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ABSTRACT

INTRODUCTION

The rape of young children is a most distressing phenomenon, which seems to be occurring with increasing frequency in our community.

AIM

To document the incidence of child rape, presentation, pattern of physical injuries, their management and outcome.

MATERIALS AND METHODS

The records of 200 sexually assaulted children presenting to the Red Cross Children’s Hospital Trauma Unit over a nine-year period were reviewed. The circumstances of the injury, the physical findings, the investigation, management and outcome were recorded, as well as information about the assailant.

RESULTS

174 (87%) of the victims were female and 26 (13%) male, with a median age of 6.30 years (range 8 months to 13 years). Most presented early, but  10% (18) had a delay in presentation of more than 1 day.  In 72%, the assault occurred either at or close to home. 

Significant perineal injuries were noted in 64% (2.5% with inflammation or discharge, 13.5% bruising, or erythema and 48% with lacerations), and 5% had additional injuries. Thirty-one per cent of the perineal lacerations required surgical repair. There were twenty-three 2nd degree tears and four with complete ano-rectal-vaginal disruption requiring initial colostomy and reconstructive surgery. Medical consequences included HIV sero-conversion in two children and other STDs in twenty-five. Long term physical consequences included pregnancy (1), dysuria (4), temporary urinary incontinence (4), perineal infection (2) and encopresis (2).

Seventy percent of the assailants were known to the victim and 99% of identified assailants were male. There was a single assailant in 71% of cases, more than one (i.e. gang-rape) in 3%, and an unknown number in 26%. 

CONCLUSION

Violent sexual assault occurs frequently in our peri-urban communities. The physical injury is only one component of the trauma sustained. Careful documentation is essential, with examination under anaesthesia is required in most cases to fully appreciate the extent of the injury. Trans-sphincteric tears heal well with colostomy and staged repair. HIV prophylaxis is currently recommended.

INTRODUCTION

The rape of young children is a most distressing phenomenon, which seems to be occurring with increasing frequency in our peri-urban communities. Recently there has been much in the media about the South African rape epidemic.  The quoted figure is that 1 woman in 3, and 1 man in 5, has been sexually assaulted at some time. The incidence of child sexual abuse and sexual assault is difficult to determine in any population due to methodological problems. A rough estimate is that at least 1 in 4 girls and 1 in 10 boys will have been sexually abused by the age of eighteen 1 2 . 

Four hundred and fifty to five hundred sexually abused children are seen at Red Cross Children’s Hospital (RXH) annually. A small but significant number are the victims of acute sexual assault and present to our trauma unit.  Our staff have been shocked not only by the number of cases presenting each month, but also by the severity of the injuries sustained. A study carried out at RXH trauma unit in 1991 found that 38% of the perineal injuries seen in the unit were caused by assault, either physical or sexual 3.

AIMS

This study aimed to document the incidence of child rape, presentation, pattern of physical injuries, their management and outcome, in our patient population over a nine-year period (1991-1999). Additionally, we wished to highlight the fact that rape may cause severe physical as well as psychological damage.

MATERIALS AND METHODS

We undertook a retrospective review of the medical and social work case notes of sexually assaulted children seen at RXH trauma unit between January 1991 – December 1999.  Most children who were identified in the trauma register as having a non-accidental perineal injury (NAI) had been raped, although this criterion did include some victims of physical assault. All cases where NAI was recorded in the register were reviewed; those for whom there was no history of sexual assault were subsequently excluded. For the remainder, the circumstances of the injury, the physical findings, and the investigation, management and outcomes were recorded, as well as information about the victim and the assailant.

The perineal injuries were classified as first, second or third degree: first degree – abrasions or superficial lacerations involving the vulva, anal margin or perineal skin; second degree – tears involving the peri-vaginal or transverse perineal muscle but sparing the anal sphincters; third degree – compound lacerations involving the anal margin and sphincters 1.

RESULTS

The number of children whose records could be traced was 200. One hundred and seventy-four (87%) of the victims were female, twenty-six (13%) were male, with a mean age of 6.3 years (range 8 months to 13 years).(Fig 1) 7 (3.5%) had pre-existing physical or mental disabilities. At least 2 (1%)of the victims were street children.

The time between assault and presentation for treatment was recorded in 176 (88%) of patients. Most presented early: One-hundred-and-thirteen (64%) presented within 24 hours of the assault, and 158 (89.8%) had presented within 72 hours. However, 15 (10.2%) had a delay in presentation of more than one day, and the longest recorded delay was 8 days.

In 151 cases the place of assault was recorded (Table 1) which showed that the majority of assaults occurred in or around the home. 

Significant perineal injuries were noted in 128 (64%) (Table II). Twenty-seven (13.5%) had bruising or erythema, five (2.5%) had inflammation or discharge and 96 (48%) had lacerations. Ten (5%) had additional injuries such as fractures and bruises, due to beating or attempted strangulation. Most (34.5%) had first degree lacerations, treated by simple suturing or cleansing with antiseptic solution;  twenty-three (11.5%) had second degree tears, all of which required examination under anaesthesia (EUA) and surgical repair.  None of these children required colostomies, although 2 required repeat EUA.  Four children (2%) sustained third degree lacerations, with complete ano-rectal-vaginal disruption, requiring colostomy. One had a primary repair with a defunctioning colostomy, which was reversed 3 months later. The others had the wounds cleaned and debrided, and a defunctioning colostomy, which was closed later after the delayed repair.

Laparotomy was required in one additional child for an abdominal stab wound that was sustained whilst trying to escape the assailant.  In total, EUA was necessary in 48 (24%), and 31% of the perineal lacerations required surgical repair.  Of these, all but one were primary repairs. 

Medical consequences included HIV sero-conversion in two children, symptomatic or asymptomatic gonococcal infection(19), bacterial vaginosis (3), trichomonas (2), and genital warts (1).  Long term physical consequences included dysuria (4), temporary urinary incontinence (4), perineal infection (2) and encopresis (2).  One girl became pregnant and underwent a termination. 

The need for admission and the duration of the hospital stay were influenced by the severity of both the perineal and other injuries, as well as by the social circumstances.  A total of 57 (29%) children required admission, with an average stay of 2.8 days (range 1-10 days).

In 141 cases the identity of the assailant was recorded,  70% of the assailants being known to the victim, 30% was unknown. The most common known assailants were the neighbour (26%) and family friend / acquaintance (18%). The (biological) father was the assailant in 6% and other assailants included cousins, uncles, brothers, mother’s or sister’s boyfriend, stepfathers, lodgers and babysitters.

The assailant was male in 141 cases (99% of the known assailants), female in 1 and of unknown gender in 58 (24% of the total).  The age of the assailant was not known in most cases (78%).  In those where the age was known or estimated, the average age was 20 years (range 14 - 40).  There was a single assailant in 142 cases and more than one assailant (i.e. gang-rape, ranging from 2 – 6 assailants) in 6 cases.  The number was unknown in 52 cases. At least one assailant was noted to be mentally ill and 2 were previous sexual offenders.

DISCUSSION

Violent sexual assault on children occurs frequently. The incidence of child rape in our community is high, with an average of 78 cases per year (or 3 cases every 2 weeks) recorded by this study. Our figures must be a conservative estimate, focusing only on children aged 12 years and younger who had been acutely assaulted. It is presumed that many cases never come to the attention of the medical services, some are not referred to our hospital, and those aged 13-18, without physical injuries or with chronic abuse histories were not included in our study. However, the documented incidence has increased compared to the previous reported study from our unit 3. In our nine-year (1991-99) study 96 children had perineal lacerations due solely to sexual assault. In common with numerous previous studies, most of the victims were female, although the proportion of males is higher than found with older victims. The peaks of risk at the ages of 3-4 years, and above the age of 10 years, is consistent with previous studies of abuse in South Africa 4 5 . As found by Jain et al.6 in India, most rapes took place at or near the child’s home.

The proportion of our patients who sustained injuries (48% with lacerations and 16% with bruising/erythema or inflammation/discharge) was higher than found in studies of chronic abuse.  This probably reflects both the young age of the victims, and the acute and violent nature of the crime. Examination under anaesthesia is almost always required to fully appreciate the extent of the injury. The only other study of rape in this age group in 1998, found that 34% of their 62 patients had lacerations – 5% had first degree, 19% second degree and 10% third degree tears 6. Of our patients, 34.5% had first degree lacerations, 11.5% second degree and 2% third degree lacerations requiring colostomy. Trans-sphincteric tears healed well with initial colostomy and staged repair. Physical injury is only one component of the trauma sustained and sexual abuse can never be ruled out on the basis of a normal physical examination 7. Counseling is of great importance to prevent the abused becoming abusers, thus perpetuating the cycle. 
Two children in our study, who were HIV negative immediately after the assault, subsequently sero-converted to become HIV positive. Both had second degree lacerations, and neither received antiretroviral prophylaxis. There are no data on the risk of HIV infection, or the effectiveness of anti-HIV chemo prophylaxis following sexual assault 2. The risks are likely to be higher than with consensual sex, because trauma and concomitant STD infection (both of which may increase susceptibility to HIV) are more likely 2. A study of patients presenting to the Pediatric Surgery Unit of King Edward VIII Hospital in Durban found that of 63 patients presenting with recognized HIV infection, 2 (about 3%) had rape-related injuries 8. Given these facts, all children who have been subjected to acute, penetrative sexual assault, and who present to the RXH trauma unit within 72 hours, are offered a baseline HIV test (and screening for other STDs), and follow-up counseling and testing. Only recently have we been able to offer chemo prophylaxis with AZT and lamivudine (3TC).
Studies from the USA show that most abusers are adult acquaintances of the child (either within or outside of the family setting), most are male (although the number of female abusers is not negligible) and at least 20% are adolescents 1. The assailants in our study were identified in 70% of cases, and we unfortunately have very little information about them because of the immaturity of the victims, as well as our lack of access to police files. (70% of the identified assailants were known to the victim). Almost all of the abusers were male, and where the age was known or estimated, most were between 14 and 25 years old. These figures are similar to those in recent studies from Cameroon 9, Johannesberg 4 and KwaZulu-Natal 5.

These findings make depressing reading. What can be done about the problem? A concerted effort is needed by society, politicians, the police, social services, and the medical and legal professions, to reduce the incidence of these assaults, as well as to improve the treatment of the victims when they do occur. The medical profession can ensure that children who are assaulted are dealt with by professionals who are adequately trained in their examination, in order to avoid causing further distress, and to ensure good quality evidence 10. We can put in place systems and protocols to ensure that the necessary paperwork is done fully, legibly and as rapidly as possible. We must ensure that the taking of both medical and forensic samples is done meticulously, and that the patients and their results are followed up rigorously. HIV prophylaxis must be given where appropriate, and patients encouraged to return for results, repeat tests and psychological counseling. Not least, we can take steps to ensure that all these cases are reported to the police, and the evidence well documented and kept secure. Very few cases are even reported, let alone successfully prosecuted. At present, the legal system is failing these children. The safeguards for ensuring that these crimes are reported and prosecuted either do not exist, or are failing. The Child Protection Units are understaffed and under funded and even threatened with closure, with officers sometimes investigating as many as seventy cases at any one time. Project Elliah 11 found that in the one year period July 1994 – June 1995, 18 424 crimes against children were reported to Child Protection Units in South Africa, of which 62% were crimes of a sexual nature.  The report acknowledges that this is probably “the tip of the iceberg”. Two-thirds of the offenders had previous criminal records, while 63% of the traced offenders were not even tried for their offences, and only 7% received a prison sentence. Sometimes, the community takes justice into its own hands – in at least three of our cases, community members beat the alleged perpetrator before handing him to the police. 

CONCLUSIONS

Violent sexual assault occurs frequently in our community, and the incidence has increased in recent years. These assaults result in significant injuries that frequently require major reconstructive surgery. The psychological effects on the victims have not been assessed in this paper but are likely there. Careful documentation is essential, with examination under anaesthesia required in most to fully appreciate the extent of the injury. HIV prophylaxis is currently recommended. Systems must be put in place in our hospitals for the holistic management of these cases.
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Table 1

	PLACE OF ASSAULT
	NUMBER
	PERCENTAGE

	Other home inside
	45
	30

	Own home outside
	9
	6

	Own home inside
	48
	32

	Other home outside
	6
	4

	Bush/forest
	18
	12

	Public place
	9
	6

	Street
	7
	5

	School or creche
	3
	2

	Car
	1
	0.5

	Derelict home
	1
	0.5


Table 2

	PERINEAL INJURY
	NUMBER
	PERCENTAGE

	3rd degree
	4
	2

	2nd degree
	23
	11.5

	1st degree
	69
	34.5

	Bruising, erythema
	27
	13.5

	Inflammation, discharge
	5
	2.5

	None
	72
	35


Fig. 1
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