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Abstract: The lack of a conceptual framework that can be utilized to manage rape survivors diagnosed
with Post-Traumatic Stress Disorders presents a challenge in the North-West province. The study
aims to provide a conceptual framework for managing rape survivors with PTSD in the province of
the North-West using Practice-Oriented Theory and Donabedian’s Structure Process Outcome Model
Features. The research was conducted using an explanatory, sequential and mixed-methods approach.
Additionally, used was the descriptive and explorative programme evaluation design. The results
of the study demonstrated the significance of PTSD assessment before management interventions
for rape survivors. The study findings outlined and designed a framework to assess and manage
PTSD among rape survivors consulting at Thuthuzela Care Centre and those referred to hospitals
for further management. The Practice-Oriented theory by Dickoff, James and Wiedenbach, and the
Structure Process Outcome model by Donabedian served as points of reference for the development
of the conceptual framework. The study is limited to North-West provincial healthcare facilities and
Thuthuzela care centres (TCCs), however, it highlights the lack of a conceptual framework pertaining
to the psychological management of PTSD rape survivors in the province and South Africa.

Keywords: mental healthcare practitioners; PTSD guidelines; PTSD psychological management;
rape survivors

1. Introduction

Rape is a global issue that affects everyone everywhere. Compared to other countries,
South Africa has a high rate of rape. According to the South African Police Service [1],
between April and June 2022, 9516 rape cases were opened. While other provinces had a
decrease in rapes, North West Province had a higher increase in rapes than other provinces
in South Africa [1]. There is a concern that rape affects the mental health of survivors, result-
ing in Post-Traumatic Stress Disorder (PTSD) [2]. According to Sepeng and Makhado [3],
74.5% of rape survivors living in the North West province of South Africa have PTSD. In
South Africa, rape survivors are primarily managed in a one-stop clinic called Thuthuzela
Care Centre (TCC). The TCCs were established to provide multidisciplinary trauma-related
management through a variety of healthcare professionals, including professional nurses,
social workers, psychologists and medical doctors. However, some TCCs do not have all the
staff members, particularly the psychologists and medical doctors. Therefore, social work-
ers and nurses working within TCCs are the ones responsible for providing psychological
support to rape survivors [4].

Despite this, Olckers [5] explained that in South Africa, social workers are not trained
to use diagnostic and statistical manual (DSM) for diagnosing mental health disorders,
including how to provide mental health care management using cognitive behavioural
therapy (CBT) in undergraduate level as compared to psychologists. The author, Olckers [6],
further explained that social workers with clinical master’s degrees are taught how to use
the DSM to diagnose mental health disorders such as PTSD and anxiety-related disorders
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and manage mental health disorders. This also gave birth to controversies within the South
African Society of Psychiatrists (SASOP) guideline for social workers to diagnose and
manage mental health disorders as this is not the scope of practice in South Africa [6]. In
this aspect, clinical psychologist and psychiatrist have deemed the champions for assessing
and providing mental health care amongst patients [7].

Since 1954, psychiatric nurse specialists have been providing psychotherapy in public
health care facilities [8]. However, in South Africa, the position of advanced practice
psychiatric nurse must be clearly defined, accepted, and recognized by regulatory bodies
and mental health practitioners [9]. This is true given that specialists such as psychiatrists
and psychologists are not always available at many public health clinics. This makes
the psychiatric nurses and psychiatric nurse specialists frequently expected to perform
tasks that psychiatrists and psychologists would typically perform [10]. Given the limited
resources available in Low and Middle-Income Countries such as South Africa, task-shifting
mental health care delivery to nonspecialist providers is recommended [11,12]. In support
of this, a protocol paper of the study will be conducted in Cape Town on task-shifting
advocates for training nurses with mental health on the use of CBT with the support of
psychologists [13]. Given this issue of task shifting the provision of mental health to nurses,
Chetty and Hoque [9] conducted a study on nurse-facilitated cognitive group intervention
among patients diagnosed with mild depression. In their study, they found that the
symptoms of depression were diminished after 12 weeks of therapy. Hence, they proposed
the need for task-shifting mental health care management to psychiatric nurses in LMIC,
such as in South Africa, wherein there is a shortage of psychologists and psychiatrists [9].

As such, a conceptual framework (CF) for the psychological management of rape
survivors with PTSD must be developed. In agreement, Mansfield [14] and Hoeffer [15]
highlight how crucial it is to have a precise CF before creating guidelines for treatment in
psychiatric-mental healthcare.

Models created by Gatchel, Peng Peters, Fuchs and Turk [16]; Sanders, Harden, and
Vicente [17]; and Gatchel [18] are among those that have been used in the conceptualization
of a framework for PTSD and pain treatment [19]. However, the current study singles
out the Practice-Oriented Theory (POT) by Dickoff, James and Wiedenbach [20] and the
Structure Process Outcome (SPO) model by Donabedian [21]. The two were determined to
possess the crucial characteristics required to conceptualize a framework that can address
the current study’s empirical findings [3,22,23]. Therefore, a CF was developed using SPO
and POT features as a conceptual basis for assessment and management of adult women
rape survivors diagnosed with PTSD at TCCs and public mental health facilities in the
North-West province

1.1. Conceptual Framework

Donabedian’s [21] SPO model was adopted as the prototype because of its features,
which include the process, structure and outcome. The POT model was selected as the
second prototype to be incorporated into the SPO characteristics to build a CF for evaluating
and treating rape survivors with PTSD in TCC and public mental hospitals in the North-
West Province.

The features of POT include the agent, recipients, and other stakeholders, context as
well as procedure, dynamic and terminus [20]. An SPO model incorporates the involvement
of an agent, recipients and stakeholders within the structure, process to achieve the desired
outcomes [21]. The dynamic has to be examined independently [19], whereas the terminus
has to be integrated into the outcome since they both mean the same thing [20,21].

1.2. Structure

According to Donabedian [21], the structure is a setting in which it is necessary to
have the structural resources, requisite equipment and personnel to provide the required
management. The agent describes a person or item in the structure that is in charge of
carrying out an activity and is embedded within the structure. Based on the conceptualized
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findings of this study, multidisciplinary healthcare practitioners should perform psycho-
logical management activities for PTSD. Mental healthcare practitioners must be trained in
assessing, diagnosing and managing PTSD. The recipient, referred to as the person or thing
that receives service from the agent, is also embedded in the structure [20]. In this study, all
recipients were adult women rape survivors who were diagnosed with PTSD. These adult
women rape survivors should either be married or single. According to Dickoff et al. [20],
non-professional stakeholders may be considered supporters of recipients undergoing
treatment. The CF should identify relevant stakeholders to support survivors who are
undergoing treatment.

1.3. Process

According to Donabedian [21], the process follows the structure and is defined as
guiding principles. The process includes rules, techniques, protocols, and routine governing
activities to be undertaken to achieve the outcome. As described in the Diagnostic Statistical
Manual-5 (DSM-5), this process follows the guiding rules and protocols used for assessing
Acute Stress Disorders. The DSM-5 for Acute Stress Disorders defines the criteria for
managing and preventing PTSD. The psychological management approaches are then put
into practice to diagnose and manage PTSD accurately. It specifies how many further
appointments a rape survivor must make to finish treatment and reach the intended result
or conclusion [24]. However, the necessity for dynamic sources of power between activities
exists. In the CF, the sources of power allow an agent to carry out the suggested process
(routines governing activities, protocol, techniques and guiding rules) to improve the
success of the results [20].

1.4. Outcome

According to Donabedian [21], the activity’s final output is the result or results. Simi-
larly, Dickoff et al. [20] describe the endpoint as the outcome of the agent’s actions to better
results. Therefore, while the agent is giving psychological management, it is necessary to
describe the intended outcome.

1.5. Context

The CF of this study was expanded to include the context, which is defined as the setting
that enables the agent to carry out activities requested by the recipient [20]. Meaning the
environment in which the rape survivors with PTSD will receive care must be clearly defined.

2. Methods
2.1. Study Design

An explanatory sequential mixed-method research design was used for this study.
An explanatory-sequential approach is a sequential approach used when the researcher
wants to supplement quantitative findings with qualitative data [25]. Thus, qualitative
data are used to interpret and clarify quantitative data analysis results [25]. This two-phase
approach is especially beneficial for a researcher who wants to explain the findings from
the first phase of the study using qualitative data collected during Phase 2 [25].

2.2. Population and Sampling

Adult rape women survivors and mental healthcare professionals who resided in the
North West province at the time of data collection. Purposive sampling was used to select
rape survivors and mental health care practitioners. Adult rape women survivors agreed to
participate in a quantitative phase were 98, and 21 mental health care practitioners agreed
to participate in a qualitative phase.

2.3. Data Collection Procedure

In phase 1 of the study, data were collected using PDS-5 developed to determine
the prevalence of PTSD among adult rape women survivors [26]. The PDS-5 is a 24-item
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self-report measure that assesses the severity of PTSD symptoms in the previous month
using DSM-5 criteria [26]. In our study, the 1st author interviewed the respondents using
the PDS-5 scale translated into their local language. The PDS-5 begins with two trauma
screen questions designed to assess the respondent’s trauma history and identify the
traumatic event causing the respondent the most distress [26]. Twenty questions assess the
presence and severity of PTSD symptoms concerning the index trauma; symptom questions
are based on the DSM-5 symptom clusters intrusion (Items 1–5), avoidance (Items 6–7),
mood and cognition changes (Items 8–14), and arousal and hyperreactivity (Items 15–18),
(Items 15–20) [26]. The symptom items are rated on a 5-point frequency and severity scale
ranging from 0 (not at all) to 4 (6 or more times per week/severe) [26]. The Cronbach’s
alpha reliability of PDS-5 of this population was at 0.89 [3]. Comprehensive Medical Care
Management (CMCM) survey developed by Patel et al. [27] was also used to interview
rape survivors regarding medical care, acute mental health and chronic mental health
care management received in TCCs. Adult rape survivors were requested to respond by
indicating “Yes” or “No”. The Cronbach’s alpha reliability scores of the CMCM in this
population were 0.81 [22].

Focus group discussions were conducted with mental health care practitioners after
analysing quantitative data from the first phase. The first question during focus group
discussions with mental health care practitioners was their perceptions regarding mental
health care services for adult rape survivors diagnosed with PTSD consulting in TCCs. The
other questions included what could be the barriers to providing psychological manage-
ment for rape survivors diagnosed with PTSD, and which assessment measures must be
used to diagnose PTSD among rape women survivors? Followed by which interventions
must be used for rape survivors? Additionally, which mental health care practitioners
are eligible to provide care for adult rape women survivors diagnosed with PTSD? The
results of the two phases were published as stand-alone quantitative and qualitative pa-
pers [3,22,23]. In this paper, we are reporting the integrated findings of phase 1 and 2 to
develop a conceptual framework using SPO and POT features as a conceptual basis for
rape survivors with PTSD who consult at TCCs and public mental health facilities in the
North-West province. The researchers adhered to Lincoln and Guba’s (1985) five criteria of
trustworthiness: credibility, conformability, neutrality, dependability, and transferability.

2.4. Data Analysis

The data for the quantitative phase were analysed independently using SPSS, and
the results of qualitative data were analysed independently following thematic analysis,
see published papers by Sepeng and Makhado [3], Sepeng and Makhado [22] and Sepeng,
Makhado and Sehularo [23]. In this paper we are presenting the integrated findings of
quantitative and qualitative phase to develop a CF for the psychological management
of PTSD for rape survivors consulting in TCC and when they are referred to a public
provincial/district hospital for additional treatment. Data analysis for this paper was
performed following inferences. In mixed methods research, inferences are defined as
“conclusions or interpretations drawn from a study’s separate quantitative and qualitative
strands as well as from across the quantitative and qualitative strands” [28]. In mixed
method designs, data inferences would be better achieved by collecting data from multiple
sources using different methods [28]. The inferences were then used to answer the main
objective of this paper, which the researcher has combined, contrasted, compared, and
interpreted findings from the qualitative and quantitative stages.

2.5. Ethical Considerations

The Human Sciences Research Ethical Committee at North-West University (NWU)
granted consent for the study (ethics number NWU-0477-17-A9). The North West Province
Department of Health was also approached for approval and was granted. Participants
studies voluntarily provided a written consent form to conduct the study. Data from adult
rape women survivors were collected in Thuthuzela care centres to refer them for further



Healthcare 2023, 11, 127 5 of 12

management should they break down during the interviews. Data collection for mental
health care practitioners was carried out in mental health care institutions in their spare
time to avoid the routine work of caring for their patients.

3. Results and Discussion
3.1. Structure

The CF structure represents the demographic data of the participants in the qualitative
and quantitative phases of the study, including the suggested key stakeholders that may
offer support to rape survivors undergoing care in the health care system. Therefore,
the recipients of this CF, the respondents that were interviewed during the quantitative
phase, and they included adult rape women survivors, consulted in TCCs at the time
of data collection. Adult rape women survivors were aged 18 years and above. Mostly
believed in Christianity; some were single, married, and received care at any time they
reported rape. Their level of education differed in terms of being less educated, and some
were educated. The agents of the CF included the participants that were interviewed
during the qualitative phase and included practitioners in the mental healthcare field,
such as psychiatrists, psychologists, nurses, doctors and social workers. The agents of
this CF are mental healthcare professionals who are required to do PTSD assessment and
management with a variety of shared tasks in accordance with their scope of practice [29].
Other key stakeholders that mental healthcare practitioners suggested during qualitative
phase of the study to support for adult rape women survivors receiving psychological
management for PTSD within the health care system were people of the community, family
members and SA police officers. The involvement of these stakeholders, regarded as social
support in the CF, can only be carried out in accordance with the rape survivor’s consent.
This is implemented to avoid violating the human rights and dignity of survivors [30].
Additionally, Gordon [31] and Welch and Mason [32] emphasized that the involvement of
support structures for survivors dealing with the after-effects of trauma is needed because
they help survivors cope with the event and, in turn, indirectly minimize PTSD symptoms.
Hence, the stakeholders are included in the developed CF in Figure 1 mainly to support
adult rape women survivors undergoing treatment for PTSD.
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Figure 1. A conceptual framework for assessment and management of adult rape women survivors diagnosed with PTSD in TCCs and public mental health care facilities.
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3.2. Process and Outcome

The process that was outlined in this framework was the process that must be carried
out by mental health care practitioners when caring for the rape survivor. The study’s
results in the quantitative phase revealed that the PDS-5 questionnaire might be used to
diagnose PTSD among adult rape women survivors consulting in the health care system
from six weeks onwards post-rape experiences. In support of this, a study conducted by
Sepeng and Makhado [3] revealed that about 74.5% of rape survivors were diagnosed with
PTSD post-rape experiences within six weeks using the PDS-5 tool. Mental health care
practitioners further supported the use of PDS-5 in a qualitative phase. They have indicated
that it is procedurally correct to measure adult women rape survivors’ PTSD using the
PCL-s or PDS-5 tools. Mental health care said during a focus group:

“Mental health care practitioners working in TCCs must book rape survivors for follow-up
at six weeks to assess them for PTSD symptoms using tools that are linked to statisti-
cal diagnostic manual, for example PCL-s and PDS-5 . . . ” (identified as a female,
psychologist, 20 years of service).

“ . . . as such the same diagnostic tools must be used to assess them whey are admitted
in psychiatric mental health care institutions” (identified as a male, psychiatrist,
28 years of service).

These diagnostic instruments, PCL-5 or PDS-5 tools are reliable techniques for identi-
fying PTSD in adult rape women survivors [26,33].

The results of the study in the quantitative phase revealed that adult rape women
survivors were not scheduled for assessment and management of long-term mental health
disorders in TCCs post-rape experiences [22]. The reasons for not being scheduled for
assessment and management for long term management were not explored among adult
rape women survivors because of the design used was quantitative in nature. However,
during the qualitative phase, mental health care practitioners perceived that it could be
due to “lack of human resources in other TCCs, a lack of experienced staff to schedule rape women
survivors for assessment and management of PTSD and rape survivors not attending follow-up
care due to personal reasons such as having to travel long distances to reach TCCs and lack of
disclosure” (identified as male, social worker, ten years of service and identified as female,
psychiatric nurse 19 years of service). In support of this, Davis et al. (2008:218) state that
several barriers to care have been identified in the literature as potentially preventing PTSD
patients from receiving treatment, such as lack of human resources in LMIC, the experience
of self-blame by rape survivors and stigma attached to it.

During a qualitative phase, mental health care practitioners were asked which mental
health care interventions can be used to manage rape survivors diagnosed with PTSD. In
their response, they indicated that:

“ . . . it is procedurally correct for mental health care practitioners to manage
adult rape women survivors diagnosed with PTSD through using Cognitive
Behavioural Therapy (CBT), Eye Movement Desensitization and Reprocessing
Therapy (EMDR), exposure therapy, Cognitive Processing Therapy (CPT) or
supportive counselling for effective management or remission of symptoms at
least for 12 weeks” [23].

These results are consistent with the studies conducted by Foa and McLean [34],
Watts [35] and Ochberg [36] that the use of cognitive behavioural therapy (CBT), eye
movement desensitization and reprocessing therapy (EMDR), exposure therapy, cognitive
processing therapy (CPT), supportive counselling, or as well as for effective management
or remission of PTSD symptoms. These interventions require at least 8 to 12 sessions with
the client diagnosed with PTSD [37].

Furthermore, mental health care practitioners suggested that

“The is a need to give rape survivors diagnosed with PTSD and admitted at the hospital
selective serotherapy (SSRIs)” (identified male, psychiatrist, nine years of service).
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In support of Kirkpatrick and Heller [38] suggest that SSRIs must be given to hospi-
talized patients for at least 30 days. However, the course of treatment must last for a full
year and include outpatient follow-up [38]. Despite this, Mclean and Foa [39] stated that
existing methods often require a relatively high investment of resources unavailable to
all affected individuals. This is especially true for people with low socioeconomic status
and those living in developing countries, where the government healthcare service and
welfare infrastructure may be underdeveloped, inaccessible, or expensive [40,41]. However,
even when such treatments are made available, other factors such as shame and stigma
may prevent trauma victims from seeking help [40,41]. Furthermore, task shifting must
be considered a desirable strategy that can be used to address issues pertaining to human
resources to provide mental health care services [42].

Mental health care practitioners also stated that brain working recursive therapy
(BWRT), which was developed by Watts [35], must be used to treat adult women rape
survivors diagnosed with PTSD. One of the mental health care practitioners with oth-
ers nodding their heads in support of what she saying during a focus group discussion
indicated that:

“Have at least one or two sessions of Brain Working Recursive Therapy (BWRT) with
rape survivors diagnosed with PTSD” (identified as a female, psychologist, 5 years
of service).

However, Marsay [43] stated that given the growing popularity of the BWRT method,
it is critical to collect data on its effectiveness. Suppose BWRT as a one-session treatment
produces results comparable to treatment as usual. In that case, there is a strong and
compelling case for BWRT to be established as a runner-up for future trauma treatment
research [43]. Therefore, in this framework, we are proposing the adoption of these mental
health interventions and urge South African government to allocate resources needed to
care mental health of rape survivors diagnosed with PTSD.

During the qualitative phase, mental health care practitioners stated their dynamic
sources of power between activities they needed to carry out the process of assessing and
managing adult rape women survivors diagnosed with PTSD. They have suggested that:

“There is a need for experienced mental health care practitioners to support and supervise
nurses and social workers caring for rape survivors on how to assess, diagnose and
manage rape survivors with PTSD” (Identified female, psychiatric nurse, six years
of service and identified female, psychologist, nine years of service).

“ . . . also, mental health care practitioners working in public health care institutions
should avail themselves to work in collaboration with TCCs staff members. For example,
they may have a special day of working with TCCs staff to provide support and supervising
them on how to assess and manage rape women survivors for PTSD when scheduled for
follow-care until such time they are competent to assess and manage rape survivors on
their own” (Identified female, psychiatric nurse, 14 years of service and identified
female, psychiatric nurse, seven years of service).

These findings are supported by Wangamati et al. [44] and Moylan and Lindhorst [45]
by emphasizing the need to encourage multidisciplinary teams of mental healthcare pro-
fessionals to work together to offer better quality care when caring for their patients. If
this practice of allowing mental health care practitioners working in mental health care
institutions to support and supervise staff working in TCCs is implemented, it will as-
sist the government in achieving the promotion of access to mental health care services,
particularly for rape survivors diagnosed with PTSD.

Furthermore, mental health care practitioners during a focus group discussion also
suggested that:

“There is a need for a psychologist in public mental health care institutions to provide
in-service training for nurses and social workers working in TCCs on how to assess
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and manage rape survivors diagnosed with PTSD” (identified female, social worker,
11 years of service).

“Also, the in-service training must be done for mental health care practitioners responsible
for assessing and managing rape survivors diagnosed with PTSD in case there are
new treatment modalities that can be used to manage rape survivors diagnosed with
PTSD, including new assessment scales when adjusted according to the new diagnostic
and statistical manual of mental health disorders” (identified male, psychologist,
eight years of service).

In support of this, Abrahams and Gevers [46] found that mental healthcare profession-
als require ongoing in-service training to provide quality psychological management of
PTSD among rape survivors. Whilst supervising and conducting in-service training for
nurses and social workers working in TCCs, rape survivors can be referred to mental health
care institutions for assessment and management of PTSD. Additionally, the department of
health should appoint nurses that specialized in psychiatry in TCCs in LMIC to assess and
manage rape survivors diagnosed with PTSD subject and make sure they receive support,
supervision and in-service training to promote the quality care needed by rape survivors.
Thus, the importance of carrying out the process of assessing adult rape women survivors
as outlined in this CF is to reach the outcome of diminishing or reducing PTSD symptoms
among adult rape women survivors.

3.3. Context

Mental health care practitioners suggested TCCs and mental health care institutions
context to manage adult rape women survivors diagnosed with PTSD. Mental health care
practitioners stated interventions such as CBT might be carried out in TCCs for outpatient
adult rape women survivors. The findings of this study in CF support previous studies that
have advocated for decentralization of the management of PTSD in rape care clinics [46].
Furthermore, interventions such as CBT and SSRIs may be carried out among adult rape
women survivors admitted in public mental health care institutions and maybe continued in
outpatient departments of mental health care institutions when the survivor is discharged.
Thus, achieving the goal of managing rape survivors diagnosed with PTSD in a resource-
constrained country such as South Africa. The CF shown in Figure 1 is created to direct the
process of assessing and managing adult women rape survivors diagnosed with PTSD at
TCCs and public mental health facilities.

4. Practical Implications of the Study

The CF developed can help with beginning to assess and manage adult rape women
survivors diagnosed with PTSD in TCCs in South Africa, working in collaboration with
public mental health care institutions for those in need of admission. This practice will
help developing countries such as the South African government promote access to mental
health care services among those in need. Using this CF can help decentralize mental
health care management, task shifting and collaborative work between mental health care
practitioners and inform the curriculum of other health care professionals to educate them
on how to care for adult women rape survivors in resource-constrained countries such as
South Africa.

5. Limitations

It is not possible to use CF for the psychological treatment of other traumatic situations
because it was developed primarily on the experiences of adult women rape survivors. It
can, however, act as the cornerstone for such advancement.

6. Conclusions and Recommendations

A CF for evaluating and treating adult women rape the study developed survivors
who have been diagnosed with PTSD. The framework is essential because it serves as the
foundation and provides for the psychological management of adult women rape survivors
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diagnosed with PTSD in LMICs such as South Africa. Therefore, this study suggests
that the CF be adopted for assessing and treating adult women rape survivors diagnosed
with PTSD. The developed CF also advocated for task-shifting and decentralising mental
health care services to primary health care facilities. The CF also indicated the importance
of allowing various healthcare professionals to work together when providing mental
healthcare services for rape survivors diagnosed with PTSD despite working in tertiary and
primary healthcare facilities. Thus, promoting equal access to mental health care services,
collaboration, training opportunities and support from one another.

Author Contributions: N.V.S. developed the study’s concept and gathered information. The supervi-
sor, L.M., revised the text and offered suggestions. Both N.V.S. and L.M. analysed the data. T.G.M.
proofread and paraphrased. The final manuscript was written, edited and approved by N.V.S., L.M.
and T.G.M. All authors have read and agreed to the published version of the manuscript.

Funding: This study was funded by the National Research Foundation (NRF) Thuthuka grant
(TTK160601167061) and Health and Welfare SETA (HWSETA).

Institutional Review Board Statement: The Faculty of Health Sciences Ethics Committee (FHSEC)
approved this study, and the Institutional Research Ethics Committee at North-West University
granted clearance to carry it out with ethical clearance number NWU-004-77-17-A9.

Informed Consent Statement: All study participants provided written consent before participating.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to the ethical clearance conditions and
given the sensitivity of the study.

Acknowledgments: We thank the NWU and the DoH for their support in permitting us to perform
the study. We want to thank the Tirisano Training Program, run by the Semel Institute’s Depart-
ment of Psychiatry and Behavioural Sciences at the University of California, Los Angeles, for their
contribution. We also thank Isaac Mokgaola for designing our conceptual framework.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. South African Police Services. Minister Bheki Cele: Quarter One Crime Statistics 2022/2023. Available online: https://www.gov.

za/speeches/minister-bheki-cele-quarter-one-crime-statistics-20222023-19-aug-2022-0000 (accessed on 23 August 2022).
2. Wyatt, G.E.; Davhana-Maselesele, M.; Zhang, M.; Wong, L.H.; Nicholson, F.; Sarkissian, A.; Makhado, L.; Myers, H.F. A

longitudinal study of the aftermath of rape among rural South African women. Psychol. Trauma 2017, 9, 309–316. [CrossRef]
[PubMed]

3. Olckers, C.J. A training programme in the DSM system for social workers. Ph.D. thesis, University of Pretoria, Pretoria,
South Africa, 6 September 2013.

4. Sepeng, N.V.; Makhado, L. Correlates of Post-Traumatic Stress Disorder diagnosis among rape survivors: Results and implications
of a South African study. J. Psychol. Afr. 2018, 28, 468–471. [CrossRef]

5. Bougard, N.B.; Booyens, K. Adult female rape victims’ views about the Thuthuzela Care Centres: A South African multidisci-
plinary service delivery model. Acta Criminol. Afr. J. Criminol. Vict. 2015, 2015, 19–33.

6. Olckers, C.; Enslin, C. Psychological ownership in relation to workplace trust and turnover intent. J. Psychol. Africa 2016, 26,
119–126. [CrossRef]

7. Le Page, K. What Is A Community Mental Health Team? Health Field. 2010. Available online: http://kate-le-page.suite101.com/
what-is-a-community-mentalhealth-team (accessed on 18 May 2022).

8. Wheeler, K. Psychotherapy for the Advanced Practice Psychiatric Nurse: A How-To Guide for Evidence-Based Practice; Springer Publishing
Company: Berlin/Heidelberg, Germany, 2013.

9. Chetty, D.; Hoque, M.E. Effectiveness of a nurse facilitated cognitive group intervention among mild to moderately-depressed-
women in KwaZulu-Natal, South Africa. Afr. J. Psychiatry 2013, 16, 29–34. [CrossRef]

10. Moultrie, A.; Kleintjes, S. Women’s mental health in South Africa: Women’s health. S. Afr. Health Rev. 2006, 2006, 347–366.
11. Kakuma, R.; Minas, H.; Van Ginneken, N.; Dal Poz, M.R.; Desiraju, K.; Morris, J.E.; Saxena, S.; Scheffler, R.M. Human resources

for mental health care: Current situation and strategies for action. Lancet 2011, 378, 1654–1663. [CrossRef]
12. Galvin, M.; Byansi, W. A systematic review of task shifting for mental health in sub-Saharan Africa. Int. J. Ment. Health 2020, 49,

336–360. [CrossRef]

https://www.gov.za/speeches/minister-bheki-cele-quarter-one-crime-statistics-20222023-19-aug-2022-0000
https://www.gov.za/speeches/minister-bheki-cele-quarter-one-crime-statistics-20222023-19-aug-2022-0000
http://doi.org/10.1037/tra0000246
http://www.ncbi.nlm.nih.gov/pubmed/28459272
http://doi.org/10.1080/14330237.2018.1539900
http://doi.org/10.1080/14330237.2016.1163893
http://kate-le-page.suite101.com/what-is-a-community-mentalhealth-team
http://kate-le-page.suite101.com/what-is-a-community-mentalhealth-team
http://doi.org/10.4314/ajpsy.v16i1.5
http://doi.org/10.1016/S0140-6736(11)61093-3
http://doi.org/10.1080/00207411.2020.1798720


Healthcare 2023, 11, 127 11 of 12

13. Lund, C.; Schneider, M.; Garman, E.C.; Davies, T.; Munodawafa, M.; Honikman, S.; Bhana, A.; Bass, J.; Bolton, P.; Dewey, M.; et al.
Task-sharing of psychological treatment for antenatal depression in Khayelitsha, South Africa: Effects on antenatal and postnatal
outcomes in an individual randomised controlled trial. Behav. Res. Ther. 2020, 130, 103466. [CrossRef]

14. Mansfield, E. A CF for psychiatric-mental health nursing. J. Psychosoc. Nurs. Ment. Health Serv. 1980, 18, 34–41. [CrossRef]
15. Hoeffer, B. Issues from the Advisory Board’s Perspective: A Sourcebook on Research in Psychiatric Mental Health Nursing; WICHE:

Boulder, CO, USA, 1983; pp. 11–12.
16. Gatchel, R.J.; Peng, Y.B.; Peters, M.L.; Fuchs, P.N.; Turk, D.C. The biopsychosocial approach to chronic pain: Scientific advances

and future directions. Psychol. Bull. 2007, 133, 581. [CrossRef] [PubMed]
17. Sanders, S.H.; Harden, R.N.; Vicente, P.J. Evidence-based clinical practice guidelines for interdisciplinary rehabilitation of chronic

non-malignant pain syndrome patients. Pain Pract. 2005, 5, 303–315. [CrossRef] [PubMed]
18. Gatchel, R.J. Comorbidity of chronic pain and mental health disorders: The biopsychosocial perspective. Am. Psychol. 2004, 59, 795.

[CrossRef] [PubMed]
19. Bosco, M.A.; Gallinati, J.L.; Clark, M.E. Conceptualizing and treating comorbid chronic pain and PTSD. Pain Res. Treat. 2013, 2013, 174728.

[CrossRef]
20. Dickoff, J.; James, P.; Wiedenbach, E. Theory in a Practice Discipline: Part I—Practice Oriented Theory. Nurs Res. 1968, 17, 415–435.

[CrossRef]
21. Donabedian, A. Evaluating the quality of medical care. Milbank Meml. Fund Q. 1966, 44, 166–206. [CrossRef]
22. Sepeng, N.V.; Makhado, L. Present practices of rape care management in Thuthuzela Care Centres of the North West Province.

J. Psychol. Afr. 2019, 29, 516–519. [CrossRef]
23. Sepeng, N.V.; Makhado, L.; Sehularo, L.A. Psychological management of rape survivors suffering from post-traumatic stress

disorder: Practitioners’ perspectives. Afr. J. Nurs. Midwifery 2019, 21, 22. [CrossRef]
24. American Psychiatric association. Diagnostic and Statistical Manual of Mental Disorders, 5th Edition: DSM-5; American Psychiatric

Association: Arlington, VA, USA, 2013.
25. Edmonds, W.A.; Kennedy, T.D. An Applied Guide to Research Designs: Quantitative, Qualitative, and Mixed Methods; Sage Publications:

New York, NY, USA, 2016.
26. Foa, E.B.; McLean, C.P.; Zang, Y.; Zhong, J.; Powers, M.B.; Kauffman, B.Y.; Rauch, S.; Porter, K.; Knowles, K. Psychometric

properties of the Posttraumatic Diagnostic Scale for DSM–5 (PDS–5). Psychol. Assess. 2016, 28, 1166. [CrossRef]
27. Patel, A.; Panchal, H.; Piotrowski, Z.H.; Patel, D. Comprehensive medical care for victims of sexual assault: A survey of Illinois

hospital emergency departments. Contraception 2008, 77, 426–430. [CrossRef]
28. Creswell, J.W.; Clark, V.L.P. Designing and Conducting Mixed Methods Research; Sage Publications: New York, NY, USA, 2017.
29. Mental Health Care Act 17 of 2002, Pretoria: Department of Health. Available online: https://www.gov.za/sites/default/files/

gcis_document/201409/a17-02.pdf (accessed on 4 September 2021).
30. Department of Social Development, South Africa. 1997. Available online: https://www.westerncape.gov.za/your_gov/61

/documents/acts/1997 (accessed on 3 November 2022).
31. Gordon, J.S. Helping Survivors of Domestic Violence: The Effectiveness of Medical, Mental Health, and Community Services; Routledge:

London, UK, 2016. [CrossRef]
32. Welch, J.; Mason, F. Rape and sexual assault. BMJ 2007, 334, 1154–1158. [CrossRef] [PubMed]
33. Mahoney, C.T.; Cestodio, V.; Porter, K.J.; Marchant, K.M. The Moderating Roles of Emotion Regulation and Coping Self-Efficacy

on the Association between PTSD Symptom Severity and Drug Use among Female Sexual Assault Survivors. In Psychological
Trauma: Theory, Research, Practice, and Policy; American Psychological Association: Washington, DC, USA, 2022. [CrossRef]

34. Foa, E.B.; McLean, C.P. The efficacy of exposure therapy for anxiety-related disorders and its underlying mechanisms: The case of
OCD and PTSD. Annu. Rev. Clin. Psychol. 2016, 12, 1–28. [CrossRef] [PubMed]

35. Watts, T. BWRT: Reboot Your Life with BrainWorking Recursive Therapy; Crown House Publishing Ltd.: Carmarthen, UK, 2022.
36. Ochberg, F. Post-Traumatic Therapy and Victims of Violence; Routledge: London, UK, 2013.
37. National Collaborating Centre for Mental Health. Post-Traumatic Stress Disorder: The Management of PTSD in Adults and Children in

Primary and Secondary Care; NICE Clinical Guidelines [NG26]; Gaskell: Leicester, UK, 2005. Available online: http://www.ncbi.
nlm.nih.gov/books/NBK56494/ (accessed on 8 June 2022).

38. Kirkpatrick, H.A.; Heller, G.M. Post-traumatic stress disorder: Theory and treatment update. Int. J. Psychiatry Med. 2014, 47,
337–346. [CrossRef] [PubMed]

39. McLean, C.P.; Foa, E.B. Prolonged exposure therapy for post-traumatic stress disorder: A review of evidence and dissemination.
Expert Rev. Neurother. 2011, 11, 1151–1163. [CrossRef]

40. Davis, R.G.; Ressler, K.J.; Schwartz, A.C.; Stephens, K.J.; Bradley, R.G. Treatment barriers for low-income, urban African Americans
with undiagnosed posttraumatic stress disorder. J. Trauma. Stress Off. Publ. Int. Soc. Trauma. Stress Stud. 2008, 21, 218–222.
[CrossRef]

41. World Health Organization. Mental Health and Development: Targeting People with Mental Health Conditions as a Vulnerable Group;
WHO: Geneva, Switzerland, 2010; p. 74. Available online: https://pesquisa.bvsalud.org/portal/resource/pt/mis-31700 (accessed
on 18 May 2022).

42. Patel, V. Mental health in low-and middle-income countries. Br. Med. Bull. 2007, 81, 81–96. [CrossRef]
43. Marsay, G. BrainWorking Recursive Therapy®a thoroughly modern therapy. Ment. Health Matters 2020, 7, 40–41.

http://doi.org/10.1016/j.brat.2019.103466
http://doi.org/10.3928/0279-3695-19800601-07
http://doi.org/10.1037/0033-2909.133.4.581
http://www.ncbi.nlm.nih.gov/pubmed/17592957
http://doi.org/10.1111/j.1533-2500.2005.00033.x
http://www.ncbi.nlm.nih.gov/pubmed/17177763
http://doi.org/10.1037/0003-066X.59.8.795
http://www.ncbi.nlm.nih.gov/pubmed/15554853
http://doi.org/10.1155/2013/174728
http://doi.org/10.1097/00006199-196809000-00006
http://doi.org/10.2307/3348969
http://doi.org/10.1080/14330237.2019.1677057
http://doi.org/10.25159/2520-5293/4264
http://doi.org/10.1037/pas0000258
http://doi.org/10.1016/j.contraception.2008.01.018
https://www.gov.za/sites/default/files/gcis_document/201409/a17-02.pdf
https://www.gov.za/sites/default/files/gcis_document/201409/a17-02.pdf
https://www.westerncape.gov.za/your_gov/61/documents/acts/1997
https://www.westerncape.gov.za/your_gov/61/documents/acts/1997
http://doi.org/10.4324/9781315618579
http://doi.org/10.1136/bmj.39211.403970.BE
http://www.ncbi.nlm.nih.gov/pubmed/17540944
http://doi.org/10.1037/tra0001194
http://doi.org/10.1146/annurev-clinpsy-021815-093533
http://www.ncbi.nlm.nih.gov/pubmed/26565122
http://www.ncbi.nlm.nih.gov/books/NBK56494/
http://www.ncbi.nlm.nih.gov/books/NBK56494/
http://doi.org/10.2190/PM.47.4.h
http://www.ncbi.nlm.nih.gov/pubmed/25084856
http://doi.org/10.1586/ern.11.94
http://doi.org/10.1002/jts.20313
https://pesquisa.bvsalud.org/portal/resource/pt/mis-31700
http://doi.org/10.1093/bmb/ldm010


Healthcare 2023, 11, 127 12 of 12

44. Wangamati, C.K.; Thorsen, V.C.; Gele, A.A.; Sundby, J. Post rape care services to minors in Kenya: Are the services healing or
hurting survivors. Int. J. Women’s Health 2016, 8, 249. [CrossRef]

45. Moylan, C.A.; Lindhorst, T. Institutionalising an ethic of coordinated care for rape victims: Exploring processes of legitimacy and
decoupling in sexual assault response teams. Soc. Serv. Rev. 2015, 89, 138–165. [CrossRef]

46. Abrahams, N.; Gevers, A. A rapid appraisal of the status of mental health support in post-rape care services in the Western Cape.
S. Afr. J. Psychiatry 2017, 23, a959. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.2147/IJWH.S108316
http://doi.org/10.1086/679977
http://doi.org/10.4102/sajpsychiatry.v23.959

	Introduction 
	Conceptual Framework 
	Structure 
	Process 
	Outcome 
	Context 

	Methods 
	Study Design 
	Population and Sampling 
	Data Collection Procedure 
	Data Analysis 
	Ethical Considerations 

	Results and Discussion 
	Structure 
	Process and Outcome 
	Context 

	Practical Implications of the Study 
	Limitations 
	Conclusions and Recommendations 
	References

