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Sexual Violence is a serious public health and human rights concern in Kenya. It affects men
and women, boys and girls and has adverse physical and Psycho-social consequences
on the survivor. The post election violence experienced in 2008 following the disputed
2007 presidential elections, that saw a wave of sexual abuse targeted at women and girls,
was perhaps the clearest manifestation of the gravity of sexual violence in Kenya. Sexual
Violence and its attendant consequences threaten the attainment of global development goals
espoused in the Millennium Development Goals and national goals contained in Vision 2030
as well as the National Health Sector Strategic Plan Il, as it affects the health and well being
of the survivor. Of concern is the emerging evidence worldwide that Sexual Violence is an
important risk factor contributing towards vulnerability to HIV infection. The National Plan
for Mainstreaming Gender into the HIV/AIDS strategic plan for Kenya has identified sexual
violence as an issue of concern in HIV transmission, particularly among adolescents. This calls
for comprehensive measures to address issues of Sexual Violence and more importantly meet
the diverse and often complex needs of the survivors and their families.

Comprehensive care for Sexual Violence ranges from medical treatment which includes
management of physical injuries, provision of emergency medication to reduce chances
of contracting sexually transmitted infections including HIV and provision of emergency
contraception to reduce chances of unwanted pregnancies. It also entails provision of psycho-
social support through counseling to help survivors deal with trauma and legal assistance to
assist the survivor access justice, as well as includes provision of evidentiary requirements for
the criminal justice system.

These National Guidelines have been designed to give general information about management
of sexual violence in Kenya and focus on the necessity to avail quality services that address
all the medical, psychosocial, legal needs of a survivor of sexual violence in both stable and
humanitarian contexts. Although these needs are interrelated, attempt has been made to group
the Guidelines into chapters that can easily be accessed for easy reference.

The Guidelines recognize the fact that children form a significant proportion of survivors of
sexual violence and make special provisions for them that address their unique aspects, distinct
from those of female and male adults. The Guidelines also highlight the need to provide quality
services to perpetrators, as an effort towards HIV/STI management and provision of necessary
forensics evidence as required.

The Guidelines should be available in all health care facilities and it is our sincere hope that
their implementation will comprehensively address the needs of survivors of Sexual Violence
in Kenya.

Dr. Francis M. Kimani
Director of Medical Services
Ministry of Health
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Kenya is a signatory to the international human rights instruments and standards such
as the International Conference on Population and Development (ICPD) and the
Millennium Development Goals (MDGs) that have been enshrined in the Constitution
enacted in 2010. These instruments obligate governments to put in place measures to
address sexual violence. Kenya has put in place provisions for laws and policy documents
emanating from specific sectors, including: The Sexual Offences Act 2006, the National
Policy on Gender and Development and National Reproductive Health Policy and the
National Reproductive Health Strategy. These policy documents have provided the
policy framework from which this specific guidelines have been developed. It is against
this background that the Ministry of Health in collaboration with other stakeholders
decided to develop comprehensive guidelines that can adequately respond to the
complex and often diverse needs of survivors of sexual violence and bridge the existing
gaps in the sector. The main goal is to ensure that the needs of survivors are addressed
as much as possible.

These guidelines have been designed to give general and easy to read information about
management of sexual violence in Kenya, and focus on the necessity to avail services
that address the needs of survivors and perpetrators, be they medical, psycho-social,
legal or referrals to additional support services. The guidelines cater for the needs of
children owing to the fact that they comprise a significant percentage (about 60%) of
the cases that present in health facilities. In this regard, all aspects of child sexual abuse
management that differ from those of adults have been singled out, and where possible,
integrated into the content of the information outlined in each section. Sexual abuse of
children presents a unique phenomenon - the dynamics are often very different from
those of adult sexual abuse, and therefore abuse of this nature cannot be handled in the
same way as adults. For example, children tend to disclose as part of a process rather
than a single event. They do so over a longer period of time compared to adults.

Although these needs are interrelated, attempt has been made to group the guidelines
into chapters that can easily be accessed for ease of reference.

The clinical management chapter details out procedures relating to clinical management
of sexual violence from the first point of contact with a survivor. Guidance to health
care providers on obtaining informed consent and assent has been provided. Treatment
options for various management have been updated and well-illustrated for ease of
reference. A section on follow up of survivors, beyond the first clinical visit has also
been added.

The psychosocial chapter highlights the necessary considerations for psychosocial
support including preparation for treatment, prophylaxis, criminal justice system and
follow up counselling with clear ethical considerations. It further delves into the rape
trauma protocol to guide the delivery of trauma counselling and hopefully, enable health



care providers and counselors address psychosocial challenges faced by survivors as
comprehensively as possible, including providing information on the rights of survivors
of sexual violence.

Forensic management which is essential in helping survivors access justice by ensuring
availability of credible evidence that sexual violence indeed took place and help link or
delink the alleged perpetrator to the crime, is also elaborately covered in the guidelines.
Information on appropriate collection and preservation of specimens has been elaborated
upon as well as the need for proper documentation and the maintenance of the chain
of evidence. The importance and role of the health care provider as an expert witness
in court is strongly addressed, in accordance to the SOA medical (treatment) regulations
2012. These regulations states that sexual violence survivors should be treated free of
charge at public health facilities and also make it mandatory for a “designated person”
who examines survivors of sexual violence to fill the both the PRC and P3 forms. The
designated person can either be an enrolled or registered nurse, registered clinical
officer or medical doctor as defined by their respective registrations acts.

The guidelines further provide information on the humanitarian issues relating to sexual
violence and how best to manage sexual violence in crisis contexts. Key issues to
be considered in such contexts have been highlighted. Quality Assurance (QA) and
Quality Improvement (QI) which are a core component of any service delivery are also
covered in the guidelines, and a sample support supervision tool provided to aid in the
supervision of PRC services.

Additional annexes include the revised Post Rape Care register, a tool that is expected
to facilitate comprehensive data collection at the facility level; for this register to be
comprehensively filled in, close collaboration is required from the various PRC service
delivery points including the OPD, In-patient, Laboratory, Pharmacy and counselling
units. The PRC register is accompanied by a monthly and cohort summary to facilitate
the flow of data from facility to the national level.



ABC
AIDS
ALT
ART
ATV
BD
CCC
Cr
DAT
DNA
DRH
EC
ECP
GBV
GBVRC
GVRC
Hb
HCP
HIV
HTC
HVS
IDPs
IRC
LFTs
LPV/r
LVCT
MDGs
MOH
MSF

Abacavir

Acronyms

Acquired Immune Deficiency Syndrome

Alanine Aminotransferase
Anti Retroviral Therapy
Atanovir

Twice a day
Comprehensive Care Clinic
Creatinine

Stavudine

Deoxyribonucleic Acid

Division of Reproductive Health

Emergency Contraception

Emergency Contraceptive Pills

Gender Based Violence

Gender Based Violence Recovery Centre

Gender Violence Recovery Center

Haemoglobin

Health Care Provider

Human Immuno-Deficiency Virus

HIV Testing and Counselling
High Vaginal Swab

Internally Displaced Persons

International Rescue Committee

Liver Function Tests

Lopinavir/ritonavir

Liverpool VCT Care and Treatment, Kenya

Millennium Development Goals

Ministry of Health

Medicins Sans Frontieres

i



NHSSP National Health Sector Strategic Plan
NVP Nevirapine

OB Occurrence Book

OPD Out Patient Department

PDT Pregnacy Diagnostic Test

PEP Post Exposure Prophylaxis

PRC Post Rape Care

PTSD Post Traumatic Stress Disorder
QA Quality Assurance

Ql Quality Improvement

QID Four times a day

RTV Ritanovir

SDP Service Delivery Point

SGBV Sexual & Gender Based Violence
SGPT Serum Glutamate Pyruvic Transaminase
STls Sexually Transmitted Infections
SOA Sexual Offences Act (2006)

SV Sexual Violence

TDF Tenofovir

TDS Thrice a day

1T Tetanus Toxoid

TIG Tetanus Immunoglobulin

U+Es Urea and Electrolytes

VCT Voluntary Counselling and Testing
VDRL Venereal Disease Research Laboratory

WHO World Health Organization



Terms

Defilement

Designated
persons

Genital organs

Informed consent
(medical)

Informed consent
(legal)

Post Rape
care form

Penetration

Rape

Survivor

Definition of Terms

Definition

An act which causes penetration of a child's genital
organs (A child is any one below the age of 18 years).

For purposes of the SOA, designated persons are Nurses
and Clinical Officers registered under the various laws
and acts of parliament.

Includes the whole or part of male or female genital
organs and for the purposes of the act of sexual violence
includes the anus.

Where the health care provider has disclosed all relevant
information in regard to the proposed course of treatment to
the patient so that the patient can then arrive at a choice as
to whether or not to proceed with the same.

Where a person has all relevant information in regard to a
certain course of action prior to agreeing to that action. For
this consent to be legally valid the person has to be an adult
of sound mind.

This is a document that should be filled in triplicate by
medical practitioners or either of the designed persons for
purposes of medico- legal documentation following sexual
violence.

Partial or complete insertion of the genital organs of a
person or an object into the genital organs of another
person.

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.

Any person who has undergone violence (in this case
sexual violence) and has lived through the experience. A
survivor is also known as a ‘victim” according to the SOA.



Sexual Assault

Sexual violence

Any act where a person unlawfully and purposely uses
an object or any part of his body (except his/ her private
parts) or any part of an animal, to penetrate the private
parts of another person without permission.

(The only exception is where such penetration is carried
out for proper and professional hygienic or medical
reasons)

Any sexual act, attempt to obtain a sexual act, unwanted
sexual comments or advances, or acts to traffic women'’s

sexuality, using coercion, threats of harm or physical force,
by any person regardless of relationship to the survivor, in
any setting, including but not limited to home and work

" For the purpose of this guideline, sexual violence
refers to rape, attempted rape, defilement, attempted
defilement, sexual assault and attempted sexual assault.
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Medical Management

1. Introduction

Medical management of sexual violence survivors is essential in mitigating against
adverse effects of the violence. It is aimed at managing any life threatening injuries
and providing other post-rape services to reduce the chances of the survivor
contracting any sexually related infections and pregnancy. The management of any
life threateninginjuries, and extreme distress should take precedence over all other
aspects of post-rape care. However, the management of minor cuts and abrasions
should not delay the delivery of other more time dependent treatments.

Health care providers should be aware that the Kenyan law entitles medical care
to survivors of sexual violence as well as suspects, convicts or witnesses of sexual
offences. Therefore, a perpetrator or alleged perpetrator seeking medical treatment
should be accorded the necessary treatment and care as would a survivor.

This chapter highlights the procedures of clinical management of sexual violence
including the ethical considerations.The procedures cover the needs of adult
males, adult females and children (boys and girls).

General considerations
e Introduce yourself to the survivor.
e Reassure the survivor that he/she is in a safe place now.
Explain the steps of the procedures you are about to undertake.
Obtain written informed consent or thumb print.
Obtain medical history.
Examine the survivor from head to toe.
Take both medical and forensic specimens at the same time.
Record your findings in the PRC forms and register.

2. Obtaining Consent

Before a full medical examination of the survivor can be conducted, it is essential
that informed consent is obtained by ensuring that the survivor fills the consent form.
(‘annexT). In practice, obtaining informed consent means explaining all aspects of the
consultation to the survivor. It is crucial that patients understand the options open
to them and are given sufficient information to enable them make informed decisions
about their care. Particular emphasis should be placed on the matter of the release of
information to other parties, including the police. Examining a person without their
consent could result in the healthcare provider in question being charged with violence
or trespass of the survivor’s privacy. The results of an examination conducted without
consent cannot be used in legal proceedings. Consent for children, unconscious and
mentally ill survivors can be given by their care giver.




Table 2.1: Informed consent/ assent guidelines (IRC 2012)

Age Group . . If No Caregiver Or Not In
(Years) Child LA Child’s Best Interest
0.5 _ Informed Other trusted adult’s or case- Written
Consent worker’s informed consent Consent
Oral
Informed | Informed Other trusted adult’s or case Assent,
6-11 o :
Assent Consent worker’s informed consent Written
Consent
Other trusted adult’s or child’s | Written
12-14 Informed | Informed informed assent. Sufficient level | Assent,
Assent Consent of maturity (of the child) can Written
take due weight. Consent
Obtain
informed Child’s informed consent and .
Informed .. . Written
15-18 consent sufficient level of maturity takes
Consent . - . Consent
with child’s | due weight
permission

3. History Taking and Examination

History taking and examination of the survivor should be undertaken immediately in
a safe and trusting environment. For a survivor who cannot be examined immediately
because of the extent of the trauma experienced, s/he should be given first aid and
then referred to a trauma counselor for emotional support.

Before starting and at every step of the physical examination, take time to explain to
the survivor all the procedures you will be performing and why they are necessary.
Show and explain to the survivor the instruments to be used and give her/ him a
chance to ask any questions. A family member or friend can be allowed to be present
throughout the examination if the survivor so wishes. If a survivor declines all or part
of the physical examination, you must respect her/ his decision; allowing the survivor
a degree of control over the physical examination is important for her/ him recovery.

Both medical and forensic specimens should be collected during the course of the
examination. Make sure that the survivor understands that s’/he can stop the procedure
at any stage if it is uncomfortable. Always address the survivor’s questions and
concerns in calmly, in a non-judgmental and empathetic manner.

The findings of medical history, examination and sample collection should be
carefully and precisely documented in the PRC form (Annex 5).




3.1 History Taking for Adults

In history taking, the health care provider should ask questions that will generate
the following information:

Sexual violence history

* The date and time of the sexual violence

* The location and description of the type of surface on which the violence
occurred

e The name, identity and number of assailants

e The nature of the physical contacts and detailed account of violence
inflicted

e Use of weapons and restraints

¢ Use of any medications/drugs/alcohol/inhaled substances

* Use of condoms and lubricants

e Any subsequent activities by the survivor that may alter evidence e.g.
Bathing, douching, wiping, the use of tampons and changes of clothing

* Any symptoms that may have developed since the violence e.g. Genital
bleeding, discharge, itching, sores or pain

e Current sexual partner/s

e Last consensual sexual intercourse

Gynaecological history:
e Last menstrual period
e Number of pregnancies
e Use (and type) of current contraception methods

Male- specific history
* Any pain or discomfort experienced in the penis, scrotum or anus
* Any urethral or anal discharge
e Difficulty or pain on passing urine or stool

3.2 Head to Toe Examination for Adults

A systematic, “Head-to-toe” physical examination of the survivor should be conducted
in the following manner: (The genito-anal examination is described separately).

e First, note the survivor’s general appearance and demeanor. Take the vital signs, i.e.
pulse, blood pressure, respiration and temperature. Inspect both sides of both hands
for injuries. Examine the wrists for signs of ligature marks.

* Inspect the face and the eyes.

* Gently palpate the scalp to check for tenderness, swelling or depression.

e Inspect the ears,not forgetting the area behind the ears, for evidence of shadow
bruising; shadow bruising develops when the ear has been struck onto the scalp.




e Carefully examine the neck.The neck area is of great forensic interest; bruising can
indicate life-threatening violence.

 Examine the breasts and trunk with as much dignity and privacy as can be afforded.

* Inspect the forearms for defense related injuries; these are injuries that occur when
the subject raises a limb to ward off force to vulnerable areas of the body, and include
bruises, abrasions, lacerations and incised wounds.

* Examine the inner surfaces of the upper arms and armpit or axilla for bruises.

e Recline the position of the survivor and for abdominal examination, which includes
abdominal palpation to exclude any internal trauma or to detect pregnancy.

e While in the reclined position, examine the legs, starting with the front.

e If possible, to ask the survivor to stand for inspection of the back of the legs. An
inspection of the buttocks is also best achieved with the survivor standing.

e Collect any biological evidence with moistened swabs (for semen, saliva, blood) or
tweezers (for hair, fibres, grass and soil).

3.3. The Genito-Anal Examination for Adults

* Try to make the survivor feel as comfortable and as relaxed as possible.

e Explain to them each step of the examination. For example say, “I'm going to have a
careful look. I'm going to touch you here in order to look a bit more carefully. Please
tell me if anything feels tender.”

e Examine the external areas of the genital region and anus, as well as any markings on
the thighs and buttocks.

e Inspect the mons pubis; examine the vaginal vestibule paying special attention to the
labia majora, labia minora, clitoris, hymen or hymenal remnants, posterior fourchette
and perineum

e Take a swab of the external genitalia before attempting any digital exploration
or speculum examination. Gently stretch the posterior fourchette area to reveal
abrasions that are otherwise difficult to see.

¢ Ifany bright blood is present, gently swab in order to establish its origin, i.e. whether
it is vulval or vaginal.

e Warm the speculum prior to use by immersing it in warm water.

e Insert the speculum along the longitudinal plane of the vulval tissues once the initial
muscle resistance has relaxed.

e Inspect the vaginal walls for signs of injury, including abrasions, lacerations and
bruising. Collect any trace evidence, such as foreign bodies and hairs if found.

e Suture any tears if indicated.

e Remove the speculum

Remember:

* Prepare/ assemble the PRC kit before the survivor comes in.
e If available, ensure a trained support person of same sex accompanies
the survivor throughout the examination




4. History Taking and Examination for Children

General approach:

® Ensure privacy

* Approach the child with extreme sensitivity and recognize their vulnerability

e Identify yourself as a helping person

e Try to establish a neutral environment and rapport with the child before
beginning the interview

e Try to establish the child’s developmental level in order to understand any
limitations as well as appropriate interactions. It is important to realize that
young children have little or no concept of numbers or time and that they may
use terminology differently from adults making interpretation of questions and
answers a sensitive matter

* Ask the child if s/he knows why s/he has come to see you

e Ask the child to describe what happened or is happening to them in their
own words (where applicable). Play therapy can be used where necessary.

* Always ask open-ended questions and avoid leading questions. Only use direct
questioning when open-ended questions have been exhausted. Structured
interviewing protocols can reduce interviewer bias and preserve objectivity

* Prepare the child for examination by explaining the procedure and showing
equipment; this helps to diminish fears and anxiety

* Encourage the child to ask questions about the examination

e If the child is old enough, and it is deemed appropriate, ask whom they would
like in the room for support during the examination

e Stop the examination if the child indicates discomfort or withdraws permission
to continue

* Consider interviewing the child and the care giver of the child separately

4.1 History Taking for Children

History should be obtained from a caregiver or someone who is acquainted with the
child, or the child her/ himself. It is important to gather as much medical information
as possible.

Older children, especially adolescents, are often shy or embarrassed to talk about
matters of sexual nature. It is therefore good to allow them to be seen alone as this may
encourage them to talk more freely.

When gathering history directly from a child, start with a number of general,non-
threatening questions to create rapport then move on to questions specific to the
incidence, as shown below.



e When did this happen?

e Was this the first time this happened or has it happened before?

e What threats were made? Or incentives were given?

e What part of your body was touched or hurt?

* Do you have any pain in your bottom or genital area?

e Is there any blood in your panties?

* Do you have difficulty or pain with voiding or defecating?

* Have you taken a bath since the sexual violence?

e When was the last time you had sexual intercourse? (explain why you need
to ask about this).

* When was your last menstrual period? (girls)

4.2. Head to Toe Examination for Children

The physical examination of children should be conducted according to the procedures
outlined for adults in section 3.2.

Before examination, ensure that consent has been obtained from the child and/ or the
caregiver as per the table 2.1. If the child refuses the examination, it would be appropriate
to explore the reasons for refusal.

When performing the head-to-toe examination of children, the following points are
important:

e Record the height and weight of the child;

¢ In the mouth/pharynx, note petechiae of the palate or posterior pharynx, and
look for any tears to the frenulum;

e Record the child’s sexual development and check the breasts for signs of
injury.

e Note: Consider examining very small children while on their mother’s or care
giver’s lap. If the child still refuses, the examination may be deferred or even
abandoned. Never force the examination, especially if there are no reported
symptoms or injuries, because findings will be minimal and this coercion may
represent yet another violence to the child. Consider sedation or a general
anaesthetic only if the child refuses the examination and conditions requiring
medical attention, such as bleeding or a foreign body, are suspected.



4.3. The Genito-Anal Examination for Girls

Whenever possible, do not conduct a speculum examination on girls who have
not reached puberty. It might be very painful and cause additional trauma.

A speculum may only be indicated when the child has internal bleeding arising
from a vaginal injury as a result of penetration. In this case:

e Help the child to lie on her back or side.

e Use a paediatric speculum and conduct the examination under general
anaesthesia.

e Check for blood spots or trauma to the urethra.

e Examine the anus for bruises, tears or discharge.

You may need to refer the child to a higher level health facility for this
procedure.

4.4 The Genito-Anal Examination for Boys

- Check for injuries to the skin that connects the foreskin to the penis.

- Check for discharge at the urethral meatus (tip of penis).

- In older boys, pull back the foreskin to examine the penis. Do not force it
since doing so can cause trauma, especially in younger boys.

- Help the boy to lie on his back or on his side and examine the anus for
bruises, tears, or discharge.

- Avoid examining the boy in a position in which he was violated as this may
mimic the position of abuse.

- Consider digital rectal examination only if medically indicated.

The information provided on collection of medical and forensic specimens in
adults (section 3.3) equally applies to children.

e When did this happen?

e Was this the first time this happened or has it happened before?

e What threats were made? Or incentives were given?

e What part of your body was touched or hurt?

* Do you have any pain in your bottom or genital area?

e Is there any blood in your panties?

* Do you have difficulty or pain with voiding or defecating?

* Have you taken a bath since the sexual violence?

e When was the last time you had sexual intercourse? (explain why you need
to ask about this).

e When was your last menstrual period? (girls)




Summary of findings to be documented after examination of a survivor of
sexual violence:

General examination
e Document the state of clothes- the colour, whether stained or torn,
where they were taken to
e Document vital signs of the survivor

Mental assessment
Document as per the psychological assessment form, see Annex 5 section B

Systemic examination
Document details of the:

e Central nervous system- level of consciousness, affect

* Musculo-skeletal system- physical disabilities, posture control and
gait, swellings, bruises, lacerations, dislocations, bite marks, scratches
on the body of survivor from head to toe.

* Perineum- The perineum consists of the clitoris, labia majora and
minora, vagina, mons pubis, introitus, fossa navicularis, vestibule,
hymen, penis, prepuce, scrotum, urethra, anus, gluteal region, inner
medial thighs.

e In the above areas, document:

* Any tenderness, bruises, abrasions, cuts, teeth -marks, scratch
marks bleeding, discharge, old scars (question their source if
any)

* Details of the anus- shape, dilatation (sphincter muscle tone),
fissures, faecal matter on perianal skin, bleeding from rectal
tears.

* Details of the hymen- shape, position, colour, and type e.g.
Cribriform, septal, cresent shaped, carunculae.

* Position and size of tears e.g. At 3 o’clock 1 cm etc.

Clitoris

urethra

Vestibule

Fourchette



Investigations are carried out for two purposes:
i.  To know the general condition of the survivor
ii.  For forensic evidence purposes
Investigations done on various specimens (urine, blood and swabs) will include:

Urine
e Urinalysis- microscopy
® Pregnancy test
e Spermatozoa

Blood

HIV Test

Haemoglobin (Hb) level

Liver Function Tests (where possible)
VDRL

Hepatitis B

Anal Swab
High Vaginal Swab

Oral Swab
e For evidence of spermatozoa

Note: Specimens to check for spermatozoa should only be collected when a survivor
presents to the health facility within five days of sexual violence.

On collection of the forensic evidence, the health care provider should preserve it
for appropriate storage and hand it over to the police for further investigations and
processing in the court of law. More information on forensic evidence is available
in Chapter Four.

5 Management of Physical Injuries

General wound care

e Clean any tears, cuts and abrasions and remove dirt, faeces, and dead or
damaged tissue.

¢ Decide if any wounds need suturing. Suture clean wounds within 24 hours.
After this time they will have to heal by second intention or delayed primary
suture.

* Do not suture very dirty wounds. If there are major contaminated wounds,
consider giving appropriate antibiotics and pain relief.

e If there are any breaks in skin or mucosa, tetanus prophylaxis should be given
unless the survivor has been fully vaccinated.



Genital wound care

* Clean abrasions and superficial lacerations with antiseptic and either dress or
paint with tincture of iodine, including minor injuries to the vulva and perineum.

e If stitching is required, stitch under local anaesthesia. If the survivor’s level of
anxiety does not permit, consider sedation or general anaesthesia.

e High vaginal vault, anal and oral tears and 3rd/4th degree perineal injuries
should be assessed under general anaesthesia by a gynaecologist or other
qualified personnel and repaired accordingly.

* In cases of confirmed or suspected perforation, laparatomy should be performed
and any intra-abdominal injuries repaired in consultation with a general surgeon

* Provide analgesics to relieve the survivor of physical pain.

Post traumatic vaccination with Tetanus Toxoid

e Where any physical injuries result in breach of the skin and mucous membranes,
immunize with 0.5mls of tetanus toxoid according to the schedule table

e Use table 6.1 below to decide whether to administer tetanus toxoid (which
gives active protection) and anti -tetanus immunoglobulin (which gives passive
protection) if available.

* If the vaccine and immunoglobulin are given at the same time, it is important
to use separate needles and syringes and different sites of administration.

* Advise survivors to complete the vaccination schedule (second dose at 4
weeks, third dose at 6 months to 1 year).

Table 6.1 Tetanus toxoid schedule

This table applies to survivors who have not previously been vaccinated with TT.

Dosing Schedule Administration Schedule Duration of Immunity
conferred
1SLTT dose At first contact Nil
2nd 1T dose 1 month after 1SLTT 1-3 years
3'd TT dose 6 months after 21d TT 5 years
4th TT dose 1 Year after 374 TT 10 years
5th 1T dose 1 Year after 4th 1T 20
years

Note: Do not give TT if the survivor has received 3 or more doses previously and the
last dose is within 5 years




6 . Post Exposure Prophylaxis (PEP)

Post Exposure Prophylaxis (PEP) for HIV is the administration of a combination of
anti- retroviral (ARV) drugs for 28 days after the exposure to HIV, and should be
started within 72 hours of sexual violence if a survivor tests HIV negative. PEP is
given in the event of rape, defilement and some cases of sexual violence; significant risk
involves oral, vaginal and/ or anal penetration.

This guideline recommends the use of Triple therapy i.e. three ARV drugs as per
the National ART guidelines.

In the event that the survivor tests HIV positive, PEP IS NOT RECOMMENDED; the
survivor should be referred for HIV care, treatment and follow up.

In the event that the survivor declines to take a HIV test, counselling should be
continued and other management provided as per the health care provider’s
clinical judgment.

6.1 Timing of PEP for HIV

The efficacy of PEP decreases with the length of time from exposure to the first dose,
therefore administering the first dose is a priority. People presenting later than 72 hours
after sexual violence should be offered other aspects of post rape care, except PEP.

6.2 ARV prophylaxis options in sexual violence

All HIV exposures through sexual violence are considered to be high risk and
should be treated as indicated. The recommended triple therapy is as follows:

TDF + 3TC +ATV/r

Treatment Prescription

TDF + 3TC+ ATV/r

Tenofovir 300mg Once a day for 28 days
Lamivudine 300mg Once a day for 28 days
Lopinavir 200 mg/ ritonavir 50mg Twice a day for 28 days
Atanovir (ATV) 400 mg Once a day for 28 days
Ritanovir (RTV) 199 mg Once a day for 28 days

6.3 Recommended PEP Regimens for Children

For children, the drugs slightly differ; the recommended triple therapy is as follows:
ABC + 3TC +LPV/r

Children’s doses must be given according to weight as indicated below. Both syrups
and tablets can be used.
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6.4 Side Effects of PEP

Patients taking PEP should be forewarned about the possibility of experiencing the side-
effects below, and prepared on how to deal with them should they occur. They should
for instance be informed that they can reduce the intensity by taking the pills with food.
Side-effects usually diminish with time and do not cause any long-term damage.

Extreme side effects are rare due to the short duration of PEP treatment.

Possible side effects

Tenofovir Renal toxicity and bone mineral loss.

. . Anaemia, gastrointestinal side-effects, and proximal muscle
Zidovudine '8 ! P

weakness.

Abacavir Skin rash, cough, fever, headache, asthenia, diarrhoea
Lamivudine gastrointestinal side-effects, anaemia,
Lopinavir/ . . .

. . gastrointestinal side-effects
ritonavir

7. Pregnancy Prevention

e Emergency Contraception (EC) should be readily available at all times during
the day and night, and should be provided free of charge for survivors of sexual
violence in all health facilities. EC should be given within 120 hours/ 5 days of
sexual violence; ideally as early as possible to maximize effectiveness

e EC should be given to all females who have experienced menarche except
those on menses, pregnant or on reliable contraceptive methods.

e EC does not harm an early pregnancy

e EC is not a form of abortion

* There are no known medical conditions for which EC use is contraindicated.
Medical conditions that limit the continuous use of oral contraceptive pills do
not apply for the use of EC.

Table 7.1 Options for Emergency Contraception

Pill composition ~ Examples of 1st dose —-no  2nd dose no

(per dose) brand names  of pills of pills
Levornogestrel Postinor-2
only LNG 750 pg Dl B 2 NA
Combined EE 30 pg + LNG | Microgynon 30,
Estrogen- 4 4

. | 150 pg Nordette

progesterone pills




Note

Emergency contraception is to prevent pregnancy and is NOT a form of abortion.
Unless a woman is obviously pregnant, a baseline pregnancy test should be performed.
However, this should not delay the first dose of EC as these drugs are not known to be
harmful to an early (unknown) pregnancy.

A follow-up pregnancy test at four weeks should be offered to all women who return,
regardless of whether they took EC after the sexual violence occurrence or not. If a
survivor intends to terminate a pregnancy which resulted from the sexual violence, the
health care provider and the survivor should be aware of the Constitutional provision in
reference to abortion, thus “Abortion is not permitted unless, in the opinion of a trained
health professional, there is need for emergency treatment, or the life or health of the
mother is in danger, or if permitted by any other law (Kenya Constitution 2010).”

8. Management of Sexually Transmitted Infections

¢ STI prophylaxis should be offered to all survivors of sexual violence.

e The HVS performed at initial presentation is done for forensic reasons and not for
screening for STIs or to guide antibiotic administration.

e Survivors with a “normal” HVS result should still be offered STI prophylaxis.

e Survivors of sexual violence should be given antibiotics to treat gonorrhoea,
chlamydial infection and syphilis.

e Preventive STI regimens can start on the same day as emergency contraception
and post-exposure prophylaxis for HIV (PEP), although the doses should be spread
out (and taken with food) to reduce side-effects, such as nausea.

Table 8.1 Options for STI Management

STl Dosage Alternative Regimen

Cefixime 400 mg stat OR
Ceftriaxone 250 mg IM stat

Males and non- |PLUS Norfloxacin 800mg stat
pregnant adult | Azithromycin 1 g stat OR Doxycycline 100mg b.d.
females Doxycycline 100 mg B.D for 7 days for 7 days

PLUS

Tinidazole 2 g stat

Cefixime 400 mg stat OR Spectinomycin 2g stat

Ceftriaxone 250 mg IM stat PLUS
Pregnant PLUS (Amoxil Bg stat +
females Azithromycin 1 g stat Probenecid Tg stat

PLUS

PLUS Erythromycin 500mg QID
Tinidazole 2 g stat for 7 days




Children’s prophylactic treatment for STI's

Children | Product Prgsen- Strength Dosage Duration
tation
Cefixime Powder | 100mg/5ml 8mg/kg stat
5-12kg . . for sus-
Azithromycin pension 200mg/5mi 20mg/kg
Cefixime 200mg 200mg
12-25kg , .
Azithromycin Tablet or | 250mg 500mg
25-45kg Ce'fixime | capsule | 200mg 400mg
Azithromycin 250mg 29

Alternative treatment
Amoxicillin 15mg/ kg TDS for 7 days PLUS Erythromycin 10mg/kg QID for 7 days

Children’s prophylactic treatment for trichomoniasis
Children | Product Pr_esen- Strength Dosage Duration
tation
Tinidazole Tablet | 550mg 50mg/kg stat
+/-pow- (max 2g)
<45kg der for | 250mg or 30mg/kg/
Metronidazole suspen- | 500mg or dayin 3 7 days
sion | 125mg/ml dosages

9. Hepatitis B

Hepatitis B vaccination is intended to provide protection from future Hepatitis B virus
infection.