gender defenders known to
the victims prior to the research, victims were able to be candid with me about their
experiences and see that their fellow community members had been through similar ordeals.
Additionally, victims could propose ideas that might help future victims, such as including
previous victims on the staff of medico-legal service providers. By interviewing victims
across a wide range of ages, including both males and females in the focus groups, and
having participants with a wide range of time since assault, study credibility was
strengthened, and data saturation was achieved. Furthermore, because | interviewed a range
of respondents from both rural and urban areas and with access to different tiers of health
facility, these findings may be transferable to research conducted with sexual violence
victims in similar settings.

One limitation of my research was that Kenyan victims of sexual violence are an
already heavily researched population, limiting the possibility of completely novel findings.
As has been discussed in Chapters 1 and 2, Kenya is the most researched country in East
Africa, and has been for many years, meaning that it was at times difficult for me to think of
interview questions that had not been asked before. A more unique angle to this research
could have been taken had the pandemic not occurred, thus giving me more time to do more
sociological research and learn more about how the survivors’ religious or tribal affiliations
may have affected their choices in care seeking. Additionally, although I initially intended to
collect characteristics of the participants, inconsistent collection of these details between
myself and my research assistants, especially when the interviews were conducted in Kenya
and the videos were sent to me for analysis, meant that | did not have characteristics collected
for each participant and thus could not further analyse my findings by age, tribal affiliation,

employment status, etc. Additionally, as with the provider chapter, there may have been
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issues with social desirability bias, and interviewees may have altered their responses to
focus more on the negative, since it was clear that my research was more focused on what
had gone wrong rather than what had gone right. However, the presence of trusted gender
defenders who had often accompanied the interviewees through the care seeking process may
have mitigated this, as they were able to point out interactions with the medico-legal system
that the survivors may have forgotten. Finally, although | double-checked the translations of
the interviews with my colleagues prior to departing Kenya, I still fear that summary

translation instead of verbatim translation may mean that I missed some crucial information.

6.4.3 Recommendations for policy, practice, and future research
As with my recommendations in the provider chapter, one of my recommendations for the
survivors is also improved multisectoral collaboration. Survivors recounted numerous
occasions to me in which the process of care seeking was unclear to them. Previous research
has found that increased multisectoral collaboration can benefit both the providers and the
users of a service, and that multisectoral approaches to care provision can help prevent
further revictimisation, reduce provider bias, and reinforce trust between providers and
clients (Horga & Nicoara, 2015; Albezreh et al., 2022). Research on multisectoral
collaboration elsewhere has also found that these efforts improved forensic documentation
and court processes for sexual violence victims (Keesbury & Askew, 2010).

| also believe that there need to be better resources widely available to the public so
that they are aware of what to do in case they need to seek care post-sexual assault. Many of
the participants in my research said that they were simply unaware of what the proper
avenues were for care-seeking, and that they were not sure who they could ask to find out
where to start. One way that this can be done is through community sensitisation via

community health workers, an approach which has been trialed previously and found to be a
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good method of information sharing (International Federation of Red Cross and Red Crescent
Societies, 2021). Using community health workers is a viable approach for this because they
are often already trusted within their local communities, and small sessions can be held so
that participants feel comfortable to ask questions if needed.

Future research about barriers to post-rape medico-legal service provision for victims
in Kenya should first compare the experiences of victims who have assistance from external
organisations from the beginning of the care-seeking process, such as the WKF, with victims
who attempt to go through the entire journey themselves. Because much of the research that
exists in this field is about specific interventions to address these issues rather than the lived
experiences of victims outside of interventions, this research can provide an update to the
current situation of care seeking in Kenya (Rockowitz, Flowe, & Bradbury-Jones, 2022).
Additionally, the use of mobile technology for connecting sexual violence survivors to
services should be explored further. There has been some research to date about MediCapt,
an app created by Physicians for Human Rights that helps facilitate the collection of forensic
data relating to an incident of sexual violence. While findings have been largely positive,
more research should be done to assess the true acceptability and feasibility of using mobile
technology both for the survivors to report an incident and for the providers to gather data on

an incident (Physicians for Human Rights, 2019).

6.5 Conclusion

My study has furthered the literature on barriers felt by sexual violence survivors in Kenya
when accessing medico-legal care. The themes found in the focus group discussions echoed
previous research findings, although this research expanded on the barriers experienced by
the victims. | also compared them to findings from medico-legal professionals to explore
both the provision and access sides of service provision in Kenya. Obstacles to accessing care

faced by victims were primarily financial and logistical in nature, such as being asked for
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bribes from the police, not having access to a well-equipped health centre, or not being able
to afford the transportation costs to visit medico-legal professionals repeatedly. Future
research should focus on bringing together providers and victims so they can each hear the

other group’s respective experiences and work together at proposing solutions.
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Chapter 7. Discussion and Conclusion

7.1 Introduction

In this thesis | sought to answer two main research questions. First, what are the barriers
faced by sexual violence victims when accessing medico-legal care in Kenya? Secondly,
what are the barriers faced by medico-legal professionals when providing care to said victims
in Kenya?

Throughout the research | conducted for this PhD, | found that existing models of
service provision in Kenya were leaving survivors with lasting physical and mental health
issues, preventing their access to justice, and inhibiting the ability of providers to adequately
care for their patients/clients. These issues were evidenced by the scant number of survivors
whose cases proceed to court, the pervasive mental health issues found throughout the study
population, and the frustrations expressed to me by medico-legal providers when reflecting
on the numerous barriers they faced when providing (or attempting to provide) care. In
analysing this situation from both the perspective of the care-seekers and the caregivers, I
have provided a comprehensive view of the current state of SGBV service provision in

Kenya.

7.2 Summary of main findings

Two major themes emerged from my scoping review in Chapter 2 that I then evaluated in my
empirical research. First, | identified numerous barriers faced by both parties, namely
financial, logistical, and infrastructural. Second, | analysed the process that survivors went
through when progressing through the case referral pathway. In this section | will first
provide an overview of the findings, followed by a more in-depth synthesis and then a

discussion of the findings within the existing literature.
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7.2.1 Assessment of existing research regarding sexual and gender-based violence service

provision in East Africa

At the start of this PhD work, it became clear to me that there was existing research on
interventions to address these problems but that this literature required updating, especially
considering the larger geopolitical context. As a result, I conducted a scoping review to
evaluate existing research and theory regarding the state of medico-legal service provision for
survivors of sexual and gender-based violence in East Africa. Although my research for the
rest of this PhD was focused solely on Kenya, my literature review included all of East Africa
to understand how countries in similar geopolitical situations were addressing similar issues.
By ascertaining how neighbouring countries, and countries who had signed the same human
rights treaties, were managing the treatment of sexual violence cases, | was able to evaluate
subsequent empirical findings about Kenya in a broader context and compare strengths and
weaknesses across the region.

In my review, | found that research on this topic and in this region was heavily
focused on Kenya, with more than a third of all papers included on the review focusing either
on Kenya alone or Kenya with one or two other countries. There are a few possible
explanations for this finding. Firstly, Kenya is relatively safe compared to other countries in
East Africa, such as Somalia or South Sudan. Secondly, Kenya has a high English fluency
compared to the rest of the continent (Nairobi is the city with the highest English fluency in
Africa), making it an obvious choice for Western researchers (Education First, 2022). This
suggests that going forward, more efforts should be made to build the capacity of local
researchers so that future research is not as reliant on foreign academics or English-speaking
locals, especially in times of political instability. Additionally, government investment should
work towards enhancing local data collection systems, particularly in the under-researched

countries where an influx of foreign researchers is less likely.
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Regarding other barriers identified in the review, | found financial and infrastructural
barriers to service provision mentioned in relation to every country, and | also noted stigma
from providers as another common theme found throughout the region. I confirmed and
explored these issues further in qualitative interviews with survivors and providers (Chapters
5 and 6). These findings were likely to be related to a consistent lack of both financial
investment and health systems strengthening throughout the region, indicating a lack of
prioritisation of sexual violence services by governing bodies and a persistent culture of
victim-blaming causing stigmatisation throughout the care seeking process.

Although my research question initially sought to identify existing country and
regional policies that might affect service provision, the complete dearth of papers on this
topic made the question unanswerable within the scope of this review. Thus, it was
impossible for me to know how existing practices compared to what was supposed to be
happening as laid out by governing bodies or international human rights treaties. This
suggested either a lack of interest in comparing policy to practice amongst the researchers
focusing on East Africa or, more likely, a lack of available and relevant policy documents
throughout the region.

My review also highlighted an issue which was prevalent in all other readings done
for my PhD, which is that there was a lack of consistency in which terms were used to
describe different forms of sexual violence. As noted in my introduction (Chapter 1) and
scoping review (Chapter 2), | found that many authors used terms like sexual violence,
domestic violence, and intimate partner violence interchangeably. This made it difficult for
me to compare data as it was impossible to know what form of violence was being measured.
This indicated a need for uniformity when describing violence, especially by large
organisations such as the WHO or the UN, whose data is being used around the world and

whose definitions are being used to guide global research. The inconsistent used of
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terminology related to various forms of sexual and gender-based violence may have reflected
cultural practices, i.e., any violence that happens within a relationship does not count as
anything other than intimate partner violence, or a lack of clarity by researchers about what
acts of violence fall under which terms. Even throughout this entire PhD 1 struggled similarly
when categorizing violence and lacked a resource to reference when seeking clarification. In
order for this problem to be remedied in future research, oft-cited resources, such as UN and
WHO reports, as well as demographic and health surveys from around the world, must
explicitly define how they are using each term and how their data might be comparable to

that from another resource.

7.2.2 Financial factors affecting service access and provision
Regarding financial barriers, my qualitative interview data from both survivors and providers
(Chapters 5 and 6), as well as previous literature reviews (including Chapter 2 and Rockowitz
et al., 2023), indicated to me that financial barriers were a common issue faced by both
parties. For victim/survivors, financial barriers occurred at multiple points (Henttonen et al.,
2008; Kawaguchi, 2018). First, in the form of everyday costs, such as paying for the bus.
Second, in the form of more official (although technically not allowed per Kenyan law) costs,
such as paying for gloves for a medical exam, and third, in the form of coercive costs, such as
being asked for bribes by medical or legal professionals for services to be provided.

These findings were not novel, and in fact had been seen in similar work conducted in
Kenya for many years, as evidenced in my scoping review (Rockowitz, Flowe, & Bradbury-
Jones, 2022). Financial barriers faced by victims were noted throughout East Africa in
Chapter 2, as a reason why some survivors may have disengaged with the case referral
pathway in Chapter 4, and even further in Chapter 6. Although the support fund was

mentioned by providers, survivors had no knowledge of it and thus it was not a viable option
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for reducing the financial barriers faced in accessing services. The pervasiveness of this issue
across multiple research projects for this PhD indicated to me how widespread it was
throughout the Kenyan population, and how significant of an obstacle it was for survivors
from all backgrounds.

Regarding the financial barriers faced by medico-legal professionals, | reported in
Chapter 5 that some noted that they were unable to provide the standard of care they desired
due to financial constraints of the institutions or organisations they worked for. My
interviews with legal professionals revealed that some worked cases pro bono to help the
victims access justice, although the providers also told me that this put significant strain on
them and was an uncommon occurrence due to already being at capacity with their existing
cases. Conversely, other professionals had observed that others in their field were willing to
take bribes from perpetrators’ families to make a case end, an unfortunate but common
finding according to multiple literature reviews I conducted (including Chapter 2 and
Rockowitz et al., 2023) and qualitative interviews (Chapters 5 and 6). My findings reflected a
major gap in the Kenyan health system that was forcing professionals to sacrifice their
income and mental health to help their clients. Furthermore, the pervasiveness of bribery,
especially in the legal system, indicated to me that professionals were not being trained and
monitored adequately to ensure that their actions aligned with the intended goals of the
organisation.

The prevalence of financial issues and the apparent acceptance of this barrier, even
with the establishment of the Victim Protection Act, was a glaring reflection on the Kenyan
government’s limited engagement with sexual violence survivors. This was especially
concerning to me considering Kenya has both signed and ratified the Maputo Protocol, which
explicitly states that countries should ensure the right to health of women, especially health

concerns arising from violence (Protocol to the African Charter on Human and People's
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Rights on the Rights of Women in Africa (Maputo Protocol Text), 2003). Additional research
is needed to better understand Kenya’s intentions in signing the Maputo Protocol. For
instance, did Kenya sign because of true aims of improving care for sexual violence cases,
because they did not want to seem like the outlier in their region, or did they sign with correct
intentions but inadequate resources to work more concretely towards the goals outlined in the
Protocol? These findings will help inform the execution and feasibility of future endeavors,
such as the Murad Code and future Sustainable Development Goals.

Regarding possible solutions to these barriers, there were extremely limited ideas
from my literature reviews and qualitative interviews on how to remedy this issue. Although
some of the interviewees mentioned to me that they had heard politicians say they would
work on sexual violence during their campaigns and then failed to act once they were in
office, the financial barriers faced by survivors did not seem to be a talking point.
Additionally, neither the interviews | conducted nor the many papers | read on the subject
had any substantial ideas on how these barriers could be addressed for either party. One
potential solution to address all barriers that did come up in my literature searches was the
use of mobile technology to help with the reporting and documentation of sexual violence
cases. One such example was MediCapt, an app created by Physicians for Human Rights that
was designed to help document forensic evidence of sexual violence, and another was
SV_CaseStudy, an app being piloted by the Wangu Kanja Foundation that helps preserve
memory evidence over time by allowing survivors to report and document their cases
immediately after they have occurred (Mishori et al., 2017; Naimer et al., 2017; Stevens et
al., 2022). Because the apps were freely available to anyone with a smartphone, previously
stated financial barriers that prevented the survivors from reporting their cases in a timely
manner were no longer relevant. Furthermore, survivors also did not have to engage with

providers who may not treat them respectfully so soon after experiencing a traumatic
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incident. Further work on removing these financial barriers, as well as the others listed below,
will need to be undertaken, but the Murad Code, which works to create better practice around
investigating and documenting systemic and conflict-related sexual violence, has provided a

strong set of guidelines to improve further practice (Murad Code Project, 2022).

7.2.3 Logistical and infrastructural barriers faced by survivors and providers

Regarding logistical and infrastructural barriers faced by survivors and providers, | identified
the following as obstructing either service provision or access based on my qualitative
interviews (Chapters 5 and 6): limited supplies (i.e. gloves for medical exams, speculums),
transportation issues (bus journey is too far to health centre), logistical barriers (childcare,
limiting operating hours of clinics) and knowledge (lack of training for providers, not
knowing where to access help for survivors). A significant factor I identified in my
qualitative interviews with medico-legal providers in Chapter 5 was a dearth of training on
how to handle sexual violence cases during either medical or law school. Most providers told
me that they had lacked formal courses on sexual violence while training for their current
positions and observed that without external NGOs offering tailored training packages, they

would be forced to provide care with an inadequate knowledge base.

7.2.4 Progression through the case referral pathway

After conducting the scoping literature review to learn about the existing situation regarding
medico-legal service provision in Kenya and throughout East Africa, and after learning more
background information when exploring other areas of research (i.e. the COVID-19 work in
Chapter 3), it became apparent to me that there was no information on how many survivors
were progressing to each stage of the case referral pathway and what factors were relevant in

their journeys. Based on these findings, | decided that information collected by the Wangu
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Kanja Foundation could be used to explore this question further. As a result, I conducted a
secondary data analysis using case data from 406 survivors in Kenya who had sought help
from the Wangu Kanja Foundation (Chapter 4).

My results indicated that nearly all survivors accessed medical care, and that the
numbers declined significantly with each subsequent step, resulting in less than 1% of the
sample reaching the sentencing phase of the pathway (Rockowitz et al., 2023a). | found that
child survivors were more likely than adults to progress through every step of the pathway,
and the presence of forensic evidence also increased one’s odds of moving forward to the
next step of care seeking (Rockowitz et al., 2023a). In interviews with victims (Chapter 6),
they noted multiple times how hard it was to get their case through to the next phase of care
seeking. Issues such as court disorganisation, emotional trauma from prolonging a case, and
bribes were all cited as reasons that may prevent them from pursuing a case. Importantly, |
found that the police stage was the most crucial step in the pathway. This indicated the
importance of allocating sufficient resources towards the collection of forensic evidence and
emphasised the importance of educating survivors about what to do (or not do) after an
incidence of sexual violence to preserve evidence, such as not showering and not washing the
clothes that were worn during the incident.

Qualitative interviews that | conducted with providers and victims also indicated that
provider bias and shame/stigma were issues faced at all stages of the case referral pathway.
While more direct quotes can be found from my qualitative interviews in Chapters 5 and 6,
examples of such issues included one provider asking a survivor why anyone would want to
rape her due to her body size, another scolding a victim waiting to be seen at a hospital for
bleeding on the chair, and yet another asking a male victim why someone would want to rape
a man. These findings aligned with research found in Kenya and throughout East Africa in

my scoping review, in which | found that provider bias was a major deterrent of care seeking
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for survivors. Further work is needed to determine the best approaches to ameliorate the
cultural biases present among the providers. However, the stated lack of formal training
present for all medico-legal professionals offers a promising opportunity to address these

issues while also increasing the providers’ capacity to offer more comprehensive services.

7.2.5 Overlapping themes between survivors and providers

In analysing the data from my research, | identified themes that were shared between the
survivors and the providers: operating outside of the norm, obstacles and barriers, and
procedure. There were also themes that were unique to each group: providers mentioned
professional journeys and discussed personal reflections while survivors spoke about why
they did not seek care, what their reasons were for seeking care, proposed solutions, and their

interactions with professionals. These themes can be seen in Figure 2.
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The first shared theme, ‘operating outside of the norm,” included mentions of bribes
and of the perpetrator stopping case progression. Victims noted that they had been asked by
medico-legal professionals for money in order to receive care, with a survivor in one focus
group discussion noting ‘You must have a bribe to get help. They will not ask for it directly.
But they look for ways to ask for it.” Similarly, a medical professional told me that
perpetrators will go to the police station, see who is in charge, and then give them a bribe so
they stop reporting the case. Other professionals mentioned witnessing colleagues in their
field take bribes from perpetrators’ families to make a case go in their favour. That both
providers and victims are willing to discuss this bribery so freely evidences what a common
occurrence it is, and even professionals do not seem to be attempting to hide these practices
from their colleagues. There were also discussions from both providers and survivors about
perpetrators delaying or stopping case progression through means other than bribery. One
victim, for example, explained to me that the perpetrator in her case always makes up excuses
to the court for why he cannot appear, including being ill or having not read the proceedings.
A provider noted that a perpetrator in one of their cases skipped town and evaded arrest,
causing the case to be delayed indefinitely. Both the providers and victims expressed great
frustration at the perpetrators’ ability to delay cases, however both sides also seemed resigned
to the fact that little could be done to address these problems.

The second overlapping theme between providers and survivors was ‘obstacles and
barriers,” which included the subthemes ‘financial,” ‘logistical,” and ‘infrastructural.’
Financial barriers were the most commonly mentioned obstacle mentioned by both providers
and survivors, and also appeared many times in my literature reviews when preparing for this
research (Ajema et al., 2011; Gatuguta et al., 2018). Providers mentioned financial barriers in
relation to their own issues, i.e., in regard to having all of the materials needed for exams, but

also in acknowledgement of their clients’ struggles, i.e., ‘most of the sexual violence has
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come from low-income people, which normally didn’t have the money to access high-end
facilities or services.” Victims discussed financial barriers in regard to being asked to pay fees
at health centres and having the money for transportation to medical or legal professionals
and noted that they had to think about if they should spend the little money they have on
transportation to the hospital or on feeding their children, with fulfilling personal wellbeing
often being a preferable choice. Logistical and infrastructural barriers were also mentioned by
both providers and survivors, though these have been explained in more detail in section
7.2.3.

The third overlapping theme | identified in my research related to procedure, which
was primarily in relation to the case referral pathway. Providers spoke of the presence (or
absence) of forensic evidence and what it meant for a case’s odds of progressing, and also
shared with me their ideas about how many cases progress through each step of the pathway.
I was struck by the disconnect between the provider’s ideas about case progression in
comparison to the actual statistics, which | analyse in Chapter 4. Police officers told me that
all defilement cases made it to court, but this was simply not true. Conversely, the victims |
interviewed spoke about their care-seeking process in length, often starting with seeking
medical care and ending their process due to interference from medical or legal professionals.

The overlap of themes between my two study populations was an interesting finding,
as it indicated to me that both sides were experiencing similar issues, and some participants
were even aware of their counterparts’ struggles. Moving forward, these overlapping themes
could be a good basis for a codesigned project working towards new policies and practices

that can be implemented in Kenya.

7.3 Strengths and limitations

While sexual violence in Kenya has been heavily researched, and interventions to aid in
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service provision have been evaluated, there remains an absence of literature on barriers to
accessing and providing these services as assessed from both the seeking and providing sides
of the case referral pathway. Therefore, the research I have summarised in this thesis has
provided a unique angle from which to evaluate medico-legal service provision for sexual
violence in Kenya, as well as important findings that have contributed to the existing body of
work. Additionally, my research reported in this thesis used a range of reporting guidelines,
such as the PRISMA guidelines outlined in Chapter 2, and both qualitative and quantitative
research methods, including a scoping literature review, logistic regression, a sequential logit
model, and both in-depth interviews and focus group discussions. By using this variety of
methods, the quality of my research was strengthened in that a broader range and complexity
of findings from both providers and survivors could be explored. Additionally, my approach
helped bolster the reliability and validity of the findings and conclusions drawn from the
research. The findings from my PhD research have thus far been disseminated in a variety of
ways, including two conference presentations, five invited talks, and nine peer-reviewed
publications.

My scoping review presented a comprehensive summary of existing forms of medico-
legal service provision for sexual and gender-based violence throughout East Africa, which
not only helped me understand the scope of existing research throughout the region but also
helped provide a geopolitical context to situate my Kenyan findings. The breadth of my
review was wide-ranging, covering a total of 20 countries included in either the United
Nations geoscheme for East Africa or the East African Community’s description of included
countries (EAC Partner States, 2022; Mendelson et al., 2014). It also included research
published over a 20-year span, from 2000 to 2020. The search strategy was discussed among
the research team and included papers were decided on in an iterative and reflexive way as

specified by both Arksey and O’Malley’s and Levac et al.’s scoping review guidelines
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(Arksey & O'Malley, 2005; Levac et al., 2010). One limitation of my review was that despite
efforts during the literature search, multiple countries in East Africa did not have any relevant
publications that could be included in the review, thus slightly limiting the scope of the
findings. Without papers on these countries, it was difficult for me to comprehensively situate
Kenya in its full East African context and compare service provision practices to those of its
geographically and developmentally adjacent neighbours. Learning about methods of service
provision that may be working in similar contexts would have been useful for me to address
the gaps identified in Kenya, especially in regard to cultural beliefs that affected interactions
between survivors and providers, and also how similarly resourced countries were managing
their health systems to aid sexual violence survivors. Additionally, although my scoping
review was initially designed to include information about how each country’s practices
compared to their existing sexual violence policies, the literature on policy was so scant that
the research question had to be dropped from the review. This is an important issue for future
research, and work going forward should include policy as a reference guide to contextualise
findings and promote systemic change. Furthermore, comparing policy to practice will
provide a measure of how seriously countries are working towards the Sustainable
Development Goals and abiding to the guidance laid out in the Maputo Protocol (Protocol to
the African Charter on Human and People's Rights on the Rights of Women in Africa, 2003; UN,
2023)

Regarding Chapters 3 and 4, in which I report primarily on the use of quantitative
methods, | engaged with local volunteers with the Wangu Kanja Foundation, otherwise
known as ‘gender defenders,” who were known in their communities and helped undertake
data collection. By using trained gender defenders, | helped ensure that all participating
survivors were treated with the utmost respect, as gender defenders are specially trained in

working with sexual violence survivors and know how to ask questions in a way that avoids
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or minimises re-traumatisation. Additionally, the far-reaching networks of the volunteers and
gender defenders helped ensure that my data came from a variety of survivors, including
those of varying socioeconomic statuses and from both rural and urban areas. My prospective
cross-sectional study in Chapter 3 provided a valuable opportunity to compare sexual
violence patterns during the COVID-19 pandemic to data previously collected by
demographic and health surveys. Additionally, the format of the questionnaires being
collected by the Wangu Kanja Foundation meant that the analysis included more in-depth
information about survivors and perpetrators than is typically collected. For my secondary
data analysis in Chapter 4, the rich data from the Wangu Kanja Foundation meant that
attrition along the case referral pathway in Kenya could be studied for the first time, and my
use of multiple statistical methods strengthened the validity of the results. A limitation across
both studies was the generalisability of the findings. Because my data came from victims who
had been connected to the Wangu Kanja Foundation, they may have had a different
experience in care-seeking than the average Kenyan victim. This was because the Wangu
Kanja Foundation helped connect them to resources they may not have found otherwise. As a
result, my findings may not be representative of the general population of sexual violence
survivors in Kenya. Because the Kenyan government does not collect as detailed information
about a survivor’s care seeking journey post-assault, it was difficult for me to know how the
experiences of the survivors in our sample may have compared to the general Kenyan public,
and if there were any case characteristics that made our survivors more likely to connect to
the WKF than others. For instance, it was unclear if survivors sought out help from the WKF
because they had especially bad cases, if they knew other survivors who had also connected
to the WKF, or if the gender defenders working for the WKF did such a proficient job at
canvasing their local communities that the survivors had known about the foundation’s

services before they even needed them. This might also reflect geographical differences, as
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although the WKF had gender defenders in all 47 counties in Kenya, it is not known if they
were spread evenly throughout urban and rural areas in each county and how far a survivor in
each county might have had to travel to connect with their county’s gender defender versus a
government health centre. Additionally, as sexual violence is underreported in Kenya as
across the rest of the world, and since longitudinal information about sexual violence is
lacking, my findings from Chapter 3 could not be used to determine if patterns of violence
had changed during COVID-19.

| helped ensure data saturation by conducting focus group discussions and in-depth
interviews with both groups of participants in three separate Kenyan settings. Another benefit
of my approach was that it also made sure that the lived experiences of both groups of
participants were heard. My interview questions for both participant groups were designed
based on Andersen’s behavioural model of healthcare utilisation that contribute to victims’
interactions with the medico-legal system and can be found in Appendix 4.2. (Andersen,
1995; Lederle et al., 2021). In using this framework, | designed the questions with a focus on
contextual characteristics, individual characteristics, and desired outcomes (Andersen, 1995).
Additionally, because I interviewed participants from multiple cities/towns in Kenya, and
professionals from a variety of healthcare centres, courts, and police stations, the scope and
generalisability of the findings from my research has been broadened. Participants in both
groups represented a wide range of ages and were comprised of both men and women,
helping provide experiences from a variety of perspectives, although there were far fewer
male interviewees in the survivor groups than females, and no survivors shared any
information about being part of the LGBTQI+ community, thus limiting the scope of my
findings for the victim/survivor group. Additionally, as with all cross-cultural research, there
may have been social desirability bias present, although this was hopefully mitigated by the

presence of gender defenders known by the victims in each focus group discussion and
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private interviewing locations (Bergen & Labonté, 2020).

7.4 Conclusion

My findings explored in this thesis have made an important contribution to the existing body
of work surrounding medico-legal services for sexual violence victims in Kenya and
throughout East Africa.

Although there existed a substantial body of literature on sexual and gender-based
violence in East Africa prior to the research described in my PhD, my scoping review
described advanced this literature in that it highlighted the disparity in countries being
researched. Although there are 20 countries in the East African region, Kenya accounted for
more than a third of all studies included in my review, and many countries were not found
once in any of the databases, even before the application of the inclusion and exclusion
criteria. EXisting research partnerships do make it easier to start new projects, however these
existing partnerships do not justify the complete dearth of research funding and focus being
given towards other countries. Another significant contribution to come from my scoping
review was the apparent interchangeability of terms used to describe various forms of sexual
and gender-based violence. By using terms interchangeably, and without providing proper
definitions to aid the reader in knowing what type of violence was actually being studied, it
was difficult for me to ascertain what types of violence were being targeted by the various
interventions mentioned in the study, and to compare efficacy rates across contexts. Not
being able to properly compare findings made it challenging for me to ascertain if certain
service provision models were more effective at providing care for some forms of violence
versus others, and thus limited my ability to recommend future targeted interventions.

My analysis of emerging data from sexual violence survivors in Kenya during

COVID-19 lockdowns allowed for a unique comparison to be made of existing demographic
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patterns of victims to those occurring during a very specific period of crisis. Crisis-related
SGBYV research to date in Kenya had focused on post-election violence, and that research
largely failed to investigate patterns of violence but rather focused on prevalence. In finding
that children experiencing violence during COVID-19 were younger than the previously
reported national average, and that the details of the assaults against adults were different
than in non-COVID times, my research identified a unique pattern of violence that might
emerge in future humanitarian crises in Kenya. This finding offers researchers and policy
makers the chance to work preemptively to ensure that future situations do not cause similar
patterns of violence.

Most studies in the field of sexual violence in Kenya have focused primarily on two
aspects of sexual and gender-based violence: preventing it or treating it. By focusing on
either end of the spectrum, and ignoring the middle, past research has failed to note the
numerous obstacles faced by survivors when accessing help for anything besides the medical
consequences of their assault. This has contributed to a complete dearth of knowledge on
how a survivor moves from one step to the next when seeking care, as well as the financial,
logistic, and cultural factors that were present throughout the process. My research presented
in Chapter 4 was the first investigation of case attrition from the referral pathway in Kenya.
My research has added to the extremely limited literature that researches attrition along the
care-seeking pathway around the world, particularly in low and middle-income countries. My
study established a quantitative framework for identifying predictors of attrition based on
case variables and added a completely new dimension to the existing body of research on
medico-legal service provision for sexual violence victims in Kenya. My results suggested
that, while there were a few case characteristics that might increase a victim’s odds of
moving forward to the next step of care seeking, the pathway was so fraught with logistical

and financial barriers that even the most ‘ideal’ of cases, i.e. a child survivor of sexual
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violence with forensic evidence, was unlikely to make it to the prosecution stage of the case
referral pathway, let alone sentencing. Perhaps my most significant finding from this research
was the weighting of each stage of the pathway, which revealed that the stage with the most
weight in determining case progression was the decision to go to the police. While a large
share of cases made it to the police stage, only around 20% of cases moved on to the next
step, which was prosecution. This indicated to me that a resource issue might be contributing
to further handling of cases, that survivors were perhaps hesitant to engage with the police
based on hearing about others’ experiences, or that survivors were not confident that pursuing
their cases any further would lead in positive results and thus decided to stop their
engagement with the case referral pathway altogether.

Previous research to date on sexual violence care seeking in Kenya has largely
focused on the opinions of the survivors alone. If the opinions of the providers were sought,
the research focused on identifying bias amongst the providers rather than understanding how
they felt about their roles in providing care to sexual violence victim/survivors. This focus on
the experiences of the victims without offering any explanatory power to the providers thus
limited the applicability of the findings because they could only hypothesise why the
survivors were experiencing things as they were. By examining both the access and provision
sides of sexual violence services in Kenya, | was able to highlight the lived experiences of
both parties. My findings from the qualitative chapters in this thesis provided a unique
perspective to this field, comparing the obstacles faced by the survivors to the barriers
experienced by the providers. My approach proved useful in expanding knowledge about
why certain issues were being identified both consistently by the survivors interviewed for
this research and in similar work conducted in Kenya previously. It also illuminated serious
issues with the existing training protocols (or lack thereof) for medico-legal professionals

who work with sexual violence victims.

106



7.5 Future research

The findings | have discussed within this thesis have added a new perspective to the existing
body of research about sexual violence in Kenya, particularly with a focus on medico-legal
service access and provision. Considering the global relevance of sexual violence research,
especially since Sustainable Development Goal 5 focuses on achieving gender equality and
Goal 16 focuses on providing access to justice for all, there is an impetus for future
researchers to expand on these ideas and focus on developing tangible solutions to improve
access to healthcare and justice for all sexual violence survivors (United Nations, 2023).
Throughout the course of my PhD, | identified a few notable areas for future research as
potentially being able to help improve the access to and provision of medico-legal services

for sexual violence survivors.

7.5.1 Improved training for service providers and health system changes

Professionals from every field I interviewed for this project noted a distinct absence of
training on working with sexual violence cases during their schooling for their current
professions, and many noted this lack of knowledge as a serious hindrance on their ability to
provide adequate services (Chapter 5). While my studies in this thesis did not extensively
investigate what the professionals’ sexual violence education consisted of during medical
school, nursing school, law school, or police training, there is some prior literature that exists
to support the claims that these topics were either not mentioned at all during their schooling
process or were not focused on sufficiently (Manuel et al., 2019, 2020; Ross et al., 2018;
Rosser et al., 2022). For a new curriculum to be designed, research would need to be
conducted to evaluate the current education being provided, perhaps using the Sexual Health

Education for Professionals Scale (SHEPS), which can be used to assess knowledge and
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attitudes among health care providers about matters pertaining to sexual health, including
violence (Ross et al., 2018). Once these assessments have been carried out, participatory
research with professionals from each field can be used to design and iteratively test future
curricula, building on similar work conducted by Albezreh et al. (2022). Given the cultural
and religious norms that are relevant throughout Kenya, especially pertaining to patriarchal
violence, these educational programmes must be designed with cultural competency in mind
(Deliz et al., 2020; Kariuki & Jansen van Rensburg, 2022).

Furthermore, training should involve clear descriptions of the professionals’ roles and
responsibilities. Research has indicated that ambiguous roles may negatively affect sexual
violence victims due to poor service implementation within health centres, and that clearly
defined roles as a result of training can lead to increased cooperation between staff (Bacchus
etal., 2021; d’Oliveira et al., 2022). In addition to clearly defining roles for staff within
health and legal centres, there is a need for organisational commitment on a higher level
within the institutions. Medical or legal professionals in management positions should
receive training about how to properly engage with their staff, and they should be given
explicit decision-making authority to legitimise their roles within their institutions (Bacchus
et al., 2021). While in managerial positions, it is important that the professionals show
political will in furthering knowledge surrounding sexual violence service provision, so staff
working under them will understand its importance (Colombini et al., 2022). This may also
help implement future programmes, as the managers will feel that they are able to facilitate
change due to their position within their organisation (Bacchus et al., 2023). The training also
must be designed to work within Kenya’s current case referral mechanism, so providers are
able to offer services that are feasible given the existing system, which is often fraught with

corruption and other barriers (Chapters 2, 4, 5, and 6).
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7.5.2 Rape myth awareness/bias monitoring

Over the duration of this PhD research, it became abundantly clear to me that, as elsewhere
around the world, rape myths and bias from providers were severely impacting a survivor’s
willingness to engage with the medico-legal system. Within Kenya, as | noted in Chapter 2,
prior research found that providers felt they could tell if a victim/survivor was being truthful
based on their behaviour. Professionals from different sectors often felt differently about
victims, with law enforcement professionals being the most likely to feel that victims should
feel ashamed of their sexual violence incident, followed by legal professionals and healthcare
professionals (Ferdowsian et al., 2018; Munala et al., 2018). These findings were supported
in Chapter 6, where one survivor told me that a medical professional could not believe
anyone would have raped her because she was overweight, and in Chapter 5, where legal
professionals told me that they could often tell if a survivor was being truthful based on their
mood. Given the extremely high rates at which survivors drop out of the case referral
pathway, as | analysed in Chapter 4, it is crucial that they feel supported when accessing
medical or legal care. There is a need for future research to evaluate how these opinions may
be monitored and how to mitigate against the impact on delivery of care, especially as they
relate to the service quality, the willingness of survivors to engage with the medico-legal

system, and training of future medico-legal professionals.

7.5.3 Investigation of the benefits of engaging with an NGO versus accessing care
independently

Whilst the findings of my research mentioned in previous chapters is illuminating, and
helpful in informing future policy, it is somewhat limited in its applicability because data
came from a slightly advantaged group of victims, those who had previously liaised with the

Wangu Kanja Foundation. Given that the goal should be improving future medico-legal
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service provision for all, comparative work should be conducted to evaluate how participants
in my studies experienced the case referral pathway in comparison to Kenyan sexual violence
victims accessing care without any external support. The major other NGO mentioned by
victims in assisting with their care was Médecins Sans Frontieres (MSF), so future
investigations should compare their journeys with MSF versus the Wangu Kanja Foundation
and compare those findings to the general public to see which shortcomings were or were not
being addressed by the help of an external NGO. While finding victims to engage with who
are not associated with the Wangu Kanja Foundation may be difficult, as there are no existing
prior connections, it is crucial to accurately examine the current stand of medico-legal service

provision throughout the country.

7.5.4 National policies versus existing models of service provision

Although my scoping review initially sought to identify how current practices of post-rape
medico-legal service provision may or may not align with existing national policies, there
was a dearth of research on the topic that made further evaluation impossible. Given that
most of the countries | included in the scoping review had both signed and ratified the
Maputo Protocol, I would have liked to be able to compare existing policies to the goals
outlined in the charter, especially given that the charter has been in place for nearly 20 years
(Protocol to the African Charter on Human and People's Rights on the Rights of Women in
Africa (Maputo Protocol Text), 2003). Additionally, comparing existing policies to existing
practices may have given me insight into what areas the countries’ governments determined
should be focused on versus what was being enforced, identifying areas for future research
and gaps in the policies that may be contributing to the issues with service access and

provision.
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7.6 Policy and Practice Recommendations

In order for any of these changes to be implemented, new policy and practice must be put
into place. It is important that any policy related to sexual violence be created with a strong
gender lens, considering the different experiences and vulnerabilities of service users and
service providers based on certain intersectionalities (Hegarty, Andrews, & Tarzia, 2022;
Bacchus et al., 2023). Although Kenya already has policies relating to sexual violence, most
notably the Sexual Offences Act, the policies within the act are poorly implemented and are
often used as talking points during election campaigns and then never mentioned again.

Given my findings about the lack of clarity surrounding the case referral pathway in
Kenya, policies should be created that more clearly outline the roles and responsibilities of
the health and legal sectors in providing services for sexual violence victims. As it exists
currently, different tiers of health systems offer different levels of service, and it is largely
unclear to service users where they should go to access medical and legal care. Care for
sexual violence victims can be integrated into existing health services rather than attempting
to divert already limited funds into creating new one-stop centres, and these health care
approaches should be designed with gender and human rights perspectives in mind to account
for any power inequalities that may have led to the violence in the first place and my
influence survivor-provider interactions (World Health Organization, 2013; Bacchus et al.,
2023).

Given the context of Kenya, where many civilians live in poverty, it is critical that
services that are supposed to be free are in fact provided free of charge. Although there is a
trust fund for victims in Kenya, most of my participants had never heard of this, and the
money was intended to be used more by victims of violence relating to the post-election riots
of 2007 than everyday sexual violence victims. Ensuring the support of the government in

providing medical and legal providers with sufficient funds and supplies to offer their
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services for free, as intended, is crucial in minimising the amount of sexual violence victims
who do not seek or receive help because they cannot afford to print out the forms needed to
file an official report.

Finally, because there is still a deeply entrenched stigma surrounding sexual violence
in Kenya, | believe that increasing community sensitisation can help increase the willingness
of survivors to seek help while reducing provider stigma. Given how important religion is to
many Kenyans, religious gatherings could be a good place for sensitisation activities to occur
(Statista, 2019). Improved understanding about the realities of sexual violence in Kenyan
society may help encourage victims to come forward and may also help providers make more
gender and human rights-lens-informed decisions when providing care. Having religious
leaders deliver these messages will help reduce stigma as they are well-regarded within their

communities and considered trustworthy sources of information.

7.7 Final thoughts

Given the significant physical, emotional, and psychosocial consequences associated with
sexual violence, and the worldwide emphasis on eradicating this violence, my research is
timely and crucial for ameliorating the issues found in the access to and provision of sexual
violence medico-legal care in Kenya. My research identified a crucial need for improved
training for professionals, both on the process of service provision itself and how to identify
and remediate bias, and identified cultural factors that may preclude survivors from seeking
care in the first place. Future research is needed to identify what practices may be
implemented to improve the process for both survivors and providers, and to ascertain what
may motivate Kenya to institute and enforce more stringent policies given that signing and
ratifying international treaties has been largely ineffective. Future research should also

explore further how the reliance on international NGOs for service provision may influence
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the Kenyan government’s decision making in relation to improving service provision in the
future, and how to plan for and prevent violence during future humanitarian crises, based on

the patterns that were seen during COVID-19.
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Appendix 1. A Scoping Review on Sexual and Gender-Based Violence Medicolegal Service Provision
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Muthumbi, Mutonga, Rajab
and Miller, 2016

Kenya

Health care centres
in Nairobi, Kisii,
Kibera, Makwenda,
Nyamira, and
Nyamusii

18 healthcare providers were recruited via
word of mouth and email invitations sent

to multiple health centre in Nairobi. They
were invited to participate in face-to-face

interviews

Health care provider
responses to IPV in
multiple clinical
settings and the
barriers they face in
offering care

Academic
article

Undie, Maternowska,
Mak’anyengo and Askew,
2016

Kenya

Kenyatta National
Hospital in Nairobi

Focus group discussions were conducted
with providers at four sites within the
hospital and in-depth interviews were
carried out with clients from the clinics
after screening for IPV in 1,210 clients

Odero, Hatcher, Bryant,
Onono, Romito, Bukusi and
Turan, 2014

Kenya

Migori and Rongo
districts in Nyanza
Province

In-depth interviews and focus group
discussions were conducted with 90 men
and women including pregnant women,
partners or male relatives of pregnant
women, and service providers

Victim actions,
available support
services, and barriers
to using available IPV
resources

Academic
article
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Chepuka, Taegtmeyer,

278 survivors, healthcare workers,
community members, and key informants
participated in in-depth interviews and

Stakeholder

Chorwe-Sungani, . Blantyre,. focus group discussions. They were perceptions towards Academic
. Malawi Mangochi, and - .
Mambulasa, Chirwa and Lilonawe districts recruited to represent urban and rural areas | the mental health article
Tolhurst, 2014 g and on the bases of age, sex, marital and impact of IPV
parental status to create homogenous
groups
. . 378 third and sixth-year medical students MEd'(.:al students
Manuel, Roelens, Tiago . Five mepllcal participated in a survey after being perceived mas@ery of Academic
’ g ! Mozambique | schools in : knowledge, skills, and .
Keygnaert and Valcke, 2019 - randomly selected from each medical - - article
Mozambique attitudes to work with
school .
IPV victims
662 nurses and midwives from all hospitals | Nurse and midwife
Ambikile, Leshabari and Tanzania Health facilities in and health centres in the region awareness of IPV- Academic
Ohnishi, 2020 Mbeya region participated in a cross-sectional self- related mental health article
administered survey care
48 women with experiences of IPV were
Shumba, Dolamo and Uganda Kabalagala area in | recruited from two slums in Uganda for a Health impacts of IPV | Academic
Mathibe-Neke, 2017 g Kampala cross-sectional exploratory study using in urban slums article
qualitative in-depth interviews
LVCT Kenya Nathnal maternity NA Policy brief
hospital
Kilonzo, Molyneux, Nairobi. Thika. and Literature and secondary reviews, study Perceptions of and
Taegtmeyer and Theobald, Kenya L visits, and qualitative and participatory service provision for Report
Malindi districts .
2003 research methodologies GBV
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Munala, Welle, Hohenshell

Eight post-rape

28 health practitioners, 16 female and 12
female, who had worked at the health
facilities for at least six months and who

Health practitioner
experiences and
perspectives when

Academic

and Okunna, 2018 Kenya ﬁla;ﬁgz?'m'es n were not in supervisory positions were providing services to article
qualitatively interviewed following a semi- | female survivors of
structured interview protocol format SV
24 healthcare workers and police officers -
- - . - Current practices and
Two district from hospital and police stations were ans in collection and
Ajema, Rogena, Muchela, hospitals and two interviewed with an in-depth interview gap
- Kenya : L - . Lo . maintenance of Report
Buluma and Kilonzo, 2009 police stations in guide by trained qualitative interviewers. -
- evidence collected
Kenya Data was also collected from hospital £ :
. rom rape survivors
records and analysed quantitatively
Kilonzo, Theobald, Government health | A new standard of care was created and .
- A - . A Changes in standard
Nyamato, Ajema, Muchela, facilities in Thika, executed in selected districts in Kenya.
2 Kenya e . - - of care for rape Report
Kibaru, Rogena and Milindi and During the study period 784 survivors SUNVivors
Taegtmeyer, 2009 Rachuonyo districts | were seen across the three sites.
In-depth semi-structured interviews were
Mukamana, Brysiewicz, Rwanda Kamonyi district, 2??;}':'551?3;2 ;ﬁ dfir;?:]i;agﬁ dse\/rgg:rzs ;hiot?; S:;iemc'de Academic
Collins and Rosa, 2017 Southern Province g o p article
who were not raped but lived in the same management
community
Nine health fagllltles were assessed for key Availability, quality
aspects of clinical management of rape. ;
Casey, Chynoweth, Cornier Self-completed close-ended questionnaires of, and ba_rners to Academic
! ! ! | South Sudan | Maban County - - reproductive health -
Gallgher and Wheeler, 2015 were also given to 18 providers, and focus services in article
group discussions were conducted with 92 o .
" - humanitarian settings
married and unmarried men and women
In-depth interviews were conducted with Experiences of raped
Muganyizi, Nystrom, Tanzania Temeke district in 10 women who had been raped and 20 men | women and supporters | Academic
Axemo and Emmelin 2011 Dar es Salaam and women who had supported women of raped women when | article

who had been raped

seeking help
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Abeid, Muganyizi,

Cross-sectional surveys were administered
to 151 health professionals at baseline and

Impact of training

Mpembeni, Darj and Axemo, | Tanzania -I\I-/IWO dlstrlct_s n 169 in the final assessment to assess the health professionals Ac_al demic
0rogo region - L g article
2016 change in key indicators from a training on rape management
programme
Harrison, Pearson, Vere, A retrospective descriptive study of routine
Chonzi, Hove, Mabaya, programmatic data collected at an SGBV Care requirements for
Chigwamba, Nhamburo, . SGBYV clinic in clinic from 2011 to 2014 was analysed rape victims and Academic
. Zimbabwe . . - ' .
Gura, Vanderborne, Sions, Harare using chi-square tests and logistic minors who had article
Lagrou, De Plecker and Van regression. 3617 adolescent and adult cases | consensual sex
den Bergh, 2017 were analysed
A retrospective record review of data from
Kufa, Magure, Shambira, 2343 cases from an adult rape clinic from Gaps in service
Gombe, Juru, Nsubuga, . Adult Rape Clinic 2009 to 2017 was analysed looking at age, | provision and areas Academic
. . Zimbabwe . . A, . .
Borok, Iliff, Mushambi and in Harare sex, number of times the victim was for improvement at a article
Tshimanga, 2019 assaulted, time taken to present to the rape clinic
clinic, and medical services offered
Buard, Van den Bergh, Medecins Sans A retrospective review of clinical records
Tayler-Smith, Godia, Sobry, Frontieres Clinic and the SGBV register was carried out at Medical management
Kosgei, Szuilin, Harries and for SGBV in an MSF clinic in Nairobi. 866 records were | and outcomes of Academic
Pujades-Rodriguez, 2013 Kenya Nairobi analysed survivors of SGBV article
Focus group discussions and individual
Refugee interviews were carried out with 37 key Health and justice
Liebling, Barrett and Artz, g . stakeholders such as international, service responses to Academic
Uganda settlements in L .
2020 government, non-government and civil needs of South article

Northern Uganda

society organisations and 61 refugee
survivors of SGBV and torture
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Focus group discussions and individual

Impacts of SGBV on

. Refugee interviews were carried out with 93 men - S .
Liebling, Barrett, Artz, U . . survivors living in Working
- ganda settlements in and women refugee survivors of SGBV or
Niyonkuru and Canoguru . Northern Ugandan paper
Northern Uganda torture and 32 key stakeholder providers of
health, justice, and support services refugee settlements
'] ) pp
A cross-sectional survey aimed at
collecting evidence to inform a
Rwamwanja community-based intervention to prevent Attitudes towards
refugee settlement SGBV was conducted from May to June help-seeking for
Odwe, Undie and Obare, scheme in 2016 with 601 heads of refugee SGBV in Academic
2018 Uganda southwest Uganda households, 261 females and 340 males humanitarian settings | article
Sithole, Gombe, Juru, A process-outcome evaluation using a
Chonzi, Shambira, Nsubuga | Zimbabwe Facilities that offer | logic model was conducted at eight SGBV
and Tshimanga, 2018 SGBV servicesin | sites with 27 nurses and eight other staff Performance of a Academic
Harare City offering SGBV services SGBV programme article
. Focus group discussions and individual Community
McCleary-Sills, Namy, _ interviews were conducted with 104 key perceptions of
Nyoni, Rweyemamu, Tanzania Dar es Salaam, informants including healthcare providers, | violence, availability
Salvatory and Steven, 2013 Mbeya, and Iringa | police, ward leaders, and ministry of services, and gaps
regions representatives in service provision Report
A review of treatment practices for SA Quality of emergency
Krolikowski and Koyfman, survivors across multiple African countries | centre care for SA Academic
2012 Africa NA was conducted victims article
A cross-sectional descriptive study was
conducted in a hospital to assess sexual
assault patterns and related complications
Jimma University of 99 cases. A structured interview was Patterns and
Specialised administered to the patients and data was complications of SA Academic
Amenu and Hiko, 2014 Ethiopia Hospital analysed using SPSS cases article
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Tikur Anbessa and

A cross-sectional descriptive study was
carried out with a study population of 170
reported cases of alleged SA at two
hospitals. Data was collected with a pre-
designed questionnaire that collected
demographic information of the victims,

St. Paul's hospitals their relation to the offender, and the Academic
Lakew, 2001 Ethiopia in Addis Ababa pattern of reporting article
A quantitative survey was administered at
all hospitals in the city using a
standardised questionnaire and in-depth Barriers to accessing
interviews were conducted with four police | emergency
Kassa, Hiwot and Abdella, women who handle sexual assault cases at | contraception for SA Academic
2009 Ethiopia Addis Ababa four police stations victims article
Records were analysed of 385 patients who
had visited the GBVRC between 2009 and
Gender-Based 2012. A data abstraction questionnaire was
Violence Recovery | used to collect information on age, sex,
Muriuki, Kimani, Machuki, Centre at Kenyatta nationality, initiation of PEP, and Characteristics of Academic
Kiarie and Roxby, 2017 Kenya National Hospital outcomes post-PEP survivors of SV article
A retrospective chart review was carried
Centre for Assault out of all sexual assault survivors who
Recovery-Eldoret attended a sexual assault centre between
Ranney, Rennert-May, at a Kenya 2007 to 2008. 321 survivors were seen, Treatment patterns of
Spitzer, Chitai, Mamlin and emergency and their cases were analysed with simple patients of an SA Academic
Mabeya, 2010 Kenya department descriptive statistics and t tests recovery centre article
A purposive sample was taken of 106
healthcare providers and they were
Dadaab refugee surveyed before and after training to
complex and two measure attitudes, knowledge, and
government confidence about sexual assault survivors. | Effect of a training
Smith, Ho, Langston, operated hospitals In-depth interviews were also conducted programme for
Mankani, Shivshanker and Kenya and in refugee camps in | with 40 providers, and medical record clinical care of SA Academic
Perera, 2013 Ethiopia Ethiopia audits were conducted in 35 health victims article
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facilities before and after the intervention.

58 sexually assaulted females were
recruited from an emergency ward and
interviewed using a questionnaire with
both open and close ended questions. The
patients were also given physical
examinations and referred to support

Management of

Ononge, Wandabwa, Kiondo Mulago hospital in | services. Data was collected and entered sexually assaulted Academic
and Busingye, 2005 Uganda Kampala using statistical methods. females article

A retrospective cross-sectional study based
Tapesana, Chirundu, on secondary data analysis was used to
Shambira, Gombe, Juru and Kadoma General analyse 474 medical affidavits from a Quality of care Academic
Mufuta, 2017 Zimbabwe Hospital hospital in Zimbabwe. offered to SA victims | article
Keesbury and Thompson,
2010 Africa NA NA Report

Hospital records of 543 survivors from two

hospitals were compared with national data

Level four hospital | from the DHS and the VACS. Differences

Gatuguta, Merrill, in Nakuru County in characteristics of the survivors were
Colombini, Soremekun, and Level five analysed using chi-square tests. There were | Characteristics of
Seeley, Mwanzo and hospital in Kiambu | also six in-depth interviews carried out survivors and barriers | Academic
Deuvries, 2018 Kenya County with healthcare providers. to treatment article

16 focus group discussions with adult

women, adolescent women, adult men, and

adolescent men, and 34 individual key

informant interviews with participants

from healthcare facilities, counsellors,
Kilonzo, Taegtmeyer, members of religious institutions, and legal
Molyneux, Kibaru, Kimonji Thika, Malindi, and | advocates and police officers were Reasons for low Academic
and Theobald 2008 Kenya Nairobi districts conducted and analysed thematically. uptake of SV services | article
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Government run
health facilities in
Nyanza, Eastern

An operations research study was
conducted in three government run health
facilities purposefully chosen due to their
collaboration with district police and their
post-rape care services. In-depth
interviews were conducted with 29 clinical

Obstacles to handling

Ajema, Mukoma, Kilonzo, and Nairobi officers, medical officers, nurses, and forensic evidence for Academic
Bwire and Otwombe, 2011 Kenya provinces police. SV cases article

181 Legal and medical professionals were

invited to participate in a sexual violence

training programme. Before the training Beliefs and attitudes
Ferdowsian, Kelly, Burner, began the participants completed a self- of professionals who
Anastario, Gohlke, Mishori, administered questionnaire about attitudes | work with SV Academic
McHale and Naimer, 2016 Kenya Rift Valley region towards sexual violence survivors survivors article

28 health practitioners were interviewed,

including clinical officers, nurses, trauma

counselors, social workers, a reproductive

health counselor, a pharmacy technician,

and a testing counselor. The in-depth

interviews used a semi-structured Experiences and

Eight post-rape interview protocol format and questions perspectives of

Munala, Welle and care facilities in were generated based on a literature service providers who | Academic
Hohenshell, 2020 Kenya Nairobi review. work with SV victims | article

181 female participants of the WAYS

study were assessed to collect information

on associations between sexual violence

and PTSD. A 22-item questionnaire was

used to ask about PTSD symptoms and a

separate questionnaire was used to ask Barriers to mental
Amone-P'Olak, Elklit and Five districts in about the availability of mental health health care for Academic
Dokkedahl, 2017 Uganda Northern Uganda Sservices. survivors of SV article
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Quantitative analysis of survey results
from the 2015 Tanzania DHS was carried
out to assess the association between

Health care utilisation

violence and healthcare utilisation among rates of victims of Academic
Vyas, 2019 Tanzania NA 9,304 women VAW article

In-depth interviews were conducted with

105 interviewees including survivors of

sexual violence, NGOs, governmental Obstacles to seeking

Women’s crisis officials, and representatives from justice for victims of

Amnesty International Uganda centres in Kampala | international organisations VAW Report

A health facility census was administered

to 193 facilities. trained interviewers
Dennis, Owolabi, Cresswell, assessed each facility using a structured
Chelwa, Colombini, questionnaire that asked about general
Vwalika, Mbizvo and Central Province, infrastructure, staffing, and capacity to Availability of clinical | Academic
Campbell, 2019 Zambia Zambia perform clinical functions SV services article
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Appendix 2. Patterns of Sexual Violence Against Adults and Children During
the COVID-19 Pandemic in Kenya: A Prospective Cross-Sectional Study

Wangu Kanja Foundation (K)
P.O.Box 12608 — 00100
Nairobi, Kenya

Telephone No:

Email:

SURVIVORS DATA COLLECTION INTAKE SUMMARY FORM
Date of incident:
Time of incident:
Age of survivor:
Sex of survivor:
Location(s) of incident:
Survivor’s house: Yes/No
Other’s house: Yes/No
Place of Work: Yes/No/l don't know
Perpetrator's house: Yes/No/l don't know
0. On my way to work/On the road: Yes/No/l don’t know
1

RHBowoe~NoOGO~ODE

know

12. Name of the city/town/village where incident initially took place:

13. Brief description of incident:

. Other location (please describe) : Yes/No/l don't

Perpetrator’s Information: -
1. Number of perpetrator(s): - Do you know the perpetrator(s):-

2. lIfyes,
how

3. Estimate of perpetrator’s age:
4. Perpetrator's Sex:

Post Incident Information: -
5. What action did the survivor take after the incident?
6. Seek medical attention: Yes/No

129



7. Seek counselling: Yes/No

8. Report to the police: Yes/No

9. Seek legal redress: Yes/No

10. Protection/Safe space/Shelter: Yes/No

If the survivor sought medical attention for the incident:
a. Did you become HIV positive due to the incident: Yes/No/l don't know
b. Did you get pregnant due to the incident? Yes/No/l don't know
c. Did you contract any STI’s due to the incident? Yes/No/l don't know
d. Were you physically injured due to the incident Yes/No/l don't know

Was the survivor referred to the WKF? Yes/No = If YES: Client’s Ref. No:
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Appendix 3. Provider perspectives on barriers to medico-legal service
provision to sexual violence survivors in Kenya

3.1 P3 Form

THE KENYA POLICE P3
MEDICAL EXAMINATION REPORT

A “
PART 1-(To be completed by the Police Officer Requesting Examination) (\*B
0y S
o>y
FrOM. ..ot Refo 457
............................................................... Date......oooiviiiiiiiiii o~
TO HhE. ettt en e Hospital/ Ditpensary
I have to request the favour of your examination of:- RS
NAME. ..ot ALE o &f'known)
Address Date and Time of the alleged offence....... , X
.................. . ‘Fy
Sent to youw/Hospital onthe........................ 20.....under escort of.. .. o SARIER
................................................. and of your furmshmg me with a rg@\‘t of the nature and
extent of bodily injury sustained by him/her. . QV
Date and time report to police..............ooooiiiiiie N . JE T Brief details of the
alleged offence..............ooooii Q.Q
------------------------------------------------------- ‘.;’.\.--.---.--.--.----------......--.--.--.--.
e, e F N L e e L O PP PP PREEPPPPPERES
Name of Officer Commanding Station . ¢ Signature of the Officer Commanding Station
A u—v

PART 11-MEDICAL DETAILS -'s( To be completed by Medical Officer or Practitioner
¥ carrying out examination)

(Please type four copies fromih he original manuscript)
SECTION “A”’-THIS SEC({G MUST BE COMPLETED IN ALL

EXAMINATIONS

Medical Officer’s Re @ ...............................................................
1. State of clothitg including presence of tears, stains (wet or dry) blood, etc.

o 2. General medical history (including details relevant to
O offence).........ccccooe....

3. Genaral physical examination (including general appearance, use of
drugs or Alcohol and demeanour)



SECTION “’B’’- TO BE COMPLETED IN ALL CASES OF ASSAULT, INCLUDING
SEXUAL ASSAULTS, AFTER THE COMPLETION OF SECTION “°A”’
1. Details of site, situation, shape and depth of injures sustained:-

2) Head and NECK. ... e
b) THOraX and ABAOMEN. .................rv..oveeoeeeseeeoseeeseeeeeeeeeeeeeeeseeeer
C) UPPerlimbs. ... O
o
e
d) LOWET DS ..o es e AR
............................................................. \\c
............................. 2 : A pmeImate age chinjur |es (ho u rs days
weeks).......... ;.ﬁ;.;m ..............................

4. Treatment if any, received prior to
examlnatlog \.» ...........................................

5. What were the immediate clinical results.of the injury sustained and the
assessed degree, i.e."harm” Q@grlevous harm”.*
o t,,i
DEFINITIONS:- s v
“Harm”’ Means any bodily hurt, disease or dIS’O\@EI’ whether permanent or temporary.

“’Maim’ means the destruction or permangst disabling of any external or organ, member or sense
Pt
“Grievous Harm’” Means any har Qﬁch amounts to maim, or endangers life, or seriously or permanently injures

health, or which is likely so to imjure health, or which extends to permanent disfigurement, or to any permanent, or
serious injury to external or O@M

K_t
.\:’\
O*
X, *

OO OU RO Name &

~,-C\\" Signature of Medical Officer/Practitioner

o

/‘10 DaAtE. ...
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SECTION “C”-TO BE COMPLETED IN ALLEGED SEXUAL OFFENCES AFTER THE
COMPLETION OF SECTIONS “A” AND “B”

1. Nature of OffENCe......ccccviiiiiiiiie e Estimated age of

person
EXAMINEA. ..ottt e

2. FEMALE COMPLAINANT
a) Describe in detail the physical state of and any injuries to genitalia
with special reference to labia majora, labia minora, vagina, cervix

and N
. O\v
CONCIUSION. ... O
) o b
—y
A\
.......................................................................... S
....................................................................... AR
&\‘\

b) Note presence of discharge, blood or venereal mfe?tlon from
genitalia or on body
externally. ... ... ..o

3. MALE COMPLAINANT
b) Describe in detail the physm&f*state of and any injuries to

genitalia...........cooooiiii 4 T
-
........................................... NG ST P PP PP RSP
........................................ A
*\.4,::. ...................................................
................................. W et
¢) Describe in detail injuries $0 @nus................ccooeiiii
et R ettt
d) Note presence of discharge around anus, or/ on thighs, etc.;
. o) whether recent or of Iong
T 01 2. OO
e
...... et
...\.:’N.“. ...............................................................................................................
o&
4 L3
0,&
o
\/\
o
~°
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SECTION “D”
4. MALE ACCUSED OF ANY SEXUAL OFFENCE

a) Describe in detail the physical state of and any injuries to genitalia
especially

SEANAING. ..o __‘3"
.................................................................................. R
AN
................................................................................ ,‘*r
......................................................................... v\;

5.Details of specimens or smears collected in examinations 2,‘,& or 4 of section “C”
|nclud|ng publc hairs and vaginal W@
hairs.. Q&W
..................................................................... N
................................................................. et

C;;}"’

6. Any additional remarks by the doctor........ a@. ...............................................
*\4} ...............................................
................................................... s B PP PR PP
O A <

d
byl
O
&
&
2"
- Y
&
O
4 L3
O
o
\‘.‘ oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo
Oc_.\' Name & Signature of Medical Officer/Practitioner
>
Date....aaeeeiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiisiiiiiesiienne
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3.2 PRC Form

r‘u e z o
POST RAPE CARE FORM (PRC)- PART A

MOH 363 PR RS 1Y T 100 K41 & f
PRC

Moreawy of Heahdy Narwmal Sope Masspores Uuidebies. & cemamn daemestatos b Loy N ' Dhare af Lot cm-.umul =X
e o el il b ik e i el ol e 2 ) ORGYN| Pary  [Commeepoon tyge | LM Koo Pregney fowei

T rumh Cinde Su-covery Cede O I No Aty “:ln- [ l'"""m‘"
t l [ﬁ Faclity Name
€

MOH 363

MIL Cole

General ur Pulse Rate RR |Temp  [Demetnor Levol uf anxiety {calm. ot
el 1 a |
e 7 N [ PSS .
of =
""“" r T[:IFNMI:
FORENSIC

Contacts (Rendere and Mrve wmevber|

= [ Ded the wvivor change clothes”| State of chathes (st tom, color, when were the woen chorhes taken|?
Disabilines {Specsfy) | Mol Seatus tspety) EI Yes
Ovphano vulncrbve chitd (V) [_] ¥ u No Cuzenship O
Dute el Bime of Pxomaascn | Dte und Tine of Incidemn Naof T were the clothes transpaned? '__l 1) Plastic Ray u b Nan Plastic Brg
Dﬂ) Mc-lh' \'an ]lll le 1AM nn “mlhl Yeur l||v ]\|In O 1
©f Ceter (Ciive details) -
] T]T l_:lm] LTI Ooem _,El
| Alloged perpeiratony e D bemale  EvmstedAge Were the choflis sanded 10 the polue? i the s v go o the Joiler?
Dllnkmﬂn D Known ispecify the lip) a Ves D Nor u Lomg calf? D Shon call
Whentingibern ai Did the survivor bave a bath ot clean themscives”
Adminisirative Mxatvn, County Sub-county, Landwark
= — No Yot Give details) e i -_—
Chief complainty| Indicate what & chwervnd D D Pray .
Indicate whe is nmnl B | Didebe survivor beave any mreks on the pepestor?

Cirvumstmees mirnouniing the MAAEn (sur or accoum ) (emesber o recoed penetralios (i, whete. D No D Yes (Give details |
whatl Wiy e Incticasion of struggle "

GENITAL EXAMINATION OF THE SURVT Sicnle deschiey i blecdieg
Pescribe i dotadd e physical statis
—_— e . Phiysteal wjuries (mack in the body m)
“Type of Sexual ne of coudom? | Inésfent already reported to poliee Oner genitalin
Vinlence D"" D“" DV-- U\ ‘ox (indlicare same of police sativn) Vagina
[E 2R [Jusmmn mms sime of H fir H T :""':“ —
] voumat | “eport [ [ | Oy | - )
Atiended « healih hnluy hefore this on:? Were o | Were you given Qihes
D Aral ’ DNI' B Yeu (lodicne name of faciiny) | Treated termal nones? Rt

] owerspecifye Oy | Ove e -
| —— [P g O | O _ —

rn vy T T2 o ' ECP pvn '3....:..'..- sl fmlet dane | S 11 treatinent given |
Significan mobcd und'ol ) Wstary
‘ " e o fem—— _f:] n D No !l_’ No |
Vi Vs i R TR WV v PRy SV — [y eneor ‘_] o 1_‘ et vmiesss ir \uwm----m'\
tablets) 1 |
P -wﬁhﬂ  Medic

PHYSICAL EXAMINATION [mbiontes soes znul nanwee of iguncs brusses v marks cutside the gomtata]
Ploase e the ey map hekow o nidicate ojuncs, wilmmations, smeks os vaross body pars of the suriver

Refemals w
Dl"nliu Stirtion D HIN Fest D Labortory j Leaal G Traoms Counseling

Ds:&sm:nn [ Jorcccany ciae Dlhl.«(vﬂxﬂ)‘l

BODY MAP Cosmneats.

Antenior View

- 1. | Seple Type Test Mease tick as is mpphcable Counmeses
— F— Heallh Fassdity
_ st Lab| 1ty
3 LA Vsl | Wt Poep Mirmmy
—_— | O | Al DNA
e - s | il
Qrad swal Culture and
A S'T_ﬂ" Sy
T Diligh vapimal ] Vit P Muscgy
f O Unne Pregnasey Test
i I Micmscopry
v Dregs wod akohal
Other
Whood Hacmughobo
S IV Test

A SGPTGOT
M VoIl

\\

{ DNA
P idne e DNA

S / L | Rall chppings | PNA

k £ |Fomogs bodwes | DNA

f

5 Other (rpecily )

i Male Genitafia CHAIN OF CUSTODY
\\ ! These /Al { Some of the samples peched and iwsied (please specifyd

| Dy | Nowsc o Cxamining Offer (Doctor Nurse Climcal officer) | Segnanre | Doy S Yoar

—~ = — T T
( [ \I\\) { To | Molice Officer's Neasoe Sigrature "l ‘thlh Yeur

A PSYCHOLOGIC ALASSESSMENT I Complete prychologioal saevament section o st B
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3.3 Makadara Medico-Legal Form

NAIROBI CITY COUNTY

MAKADARA HEALTH CENTRE
P.O Box 130108
MFL-13056

COUNTY HEALTH SERVICES
SGBV MEDICAL SUMMARY SHEET

(To be filled in duplicate, Based on the medical record)
Confidential document — covered by medical confidentiality

Thisiis to certify that (Name): i smissiisissisinimisig DIOB crnuaisimistiveiswisseiiisaind living
n

v

was examined at MAKADARA HEALTH CENTRE -SGBV Clinic on
Al i siesnnsrnenenns (TiMe) at her/ his request.
Medical record attests the following:

.............................................................................................. declared to have been a victim of sexual assault
ON .ocvnvrircrnisinnnnnn....(dGtE) Gt{time of assault/violence ) .......cuviviiiens

AU DO O OSSN o corriviosessossinsnsiiomition i sipsisnas i s T A s

IR i b (Number of perpetrator/s) known or unknown persons (Tick as appropriate).

During the consultation, she/ He stated that: (Narration of the survivor)
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.......... .. (Patient’s name) presented the following signs:

Emotional:

On physical examination:

On genital examination: (External genitalia, Vagina, Hymenal and anal examination)

Tests performed (particularly samples taken):

Treatment Given:

Certificate drawn on Date: Jowssses forsand handed personally to the person/Guardian

of person involved for all legal purposes.

Examining health worker:

Signature:

Health care provider’s name :

Stamp
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3.4 Provider information sheet and consent form

£@8 UNIVERSITYOF
&=y BIRMINGHAM

Study title: Analysing medicolegal approaches to rape survivorship and understanding
psychological implications of care provision

You are being invited to take part in a research study by the researchers from the University of
Birmingham in England. The study has been approved by the United States International
University Africa. Before you decide to participate it is important for you to understand why
the research is being done and what it will involve. Ask us if there is anything that is not clear
or if you would like more information. Take time to decide whether or not you wish to take
part. The following is to explain details of the study:

1. What is the purpose of the study?

The purpose of the study is to find out more about how survivors of sexual violence in Kenya
access medical and legal services. We are interested in interviewing medical and legal
professionals.

2. Why have | been chosen?

You have been asked to participate because you provide medical or legal services to survivors
of sexual violence. We are aiming to interview five service providers in each category.

3. Do I have to take part?

It is up to you to decide to join the study. We will describe the study and go through this
information sheet. If you agree to take part, we will then ask you to sign a consent form.
You are free to withdraw at any time, without giving a reason.

4. What will happen to me if | take part?
If you agree to take part in this study, | will ask you to take part in the following activity:

1. If you agree to take part in this study a research team member will interview you.
2. This interview will be approximately 1 hour long.
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3. If the interviewer asks any question that you do not feel comfortable answering you may
decline to respond.

5. What are the possible disadvantages and risks of taking part?
There are no direct risks associated with being involved in this study.
6. What are the possible benefits of taking part?

If you decide to participate in this study you will play an active role in helping identify possible
ways that changes can be made to help sexual violence survivors access care. By participating in
this programme you will be helping to improve survivors’ wellbeing with no financial cost to
you.

7. Will my taking part in the study be kept confidential?

Yes. All information collected about you during the course of the research will be kept strictly
confidential. Only people that are involved in this research will have access to your information.
All information will be kept in a secure location.

8. What will happen if I don’t want to carry on with the study?

You can decide to stop participating in the study at any time, even after we have interviewed
you. If you withdraw from the study, you can decide whether you want us to destroy the
guestionnaire and the information you provided us, or whether you allow us to use these data.

9. What if something goes wrong?

If you have a concern about any aspect of this study, you should ask to speak to my supervisor
who will try to answer your questions. If you wish to complain formally, or have any concerns
about any aspect of the way you have been treated during the course of this study then you
should immediately inform the Investigator

The University of Birmingham holds insurance policies which apply to this study. If you
experience harm or injury as a result of taking part in this study, you may be eligible to claim
compensation.

10. What will happen to the samples and the results of the research study?

All the data from the interviews and observations will be analysed by researchers working with
the University of Birmingham. These results will be used to develop policy recommendations
that will be presented to the Kenyan government and NGOs working with survivors of sexual
violence.

11. Contact Details
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sxr1005@student.bham.ac.uk

You will be given a copy of the information sheet and a signed consent form to keep.

Thank you for considering taking the time to read this sheet.

Consent Form

By singing below, you are agreeing that (1) you have read and understood the Participant
information sheet, (2) questions about your participation in this study have been answered and
you are satisfied with this, (3) you are aware of any potential risks, (4) you are taking place in
this study on a voluntary basis without coercion and you are able to leave the study at any
point, and (5) the data will only be used for the purposes of this study, (6) you are only able to
withdraw your data up to 10 weeks or the original data collection.

Participant Initials (Printed) *

Participant Signature *

Date

Name of Person Obtaining Consent (Printed)

Signature of person Obtaining Consent
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3.5 Provider Interview Guide

Questions for legal professionals

Can you tell me about your experience working with survivors of sexual violence?

What sort of training did you receive about how to handle sensitive cases?

What has made it difficult for you to assist sexual violence survivors as they move through the
legal system?

Can you describe the process you go through when working with a sexual violence survivor?

How do you feel about how the legal system currently handles sexual violence cases?

How does this process affect you?

What do you think is the best way for sexual violence survivors to access and move through
the legal system?

Can you tell me about how COVID affected this process? (if relevant)

Questions for medical professionals

Can you tell me about your experience working with survivors of sexual violence?

What sort of training did you receive about how to handle sensitive cases?

What has made it difficult for you to assist sexual violence survivors as they move through the
medical system?

Can you describe the process you go through when working with a sexual violence survivor?

How do you feel about how the medical system currently handles sexual violence cases?

How does this process affect you?

What do you think is the best way for sexual violence survivors to access and move through
the medical system?

Can you tell me about how COVID affected this process? (if relevant)

Questions for Gender Defenders

Can you tell me about your experience working with survivors of sexual violence?

What sort of training did you receive about how to connect survivors to medical and legal
resources?

What has made it difficult for you to assist sexual violence survivors as they move through the
medical and legal systems?

Can you describe the process you go through when working with a sexual violence survivor?

How do you feel about how the medical system currently handles sexual violence cases?

How does this process affect you?

If you need help after helping a recent survivor, who do you go to?

What do you think is the best way for sexual violence survivors to access and move through
the legal and medical systems?

Can you tell me about how COVID affected this process? (if relevant)
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3.6 USIU Ethics

"N United States
sca < International

University-Africa

USIU-A/IRB/084-2021 USIU-A Institutional Review Board (IRB)

3" March, 2021

SARAH ROCKOWITZ,
United States International University-Africa

Dear Sarah,

IRB-RESEARCH APPROVAL.

The USIU-A IRB has reviewed and granted an ethical approval for the research proposal titled
“Analyzing medicolegal approaches to rape survivorship and understanding psychological
implications of care provision”.

The approval is for twelve months from the date of IRB. A continuing review application must
be approved within this interval 1o avoid expiration of IRB approval and cessation of all research
activities. A mid-term report and a final report must be provided to the IRB within the twelve
months approval period. All records relating to the research (including signed consent forms)
must be retained and available for audit for at least 3 years after the research has ended.

You are advised to follow the approved methodology and report to the IRB any serious,
unexpected and related adverse events and potential unanticipated problems involving risks to
subjects or others.

Should you or study participants have any queries regarding IRB’s consideration of this project,

please contact irb@usiu.ac.ke.

Sincerely,

Dr. Juliana Namada,
IRB chair

Tel:

Em:
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Appendix 4. Survivor

4.1 Survivor Information Sheet and Consent Form

A ALTA
S —

S

UNIVERSITYOF
BIRMINGHAM

Participant information Sheet and Consent Form - Study one

Project Title
Working Title: Analysing medicolegal approaches to rape survivorship and understanding
psychological implications of care provision

Invitation

You are being invited to take part in a research study on gaining a better understanding of sexual
violence survivors’ experience of seeking services for post-rape service provision from
providers (e.g., healthcare practitioners, community volunteers, the police) along the case referral
pathway. This study will use focus groups and in-depth interviews, in which sexual violence
survivors in Kenya discuss their experience of seeking medical care and other services for people
who have been sexually violated. We may use the information we learn from the focus groups to
develop interview guides to be used with groups of professionals. The outcome of this research is
to better understand the experience of survivors when they seek care after a sexual violation.

As a survivor of sexual violence, you are being invited to join in a focus group or in-depth
interview with other survivors to discuss the practice and experience of seeking care after a
sexual assault. The discussion will mostly be conversational, about your experiences, though
some questions or topics may be introduced by the researcher to steer the conversation to the
relevant topic.

The focus group is expected to take a one hour and will be recorded on a voice recorder.
Participant Rights
Participation in this study in voluntary and if you decide to leave the study, you can do so at any

time without having to give a reason. You have the right to omit or refuse to answer any question
that is asked of you. You have the right to have any questions you have about the research
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answered and if you have any questions before signing the consent form you may ask the
researcher before the study begins.

Between the time of recording the focus group conversation and transcribing the data, we are not
able to delete or remove your data alone as the whole focus group is recorded together. However,
we will transcribe the recording within 2 weeks of the focus group. From this point onwards until
10 weeks after the focus group, if you choose to withdraw your participation, we will destroy
your data and remove it from the transcripts.

Benefits and Risks

There are no known risks of this study. The benefit of this study is that it will inform policy and
practitioners as to how better to provide care for rape survivors.

Confidentiality / Anonymity

The researchers involved in the study will be present (either physically or online via video
calling) at the focus group or interview that you are attending, therefore you will not be
completely anonymous to the researchers at this time. The focus group will be recorded on a
voice recorder, and then transcribed. In this transcription, your personally identifiable
information, such as your name (or any names discussed in the recording) will be changed for a
unique participant ID number or a pseudonym. After transcription, the voice recording will be
destroyed.

Once the data have been analysed, it will be stored for at least 10 years on the BEAR datastore,
which is a secure central storage service provided University of Birmingham for research data.

Should you disclose something within the focus group that leads the researchers to believe that
you or someone else is in serious risk of harm, the researchers have the responsibility to inform
the relevant authority as a matter of good professional practice.

For Further Information

Researchers

Wangu Kanja, Founder and Director of the Wangu Kanja Foundation
Email:

Dorothy Njoroge, PhD, Assistant Prof of Communication USIU-A
Email:

Heather Flowe, PhD, Senior Lecturer in Forensic Psychology at the University of Birmingham
Email:

Melissa Colloff, PhD, Lecturer in Forensic Psychology at the University of Birmingham
Email:
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Sarah Rockowitz, MSPH, MSc, PhD Student at the University of Birmingham
Email:

Consent Form

By signing below, you are agreeing that (1) you have read and understood the Participant
information sheet, (2) questions about your participation in this study have been answered and
you are satisfied with this, (3) you are aware of any potential risks, (4) you are taking place in
this study on a voluntary basis without coercion and you are able to leave the study at any point,
and (5) the data will only be used for the purposes of this study, (6) you are only able to
withdraw your data up to 10 weeks or the original data collection.

Participant Initials (Printed) *

Participant Signature *

Date

Name of Person Obtaining Consent (Printed)

Signature of person Obtaining Consent

*Participants wishing to preserve levels of anonymity may use only their initials (from the British

Psychological Society Guidelines for Minimal Standards of Ethical Approval in Psychological Research)
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4.2 Survivor Interview Guide

Questions for survivors Andersen’s CIT

What motivated you to seek out healthcare? Need Intended Motivators
Use

What were the main issues you wanted to be addressed Need Intended Motivators
when you were seeking healthcare? Use
Can you tell me about an incident where you sought out Actual use Behaviour
healthcare after an unwanted sexual experience?
- What happened?
- Who did you see?
How did you find the relationship between you and the Actual Use Consequences
providers while you were seeking out care?
- Were you treated how you expected to be?
- Did they refer you to appropriate services for care?
How did the care you received compare to the care you were | Actual Use Consequences
expecting to receive?
What helped or would have helped you get the care you Enabling Factors | Context
needed?
What (if anything) made it difficult for you to receive the Disabling Factors | Context
care you needed?
How did this process affect you? Consequences
In what ways did using healthcare services for your Consequences

unwanted sexual experience make a difference to you? OR
How would better care have made a difference to you?

Can you tell me about how COVID affected this process? (if
relevant)
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Appendix 5. COREQ (Consolidated criteria for Reporting Qualitative research) Checklist

for Chapter 5

Topic Iltem No. |Guide Questions/Description ﬁeported on
age No.
Il)omain 1: Research team
and reflexivity
Personal characteristics
Interviewer/facilitator 1 Which author/s conducted the interview or focus group? 26
Credentials 2 What were the researcher’s credentials? E.g. PhD, MD 26
(Occupation 3 What was their occupation at the time of the study? IN/A
Gender 4 Was the researcher male or female? IN/A
Experience and training 5 What experience or training did the researcher have? 26
Relationship with
participants
Relationship established 6 Was a relationship established prior to study commencement? 25
Participant knowledge of 7 (What did the participants know about the researcher? e.g. personal 25
the interviewer goals, reasons for doing the research
[nterviewer characteristics 8 What characteristics were reported about the inter viewer/facilitator? [N/A
c.g. Bias, assumptions, reasons and interests in the research topic
[Domain 2: Study design
Theoretical framework
Methodological orientation 9 What methodological orientation was stated to underpin the study? 11
and Theory e.g. grounded theory, discourse analysis, ethnography,
phenomenology,
content analysis
Participant selection
Sampling 10  [How were participants selected? e.g. purposive, convenience, 26
consecutive, snowball
Method of approach 11 How were participants approached? e.g. face-to-face, telephone, mail, 25
email
Sample size 12 [How many participants were in the study? 26
[Non-participation 13 [How many people refused to participate or dropped out? Reasons?  [N/A
Setting
Setting of data collection 14  [Where was the data collected? e.g. home, clinic, workplace 27
Presence of non- 15  [Was anyone else present besides the participants and researchers? 28
participants
Description of sample 16  |What are the important characteristics of the sample? e.g. 28
demographic
data, date
Data collection
[nterview guide 17  |Were questions, prompts, guides provided by the authors? Was it pilot27
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tested?
Repeat interviews 18  Were repeat inter views carried out? If yes, how many? N/A
Audio/visual recording 19 Did the research use audio or visual recording to collect the data? 27
Field notes 20  [Were field notes made during and/or after the interview or focus N/A

group?
Duration 21  |What was the duration of the inter views or focus group? 28
Data saturation 22 |Was data saturation discussed? 40
Transcripts returned 23 |Were transcripts returned to participants for comment and/or

correction? N/A

Domain 3: analysis and findings

Data analysis

Number of data coders 24 How many coders coded the data? 29
Description of the coding 25 Did authors provide a description of the coding tree? 29
tree
Derivation of themes 26 |Were themes identified in advance or derived from the data? 29
Software 27 \What software, if applicable, was used to manage the data? 28
Participant checking 28 Did participants provide feedback on the findings? N/A
Reporting
Quotations presented 29  |Were participant quotations presented to illustrate the 29
themes/findings? Was each quotation identified? E.g. participant
number
Data and findings consistent 30  |Was there consistency between the data presented and the findings? 29
Clarity of major themes 31  |Were major themes clearly presented in the findings? 29
Clarity of minor themes 32 Is there a description of diverse cases or discussion of minor themes? [N/A

Developed from: Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-
item checklist for interviews and focus groups. International Journal for Quality in Health Care. 2007. VVolume 19,
Number 6: pp. 349 — 357
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Appendix 6. COREQ (Consolidated criteria for Reporting Qualitative research) Checklist

for Chapter 6

Topic Iltem No. |Guide Questions/Description ﬁeported on
age No.
Il)omain 1: Research team
and reflexivity
Personal characteristics
Interviewer/facilitator 1 Which author/s conducted the interview or focus group? 49
Credentials 2 What were the researcher’s credentials? E.g. PhD, MD 26
(Occupation 3 What was their occupation at the time of the study? IN/A
Gender 4 Was the researcher male or female? IN/A
Experience and training 5 What experience or training did the researcher have? 26
Relationship with
participants
Relationship established 6 Was a relationship established prior to study commencement? 25
Participant knowledge of 7 What did the participants know about the researcher? e.g. personal 49
the interviewer goals, reasons for doing the research
[nterviewer characteristics 8 What characteristics were reported about the inter viewer/facilitator? 49
c.g. Bias, assumptions, reasons and interests in the research topic
[Domain 2: Study design
Theoretical framework
Methodological orientation 9 What methodological orientation was stated to underpin the study? (51
and Theory e.g. grounded theory, discourse analysis, ethnography,
phenomenology,
content analysis
Participant selection
Sampling 10  [How were participants selected? e.g. purposive, convenience, 50
consecutive, snowball
Method of approach 11 How were participants approached? e.g. face-to-face, telephone, mail, S0
email
Sample size 12 [How many participants were in the study? 50
[Non-participation 13 [How many people refused to participate or dropped out? Reasons?  [N/A
Setting
Setting of data collection 14 |Where was the data collected? e.g. home, clinic, workplace 50
Presence of non- 15  |Was anyone else present besides the participants and researchers? 50
participants
Description of sample 16  |What are the important characteristics of the sample? e.g. IN/A
demographic
data, date
Data collection
[nterview guide 17  |Were questions, prompts, guides provided by the authors? Was it pilot[S0
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tested?
Repeat interviews 18  Were repeat inter views carried out? If yes, how many? N/A
Audio/visual recording 19 Did the research use audio or visual recording to collect the data? 51
Field notes 20  [Were field notes made during and/or after the interview or focus N/A

group?
Duration 21  |What was the duration of the inter views or focus group? 51
Data saturation 22 |Was data saturation discussed? 62
Transcripts returned 23 |Were transcripts returned to participants for comment and/or

correction? N/A

Domain 3: analysis and findings

Data analysis

Number of data coders 24 How many coders coded the data? 52
Description of the coding 25 Did authors provide a description of the coding tree? 52
tree
Derivation of themes 26 |Were themes identified in advance or derived from the data? 52
Software 27 \What software, if applicable, was used to manage the data? 52
Participant checking 28 Did participants provide feedback on the findings? N/A
Reporting
Quotations presented 29  |Were participant quotations presented to illustrate the 53
themes/findings? Was each quotation identified? E.g. participant
number
Data and findings consistent 30  |Was there consistency between the data presented and the findings? |53
Clarity of major themes 31  |Were major themes clearly presented in the findings? 53
Clarity of minor themes 32 Is there a description of diverse cases or discussion of minor themes? [N/A

Developed from: Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-
item checklist for interviews and focus groups. International Journal for Quality in Health Care. 2007. VVolume 19,
Number 6: pp. 349 — 357
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