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Abstract

Objectives

Gender-based violence is a global public health crisis, which has health, social, and eco-

nomic impacts on survivors. In Ghana, responding to and preventing sexual violence on uni-

versity campuses, has become a priority area. However, data are lacking on the healthcare

provider response to students who have experienced sexual violence. The purpose of this

study was to conduct a situational analysis to better understand the healthcare provider

response to sexual violence in Cape Coast, Ghana.

Methods

First, an observational facility assessment about healthcare services for survivors of sexual

violence was conducted at two hospitals serving university students in Cape Coast, Ghana.

Next, healthcare providers at the two hospitals completed: 1) a 113-item questionnaire

about healthcare services, knowledge, and attitudes related to sexual violence and 2) in-

depth semi-structured interviews describing their experiences providing healthcare to survi-

vors of sexual violence. Descriptive statistics and frequencies were computed, and thematic

analysis was used to analyze the qualitative data.

Results

Both sites lacked supplies, including pre-packed rape kits, post-exposure HIV prophylaxis,

and informational handouts on medications and support services for survivors. Further,

healthcare providers lacked training on gender-based violence, including best practices for

caring for survivors and evidence collection procedures. Providers described the clinical

management for survivors of sexual violence, including providers’ role in reporting sexual
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violence to authorities, medical forensic exams, reproductive and sexual health services,

and referral for mental healthcare. Finally, providers described a number of barriers to survi-

vors accessing post-assault healthcare, including stigma and structural barriers, such as

cost of medical supplies and lack of privacy within the healthcare facilities.

Conclusions

The current healthcare response to sexual violence in Ghana is limited by lack of supplies,

knowledge, and training for healthcare providers. Personal and structural barriers may pre-

vent survivors from accessing needed healthcare following sexual violence.

Introduction

Gender-based violence is a global public health crisis, occurring across geographic and cultural

contexts. Gender-based violence, including sexual violence, is part of a broader societal prob-

lem in which gender inequality and social mores “normalize” violence and prime youth for

later relationship violence [1,2]. Sexual violence can encompass unwanted sexual advances,

unwanted sexual contact, and rape perpetrated by an intimate partner, friend, acquaintance,

or stranger. Globally, it is estimated that 1 in 3 women will experience some form of physical

or sexual violence by an intimate partner in her lifetime and one-third of adolescents report

their first sexual encounter to be forced [3]. Despite the large number of victims in nearly

every society, survivors of sexual violence often face numerous personal and structural barriers

to accessing support and services [4].

Gender-based violence perpetrated by intimate and non-intimate partners results in signifi-

cant acute and chronic health implications [3]. The consequences of gender-based violence

include acute and chronic physical harm, psychological damage, increased use of health ser-

vices after the assault(s), and impairment of personal relationships [5,6]. A survivor of sexual

assault can experience a multitude of psychological reactions to the assault including anxiety,

posttraumatic stress disorder, depression, eating and sleep disorders, substance abuse, suicide

attempts, and sexual problems [3,5]. The outcomes of sexual violence often extend beyond the

individual, impacting the family, the individual’s schooling and employment, and the econ-

omy. There is mounting evidence that trauma across the lifespan contributes to chronic dis-

ease [6], premature ageing, and ultimately, increased morbidity and premature mortality [7].

Responding to sexual violence

Due to the pervasive nature of sexual violence, the World Health Organization developed a set

of guidelines that outline the services needed by survivors of sexual assault [8]. These guide-

lines were created with the understanding that many countries are currently not meeting the

needs of sexual assault survivors due to insufficient healthcare infrastructure. These guidelines

recommend that the ideal facility would include: 1) an examination room with an examination

table/couch, comfortable room temperature, privacy, clean bed linens, sufficient lighting, hand

washing facilities, forensic supplies (either a rape kit or individual supplies like swabs, slides,

blood tubes, etc.), an area to label specimens, lockable door, and telephone; 2) a separate wait-

ing room where an advocate can talk to the patient; 3) shower and toilet for the patient; 4)

room for the police; and 5) reception area for family and friends [8]. These guidelines also out-

line the medical management of patients with an emphasis on 1) male victims being triaged in
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the same manner as females, 2) universal procedures for consent, history, a head-to-toe physi-

cal exam focusing on injury, a genito-anal exam, and treatment; and 3) universal testing and

treatment (for men and women) for sexually transmitted infections (STIs), including HIV [8].

The guidelines serve as a valuable resource to standardize protocols, improve quality, and edu-

cate the healthcare workforce.

Sexual violence in Ghana

This situational analysis was conducted in Ghana, where responding to and preventing sexual

violence on university campuses has become a priority area, although information about effec-

tive programs to prevent sexual violence is lacking. There is a culture of sexual violence on uni-

versity campuses, which is undoubtedly linked to the high levels of sexual violence outside of

universities [9–12]. According to a cross-country measure of discrimination against women in

social institutions (i.e., formal and informal laws, social norms, and practices), Ghana scores as

highly discriminatory [13,14]. Statistics indicate 27% of Ghanaian women have been sexually

assaulted in their lifetime and for 20% of women, their first sexual experience is against their

will [15]. According to the 2014 Ghana Demographic and Health Survey, gender-based vio-

lence is socially accepted, even among women, with nearly a third of women agreeing to at

least one reason to beat your wife [16].

Accordingly, the government of Ghana has taken steps to safeguard citizens’ constitution-

ally protected rights to live free from violence. In 1998, the Ghana Police Service established a

Women and Juvenile Unit that resulted in increased reports of violence against both women

and children [12]. Additional action was taken in 2007, by passing Domestic Violence Act 732,

which established a unit within the Ghana Police Service with the dual purpose of violence pre-

vention and support of victims, and having laws which restrict access to and use of weapons

[17,18]. Despite these legal provisions, socio-economic inequalities and gender norms in the

socialization of males and females continue to create an atmosphere where violence is wide-

spread, with women more likely to be the victims of violence [19].

These inequalities and gender norms inherently spill into the healthcare sector where

healthcare providers are socialized within the same sociocultural context as individuals

experiencing and perpetrating violence. Furthermore, healthcare providers often possess

power and respect as part of their professional status that further imbalances their relationship

with survivors of gender-based violence.

In 2007, the University of Cape Coast in Ghana approved a sexual harassment policy to pro-

tect and safeguard the rights of its students who have been or may experience sexual harass-

ment (the term sexual harassment is used as an umbrella term to describe all forms of

unwanted sexual contact–both verbal and physical). In addition, a sexual harassment commit-

tee was established to handle reported cases. The University of Cape Coast also established the

Centre for Gender Research, Advocacy, and Documentation (CEGRAD) in 2013 to create a

safe and inclusive space where women’s rights are protected. The sexual harassment policy was

revised to include all members of the university community and guests who visit the university

in 2015 and is now distributed as a handbook to all incoming first year students during orien-

tation. However, there is a lack of structural interventions to ensure the healthcare infrastruc-

ture is equipped to respond to sexual violence.

In order to effectively avert sexual violence, prevention should occur at three levels, includ-

ing primary prevention, or stopping the occurrence of violence, secondary prevention, or con-

necting survivors of violence to resources immediately following an assault, and tertiary

prevention, which is focused on rehabilitation and long-term responses [20]. Ensuring stu-

dents are receiving comprehensive healthcare in a trauma-informed manner is a secondary
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prevention strategy of paramount importance for survivors referred from the University of

Cape Coast to a health facility. Trauma-informed care is an approach to healthcare which real-

izes the widespread impact of trauma and the various pathways to recovery, recognizes the

signs and symptoms of trauma, responds in an integrated manner, and resists re-traumatizing

patients [21]. However, one of the areas where information is lacking is in understanding the

healthcare provider response to students who have experienced sexual violence in Ghana.

Therefore, the purpose of this study was to conduct a situational analysis to explore healthcare

providers’ practices and barriers to providing care to survivors of sexual violence in Cape

Coast, Ghana.

Materials and methods

Design

We conducted an observational facility assessment, in addition to surveys and in-depth inter-

views with healthcare providers at two hospitals in Cape Coast, Ghana. The two sites are hospi-

tals that provide healthcare to students at the university, as well as to members of the

surrounding communities. This study was approved by the University of Michigan Health Sci-

ences and Behavioral Sciences Institutional Review Board, the University of Cape Coast Insti-

tutional Review Board, and the Cape Coast Teaching Hospital Ethical Review Committee. We

received comprehensive written informed consent from all study participants prior to the

completion of any study activities.

Procedures

First, a team of trained Ghanaian research assistants (a nursing student and a master’s of phi-

losophy, population, and health student, both with research experience) completed observa-

tional facility assessments of supplies, protocols, and records related to sexual violence

survivors at each hospital using the 58-item Sexual Violence Research Initiative (SVRI) Situa-

tion Analysis of Sexual Health Services for Survivors of Sexual Assault: Facility Checklist [22].

The checklist is based on the 2003 World Health Organization guidelines for victims of sexual

violence [8] and assesses structural factors, medical and forensic supplies, protocols and infor-

mation for patients, follow-up protocols, and healthcare records. This observational assess-

ment helped to provide an overview of facility-level services and procedures [22].

Next, healthcare providers (including nurses, physicians, laboratory technicians, and men-

tal health providers) working at either hospital were recruited via flyers posted in areas fre-

quented by staff at each hospital (e.g., cafeteria, emergency room) and snowball sampling for

surveys and in-depth interviews. Each flyer included information on the purpose of the study,

the amount of time involved to participate, information about confidentiality, the incentive

amount for the time involved, and contact information for the research assistants. Staff who

specifically had experience in responding to survivors of sexual assault and those who work in

areas that survivors would be most likely to access (i.e., the emergency department) were pur-

posively sampled. For the healthcare provider survey, the 113-item SVRI Situation Analysis of

Sexual Health Services for Survivors of Sexual Assault: Healthcare Providers questionnaire was

completed [22]. First, providers were asked about their demographics, including their age,

gender, position at the hospital, years working at the facility, and total years of experience.

Next, providers answered a 63-item scale about providing care for survivors of sexual violence

and a 27-item scale about training to provide care for survivors of sexual violence. Providers

then answered 13 items on a sexual violence attitudes scale about endorsement of rape myths

and attitudes related to providing care for survivors of sexual violence, measured from 1

(strongly disagree) to 4 (strongly agree). Eleven items were reverse coded and a sum score was
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created. Possible scores range from 13–52, with higher scores indicating more positive atti-

tudes related to survivors of sexual violence. Sample items included, “It is disgraceful for

women to bring rape cases to court,” and, “Only certain types of women are raped.” Finally,

providers completed six items about knowledge of exams and multi-sectoral involvement.

Finally, the same healthcare providers participated in interviews led by the trained Ghana-

ian research assistants. Healthcare providers discussed their interactions with survivors of sex-

ual violence, including how patients present to the healthcare center, history/exam

procedures, and resources available before and after discharge. Sample interview questions

included, “Do you care for survivors of sexual violence in your role as a healthcare provider?”

and “Tell us what a healthcare encounter would look like for a survivor of sexual violence.”

Interviews were digitally audio recorded and transcribed verbatim. Field notes were also used

to capture significant interactions, body language, and quotes from the interviews. Healthcare

providers received an incentive of GHC40 (approximately $10) for their time spent participat-

ing in the survey and interview.

Analyses

All survey data were double-entered into SPSS (v.24). Descriptive statistics and frequencies

were calculated. For the sexual violence attitudes scale, three participants had data missing at

random. Due to the small sample size and small percentage of missing data on this scale

(1.5%), these values were imputed using multiple imputation [23]. Sexual violence knowledge

and attitudes of healthcare providers are presented using quotes from the semi-structured

interviews. We also used the constant comparative method of analysis [24,25] and Dedoose

(v.8.1.8) software to analyze the in-depth interviews to identify themes related to practices

associated with caring for survivors of sexual violence, as well as barriers identified by these

providers to seeking care faced by survivors. The study team used a systematic process to

ensure the trustworthiness of the data. First, the first and second authors (LMC & ECSF) famil-

iarized themselves with the data [26]. Then, four interviews were read and open-coded inde-

pendently by these authors using an inductive approach to allow for themes to emerge

organically [27]. The first and second authors (LMC & ECSF) then met to discuss their initial

impressions and codes. A codebook of these inductively derived codes was created based on

these four interviews and iteratively expanded as needed while coding the remaining inter-

views. All interviews were double coded. The first and second authors (LMC & ECSF) then

met and sought concordance in the application of each code until all interview data were

coded. These codes were reviewed and approved by all study authors.

Results

Study setting

Table 1 describes the results from the observational facility assessment in full. Both hospitals

had a private room (defined as a room having four walls and a door) in which survivors of sex-

ual assault could receive post-assault care. Additionally, both sites had HIV rapid testing and

pregnancy testing available, as well as emergency contraception, analgesia, and antiemetics.

However, neither site had pre-packed rape kits, emergency clothing, or post-exposure prophy-

laxis (PEP) for HIV prevention. Finally, neither site had informational handouts on medica-

tions, drug side effects, or support services for survivors of sexual assault.
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Study sample

Table 2 describes the demographics of the healthcare providers who participated in both the

survey and semi-structured interviews. Data were collected from 20 healthcare providers,

including 7 doctors, 10 nurses, 2 laboratory technicians, and 1 mental health provider. Mean

age was 30.6 years and 55% of the providers were female (n = 11). Providers had worked at

their current site for an average of 3.8 years and had worked in their field for an average of 5.7

Table 1. Results from the Facility Checklist measuring post-assault resources available at each site.

Both sites • Private room (with 4 walls and a door) for examination of survivors

• Examination gloves

• Sharps container

• Patient gowns

• Swabs

• Blood tubes

• Sheets of paper

• Pregnancy test kits in the examination room and available elsewhere in the facility

• HIV rapid test kit available elsewhere in the facility

• Emergency contraception available elsewhere in the hospital

• STI prophylaxis available elsewhere in the hospital

• Analgesia

• Tranquilizers

• Antiemetics

• Clinical management guidelines/protocols available in or nearby examination rooms

• Regimen for return visit

• HIV testing immediately post-assault and at 3- and 6-months

• Records kept of patients who have been examined for rape

One site • Private room available 24 hours

• Toilet in the same corridor as examination room

• Hot water in the healthcare facility

• Working telephone

• Speculum

• Colposcope

• Lockable cupboard for the storage of medical forensic evidence

• Lockable medical supply cabinet

• Sanitary towels

• Consent form for the medical forensic exam

• Paper bags

• HIV rapid test in the examination room

• Active follow-up after initial visit if the survivor does not return

Neither site • Bath or shower available to use after the examination

• Emergency clothing

• Pre-packed rape kits

• Post-exposure prophylaxis to prevent HIV

• Informational handouts on medications

• Informational handouts on drug side-effects

• Handouts on support services for rape survivors, such as NGOs

Missing data from one site on each of the following variables: 1) bed linens changed after each patient is examined

(no at one site), 2) examination couch (no at one site), and 3) working angle lamp (yes at one site).

https://doi.org/10.1371/journal.pone.0231644.t001
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years. On the sexual violence attitudes scale, the mean score was 38.8, indicating neutral atti-

tudes towards survivors of sexual violence. Interviews ranged from 11–41 minutes in length,

with a mean of 20.3 minutes.

Provider survey

Half of the providers (n = 10) had received formal training on the management of sexual

assault. The most common form of training (n = 10) involved undergraduate course work dur-

ing which care for sexual assault survivors was covered. Thirty percent (n = 6) had participated

in an in-service training. Seventy percent of providers (n = 14) reported that they would like to

receive additional training on working with sexual assault survivors. Forty percent of providers

(n = 8) had seen at least one adult sexual assault survivor (range 0–10 survivors) presenting for

services over the last three months. Similarly, 45% of providers (n = 9) had provided care to at

least one child survivor of sexual assault (range 0–10 survivors) over the past three months.

Thirty percent of providers (n = 6) stated that most survivors of sexual assault they provide

care for report to the police, while 10% (n = 2) said some survivors report, 55% (n = 11) said

few survivors report, and one provider stated that they did not know. Seventy percent of pro-

viders (n = 14) reported that a survivor is not sent to the police station before a physical exam

can be completed if they present to the healthcare facility prior to the police station. Further,

70% of providers (n = 14) reported that police are not routinely called to come to the health

facility if someone presents at the healthcare facility first following sexual assault. Eighty per-

cent of the providers (n = 16) stated they routinely recommend a full medical forensic exam to

collect evidence, regardless of whether a survivor chooses to report to the police or not.

Related to post-assault healthcare concerns, 90% of healthcare providers (n = 18) reported

that survivors of sexual assault express concerns related to HIV infection, 75% (n = 15)

reported that survivors are concerned about STIs, and 85% of providers (n = 17) reported that

survivors are concerned about pregnancy. Forty percent of healthcare providers (n = 8)

reported that survivors express concerns related to mental health.

Provider knowledge

Providers’ knowledge on sexual violence was assessed in the semi-structured interviews. Pro-

viders consistently described gender-based violence as violence inflicted upon a particular

Table 2. Sample characteristics (N = 20).

% (n)

Type of healthcare provider

Doctor 35% (7)

Nurse 50% (10)

Laboratory Technician 10% (2)

Mental Health Provider 5% (1)

Mean age, years (range) 30.6 (25–41)

Sex

Female 55% (11)

Male 45% (9)

Years of service at the site, years (range) 3.8 (0.25–10.0)

Total years of service, years (range) 5.7 (0.42–12.0)

Received formal training on the clinical management of survivors of rape 50% (10)

Sexual violence attitudes scale sum score, mean (range) 38.8 (32–48)

https://doi.org/10.1371/journal.pone.0231644.t002
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gender, most commonly women. However, some providers were not familiar with the term

“gender-based violence,” as reflected in the following statement, “I have not heard of the termi-

nology before. . .” (male doctor). Physical assault, such as being “beaten and stuff” (female

nurse), was the form of violence that was most commonly reported; however, some providers

also discussed sexual or psychological abuse as forms of gender-based violence. Most providers

described sexual violence as a range of behaviors, including rape or non-consensual penetra-

tive sex, verbal harassment, and other non-consensual forms of sexual contact. However, a few

providers conflated rape and sexual violence, defining both as non-consensual penetrative sex.

Provider knowledge related to coercion was more varied. Some providers described coercion

as “basically forcing the person to do something against his or her will” (male doctor), while

others discussed tricking, convincing, intimidating, or threatening someone to do something

they do not wish to do.

Some of the providers noted that violence is fueled by abuses of power. For example, half of

respondents discussed cases where power was abused to force sexual encounters through

threats or physical force. Abuses of power were typically described as cases in which the abuser

was older than the person who was abused, such as a teacher, an uncle, or a caretaker.

Provider attitudes

Providers’ attitudes related to causes of sexual violence and justifications for violence were

explored in the interviews. Participants described many causes of sexual violence including,

but not limited to: a lack of self-control and over-active sex drive on the part of the perpetrator

(n = 9), provocation by the survivor through seduction or the way they dressed (n = 6), sub-

stance use by the perpetrator (n = 4), poverty (n = 3), broken homes (n = 2), poor relationships

(n = 2), and pornography (n = 2). Providers also discussed the ineffective prosecution of perpe-

trators as another potential cause for sexual violence. For example, one male laboratory techni-

cian said that the “punishment meted out on the perpetrators of sexual violence is not

deterrent enough,” while another female mental health provider mentioned that “perpetrators

know they can just go scot-free.”

When discussing justifications for violence, most providers (n = 18) agreed that there was

no justification, whether it was the male partner being violent towards his female partner or

vice versa. One female nurse said, “Nobody has any right.” A small number of providers

(n = 2) gave examples of when violence would be acceptable. One female nurse said it would

be justified “when the lady starts with or starts raining an insult on a man.” Another female

nurse said, “There is no justification when it comes to sexual violence,” when referring to

instances when the male partner was being violent, but she said it was acceptable for the female

partner to be violent when seeking revenge for a previous incident when the male was violent.

Interview themes

There were two themes that emerged from the qualitative data that adhered to the study pur-

pose of exploring practices and barriers to providing care among healthcare providers. These

two themes, clinical management and survivors’ barriers to seeking healthcare, illustrated pro-

viders’ experiences within the sociocultural context as well as specific elements derived from

their clinical practice.

Clinical management. During the interviews, four topics related to the clinical manage-

ment of care for survivors of sexual violence were described in-depth, including providers’ role

in reporting sexual violence to authorities, the medical forensic examination, reproductive and

sexual health services, and referral for mental healthcare.
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Providers’ role in reporting sexual violence to authorities. During the interviews, providers

often discussed their role in reporting to authorities, as well as the pathways through which

survivors could arrive at a healthcare facility. There were three pathways for reporting the sex-

ual assault to others. The first pathway described was to disclose to community elders and/or

religious leaders. One male doctor described how community elders would occasionally step

in to mediate between the survivor and the perpetrator when a survivor decided to keep the

report within the family, stating, “So we have a wise person in the family who will sit the couple

down and they will hash out that issue.” The second pathway described by healthcare providers

involved survivors presenting to the hospital where they would receive healthcare first and

then often be encouraged to go to the police. If the survivor went through the second pathway,

they sometimes came to the hospital with a family member or friend. A number of providers

also talked about including the family if they were present, such as encouraging the family

member and survivor to report to the police or stating that elderly family members or parents

were resources that a survivor could use to report. The third and final pathway described by

the healthcare providers involved the survivor going to the police to make a report and then

coming to the hospital to get the “police form” completed. This paper form is filled out by the

healthcare provider–with information about the exam and testing performed–and returned to

police. As noted by one male doctor, “In Ghana . . . it starts from the family and siblings, then

to the churches and mosques, then to the police. They must report to the police so they will

request for a medical exam to be done.” If this pathway was chosen, some providers believed

that survivors only came to the hospital to get their police forms signed.

Nearly half of providers stated that they would encourage a survivor to report to the police,

but ultimately it was a survivor’s choice whether or not to report. A few said that they always

notify the police in cases of assault. One provider noted that a positive screen for an STI in a

patient who is a child results in an immediate report of sexual violence to legal authorities. Pro-

viders raised several potential factors that influence survivors to not report their experiences to

the police, including a desire to keep their experiences private, concern about not being

believed, and avoidance due to stigma.

The medical forensic examination. Providers described the medical forensic examination

procedures for patients who present for post-assault care. As one male physician described:

During our first interaction with them, usually what we let them know is that everything they
share with us will be confidential.We also assure them that we will try and keep their dignity
intact so they shouldn’t be too worried about unnecessary exposure, which will not be of help.

We initially take a thorough history to try and find out who the assailant was, if it was a
known or unknown person.Was it a single person or it was multiple persons?We would also
want to find out the nature of the sexual assault or the alleged sexual assault, whether [it] is
penile/vaginal, oral, and/or any sort of sexual violence. And we also finally, after we have got-
ten the history, we do a thorough examination from head to toe. Not only do we zoom in [on]
the genital area, but then we look for any signs of trauma from up, down. And then finally
when we are done with that, we now do our genital examination, which sometimes may
involve photography and then instrumentation. So, depending on whether we receive consent
or not, we know how far we go.

This description details the steps in the medical forensic exam, including a thorough report

of the sexual assault, followed by an examination of the survivor’s body conducted by a pro-

vider with a chaperone present to assess for injuries and collect evidence. As many patients

present to the hospital seeking the completion of a “police form,” most providers described the

collection of evidence and completion of the legal form as major components of the medical
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forensic exam. As one female physician described, “Because it’s a legal issue, you try to deal

with the legal aspect . . .So you try to find evidence that this has actually happened from your

medical point of view.” Many providers reported that patients often present for medical foren-

sic exams long after the sexual assault occurred, making evidence collection difficult. As one

male laboratory technician reported, “Most of them come in late all the time so we don’t get

any concrete evidence to punish the perpetrators of these victims.”

Most providers noted that survivors must give consent prior to the exam and have the right

to decline any part. However, if survivors wish to have the police form completed as part of

their report, they are unable to decline portions of the exam. As one female physician

described, “And for that form, you actually need to document everything. So, a lot of the times

they consent to it because that is the only proof you can get.” Further, a female nurse described

survivors as lacking agency in deciding which parts of the exam they wish to complete. She

stated:

At the instance the survivor is at our mercy.Wemake the survivor feel like there is something
we can do immediately to alleviate the pain that he or she is going through, so we just expect
him or her to be following our instructions. . .‘Take off your clothes and lie down. I am saying
it this way, are you not hearing what I am saying?’ And then, because the person is already in
pain, he is forced to conform to whatever we are asking of him.

Finally, several providers described “convincing” patients into completing portions of the

exam. As one female nurse reported, “Normally what happen[s] is that if there is [an] exam

and [a] certain lab that we would want that survivor to pass through, we let the survivor know

the reason and the importance of her going through that lab. But if the patient refuses, it’s her

right, but we make sure we convince her enough to make her go through it.”

Providers discussed a few challenges related to the medical forensic examination. First, pro-

viders described not having a “special unit that deals with rape.” Providers also discussed the

lack of access to pre-packed rape kits, which were not available at either location. Multiple pro-

viders described the lack of rape kits as a systemic problem that can be observed across health-

care systems in Ghana. One male laboratory technician stated:

I believe that in Ghana, the healthcare system is not serious about tackling the problem of sex-
ual violence. As I’ve said previously, the most important thing to do once sexual violence is
reported is to take sample[s] to scientifically ascertain sexual contact between the alleged per-
petrator and the alleged victim. And as I said, that can only be done with a DNA test. So, if we
are serious about nailing people who are alleged to have perpetrated sexual violence . . .there
are simple sample collection kits that can be made available to healthcare institutions so that
immediately it happens.

One male doctor also discussed a lack of knowledge about what happens to collected evi-

dence after the examination due to lack of storage, stating:

And we kind of seal them and let them know that these things are for rape victims but genu-
inely we don’t know what is done with them after.Maybe whether when we request for them
two months later whether they can be able to provide those samples . . .And then we are
assured that there is no break in the chain of transport. . .But storage of stuff, no, underwear,
shavings, and others, no, we don’t have anywhere that we keep those.
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Finally, multiple providers described a need for additional training on managing care for

survivors of sexual violence, as many have never received any formal training or found the

training that they had received to be inadequate for providing sensitive care. As one female

nurse stated, “Such victims cannot be managed as the ‘normal’ ones. So that if we are taken

through training, we will give them specialized care. We will not handle them as the ‘normal’

patient. And then we will also not do anything that will aggravate their pain because one word

from a nurse can worsen the situation.” Beyond providing sensitive care, providers also noted

that without training, they are unfamiliar with the correct protocols and procedures for per-

forming medical forensic exams. One male laboratory technician stated, “I need education on

how to handle samples from people like that to ascertain whether, in fact, this person has had

sexual contact with this other person. We need scientific proof and I haven’t had any formal

education on how to either, one, collect samples or, two, work on such samples.”

Reproductive and sexual health services. Providers described post-assault sexual and repro-

ductive health service provision as a multi-step process. First, female survivors who present for

services related to an assault are screened for pregnancy and all survivors are screened for

STIs. However, as one provider noted, “It is not realistic at that point to do an HIV test or any

of those other sexually transmitted infections,” as new infections would not show symptoms at

the time of initial hospitalization if the assault had occurred recently. Further, at the initial

visit, patients are provided with STI and pregnancy prophylaxis if they have the funds to pay

for these medications. However, two physicians stated that if the survivor “knows the person’s

status, like in terms of sexually transmitted infections,” then post-exposure prophylaxis is not

provided to the survivor. One provider stated that survivors are also provided with education

related to pregnancy and STI risk following an assault. Following the initial visit, female

patients are scheduled to return for follow-up testing for pregnancy and all survivors are

scheduled for return STI testing, including HIV testing, at 3-months post-assault.

Providers noted that survivors’ need for sexual and reproductive health services is often the

catalyst for seeking post-assault services. In particular, multiple providers noted that one of the

main reasons female survivors seek services is to access pregnancy prophylaxis or termination

services following an unwanted sexual encounter. One female nurse stated, “Pregnancy, the

fear of becoming pregnant might be one of the key thing[s] that will push an adult to come

and report about rape or when pregnancy sets in, that’s when she will report. Even when she

reports, it [is] about termination. She is coming because she wants to access a facility that can

help her terminate the pregnancy, not because of any other reason.”

Referral for mental healthcare. Regarding the provision of mental healthcare, both hospi-

tals had at least one counselor on site and the majority of healthcare providers described refer-

ral to mental health practitioners as an important step in post-assault care for sexual violence

survivors. One male doctor stated, “So we schedule a visit for the patient to see the clinical psy-

chologist where they will be taken through [a] series of counseling to help them cope with the

trauma that they’ve gone through.” However, due to the small number of mental healthcare

providers at each site, one male doctor discussed difficulty in connecting survivors of sexual

violence with psychological services, stating:

Even sometimes arranging meetings with psychological people like the psychologist to at least
take them through some psychologic[al] counseling is quite difficult. . .I think once they come,
we realize they are not pregnant, nobody really takes care of their psychosocial component of
the rape. . .But we feel like there are other components of it that we don’t know how to handle,
especially the psychological aspect of it. So, I think that is one area that we could take a closer
look at.
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A female mental health provider described the range of mental health services provided to

survivors of sexual violence, stating, “Get into the background, find out exactly what happened

and then use assurances, empathy and the rest, cognitive restructuring that they can get on

and all of that . . .Some of them need, they just need hope and encouragement. . .Sometimes

they are afraid of their physical environment and they need to get over the trauma.” This men-

tal health provider also described her role in advocating for young pregnant survivors to

remain in school and helping survivors to manage interpersonal dynamics within their social

support systems. Finally, a female mental health provider discussed her role as the main source

of continuing follow-up for survivors, stating, “My clients, I meet them not less than five times

just to get to know their adjusting and their coping.”

Survivors’ barriers to seeking healthcare. Providers noted barriers that they believe

interfere with survivors’ ability to seek care following sexual violence, including stigma and

structural barriers, such as cost of treatment and lack of privacy.

Stigma. Providers discussed the role of stigma as a barrier to survivors seeking health ser-

vices following sexual violence. This stigma manifests in multiple ways, including lack of social

support and pervasive silence. Providers discussed how survivors are encouraged to remain

silent by family and community leaders who “try to shelve it” and “try to make it a home mat-

ter” (male laboratory technician). In these cases, survivors who have disclosed their experience

to their social supports, including parents, friends, and extended family, are discouraged from

reporting to authorities, as instances of sexual violence are frequently handled within commu-

nities or between the perpetrator and the family of the survivor. As such, survivors are often

delayed in seeking care or do not receive the healthcare that they need. Additionally, many sur-

vivors may not disclose their experiences to their social supports at all, as they fear repercus-

sions from their perpetrator or that they will not be believed. These survivors are “scared to

voice out” because their social system may “feel that it’s a shame” (female nurse), “fear that

they will be disgraced” (female nurse), or “say that it’s a lie” (female mental health provider).

Structural barriers. Providers discussed the role of structural barriers in impeding survi-

vor’s access to post-assault healthcare. First, providers discussed how patients having to pur-

chase medical supplies, evidence collection supplies, and STI and pregnancy prophylaxis is a

barrier to receiving medical forensic services. One male doctor stated, “If you need to do a

speculum exam, they have to buy it . . .You are buying a pregnancy kit and Hepatitis B/C

screen . . .So essentially, they have to buy everything including your medication.” Survivors

may be unable to receive needed treatment if required to purchase medical supplies, or may

have to choose between supplies needed for a medical forensic exam and STI and pregnancy

prophylaxis. One male doctor noted that patients sometimes purchase supplies and/or medica-

tions that they do not need or that end up not being used. These leftover supplies are kept on

the medical unit and can be provided to survivors without funds to pay for treatment.

Providers also discussed how lack of privacy in the medical facility can function as a barrier

to survivors seeking post-assault healthcare. Many providers reported that there is rarely pri-

vate space available for conducting the examination, so patients are often examined in rooms

or wards housing multiple patients. In these cases, screens or curtains are placed around the

patient prior to the examination, yet providers acknowledged that patients may not feel com-

fortable disclosing sexual violence in this setting. As one female doctor stated, “Even then, a lot

of the times they are not able to actually say what they want to say because, one, the hospital

setting or environment is not even conducive. There are more than three people in the consult-

ing room, there is no privacy for them, so they find it very difficult.” As such, many providers

described the need for dedicated, private rooms to ensure that survivors have privacy.

Finally, many providers recognized that abuse and assault can also be experienced by males.

A female nurse reported, “Males also do face it. They get and face gender-based violence.”
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Providers noted that although male survivors could seek healthcare from their institutions,

many had never witnessed or heard of these cases where they work. Providers described a myr-

iad of reasons male survivors do not report the violence or seek healthcare. First, stigma and

fear may contribute to lack of reporting, in addition to a culture of silence around male survi-

vorship. For example, providers discussed how stigma plays out for male survivors, in particu-

lar, as they may be confronted with rape myths from their community and healthcare

providers. One male doctor stated, “It’s a whole societal stigma when a guy, sometimes even

the attitude of healthcare workers towards them. ‘How can a woman rape you?’ And if it is a

man too, there is a whole stigma about [being] gay. So, men are usually very shy to report such

incidents.” Those male survivors that do seek healthcare are often faced with additional chal-

lenges. For instance, female survivors are sometimes sent to the antepartum unit to see a gyne-

cologist, but providers recognized that there is no equivalent pathway for males. This

sentiment is reflected by one male physician who said:

The challenge would be that, because we don’t have a department that deals with rape, that
will be outside our jurisdiction, because we work with just women. So probably they would
have to get to the urology or probably the emergency physicians would have to work with
them. . .We just deal with them because they are women and there is a form of gynecological
challenge involved. Otherwise they would actually be lost.

As such, male survivors may be discouraged from seeking healthcare following sexual vio-

lence, due to societal stigma and structural barriers.

Triangulation of data

Results from the facility surveys, healthcare provider surveys, and healthcare provider semi-

structured interviews all illustrate that hospitals in Ghana may have some of the basic struc-

tures and systems in place to provide care to survivors of sexual violence (e.g., HIV rapid test-

ing, pregnancy testing, emergency contraception, analgesia, and antiemetics) but that

sociocultural factors such as societal stigma and structural barriers are creating a culture where

sexual assault survivors are unable or unwilling to access post-assault care. For example, the

facility survey indicated that both hospitals had private rooms for examination of sexual assault

survivors. However, during the semi-structured interviews providers discussed how lack of

privacy in the medical facility can function as a barrier to survivors seeking post-assault health-

care. This dichotomy is illustrated in a quote from one female doctor, “Even then, a lot of the

times they are not able to actually say what they want to say because, one, the hospital setting

or environment is not even conducive. There are more than three people in the consulting

room, there is no privacy for them, so they find it very difficult.” Additionally, the facility sur-

vey indicated that medications and supplies are available at both hospitals. However, only with

the addition of the healthcare provider interviews did we learn that survivors of sexual violence

must pay for these medications and supplies out of pocket. These costs serve as a barrier to

many survivors receiving the comprehensive care they need. In sum, the combination of data

obtained from the facility surveys, provider surveys, and provider interviews are necessary to

understand the nuanced barriers and facilitators survivors of sexual violence experience when

seeking post-assault care.

Discussion and conclusions

In this mixed-methods situational analysis, 20 front-line healthcare providers in Cape Coast,

Ghana completed surveys and participated in in-depth interviews related to the healthcare
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provider response to sexual violence. This response can be viewed as the entry point for

enhanced services and responses for gender-based violence [28]. Using this framework, a sur-

vivor’s positive interaction with the healthcare facility could serve as the catalyst for a compre-

hensive rights-based response that addresses all of a survivor’s needs using a trauma-informed

approach. However, in order to achieve this goal, there are some areas for improvement within

these two hospitals.

The observational facility assessment and in-depth interviews with healthcare providers

corroborated that there is a lack of supplies, knowledge, and training among healthcare pro-

viders. During the facility assessment, it became apparent that neither of the included sites had

pre-packed rape kits available, which as one healthcare provider discussed, would have enabled

them to better collect DNA and other evidence in the forensic examination. Additionally, nei-

ther site had PEP or informational handouts on medications (or side effects) and support ser-

vices for survivors. This dearth of supplies and medications highlights the need for

infrastructure to respond to this vulnerable patient population [3,8]. In addition to not having

some necessary supplies, many of the providers reported a lack of education and training

related to responding to survivors of sexual violence. Past studies have supported the need for

healthcare provider training related to gender-based violence that considers sensitivity, confi-

dentiality, privacy, and accountability [3,29–31]. At the institutional level, knowledge and

training could be supplemented using formal protocols for responding to survivors of sexual

violence and continued training supported by mentoring and supervision of new providers

[3]. The findings of our study are consistent with the key outcomes that the Department for

International Development has outlined when responding to violence against women and

girls, including service delivery, capacity building, and an enabling environment [28]. All of

these solutions highlight a need for an investment (socially and financially) in protecting and

responding to survivors of gender-based violence [32].

Throughout the qualitative interviews, healthcare providers also described both personal

and systemic barriers that inhibited survivors from reporting their assaults. Some of the per-

sonal barriers included stigma and, especially among male survivors, the belief that they cannot

experience sexual violence. Systemic barriers included structural obstacles, such as the need to

pay for supplies (including the “police form”) and medications required for a post-assault

exam, as well as lack of privacy. In order to overcome the identified barriers, it is important for

healthcare institutions to work with the community to develop resources [33]. This might

include developing a Community Advisory Board, seeking support from Chiefs and leaders in

the community, and working with the government to influence policy [32]. Past research in the

maternal health arena has successfully utilized community mobilization principles to create

interventions within communities that are acceptable, sustainable, and impact health outcomes

[34,35]. This type of community buy-in and support at the local and national level is necessary

to overcome victim-blaming and structural barriers that impede access to post-assault services.

Finally, participants described a lack of coordination in accessing resources. Based on the

provider responses, it seemed that many survivors who reported to the police were compelled

to present for a medical forensic exam to substantiate an assault and survivors who came to

health centers first were encouraged to report to the police. However, there was limited discus-

sion among our participants about other types of resources. Only one provider mentioned

Ghana’s Domestic Violence & Victims Support Unit (DOVVSU), which is a part of the police

force that specifically handles intimate partner and other gender-based violence cases. Further-

more, there are a lack of shelter services in Ghana for survivors to seek respite from abuse,

despite specific language in the Ghana Domestic Violence Act of 2007 instructing that each

district in the country should have a shelter [36]. The DOVVSU was in the process of con-

structing a shelter in Accra, which was abandoned due to a lack of funding [37]. Finally,
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mental health services in Ghana are limited by shortage of providers, stigma, and the geo-

graphic location of service provision [38]. In order to meet the comprehensive needs of sexual

assault survivors, it is imperative that a coordinated, multi-sectoral response be established to

provide resources beyond healthcare and law enforcement [32]. This requires health facilities

to identify local resources and establish pathways that providers can use to facilitate timely

referral of survivors [3].

Limitations

This study is limited by its focus on one geographic region in coastal Ghana. Services for sexual

assault are likely more available in larger urban areas of Ghana and even more limited in rural

regions. Additionally, barriers to survivors accessing services are reported by healthcare pro-

viders. An important line of inquiry would be to interact with survivors themselves to assess

the barriers they encountered. Furthermore, there is the potential for social desirability bias.

The study team attempted to minimize this by using trained Ghanaian research assistants that

were not a part of the healthcare system and by ensuring the confidentiality of all participants.

Also, research assistants were students who were junior to all included healthcare providers,

which may reduce this bias.

However, the strengths of this study include the use of a comprehensive observational facil-

ity assessment developed by an international organization focused on the prevention and

response of sexual violence (SVRI) specifically to evaluate the status of services for sexual

assault survivors [22]. Further, we used a mixed methods approach, surveying and interview-

ing front-line healthcare workers who are often the first professionals survivors of sexual

assault encounter.

Conclusions

This study provides a mixed-methods evaluation of the healthcare provider response to sexual

violence in Ghana. The current healthcare response is limited by lack of supplies, knowledge,

and training for healthcare providers. Further, healthcare providers described personal and

structural barriers that may prevent survivors from accessing needed healthcare in the wake of

sexual violence. Future work should focus on capacity building and multi-sectoral responses

within local communities to ensure that the healthcare needs of survivors are met.

Acknowledgments

We would like to acknowledge the Centre for Gender Research, Advocacy and Documentation

at the University of Cape Coast, Ghana for their assistance with obtaining ethical approval for

this research.

Author Contributions

Conceptualization: Sarah D. Compton, Eugene K. M. Darteh, Michelle L. Munro-Kramer.

Data curation: Roberta Dankyi, Abdul-Aziz Seidu, Amanda Odoi.

Formal analysis: Lindsay M. Cannon, Emily C. Sheridan-Fulton, Sarah D. Compton, Michelle

L. Munro-Kramer.

Funding acquisition: Michelle L. Munro-Kramer.

Investigation: Eugene K. M. Darteh.

Methodology: Michelle L. Munro-Kramer.

PLOS ONE Understanding the healthcare provider response to sexual violence in Ghana

PLOS ONE | https://doi.org/10.1371/journal.pone.0231644 April 21, 2020 15 / 18

https://doi.org/10.1371/journal.pone.0231644


Project administration: Abdul-Aziz Seidu, Amanda Odoi, Michelle L. Munro-Kramer.

Supervision: Eugene K. M. Darteh, Michelle L. Munro-Kramer.

Writing – original draft: Lindsay M. Cannon, Emily C. Sheridan-Fulton, Michelle L. Munro-

Kramer.

Writing – review & editing: Lindsay M. Cannon, Emily C. Sheridan-Fulton, Roberta Dankyi,

Abdul-Aziz Seidu, Sarah D. Compton, Amanda Odoi, Eugene K. M. Darteh, Michelle L.

Munro-Kramer.

References
1. Jewkes R. Intimate partner violence: Causes and prevention. Lancet. 2002; 359;1423–1429. https://

doi.org/10.1016/S0140-6736(02)08357-5 PMID: 11978358

2. Jewkes R, Flood M, Lang J. From work with men and boys to changes of social norms and reduction of

inequities in gender relations: A conceptual shift in prevention of violence against women and girls. Lan-

cet. 2015; 385:1580–1589. https://doi.org/10.1016/S0140-6736(14)61683-4 PMID: 25467578

3. World Health Organization. Global and regional estimates of violence against women: Prevalence and

health effects of intimate partner violence and non-partner sexual violence. Geneva: World Health

Organization. 2013. http://apps.who.int/iris/bitstream/10665/85239/1/9789241564625_eng.pdf.

Accessed 10 Apr 2019.

4. Munro ML. Barriers to care for sexual assault survivors of childbearing age: An integrative review. Wom-

en’s Healthcare. 2014; 2:19–29. PMID: 25664329

5. Fisher BS, Cullen FT, Turner MG. The sexual victimization of college women. (No. NCJ 182369).

Washington, DC: U.S. Department of Justice, Bureau of Justice Statistics, National Institute of Justice.

2000. https://www.ncjrs.gov/pdffiles1/nij/182369.pdf. Accessed 10 Apr 2019.

6. McFarlane J, Malecha A, Watson K, Gist J, Batten E, Hall I, et al. Intimate partner sexual assault against

women: Frequency, health consequences, and treatment outcomes. Obstet Gynecol. 2005; 105:99–

108. https://doi.org/10.1097/01.AOG.0000146641.98665.b6 PMID: 15625149

7. Wolf EJ. PTSD and accelerated aging. PTSD Research Quarterly. 2016; 27:1050–1835. https://www.

ptsd.va.gov/publications/rq_docs/V27N3.pdf. Accessed 10 Apr 2019.

8. World Health Organization. Guidelines for medico-legal care for victims of sexual violence. Geneva,

Switzerland: World Health Organization. 2003. https://apps.who.int/iris/bitstream/handle/10665/42788/

924154628X.pdf;jsessionid=2E60A508D5DDBEC152B3786BCE3667CD?sequence=1. Accessed 6

May 2019.

9. Rominski S, Moyer C, Darteh E Munro-Kramer M. Sexual coercion among students at the University of

Cape Coast, Ghana. Sexuality & Culture. 2017; 21:516–533. https://doi.org/10.1007/s12119-016-9402-

x

10. Munro-Kramer ML, Rominski SD, Seidu AA, Darteh EKM, Huhman A, Stephenson R. Adapting a sexual

violence primary prevention program to Ghana utilizing the ADPAT-ITT framework. Violence Against

Wom. 2019. https://doi.org/10.1177/1077801219828533 PMID: 30791833

11. Rominski SD, Darteh E, Munro-Kramer M. Rape-myth acceptance among students at the University of

Cape Coast, Ghana. 2016; 136;240–241. https://doi.org/10.1002/ijgo.12054 PMID: 28099723

12. Amoakohene MI. Violence against women in Ghana: A look at women’s perceptions and review of pol-

icy and social responses. Soc Sci Med. 2004;2373–2385. https://doi.org/10.1016/j.socscimed.2004.04.

001 PMID: 15450710

13. Social Institutions and Gender Index. Ghana country sheet. 2015. https://www.genderindex.org/wp-

content/uploads/files/datasheets/2019/GH.pdf. Accessed 10 Apr 2019.

14. African Development Fund. Ghana country gender profile. 2008. https://www.afdb.org/fileadmin/

uploads/afdb/Documents/Project-and-Operations/ADF-BD-IF-2008-237-EN-GHANA-COUNTRY-

GENDER-PROFILE.PDF. Accessed 10 Apr 2019.

15. Gender Studies & Human Rights Documentation Centre. Statistics on sexual violence in Ghana. 2016.

http://gendercentreghana.org/?p=60. Accessed 8 Feb 2017.

16. Ghana Statistical Service (GSS), Ghana Health Service (GHS), ICF Macro. Ghana Demographic and

Health Survey 2014. Accra, Ghana: GSS, GHS, ICF; 2014. http://dhsprogram.com/publications/

publication-FR307-DHS-Final-Reports.cfm. Accessed 29 Oct 2015.

PLOS ONE Understanding the healthcare provider response to sexual violence in Ghana

PLOS ONE | https://doi.org/10.1371/journal.pone.0231644 April 21, 2020 16 / 18

https://doi.org/10.1016/S0140-6736(02)08357-5
https://doi.org/10.1016/S0140-6736(02)08357-5
http://www.ncbi.nlm.nih.gov/pubmed/11978358
https://doi.org/10.1016/S0140-6736(14)61683-4
http://www.ncbi.nlm.nih.gov/pubmed/25467578
http://apps.who.int/iris/bitstream/10665/85239/1/9789241564625_eng.pdf
http://www.ncbi.nlm.nih.gov/pubmed/25664329
https://www.ncjrs.gov/pdffiles1/nij/182369.pdf
https://doi.org/10.1097/01.AOG.0000146641.98665.b6
http://www.ncbi.nlm.nih.gov/pubmed/15625149
https://www.ptsd.va.gov/publications/rq_docs/V27N3.pdf
https://www.ptsd.va.gov/publications/rq_docs/V27N3.pdf
https://apps.who.int/iris/bitstream/handle/10665/42788/924154628X.pdf;jsessionid=2E60A508D5DDBEC152B3786BCE3667CD?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/42788/924154628X.pdf;jsessionid=2E60A508D5DDBEC152B3786BCE3667CD?sequence=1
https://doi.org/10.1007/s12119-016-9402-x
https://doi.org/10.1007/s12119-016-9402-x
https://doi.org/10.1177/1077801219828533
http://www.ncbi.nlm.nih.gov/pubmed/30791833
https://doi.org/10.1002/ijgo.12054
http://www.ncbi.nlm.nih.gov/pubmed/28099723
https://doi.org/10.1016/j.socscimed.2004.04.001
https://doi.org/10.1016/j.socscimed.2004.04.001
http://www.ncbi.nlm.nih.gov/pubmed/15450710
https://www.genderindex.org/wp-content/uploads/files/datasheets/2019/GH.pdf
https://www.genderindex.org/wp-content/uploads/files/datasheets/2019/GH.pdf
https://www.afdb.org/fileadmin/uploads/afdb/Documents/Project-and-Operations/ADF-BD-IF-2008-237-EN-GHANA-COUNTRY-GENDER-PROFILE.PDF
https://www.afdb.org/fileadmin/uploads/afdb/Documents/Project-and-Operations/ADF-BD-IF-2008-237-EN-GHANA-COUNTRY-GENDER-PROFILE.PDF
https://www.afdb.org/fileadmin/uploads/afdb/Documents/Project-and-Operations/ADF-BD-IF-2008-237-EN-GHANA-COUNTRY-GENDER-PROFILE.PDF
http://gendercentreghana.org/?p=60
http://dhsprogram.com/publications/publication-FR307-DHS-Final-Reports.cfm
http://dhsprogram.com/publications/publication-FR307-DHS-Final-Reports.cfm
https://doi.org/10.1371/journal.pone.0231644


17. Pool MS, Otupiri E, Owusu-Dabo E, de Jonge A, Agyeman C. Physical violence during pregnancy and

pregnancy outcomes in Ghana. BMC Pregnancy Childb. 2014; 14:71–78. https://doi.org/10.1186/1471-

2393-14-71 PMID: 24528555

18. World Health Organization. Global status report on violence prevention 2014. Geneva: World Health

Organization. 2014 http://www.who.int/violence_injury_prevention/violence/status_report/2014/en/.

Accessed 10 Apr 2019.

19. Morris JN. The domestic violence act: Ghana’s bright future. 2012. http://repositories.lib.utexas.edu/

handle/2152/19643. Accessed 10 Apr 2019.

20. Centers for Disease Control and Prevention. Sexual violence prevention: Beginning the dialogue.

Atlanta, GA: Centers for Disease Control and Prevention. 2004. https://www.cdc.gov/

violenceprevention/pdf/svprevention-a.pdf. Accessed 11 Apr 2019.

21. Substance Abuse and Mental Health Services Administration. SAMHSA’s concept of trauma and guid-

ance for a trauma-informed approach. Rockville, MD: U.S. Department of Health and Human Services.

Substance Abuse and Mental Health Services Administration. 2014. https://store.samhsa.gov/system/

files/sma14-4884.pdf. Accessed 11 Apr 2019.

22. Christofides N, Jewkes R, Lopez J, Dartnall E. How to conduct a situation analysis of health services for

survivors of sexual assault. Pretoria, South Africa: Sexual Violence Research Initiative. 2006. http://

www.svri.org/sites/default/files/attachments/2016-04-13/SituationalAna.pdf. Accessed 10 Apr 2019.

23. Cheema JR. Some general guidelines for choosing missing data handling methods in educational

research. Journal of Modern Applied Statistical Methods. 2014; 13:53–75. https://doi.org/10.22237/

jmasm/1414814520

24. Glaser BG. Advances in the methodology of grounded theory: Theoretical sensitivity. Mill Valley, CA:

Sociology Press; 1978.

25. Glaser BG. Basics of grounded theory analysis. Mill Valley, CA: Sociology Press; 1992.

26. Nowell LS, Norris JM, White DE, Moules NJ. Thematic analysis: Striving to meet the trustworthiness cri-

teria. Int J Qual Methods. 2017; 16(1): 1609406917733847.

27. Thomas DR. A general inductive approach for analyzing qualitative evaluation data. AJE. 2006; 27

(2):237–246.

28. Bell E, Butcher K. DFID Guidance Note on Addressing Violence Against Women and Girls (VAWG) in

Health Programmes–Part B. London: VAWG Helpdesk. 2015. https://assets.publishing.service.gov.

uk/government/uploads/system/uploads/attachment_data/file/446114/Health-guidance-note-partB_3_.

pdf. Accessed 11 Apr 2019.

29. Colombini M, Mayhew S, Ali SH, Shuib R, Watts C. “I feel it is not enough. . .” Health providers’

perspectives on services for victims of intimate partner violence in Malaysia. BMC Health Serv Res.

2013; 13.

30. Colombini M, Mayhew SH, Ali SH, Shuib R, Watts C. An integrated health sector response to violence

against women in Malaysia: Lessons for supporting scale up. BMC Public Health. 2012; 12. https://doi.

org/10.1186/1471-2458-12-548 PMID: 22828240

31. Damra J, Abujilban S, Rock M, Tawalbeh I, Ghbari T, Ghaith S. Pregnant women’s experiences of inti-

mate partner violence and seeking help from health care professionals: A Jordanian qualitative study. J

Fam Violence. 2015; 30:807–816.

32. Garcı́a-Moreno C, Hegarty K, d’Oliveira AFL, Koziol-McLain J, Colombini M, Feder G. The health-sys-

tems response to violence against women. Lancet. 2015; 385:1567–1579. https://doi.org/10.1016/

S0140-6736(14)61837-7 PMID: 25467583

33. ISGlobal—Barcelona Institute for Global Health. Innovative community-based approaches to address-

ing access to sexual violence services. 2014. https://www.isglobal.org/documents/10179/25254/

Innovative+Community-Based++Approaches+to+Addressing+Access++to+Sexual+Violence

+Services/da7a7506-1d09-4117-8426-3250e77562e5. Accessed 11 Apr 2019.

34. Beck DC, Munro-Kramer ML, Lori JR. A scoping review on community mobilisation for maternal and

child health in sub-Saharan Africa: Impact on empowerment. Glob Public Health. 2018; 5:1–21. https://

doi.org/10.1080/17441692.2018.1516228 PMID: 30182808

35. Lori JR, Munro ML, Rominski S, Williams G, Dahn BT, Boyd CJ, et al. Maternity waiting homes and

traditional midwives in rural Liberia. International Journal of Gynecology & Obstetrics. 2013;

123:114–118.

36. The Parliament of the Republic of Ghana. Ghana Domestic Violence Act, 2007, ACT 732. 2007. https://

www.africalegalaid.com/download/domestic_violence_legislations/Ghana_Domestic_Violence_Act_

2007.pdf. Accessed 11 Apr 2019.

PLOS ONE Understanding the healthcare provider response to sexual violence in Ghana

PLOS ONE | https://doi.org/10.1371/journal.pone.0231644 April 21, 2020 17 / 18

https://doi.org/10.1186/1471-2393-14-71
https://doi.org/10.1186/1471-2393-14-71
http://www.ncbi.nlm.nih.gov/pubmed/24528555
http://www.who.int/violence_injury_prevention/violence/status_report/2014/en/
http://repositories.lib.utexas.edu/handle/2152/19643
http://repositories.lib.utexas.edu/handle/2152/19643
https://www.cdc.gov/violenceprevention/pdf/svprevention-a.pdf
https://www.cdc.gov/violenceprevention/pdf/svprevention-a.pdf
https://store.samhsa.gov/system/files/sma14-4884.pdf
https://store.samhsa.gov/system/files/sma14-4884.pdf
http://www.svri.org/sites/default/files/attachments/2016-04-13/SituationalAna.pdf
http://www.svri.org/sites/default/files/attachments/2016-04-13/SituationalAna.pdf
https://doi.org/10.22237/jmasm/1414814520
https://doi.org/10.22237/jmasm/1414814520
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/446114/Health-guidance-note-partB_3_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/446114/Health-guidance-note-partB_3_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/446114/Health-guidance-note-partB_3_.pdf
https://doi.org/10.1186/1471-2458-12-548
https://doi.org/10.1186/1471-2458-12-548
http://www.ncbi.nlm.nih.gov/pubmed/22828240
https://doi.org/10.1016/S0140-6736(14)61837-7
https://doi.org/10.1016/S0140-6736(14)61837-7
http://www.ncbi.nlm.nih.gov/pubmed/25467583
https://www.isglobal.org/documents/10179/25254/Innovative+Community-Based++Approaches+to+Addressing+Access++to+Sexual+Violence+Services/da7a7506-1d09-4117-8426-3250e77562e5
https://www.isglobal.org/documents/10179/25254/Innovative+Community-Based++Approaches+to+Addressing+Access++to+Sexual+Violence+Services/da7a7506-1d09-4117-8426-3250e77562e5
https://www.isglobal.org/documents/10179/25254/Innovative+Community-Based++Approaches+to+Addressing+Access++to+Sexual+Violence+Services/da7a7506-1d09-4117-8426-3250e77562e5
https://doi.org/10.1080/17441692.2018.1516228
https://doi.org/10.1080/17441692.2018.1516228
http://www.ncbi.nlm.nih.gov/pubmed/30182808
https://www.africalegalaid.com/download/domestic_violence_legislations/Ghana_Domestic_Violence_Act_2007.pdf
https://www.africalegalaid.com/download/domestic_violence_legislations/Ghana_Domestic_Violence_Act_2007.pdf
https://www.africalegalaid.com/download/domestic_violence_legislations/Ghana_Domestic_Violence_Act_2007.pdf
https://doi.org/10.1371/journal.pone.0231644


37. GhanaWeb. Pearl Safe Haven project to provide shelter for abused young women. 3 Dec 2018. https://

www.ghanaweb.com/GhanaHomePage/NewsArchive/Pearl-Safe-Haven-project-to-provide-shelter-

for-abused-young-women-705803. Accessed 11 Apr 2019.

38. Ofori-Atta A, Read UM, Lund C. A situation analysis of mental health services and legislation in Ghana:

Challenges for transformation. Afr J Psychiatry. 2010; 13:99–108.

PLOS ONE Understanding the healthcare provider response to sexual violence in Ghana

PLOS ONE | https://doi.org/10.1371/journal.pone.0231644 April 21, 2020 18 / 18

https://www.ghanaweb.com/GhanaHomePage/NewsArchive/Pearl-Safe-Haven-project-to-provide-shelter-for-abused-young-women-705803
https://www.ghanaweb.com/GhanaHomePage/NewsArchive/Pearl-Safe-Haven-project-to-provide-shelter-for-abused-young-women-705803
https://www.ghanaweb.com/GhanaHomePage/NewsArchive/Pearl-Safe-Haven-project-to-provide-shelter-for-abused-young-women-705803
https://doi.org/10.1371/journal.pone.0231644

