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Abstract 
Objective: Women are at a higher risk of being sexually harassed. There is a need to document the clinical findings 
of this crime and its outcome in order to improve the quality of care the victims receive.
Materials and Methods: Case notes of patients who presented with alleged rape at Jos University Teaching Hospital 
between January 2001 and December 2003 were retrieved and analyzed.
Results: During the study period, 2,135 patients were seen in the Gynaecological Emergency Unit. A total of 120 were 
for alleged rape, representing 5.6% of the total cases seen. However, only 105 case notes were available for analysis. 
Of these, 63.8% of the alleged rapes were in children, with the infantile age group accounting for 26.7%. 36.2% of the 
victims had experienced some form of sexual exposure prior to the rape. A previous relationship with the rapist was 
established in 77.4% of the cases. Most cases delayed in presenting to hospital. Thirty six percent of the cases did 
not have a human immunodeficiency virus screening test done. Candida albicans (13.3%) accounted for most of the 
infectious agents. Emergency contraception was administered to the victims when indicated.
Conclusion: Women under 16 years of age were at an increased risk of being raped, possibly because they are 
defenseless and vulnerable. Three quarters (3/4) of the assailants had some form of relationship with the victims, which 
may account for the delays in reporting. Children and young adolescents were more at risk than adults to be raped.
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Introduction

The abhorrence of sexual offence is deep rooted and appears 
to be enshrined in culture and religion. In some parts of the 
world, it attracts death by stoning; in the old Jewish law, 
such people were ostracized from the society.

Rape is defined as the unlawful sexual intercourse with a 
woman without her consent by force, fear or fraud.[1]

Carnal knowledge has now been replaced in the definition 
with sexual intercourse, the word “man” now includes all 
those aged 14 years or over and the word “woman” meaning 
a female of any age.[1]

Rape is punishable under Section 357 of the Criminal 
Code,[2] providing for a sentence of life imprisonment with 
or without whipping. A boy of 14 years and above can be 
convicted of rape, but a 12-year-old is considered incapable 
of sexual intercourse.[2] A man cannot rape his wife as 
consent to marriage presumes consent to sexual intercourse, 
unless they are legally separated. The female victim can 
be anybody, including prostitutes. A charge of rape can be 
brought up after any length of time.

Any medical doctor can be called upon to offer professional 
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advice in medico-legal cases involving rape. These cases 
may later result in court action, and such may be required 
to give evidence in court.[2] Hence, a clear understanding of 
the legal and medical aspects of sexual offences is essential.

Young people, especially females, are observed to be 
particularly vulnerable to sexual coercion (rape) and 
violence. Sometimes, this coercion clearly involves the 
use of force; at other times, it is more subtle and involves 
economic or psychological manipulation.[3] Sexual offences 
can be divided into two groups, i.e. those in the domain 
of psychiatrist (masochism, indecent exposure, etc.) and 
those that are criminal in nature, e.g. rape, buggery, incest, 
bestiality and indecent assault.[2,4] Defilement, which means 
sexual intercourse with underaged girls (i.e., girls below 16 
years), is usually by a close relation or by someone they know 
and rarely by a total stranger.[6]

From population-based studies, more than 683,000 
adult women are raped annually in the United States.[5] 
Epidemiological data show that more than half of the cases 
occur before the age of 18 years. Thirty-two percent of all 
rape cases occur among girls between the ages of 11 and 
17 years. Fifteen percent of the university women in the 
United States of America (USA) have experienced a sexual 
assault and 34–60% have faced unwanted sexual contact.[6,7] 
In England and Wales, rape is commonly under-reported, 
with an estimated life time risk of up to one in four for 
women.[8] In Africa, 5–15% of the females report a forced 
or coerced sexual experience. The incidence is 20% among 
secondary school students in Lima, Cusco and Iquitos and 
Peru  and 41% among young females attending urban night 
study centers in Lima and Peru. In the Philippines, 6% of 
the unwed mothers reported that pregnancy resulted from 
rape. In Dar-es-salaam, United Republic of Tanzania, 28% 
of the young women suffering post-abortion complications 
was impregnated by rape.[3]

Several studies have showed perpetrators of rape to be 
authority figures, work place supervisors, older male 
teachers, policemen, priests and relatives.[2,3,9-14]

Sexual activities involving a child may include activities 
intended for sexual stimulation, such as those involved in 
contact sexual abuse, penetrating injury or non-penetrating 
injury. It must also be noted that a charge of rape can be 
made without any of the above features. The child’s account 
or a witness account is the most important determinant for 
rape.[15] Physical indicators may be present, such as bruises 
on the skin, abrasions to wrist and ankle, bruises to genital 
areas and rectal abnormalities. Hymenal abnormalities may 
be present from chronic abuse or acute injury.[16-18] Most 
morbidity associated with sexual abuse is emotional and 
psychological trauma. Sexually transmitted diseases (STDs) 
may also result in further morbidity. Prevalence of STD 
varies with geographical location and child’s age. In the 

prepubertal age, they tend to be below 4%; in adolescent, 
about 14%.[19]

In adults, the risk of acquiring an STD as a result of rape 
is not known because it is difficult to ascertain whether 
the infection was present before the assault or acquired 
during the act.[20] Because of the prevalence of human 
immunodeficiency virus (HIV) transmission, victims of rape 
are been offered HIV prophylaxis.[21,22]

Establishment of physical findings could be performed by 
visual examination, colposcopically aided examinations and 
forensic methods.[23-26]

Pregnancy following rape is known to occur.[3,8,9,12,14,15] 
The risk of pregnancy and views on contraception must 
therefore be explored. Emergency contraception using 
progesterone-only contraceptive pills up to 72 h after 
exposure or intrauterine device containing copper, which 
can be inserted up to 5 days after the earliest expected date 
of ovulation or up to 5 days after sexual assault, protects 
against unwanted pregnancy.[10,11,27]

Over the years, there have been a few changes such as type 
of rape and management of victims. The last study that was 
performed here was over a decade ago.[9]

The aims/objectives of this retrospective study are to 
document the perpetrators of rape and the outcome of such 
abuse in order to improve the quality of care they receive 
at the Jos University Teaching Hospital.

Materials and Methods

All victims of alleged rape who presented to Jos University 
Teaching Hospital during the period of study of January 
2001 to December 2003 were reviewed.

The information from the case notes was transcribed 
onto a proforma already designed for this purpose. The 
information gathered was analyzed using Epi Info 2002 
Statistical software.

The victims were grouped into four age groups based on 
degree of sexual development.

The four age groups identified were:
1. Infantile (below 7 years)
2. Prepuberty (7–11 years)
3. Peripuberty (12–16 years)
4. Adolescent (over 16 years)

These age categories were based on the pattern of sexual 
development in young Nigerian females.[28]
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Table 1: Age distribution of victims of alleged 
rape
Age (years) Number of victims %
1–6 28 26.7

7–11 17 16.2

12–16 22 21.0

>16 38 36.2

Total 105 100

Table 2: Relationship between the victims of sexual 
assault and the alleged perpetrators
Relationship Number %
Neighbor 24 22.9

Friend 17 16.2

Armed robber 14 13.3

Uncle 11 10.5

Co-tenant 12 10.5

Stranger 8 9.3

Step brother 9 8.6

Step father 6 4.8

Boy friend 3 2.9

Grand father 1 1.0

Table 3: Venue of the sexual assault
Location Number %
Victims home 49 46.6

Male’s apartment 29 25.7

Bush/foot path 11 12.4

Party 11 10.5

Car 4 3.8

School 1 1

Total 105 100

Table 4: Method of overcoming victim’s 
resistance during rape
Method Number %
Force/gagging 30 28.6

Unspecified 24 22.9

Threat 20 19.0

Alcohol/drugs 18 17.1

Weapon 12 12.4

Total 105 100

Table 5: Physical findings in the alleged rape 
victims
Nature of injury Age in years

1–6 7–11 12–16 >16

Body abrasion and bruises 3 0 3 8

Vaginal bruises/bleeds 6 1 6 7

Perineal tear 7 2 3 4

Torn hymen 3 6 4 5

Vaginal discharge 5 5 2 3

No abnormality 4 3 4 11

Table 6: Results of the high vaginal swab (HVS) test 
in victims of alleged rape
High vaginal swabs Total %
Dead sperms cells 24 22.0

Numerous pus/epith. cells 22 21.0

Candida albicans 14 13.3

Neisseria gonorrhoea 4 3.6

Klebsiella spp 1 1.0

Not done 40 39.1

Total 105 100

Table 7: Time interval between alleged rape and 
reporting to the hospital
Interval (hours) Total %
>48 43 41.3

25–48 10 9.6

13–24 18 17.3

7–12 7 6.7

0–6 26 25

Results

The total number of patients seen in the Gynaecological 
Emergency Unit during the study period was 2,135; of these, 
120 cases were for alleged rape, representing 5.6% of the 
total cases. One hundred and five case notes were available 
for analysis out of the 120 cases (85% retrieval rate) of 
alleged rape that presented. The ages of the victims ranged 
from 1 to 24 years, with a mean of 12.0 ± 4.4 (mean ± 
SD) years [Table 1]. About 36.2% (38) had previous sexual 
exposure. The number of males involved ranged from 1 to 
6. The use of emergency contraception was documented in 
28 victims’ case notes. The rapists were well known to the 
victims, as depicted in Table 2. These were either neighbors 

or friends of the family. The victims’ homes accounted 
for 46.6% of the venue of the alleged rape [Table 3].  
Table 4 shows that force/gagging and some threat were 
used to overcome the victims’ resistance before they were 
raped. There were many forms of bodily harm seen on the 
victims[29] [Table 5].

A high vaginal swab (HVS) test showed spermatozoa in 
43% of the cases [Table 6]. Most (51.9%) of the victims 
presented in hospital after 24 h of the alleged rape [Table 7].

Discussion

Girls under the age of 16 years appear to be at greatest risk 
of being sexually assaulted, accounting for 63.8% of the 
total cases of rape seen in our study. The infantile age group 
accounted for 20.7%; this is higher than the 18.1% reported 
in a previous study carried out at this center.[9] There does 
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not appear to be a plausible explanation for this trend. It 
may however be so because these children are defenseless, 
weak and therefore easy victims.

About 38% of the victims had experienced some form of 
sexual exposure prior to the reported rape incident. Two 
infant patients had been similarly assaulted earlier on by 
the culprits.

About 77.4% of the victims knew the assailants, which 
correlates with findings from other studies.[3,4,7,9,11] These 
include relations, co-tenants, friends or those living in the 
same neighborhood. A majority of the assault cases occurred 
at the victim’s home (46.6%); this could be attributed to 
the close relationship with assailants who were co-tenants, 
family members or friends. Among the young adolescents 
and peripubertal victims, the number of male assailants 
ranged from one to six. In four cases, the victims were not 
sure of the number of assailants due to effects of alcohol/
drugs that was used to overcome resistance. Weapons, 
alcohol and gagging were common forms of restraint applied 
especially among the older age groups.

The time interval between alleged rape and hospital 
examination of the victim varied widely, from about 
4 h to about 1 month after the incident. As in earlier 
studies,[3,9,10,16,17] cases involving younger girls who are 
easily threatened or pacified to keep quiet report late 
when compared with older girls. This is usually suspected 
by the parent when they stumble on foul-smelling vaginal 
discharge, difficulty in walking, etc. from their wards or 
children.

Although about 28.6% of the patients claimed resistance 
was met by force from the assailants, only in a few of them 
could abrasions and bruises be identified. This may be 
attributed to late presentation of patients, although in 
quite a number of the victims, evidence of coitus (e.g., torn 
hymen) could be documented.

About 39.1% of the cases seen did not have the HVS test 
done; this could be due to financial constrains as similar 
observations were made in other studies.[4,9] Infectious 
agents identified, especially Nisseria gonorrhoea (3.6%), 
was not comparable with an earlier study that quoted up 
to 6% 9. In about 80 cases, nothing was grown, which may 
be due to poor collection and transportation techniques 
of the samples. The method of sample collection and 
transportation to the laboratory needs to be reviewed if 
sexually transmitted microorganisms are to be cultured.

In all victims of reproductive age who were sexually 
assaulted around the mid-cycle, emergency contraception 
(Postinor II) was administered.[9]

The management of rape is based on the principles of 

preventing pregnancy, treatment of complications, the 
administration of prophylactic antibiotics as well as 
psychological rehabilitation. These principles were not 
strictly followed in this review. This might be because 
of the absence of a structured management protocol for 
these victims. It is therefore recommended that in order to 
improve on the quality of care received by the rape victims, 
there is the need to have a management protocol, which 
should include measures that would prevent pregnancy and 
infection (HIV inclusive) as well as psychological support, 
which appeared to be absent in this review.

In addition, there is the need to sensitize the public on the 
emerging trend of infants being potential victims of this 
crime.

Conclusion

Ideally, all victims of reproductive age who are sexually 
assaulted around the mid-cycle should have emergency 
contraception administered.[9] This was however not 
performed in all cases in this study. There is therefore the 
need to institutionalize emergency contraception for all 
victims of rape who are within the reproductive age. This 
will prevent unwanted pregnancy.

Similarly, victims of rape should be offered prophylaxis 
against HIV. This was not documented in the case notes 
at the time of this study. This should be standard practice 
now because of the HIV pandemic so as to curb the spread 
of HIV/acquired immunodeficiency syndrome.

Despite the fact that reduction of all forms of gender-based 
violence and other practices that are harmful to the health 
of women and children forms part of the specific objectives 
of the National Reproductive Health Policy, rape against 
children and adolescents is still high in our society, as seen 
from this study.
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