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ABSTRACT

Violence against women is an important cause of morbidity and mortality in
South Africa and indeed the rest of the world. Women and men are equal and
must have equal guarantees of economic, social, civil, political and cultural
rights. Women who are denied the basic right to security cannot participate
equally in society. Violence denies this basic human right.

This study is descriptive and includes a retrospective analysis of rape
survivors in Johannesburg from 1992, and a prospective analysis of rape
homicide victims from Cape Town from mid 1996 to end 1998. The results
have been analysed into demographic variables and compared to trends from
the rest of the world. The epidemiology and pattern of injury of these violent

crimes have been specifically targeted.

The main findings were:

1. The incidence of rape in Johannesburg in 1992 was 165 per 100 000
women.

2. Rape in Johannesburg is seasonal and occurs mainly in young African
women, by strangers.

3. Approximately one third of rape survivors sustain non-genital as well as
genital injury.

4. Most injuries can be classified as minor or moderate and comprise
contusion, abrasions and lacerations.

5. The incidence of rape homicide in Cape Town is 7.2 per 100 000
women, which represents a fatal sexual assault rate of 1.23%.

6. The majority of rape homicide victims were coloured women in the age
group 26 to 45 years.
7. Of those murdered by people known to them, a current or ex-intimate

partner murdered 18.6%.
8. 98.3% of rape homicide victims had non-genital injury, and 55.9% had
evidence of genital injury.
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10.

11.

Most rape homicides have evidence of mechanical asphyxiation
included in the mechanism of death.

The body areas most targeted by perpetrators in sexual assault are the
head, neck and upper limbs.

The majority of the minor genital injuries comprise abrasions and
lacerations to the posterior fourchette and introitus.
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Chapter 1:INTRODUCTION
1.1 INTRODUCTION

Sexual violence against women, has been part of humanity since time
immemorial. It was only with the emergence of the women’s rights groups in
the 1970’s that the violation of women was recognised as a crime against the
person. As a result of the pressure applied by such feminist groups, women
and men realised that it was not a man’s right to force women into sexual

encounters’ 2

This led to numerous significant changes in legislation in some countries,
publication of scientific papers by the medical profession and a slow change

in attitude by some.

1.2 DEFINITIONS

Violence against women was described by the working group of the 1994
Women's Health Conference (South Africa) as a violation of basic human
rights, and they acknowledged it as being an enormous problem. They include
sexist jokes, sexual harassment, pornography, incest, rape, battery and

murder in their range of violence.®

Violence against women is defined by the Women’s Health Project as any act
of abuse perpetrated against wome.n, intended or unintended, of verbal,
emotional, psychological, sexual or physical form, which threatens to
undermine the health and well-being of the person.®

In 1992 the United Nations Commission on the Status of Women proposed a
definition of vioclence against women which includes: “any act of gender-

based violence that results in, or is likely to result in, physical, sexual, or



psychological harm or suffering to women, including threats of such acts,
coercion or arbitrary deprivations of liberty, whether occurring in public or
private life”.* They include many specific categories of such violence against
women. The categories specifically targeted in this study are the crimes of

rape-homicide and rape.

Murder is defined as the unlawful and intentional causing of the death of

another human t:«-:—:ing.5

Rape is defined as the unlawful, intentional sexual intercourse with a female,

by a male, without her consent.®
Both of these crimes are common law crimes.

Sexual offences are further defined in the Sexual Offences Act, No. 23 of
1957.% This Act creates a number of offences relating to sexual intercourse or
sexually indecent acts, as well as related conduct, such as keeping a brothel,
procuration and prostitution. The sexual acts, which are defined in the Act,
relate to offences against young people (< 16 years) and against idiots or

imbeciles.®

1.3 SOUTH AFRICAN SITUATION

South Africa (SA) unfortunately has been slow in catching up with the First
World in the recognition, and appropriate handling of the prolific crime of rape.
The enormity of this crime is illustrated by the ever increasing annual figures
of reported rape cases, i.e. from 15 342 in 1983 to 32 107 in 1994.” It should
be noted that the 1994 figures were estimated by the police to be only 2.8% of
the actual rape cases perpetrated.’

In 1997 the number of reported rape cases had increased to 52 160°, and by
the end of June 1998 this figure was 23 374."°



A further aspect of great concern involving violence against women, is that of
the crime of femicide, defined as the murder of a woman by an intimate male
partner. This was found to occur at a rate of one every six days during 1993
and 1994 in Gauteng, SA."" The murder of a woman by her intimate partner is
the most extreme form of domestic violence. Although this study does not
attempt to cover the realm of domestic violence, it is also an enormous

problem in SA.

A study in Johannesburg showed that the majority of women presenting to
hospital with an assault had been attacked at home by an intimate partner.'?

1.4 UNITED STATES SITUATION

Estimated incidences for rape in the United States (US) range from 28 to 70
per 100 000 women.'

In spité of proclamations and the establishment of various Boards,
Commissions and the holding of Conferences, a further body was established
in 1995 in the United States by their National Research Council to increase
understanding of violence against women. This “Panel On Violence Against
Women” declared in 1997, that there were major shortcomings in the
comprehension of violence against women and advocated further research to

delineate prevalence, incidence, perpetrators and victimization of women."

In the United States over 50% of women that are murdered, are killed by a
current or former male partner, ' whereas a study in Japan in 1991 revealed
that in 18.2% of women who were victims of murder or attempted murder the

assailant was the husband.’



1.5 MOTIVATION FOR THE PRESENT STUDY

This study is an attempt to provide details relating to the epidemiology of rape,
as well as the pathology of injuries sustained by survivors (living) and by

victims (deceased) of sexual violence.

The author’s interest in this field began with her employ as a District Surgeon
(DS) in 1991". During this time, it was noted by the author that no recent
research had been done concerning the epidemiology of rape in
Johannesburg, nor regarding the medical aspects of rape specific to SA.
Consequently, the author undertook the research presented here as Series 2.
This initial research fueled the motivation to conduct further investigation into
this crime. It was then noted that the South African Police Services (SAPS)
did not keep rape homicide statistics. A thorough Med-Line search revealed
that no research had been done into fatal rape attacks in SA, and that only
one such study had been done 20 years previously in the US. The author
thought it relevant for SA, to elucidate the extent of this crime through

scientific research.

Accordingly, two series of data have been used for this purpose. The first
series comprises all rape homicides that presented to Salt River Medico-legal
Laboratory (SRML) from 1% July 1996 to 31%' December 1998. The second
series includes all rape survivors who presented to the Medico-Legal Clinic
(MLC), Hillbrow, Gauteng in 1992, whilst the author worked at the MLC as a
DS.

' The author was employed as a full-time DS by the Depariment of Health, Gauteng at the
Johannesburg District Surgeons Office, from 1% January 1991 to 31% December 1994. Then
as a Registrar in the Department of Forensic Medicine, University of the Witwatersrand, and
as a part-time DS for the 18 months following this. The author was then transferred to the
Department of Forensic Pathology and Toxicology, University of Cape Town, where she took
up a Registrar post.



The medical evidence in cases of sexual assault is usually regarded as being
of primary importance to the courts and forensic medical examiners. There
are usually no witnesses to crimes of sexual violence and the medical expert
provides the only corroborating evidence. In SA District Surgeons and
Forensic Pathologists (FP) are largely responsible to provide this medical

expertise.

The present emphasis on the medical evidence is, however, a significant
change to the previous school of thought by the medical profession. In 1976
doctors, and more specifically gynaecologists, were being advised to “avoid a
pelvic examination at the height of acute trauma” as it was felt that “no

medical proof of rape is either necessary or possible”.

The doctor who performs the forensic medical examination is in a unique
position. Firstly, as a caring empathetic practitioner tending to the need of the
patient with her presenting complaint, the normal doctor-patient confidentiality
is maintained. Secondly, being an impartial examiner documenting and
collecting evidence for a third party, usually the courts.'® DS regularly find

themselves in this difficult position of changing roles within the examination.

This is evidenced in an article by a DS which appeared in the South African
Medical Journal in 1996."7 In the article the author looked at his own cases
over the previous 4% years and concluded that because only 10% of women
examined had any medical evidence to support their claims of rape the entire
exercise was “a very poor return for the expenditure of much time, effort and
money”. He went on to say that legislation should be passed to prosecute
women who lay charges of rape which are unfounded, implying that in 90% of
the women laying charges they had malicious intent. It is obvious from the
tone of this particular article that the author had lost his ability to be
empathetic and sympathetic. It is also apparent that in SA DS, in general,
have earned themselves this reputation of having unsympathetic and uncaring
attitude.” '® It appears that much work is needed to be done by the
Department of Health to change this perception or possible reality.



Lazarus succinctly sums up the role of the doctor in these situations when he
states that doctors should not feel that they have to verify a complainant’s
statement, but should merely offer appropriate intervention and [imit

traumatisation'®,

In addition, it is hoped that this study can help dispel the myth, believed by
many, judiciary included, that & woman who has been sexually assaulted

must have severe injuries.

1.6 OBJECTIVES OF THIS STUDY

To document and analyse the extent of violence against women by
specifically looking at the crimes of rape and rape homicide in South Africa,

and to compare these to other research.

To describe the typical patterns of injury associated with sexual assaults and
to compare these to the findings of studies elsewhere.

To identify potential areas of risk for women.

It is intended that documentation of the number and types of injuries
sustained by rape survivors and rape victims will aid doctors in medicolegal
examinations, and contribute towards the formulation of management

protocols.

This is of specific value because numerous doctors find themselves having to
examine such cases with little or no training in this highly specialised field.
The author also suspects that the number of doctors finding themselves in this

position will increase with the advent of compulsory community service.



1.7 PRESENTATION OF STUDY

The study is divided into several chapters.

The study sample has been presented as Series 1 and Series 2. Series 1
comprises the data obtained from the rape homicide cases at SRML. These
subjects are referred to as rape victims throughout this study. Series 2
comprises the living patients that were seen by the author during her clinical
forensic career. These patients are referred to as rape survivors throughout
the study. The author has chosen to use the terminology rape survivor to
avoid the negative connotations that accompany the use of the word victim. It
is felt that women who have been raped, and live, should be referred to as

having survived the attack and not as having been victims.

Although, not in chronological order, the author has presented Series 1 first as
it is felt to be more pertinent to the author’s field of study at present.

Chapter two describes the methodology of this research and the resources
utilised and consulted.

Chapter three presents the demographic findings within the two series.
Discussion concerning each epidemiological factor is presented after the
results in each section. This is done for ease of reading and comparison, as

each of the variables present significant findings.

Chapters four and five present the results of the injuries sustained by the
subjects of the study. In these chapters the results are first presented and the
discussion follows at the ends of each chapter. Again, this is done for ease of

presentation and reading.

Chapter six finalises the study with conclusions and recommendations.
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Chapter 2: METHODS AND MATERIALS

introduction

In the present study the injuries sustained by deceased victims and living
survivors have been recorded and classified as follows:

Series 1: Deceased victims of sexual violence

a)  Type
b) Situation
C) Genital or non-genital

d) External and internal

Series 2: Living rape survivors
a) Type
b) Situation

c) Genital or non-genital

2.1 SERIES 1: DECEASED VICTIMS

This was a prospective study of all rape homicide case from the period 1% July
1996 to 31% December 1998. The records of all females admitted to the
SRML during this period were studied and the victims of fatal sexual violence

extracted.

Identification of rape homicide was made by using the:
¢ Lab 27 (report which accompanies the body prior to autopsy and
includes information from the investigating officer, as well as the
mortuary attendants on the scene)
o Autopsy report
¢ Register of specimens.
There is no separate statistic kept by the police at SRML for rape homicide.
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From the Death Register number of each identified case, the police station
and case number were obtained from the police database at SRML. Each
investigating officer was interviewed, telephonically or in person, following a

set pro forma of questions (Appendix A).

From the records, 63 potential cases were identified. Perusal of the autopsy
results and follow up enquiries established that four of these cases were not
related to a sexual assault, and these were excluded from the study.

The remaining 59 cases were analysed using Microsoft Excel® for
demographic variables, which included:
e Age of victims
e Ethnic group of victims and perpetrators
e Place victim last seen alive
e Place victims’ bodies found
e Blood alcohol level in victims
e Perpetrator status to victim
¢« Number of perpetrators per case
e Inter-ethnic distribution of perpetrators and victims
o Trial status and sentences handed down
o Distribution of cases as a function of *SAPS station
*Month
“Time of day
*Type of weapon used
*Cause of death

The type and distribution of injuries sustained by each victim was similarly
analysed and grouped. These were divided into injuries visible on external
examination of the body, and those apparent on internal examination during
the autopsy procedure. In some instances, photographs of these injuries were
taken. The categories for external injury were chosen as head, neck, upper
limbs, anterior chest, posterior chest, anterior abdomen, posterior abdomen,

buttocks, and lower limbs. The areas recorded for documentation of internal
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injury were taken from the standard paragraph headings of the autopsy report
{(Appendix B).

Genital injuries were categorised into external, internal, and the anal region,
(which were included in this study as a genital injury).

¢ External categories included labia majora, labia minora, the introitus
(which includes the hymen), vestibule, and posterior fourchette.

e Internal categories comprised pelvic walls, vagina, cervix, uterus
and ovaries.

» Anal region injuries included the perineum, anal verge, and anus.

Of the 59 cases included in this study sample, the initial assault in two of the
cases occurred in an area outside of the Greater Cape Metropole. The
decedents were transferred to Groote Schuur hospital, where they died, and
thus were autopsied at SRML. These two cases have been included in the
study sample to illustrate epidemiological factors and patterns of injury. They
have however been excluded from the calculation of rape homicide rates for

the Greater Cape Metropole.

The author performed the majority of the autopsies in this series (70%), and
where this was not the case, she discussed the autopsy findings with the

relevant pathologist.

In every case a bloodless dissection of the neck was performed. The
procedure followed was to place a block under the neck, open the skull and
remove the brain, then open the chest and remove the thoracic contents.
Following which, the layered technique as described by Gordon and Shapiro,
was used to avoid any post-mortem dissection artefacts.®® After careful
inspection of the external genitalia, and collection of appropriate forensic
evidence the genital organs were removed by a slightly modified technique

t2‘!

than described by Knigh That is the pelvic block is mobilised from its

attachments to the bony pelvis to include the anal canal, rectum, internal
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genitalia and bladder. An incision is made externally around the introital
opening, medial to the labia minora, extending posteriorly to include the anus.
The pelvic block is then removed en-masse from the abdominal cavity. The
vagina is opened along its lateral walls, avoiding any injury, and it, as well as
the cervix, closely inspected and photographed where appropriate. The uterus
is incised from anterior to posterior along its midline and the uterine cavity
inspected. The tubes and ovaries are similarly carefully inspected. The anus is
opened, away from any externally identified injury, to the rectum, carefully
washed after appropriate specimens have been taken, and inspected for

injury.

In a very small proportion of the cases the scene of crime was visited by the
pathologist on call (five cases in total), and data from the subsequent scene of
crime reports were incorporated in this study. It should be noted that during
this time the author made herself available to all stations within the jurisdiction
of SRML to visit the scene of crime for all homicides with evidence of sexual
assault. Unfortunately, the author was only called to four cases. The

photographs from the scene of crime were referred to when available (56%).

2.2 SERIES 2: SURVIVING VICTIMS

This series comprises of a retrospective study of all rape cases seen at the
MLC in 1992. The MLC is operated under the auspices of the DS office in
Johannesburg, and is situated in Hillbrow. It serves the police districts of
Johannesburg and Johannesburg North, which includes 18 SAPS stations.
The clinic is staffed by a Nursing Assistant or Professional Nurse, and a DS is
immediately available during office hours, and on call after hours. The MLC is
open on a 24-hour basis. Only cases that have been reported to the SAPS are
seen at the MLC, and this excludes any cases that are in need of urgent
medical attention for bodily injuries.
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For every patient who visits the MLC a copy of the report of the examination is
kept on file. This report, which is included in the docket, usually is in the form
of a J88. The J88 form is a standard SAPS document, which is used for
documentation of injuries in cases of assault, including sexual assault.
(Appendix C). In addition, the patient's consent form (SAP 308) is also kept at
the MLC and this contains notes from the investigating officer relating to the
crime. There is also a daily register kept by the nurses, in which records basic
demographic details of each patient are recorded, as is the nature of
specimens and treatment for each case.

From the records kept at the MLC, the author was able to obtain ‘complete’,
anonymous, information for 432 out of the 584 cases seen in 1992. Further
enquiries from the various officers-in-command of the CID divisions of each

police station resulted in complete information for the remaining 152 cases.

The demographic data were then analysed according to the following
categories:

e Age and ethnic group of the survivor

e Age and ethnic group of the perpetrator/s

o Inter-ethnic distribution of the cases

e Number of perpetrators per case

¢ Relationship of perpetrator to victim

e Distribution of cases as a function of:  SAPS station

Month

The injuries sustained were recorded as non-genital injuries and genital
injuries. Non-genital injuries were then grouped into five body areas for the

purpose of documentation and illustration as follows:

e Area head

e Area?2 upper limbs

o Areald anterior neck, chest and abdomen
e Aread posterior neck, chest and abdomen
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o Areab lower limbs (includes buttocks)

Genital injuries were documented as per Series 1, but without the examination

of the uterus and ovaries.

The author examined approximately 20% of the patients seen at the MLC in
1992. The doctors employed by the Transvaal Provincial Administration, (now
Department of Health, Gauteng) in 1992 were all full-time or part-time DS.

Based on the results of the 1992 study, the author developed a protocol book,
which included a data collection sheet that was used in the MLC from mid
1994 (see Appendix D). The purpose of this data collection sheet was to make
relevant demographic data from rape survivors easily available for further

research.
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Chapter 3: DEMOGRAPHICS

3.1 SERIES 1: DECEASED VICTIMS

3.1.1 EPIDEMIOLOGY: VICTIMS

3.1.1.1 Incidence

Introduction

Although deaths involving sexual activity do not greatly contribute towards the
workload in any forensic department, they are by no means rare. The usual
determinant of the cause of death i.e. murder, accident, suicide or natural
causes is applied to these cases. It would seem logical to infer that the
number of natural deaths that occur during a sexual activity would outnumber
the other sex-related causes of death. Similarly, accidental sex related deaths
should be greater than rape homicides. Hazelwood et al®® categorise death
associated with sexual activity into three groups: natural deaths during
intercourse (including masturbation), autoerotic asphyxial deaths and lust
murders. Although autoerotic deaths are infrequent, they are regularly seen in
the forensic literature as case reports, probably owing to the unusualness of
the cases. By far the majority of autoerotic deaths involve men who act alone,
women are usually involved as partners in these cases. These types of deaths

are usually classified as accidental or suicidal.

Homicide related to sexual activity, rape homicides in this study, is often
referred to as ‘lust murder’ in the literature from the United States (US). Of
deaths associated with sexual activity in the US, ‘lust murders’ are reported to
occur least frequently.?? The author prefers not to use the term ‘lust murder’
as it implies an selement of uncontrollable sexual excitement, and detracts
from the violent nature of the crime. An extensive search of the medical

literature found only one article describing a series of fatal sexual assault. 2
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Results

The annual number of rape homicides and reported rapes for the study period
are illustrated in Table 3.1.

Number of

Period Number of | reported rapes in
cases (n=57) same areas’’
(n=3660)
15" Jul 1996 to 31% Dec 1996 8 552
1% Jan 1997 to 30" Jun 1997 10 1011
1% Jul 1997 to 31 Dec 1997 128 1153
15U Jan 1998 to 30™ Jun 1998 16 944
1% Jul 1998 to 31 Dec 1998 11°

TABLE 3.1: SERIES 1 ~ ANNUAL NUMBER OF CASES BY SIX~-MONTH PERICDS

NoTE: * - EXCLUDES CASE FROM LAAIPLEK (OUTSIDE GREATER CAPE METROPOLE)
? . EXCLUDES CASE FROM VREDENBERG {OUTSIDE GREATER CAPE METROPOLE)

From the 3 660 reported rape cases over the 24 month period 1% July 1996 to
30™ June 1998 there were 46 fatal rape incidents. Based on the number of
fatalities from reported rape cases, the average incidence rate for rape
homicide, for the area served by the SRML, is 1.23%.

Discussion

Figures from the US reveal that out of 154 000 reported rapes and attempted
rapes 185 fatalities occurred in 1983, representing an incidence of rape
homicide of 0.1%%*. Other studies quote rape homicide incidence rates of 0.3

to 3%, 2% which are all from the 1970's.
Unfortunately, rape homicide incidence rates are not available for SA as the

SAPS does not record this as an individual statistic. A crude incidence rate
has been estimated from this series, by taking the number of reported rapes in
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the Magisterial districts which are served by SRML, and the number of fatal
sexual assaults in the same period of the study period (see above).

The rape homicide rate in Cape Town® (1.23%) for the study period is twelve
times higher than the latest available figure from the US. The Cape Town
figure for the first six months of 1997 is 0.99% and for 1998 is an appalling
1.70%. This represents an almost doubling of the rate at which women in
Cape Town are becoming victims of fatal sexual assaults.

3.1.1.2 Geographic Distribution

Introduction

The Western Cape is populated by almost 4 million people, just over fifty
percent of which are women.*' The population of Greater Cape Metropole is
approximately 2,4 million people, of which 35% live in the Northern Sub-
structure and 65% in the Southern Sub-structure. Two mortuaries serve the
Greater Cape Metropole. SRML, which is attended by the Department of
Forensic Pathology of the University of Cape Town, provides a service to the
Southern Sub-structure. Tygerberg mortuary, attended by the Department of
Forensic Medicine of Stellenbosch University, provides a service to the
Northern Sub-structure. The areas of the Greater Cape Metropole which fall
under the jurisdiction of the SRML at present are illustrated in Figure 3.1.

From 1% July 1996 to The 10th August 1998 of the study period, Khayelitsha
was included in the jurisdiction of the SRML. Since 11" August 1998,
Khayelitsha cases are autopsied at the Tygerberg mortuary. In the period 11"
August 1998 to 31% December 1998, no rape homicide cases were received
into the Tygerberg mortuary.® Based on the previous 25 months experience it
is the author’s opinion that this is under reported.

 Cape Town is used from here forwards to mean the area of the Greater Metropole served by
SRML, i.e. the Southern Sub-struciure.
® Personal communication Sgt Van Der Westhuizen Tygerberg mortuary,
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Hesults

The geographic distribution of the 59 cases in this series is illustrated in Table
3.2. Included in this series are the two cases from outside the jurisdiction of
the SRML, i.e. those from Laaiplek and Vredenberg, (Case 30 and 50
discussed on page 23).

Station Number of Station Number of
cases cases

Athlone 1 Milnerton 1
Cape Town 5 Mitchells Plain 8
Fish Hoek 1 Muizenberg 4
Grassy Park 1 Nyanga 3
Guguletu 3 Ocean View 2
Hout Bay 1 Philippi 1
Kensington 2 Philippi East 2
Khayelitsha 6 Seapoint 4
Kistenhof 2 Simon's Town 1
Laaiplek 1 Steenberg 2
Langa 1 Vredenberg 1
Lansdowne 2 Woodstock 2
Maitland 1 Wynberg 1

TABLE 3.2: SERIES 1 - DISTRIBUTION OF CASES AS PER SAPS STATION

In this series the majority of women died in or close to their homes (73%). The
remainders were found in a nearby suburb (17%), or at a distance from their
homes (3%). In 4 cases (7%) the distance from the decedents’ home is not
known, as these women are still officially unidentified and no home address is
known. In the entire series, five women are still officially unidentified, however
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admitted to Vredenberg hospital, then transferred to GSH, where she died two
days later from head injuries. The scene was not examined for evidence as
the case was only reported to the police after the patient had died, and the

family had already inadvertently removed all evidence.

A study of 41 fatal sexual assaults over 22 years in Dade County, Miami,
Florida revealed that 54% of the victims were murdered in their own homes,
and the remainder found in canals, fields or vacant ground.? In that study the
majority of the victims murdered at home were in the older age range for total
victims, whereas those found elsewhere had an average age of 31.5 years.
The average age of the 18 victims in Cape Town who were murdered at home
was 41.2 years, with a range of 16 to 83 years, whereas the remaining 41
averaged 29.2 years, with a range of 3 to 69 years.

3.1.1.3 Age and Ethnic Distribution

Resuits

The ethnic distribution of the victims in Series 1 is reflected in Table 3.3 and
compared to the total female population by ethnic group for the area. The
figure for the total female population of the area (788 921) was calculated

from the 1996 population census figures.™

The four Magisterial districts from
the census population used to calculate the total population served by SRML

are Cape, Mitchells Plain, Simon’s Town and Wynberg.
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Number and
percentage of

Number and

percentage of

cases population®!
African 16 (25%) 265,651 (33.7%)
Coloured 40 (70%) 347,483 (44%)
White 3 (5%) 130,472 (16.5%)

Note: the total population for the area in question is 788,921 women.? The remainder

of the total fernale population is made up of Indian/Asian and Unspecified/Other,

TABLE 3.3: SERIES 1 - ETHNIC DISTRIBUTION OF VICTIMS

The age distribution of the victims is reflected in Table 3.4.

Age Groups | Number (percentage)
0 -5 years 3(5.1%)
6 — 11 years 1(1.7%)
12 - 16 years 4 (6.8%)
17 — 25 years 12 (20.3%)
26 — 35 years 14 (23.7%)
36 — 45 years 17 (28.8%)
46 — 55 years 4 (6.8%)
> 55 years 4 (6.8%)
Total 59 (100%)

TaBLE 3.4: SERIES 1: AGE DISTRIBUTION OF VICTIMS

The highest incidence of rape homicides in the present series is amongst

coloured females aged 26 to 45 years.

This age by population group distribution is reflected in Figure 3.4.
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are partially a function of the degree of political power enjoyed by a group and
the impact that this has on the individual's self-esteem and dignity. This
suggests that the higher level of interpersonal violence seen among coloureds
compared to Africans, despite relatively equal low levels of socio-economic
development, may be a reflection of less political empowerment and poor self
worth among coloureds.

Another possible explanation for the high incidence of rape homicides among
coloured females might be related to the gang subculture and activity that
pervades Cape Town. This area needs further research, as anecdotal stories
are often heard of particular crimes that have to be committed by gang
initiates, rape being one of them.

The youngest patient in this series was 3 years and the oldest 83 years with
an average age of 33 years. This confirms the premise that crimes of sexual
violence are not related to how attractive and desirable a woman is but
revolve around issues of power, anger, dominance and rage.?® 3% More
uniquely, in the situation of war, sexual assaults are used to disable the
enemy by destroying bonds of family and society.

This is another aspect of sexual assault that thankfully has undergone a
complete about face from the opinion held by many, doctors included, 20 to
30 years ago, as is shown in a series from Dade County’s Medical Examiner
in 1969 which revealed that 2% of the rape survivors were below 10 years,
and 3% above 50 years. From this the author concluded “a young woman

must be more desirable to a male than a wrinkled, gray haired oldster.” *

in the present series 7% were less than 10 years and 10% were older than 50
years, which is however different from the sample group of Schiff*® in that it
reflects fatal outcomes of sexual violence.

The pattern of bimodal distribution in the age of rape homicide victims found in
Deming’'s™ study is not reflected in this Cape Town study. However, the age

distribution of the present study mirrors the pattern of homicide in Cape Town
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as noted in 1986%, as well as the age distribution in interpersonal violence
victims seen in Johannesburg-Soweto. '? In a study of female interpersonal
violence victims presenting to hospital in Auckland, New Zealand a similar age
related trend was seen and these were noted to be generally younger than
those presenting with unintentional injury. 4 A study of victims of attempted
and homicidal strangulation showed that two thirds of the victims of fatal
strangulation were women. The average age was 31 years, most of who were

victims of rape homicide. %

The aforementioned trend is consistent for the coloured cases in this study,
and apart from only one African case in the age group 26 to 35 years it holds
for that group. Because the number of white cases in this study is only three, it
is not possible to apply any trend. Although one would like to stretch this to
comply with the bimodal distribution that Deming et al found, as the population
group distribution of his study was 70% white and 30% black (African-

American). #

3.1.1.4 Alcohol levels

Introduction

A review of nine articles in 1978 revealed the established relationship
between violent crime and alcohol. These studies, which looked at alcohol
consumption in the victim, the assailant, or in both, found alcohol involved in
30 — 70% of all homicides.

It is difficult to obtain accurate figures for actual blood alcohol concentrations
(BAC) in sex offenders, as the instances where the rapist/murderer is caught
immediately after the crime and his BAC tested are extremely rare. In this
study, no such BAC figures are available. Obviously, the BAC of victims is
easy to obtain. It should be relatively easy to obtain the BAC in survivors, with
informed consent, while bloods are being drawn for DNA control samples and
other serological analyses.
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Of the decedents who had last been seen alive in a Shebeen or bar (10
cases), eight had BAC levels of more than 0.10g% with a highest of 0.32g%.
The level in one of these cases (Case 34) was zero and in one case (Case
36) it was not tested.

Discussion

This level of BAC, is significantly higher than the study of fatal sexual assaults
from Dade County, where of the victims tested for alcohol in the sample, 40%
had a positive BAC.%

A study of homicides in Cape Town in 1986 revealed that 62,9% of victims
(male and female) had a raised BAC at the time of death.** Female homicide
victims in Cape Town in 1990/91 were shown ta have an elevated BAC in
62,4% 4 of cases. In 1998, 49.0% of cases had an elevated BAC,* which is
slightly less than the figure for the study group. This lends credence to the
argument that if a woman is under the influence of alcohol she is less capable
of protecting herself from attack. The range of alcohol concentrations in rape
victims correlates closely to that of victims of violence in Cape Town in
general.® It is highly disturbing that 25.4% of the victims had such high BAC
that they would legally be considered incapable to give consent to sexual
intercourse. The five victims who were very strongly under the influence to
stuporous would have been incapable of any defence efforts.

A literature review reveals that in cases of rape, reports of the assailant

having been under the influence range from 0 — 50%. %

Studies have shown survivors of rape being under the influence of alcohol to
vary from 36% in Auckland from 1982 to 1987 *, to 21,5% (although a large
group of unspecified [78,1%] in this study probably precludes significance) in
1998* . In Memphis in a 1992 study® 35% of rape survivors, were under the
influence and in a Helsinki study from 1978 to 1984 64% of rape survivors
were under the influence,®
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In the three cases (Cases 26, 30 and 50) that were admitted to hospital before
their deaths, there is a history from witnesses that the decedents had been
drinking when last seen. Interestingly in Case 49, still officially unidentified,
there is testimony from a witness (a street child) that he saw the decedent
before her death in a very drunken state. As the decedent’'s BAC was zero the
investigating officer in this case is investigating the motives of this witness in

offering this testimony.

3.1.1.5 Occupation

Results

The numbers of cases per occupational category in the present series, as

compared to Deming et al, are illustrated in Table 3.5.

Cape Town Deming et al®®
Occupation Number of cases (%) (%)
n=59

Unemployed 15 (25.4%) 31.7%

Unknown 12 (20.3%) 2.4%
Domestic worker 7 (11.9%)

Sex worker 7 (11.9%) 4.9%

Scholar 5 (8.5%) 14.6%
Pensioner 5 (8.5%)
Pre-school 3 (5.1%)
Machinist 2 (3.4%)
Nurse Aid 1(1.7%)
Spaza shop owner 1(1.7%)
Waitress 1(1.7%)

TABLE 3.5: SERIES 1 - OCCUPATIONAL CATEGORIES OF VICTIMS
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Discussion

An analysis of the occupation of the decedents to identify any particularly
high-risk category is difficult in this series because of the high number of
unknown (20.3%).

If one compares the distribution of the decedents’ occupation to the locality of
where their bodies were found no real trends are noted. With regard to the sex
workers in the group the location of their murder is a logical prediction related
to their work, as is the case for the pre-school children. Of the seven sex
workers in the series, two were murdered in their ‘rooms’ and two were
dumped on the side of the road. One each was murdered in an alley, in open
ground and in the assailant’'s car then thrown out. The children in the series
were all enticed away or abducted from a group of friends and they were
found murdered in an open field (Case 3), on the beach (Case 33) and next to
a railway line (Case 52).

Two studies researching high risk occupational categories for sexual assault
in the US found that the highest incidence of rape was among convenience
store workers, property management personnel and motel housekeepers.*® %
The reasons given for this were that being alone they presented as easy
targets. These groups also have a similar reported incidence of work related

homicide.

Sex workers constituted 4.9% of Deming et al's® sample whereas 11.9% of
the present study were sex workers. If one considers the amount of
unemployed women in the area of the study compared to the number of
female sex workers (approximately 3 000%), it is obvious that the highest risk
category in the present series is that of sex worker.

® Perscnal communication Glynis Rhodes, SWEAT.
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3.1.2 EPIDEMIOLOGY: PERPETRATORS

Information regarding the perpetrators in this series is only known for 43
cases (72.9%). This information is based on interviews with the investigating
officers for each case. In 24 cases (40.7%), suspects have been arrested.
These suspects have either been tried, convicted, or are awaiting trial. The
remaining 32.2% of known cases is based on witness testimony. This
testimony includes that of the investigating officers who in most instances are
fairly sure of their suspects but do not have enough concrete evidence to
enable the public prosecutor to charge them. The remainder is based on
testimony of witnesses who saw the alleged assailants running away from the

scene of the homicide, or who witnessed the attack or abduction of the victim.

3.1.2.1 Arrest and Conviction

Results

The arrest and conviction status of the perpetrators is illustrated in Table 3.6.

JUDICIAL STATUS OF PERPETRATOR (n=59)

Unknown 16 (27.1%)

Known 43 {72.8%) Suspected 19 (32.2%)

AwaitingTrial
15(25.4%)
Deceased

1{1.7%)
Withdrawn
2 (3.4%)
Completed
6 (10.2%)

Arrested 24 (40.7%)

Life 1

30 Years 1
12 Years 1
10 Years 2
7 Years 1

TaBLE 3.6: SERIES] ~ STATUS OF PERPETRATORS
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genital injury as objective evidence of forced intercourse (non compliance)
and positive spermatozoa samples as objective evidence of penetration. In
their results of 75 cases with both genital injury and sperm found, 60

assailants were successfully convicted.

According to the State Advocate the convictions and sentances of life
imprisonment (Case 3) and of 12 years (Case 26), from the present study,

were largely as a result of the medical testimony.

Conviction rates for rape cases in SA in 1996 were 18.75% and for the
Western Cape 23.2%9, second only to Mpumalanga. It would be interesting to
see if this relatively high conviction rate is as a result of the special initiative of
the Director of Prosecutions’ office: Western Cape, which established the
Wynberg Sexual Offences court as a pilot project in 1993.%° This court gives
special attention to rape survivors, the prosecutors are generally female and
have undergone specialised training to help them deal with sexual offences. A

dedicated social worker is also employed to assist rape survivors.

3.1.2.2 Relationship of Perpetrator to Victim

In the cases where the perpetrator was known it was established what type of
relationship existed, if any, between the victim and her murderer. In this
series, all assailants in the known category were men. Various categories
were described to tabulate this data. The category of intimate partner includes
husbands, boyfriends, lovers, and any male person with whom the victim had
a current intimate relationship. A friend was taken to be someone with whom
the victim was regularly acquainted and whose company she frequented,
whereas an acquaintance was someone she knew on a social basis but
through the friendship of others e.g. a “friend of a friend’. The category ‘knows
by sight’ is taken by its literal meaning, for example someone she would have
seen in her street on more than one occasion. ‘Client’ and ‘pimp’ have been

included to describe the cases of murdered sex workers within this series.
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Results

The relationships are shown in Table 3.7.

Relationship

Number of cases
(%) n=59

Stranger

10 (16.9%)

intimate partner

10 (16.9%)

Ex-intimate partner 1(1.7%)
Family member 2 (3.4%)
Friend 2 (3.4%)
Acquaintance 4 (6.8%)
Knows by sight 9 (15.3%)
Employee 1(1.7%)
Client 3 (5.1%)
Pimp 1(1.7%)
Not stated 16 (27.1%)

TABLE 3.7: SERIES 1 — RELATIONSHIP OF PERPETRATORS TO VICTIMS

Discussion

If one looks at the categories of known and unknown, 56% of the victims in
this study had an existing relationship of some kind with their murderer. This
differs quite significantly from a previous study in which only 17% of the
victims knew their assailants.? In Butchart's Johannesburg-Soweto study he

found that 31.7% of female victims were attacked by strangers.’

The ‘not stated’ category is unfortunately high at 27.1%. These are the cases
in which the investigating officer has neither a suspect nor effected an arrest.
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3.1.2.3 Ethnic Distribution

This is again based on actual arrests and witness testimony from the scene.

Results

The distribution of the perpetrators as per population group is reflected in
Table 3.8. The total population served by SRML has been calculated as for
Table 3.3.

Number and Number and
percentage of percentage of
cases population®!
African 18 (31%) 259, 291 (34.9%)
Coloured 22 (37%) 320,018 (43%)
White 3 (5%) 119,363 (16%)
Unknown 16 (27%)

Note: Total female poputation for the area in question is 744,041.% The remainder
of the total female population is made up of Indian/Asian and Unspecified/Other.

TaBLE 3.8: SERIES 1 — ETHNIC DISTRIBUTION OF PERPETRATORS

A further analysis of perpetrators by their arrest status and population group is

shown in Figure 3.9.
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However there is a significant number of cases in Series 1 that are unknown
(27,1%) whereas only 1.2% of cases in Series 2 are unknown. The

breakdown of number of perpetrators per case is illustrated in Table 3.9.

Perpetrators Number of cases (%)
n=59
One 33 (55.9%)
Two 6 (10.2%)
Three 2 (3.4%)
Four 1(1.7%)
Five 1(1.7%)
Unknown 16 (27.1%)

TABLE 3.9; SERIES 1 ~ NUMBER OF PERPETRATORS PER CASE

Discussion
In the study of Deming et al, the finding is also that the majority of perpetrators
acted singularly, with only 7% of known cases consisting of two

perpetrators.®®

3.1.3 EPIDEMIOLOGY: CRIME

The demographics of rape homicides for the 2%.-year period were analysed as
an attempt to identify high-risk periods during which women are susceptible to
fatal sexual assaults. It was predicted that this would be highest in summer

months, at the weekends and during the evening/ early morning hours.
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Discussion
This finding contrasts sharply with the seasonal distribution of rapes found in

Series 2.

In a study in the US concerning the effect of the season on the incidence of
violent crimes, Michael et al® found that there was a virtual absence of
seasonal changes in the numbers of murders. Rape and assaults however
showed similar season related patterns with an increase in the warmer
summer months. This led the authors to hypothesise that human violence is
influenced by “exteroceptive environmental factors”, which is an animal model
and has proven that various higher non-human primates respond to
environmental influences such as temperature, humidity and photoperiod.
They analysed the violent crimes of rape, assault, robbery and murder over a
two-year consecutive period from 16 different states using crime statistics
provided by the FBI Uniform Crime Reports. The resuits showed that rape and
assault were significantly associated with temperature but not to photoperiod.
There was no association between temperature or photoperiod and murder or

robbery.

The present series also appears to adhere to this hypothesised model. There
is no apparent seasonal distribution reflected in the number of rape
homicides. The only case of the present series that occurred in June was in
1997 from Khayelitsha. This may be related to rainfall, as Cape Town has rain
in the winter months. It is postulated that heavy rainfall in combination with
cold weather would make women less of a target, as they would tend to
remain at home, or indoors. Additionally, potential assailants may also be less

inclined to wander the streets in search of a victim.

3.1.3.2 Day of Week

Results

The resuits of the present study are illustrated in Figure 3.12.
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The total number of cases in the present series that include mechanical
asphyxiation as a mechanism of death is 30.5%. If the cases including
mechanical asphyxiation as a cause of death within the combination group (6
out of 7) are added this total increases to 40.7%. The additional cases
included in the category mechanical asphyxiation are those due to smothering
and suffocation.

Discussion

In a study on the types of injuries sustained during strangulation®, it was
found that 30% of surviving victims were rape survivors and 31% of the
murder victims died in a rape homicide. In the series of fatal sexual assaults
studied by Deming et a123, 48.7% of the victims were strangled, either alone or
in conjunction with another mechanism of death. In a case report of a fatal
sexual assault described in the literature,®® the cause of death is given as

strangulation.

The findings from the present study reinforce the ‘classic’ mechanism of death
in rape homicides as strangulation, which could be expanded to mechanical
asphyxiation. It seems that the neck, and the mouth, are the targets of attack

in rape homicide,

In a study on homicide in Cape Town™ the total number of strangulation
cases for the first 6 months of 1986 was 4 (0.8%), where females constituted
only 10.7% of the total homicide cases. There was, in addition, one case of
asphyxiation during the act of sodomy in a child. The causes of death in that
study are as follows: incised wounds 60.0%, blunt object injury 21.8%,
gunshots 18.0%, burmning 5.3%, and other 1.8%. % Recent statistics from the
SRML show the following distribution for female homicide cases. gunshot
wounds 41.5%, incised wounds 29.8%, blunt trauma 18.1%, and the

remainder as other. >°

From this, it is apparent that in Cape Town cases of female homicide, which
have mechanical asphyxiation as a mechanism of death, should be regarded

with a high suspicion as being as a result of a fatal sexual attack.
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A comparison between the present study and that of Deming et al®® is
presented in Table 3.10.

Present study = Deming et al®
Clothing
% of cases % of cases
Intact 8.5 2.4
Naked 13.6 34.1
Partially
removed 711 53.7
or damaged
Not known 6.8 2.8

TABLE 3.10: SERIES 1 — STATUS OF VICTIM 'S CLOTHING.

Discussion

Usually in cases of sex related murders the nature of the crime is brought to
the attention of the investigating officer at the scene of the crime. It is here
that the first indications of any sexual assault will be noted by the state of the
victim’'s clothing. This is very often the only indication before the post-mortem
examination that a sexual assault has indeed occurred. If the pathologist is
not vigilant in his/ her thorough examination of the genitalia and anal region
the nature of the crime may go undetected. It may in fact be prudent for most
pathologists to suspect a sexual assault in all cases of female homicide.
Indeed in the present series a number of the cases were not accompanied by
a history of sexual assault from the investigating officer, and this information

was conveyed to them upon completion of the autopsy.
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It is noted that if the investigating officer and pathologist alike do not have a
high level of suspicion in cases of female homicide much valuable forensic
evidence will be lost. These are very strong reasons to advocate why the
pathologist should be called to the scene of the crime of female homicides
where any doubt exists as to the nature of the crime. Again, for these reasons

it is imperative for the investigating officer to be present at the autopsy.
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3.2 SERIES 2: RAPE SURVIVORS

3.21 EPIDEMIOLOGY: SURVIVORS

3.241 Incidence

introduction

One only has to read the daily newspapers to be aware that the crime of rape
is on the increase, and it seems out of proportion with the rate of population
increase. One would like to think that this increase is due to an increased
awareness of the crime amongst previously unempowered women who add to
the rate of reporting. Alternatively, that it is due to a more user-friendly police
and judicial system that make it easier for women to report the crime and not
to suffer the secondary victimisation that usually accompanies this procedure.
However, it seems that the reality is an increase in the incidence of rape.

Results

During 1992 the number of women seen at the MLC in Johannesburg who
had reported being raped was 584 out of a total of 24 8127 reported nationally,
an incidence of 165 per 100 000 females for Johannesburg.®

Discussion

By comparison in the US in 1990 there were 102 555 reported rape cases
with an incidence of 80 per 100 000 females, which had shown a 10%
increase from the 1986 rate.>” Copenhagen reported an incidence of 10 per
100 000 inhabitants, and Paris 20 per 100 000 inhabitants in the early
eighties.”’ During the period 1978 to 1981 the mean incidence of rape in
Helsinki was 2.7 per 100 000, with an average of 1.2 per 100 000 for the

whole of Finland.®
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Lifetime rates of rape among specific groups of women were reported in 1987
as 33% in psychiatric outpatients, 20% for psychiatric inpatients, and among
college students as between 55 to 84% in the US.®'

Following the release of the results of the 1896 population census for SA the
incidence of rape for the country in 1996 was 240 per 100 000 females, and
for the Western Cape 311 per 100 000 females.® '

It is apparent that the Western Cape has an enormous problem concerning
violence against women, and with regard to rape it has an incidence of one
and a third times the National average. Assuming the population of women in
large European cities to be approximately 50%, the Western Cape’s incidence
of rape is approximately forty times greater, and that is only the reported

cases.

3.2.1.2 Geographic Distribution

Introduction

The cases seen at the MLC in 1992 were largely from the two Magisterial
Districts that the clinic serves i.e. Johannesburg (SAPS District 39) and
Johannesburg North (SAPS District 66). Cases from outside the jurisdiction of
the clinic were also seen, as the MLC made it policy not to turn anyone away.
These cases arose in instances where the rape survivor had been attacked
whilst travelling and had reported the case on returning home, and in
instances where the assigned doctor in another area was unavailable. Due to
widespread media coverage, it became known among the police that our MLC
provided an almost immediate service, and if necessary, there was always an

experienced senior doctor available.
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Resulfs

The distribution of cases is presented in Table 3.11.

District Number of cases Percentage
Johannesburg 362 34.4
Johannesburg North 201 62.0
Other 21 3.6

TaBLE 3.11: SERIES 2 — DISTRIBUTION OF CASES AS PER SAPS DISTRICT

Discussion

The individual station with the highest number of cases was Hillbrow (23.8%)
which falls under the Johannesburg North area, followed by John Vorster
Square (19.0%) in the Johannesburg district. These two SAPS stations serve
the populace of the inner city i.e. Hillbrow, Braamfontein and central
Johannesburg. It is the author's opinion that the high number of cases in
these areas is related to its dense population, with influx of pecple coming to
the city to look for employment, and the subsequent high level of
unemployment in the city. These factors are compounded by the relatively
large criminal element in the inner city, the fragmentation of the family unit,
and large numbers of teenagers and young twenty year olds frequenting
various entertainment venues in the city. Reported rape incidences for large

cities in the US are generally higher the overall incidence for the country.

Rape in the suburbs of Johannesburg is far less common. The commonest
modus operandi in these cases was rape in conjunction with housebreaking
and theft, whereas in the inner city the crime was commitied independent of

any other.
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3.2.1.3 Age Distribution

Results
The age distribution of the rape survivors is presented in Table 3.12. The
majority of cases fall in the age category 17 to 25 years (562.6%), with 12.2%

of survivors 18 years or younger. At the MLC serving the Soweto region 75%

of the rape survivors were 16 years or younger for the same period.

Age (years) Number of Percentage
cases (n=584)

0-5 0.7
6 - 11 1.4
12 - 16 59 10.1
17 - 25 307 52.6
26 — 35 133 22.8
36 - 45 51 8.7
46 - 55 16 2.7

> 55 6 1.0

TaBLE 3.12: SERIES 2 — AGE DISTRIBUTION OF SURVIVORS

Discussion

It is felt, similarly, that the climate and culture of the inner city is responsible
largely for the distribution of age in this series, contributing to the 75.4% of
rapes occurring in the 17 to 35 year category.

Additionally a large proportion of the rapes in this series were commiited on
women travelling to and from work, with abduction forming part of the modus
operandi, and threats of physical harm, and in an increasing number at gun
point. The rapes committed on girls’ aged 16 years and younger were more
often perpetrated by men known to them than in the older women. In the
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cases of stranger rape on the younger girls they were usually enticed or
abducted, in some cases for days, and held as “sex-slaves”.

The high incidence of younger rape survivors is a worldwide phenomenon as
is illustrated from the figures noted in the literature. A review of cases
examined in Copenhagen over a ten year period showed a preponderance of
cases in the 10 to 14 year age group (32.5%), with 83.0% of survivors
younger than 20 years.®? A two year review period in Singapore revealed
76.5% of cases younger than 16 years, (although in this group 17.4%
consented to intercourse with their boyfriends), and 21.0% in the age group
16 to 25 years.® A study from Belfast, Northern Ireland, shows a mean age of
their sample group to be 21.8 years with a range from16 to 47 years.®* Rape
survivors from Toronto, Canada showed a mean age of 26,78 years with
49.8% of the survivors in the 16 to 25 year category.”® In the US the
prevalence of rape survivors younger than 26 years ranges from 50% to

78.8(%).2’ 25, 66-68

The rape survivors from the suburbs of Johannesburg account for most of

the 12.4% of women over the age of 35 years in this series.

3.2.1.4 Ethnic Distribution of Survivors
Results
Population group | Number of cases Percentage
African 416 71.2
White 94 16.1
Coloured 65 1.1
Asian 9 1.6

TABLE 3.13; SERIES 2 ~ ETHNIC DISTRIBUTION OF RAPE SURVIVORS.
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The prevalence of rape amongst various different ethnic groups usually
reflects the ethnic breakdown of the population groups for the area under
review. This was certainly the case in Johannesburg in 1992 (Table 3.13),
with 71.2% African survivors.

Discussion

The 1991 population census recorded Johannesburg as having 194 965 white
women and 67 204 African women, % making the prevalence of rape amongst
African women 4% times higher than that for white women. it seems that there
is a combination of factors contributing to this disproportionate level of rape

among African women.

The official population statistics may not reflect the true population of
Johannesburg owing to various logistic problems. The population in 1992 of
Hillbrow, Johannesburg and its immediate surrounds has increased since the
1991 census, and the impression is that this applies to the African population
more than any other group. The level of violence in the country is generally
higher in the African population group' and is therefore reflected in the rape

statistics.

There appears to be cultural differences in respect of social communication
and levels of trust between African people vis-a-vis other population groups.
African women more readily accept lifts from strangers and talk to strangers
on the street; this factor is reflected in the high incidence of stranger rape
(80.1%) in this series. It may be due, in part, to a lower level of awareness or
knowledge concerning the dangers of this type of behaviour in the city
environment. Additionally the amount of time spent commuting via taxis, trains
and walking on the streets, often alone and in the hours of darkness,
especially in the city centre, is much higher amongst African women than any
other group. This behaviour is also a reflection of the process of socialisation
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of women who are encouraged to be passive and not to acknowledge sexual
elements in heterosexual social encounters. Men on the other hand, are
expected to take the initiative and consciously, even overtly, exploit any
sexual elements in such encounters. Lazarus'® gives a good example of
instances where women may be seen to be infringing the expectation that
women be subject to the protection of men. He states that a woman
commuting to or from work may perceive a query about the time of day as just
that. The male questioner however will perceive both the question and the
reply as a prelude to a sexual encounter. If the woman's subsequent
behaviour fails to conform to his he may feel ‘entitled to force sexual
intercourse, in conformity with active-passive beliefs about men and women.
This pattern of interaction was evidenced repeatedly among the African rape
survivors in the present series, and in the author's entire experience at the

MLC, especially concerning the stranger rapes in the city centre.,

The very small percentage of Asian survivors seen (1.6%), is also slightly
disproportionate to the total population of Johannesburg as compared to
whites. The Asian population being one seventh of the white population with a
ten times lower incidence of rape. This may be due to cultural/ religious
differences, where the family unit is more strongly enforced or due to the
relatively early age of marriage amongst Asian women, and a more restrictive
moral code that is followed. From interviews with rape survivors, it seems that

Asian women are less likely to report a rape incident for these same reasons.
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3.22 EPIDEMIOLOGY: PERPETRATORS

3.2.2.1 Ethnic distribution

Results
This is presented in Table 3.14. A small proportion of the cases was unknown,

from instances where the rape survivor did not know the ethnic group of her

assailant.
Population group | Number of cases Percentage
African 455 77.9
White 57 9.7
Coloured 53 9.1
Asian 8 1.4
Unknown 11 1.9

TasLE 3.14: SERIES 2 — ETHNIC DISTRIBUTION OF PERPETRATORS

The inter-ethnic distribution of Series 2 is represented in Figure 3.21.
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countries where there are different ethnic groups among the population. In the
US studies have shown that the number of cases of rape where the racial or
ethnic group of the assailant and the survivor is different, range from 10% to
21% of cases. % % % % |5 Germany a study reported the survivor and
offender from different race groups in 7.8%. ™

3.2.2.2 Relationship to survivor

Results

The results are presented in Table 3.15.

Relationship Number of cases Percentage
Known 107 18.3
Unknown 468 80.1
Not Stated 8 16

TABLE 3.15: SERIES 2 — RELATIONSHIP OF SURVIVOR TO PERPETRATOR

As noted the incidence of stranger rape in this series was high (80.1%) and
the arguments proposed in the discussion on age distribution apply to this
distribution. This finding is unusual compared to other studies, and may be a
shortcoming of the present series. The rape survivors during 1992 when
interviewed by the attending doctor were only asked the question *do you
know the person who raped you?” If the question was more probing
concerning the types of '‘knowing’ e.g. knows by sight, friend of a friend, then
this result may have contained less stranger rapes. This aspect of the
questionnaire, which forms part of the protocol of the MLC, was changed

following this series to accommodate this limiting factor.
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Although not documented, from the interviews with the survivors, in the cases
where the survivor knew the perpetrator it was found that it was more often a

friend, or friend of a friend than an intimate family member.

3.2.2.3 Number of Perpetrators

Results

The number of perpetrators per case is presented in Table 3.16.

Perpetrators Number of cases Percentage
One 380 65.1
Gang 197 33.7

Two 90 15.4
Three 51 8.7
Four 25 4.3
Five 8 1.4
> Five 23 3.9
Not known 7 1.2

TaBLE 3.16: SERIES 2 —~ NUMBER OF PERPETRATORS

Discussion

In this series 65.1% of the survivors were raped by one assailant, with an
alarming number being gang raped (33.7%). The definition of gang in this
series was taken at two or more perpetrators. During the early nineties a

subculture of gangs developed in Soweto who had the specific intention of
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abducting young women and girls to rape them.”' These gangs were known
as ‘jackrollers’. In the present series many of the women who were raped by
more than two perpetrators described it as ‘jackrolling’. More than one
assailant was also a feature of the rapes committed during incidents of

housebreaking and theft.

The dynamics of gang rape appear to be related to camaraderie and male
bonding. There is often a ritualistic aspect. The focus of the rape is not the
survivor but the assailants themselves in watching and taking turns. The
women is merely the vehicle for the interaction of the men amongst

themselves.®

A survey of the literature with regard to relationship of perpetrator to survivor,
and the number of assailants involved in each attack was performed, and the

findings are tabulated in Table 3.17.
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% of

% of cases

Study City/ Country assailants with > 1
known to
. perpetrator
survivor
Hicks? Dade County, US (1974) 48.0 14.9
Heise® Lima, Peru 60.0
Heise® Malaysia 68.0
Heise® Mexico City, Mexico 67.0
Heise® Panama City 63.0
Holmstrom et al®® Boston, US 39.0 29.6
Schiff>® Dade County, US (1967) 33.0 420
Muram et al*’ Memphis, US 40.8 27.6
Penttild et al™ Helsinki, Finland 25.0
Helweg-Larsen®’ Copenhagen, Denmark
1975 56.0
1980 65.0
Tintinalli et al* Detroit, US 31.0
Hayman et al*® District of Columbia, US 40.0 38.0
Sorenson et al®’ Los Angeles 77.8
Voight®™ Copenhagen, Denmark 58.0°
Bownes et al** Belfast, Northern Ireland 420
Stermac et al® Toronto, Canada 67.4 15.7
Peipert et al® Rhode Island, US 65.5
Everett et al®’ Oklahoma, US 27.0 8.0
Cartwright et al*® Nashville, US 51.0 16.0
Emmertetal”® Leipzig, Germany 33.5° 8.4°
Olusanya et al’* Benin City, Nigeria 33.3° 46.8

TABLE 3.17: STATISTICS ON RAPE PERPETRATORS, SELECTED STUDIES

? Of a total of 650 includes 26 male survivors

® Study group 11 to 18 year old

© Study group 0 to 18 year old

¢ Study group 13 years and older

69







Discussion

The role of the season in various violent crimes has been previously
discussed in chapter 3.1.3.1. The finding of Michael et al % is confirmed with
the findings of series 2.

A study of rape survivors from the District of Columbia in the US also noted an
increase during the summer months, with the highest frequency between
22h00 and 02h00.%® A review article presented statistics from five cities in the
US, all of which showed a similar trend of increased summer frequency for
rape attacks.® However, another US study reported no difference in the
frequency of rapes related to the season, but 72% of the attacks occurred
between 18h00 and 08h00.%

Studies from Europe show a similar increase in summer months® with
frequencies up to 63%. 2 These studies also reflect most rapes occurring
between the hours of 18h00 and 06h00.%% 7
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Chapter 4: NON GENITAL INJURIES

introduction

The recognition and description of injuries is one of the fundamental aspects
of forensic pathology. Of more importance is the interpretation of those
injuries. Failure to recognise patterns of injuries can be detrimental by not
recognising forensically significant injuries for what they are, e.g. an imprint
abrasion of a tyre tread or buckle. This is of special significance in sex related
murders e.g. when clusters of small circular or oval contusions, with or without
crescentic abrasions are not recognised as fingerimprint contusions and/ or
abrasions. The significance of these types of injuries increases when they are
clustered around the neck or inner thighs. A second detrimental practice is

ascribing significance to injuries that is unfounded.

One of the aims of this study is to describe the patterns of injury found in sex
related attacks to enable practitioners to recognise the significance of the

types of injury as well as the significance of their anatomical situation.

Interpretation of injury is often fraught with difficulty especially for the
inexperienced practitioner. As the usual guidelines for examination of
complainants in cases of sexual assaults direct practitioners to conduct a
through head to toe examination and to record any and all injuries the problem
of over interpretation might arise. This may lead to injuries present on the
body before or after the attack being ascribed to the incident in question.

Additionally when a doctor describes an injury as a contusion, the assumption
is that it is in fact a contusion, whereas inexperienced practitioners may

confuse a birthmark or area of pigmentation as an injury.

it would obviously be of value to be able to determine exactly when an injury
was sustained and thus be able to ascribe injuries to the incidents for which

76



the examination is being carried out. This, however, is a very difficult exercise,
and usually only a period can be offered to which the injury is consistent. Of
particular difficulty are contusions with many forensic pathology textbooks
stating sequential temporal changes in the colour of contusions. A study in
1991 laid to rest the debate on colour changes in contusions with the
conclusive finding that the only significant colour change in a contusion was
the colour yellow.”® The study found that the earliest this change could be

visible was 18 hours.

It is of value in the examination of rape survivors to re-examine them one and
two days later as contusions may not be immediately apparent if the initial
examination is directly after the rape. Similarly, at autopsy, contusions may
become more prominent, and ‘new’ contusions may appear 1 to 2 days post—
mortem. Factors that account for this phenomenon include haemolysis,
releasing freed haemoglobin, which is able to stain the tissues more diffusely
than intact red blood cells. Percolation of blood from the deeper layers of
tissues towards the epidermis, and continued bleeding from breached vessels
account for the later prominence of contusions in the living.”’

Although the incidence of false reporting of rape is rare, the practitioner
always needs to consider the possibility that injuries may be self-inflicted.?'
These types of injuries are more likely to be inflicted to the body than to the

genitalia. Features that are associated with self-inflicted injuries are: '°

Located to body surfaces accessible to the dominant hand.
Sparing of sensitive areas e.g. eyelids, nipples.

Superficial injuries which will usually completely heal.
Multiple incised wounds are often parallel.

State of healing inconsistent with proposed aetiology.

In sex related attacks the assailant often focuses on various body areas e.g.
the face and neck. In the discussion attention will be paid to these areas as
well as to special types of injuries frequently associated with rape i.e. bites

and fingerimprint contusions/ abrasions.
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The incidence of non-genital injuries in Series 1, deceased victims (98.3%), is
expected as the perpetrators in these cases have used much more violence
compared to the living survivors. The non-genital injuries in Series 2 (37.3%)
confirms the premise that not all women who are raped display external

physical signs of trauma.

4.1 SERIES 1: DECEASED VICTIMS

The areas of the body were categorised in to the following groups for
documentation of the external injuries:

Head

Neck

Chest — anterior and posterior

Abdomen - anterior and posterior

Upper limbs

Lower limbs

Buttocks

The internal injuries were categorised into the following groups:
Brain, skull, scalp
Neck
Chest cavities, lungs, heart
Bowels, liver, spleen, kidneys, pancreas
Spinal cord
The pelvic and bladder injuries have been included with genital injuries for

completeness.
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4.14 THORAX

Results

Most of the external injuries to the thorax were over the anterior aspect with
19 cases presenting with one type of injury and six cases with more than one.
The external injuries over the posterior chest numbered 14 cases with one
type of injury and three cases with a combination. The total number of cases
with external thoracic injury was 32. The types of injuries sustained to the

chest are tabulated in Table 4.1.

. Anterior chest | Posterior chest
Injury type
{no. of cases) {no. of cases)
Abrasion 7 6
Contusion 10 5
Fingerimprint
g P 5 0
abrasion/contusion
Penetrating incised 8 7
incised 0 1
Bite 3 0
Petechial
1 0
haemorrhages
Charred 2 1
Burns 0 2

TaABLE 4.1: SERIES 1 —~ EXTERNAL INJURIES TO CHEST

The number of cases with internal thoracic injuries was 25. The internal
injuries were documented as those inflicted on the chest cavity, the lungs and
the heart. Fractures, intercostal muscle contusion, and penetrating incised
wounds were the commonest injury to the chest cavities, with nine cases

having a haemothorax/ haemothoraces. Penetrating incised wounds were the
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419 DISCUSSION

4.1.9.1 Neck Injuries

In the study by Deming et al on fatal sexual assaults®, the profile given of a
fatal sexual assault victim is one who dies from mechanical asphyxiation. In
their series 51% of the victims died in this manner. From the author’s series
signs of internal injury to the neck were present in 69.5% of cases and in
25.4% the cause of death was stated as due to strangulation. Thus, the
present series complies with the previously researched profile of mechanical

asphyxiation of rape homicide victims.

Fingernail injuries

in a study on types of injuries in strangulation, Harm and Rajs** have
classified the type of injury cause by nails into three categories, impression
marks, claws and scratches. Impression marks are described as curved, oval,
triangular or rectangular linear marks up to 15mm in length and a few mm in
width. These are caused by crushing of the epidermis with the free edge of
the nail and include an amount of rotation. Commonly a round dermal
contusion accompanies these marks, caused by pressure of the fingerpad.
These types of injury are noted by the author as fingerimprint contusions and/

or abrasions depending on the presence of an injury caused by the nail.

The claw injury is caused by a tangential effect of a sharp nail to the dermis
and epidermis. These appear as U-shaped injuries with a piece of protruding
skin between the symmetrical arms, from a few millimetres to centimetres in
length.

Thirdly, they describe scratches to the epidermis. These range from
superficial weals to deeper dermal injuries with accompanying bleeding, and
up to many centimetres in length. A schematic illustration of these injuries is
presented in Figure 4.10.
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4.2 SERIES 2: LIVING SURVIVORS

For the purpose of collection and documentation of injuries in series 2 the
body areas were grouped together into the following body areas:

Area 1. facial

Area 2: upper limbs

Area 3: anterior neck, chest and abdomen
Area 4. posterior neck, chest and abdomen
Area 5: lower limbs

Each body area was then assigned different types of injury that included
contusion, abrasion/ laceration and fracture. Area 1 was given a further
category of periorbital haematoma to differentiate it from other facial

contusion.

In this series, the severity of each individual injury was not graded. The
injuries were grouped together as per body area (as above) and the severity
of the assault for each rape survivor was graded according to the number of
bodily areas involved.

421 TOTAL BODY INJURY

Results

A total of 218 (37.3%) rape survivors had evidence of non-genital injury. From
the injured rape survivors, 444 individual injuries were recorded. The most
common areas of injury in rape survivors were the face and the upper limbs,
with facial contusion (17.6%) the most recorded injury.

These results are illustrated in Table 4.2,
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BODY AREA / INJURY No. of injuries | b o contage
(n=444)
FACE
Contusion 53 11.9
Periorbital haematoma 25 5.6
Abrasion/ laceration 42 9.5
Fracture 1 0.2
Total: 121 27.2
UPPER LIMBS
Contusion 51 11.5
Abrasion/ laceration 70 15.8
Fracture 3 0.7
Total: 124 28.0
ANTERIOR NECK, CHEST, ABDOMEN
Contusion 35 7.9
Abrasion/ laceration 37 8.3
Fracture 5 1.1
Total: 77 17.3
POSTERIOR NECK, CHEST, ABDOMEN
Contusion 25 56
Abrasion/ laceration 24 5.4
Fracture 0 0
Total: 49 11
LOWER LIMBS
Contusion 31 7.0
Abrasion/ laceration 40 9.0
Fracture 2 0.5
Total: 73 16.5

TaBLE 4.2: SERIES 2 — DISTRIBUTION OF TOTAL BODY INJURIES
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4.2.2 SEVERITY OF INJURY

Roesults

These are illustrated in Table 4.3. A grade one injury involves one body area
only, whereas a grade five injury involves all five body areas as defined in 4.2.

No. of
Grade Percentage

cases

1 103 47 .2

2 71 326

3 29 13.3

4 10 46

5 5 2.3

TABLE 4.3: SERIES 2 — GRADES OF NON-GENITAL INJURY

423 DISCUSSION

Injuries to rape survivors are common with almost 40% in Series 2 sustaining
non-genital injury. In the main, the survivors in this series did not offer much
resistance when threatened with physical violence especially as a large
number of the perpetrators were armed with a weapon. However, these
survivors were still assaulted and injured, confirming the violent nature of the
crime. In addition, far more violence than was needed was used in some

cases.

Figures for the percentage of rape survivors with non-genital injuries from

various studies are presented in Table 4.4,
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% of survivors

Year of ) .
Study City/ Country with body
study .
injury
Ng®® 1969 -1971 Singapore 25.8
Everett et al®’ 1973 - 1974 Oklahoma, US 44.0
Soules et al*® 1974 Denver, US 450
Hicks? 1975 Miami, US 16.1
Helweg-Larsen®' 1975 Copenhagen, 85.0
1680 Denmark 69.0
Tintinalli® 1980 Detroit, US 32.0
Cartwright et al®* | 1980 - 1982 Nashville, US 41.0
Olusanya etal™® | 1981 -1983 | Benin City, Nigeria 33.0
Rambow et al*® 1983 Minneapolis, US 50.0
Auckland, New
Goodyear-Smith* | 1982 - 1987 75.5
Zealand
Bownes et al® | 1983-1988 | Belfast, N. Ireland 63.0
Ramin et al® 1986 - 1991 Dallas, US 49.0
Stermac et al® | 1991 -1993 | Toronto, Canada 69.0
Muram et al¥ | 1992 - 1993 Memphis, US 36.7

TaBLE 4.4: SERIES 2 — COMPARISON OF BODY INJURIES FROM OTHER CENTRES

It is apparent from the figures that the present series falls into the lower end of

the range. Most of the studies listed above are from centres that have

specially appointed sexual assault treatment clinics. These clinics have a

multidisciplinary approach and doctors that are well trained and experienced

in the field of sexual assault. The centres in the US, which have their origins in

the 1970’s, generally, have a gynaecologist as the appointed team leader.
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The MLC in Hillbrow was established in 1992, and the majority of the doctors
providing a service in the clinic were relatively inexperienced, the author
included. In the author's experience, working in the MLC would not have been
the first preference of the ‘older’ DS. It is the author’'s opinion that the number
of injuries from the present series is underreported. It is felt that the
appearance, significance and pattern of injuries were not recognised by the
attending doctors. The DS may have felt that injuries were too minor or
insignificant to warrant description or documentation. A report from the US

published in1969 reflects a similar attitude.*

This state of affairs may reflect a lack of understanding and expertise on the
part of the DS. It is the author’s opinion that there is a definite lack of training
for DS in this aspect of their work.

Apart from continued in-service training for DS, standardised acceptable
protocols for management of the rape survivor need to be established. These

protocols should be available in all clinics in SA that see rape survivors.

By expanding the base of knowledge of medical personnel, it is hoped that
patterns of injury and their causation are more easily recognised by attending
health care workers. An article in the Journal of the American Medical
Association noted in 1992, that as doctors fail to recognise injuries caused by

abuse women presenting with injuries are often only treated symptomatically
14

Although the emphasis has been placed on the recognition of injuries, it is
important to note that physical injury is not an inevitabie consequence of rape.
As is noted from Table 4.4, even in the specialised centres the range of
survivors without injury is between approximately 25 to 80%. This fact has

been emphasised in many studies."®

There have been many studies which have tried to demonstrate predictors for
violence in rape attacks.?* 3 3% 3. % The results of these studies are
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equivocal, and the present study does not attempt to define predictors of

violence.

The most frequent site of injury in rape attacks, as is proven by the results of
Series 2, is the head/ face, followed closely by the arms. A study in Auckland,
New Zealand, found the head accounted for 29.5% of injuries and the arms
26.0%.% In Nigeria the facial injuries accounted for 34.0% of the total body
injuries’®, and in an Helsinki study injuries to the head were found in 42.0% of
survivors.® In the US figures of 32 to 35% of cases with injuries to the head

have been reported.®* ¥

The most frequently reported types of injury in rape survivors are abrasion
and contusion.?* 37 4. 52 67. 72 Thig feature was confirmed by the types of
reported injury in the present study (see Table 4.2). Similarly, studies from
sexual assault centres confirm the finding of mild to moderate severity of

injuries (79.8%) in the present study.
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Chapter 5: GENITAL INJURY

One of the main objectives of the medicolegal examination for rape survivors
and rape homicide victims is the collection of medical evidence to assist in the
investigation process. The collection of medical evidence not only includes the
physical collection of vaginal swabs and smears but also the documentation of

injuries, specifically genital injuries.

Genital injury also presents patterns of injury in cases of forced sexual
intercourse. To enable practitioners to formulate opinions on the manner of

causation of injuries these patterns need to be described.

It is of utmost importance that in cases of sexual assault the examiner is
experienced in the performance of genital examinations and in the gathering
of evidence. The subtle points of trauma in rape cases demand experience in
interpretation and in potential court testimony. There is wide variation in what
lesions are described as trauma and in how diligently they are sought by
examiners. This non-conformity needs to be addressed and standard
acceptable practices established for all health care workers examining rape
survivors. Any signs of trauma, especially genital, no matter how slight are
significant and should be documented.

Recent advances in clinical forensic medicine have provided aids to
documenting genital injuries. These include the use of toluidine blue dye
enhancement of epithelial injuries and the use of the colposcope.
Unfortunately neither of the two techniques is available at present to the
author, and is not widely used in SA. Use of toluidine blue dye enhancement
in SA began in early to mid 1998 in the Northern Cape. A course has been
structured for the training of forensic nurses with the help of an expert from
the US. This training includes the use of toluidine blue dye in the identification

of injuries.
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A comparison of the genital findings for both series confirms that the use of
additional force and violence in homicide cases extends to injury to the

genitalia.

5.1 SERIES 1: DECEASED VICTIMS

External genital injuries were described for the labia majora and minora, the

introitus/ hymen, vestibule and posterior fourchette.

Internal genital injuries included those to the vagina, cervix, uterus, ovaries,

bladder and pelvic walls.

The category of anal region injuries included the perineum and the anal verge
/ anus.

An additional category of foreign objects was included for this series.

A total of 33 (55.9%) victims presented with genital injuries in this series.

5.1.1 EXTERNAL INJURIES

Results

Of the 59 rape homicide victims 24 (40.7%) had evidence of injury to the
external genitalia. The hymen/ introitus was the area with the highest number
of injury (20) and with the greatest variety of injury (6). The second region with
the most number of injuries was the posterior fourchette with six different type

of injury being recorded in 14 cases.
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Discussion

Charring was present to all regions of the category external genitalia in one
case (No. 3). This case was a 4 year old coloured child, who was raped and
then smothered by a 46 year old coloured vagrant. She knew him as a well-
known “uncle” in the area. He set the deceased’s body alight after murdering
her to try to destroy the evidence. He was found guilty of rape and murder and
sentenced to life imprisonment.

51.2 INTERNAL INJURIES

Results

Internal injuries were evidenced in 33.8% of cases. There were no recorded
injuries to the uterus or ovaries to any rape homicide victims. Two of the
decedents were pregnant at the time of their murders, and the foetuses of
seven and twelve weeks gestation were uninjured in both cases.

Contusion was the highest recorded type of injury sustained with 15 cases,
most frequently of the pelvis walls. The vagina sustained the highest number
of injury as well as the most type of injury. Laceration to the vagina was the

most numerous (seven cases).

A particularly heinous injury was that of penetrating incised wounds to the
vagina in four cases, one of which included the bladder and terminated

against the sacrum, a wound track of at least 15cm.

The number and range of internal genital injuries are presented in Figure 5.2.
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515 DISCUSSION

The majority of the victims in the present series presented with genital injuries
that could be categorised as minor to moderate 24 out of 33 with genital
injury. If the genital injuries in these cases were the only injury sustained
during the attack, they would not have required hospitalisation. The genital
injuries in the nine cases that showed severe genital injury, four of which were
children, may have proved fatal in the absence of any other injury. The adults,
who showed severe genital injury, also had severe body injuries, and the
attack on the victim appeared to be frenzied. In one case, it is known that the
decedent is the mother-in-law of the accused who is separated from his wife
and for which he blames his mother-in law.

It is postulated that these offenders would fall into the category of sexual
sadists. This is a sub-type of paraphilia as classified in the DSM-111-R*, and
includes paraphilic rape and lust murders. Money® describes sexual sadists
as people who find physical or mental suffering of victims intensely sexually
arousing. Sexual sadism is by definition an antisocial disorder not an illness.

Rapists have been defined into three broad categories: the power rapist, the
anger rapist and the sadistic rapist.®® Of these three categories the most
dangerous type of rapist is the sadistic rapist and this type accounts for
approximately 5% of rapes, often with the victims not surviving the attack.” In
the defining of rape and rape homicide as crimes of violence, with expression
of power, anger, domination and hatred, the sexual nature of the crime should

not be forgotten. Sex is the weapon.

The majority of sex offenders are not psychiatrically ill. In a study of a group of
male offenders referred for psychiatric evaluation by the courts (a select sub-
group), only six suggested an organic mental disorder. The most common

diagnosis was schizophrenia® and none were charged with murder.
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5.2 SERIES 2: SURVIVING VICTIMS

External injuries include those to the labia majora and minora, the hymen, the
vestibule and the posterior fourchette.

Internal injuries in this series did not include the uterus, ovaries or pelvic walls
for obvious reasons, and only documents irjuries to the vagina.

Anal region injuries are those to the perineum and anal verge.

In 37.7% cases there was evidence of injury to the genitalia, with some cases

having injury of more than one area.

521 EXTERNAL INJURIES

Results

These are tabulated below.

% of cases % of total

Region with injury cases

{n=220) (n=584)
Labia majora 8.2 3.1
Labia minora 236 8.9
Hymen 241 9.0
Vestibule 18.7 7.0
Posterior fourchette 16.4 5.2

TABLE 5.1: SERIES 2 — EXTERNAL GENITAL INJURIES
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Contusion accounted for the majority of the injuries in all the regions of the
external genitalia;, except for hymenal injures where 16.8% of the injuries

sustained were lacerations.

5.2.2 INTERNAL INJURIES

Results

Injuries to the vagina were found in 7.7% of the cases with evidence of genital
injury. In ten cases, this injury was contusion and in seven cases, there were

vaginal tears.

One case of threatened abortion following rape was noted in the present
series. This case had been accompanied by physical beating.

Discussion

An interesting phenomenon was noted in this series and throughout the
author's experience of examining rape survivors (approximately 2000
patients). Vaginal bleeding was present in 5.8% of the total cases in Series 2,
and it was noted consistently throughout the author's clinical career. This
vaginal bleeding could not be explained by a current menstruation or from
injury. It is the author’s opinion that the rape event induced a menstrual bleed
in these cases, although this could not be confirmed. The author enquired, at
the time, from the gynaecology consultanis at the Johannesburg General
Hospital who could not offer any explanation. In addition, the literature
consulted for this dissertation has not mentioned a similar finding.
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5.2.3 ANAL REGION INJURIES

Results

% of cases % of total
Region with injuries cases
{n=220) (n=584)
Perineum 49.5 18.7
Anal verge 0.5 0.2

TABLE 5.2: SERIES 2 — ANAL REGION INJURIES

The maijority of the perineal injuries were contusion (45.9%), with eight cases
sustaining laceration of that area. The one case that showed evidence of an
anal injury presented with contusion of the anal verge.

524 FOREIGN OBJECTS

In ten of the cases, there was evidence of a foreign object, these included

paper, twigs, cigarette butts and plastic.
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525 DISCUSSION

5251 Causation

Genital injuries are sustained because of the amount of force used by the
perpetrator in an unwilling participant. Without the prelude of foreplay, which
prepares the vagina for receiving the male organ, it remains non-lubricated
and undilated. Additionally, because this is an act of rape and not consenting
sexual intercourse the anatomy of the genital organs changes due to the

contraction of the pelvic muscles.

The average vagina in its collapsed state is approximately 7.5cm long. % With
sexual stimulation the upper vagina expands to three times its resting state
and lengthens by up to 20%%® and will usually accommodate the average
erect penis (16cm in length, 4cm in diameter, 11cm in circumference). % At
childbirth, the vagina dilates to accommodate the size of the presenting head.

With rape, none of these applies and with contraction of the pelvic floor
muscles, the vagina and external soft tissues are lifted from their usual
position. This accounts for the presence of the majority of the evidenced

injuries over the posterior aspects of the genitalia.

Vaginal injuries

Dilation, overstretching, and tearing of the tissues cause injuries to the vagina.
The hymen may or may not be injured when the vaginal opening is dilated.®
Sexual organ disparity may cause laceration to the vagina and perforation in
extreme cases e.g. children and the elderly. Laceration may also be caused
when a foreign object is forcefully thrust into the vagina.

Injuries to the vagina during normal intercourse are not frequent occurrences
but do occur. These injuries are usually minor and generally occur at first

intercourse.®® More serious vaginal injuries tend to occur in nulliparous
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women that are used to sexual intercourse. The predisposing factors in
vaginal lacerations tend to be multifactorial, but may include: elevation of the
pain threshold due to intense sexual stimulation; intoxication; excessive
activity; clumsiness; variant positions; pregnancy or postpartum state;
infection; and recent surgery.®®

A case report in the literature describes a case of vaginal evisceration
following a rape attack in a young previously healthy woman.®® The vaginal
lacerations were proven to have been caused by the penis of the assailant,
from the history obtained, as well as spermatozoa seen on the peritoneal
aspirate. This is the first case report of vaginal evisceration following sexual

intercourse in a woman with no anatomic defects.®

Anorectal injuries

Injuries to the anus and rectum may similarly occur during normal sexual
intercourse. The anal canal (1.5 to 3cm in length) can usually only comfortably
dilate to 3cm because of its muscular sphincters. Once past the sphincter
however, the rectum can comfortably accommodate an erect penis.® Injuries
to the anal verge may occur with disparity in size, the use of foreign objects

and fists.

An unusual type of anorectal injury is described in a case report of a male
prisoner who presented with a rectal haematoma following a sexual assault.*®°
The haematoma which was surgically evacuated (800ml) re-bled and further
evacuation was necessary, no laceration of the mucosa was noted at

operation.

Trauma to the rectum is usually caused by insertion of a foreign object or fist
into the rectum rather than by penile penetration during consenting sexual
activity. In a rape attack however, rectal injuries can be caused by forceful

penile penetration.
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The majority of anorectal injuries in children are caused by sexual abuse
whereas the majority of anorectal injury sustained by adults is due to

penetrating injuries of the abdomen e.g. stab and gunshot wounds.®!

The very low incidence of anal injury in the present series (1 case) is probably
under reported. Several authors have noted that these injuries are often
missed if not specifically looked for. It is the author's experience that rape
survivors will not volunteer that they have been sodomised during the rape.
Indeed, once the author started specifically asking this question with the
development of the rape protocol, the incidence of attempted or completed
anal penetration during rape was approximately 20%. The author is also of the

opinion that anal injuries are often missed at autopsy.

5.2.5.2 Incidence

The reported incidence of genital injury in rape survivors varies from 10 to
87%. %2 This incidence includes, however, studies which have employed a
colposcope for detection of genital injuries. The incidence without the use of a
colposcope is much lower. A study from Denver (US) in 1974 found 13% of
rape survivors with genital injury, described as hymenal tears, vaginal
lacerations and perineal echymoses.®® In Dallas County (US), a study of
pregnant rape survivors found only 5% with genital injury compared to their
control study group (21%) showing evidence of genital trauma.® A study
conducted in 1983 at the Hennepin County Medical Centre (US) found 10% of

rape survivors with genital ir1jury.53

Two studies from Canada showed incidence rates of 39.0% in 1990 from
Vancouver™ and 45.5% from 1984 to 1995 in Toronto.®® Neither of these
studies employed colposcopic examination of the genitalia. A study from
Northumberland (England) revealed 27.0% of rape survivors with genital

injury, most of which were classified as minor.%
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The results from the present series (37.7%) fall within the previously reported
range of incidence of genital injury. Most of the above studies report the
highest number of injuries are sustained to the posterior fourchette and
introitus both in women who have had previous intercourse experience and
who have not. In a large study in California (US) which examined all rape

survivors from January 1985 to December 1993, Slaughter et al®

reported
that 213 out of 311 survivors had evidence of genital trauma. All patients in
this study had colposcopic evaluation of their genitalia. The commonest site of
trauma was the posterior fourchette seen in 194 cases, with laceration being
the most frequent injury.%® Tearing of the hymen was significantly more
frequent in the younger age group. Another pattern of injury that was noted in
Slaughter et al's study was that hymenal, hymenal-vaginal, or vaginal
lacerations were frequently associated with reported vaginal bleeding

following assault.%*

It is the author's opinion that the high incidence of perineal injuries in the
present series (18.7%) may be due to incorrect anatomical description by the
examining doctor. During 1992 at the MLC there were between five and six
doctors performing the examinations in the clinic, the author included. At this
time regular in-service training had not yet commenced and there was no
standardised protocol available. There was also slight resistance by the
doctors to change their methods of examination and documentation of injury.
Often the prevailing thought was that the less that was documented, the fewer
questions were asked in court and one could escape from the court
‘unscathed”. This feeling of being able to escape from court testimony was
due, in the author’'s opinion, to the lack of knowledge, training and expertise
on the part of the examining doctors. When the author left DS practice in
1996, there were still unfortunately, one or two doctors in whom this attitude

prevailed.
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5.25.3 Improved techniques

The recent years has seen the emergence of two techniques employed to
assist in documentation of injuries, colposcopy and toluidine blue dye

enhancement.

Colposcopy

Colposcopy, although widely used in gynaecological practice, is seldom
employed in clinical forensic work. This was noted as early as 1981 when an
article was published in the American Journal of Forensic Medicine and
Pathology detailing a six year study from Brazil® The author, a
gynaecologist, was also the Chief Medical Examiner for a city in S&o Paulo,
Brazil. The author noted that some difficulty was often encountered in
hymenal examination in equivocal cases, and thus started using the
colposcope. Of the 500 patients in the study 310 (62.0%) had ruptured
hymen. The study evaluates the use of the colposcope in cases of incomplete
hymen rupture and in fimbriated hymen. In 23.3% of cases with an equivocal
diagnosis on non-aided examination, a positive diagnosis of incomplete
rupture could be made following colposcopic examination. Similarly, 43.6% of
dubious cases in fimbriated hymen were clarified. The author states that the
colposcope is of most value in the examination of children.®” Overall, the
colposcopic examination aided in 11.8% of the total 500 cases, and the author

finds its use irreplaceable.®”

The difficulty in examining the hymen, especially in children and chronic child
abuse cases, was highlighted by Underhill et al in 1978.% A very practical
suggestion to aid in the examination of the hymen, which could be applied in
SA, was put forward by Kille, ® who suggested the use of a Foley’s catheter.
The catheter is inserted beyond the hymen, the bag inflated, and traction
gently applied which then affords a panoramic view of the hymen.
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A study in 1984 aimed to demonstrate the presence of microtrauma to the
vaginal mucosa following vaginal intercourse.'® The authors examined 18
volunteers within six hours of vaginal intercourse and compared the findings
of examination without and with the aid of the colposcope. In the study,
trauma was defined as areas of hyperaemia and microabrasions with or
without bleeding. Before vaginal intercourse, 11.1% of patients had positive
findings, which increased to 61.1% following intercourse. These injuries were

not localised to any particular region.

Slaughter and Brown reported that colposcopy increased the reporting rate of
injury to the cervix following rape, which had not previously been reported in

the literature.'®

In a study over a period of six years, Slaughter et al further reported that,
colposcopic examination of 131 patients within 48 hours of rape, 87.0%
showed evidence of genital injury.'® The majority of these injuries were in the
region of the posterior fourchette and consisted of lacerations, abrasions,
echymosis and swelling. The findings in Series 1 of the present study

correlates very well with this finding.

The localised findings in rape survivors to the posterior fourchette can be
explained by its anatomic location. The posterior fourchette is the anatomic

site of attachment to the perineal body and when forceful stretching is applied

it is the point of greatest stress.'®

26 It

It is also the first point of contact of the
penis with the vagina. is possible that the reports in the literature which
record incidence rates of genital injury as low as 13%% (1974) is due to those

examiners’ attention to the hymen, and not the fourchette and perineal area.

It is the author’s opinion that some of the differences in the findings of genital
injuries between Series 1 and 2 in the present study are due firstly to the
inexperience of the examining doctors, the author included (as previously
discussed), and secondly to different interpretation by different examiners. In
Series 1, the author examined approximately 20% of the 584 cases, whereas

in Series 2 the author examined 70% of the cases.
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This increased documentation of genital injuries with the use of the

colposcope has been repeated in two further recent studies. ' 1%

Toluidine blue dye

The use of this dye as an adjunct to visual inspection of the genitalia for
microtrauma was first described in 1982. Toluidine blue dye has been used in
gynaecological practice since 1963 as an aid in identifying dysplasia. The
ability of the dye to stain nucleated cells, in conjunction with the absence of
nucleated cells in the surface layer of the vulva, led to the belief that the dye
would be helpful in localising lacerations.' The results of this study led the
author's to postulate that the use of toluidine blue would be of value in

identifying injuries independent of the examiner’s skills.

Further studies replicated the dye’s ability to demonstrate genital injuries that
were not visible to the naked eye, and it has proved useful in the examination
of rape survivors. A study from Baltimore (US) showed an increased detection
rate from 4% to 28% in an adolescent sample group.'® An increase from 4%

to 58% was recorded in an adult rape survivor study group.'”’

The authors in the adult study above noted that toluidine blue did not stain old
episiotomy scars, lacerations stained as clear linear marks and thus there was
no confusion with carcinoma or vulvitis, and it was very effective in the black

population.'®’
Another advantage of the toluidine blue dye technique, apart from its cost

efficient ease of use, is that it does not interfere with the recovery of DNA from

seminal fluid.'®

128



The test, however, only enjoys limited use in the US and Europe, the main
reason being a general lack of knowledge in its application in rape

examinations.'®
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Chapter 6: CONCLUSIONS AND
RECOMMENDATIONS

6.7 INTRODUCTION

Information with respect to rape in SA is very scarce in the medical literature,
although many South African doctors must be treating rape survivors on a

daily basis.

This thesis has highlighted the epidemiology and pathology of rape in
Johannesburg, and of rape homicide in Cape Town. From this, it is evident
that rape is a horrendously prolific crime in South Africa. It is obvious that the
numerous governmental, as well as non-governmental, role players need to
formulate a National strategy to combat the crimes, and provide appropriate

care for the women and their families affected daily.

6.2 CONCLUSIONS

6.2.1 RAPE HOMICIDE IN CAPE TOWN

1. The incidence of rape homicide in Cape Town is 1.23%. This is twelve
times higher than in the US and forty times greater than large
European cities.

2. The majority of rape homicide victims die in or close to their homes,
usually being attacked in the street or in close proximity to a Shebeen.

3. The highest incidence is amongst coloured women aged between 26 to
45 years, although the crime affects all population and age groups. The

age range in this study was from 3 to 83 years.
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The majority of victims (68.0%) had alcohol in their blood at the time of
death. This may reflect women under the influence as being easy
targets.

The majority of the victims were unemployed, but the occupational
category at highest risk was sex workers.

Perpetrators when caught are usually successfully prosecuted, and the
medical evidence is often crucial.

Of the perpetrators with a relationship to the victim 18.6% were intimate
partners and 3.4% were family members. Strangers accounted for
16.9%.

Most rape homicides are perpetrated by assailants from the same
ethnic group as the victim, and usually only one perpetrator is involved.
There is no seasonal pattern to rape homicide, but these crimes are
usually committed over the weekends between 18h00 to 06h00.

The majority of cases include mechanical asphyxiation as a cause of
death, with most also exhibiting signs of blunt trauma. The level of
violence used in many cases is severe.

The clothing of victims is removed, dislodged or damaged in 88% of
cases.

Rape homicide victims present with the highest number of external
injuries on the head, neck and upper limbs, with a large percentage of
victims showing evidence of internal neck injuries.

Fingernail imprint abrasions/ contusions of the neck, bites and upper
limb defehce wounds should be regarded as highly suspicious of a sex-
related attack.

More than half the victims had evidence of genital injury, with injuries to
the introitus and posterior fourchette seen frequently, and presenting
mainly as lacerations. These injuries could be considered non-severe
in 70% of cases.

Internal genital injuries were mainly contusions and lacerations, a few
of which were particularly vicious, caused by insertion of foreign
objects. Four cases had penetrating incised wounds to the internal

genitalia.
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There was injury to the anal region in 15 cases, the majority of which

were lacerations.

6.22 RAPE IN JOHANNESBURG

In 1992, 2.4% of all reported rape in SA occurred in Johannesburg,
representing an incidence of 165 per 100 000 women.

Most rapes occurred in the densely populated inner city on women in
the 17 to 35 year age group.

African assailants (77.9%) perpetrated the majority of rapes on African
women (71.2%).

A very high incidence of stranger rapes were recorded (80.1%), but this
may not be a true reflection due to a limitation in the study design.

Two or more rapists were involved in 33.7% of the attacks.

As is reported elsewhere, the incidence of rape was highest during the
summer months, over weekends and at night.

Rape does not have to present with evidence of body injury. Only
37.3% of survivors in this study had evidence of non-genital injury. This
figure is considered, however, to be low, due to under-reporting by the
examining doctors. Most rape survivors are threatened with physical
violence.

Non-genital injuries when present, are most commonly found on the
face and upper limbs. The majority of these injuries are blunt force
injuries i.e. contusion, abrasion and laceration, and can be considered
minor to moderate, not requiring hospitalisation.

Just over a third of survivors had evidence of genital injury. by far the
majority of injuries were recorded as perineal injuries, with those to the
introitus, labia minora, vestibule and posterior fourchette being equally
evident. Most of these injuries were contusions, except for those to the
hymen, which were commonly lacerations. This high figure for perineal
injury was felt to be incorrectly described as such by the examining

doctors, and probably represents posterior fourchette injury.
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No techniques to aid visualisation of injuries, which may have
increased the incidence of evidenced injuries, were employed during

the examination of rape survivors

6.3 RECOMMENDATIONS

6.3.1 FORENSIC PATHOLOGY SERVICES.

Not withstanding the fact that the rape homicide rate for the area served by

SRML is 1.23%, it is the author's opinion that this probably does not include

all the fatal sexual assaults for the study period. The author is aware of at

least one case that was not identified on admission to SRML, as a rape

homicide. The pathologist was only made aware of the fact when evidence

was presented during the subsequent court case.

The following recommendations apply to all doctors who provide a forensic

pathology service, which includes DS.

A scene of crime investigation by the forensic examiner is essential, with
collection of appropriate samples.

All female homicide cases should be examined thoroughly for evidence of
sexual assault, with collection of specimens. Exceptions to this could be
made in cases where there is a clear history and absolutely no suspicion
of sexual assaulit.

Decedents should not be undressed before the forensic examiner has
seen them, noted any irregularities and collected any evidence.

The investigating officer must be present at the autopsy.

If possible, one pathologist should perform ali autopsies in these cases to
ensure continuity. This, however, does not preclude other pathologists and
a standard procedure should be introduced in all departments.

The autopsy must include a bloodless dissection of the neck and thorough

examination of the genitalia, as described.
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¢ Photographs of wounds should be taken.
e Specimens must be taken before commencement of the autopsy.
¢ These specimens should include:
3 vaginal swabs and slides
> swabs and slides from any other appropriate area i.e. Oral, anal,
rectal, visible seminal fluid stains etc.
combings of the pubic hair
pubic and scalp hair for control samples
blood for control DNA

any foreign hairs noted on the body

Ll

All specimens should be clearly labelied with a reference number, date,
time and the site of collection. These are usually placed into a “Crime

Kit” container, which is provided by the Forensic Science Laboratory.

Additional swabs should be taken from the above mentioned areas and
slides made for the pathologist to view in his/ her office and the result
added to the autopsy report. These specimens must be collected after
those for the Crime Kit.

® Results of the specimens taken should be forwarded to the doctor who

performed the autopsy, by the Forensic Science Laboratory.

The training of DS is discussed below.

6.3.2  CLINICAL FORENSIC SERVICES

6.3.2.1 introduction

There are numerous well-established organisations and experts in this field
who should definitely be consulted and serious and widespread negotiations
between all the role players commenced. The author is aware that there are

difficulties and issues that most of us in urban areas have not even thought
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about, which will only become known through intensive discussion and
debate.

6.3.2.2 District Surgeons

The author feels that the problem with DS at present is largely due to a lack of
training and education in the field of violence against women. The perception
at present (which is inherited from our previous dispensation) is that the DS

function is to provide a service for the courts and not to the rape survivor.

This manifests in many ways:
e a reluctance/ fear of having to testify therefore not taking an
adequate history or detailed notes,
e not conducting an adequate examination merely collecting evidence
not realising that injuries are evidence as well,

o ‘bad attitudes’ which the media wax lyrical about with regularity.

The DS or ‘forensic medical officer’ needs to be empowered by education and
training provided by the State, as well as, back up with adequate facilities and

amenities e.g. medicines, protocols (discussed below), counsellors etc.

6.3.2.3 Clinical Forensic Nursing Services

Concerning the use of forensic nurses in the management of rape survivors
cognisance is taken of the fact that the service must be accessible to all
women. The author feels very strongly that attention should be paid to
ensuring adequate expertise in the examination of rape survivors, and as
mentioned the service provided by doctors at present is often far from
adequate in terms of medico-legal expertise. To expect this from nursing
personnel, albeit that they are probably the only ones who are the most
accessible, is probably asking too much without extensive training and

education. The author is of the opinion that there will be reservations both
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from the nursing establishment and from the Department of Justice in terms of

testifying in court.

While integrating medico-legal services with primary health care would make
the service more accessible, an examination carried out by an inexperienced
and untrained doctor or nurse may be useless. Compromise on accessibility

may need to be made in the short term to ensure quality is maintained.

Specialised curricula in clinical forensic medicine for nurses should be
developed, and a qualification in clinical forensic practice be made available
for nurses who want to specialise in this area, with the concomitant increased
remuneration. There is a great possibility that nurses will not want to do this
kind of work and they should not be compelled to do so as standards of care
may suffer. At present, it is very difficult to find doctors who want to do this
type of work. A curriculum for nurses has recently been introduced in
Kimberley in the Northern Cape, with the advice of a specialist from the US.

The course includes training in the technique of toluidine blue visualisation.

Compulsory annual in-service medical training should be provided for all
Primary Health Care Workers (PHCW) who provide a service to rape
survivors. This training should include input from organisations such as Rape

Crisis and from prosecutors who specialise in sexual offence cases.

Training manuals for every PHCW should outline the relevant laws for their
work, set out the specialised medical information they should be reminded of,
and provide detailed descriptions of injuries specific to sexual assault in all

ages groups of females.
A National directory of counselling services, help-lines efc. should be

complied and given to all PHCW to display and distribute to any sexual

assault survivor.
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6.3.24 Sexual Assault Protocols

Protocol booklets should be available for all PHCW in every possibie
environment, from a city hospital to a rural clinic. These booklets should
contain the exact steps and procedures to be followed in the management of
a rape survivor. They should include guidelines on the nature of the biological
samples to be taken, and the Crime Kit to be used (see Appendix D). The
author and one of the senior gynaecology consultants of GSH compiled a
protocol for the management of rape survivors at GSH (Appendix E). This
protocol has been in existence for approximately one year and has achieved
good results. The gynaecology registrars at GSH undergo regular in-service
training with regard to the management of rape survivors, and a component of
this has been included in the gynaecology and obstetrics block for 5" year
students at UCT. The use of this protocol has been recently advocated at the

other provincial hospitals in Cape Town.

An appropriate representative needs to be tasked to write similar guidelines
for each area/hospital/clinic. These should obviously approved on a National

level in accordance with established guidelines.

A protocol for all rape survivors should include the following essential

provisions: ‘

e All sexual assault survivors should receive verbal and written information
on what services are offered by the facility. What the medical procedures
will entail and why they need to be done, and further all women should be
informed of any complaints’ mechanisms that exist and how to use them.

¢ Prophylactic antibiotics - an expert in sexually transmitted diseases needs
to be consulted in each area for the appropriate cover, taking into
cognisance the fact that intramuscular penicillin cannot be given where
resuscitation facilities do not exist.

e Post-coital contraception - Yuzpe method, and a referral letter to her

nearest family planning clinic following her next normal menstruation.
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¢ Referral to social worker for counselling, either in the facility or provide a
list of options for the area. Contacts should be established with the
organisations in the area so the patients do not arrive there 'cold’. Pre
printed referral letters and addressed envelopes should be provided for the
doctor’s use in the clinic. The ideal situation is to have someone on hand
to provide the necessary crisis intervention counselling, support, and then
refer to an appropriate community based organisation for further follow-up.

o HIV counselling and testing. Again ideally at the facility, but can be
established at a community-based organisation. The necessary pre printed
referral letters and envelopes should be provided. These should
inconspicuously identify the rape survivors to the community centre staff
and avoided further trauma to the survivors.

o Referral channels to provincial hospitals for other consultations, e.g.
gynaecology, orthopaedics, psychiatry etc.

o Medical certificates for school or work.

¢ Complaint mechanism to the police if unacceptable time delays or
treatment is experienced by the survivor.

e A demographic data collection sheet.

All of the above procedures must be researched for each area before being
implemented. The mode! of the MLC in Hillorow has been successfully
extended throughout Gauteng. In some instances, the communities offered
services to the Department of Health. Clinic Holdings offered their casualty
rooms and nursing staff as a rape crisis clinic. The DS could utilise the
premises to examine rape survivors, which was beneficial to the SAPS as well
as the rape survivors. A similar initiative in the Western Cape was established
at Victoria Hospital but has subsequently closed, but GSH now offers such a

service.
The use of toluidine blue and/ or colposcopy in the examination of rape

survivors needs to be researched to ascertain whether it would be of value in
the SA setting.
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The goal for the proper management of the sexual assault survivor needs to
be the development of a network of accessible specialised centres each run
by a multidisciplinary team of trained professionals. This should include

amongst others doctors, nurses, social workers and psychologists.

To avoid unnecessary delays in receiving medical attention the location of
sexual assault facilities should be accessible to all women and widely
advertised through community newspapers, radio and organisations. These
facilities should include a police presence to enable a woman to lay a charge.

6.3.3 OTHER ISSUES

An important aspect concerning delivery of the service relates to the other role
players, as sexual assault survivors are not only dealt with by the Department
of Health, inter alia, Justice, SAPS, and Welfare. Thus of paramount
importance is the setting up of effective communication channels between the
different State agencies regarding protocol pertaining to State service delivery

to sexual assault survivors,

Formal inter-agency agreements need to be drawn up between all agencies
involved in the provision of services to sexual assault survivors regarding their
particular roles and responsibilities. One state agency needs to be ultimately

responsible for the co-ordination of this service.

Police detectives should be able to volunteer for sexual offences cases and
be trained in issues surrounding gender violence. Police training should

incorporate the use of medical and other forensic evidence.
Justice colleges where prosecutors and magistrates are trained should

include courses on the use of forensic medical evidence and sensitisation

towards sexual offences,
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Each Regional court should identify specialised prosecutors to handle cases
of sexual violence, who should be trained in the issues surrounding gender
violence. Specialised training should be made available to court interpreters in
medicolegal vocabulary. The use of appropriate doctors, as assessors to sit

with magistrates in sexual assault cases should be encouraged.

Consideration should be given by the Department of Justice in providing

remuneration to the Department of Health for the use of their services.

Casuaity departments of all hospital and clinics should have information on
display and available for women who have been abused to take home,
relating to the medico-legal and counselling services available in their area.

The problems of abuse faced by women and children need to be
desegregated and addressed as separate issues. If recommendations are
made for rape survivors they should apply to all ages of females, and the

issue of child abuse addressed elsewhere.
The J88 form which is used by the doctor when examining a rape survivor

needs to be revised and changed, or alternatively a portion of the protocol be

handed in as evidence.
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Death Register No DR @

fim GW 7/15

REPUBLIC OF SOUTH AFRICA

DEPARTMENT OF HEALTH : PROVINCE OF THE WESTERN CAPE

REPORT ON A MEDICO-LEGAL POST-MORTEM EXAMINATION

Death Register No DR

To the Magistrate of Cape Town.

AFFIDAVIT IN TERMS OF SECTION 212(4), ACT 51 OF 1977 (SAP 378)
I, (doctor’s name and degrees)

state under oath:

1. I am in the service of the Province of the Western Cape as a Registrar / Medical Officer in
Forensic Pathology and stationed at the Medical Faculty of the University of Cape Town.

2. On the (date) commencing at (time), | examined the corpse of a (race and gender) who
was pointed out to me by (name of police officer) of the SAPS Medico-legal Laboratory in
Salt River and who identified the body as being that of DR{(number) whose estimated age
was ( ) years, and that the body was certified as dead, as informed, on (date).

3. | conducted a post-mortem examination on the said body and recorded my findings which
facts | ascertained by means of an examination requiring skill in anatomy and pathology.

4. The chief post-mortem findings made by me on this body were:

5. That, as a result of my observations, a schedule of which follows, | concluded that the
cause/causes of death was/were;



Death Register No DR @

SCHEDULE OF OBSERVATIONS

GENERAL
1. Height: Mass:
Physique: Nutrition:

2. Special identifying features:
3. Secondary post-mortem changes:

4, External appearance of body and condition of limbs:

HEAD AND NECK

5. Skull:
6. Intracranial contents:
7. Orbital, aural and nasal cavities:

8. Mouth, tongue and pharynx:

9. Neck structures:

CHEST:

10. Thoracic cage and diaphragm:
11.  Mediastinum and oesophagus:
12.  Trachea and bronchi:

13.  Pleura and lungs:

14. Heart and pericardium:

15. Large blood vessels:
ABDOMEN:

16.  Peritoneal cavity:

17. Stomach and contents:

18. Intestines and mesentery:

19. Liver, gall-bladder and biliary passages:
2



Death Register No DR @

20. Pancreas:

21. Spleen:

22. Adrenals:

23. Kidneys and ureters:

24. Urinary bladder and urethra:
25.  Pelvic walls:

26. Genital organs:

SPINE:

27.  Spinal column:

28. Spinal cord:

SPECIMENS RETAINED

1.

w N

4,

Blood for alcohol content determination was withdrawn from the femoral vessels with a
syringe and transferred to a bottle which had been removed from an envelope which was
sealed with seal no.7 of the State Chemical Laboratory. Both the bottle and the envelope
were marked DR (). After placing the bottle back into the envelope, it was handed to ( )
for resealing with SA Police seal no.1183.

Blood was taken for grouping, placed in a container, and handed to ( ) for sealing.

were placed in a toxicology box marked Salt River No.( ), after the official seal of the
Health Chemistry Laboratory no.8 was broken. Thereafter the box was handed to ( ) for
resealing with SAP seal no.1183.

Tissues were retained for histological examination.

ADDITIONAL OBSERVATIONS

1.
2.
3.

000000000

| know and understand the contents of this declaration.
| have no objections to taking the prescribed oath.
| consider the prescribed oath to be binding on my conscience.

Place: Cape Town

(name of doctor)
(degrees)



Death Register No DR @

| certify that the deponent has acknowledged that he/she knows and understands the contents of
this declaration, that he/she has no objection to taking the prescribed oath and considers it to be
binding on his/her conscience, and that this declaration was sworn to/affirmed before me, and the
deponent’s signature was placed thereon in my presence at

Cape TOWN ON oo (date).

.....................................................................................
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