Tropical Medicine and International Health

doi:10.1111/tmi.12249

VOLUME 19 NO 3 PP 342—347 MARCH 2014

Fear of the perpetrator: a major reason why sexual assault
victims delayed presenting at hospital

Adegoke O. Adefolalu'?

1 School of Public Health, University of the Western Cape, Cape Town, South Africa
2 Newcastle Provincial Hospital, Newcastle, South Africa

Abstract

OBJECTIVE To identify the reasons for presentation of sexual assault more than 72 h after the
incidents at Newcastle Hospital, South Africa.

METHODS A retrospective analysis of 534 medical records of victims seen between 2005 and 2009 at
the hospital’s sexual assault service centre.

RESULTS Overall, 219 (41%) of the victims presented at the hospital more than 72 h after the
alleged sexual assault, mainly for fear of the perpetrator (37.4%). Females constituted 87%, and rape
with vaginal penetration was the most common form of sexual assault reported (74%). Tests of
significance showed a positive association between fear of the perpetrator and delayed presentation at
hospital. Age under 9 years and being scared of what relatives would say about alleged sexual assault

were also associated with delayed presentation.
CONCLUSIONS Attention needs to be focused on educating society on the importance of reporting
sexual assault incidents promptly in order for victims to benefit from appropriate medical treatment.
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Introduction

Sexual violence occurs globally and has been reported
across various cultures and among all demographic and
socio-economic groups. Although both sexes are affected,
women are usually the victims and men the perpetrators;
in some parts of the world, almost one in every five
women has suffered at least one incident of sexual vio-
lence (WHO 2003). A WHO study (2005) estimated the
extent of physical and sexual intimate partner violence
against women in nine countries and revealed different
prevalences of sexual violence: 6.2% in Japan, 6.3% in
Serbia and Montenegro, 10.1% in Brazil, 30.7% in Tan-
zania, 46.7% in Peru, 49.7% in Bangladesh and 58.6%
in Ethiopia. In South Africa, a national prevalence of
7%, with a range of 2% to 12% among provinces, has
been documented (National Department of Health 1999);
17% of young South African women have experienced at
least one incident of rape (Peltzer & Pengpid 2008). The
South African estimates have been described as gross
underestimation due to underreporting of sexual violence
in the country (Kim 2000; Jewkes & Abrahams 2002).
Sexual violence cuts across all age groups in South Africa
(Vetten et al. 2008), and rape with forced vaginal pene-
tration is the most common form of sexual violence
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reported to the police with more than 50 000 cases annu-
ally (South African Police Service 2007), occurring at the
rate of 1300 per 100 000 women per year (Jewkes &
Abrahams 2002).

Disclosure of sexual assault is reporting the incident to
family members, friends, criminal justice personnel or
health professionals. Although there is no standard defini-
tion of the length of time that constitutes delayed disclo-
sure in sexual assault, some authors attempted a 3-level
categorisations as follows: (i) short-delay disclosers
disclosed within hours of abuse; (ii) moderate-delay
disclosers disclosed within days, weeks or months of
abuse and (iii) long-delay disclosers waited one or more
years to disclose or never did (Foynes et al. 2009). The
interval between incidents of sexual violence and presen-
tation is crucial for adequate medical assistance. If the
victim presents no earlier than 72 h after the assault,
post-exposure prophylaxis (PEP) against HIV infection,
the presumptive treatment for sexually transmitted infec-
tions (STTIs) and contraceptive against unwanted preg-
nancy are less effective (WHO 2003; Merchant et al.
2004; KZNDOH 2009). This is why victims who delayed
presentation of sexual violence incidents do not usually
benefit from these prophylaxes (Collings 2005; Bello &
Pather 2008; Collings et al. 2008).
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Whilst it is generally acknowledged that South African
women experience a high level of sexual violence, the
extent of this crime is grossly underestimated partly due
to non-disclosure (WHO 2002), which in turn is often
attributed to the fear of not being protected adequately
after reporting incidents of sexual violence as the victims
fear possible reprisal from their attackers (Baumer et al.
2003). Barriers to reporting incidents of sexual assault
include poor access to the police by the victims, fear of
retaliation from the perpetrator, fear of not being
believed, fear of ruined reputation if the incident is
known, fear that confidentiality will not be respected by
health workers, poor treatment by personnel in the crimi-
nal justice system and anticipation that the reporting will
not result in conviction of the perpetrators (Kim 2000;
Christofides et al. 2003). The uncaring and unsympa-
thetic attitude of the health personnel, lack of privacy at
the service centres and fragmented service delivery result-
ing in victims having to revisit the centre several times
are part of the reasons that might inform the decision of
victims to visit health institutions for medical treatment
(Kim et al. 2009). Some victims may not wish to
acknowledge the unwanted sexual encounter as sexual
assault and therefore prefer to keep it to themselves (Mo-
scarello 1990). Against this background, this study aimed
at identifying factors associated with delayed presentation
of sexual assault victims at the sexual assault service cen-
tre in Newcastle, South Africa.

Methods

This was a descriptive study based on a retrospective
analysis of hospital records of sexual assault cases that
presented between January 2005 and December 2009 at
the sexual assault service centre of the Newcastle Provin-
cial Hospital, Newcastle, South Africa. Delay disclosure
of sexual assault in this study is described as any incident
reported more than 72 h after the incident occurred. The
inclusion criteria for sample selection were all ages, sex
and those with available records. All available 534
records of victims were retained as study sample. The
cases to be reviewed were identified from the hospital
registers where names of victims that reported sexual
assault incidents were recorded. Detailed information
contained in the medical records of each victim was
retrieved with the aid of a data abstraction tool designed
for this study; this served as a checklist for the required
information to be retrieved from victims’ medical records.
The variables recorded were victim’s demographics, type
of injuries sustained by the victims, perpetrator character-
istics, previous history of the sexual violence, the time
the assault was committed and the time it was reported
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at the hospital, and the reason given for the delay in
reporting at the hospital. Strict confidentiality and ano-
nymity were observed. Each victim was assigned a serial
number for the data collection sheet which had no link
with the victim’s name or hospital number. Extracted
data were captured into an Excel spreadsheet by double
entry method, cleaned and subsequently analysed with
Epi-info 3.4.3. Frequency tables, proportions and sum-
mary statistics were used to describe the data. Tests of
significance were performed using the chi-squared test to
explore factors associated with delayed disclosure of sex-
ual assault. Results are presented as odds ratios (OR),
with 95% confidence intervals (CI) and P-value <0.05.
Ethical clearance was obtained from the Senate Research
Committee of University of the Western Cape, and per-
mission to conduct the study was granted by the manage-
ment of Newcastle Hospital.

Results

There were 534 cases of alleged sexual assault incidents
that were reported at the hospital between January 2005
and December 2009. The age of the victims ranged from
2 to 81 years (median 15 years). 87.3% (466) were
females, about 60% were under 18. 41% came to the
hospital after more than 72 h to seek medical assistance,
21.5% had previously experienced sexual assault, 67.6%
of the victims knew the perpetrators, and 19.7% were
HIV positive at the time of presentation.

Rape with vaginal penetration accounted for most
reported sexual assaults (74%), followed by genital fon-
dling at 9.2% and the least was attempted anal inter-
course (0.9%). The various reasons given by the 219
victims who presented more than 72 h after being sexu-
ally assaulted are given in Table 1. Fear of reprisal attack
from the perpetrator was stated as a reason by 37.4%.
22.4% of these late-presenting victims were under
9 years old, which meant that they could not have come
to hospital unless an adult suspected sexual violation of
the child. About 10% did not provide any reason, 6.4%
delayed disclosure due to fear that their relatives would
not believe that they were sexually assaulted.

Among those who presented at the hospital after 72+
hours (Table 2), females accounted for the majority
(78.5%); those aged 6-17 years delayed presentation
longest (64.4%). Among those who came to the hospi-
tal within 72 h, forced anal intercourse and attempted
anal rape occurred to male victims as shown in
Table 2.

As revealed in the risk factor analysis in Table 3,
victims who feared reprisal attacks from the perpetrator
were five times more likely to delay presentation than
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Table | Reasons given by victims who came to hospital after
72 h

Table 2 Gender analysis of victims’ characteristics vs. time of
presentation

Reasons for delay presentation at the hospital

(n=219) Freq %

Fear of perpetrator 82 374
Victim was a minor (<9 years) 49 22.4
Dejection and shameful 20 9.1
Scared of not being believed by relatives 14 6.4
Victim held captive by perpetrator 12 5.5
Victim was intoxicated 8 3.7
Victim mentally retarded 7 3.2
Sick or injured 3 1.4
Lack of faith in criminal justice system 2 0.9
Distance from sexual assault service centre 1 0.5
None 21 9.6

those who were not (OR 5.11; 95% CI 3.25-8.04;
P-value = 0.000). Victims who were minors (<9 years) at
the time of the assault were also likely to delay presenta-
tion (OR 3.66; 95% CI 2.15-6.22; P-value = 0.000).
Victims who were held captive by the perpetrators were
three times more likely to delay presentation than those
who were not (OR 2.99; 95% CI 1.10-8.08;

P-value = 0.02), and those who were scared that their
family members would not believe them (OR 21.4; 95%
CI 2.79-164.3; P-value = 0.000) were also likely to delay
presentation at hospital; as were those who knew the per-
petrators and those who suffered alleged anal rape.

Discussion

The fact that the majority of the victims in this study
were people within the age range 0-24 years is consistent
with literature (Collings 2005; Bello & Pather 2008),
indicating that young people are the most vulnerable and
at highest risk of being victims of sexual assault in the
society. Higher incidence of sexual assault among these
young people is often attributed to their physical and
mental immaturity and their lack of ability to physically
defend themselves against the perpetrators (Collings
2005; Bello & Pather 2008). Children who are too young
to understand what constitutes sexual assault do not usu-
ally report to anyone after being sexually assaulted (Paine
& Hansen 2002). These children were primed by the per-
petrators into secrecy (Paine & Hansen 2002); a phenom-
enon that is explained by the child sexual abuse
accommodation syndrome theory, which postulates that
sexually abused children develop coping mechanisms to
deal with sexual assault (Summit 1983). Consistent with
the results of previous studies (Mein et al. 2003; WHO
2003), the present study findings indicate that women are
more affected than men in terms of sexual violence. One
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Within 72 h After 72 h
(n = 315) (n = 219)
Female Male Female Male

Freq (%)  Freq (%) Freq (%)  Freq (%)

Age
0-5 29 (9.9) 1(4.8) 14 (8.1) 4 (8.5)
10-Jun 20 (6.8) 4 (19) 41 (23.8) 17 (36.2)
17-Nov 94 (32.0) 10 (47.6) 65(37.8) 18 (38.3)
18-24 64 (21.7) 6 (28.6) 26 (15.1) 6 (12.7)
25-34 33(11.2) 0 19 (11) 2 (4.6)
35-44 29 (9.9) 0 1 (0.6) 0
45-54 13 (4.4) 0 3(1.7) 0
>55 12 (4.1) 0 3(1.7) 0
Marital status
Single 245 (83.3) 21 (100) 164 (95.3) 47 (100)
Married 32(109) 0 6 (3.5) 0
Widowed 9(3.1) 0 1 (0.6) 0
Divorced 8 (2.7) 0 1 (0.6) 0
Victim in intimate relationship
Yes 185 (62.9) 2 (9.5) 66 (38.4) 6 (12.8)
No 109 (37.1) 19 (90.5) 106 (61.6) 41 (87.2)
Form of sexual assault
Rape with 252 (85.7) 0 142 (82.5) 0
vaginal
penetration
Forced anal 0 8 (38.1) 1(0.6) 18 (38.3)
intercourse
Attempted 29 (9.9) 0 11 (6.4) 0
vaginal rape
Attempted 0 3 (14.3) 2(1.2) 0
anal
intercourse
Genital 12 (4.1) 5(23.8) 14 (8.1) 18(38.3)
fondling
Forced oral 1(0.3) 5(23.8) 2(1.2) 11 (23.4)
sex
Injury sustained by victim
Yes 180 (61.2) 10 (47.6) 54 (31.4) 8(7)
No 114 (38.8) 11 (52.4) 118 (68.6) 39 (83)
Previous history of sexual violence
Yes 87 (29.6) 0 26 (15.1) 2 (4.3)
No 207 (70.4) 21 (100) 146 (84.9) 45 (95.7)
Existing medical condition
Yes 80 (27.2) 0 22 (12.8) 4 (8.5)
No 214 (72.8) 21 (100) 150 (87.2) 43 (91.5)
HIV status

HIV positive 60 (20.4) 6 (28.6) 34 (19.8) 5 (10.6)
HIV negative 234 (79.6) 15 (71.4) 133 (77.3) 42 (89.4)

Unknown 0 0 5(2.9) 0
status
Perpetrator known to victim
Yes 166 (56.5) 17 (81) 131 (76.1) 47 (100)
No 117 (39.8) 2 (9.5) 35(20.3) 0
(continued)
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Table 2 (Continued)

Within 72 h After 72 h
(n = 315) (n=219)
Female Male Female Male
Freq (%) Freq (%) Freq (%) Freq (%)
Unknown 11 (3.7) 2 (9.5) 6 (3.5) 0
Number of perpetrators
One 265 (90.1) 18 (85.7) 153 (89.0) 45 (95.7)
Multiple 13 (4.4) 1 (4.8) 9(5.2) 2 (4.3)
Unknown 16 (5.5)  2(9.5) 10(58) 0
Weapon used by perpetrator
Yes 134 (45.6) 5(23.8) 42 (24.4) 3 (6.4)
No 148 (50.3) 15 (71.4) 120 (69.8) 44 (93.6)
Uncertain 12 (4.1) 1 (4.8) 10 (5.8) 0

of five of the victims in the present study had been
sexually assaulted in the past, which supports the asser-
tion that there is likelihood of reoccurrence of sexual
assault in women who were once victims of sexual
assault (Coid ef al. 2003; Dunkle ez al. 2003). The impli-
cation of this is the long-term effect of such recurrent
incidents on the victims: some victims resort to perpetrat-
ing sexual violence on others themselves or become vic-
tim of sexual-related crimes in their later life (Malamuth
et al.1985).

The most common form of sexual assault reported
was rape with vaginal penetration, which is similar to
findings from other studies (Collings et al. 2008; Chess-
hyre & Molyneux 2009), and is corroborated by a
report by Statistics South Africa (StatSA 2000) that rape
with forced vaginal penetration is the most common
form of sexual assault in South Africa with more than
50 000 cases reported to the police every year.
Attempted vaginal rape accounted for only 7.5% in the
present study. This form of sexual assault is underre-
ported in South Africa because the victims do not report
such incidents as it usually occurs within intimate part-
ner relationship, and the victims feel there is no case
against the perpetrators and therefore do not report the
incidents (Buga et al. 1996; Henttonen et al. 2008). In
the present study, 67.6% of the victims knew the perpe-
trators, highlighting the fact that sexual assault is usually
committed by people known to the victims (Schafran
1996). Research indicates that in about 40-65% of sex-
ual assault incidents the victims know the perpetrators
(Merchant et al. 2004; Chesshyre & Molyneux 2009).
This percentage is even higher among young victims,
where about 84% of rapes are carried out by people
known to the young victims (Vetten ez al. 2008). The
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Table 3 Unadjusted ORs of the association between reasons for
the delay and delayed presentation

Characteristics N OR 95% CI P-value
Fear of perpetrator

No 137 Referent Referent

Yes 82  5.11 3.25-8.04 0.001
Feeling dejected and ashamed

No 199 Referent Referent

Yes 20  1.48 0.78-2.83 0.24
Victim mentally retarded

No 212 Referent Referent

Yes 7 2.57 0.74-8.88 0.11
Victim was minor (<9 years)

No 170  Referent Referent

Yes 49 3.66 2.15-6.22 0.001
Victim was intoxicated

No 211 Referent Referent

Yes 8 0.59 0.25-1.37 0.22
Victim was held captive by perpetrator

No 207 Referent Referent

Yes 12 2.99 1.10-8.08 0.02
Scared of not being believed by relatives

No 205 Referent Referent

Yes 14 21.44 2.79-164.3 0.001

Relationship between victim and perpetrator
Unsure/unknown to 173 Referent  Referent

victim

Known to victim 361 3.13 2.08-4.70 <0.001
Assaulted with weapons

No 327 Referent Referent

Yes 184 0.33 0.22-0.49 <0.001
Genital or physical injury sustained

No 282 Referent Referent

Yes 252 0.26 0.18-0.38 <0.001
Attempted vaginal rape

No 494  Referent Referent

Yes 40 0.52 0.25-1.07 0.07
Forced anal intercourse

No 507 Referent Referent

Yes 27 3.65 1.57-8.96 0.001

fact that these perpetrators are known to these victims is
more psychologically damaging than being assaulted by
a stranger. Such incidents tend to destroy the ability to
trust people (Schafran 1993).

More than 40% of the victims came to hospital after
72+ hours of being sexually assaulted for a number of rea-
sons. Other studies have found similar results in terms of
delayed presentation, which prevented the victims from
benefiting from post-exposure prophylaxis treatment given
to victims of sexual assault (Collings 2005; Bello & Pather
2008; Collings et al. 2008). Delayed disclosure or non-dis-
closure of sexual violence can have major impact on the
victim; a primary concern in South African with high
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prevalence of HIV is the risk of contracting HIV by the
victim that suffered penetrative anal or vaginal rape as a
result of tearing, which further increase the chances of HIV
infection. Access to the sexual assault service centre
appeared not to be a major problem for the victims in this
study as only 4.1% of the victims said they could not come
to the hospital immediately because of the distance from
their home. Factors such as availability of PEP, accessibil-
ity and sympathetic health providers at sexual assault ser-
vice centres often influence utilisation of sexual assault
services (Christofides et al. 2006).

21.5% of the victims claimed that they feared the per-
petrators were going to harm them if they disclosed the
incidents. Fear of the perpetrator is a known predictor of
delayed presentation of victims seeking medical assistance,
which causes the victim not to disclose incident of sexual
violence (Baumer et al. 2003). When, in addition, the per-
petrator is known to the victim, chances of reporting the
incident are very small. For example, some women in
South Africa assume that rape by intimate partners is not
a serious event that should be reported to the police or to
any other authorities (Buga et al. 1996; Wood et al.
1998). Victims often delay disclosure because they
assumed nothing would be done if they reported to the
law enforcement agents (Kim 2000; WHO 2003), but the
assertion that some victims do not report rape in South
Africa because they lack faith in the criminal justice sys-
tem (Kim 2000) seems not to be reflected among the vic-
tims in the present study as very few (0.4%) gave this
reason for their delayed presentation at the hospital.
Available data in South Africa support the fact that
reporting a perpetrator to the police will often not lead to
the perpetrator being prosecuted or punished. This is evi-
denced in the low conviction rate of sexual offenders and
the slow pace of prosecution (Walker & Louw 2005; Jew-
kes et al. 2009). Police records show that of the 45%
reported cases of sexual violence taken to courts in 2000,
only 16.5% of prosecutions resulted in a guilty verdict.
This translates to a 1 in 13 chance of getting a conviction
from reported cases of sexual assault (Christofides et al.
2003). Some victims in this study failed to report because
of the fear of what their relatives would say. It is common
for some victims’ relatives not to believe that they were
sexually assaulted, and where they do believe the victims,
they often blame them for the assault (Moscarello 1990).
Some communities even shield perpetrators of sexual
assault from prosecution because of their beliefs about
sexual offences as something abominable that should not
be made public (Jewkes et al. 2005). This belief, together
with societal norms supportive of male superiority and
sexual entitlement, weak laws and policies related to sex-
ual violence and gender equality are societal factors that
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perpetuate sexual violence within the community (WHO
2002).

Conclusion

Sexual violence incidents have always been poorly
reported by victims in South Africa. Despite the health
system’s efforts to establish sexual assault services in the
country and to create ongoing advocacy to educate peo-
ple on the need to urgently report incidents of sexual
assault, many victims still delay reporting or do not
report sexual violence incidents at all. Females and young
people continue to be the groups that are mainly affected,
and rape with vaginal penetration appears to be the most
common form of sexual assault reported. Most of these
victims delayed presentation at the hospital for fear of
reprisal attacks by the perpetrators. Consequently, to
improve the health system response to sexual violence
and to strengthen sexual assault services in the country,
the factors responsible for delayed disclosure among vic-
tims need to be ascertained continually. Potential victims
must be educated on the importance of reporting sexual
violence promptly, and awareness of signs of sexual
abuse in children must be raised among parents and
guardians. Finally, further research into service-related
factors that could influence the decision of victims to seek
medical care after sexual assault is needed.
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