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from society, we endanger society,
while to the extent that we main-
tain AIDS infected persons with-
in society, we protect society. This
is the message of realism and of
tolerance.” Mann argued that
HIV could never be successfully
addressed if impositions on hu-
man rights led people to hide
their infections rather than seek
testing and treatment. Only pol-
icy approaches that recognized
and protected human rights (in-
cluding the rights to treatment
and care, gender equality, and
education) would permit success-
ful clinical and population-based
interventions.

These complementary innova-
tions are at the core of what we
now call “global health” —
which has demonstrated its ca-
pacity to be far more integrative
than traditional notions of inter-
national health. It draws togeth-
er scientists, clinicians, public
health officials, researchers, and
patients, while relying on new
sources of funding, expertise,
and advocacy. This new formula-
tion is distinct, first of all, in
that it recognizes the essential

supranational character of prob-
lems of disease and their amelio-
ration and the fact that no indi-
vidual country can adequately
address diseases in the face of
the movement of people, trade,
microbes, and risks. Second, it
focuses on deeper knowledge of
the burden of disease to identify
key health disparities and devel-
op strategies for their reduction.
Third, it recognizes that people
affected by disease have a crucial
role in the discovery and advoca-
cy of new modes of treatment
and prevention and their equita-
ble access. Finally, it is based on
ethical and moral values that rec-
ognize that equity and rights are
central to the larger goals of pre-
venting and treating diseases
worldwide.

For more than the past decade,
major academic medical centers,
schools of public health, and
universities have created global
health programs and related in-
stitutes for multidisciplinary re-
search and education. Thus, the
institutionalization of this for-
mulation is not only affecting
services worldwide, but also
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changing the training of physi-
cians, other health professionals,
and students of public health.
When the history of the HIV epi-
demic is eventually written, it
will be important to recognize
that without this epidemic there
would be no global health move-
ment as we know it today.

Disclosure forms provided by the author
are available with the full text of this arti-
cle at NEJM.org.
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here has been growing inter-

national concern about rape
in fragile or volatile countries,
especially those involved in armed
conflicts; indeed, this concern
has inspired the United Nations
Security Council to issue nine
sexual-violence-related  resolu-
tions since 2000.* Sexual violence
is a human-rights abuse that of-
ten results in severe health con-
sequences, including acute and

longer-term psychological prob-
lems, such as depression, anxi-
ety, and post-traumatic stress
disorder (PTSD). In addition to
the short- and long-term effects
on survivors and their families,
the aftermath of widespread sex-
ual violence can affect the com-
munity at large. A pressing chal-
lenge is therefore to determine
how to help survivors and com-
munities overcome the psycho-
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logical effects of large-scale ex-
posure to sexual violence and the
other traumatic events that com-
monly occur in war-torn states.
Postconflict reconstruction ef-
forts have traditionally focused
on security, health, physical in-
frastructure, and economic de-
velopment; they have been less
well-equipped to respond to or
prevent sexual and other forms of
violence against women. Although
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there are established models of
post-rape counseling used in
high-income countries, questions
remain about the feasibility and
effectiveness of transferring such
approaches to low-resource, con-
flict-affected settings. Social and
cultural influences, low literacy
levels, scarcity of trained mental
health specialists, and the limita-
tions of health systems in war-
torn areas are only a few of the
many challenges associated with
meeting the widespread mental
health needs of conflict-affected
populations.

Many agencies working in
conflict settings seek to provide
psychosocial support to survivors
of sexual violence, but to date,
there have been virtually no rig-
orous impact assessments of
these services. A trial by Bass et
al. conducted in the eastern
Democratic Republic of Congo
(DRC) and reported on in this is-
sue of the Journal (pages 2182-
2191) offers promising evidence
that an adaptation of group cog-
nitive processing therapy (CPT)
can be delivered effectively to
women who have been exposed
to sexual violence. The interven-
tion, targeted at women who had
either been raped or witnessed
rape and who had symptoms in-
dicative of depression, PTSD, and
functional impairment, appeared
to lead to greater improvements
in mental health than did provi-
sion of case management and in-
dividual support.

Given the high rates of sexual
violence globally, and especially
in conflict-affected countries
such as the DRC, this finding is
very important. Although popu-
lation data on the extent of sexu-
al violence are extremely difficult
to compile, data from the DRC
suggest that it is prevalent: 16%

of women surveyed in a national
Demographic and Health Survey
in 2007 reported experiencing
sexual violence at some point in
their lives. Other studies docu-
ment prevalences ranging from
18 to 40% among women and 4
to 24% among men>? (the varia-
tions may be due in part to ac-
tual variations in exposure and
in part to methodologic and def-
initional differences). Recent es-
timates suggest, for example,
that approximately 1150 women
in the DRC are raped per day.*

Although the high levels of
sexual violence in the DRC have
led to growing international dia-
logue, rape during war is not
unique to the DRC; indeed, it af-
fects many, if not most, coun-
tries that are at war, including
several African states and, more
recently, countries in the Middle
East. The table shows the preva-
lence of sexual violence in three
conflict-affected sub-Saharan Af-
rican countries, where 16 to 22%
of women have ever experienced
sexual violence and 4 to 18% re-
ported having been assaulted in
the previous year.

To understand the implica-
tions of the findings from the
DRC study, we must also consid-
er conflict-related sexual violence
within the broader context of in-
equality between the sexes and
other forms of gender-based vio-
lence. In the DRC, women also
report high levels of violence by
intimate partners, with 35% of
women who have ever had a
partner reporting having experi-
enced sexual violence at the
hands of a partner and 57% re-
porting physical violence by a
partner.® In our research in Ivory
Coast, another West African coun-
try affected by armed conflict,
we see a similar pattern, with a
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high prevalence of violence from
intimate partners, family mem-
bers, and acquaintances. Simi-
larly, the prevalence data in the
table include sexual violence by
women’s partners. These data
show that rape during war is
only one of many forms of inter-
personal violence experienced by
women during armed conflicts.
Sexual and physical violence by
partners, child sexual abuse,
rape by noncombatants, and oth-
er traumatic, life-threatening
events are all major concerns.

Given that these other events
also have severe mental health
effects, it is important to ensure
that resources supporting mental
health services for sexual vio-
lence survivors do not inadver-
tently result in care that is exclu-
sionary (i.e., only for survivors of
conflict-related sexual violence).
Though it may be tempting to fo-
cus service provision on women
who appear to have experienced
some of the most extreme forms
of abuse, narrowly targeting
mental health services toward
survivors of sexual violence by
combatants, for example, raises
serious ethical questions, since it
may exclude others in similar
need of support, as well as po-
tentially stigmatizing the target-
ed users.

Indeed, the risk of stigma and
other negative implications of rape
are major concerns for those seek-
ing to respond to sexual violence.
Bass et al. also describe study
participants’ concerns about aban-
donment and rejection by family
and friends and about providing
for themselves and their fami-
lies, as well as their fears and
stigmatization. The researchers
also note that the greatest loss to
follow-up occurred among older
women, pregnant women, and
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Prevalence of Sexual Violence against Women in Conflict-Affected Sub-Saharan African Settings.*

Country Study Yr Period of Armed Conflict
Democratic Republic of Congo 2007 1998-present
Liberia 2007 1980-2003
Rwanda 2010-2011 1990-2002

Prevalence of Sexual Violence
Ever Sexually Sexually Assaulted
Assaulted in Past 12 Mo
percent
16.0 4.2
17.6 10.8
22.3 17.5

* The perpetrator of sexual violence may be a combatant, a friend, an acquaintance, a current or former intimate partner, or another
man. The periods of armed conflict are based on the start date of the first recorded armed-conflict event and the end date of
the most recent episode recorded in the Uppsala Armed Conflict Dataset. Prevalence data are from MEASURE Demographic

and Health Surveys.®

women who had witnessed or ex-
perienced a wide range of trau-
matic events. Services should
therefore be highly sensitive to
the particular needs and vulner-
abilities of such survivors of vio-
lence. CPT should be provided as
part of a broader set of psychoso-
cial and economic services.

Questions of the replicability
and generalizability of the trial
findings to other settings and
populations remain. However,
these new results suggest that it
may be feasible to offer relatively
specialized counseling services
after sexual assault to women in
low-resource, conflict-affected set-
tings. Although the current study
provides evidence about the effec-
tiveness of CPT among women, it
is important to note that men,
boys, and girls also experience
sexual violence and other trau-
matic events associated with con-
flict. For this reason, the find-
ings should serve as a starting
point for further exploration of
CPT and other models of psycho-
social support and counseling in
these settings.

Even as we pursue this neces-
sary search for effective, scalable

methods of providing psycholog-
ical support to populations ex-
posed to terrorizing and life-
altering events, we should exercise
caution in rolling out various
techniques. Mental health has lo-
cal, social, and cultural aspects
that influence the acceptability
and effectiveness of psychologi-
cal support in different groups.
Although treating psychiatric dis-
orders is essential, service pro-
viders adopting various promis-
ing techniques for addressing
post-trauma reactions must be
careful not to allow interventions
to pathologize, distress, or inad-
vertently stigmatize people who
may already feel (and be) mar-
ginalized.

Overall, Bass et al. and their
partner institutions are to be con-
gratulated for their clear com-
mitment to providing strong, tar-
geted mental health services for
women exposed to sexual vio-
lence in the DRC — a difficult
setting in which to conduct such
a rigorous evaluation trial. For
decision makers and programs
that aim to address violence
against women in conflict-affect-
ed settings, we hope this study
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will be the beginning of a grow-
ing evidence base and informed
action to improve the safety,
health, and well-being of women,
men, and children. Such respons-
es are fundamental to achieving
the international community’s
commitments to address sexual
violence in conflict and are inte-
gral to the successful reconstruc-
tion of war-torn communities.
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