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Executive Summary 
 
Evaluation Objectives 
 
IMA World Health (IMA) contracted Overseas Strategic Consulting, Ltd. (OSC) in May 2016 to conduct 
a quantitative baseline analysis of three new health zones where IMA and its partners will expand into in 
August 2016. IMA requested a study to determine the prevalence rates of the forms of sexual gender 
based violence (SGBV) in the new areas of implementation. The results of this study will be used to 
further bolster the results of the previous impact evaluation, which determined the impact of Ushindi 
from the previous five years, lessons learned, and cost effective and impact-focused interventions to 
pilot in three new health zones in United States Agency for International Development (USAID) priority 
areas.  
 
The objectives of the study were defined as follows:  
 

• Determine the evidence-based prevalence of all forms of gender based violence in Walikale, 
Karisimbi and Katana health zones where IMA will implement Ushindi 

• Determine the sex differences with regard to SGBV rates 
• Determine the evidence-based prevalence of trafficking in these health zones 
• Determine the risks for SGBV and trafficking 
• Determine the prevalence and nature of mental disorders in these health zones and especially 

among survivors of SGBV  
• Determine the differences in the rates of SGBV and mental disorders between male and female 

participants 
• Determine what types of health, social, educational and employment programming are available 

for SGBV survivors including special groups such as male survivors, young girls among others 
• Determine the health, social, educational, legal and employment programming gaps that exist in 

the community at present for survivors 
• Determine the culturally nuanced potential barriers that exist to the identification and treatment 

of mental disorders and gender-based violence 
 
Project Background 
 
From July 2010 through July 2015, IMA implemented a USAID Cooperative Agreement, Ushindi: 
Overcoming Sexual & Gender-Based Violence (SGBV) in Eastern Congo.1 The Ushindi program 
implemented a holistic approach integrating psychosocial, medical, legal and economic activities to 
support survivors of SBGV. The scope of work intended to 1) increase access to timely and quality 
comprehensive services for individuals affected by SGBV (psychosocial, medical, legal, and socio-
economic assistance); 2) improve the quality of services and interventions for individuals and 
communities affected by SGBV; and 3) reduce the vulnerability of individuals to future acts of abuse and 
violence. This five-year program was implemented in four provinces among 10 health zones with 1.2 
million beneficiaries. In these health zones, the program was included in 106 health areas and 106 health 
centers (Table 1). The three implementing local partner organizations were:  
 

• Heal Africa (based in Goma): works in North Kivu and Maniema provinces 
• Fondation Panzi (PF; based in Bukavu): works in South Kivu province 

                                                
1	Ushindi	means	to	overcome	or	victory	in	Swahili.	
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• Programme de Promotion des Soins de Santé Primaires (PPSSP; based in Beni): 
works in North Kivu and Orientale provinces 
 

The Ushindi project covered 10 health zones (HZ), 108 health areas (HA) and 1,118 villages with a total 
beneficiary population of 1,083,071 people for the first four years (Table 2). 2,3   In 2013, USAID 
decreased funding levels and the geographic scope of Ushindi which led the program to decrease its 
geographic scope to seven health with a total beneficiary population of 858,733 people. On January 30th, 
2016, IMA received additional funding to complete an amended scope of work, which would be used to 
continue ‘scaled down’ assistance to the current seven health zones, consolidate data from five years of 
intervention for focused analysis and research, measure the impact of the previous five years of 
treatment and prevention activities on survivors of victims of SGBV as well as on the prevalence of 
SGVB in the communities served. This additional 4.5 million USD for February 2016 through July 2017 
also included focused research, the addition of cognitive processing therapy (CPT) and the expansion of 
services into three new health zones: Karisimbi, Katana, and Walikale. 
 

Methods 
 
The study was reviewed and approved by the Comité D’Ethique, Université Libre Des Pays Des Grand 
Lacs (ULPGL) Goma (Annex I).4 Waiver of documentation of consent was granted by the review board 
and therefore, verbal informed consent was obtained from all participants. No identifying information 
was on the survey. The survey utilized numeric codes for each participant that could not be tied back to 
any participants. Data was kept anonymous at all times.  
 
This study targeted male and female household members (>18 years of age or emancipated minors) 
based on the sampling frame who resided in any of the randomly selected health areas and villages/or 
avenues in Katana, Walikale, or Karisimbi.  
 
The study used a 90X10 randomized population-based cluster sampling strategy to decrease the 
variance observed in a typical 30X30 sampling strategy (or 900 household surveys). Weighting corrected 
for potential overestimation and/or underestimation of prevalence data. The quantitative baseline was a 
cross-sectional study conducted in randomly selected six of twelve health areas where IMA 
implementing partners would extend the Ushindi program in Katana (South Kivu Province), Walikale, 
and Karisimbi health zones in North Kivu Province, DRC. Villages were randomly selected from the list 
of villages supplied by the Chief Medical Officer in each health zone associated with the Bureau Central 
de Zone de Santé (BCZS).  However, a few of the villages were inaccessible due to long distances that 
could only be covered on foot and/or for security reasons; therefore, only villages accessible could be 
randomized. For any villages not accessible, the nearest accessible neighbor was used for substitutions.  
 
Instruments were developed in collaboration with IMA and its implementing partners and included a 
quantitative survey and qualitative survey to capture the nuance and social norms in regard to SGBV. 
The quantitative survey was written in English and translated to Kiswahili to account for culturally 
sensitive wording while holding true to the survey intent. The Hopkins Symptom Checklist (HSCL-25) 
was used to assess depression (15 items) and anxiety (10 items) and the Harvard Trauma Questionnaire 
(HTQ) to assess PTSD symptoms (16 items). A Semi-structured directed qualitative instrument was 

                                                
2	2	HZs	(Lolwa	and	Komanda)	were	treated	as	single	project	area	with	one	base	and	one	set	of	staff	thus	creating	
nine	project	areas.	
3	12	HAs	per	project	area.	
4The	coordinator	is	Dr.	Muteho	Kasongo	Marina.	Email:	kambmut@yahoo.com.	Tel:	+243850200554,	and	
+243998688632.	
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used to add nuance to very complicated issues such as SGBV and mental health in the areas surveyed. A 
total of 37 key informant interviews were completed, and included village and avenue chiefs, male and 
female community members, survivors, a witch doctor, a traditional birth attendant, and Ushindi 
program staff. 
 
The field teams in each health zone were composed of the data collectors that successfully completed a 
3-day training and were supervised by Dr. Lynn Lawry, consultant, and the Ushindi staff. In each health 
zone, the field teams surveyed 300 households from 30 villages in six health areas. Each team covered 
one health area and five villages per day with each data collector completing 10 surveys per day; each 
taking approximately 25 minutes if no sexual violence was reported and approximately 35 minutes if 
sexual violence was recorded.  
 
Households within villages are sampled according to the World Health Organization Expanded 
Programme on Immunization (WHO EPI) Method.5 That is, data collectors began in the geographic 
center of the village and used a randomization device (Figure 4) to pick a direction to reach the first 
sampling unit. Each subsequent survey was conducted in the household whose door was nearest (to the 
right) of the door of the previous household. This continued until all 10 surveys within the cluster were 
completed, with records kept of refusals, ineligible households, and lack of availability. 
 
Data analysis was performed using the “Survey" module within the statistical software package R, an 
open-source version of S-plus.6 Analysis involved the estimation of weighted population and 
subpopulation means and percentages with confidence intervals, as well as the development of logistic 
regression models for the calculation of weighted odds ratios. 
 
Limitations 
 
Although data collectors were careful to explain that there will be no material or other gain by 
participation in the assessment, respondents might have exaggerated or underestimated responses if 
they believed it would be in their interest to do so. 
 
In some instances (e.g., when interviewing intended beneficiaries), responses might have been 
constrained due to fear of reporting or stigma such as with questions around SGBV, however, based on 
our qualitative study, it was noted that SGBV was normalized and responses were less likely to be 
constrained. Although it is possible that differences within the interviewer due to ethnicity, sex, or 
overall comfort level during the interview could bias the results, this was largely mitigated through the 
use of local data collectors, properly trained in interviewing techniques who did not interview in areas 
they were familiar with. 
 
The quantitative household survey represents adult men and women as well as children in the accessible 
health areas within Katana, Walikale, and Karisimbi health zones of North and South Kivu, DRC. It will 
not be possible to extrapolate the data to represent other health areas not within the sampling frame or 
other provinces. Furthermore, individual and group semi-structured qualitative interviews represent 
individual experiences of those most willing to speak, and cannot be generalized beyond those 
interviewed. 
 

                                                
5	World	Health	Organization.	Facilitator	Guide	For	The	EPI	Coverage	Survey:	Training	For	Midlevel	Managers.	WHO	
Expanded	Program	on	Immunization	(EPI).	1991;WHO/EPI/MLM/91.11. 
6	Lumley	T.	Survey	Analysis	in	R.	2008.	http://faculty.washington.edu/tlumley/survey.	Accessed	June	15,	2008.	 
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Finally, as identified by Bass et al.7 the use of mental health measures of unknown validity for identifying 
clinical cases of post-traumatic stress disorder (PTSD) and combined depression and anxiety, could be 
non-pathologic reactions to extreme circumstances, and it is therefore unclear what proportions of 
participants actually met clinical criteria. And although the clinical meaning of standard cutoff scores is 
therefore uncertain, the score itself can still be meaningfully interpreted; 1.75 indicates that respondents 
are reporting that symptoms occur, on average, nearly a “moderate” amount of the time (a score of 
2.0). Furthermore, this study used these screening tools to estimate the proportion and/or burden (not 
diagnosis) of possible mental symptoms within the specific population and not individuals. The nature of 
this study (a multistage clustered random sample survey) allows for the determination of association of 
population characteristics, but not causality. 
 
Findings 
 
This randomized population-based baseline survey was designed to determine the prevalence of all 
forms of SGBV for the health zones where Ushindi will be implemented. Based on the methodology 
used, the findings are generalizable to all health areas of Karisimbi, 12/14 health areas in Katana and 8/14 
health areas in Walikale or 727,754 persons in the three health zones. In total, 900 households 
participated in the survey with an overall response rates of 96.8%. 
 
The prevalence of all forms of SGBV including intimate partner violence (IPV) and trafficking were 
prevalent not just among women but also among men and children. Symptoms of depression/anxiety and 
PTSD were more prevalent among women and were elevated in association SGBV, sexual violence, and 
IPV. Substance abuse, especially alcohol, is a problem among women and men and is closely tied to 
violence as a precipitant and a consequence of the violence, especially IPV. Harmful traditional practices 
and negative cultural norms have become normalized and justified by the community. Although usually it 
is thought that these negative norms are perpetrated by men, it is clear from this study that women also 
hold some responsibility in propagating negative social norms in the areas surveyed and some of these 
negative social norms affect men and boys in addition to women and girls. The key findings of the study 
with population estimates of those affected are summarized in the following: 
 
Finding Weighted  

Prevalence 
Rate8 

Weighted Prevalence 
Rate of mental health 
associated with SGBV9  

Estimated 
Population 
Affected 

SGBV 
     Women 
     Men 
     Children 

 
31.6% 
32.9% 
61.0% 

 
 
NA 

 
54,384 Women 
38,514 Men 
299,438 Children 

Sexual Violence 
     Women 
     Men 
     Children 

 
11.8% 
3.1% 
11% overall 

 
 
NA 

 
30,313 Women 
12,789 Men 
59,103 Children 

                                                
7Bass	J,	Annan	J,	Murray	SM,	Kaysen	D,	Griffiths	S,	Cetinoglu	T,	Wachter	K,	Murray	LK,	Bolton	PA.	Controlled	Trial	of	
Psychotherapy	for	Congolese	Survivors	of	Sexual	Violence.	N	Engl	J	Med	2013;	368:2182-2191.	DOI:	
10.1056/NEJMoa1211853	
8	Lifetime	rates	for	SGBV,	SV	and	IPV,	suicidal	ideation	and	suicide	attempts.	Trafficking	and	Substance	abuse	
represent	rates	in	the	last	year.	PTSD	and	depression/anxiety	rates	represent	rates	in	the	month	prior	to	the	
survey.	
9	Presented	for	statistically	significant	differences	between	those	who	report	an	abuse	compared	with	those	who	
do	not	report	the	abuse.	
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7.7% Karisimbi 
10.5% Katana 
20.5% Walikale 

IPV 
     Women 
     Men 

 
22.6% 
25.0% 

 
NA 

 
43,544 Women 
29,779 Men 

Trafficking 
     Women 
     Men 
     Children 

 
12.9% 
7.2% 
5.0% 

 
NA 

 
18,286 Women 
12, 432 Men 
24,224 Children 

Substance Abuse 
     Women 
     Men 

 
21.1% 
38.9% 

 
NA 

 
64,081 Women 
64,081 Men 

Depression/Anxiety 
     Women 
     Men 

 
31.0% 
19.7% 

42.6% SGBV 
62.3% SV 
43.8% IPV 

 
50,237 Women 
17,544 Men 

PTSD 
     Women 
     Men 

 
26.6% 
15.9% 

62.3% SV 
 

 
45,285 Women 
14,865 Men 

Suicidal Ideation 
     Women 
     Men 

 
29.3% 
24.1% 

49.6% SGBV 
66.3% SV 
49.9% IPV 

 
48,235 Women 
34,761 Men 

Suicide Attempts 
     Women 
     Men 

 
19.6% 
7.9% 

39.4% SGBV 
45.8% SV 
38.6% IPV 
31.7% Trafficking 

 
33,593 Women 
15,966 Men 

 
Major differences among health zones included symptoms of depression/anxiety and PTSD which were 
four times higher in Walikale than all other health zones and substance abuse which was highest in 
Karisimbi (50% higher than Katana and twice as high as Walikale).  
 
Based on population estimates and the sexual violence rates reported in the three health zones we 
surveyed, an estimated 12,000 men and 30,000 women may be at risk for sexual violence. Despite 
recognition that men suffer sexual violence and a previous study documenting the rates of male SGBV in 
Eastern DRC, programming could do more to meet the unique needs of male survivors. Inclusion of 
men in sexual violence definitions, policies and protections in addition to targeted programs to address 
their needs is a necessity. 
 
This survey shows that not only is intimate partner violence in Karisimbi, Walikale, and Katana is 
widespread, but is normalized and justified, not only by men but also women within these societies. 
Given that 43,544 women and 29,779 men are at risk in the areas surveyed based on population 
estimates, the following serve as recommendations to address this issue in the three health zones 
surveyed.  
 
This study is the first to document the prevalence of trafficking and its forms in Walikale, Katana, and 
Karisimbi among men, women and children in the survey areas. Among respondents the most common 
forms included debt bondage, labor trafficking and sex trafficking in equivalent proportions. By far, the 
most common form of labor trafficking was forcing women and girls to work in bars and bistros where 
they were at risk for sexual violence. The fact that there was a statistically significant risk for suicide 
attempts associated with trafficking suggests the trauma associated with this act is devastating. With an 
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estimated 18,286 women, 12,432 men and 24,224 children affected in the last year and in the areas 
surveyed, the programmatic implications and services needed to address this in these three health zones 
is not insignificant.   
 
SGBV, and IPV all had significant associations to mental health disorders in this study including 
depression/anxiety, PTSD, suicidal ideation and suicide attempts. This study cannot show causality, and 
assesses the prevalence of mental health symptom criteria (not diagnosis). However, the strong and 
persistent associations implore health care providers to deliver a health care strategy that addresses 
those who have experienced sexual violence in addition to mental health services as necessary 
components of recovery and rehabilitation for survivors. 
 
Respondents clearly stated that the mental health programs offered in their area were insufficient to 
meet the needs of the community. They had few barriers to accessing mental health care with the 
majority stating that “nothing would stop them.” The perception of stigma as a barrier to care was 
quantitatively insignificant and therefore is not an issue in reality for those who need care.  
 
Social norms and values influence how women and children are protected or harmed. Social norms do 
not function in isolation but are defined in local culture and tradition as a type of cultural identity. 
Changes to these norms, requires engagement and consensus over time to make positive changes in 
social norms with regard to women, early marriage, protection of women and children, and SGBV10And 
although usually it is thought that these negative norms are perpetrated by men, it is clear from this 
study that women also hold some responsibility in propagating negative social norms in the areas 
surveyed and some negative social norms affect men and boys in addition to women and girls.  
 
Conclusions and Recommendations 
  
SGBV in DRC is prevalent and has unique cultural factors that put men, women, girls and boys at risk 
for all forms of SGBV. The physical, sexual, reproductive, and mental health consequences are many. 
Normalized and justified, negative cultural norms have created an environment for SGBV to flourish and 
continue from generation to generation. This study shows that SGBV is not a small problem in the areas 
surveyed and requires urgent and contextualized action. Ushindi which has been effective in addressing 
the overwhelming needs of survivors, should expand to include the inclusion of men and boys as 
survivors and address other facets of risk such as harmful traditional practices, substance abuse and 
myths concerning rape. In doing so, it is likely that the interventions designed to strengthen community 
mobilization and interpersonal communication will have a positive effect on barriers to effective 
behavior change and ultimately decrease the prevalence and scope of SGBV. 
  
SGBV Recommendations   
 

• Better identification of SGBV survivors within families with recognition of both conflict and the 
largely community-based SGBV identified in this study 

• Improved SBCC to address the community-based violence, harmful traditional practices, rape 
myths and gender roles in order to adjust negative norms into positive behavior change using 
the tenants of SBCC 

• Increasing the capacity of local partners to adapt their traditional communication programs to 
SBCC that focuses on behavior change   

                                                
10	World	Health	Organization.	Changing	cultural	and	social	norms	that	support	violence.	Available	at:	
http://www.who.int/violence_injury_prevention/violence/norms.pdf	
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• Work with the Ministry of Health (MOH) and traditional leaders to discourage early marriage, 
all forms of SGBV and to understand the health and protection consequences of SGBV based on 
these data 

• Integrate SGBV services in maternal, newborn, child health (MNCH) programs to increase 
referral and identification of those at risk and/or survivors11 

• Adapt SGBV medical guidelines to include men which is a unique opportunity to be the “first” to 
develop such guidelines 

• Adapt already developed SGBV services to include men and boys 
• Improve identification of children at risk for SGBV especially in Walikale 
• Further develop child friendly services and guidelines that meet the developmental needs of child 

survivors 
• Consider school-based programs to reach children with SBCC especially in Walikale where 

child violence rates are exceedingly higher than the other health zones 
• Given the elevated numbers of children who have suffered SGBV and sexual violence, the justice 

sector will need to implement child protections for children in the justice system 
 

IPV Recommendations  
 

• Identification and follow up with pregnant women to evaluate SGBV/IPV risk in the community 
and at MNCH services to provide early intervention services to at-risk families 

• Work with the MOH traditional leaders to address the widespread IPV in these health zones 
and the accepted normalization and justification of this type of violence 

• Through community based programs, such as the Noyaux Communitaire, and in concert with local 
partners, develop an SBCC approach to address normalization of IPV within the community 
among women and men 

• Develop programs to identify and treat community members with substance abuse as means to 
decrease risks for substance related violence 

• Continue to promote social and economic empowerment of women and girls through 
education, village saving and loans programs (VSLA) especially for those who have suffered 
violence 

• Increasing the capacity of local partners to adapt their traditional communication programs to 
SBCC that focuses on behavior change   

• Consider school based programs to decrease violent behavior in children associated with IPV 
later in life12 
 

Trafficking Recommendations 
 

• Increasing the capacity of local partners to adapt their traditional communications programs to 
SBCC that focuses on behavior change for trafficking  

• Promote community engagement through the Noyaux Communitaire to increase awareness of 
trafficking rights, laws and government responsibilities through a contextualized SBCC campaign 
using local partners  

                                                
11	In	this	study	17%	of	women	reported	a	pregnancy	related	to	SGBV.	
12	Evidence	suggests	that	programs	aimed	at	parents,	including	home	visits	and	education,	can	reduce	or	prevent	
child	abuse	and	maltreatment	which	has	the	potential	to	reduce	child	conduct	problems	and	violent	behavior	later	
in	life,	which	may	be	associated	with	IPV	perpetrated	by	men.	See:	Maas	C,	Herrenkohl	TI,	Sousa	C.	Review	of	
research	on	child	maltreatment	and	violence	in	youth.	Trauma,	Violence	&	Abuse,	2008,	9(1):56–67.	
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• Target mining operations to extend the reach of Ushindi and identify and treat women, men and 
children who are at risk for trafficking or have been trafficked 

• Support community-level savings and loans and microfinance programs to protect against 
exploitative lending practices that put communities at risk for trafficking as a means for survival 
and push parents to “give” their children into situations that are exploitative 

• Consider income generation projects through the Noyaux Communitaire, especially agriculture 
production to lessen the need for food which was an important reason reported for staying or 
being recruited into forced labor and sex trafficking  

• Work with traditional leaders to identify, report, refer and address potential cases of human 
trafficking 

• Identified trafficking cases will need referral to the justice system through ABA 
 
Mental Health Recommendations 
 

• Continued integration of lay counselors and mental health services for survivors with Cognitive 
Processing Therapy (CPT) in Walikale given the significantly elevated rates of mental health 
disorders 

• Substance abuse programming in all health zones to address the risk of substance use and 
subsequent violence and the potential likelihood of substance abuse among survivors but 
especially in Karisimbi given the exceptionally high rates of substance abuse in this health zone 

• Community outreach programming to identify at risk individuals  
• Substance abuse training for health care providers, local Ushindi partners, lay counselors and 

members of the Noyaux Communitaire 
 

Social Norm Recommendations 
 

• The roots of sexual violence are multifaceted, pervasive, and interrelated. Social norm 
interventions focused on boosting self-efficacy through persuasion, social modeling, and 
experience mastery need to be combined with the higher level communications interventions to 
form a comprehensive set of strategic engagements that will affect significant behavior change to 
decrease the rates and consequences of SGBV 

• Enhanced SBCC to address the community-based violence, harmful traditional practices, rape 
myths and gender roles in order to adjust negative norms into positive behavior change using 
the tenants of SBCC 

• Increase the capacity of local partners to adapt their traditional communication programs to 
SBCC that focuses on behavior change especially around victim blaming and harmful traditional 
practices  

• SBCC programming focused on social norms will need to be emphasized in Walikale given the 
significant difference in agreement with rape myths compared with the other health zones 
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Background 
 
History of the Ushindi Project 
 
IMA was awarded a USAID Cooperative Agreement, Ushindi: Overcoming Sexual & Gender-Based 
Violence (SGBV) in Eastern Congo, for the period July 2010 through July 2015, .13 The Ushindi program 
implemented a holistic approach integrating psychosocial, medical, legal and economic activities to 
support survivors of SBGV. The scope of work intended to 1) increase access to timely and quality 
comprehensive services for individuals affected by SGBV (psychosocial, medical, legal, and socio-
economic assistance); 2) improve the quality of services and interventions for individuals and 
communities affected by SGBV; and 3) reduce the vulnerability of individuals to future acts of abuse and 
violence. This five-year program was implemented in four provinces among 10 health zones with 1.2 
million beneficiaries. In these health zones, the program was included in 106 health areas and 106 health 
centers (Table 1). The three local partner organizations were:  
 

• Heal Africa (based in Goma): works in North Kivu and Maniema provinces 
• Fondation Panzi  (PF; based in Bukavu): works in South Kivu province 
• Programme de Promotion des Soins de Santé Primaires (PPSSP; based in Beni): 

works in North Kivu and Orientale provinces 
 

Table 1: Geographic scope of Ushindi implementing partners 2010-2013 

Project Assisted Health Zones 

Province HZ Population Implementing 
Partner 

Orientale 
Lolwa 42,138 

PPSSP Komanda 78,501 

Nord 
Kivu 

Mutwanga 183,973 
Lubero 213,548 

HEAL 
Alimbongo 184,739 

Maniema 
Obokote 73,874 

Ferekeni 60,444 

Sud Kivu 
Shabunda 90,020 

Panzi Foundation Kitutu 75,233 

Mwenga 80,601 

TOTAL 1,083,071  
 
In addition to IMA’s cadre of local partner organizations, a number of technical partners provided 
focused support including: CARE (socio-economic interventions), Save the Children (prevention and 
services to child victims of SGBV), Children’s Voices strategic behavior change communication (SBCC) 
and the American Bar Association (ABA) which provided legal representation and advocacy.      
 

                                                
13	Ushindi	means	to	overcome	or	victory	in	Swahili.	
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During implementation, other supplemental funding was awarded which included an Office of U.S. 
Foreign Disaster Assistance (OFDA) grant of approximately 1.2 million dollars (USD) to rehabilitate and 
augment the capacity of health facilities and in 2013, a supplementary Women’s Leadership Grant of 
1.25 million USD to promote family planning and women’s leadership.  
 
The Ushindi project covered 10 health zones (HZ), 108 health areas (HA) and 1,118 villages with a total 
beneficiary population of 1,083,071 people for the first four years (Table 2). 14 In 2013, USAID decreased 
funding levels and the geographic scope of Ushindi which led the program to decrease its geographic 
scope to seven health zones with the population and health area descriptions described in Figure 1. At 
this time, all technical assistance contracts were discontinued with the exception of the ABA. For year 
five, due to a decrease in funding, Ushindi scaled back to cover seven health zones within 72 health areas 
with a total beneficiary population of 858,733 people. 
 
 
  

                                                
14	2	HZs	(Lolwa	and	Komanda)	were	treated	as	single	project	area	with	one	base	and	one	set	of	staff	thus	creating	
nine	project	areas;	12	HAs	per	project	area.	
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Figure 1: Map of Ushindi Implementation Health Zones 2013-2015 
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Table 2: Geographic scope and population figures of Ushindi implementing partners 2013-2015 

Health 
Zone 

Health 
Areas in 

Zone 

Total 
Zone 

Population 

Health 
Areas 

Assisted 

Total 
Population 

Assisted 
Lolwa 5 42,138 5 42,138 

Komanda 14 170,063 7 78,501 
Mutwanga 20 254,582 12 183,973 

Lubero 16 242,912 12 213,548 
Alimbongo 17 201,209 12 184,739 

Kitutu 22 132,155 12 75,233 
Mwenga 17 121,524 12 80,601 

Total 111 1,164,583 72 858,733 
 
 
Despite the funding decrease, the large majority of indicators were met or surpassed and the project 
was completed as planned at the end of FY2015. IMA was asked to continue services for several 
months. On January 30, 2016 IMA received additional funding to complete an amended scope of work, 
which would be used to continue ‘scaled down’ assistance to the current seven health zones, 
consolidate data from five years of intervention for focused analysis and research, measure the impact of 
the previous five years of treatment and prevention activities on survivors of victims of SGBV as well as 
on the prevalence of SGVB in the communities served. This additional 4.5 million USD for February 
2016 through July 2017 also included focused research, the addition of cognitive processing therapy 
(CPT) and the expansion of services into three new health zones: Karisimbi, Katana, and Walikale. 
 
History of sexual violence in the Democratic Republic of Congo (DRC) 
 
DRC has experienced continued violence and civil conflict for more than two decades and is routinely 
listed as the site of one of the world’s worst humanitarian crises which includes millions of women and 
men subjected to human rights abuses and SGBV.15 Academics, human rights organizations, non-
governmental organizations (NGOs), the United Nations, journalists, and politicians have spoken out 
about this violence consistently. Of the studies that evaluate sexual violence in the DRC, the majority do 
not include all forms of sexual violence, are largely qualitative, or evaluate patients presenting to medical 
care, which comprise a biased, nonrandomized sample.16 Of the few population-based studies assessing 

                                                

15	Johnson	K,	Scott	J,	Rughita	B,	Asher	J,	Kisielewski	M.	Ong	R,	Lawry	L.	Association	of	Sexual	Violence	and	Human	
Rights	Violations	with	Physical	and	Mental	Health	in	Territories	of	Democratic	Republic	of	Congo.	JAMA.	2010.	
304(5):553-562;	Lawry	L,	Rosa	JC,	Kisielewski	M,	Johnson	K,	Scott	J,	Wieczorek	J.	The	Use	of	Population-Based	
Surveys	for	Prosecutions	at	the	International	Criminal	Court:	A	Case	Study	of	Democratic	Republic	of	Congo.	
International	Criminal	Justice	Review.	2014;	24:1	doi:10.1177/1057567714523982;	and	Lawry	L,	Johnson	K,	Asher	
J.	Evidence-Based	Documentation	of	Gender-Based	Violence.	In:	Stephan	Parmentier,	Jeremy	Sarkin	and	Elmar	
Weitekamp	(Eds),	New	Series	on	Transitional	Justice,	Prosecuting	Sexual	Violence	as	an	International	Crime:	
Interdisciplinary	Approaches.	Antwerp,	Belgium:	Intersentia	Publishers	2013.	
16	Vinck	P,	Pham	P,	Baldo	S,	Shigekane	R.	Living	With	Fear:	A	Population-Based	Survey	on	Attitudes	about	
Peace,	Justice,	and	Social	Reconstruction	in	Eastern	Democratic	Republic	of	the	Congo.	
http://hrc.berkeley.edu/pdfs/LivingWithFear-Exec-Summ.pdf.	August	2008	and	Peterman	A,	Palermor	T,	and	
Brendenkamp	C.	Estimates	and	Determinants	of	Sexual	Violence	Against	Women	in	the	Democratic	Republic	of	
Congo.	Am	J	Public	Health.	2011	June;	101(6):	1060–1067.	doi:		10.2105/AJPH.2010.300070.;	Murray	L,	Bass	J,	
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violence in Eastern DRC, estimates of reported sexual violence were between 16% and 35%.17 Both 
studies limited inquiries about sexual violence to very narrow definitions and/or age groups and did not 
ask about perpetrators, circumstances, or the mental and physical health consequences of the violence.  
Nor did these studies establish if the violence was community based, conflict-related, or violence against 
men.18 To date, there is only one evidence based study that is able to estimate the prevalence of sexual 
violence in the eastern territories of DRC. The 2010 DRC Study was conducted in the territories of 
North and South Kivu provinces and Ituri district in March 2010.19 This study included 67 villages (10-15 
households per village) and 998 households, representing 5.2 million adults living in 19 territories in 
North and South Kivu provinces and Ituri district.20 Data revealed that among the household-based 
population in the survey area, 39.7% of women and 23.6% of men were reported to have been exposed 
to sexual violence during their lifetime. Thirty-one percent of women were reported to have been 
exposed to intimate partner violence compared with 16.6% of men. Of those who were exposed to 
sexual violence, 74.3% of women and 64.5% of men were exposed to conflict-associated sexual violence. 
Among the cases of conflict-associated sexual violence, 41% of female survivors and 10% of male 
survivors revealed their perpetrator was a woman. The most common type of sexual violence reported 
by both women and men was rape. Using population data from that time, this study estimated 1.31 
million women and 0.76 million men were survivors of sexual violence and might need health services 
specific to sexual violence–related care.21  
 
Eighty-eight percent of respondents reported perpetrators to be combatants with the most common 
perpetrators belonging to the Mai Mai, Democratic Force for the Liberation of Rwanda (FDLR), Patriotic 
Union of Congolese (UPC) and Interhamwe. These data, including conflict and non-conflict SGBV and 
interpersonal violence (IPV) are summarized in Table 3.22  
 

 

                                                                                                                                                       
Bolton	P.	Qualitative	Study	to	Identify	Indicators	of	Psychological	Problems	and	Functional	Impairment	Among	
Residents	of	Sange	District,	South	Kivu,	Eastern	DRC.	A	Report	to	the	Victims	of	Torture	Fund.	
17	Vinck	P,	Pham	P,	Baldo	S,	Shigekane	R.	Living	With	Fear:	A	Population-Based	Survey	on	Attitudes	about	
Peace,	Justice,	and	Social	Reconstruction	in	Eastern	Democratic	Republic	of	the	Congo.	
http://hrc.berkeley.edu/pdfs/LivingWithFear-Exec-Summ.pdf.	August	2008	and	Peterman	A,	Palermor	T,	and	
Brendenkamp	C.	Estimates	and	Determinants	of	Sexual	Violence	Against	Women	in	the	Democratic	Republic	of	
Congo.	Am	J	Public	Health.	2011	June;	101(6):	1060–1067	and	Peterman	A,	Palermor	T,	and	Brendenkamp	C.	
Estimates	and	Determinants	of	Sexual	Violence	Against	Women	in	the	Democratic	Republic	of	Congo.	Am	J	Public	
Health.	2011	June;	101(6):	1060–1067.	doi:		10.2105/AJPH.2010.300070.	
18	Reis	C	and	Lawry	L.	Challenges	for	Justice	in	Democratic	Republic	of	Congo	for	Human	Rights	Violations.	JURIST	-	
Hotline,	Mar.	7,	2013,	http://jurist.org/hotline/2013/03/reis-lawry-icc-sexual-violence.php	and	Lawry	L,	Reis	C,	
Kisielewski	M,	Asher	J.	Problems	in	Reporting	Sexual	Violence	Prevalence.	Am	J	Public	Health.	22	September	2011,	
10.2105/AJPH.2011.300347.	Available	at	<http://ajph.aphapublications.org/cgi/reprint/AJPH.2011.300347v1>.	
19	Johnson	K,	Scott	J,	Rughita	B,	Asher	J,	Kisielewski	M.	Ong	R,	Lawry	L.	Association	of	Sexual	Violence	and	Human	
Rights	Violations	with	Physical	and	Mental	Health	in	Territories	of	Democratic	Republic	of	Congo.	JAMA.	2010.	
304(5):553-562.;	26	provinces	are	subdivided	into	192	territories.	See	eMethods	at	http://www.jama.com.;	At	the	
time	of	the	study,	Ituri	had	recently	been	changed	from	a	province	to	a	district.	
20	Details	of	the	sampling	frame,	including	the	selection	of	clusters/villages,	selection	of	households,	and	selection	
of	participants	within	households,	are	described	in	the	online	supplemental	eMethods	at	http://www.jama.com.	
21	 Scott	 J,	 Polak	 S,	 Kisielewski	M,	McGraw	Gross	M,	 Johnson	K,	Hendrickson	M,	 and	 Lawry	 L.	A	Mixed-Methods	
Assessment	of	Sexual	and	Gender-based	Violence	in	Eastern	Democratic	Republic	of	Congo	to	Inform	National	and	
International	 Strategy	 Implementation.	 International	 J	 of	 Health	 Planning	 and	 Management.	 2012;	 DOI:	
10.1002/hpm.2144.	
22	IPV	is	synonymous	with	“domestic	violence”	or	spousal	physical	and	sexual	violence.	
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Table 3: SGBV data from the 2010 DRC Study 

Sex Lifetime SGBV Conflict related 
SGBV 

Lifetime IPV IPV sexual 
violence 

Female 39.7 41.123 30.5 8.5 
Male 23.6 10.0 16.6 7.7 
 
The most recent Demographic Health Survey 2013-2014 (DHS)24 which only reports data on women 
ages 15-49, collected limited data on SGBV. It is important to keep in mind that the DHS only studies 
reproductive age women and does not collect data on SGBV among men or assess all perpetrators (e.g. 
conflict-related) or all forms of sexual violence. Table 4 shows prevalence data from the DHS relevant 
to the provinces covered by Ushindi.  
 
Table 4: SGBV data from the DHS 2013-2014 
Province Lifetime 

SGBV 
SGBV 
-12 
mos 

Lifetime 
IPV 

IPV-
12 
mos 

IPV during 
pregnancy 

SGBV married women 
Emotional/physical/sexual 

Orientale 24 13 48.3 26 9.5 29.4/39.7/19.2 
South 
Kivu 

27.6 14.6 25.6 11.4 8.8 33.6/20.3/25.8 

North 
Kivu 

34.5 18.3 47.5 31.1 10.9 47.3/41.7/26.1 

 
The original baseline assessment for Ushindi was designed to better understand knowledge, attitudes, 
and behaviors of implementing areas and did not include a household prevalence study in health zones 
where Ushindi was not being implemented therefore true prevalence data and the impact of Ushindi on 
the prevalence of SGBV was not possible to estimate for the 10 health zones where Ushindi was tasked 
to work from 2010 - 2013. With this in mind, the study was undertaken to determine the prevalence of 
all forms of SGBV for the new health zones where Ushindi will continue to be implemented. Care was 
taken to estimate the prevalence among men, women, and children and to determine, for the first time 
in DRC, the prevalence of trafficking occurring within these areas. Other data such as harmful traditional 
practices and other important context to understand SGBV in these communities was collected through 
qualitative interviews. These data will be vital, and add to the impact evaluation in designing a cost-
effective and comprehensive approach to SGBV in Katana, Walikale, and Karisimbi.  
 

 

 

 

 

 

                                                
23	41.1/39.7%	of	the	sexual	violence	reported	“ever”	was	described	as	perpetrators	related	to	rebel	groups.	
24	Demographic	Health	Survey.	DRC	2013.	http://dhsprogram.com/pubs/pdf/FR300/FR300.pdf.	
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Objectives of the study 
 
The objectives of the study were guided by discussions with IMA and their implementing partners and 
were defined as follows:  
 

• Determine the evidence-based prevalence of all forms of gender based violence in Walikale, 
Karisimbi and Katana health zones where IMA will implement Ushindi 

• Determine the sex differences with regard to SGBV rates 
• Determine the evidence-based prevalence of trafficking in these health zones 
• Determine the risks for SGBV and trafficking 
• Determine the prevalence and nature of mental disorders in these health zones and especially 

among survivors of SGBV  
• Determine the differences in the rates of SGBV and mental disorders between male and female 

participants 
• Determine what types of health, social, educational and employment programming are available 

for SGBV survivors including special groups such as male survivors, young girls among others 
• Determine the health, social, educational, legal and employment programming gaps that exist in 

the community at present for survivors 
• Determine the culturally nuanced potential barriers that exist to the identification and treatment 

of mental disorders and gender-based violence 
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Methodology 
 
Definitions 
 
A household was defined as the group of people eating from the same pot and sleeping under the same 
roof. Substance abuse was noted if the participant reported using drugs or alcohol on a regular basis; 
more than 2 times per week or in excess each time.25 Inadequate general healthcare was defined as a 
lack of hospital or clinic within a 4-hour walking distance. SGBV was determined as any physical or 
psychological violence carried out through sexual means or by targeting sexuality and included rape and 
attempted rape, molestation, sexual slavery, being forced to undress or being stripped of clothing, 
forced marriage, and insertion of foreign objects into the genital opening or anus, forcing individuals to 
perform sexual acts on one another or harm one another in a sexual manner, or mutilating a person’s 
genitals. Sexual violence (SV) was any sexual act (excluding physical non-sexual violence) that was not 
consensual including sexual intimate partner violence. Intimate partner violence was defined as sexual or 
physical violence perpetrated by a spouse or partner.26  Gang rape was defined as rape by 2 or more 
individuals. Survival sex was defined as trading sex for food, goods, or other necessities.  A combatant 
was defined as any person who reported being part of any kind of regular or irregular armed force in 
any capacity. Trafficking was defined (specific to Eastern DRC) as being forced to work in a 
bar/restaurant/bistro, forced to pimp, forced to be a domestic servant or work in a mine or agricultural 
field, forced marriage, forced to carry goods (especially within the mining industry), forced indebtedness, 
forced prostitution and or to be forced to serve as a sexual servant.27 A perpetrator was defined as any 
person who directly inflicted violence or a reported abuse.28 
 
Human Subjects Protection 
 
The study was reviewed and approved by the Comité D’Ethique, Université Libre Des Pays Des Grand 
Lacs (ULPGL) Goma (Annex I).29 Waiver of documentation of consent was granted by the review board 
and therefore, verbal informed consent was obtained from all participants.  The research was conducted 
in accord with the Declaration of Helsinki, as revised in 2000.30 Guidelines for interviewing potential 
SGBV survivors were also followed.31 Every effort was made to ensure protection and confidentiality 
and to reduce any potential adverse consequence to the participants.  No identifying information was on 
the survey. The survey utilized numeric codes for each participant that could not be tied back to any 
participants. Data was kept anonymous at all times.  

                                                
25	American	Psychiatric	Association.	Diagnostic	and	Statistical	Manual	of	Mental	Disorders.	5th	ed. 
26	United	Nations.	Contemporary	Forms	of	Slavery:	Systematic	Rape,	Sexual	Slavery	and	Slavery	like	Practices	
During	Armed	Conflict.	New	York,	NY:	United	Nations;	1998:7-8.	Final	Report	submitted	by	Gay	J.	McDougall,	
Special	Rapporteur.	E/CN.4/Sub.2/1998/13.	
27	Article	3,	paragraph	(a)	of	the	Protocol	to	Prevent,	Suppress	and	Punish	Trafficking	in	Persons;	
https://www.unodc.org/unodc/en/treaties/CTOC/index.html.	
28United	Nations.	Contemporary	Forms	of	Slavery:	Systematic	Rape,	Sexual	Slavery	and	Slavery	like	Practices	
During	Armed	Conflict.	New	York,	NY:	United	Nations;	1998:7-8.	Final	Report	submitted	by	Gay	J.	McDougall,	
Special	Rapporteur.	E/CN.4/Sub.2/1998/13. 
29The	coordinator	is	Dr.	Muteho	Kasongo	Marina.	Email:	kambmut@yahoo.com.	Tel:	+243850200554,	and	
+243998688632.	
30	United	States	Department	of	Health	and	Human	Services.	Title	45	CFR	Part	46	Protection	Of	Human	Subjects.	
Available	at:	http://ohsr.od.nih.gov/mpa/45cfr46.php3.	Accessed	April	4,	2003.	 
31	World	Health	Organization.	Ethical	and	Safety	Recommendations	for	Researching,	Documenting,	and	Monitoring	
Sexual	Violence	in	Emergencies.	http://www.who.int/gender/documents/OMS_Ethics&Safety10Aug07.pdf.	
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Geographic Scope 
 
The baseline used a multi-stage clustered sampling method to represent the population in the 12 
implementation health areas of Katana, Walikale, and Karisimbi health zones in North and South Kivu 
DRC. In addition, qualitative interviews were gathered to triangulate the quantitative data and add 
nuance to the issues found in the household survey.  
 

Sample Size Estimation 
 
In the implementation areas of Katana and Walikale and the entire health zone of Karisimbi, we 
increased the numbers of clusters and decreased the number of households (90X10) which is widely 
accepted to decrease the variance found in the typical 30x30 design.32 To determine an appropriate 
sample size for this study, we assumed a prevalence of major depression of 0.50, similar to that of other 
post-conflict communities and a previous study in these same areas.33 The sample size required to 
estimate that prevalence via a simple random sample, to within 0.05 with 95% confidence, was 385 
households.34 However, assuming a design effect of two to account for the sample design a sample size 
of 770 was needed. Therefore, to account for refusals and the design effect/levels of clustering while 
ensuring power for subgroup analysis, we targeted our total sample size to be ~900 households.  
 

Target Population  
 
This study targeted male and female household members (>18 years of age or emancipated minors) 
based on the sampling frame who resided in any of the randomly selected health areas and villages/or 
avenues in Katana, Walikale, or Karisimbi.  
 
  

                                                
32 Johnson	K,	Scott	J,	Rughita	B,	Asher	J,	Kisielewski	M.	Ong	R,	Lawry	L.	Association	of	Sexual	Violence	and	Human	
Rights	Violations	with	Physical	and	Mental	Health	in	Territories	of	Democratic	Republic	of	Congo.	JAMA.	2010.	
304(5):553-562;	Cochran	W.	Sampling	Techniques.	New	York:	John	Wiley	and	Sons.	1973;	Kish	L	Survey	Sampling.	
New	York:	John	Wiley	and	Sons.	1965	and	Sample	Variance	Considerations	for	Cluster	Surveys.	
http://cds.cern.ch/record/541460/files/0203169.pdf. 
33	Johnson	K,	Asher-Resnick	J,	Rosborough	S,	Raja	A,	Panjabi	R,	Beadling	C,	Lawry	L.	Association	of	Combatant	
Status	and	Sexual	Violence	with	Health	and	Mental	Health	Outcomes	in	Post-Conflict	Liberia.	JAMA.	2008	Aug	
13;300(6):676-90,	Amowitz	LL,	Reis	C,	Hare-Lyons	K,	Vann	B,	Mansaray	B,	Akinsulure-Smith	A,	Taylor	L,	Iacopino	V.	
A	Letter	from	Sierra	Leone:	Prevalence	of	War-Related	Sexual	Violence	and	Other	Human	Rights	Abuses	Among	
Internally	Displaced	Persons	in	Sierra	Leone.	JAMA	287	(4):	513-521,	2002	and	Kim	G,	Torbay	R,	Lawry	L.	Basic,	
mental,	and	women's	health	among	internally	displaced	persons	in	Nyala	province,	South	Darfur,	Sudan.	American	
J	of	Pub	Health.	2007;97(2):353-61.	
34	National	Statistical	Service.	Sample	Size	Calculator.	
http://www.nss.gov.au/nss/home.NSF/pages/Sample+size+calculator?OpenDocument. 
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Sampling Frame 
 
Figure 2: Milka Kaveran (PPSSP) explaining the sampling frame to the data collectors in Karisimbi 

 
Photo Credit: Lynn Lawry 
 
The quantitative baseline was a cross-sectional study conducted in randomly selected six of twelve 
health areas where IMA implementing partners would extend the Ushindi program in Katana (South 
Kivu Province), Walikale, and Karisimbi health zones in North Kivu Province, DRC. Villages were 
randomly selected from the list of villages supplied by the Chief Medical Officer in each health zone 
associated with the Bureau Central de Zone de Santé (BCZS).  However, a few of the villages were 
inaccessible due to long distances that could only be covered on foot and/or for security reasons; 
therefore, only villages accessible could be randomized (Tables 5-7). For any villages not accessible, the 
nearest accessible neighbor was used for substitutions.  
 
To allow an approximate probability- proportional-to-size sampling strategy, existing information on the 
community sizes, as provided by the health zones, were used to create relative weights and control for 
the evenly distributed clusters per health zone (Annex II). Weighting corrected for potential 
overestimation and/or underestimation of prevalence data.  
 
Katana is composed of 18 health areas and has a total population of 209,746 among 188 villages. Six 
health areas were randomly selected from the 12 implementation health areas chosen by Panzi 
Foundation and a subsequent five villages were randomly selected per each of the six health areas (Table 
5). Cishwagoko (Birava HA) was inaccessible due to difficult terrain and the need to access the area on 
foot. The substituted village of Lwangoma could not be surveyed due to time and safety considerations. 
Mabingu health area had only five villages therefore all five were surveyed, however Mantu, a 5km walk 
was substituted with a nearest accessible neighbor of Kashongolere in the Ihimbi health area. Finally, 
Cirehe in Kabushwa was also inaccessible. Therefore, due to the size of Chahoboka, 20 surveys were 
done in this village as a substitution and control for the population size. The total population 
represented in Katana in the implementation areas by the survey, taking into account inaccessible areas 
and substitutions, was 152, 057 persons.  
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Table 5: Randomly selected villages for Katana 
 Katana Health Zone 
Health Area Total Population Village Village ID 

Code/Disposition 
Village 
Population 

Birava 
(18km) 

23,048  Chishoke I K4-1 3,682 
Chishoke II K4-2 3,930 
Murama K4-3 3,233 
Bidabanga K4-5 2,864 
Lwangoma1 Not done - time 2,312 

Mushweshwe 
(10km) 

12,898 Rubona Not done - time 681 
Nyampama K5-2 588 
Nyabulongwe K5-3 2,180 
Bibukali K5-4 637 
Buhehe K5-5 6,870 

Mabingu2 
(18km) 

8,483 Bogurane K1-1 1,256 
Kangoko K1-2 1,729 
Magese K1-3 2,166 
Kashongolere3 K7-1 1,195 
Ntagalulwa K1-5 2,137 

Kadjuca 
(21km) 

9,845 Chofi K6-1 1,856 
Bumera K6-2 1,668 
Cibonaboshi K6-3 1,298 
Munanira K6-4 1,125 
Irangira K6-5 1,202 

Kabushwa 
(8km) 

18,086 Chahoboka I  &II4 K2-1 5,669 
Ciduha I,II & III K2-2 1,560 
Cirehe Not done -access 645 
Canyena K2-4 393 
Muhonga/Mbulamishi K2-5 831 

Ciranga 
(2km) 

12,940 Lulonge K3-1 839 
Kalimbi K3-2 415 
Maroc + Murhala K3-3 365 
Kakondo K3-4 759 
Camps Forulac K3-5 451 

1Lwangoma substituted for Cishwagoko (not accessible/terrain) but could not be surveyed due to time constraints and the need 
to leave the village before dark 
2Only 5 villages, one substitution for Mantu due to distance on foot 
3Nearest neighbor – Ihimbi Health Area 
420 surveys done due to size of the village and no access to Cirehe 

 
Walikale is composed of 14 health areas and has a total population of 156,876 among 143 villages. Due 
to insecurity and ongoing conflict only eight health areas of the 12 implementation health areas chosen 
by Heal Africa could be surveyed. 35 Obaye and Bisie could only be accessed on foot over a two-day 
walk, and Kumbwa and Mundindi had recent incursions of rebel fighting just prior to the survey, 
therefore six health areas were randomly selected from the remaining seven accessible health areas 
where five villages were subsequently randomly selected (Table 6). Villages removed from sampling 
included Mpina and Mpito in Sacre Coeur, Kuele in Cepac, Kilambo, Buringa, Tusangwa, Bubhere and 
Isea from Mutakato, Omate, Shempika, Omate tabaro, Omate shikago and Omate mafilo in Bilobilo, and 

                                                
35	Ndjingala	and	Mpofi	of	the	14	health	areas	have	other	implementing	partners	not	associated	with	Ushindi.	
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Elibia II in Eliba, all of which were only accessible on foot. Kalale and Shabunda in Mutakato were 
inaccessible due to bridge destruction, and Base Militaire was not accessed as it serves as a temporary 
village for military wives. Therefore, the total population represented in Walikale, among the 
implementation areas by the survey, taking into account inaccessible areas and substitutions, was 
106,335 persons.  
 
Table 6: Randomly selected villages for Walikale 
 Walikale Health Zone 
Health 
Area 

Total Population Village Village 
Code/Disposition 

Village 
Population 

Sacre 
Coeur (2 
km) 

 17,600 Cite Iowa W1-1 849 
Kasima 
Centre 

W1-2 1,066 

Kasima 
Sutukutu 

W1-3 1,512 

Kalenge W1-4 464 
Mubanda W1-5 478 

 
Mutakato 
(22 km) 

5,058 Nyamianda W3-1 824 
Miti/Ngora W3-2 1,016 
Itambo W3-3 379 
Mutakato I W3-4 489 
Mutakato II W3-5 610 

Bilobilo  
(30 km) 

40,301 Mubi II W4-1 8,181 
Mubi Kopa W4-2 510 
Indijiki W4-3 481 
Kilambo W4-4 1,131 
Boboro W4-5 2,410 

Eliba 
(36km) 

6,381 Wenga II1 W5-1 1,880 
Kabusa W5-2 891 
Eliba I W5-3 1,051 
Shemakongolo W5-4 92 
Osokari W5-5 1,266 

Biruwe 
(72km) 

6,704 Biruwe W6-1 1,607 
Nkuba W6-2 1,107 
Mafombi W6-3 288 
Obyanda W6-4 679 
Tengeneza W6-5 651 

Cepac 
(2km) 

18,622 Nyalusukula W2-1 5,798 
Kangambili W2-2 1,748 
Nyamitaba W2-3 750 
Kirundu W2-4 1,985 
Mutoyo W2-5 729 

1Wenga II substituted for Nyandakala due to the killing of a 17 year old girl the night before the survey 
 
 
Karisimbi, unlike Katana or Walikale, is an urban and semi-urban area. This health zone is composed of 
16 health areas and has a total population of 469,362 among 254 avenues. Six health areas and five 
avenues from each health area were all randomly selected from the all of the health areas (not just the 
implementation areas) (Table 7). Due to the size of this health zone, two extra avenues were chosen 
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(one each in Majengo and Marara). Therefore, the total population represented in Karisimbi was 
469,362 persons.  
 
Table 7: Randomly Selected Avenues for Karisimbi 
 Karisimbi Health Zone 
Health 
Area 

Total Population Avenue Avenue 
Code/Disposition 

Avenue 
Population 

Albert 
Barthel 

 27,721 Géomètres G1-1 1,278 
Bukonde G1-2 1,059 
Kasindi II G1-3 2,210 
Kisibangi G1-4 2,837 
Des plateaux G1-5 2,294 

Kasika 
 

15,594 
 

Bahizi G3-1 2,320 
Mikundi II G3-2 2,052 
Basunga G3-3 3,396 
Biteko G3-4 2,314 
Cirambo G3-5 4,342 

Katoyi 
 

53,655 
 

Salongo II G4-1 3,233 
Salongo III G4-2 1,790 
Salongo I  G4-3 3,721 
Kindu II G4-4 8,147 
Lubango G4-5 2,937 

Mabanga 
 

27,771 Mutakato G5-1 5,710 
Mushunganya G5-2 1,580 
Mulinga G5-3 2,065 
Vitwaiki G5-4 2,741 
Ikobo G5-5 1,554 

Majengo 
 

46,226 
 

Maendeleo G6-1 1,791 
Mapinduzi G6-2 2,087 
Bitwaiki G6-3 2,111 
Mulumba G6-4 2,172 
Mugara G6-5 1,900 
Bwisha G6-6 2,048 

Murara 
 

13,471 
 

Mukosasenge G2-1 441 
Tshela G2-2 579 
Coopérative G2-3 153 
Palmier G2-4 655 
Ruwenzori G2-5 644 
Commerce G2-6 539 

 
 
Survey Instruments 
 
Instruments were developed in collaboration with IMA and its implementing partners and included a 
quantitative survey and qualitative survey to capture the nuance and social norms in regard to SGBV 
(Annex III and IV).  
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Quantitative Instrument 
 
We used survey-research techniques modeled on epidemiological instruments previously developed for 
a similar study in DRC and from instruments used in Liberia, Sierra Leone, and Sudan. 36 
 
The survey was written in English and translated to Kiswahili to account for culturally sensitive wording 
while holding true to the survey intent. Although French is the lingua franca of DRC, the Eastern Region 
is Kiswahili speaking. The Swahili version was back-translated for consistency and correctness by four 
local translators and pilot-tested to establish clarity of questions and for cultural appropriateness among 
14 local Congolese in a rural village in Katana, DRC. The major domains of the quantitative instrument 
are presented in Table 8.  
 
Time periods used included in the “last 4 weeks,” “in the last year,” and “in your lifetime.” In pre-testing, 
the yearly time period was the hardest to be understood, therefore “since the last dry season” or “since 
the end of the school year” was allowed to be added by data collectors to all questions that needed a 
yearly time frame. 37  
 
Mental health is assessed using PTSD and major depressive disorder scales previously tested, validated 
and used in DRC.38 Questions about suicidal ideation and suicide attempts among respondents were 
reported as yes or no responses.39  
 
  

                                                
36	Johnson	K,	Scott	J,	Rughita	B,	Asher	J,	Kisielewski	M.	Ong	R,	Lawry	L.	Association	of	Sexual	Violence	and	Human	
Rights	Violations	with	Physical	and	Mental	Health	in	Territories	of	Democratic	Republic	of	Congo.	JAMA.	2010.	
304(5):553-562.	;	Johnson	K,	Asher-Resnick	J,	Rosborough	S,	Raja	A,	Panjabi	R,	Beadling	C,	Lawry	L.	Association	of	
Combatant	Status	and	Sexual	Violence	with	Health	and	Mental	Health	Outcomes	in	Post-Conflict	Liberia.	JAMA.	
2008	Aug	13;300(6):676-90,	Amowitz	LL,	Reis	C,	Hare-Lyons	K,	Vann	B,	Mansaray	B,	Akinsulure-Smith	A,	Taylor	L,	
Iacopino	V.	A	Letter	from	Sierra	Leone:	Prevalence	of	War-Related	Sexual	Violence	and	Other	Human	Rights	
Abuses	Among	Internally	Displaced	Persons	in	Sierra	Leone.	JAMA	287	(4):	513-521,	2002	and	Kim	G,	Torbay	R,	
Lawry	L.	Basic,	mental,	and	women's	health	among	internally	displaced	persons	in	Nyala	province,	South	Darfur,	
Sudan.	American	J	of	Pub	Health.	2007;97(2):353-61.		
37	Walikale	does	not	have	a	dry	season	as	the	climate	is	tropical	rainforest.	During	the	dry	season,	rain	occurs	
frequently	and	does	not	change	dramatically	during	the	year.		
38	Bass	J,	Annan	J,	Murray	SM,	Kaysen	D,	Griffiths	S,	Cetinoglu	T,	Wachter	K,	Murray	LK,	Bolton	PA.	Controlled	Trial	
of	Psychotherapy	for	Congolese	Survivors	of	Sexual	Violence.	N	Engl	J	Med	2013;	368:2182-2191.	DOI:	
10.1056/NEJMoa1211853.	
39	National	Institutes	of	Health.	Suicide	and	suicidal	behavior.	
http://www.nlm.nih.gov/medlineplus/ency/article/001554.htm#Definition.	Accessed	April	3,	2005. 
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Table 8: Major domains of the quantitative instrument 
 

Demographics 

Sex 
Age 
Ethnicity/tribe 
Marital status40 and number of 
children 
Household composition     
Education 
Job training 
Occupation 
Household financial contribution 

Health Care/Access 

Basic health services 
Mental health services 
Community services 
Social support 

Morbidity 

Mental health  
Substance abuse 
Health consequences of SGBV 
Reproductive health 

Violence 

Sexual and gender based violence 
(adults and children)  
Interpersonal Violence 
Trafficking 
Perception of security/safety 

Mental Health 

Post-Traumatic Stress Disorder 
(PTSD) 
Anxiety 
Depression 
Suicidal ideation 
Suicide 

Opinions 

Community acceptance of SGBV 
survivors 
Sexual and gender-based violence 
Women’s rights 
Justice 
Rape myths 

 
 
In order to standardize the survey, and in keeping with IMA’s commitment to capacity building, locally 
hired trained data collectors were used to conduct the survey. Data collectors learned to administer the 
survey in other local languages as needed.41 These translations were checked for accuracy by members 
of the research team and a locally hired translator fluent in all of the other languages potentially needed. 
The final version of the translated questionnaire (Annex IV) was immediately sent to data entry staff so 

                                                
40	In	Swahili,	there	is	no	word	for	marital	status,	therefore	“what	is	your	marital	status”	was	translated	to	“are	you	
married	or	not	married.”	In	doing	so,	this	required	data	collectors	to	probe	those	who	were	married	to	understand	
if	the	participant	was	a	widow/widower,	had	a	spouse	missing	or	working	away,	or	if	they	were	separated	for	any	
other	reason.	
41	Mashe	language	was	used	in	the	Katana	Health	Zone.	



 

24	
	
 

that an optimal data entry interface could be created while the survey was completed. 
 
Training   
 
Locally trained interviewers were hired through Ushindi. Local implementing partners (Panzi Foundation, 
Health Africa and PPSSP) selected 12-14 potential data collectors on the basis of education, language 
skills and their experience with previous surveys. Data collectors were fluent in French, Swahili and at 
least one other local language. Fourteen data collectors continued to field surveying in Katana, ten in 
Walikale and ten in Karisimbi. In Katana, five data collectors were also part of USAID’s Integrated 
Health Program (IHP) and were participants of IHP’s Champion Community.  
 
Training occurred in the field over the course of three days and included the basics of ethical guidelines 
for surveying and especially for survivors of SGBV. Data collectors were needed to administer the 
questions, as written, due to high levels of illiteracy in villages surveyed. We used a standardized 
published protocol for training that has been used and adapted to a variety of settings.42 The basic 
training schema included classroom teaching and experiential and observed role-play followed by field 
observation. The style of the program was participatory and interactive with the trainers. At the end of 
the training, trainees were tested on content in the field to assess their ability to conduct an interview 
that incorporated real-time difficulties encountered in field surveys. The basic schema of the training was 
as follows: 
 
On the first day, training began by introducing participants, trainers, and local partners to each other and 
an overview of the project and the training course. It included providing basic understanding of 
confidentiality (research protections), consent and expectations for interviewer conduct, including 
professional integrity and dignity, reporting accuracy, and adhering strictly to rules for sharing 
information. The definition of SGBV was discussed at length. The better part of the day was spent 
administering the consent statement and demographic questions in the survey instrument. Interview 
skills were taught through exercises in which trainers act out both poor and good interview techniques. 
Interviewers are given instructions on how to introduce themselves, present themselves with positive 
body language (such as open posture) and avoid negative body language (such as eye-rolling), and ask 
questions without leading respondents, while maintaining privacy and confidentiality. 
 
The second day began with a summary of the previous day's exercises followed by a question and 
answer period. A discussion of cultural, traditional and societal myths of SGBV followed. Technical 
terms were defined so that all data collectors would be working with the same definitions and concepts. 
The remainder of the day involved reviewing the understanding of each question and role-playing each 
newly learned section of the survey. Data collectors broke down into groups of two where one was the 
interviewer and one was the respondent (Figure 3). Each were asked to take notes on how to improve 
the interviewer’s skills to help each other improve their interviewing skills. During the role-playing 
exercises trainers circulated among the groups observing, giving feedback, and gathering information. 
Common problems were highlighted and addressed; from time to time, trainers called the group 
together to discuss and clarify issues. The closing of each day included addressing common problems,  
observation of a mock interview among groups, and addressing questions from the day’s exercises.  
 

                                                
42	Reis	C,	Amowitz	LL,	Hare-Lyons	K,	Iacopino	V.	The	Prevalence	of	Sexual	Violence	and	Other	Human	Rights	Abuses	
Among	Internally	Displaced	Persons	in	Sierra	Leone:	A	Population-based	Assessment,	Physicians	for	Human	Rights,	
Boston,	MA,	January	2002. 
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Figure 3: Observed Interviewing Role Play during Trainings 

 
Photo Credit: Lynn Lawry 
 
On the final day, a complete review of the survey ensued with data collectors practicing the complete 
survey as a role-play exercise. During the training, trainers became familiar with each data collector’s 
strengths and weaknesses. At the end of the third day, two villages were surveyed by all 12-14 data 
collectors. Trainers observed interviews and how well the methodology was mastered by data 
collectors. Finally, trainers discussed and reviewed the field testing results individually with each data 
collector to identify errors and areas of concern, provided feedback on problems observed and in 
particular evaluated: 
  

• Appropriate and accurate introduction, and explanation of survey purpose 
• Complete and accurate questioning and corresponding documentation	
• Ability to elicit information about private, shameful, and traumatic events in a warm and 

respectful manner 	
• Correct and simple explanation of terms	
• Appropriate requests to interview other household members	
• Complete and accurate closing statement	
• Ability to accomplish the above in rapid fashion while maintaining warmth and respect	
• Accurate counting and selection of households in accordance with sampling method at each field 

site	
• Ability to find and maintain privacy for interviews in very crowded settings 

 
Data collectors who had not successfully mastered the skills above were excused (see Table 9).  
 
Field Team 
 
Table 9: Field Teams 
HZ Data Collectors 

Trained 
Data Collectors Used 
in Survey 

 Men Women Total Men Women Total 
Katana 8 6 14 8 6 14 
Walikale 6 6 12 6 4 10 
Karisimbi 5 5 10 5 5 10 
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The study occurred between June 20 and July 20, 2016. The field teams in each health zone were 
composed of the data collectors that successfully completed the training and were supervised by Dr. 
Lawry and the Ushindi staff. In each health zone, the field teams surveyed 300 households from 30 
villages in six health areas. In Walikale and Karisimbi, we deployed two teams composed of five data 
collectors and one supervisor. 43 In Katana, Dr. Lawry and Dr. Mudekereza supervised three teams, two 
teams of five data collectors and one team of four data collectors. Each team covered one health area 
and five villages per day with each data collector completing 10 surveys per day; each taking 
approximately 25 minutes if no sexual violence was reported, and approximately 35 minutes if sexual 
violence was recorded.  
 
Household Sampling 
 
Households within villages are sampled according to the World Health Organization Expanded 
Programme on Immunization (WHO EPI) Method.44 That is, data collectors began in the geographic 
center of the village and used a randomization device (Figure 4) to pick a direction to reach the first 
sampling unit. Each subsequent survey was conducted in the household whose door was nearest (to the 
right) of the door of the previous household. This continued until all 10 surveys within the cluster were 
completed, with records kept of refusals, ineligible households, and lack of availability. 
   
The survey teams dealt with a number of constraints during the data collection period, some of them 
requiring to adapt the household sampling methods. One of the most significant constraints was the 
limited time to be spent in each village due to distance, poor access, and the necessity to return to 
lodgings before dark (6:00 pm). 

  

                                                
43	Supervisors	were	as	follows	in	Katana:	Dr.	Lawry	and	Dr.	Mudekereza;	Walikale:	Dr.	Lawry,	Cherubin	Sadiki,	
Daniel	Mbungu;	Karisimbi:	Dr.	Lawry,	Patrick	Bahati	and	Manka	Banda.		
44	World	Health	Organization.	Facilitator	Guide	For	The	EPI	Coverage	Survey:	Training	For	Midlevel	Managers.	WHO	
Expanded	Program	on	Immunization	(EPI).	1991;WHO/EPI/MLM/91.11. 
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Figure 4: Spinning a pen to determine direction of the first sampling unit  

 
Photo Credit: Lynn Lawry 
 
Limited information on village characteristics and lack of accuracy on the side of village chiefs when 
asked about the sizes of villages and their population required flexibility in adapting household selection 
methods by the teams. Therefore, a purposive transect selection was used to cover as many different 
zones of the village as possible. In most cases data collector transects were selected either from the 
village center or a village main gathering point (Figure 5), or from different points of main road crossing 
the village (Figure 6). In villages in which population was said to be very large (greater than 1,000), data 
collectors were encouraged to reach households that were further from village center, skipping one or 
two households for every household on their transect. This did not happen often, as most villages were 
not very large and transects did not have more than seven households (reachable and surveyed within 
the timeframe). In other cases, the team reached villages in which the distribution was even more 
scattered than average and population size small (usually the more isolated villages). In those cases, most 
of the village was sampled. In Karisimbi, to ensure sampling did not cover only areas near the main 
avenue, randomly selected skip patterns45 were used to allow surveying to occur deeper into the avenue 
(Figure 7). In most cases, only one side of the street was considered the Avenue “block.”  
 
  

                                                
45	For	example,	if	4	was	randomly	chosen	as	a	skip	pattern	number,	the	data	collector	would	spin	a	pen	to	
determine	the	starting	household	but	count	4	houses	past	that	starting	household	and	continue	to	the	second	
household	after	4	more	houses.		



 

28	
	
 

Figure 5. Example of household selection transects at a gathering point from Buhehe village, Mushweshwe 
Katana 
 

 
 
 
Figure 6: Example of household selection transects picked from the main road in Bumera, Kadjuca Katana 
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Figure 7: Example of Avenue sampling with a skip pattern of two households; Bahizi Avenue, Karisimbi health 
zone 

 
 
Data Collection 
 
Data collectors interviewed one adult (>18 years and or an emancipated minor) per household in the 
sample. At each house, the data collector requested to speak with an adult household member, a 
randomly chosen male or female who could give accurate information about the household. If that 
person was unavailable, then the next adult in the household was approached. An assertive attempt was 
made to ensure that men and women were included as respondents by alternating male or female 
interviews for each household approached. If only one adult or one sex was present at the time a 
household was visited, that person was interviewed regardless of sex.  
 
Data collectors were taught how to approach individuals about the survey. If they were allowed in, they 
assessed the ability to have a private interview and if privacy was assured they verbally administered the 
consent. One-to-one interviews were conducted anonymously in a setting that offered privacy and 
confidentiality, typically inside the housing unit but in some cases outside of a full household (Figure 8). 
Oral rather than written consent was obtained because of the high illiteracy rate. However, a verbal 
“yes” or “no” had to be given by the respondent and their answer marked on the survey to allow for 
data entry.  
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Figure 8: Interviewing outside of a household to ensure privacy 

 
Photo Credit: Lynn Lawry 
 
Although a referral system was established for respondents who displayed emotional distress, no 
referrals were necessary during the survey period. Supervisors were present in each village during the 
survey to complete spot checks, sit in on surveys periodically and to check all of the surveys at the end 
of each cluster to avoid systematic errors. Participants did not receive any material compensation and 
were informed of this in the consenting process. They were also informed that participation or lack 
thereof would not affect their access to or the quality of the care they receive, and were explicitly given 
the right to refuse participation, skip, stop or not answer questions.  
 
Semi-Directed Qualitative Instrument and Sampling 
 
The semi-structured directed qualitative instrument was developed in cooperation with IMA and its 
stakeholders (Annex V). These interviews were used to add nuance to very complicated issues such as 
SGBV and mental health in the areas surveyed. They covered both women and men who may be 
considered key informants including community leaders (religious and/or tribal/ethnic), survivors, NGO 
personnel in the area, and community members (young and old). To contextualize the data gathered 
during the qualitative sampling from the field portion of the study, the information gathered was 
summarized as narrative testimonies and used to provide additional insights and triangulation into the 
themes and findings that emerged from the desk review and quantitative survey. Adults and emancipated 
minors were interviewed; parents/guardians and/or family members could report on child-related 
experiences or conditions in the qualitative study. Convenience, purposeful, and snowball sampling (non-
probability sampling) was used to allow flexibility in accessing individuals who might be important for 
informing the quantitative data. A total of 37 key informant interviews were completed, and included 
village and avenue chiefs, male and female community members, survivors, a witch doctor, a traditional 
birth attendant, and Ushindi program staff.  
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Data Entry and Quality Control 
 
Quantitative 
 
Quantitative survey data was collected on paper forms. All questionnaires were reviewed for 
completeness and correctness of recording after the interview by the data collectors themselves, and 
subsequently reviewed by the principal investigators or appointed field supervisors at the end of each 
day. Immediately after field survey implementation, data was entered into an Access based online 
platform.  Three data entry personnel were used to enter data and supervised throughout the process 
to ensure data integrity. A number of coherence checks and cross check analyses were conducted for 
data cleaning prior to data analysis. 
 
Qualitative 
 
Qualitative information was collected through a semi structured interview guide. Interviews were 
recorded onto a word document whereby themes were coded, analyzed and used to add nuance to the 
quantitative data. 
  

Data Analysis 
 
Quantitative 
 
Data analysis was performed using the “Survey" module within the statistical software package R, an 
open-source version of S-plus.46 Analysis involved the estimation of weighted population and 
subpopulation means and percentages, as well as the development of logistic regression models for the 
calculation of weighted odds ratios. Confidence intervals (95%) were calculated using jackknife variance 
estimation to account for the complex sample design, and p values for bivariate comparisons were 
calculated using the adjusted Wald test of association (a test that is robust to multi-stage clustered 
sampling). P values less than 0.05 were considered significant. 
 
Weighting of the data was necessary due to differences in the probabilities of selection of health areas 
and individual villages. Data were weighted to account for both the sampling scheme and response rates. 
By creating these weights, each household member represented a certain number of persons in the total 
population of the health areas sampled and controlled for over-and/or underestimation of proportions. 
 
The following describes the formulas for determining the weighting for village, household, adult female 
and adult male weights:  
 
 
!"##$%&	(&"%ℎ* =

,-./012-	3-1450	67	21../4-	•9:;<-,	67	21../4-=	=/;>.-?	19	@69-

=:;	67	,-./012-	3-1450=	76,	21../4-=	=/;>.-?	19	@69-
•

9:;<-,	67	21../4-=	19	@69-

9:;<-,	67	21../4-=	=/;>.-?	19	@69-
  

 
 

ℎABC&ℎA#D	(&"%ℎ* = !"##$%&	(&"%ℎ* •
&C*"E$*&D	FBEG&H	AI	ℎABC&ℎA#DC	"F	!"##$%&

ℎABC&ℎA#DC	C$EJ#&D	"F	!"##$%&
 

 
Where number of households in village was estimated by dividing the total population of the village by 
the average household size of the sample taken for the village.  

                                                
46	Lumley	T.	Survey	Analysis	in	R.	2008.	http://faculty.washington.edu/tlumley/survey.	Accessed	June	15,	2008.		
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$DB#*	I&E$#&	(&"%ℎ* = &C*"E$*&D	FBEG&H	AI	$DB#*	I&E$#&C	"F	ℎABC&ℎA#D	 • ℎABC&ℎA#D	(&"%ℎ* • $DKBC*E&F*	I$L*AH 
 

$DB#*	E$#&	(&"%ℎ* = &C*"E$*&D	FBEG&H	AI	$DB#*	E$#&C	"F	ℎABC&ℎA#D	 • ℎABC&ℎA#D	(&"%ℎ* • $DKBC*E&F*	I$L*AH 
 
Where number of adult females in household was estimated as 20.6% of household members in urban 
areas and 20.8% of household members in the rural areas (DHS 2013), and the number of male adults in 
household was estimated as 20.6% of household members in urban areas and 17.9% of household 
members in rural areas (DHS 2013). The number of children in the represented area was estimated as 
61.3% of the represented area population in rural areas and 58.8% in urban areas. 
 
There was a single value for the adjustment factor used for adult women, and a single value for the 
adjustment factor used for adult men, calculated using the formulas listed below 
 

$DKBC*E&F*	I$L*AH	IAH	I&E$#&C =
&C*"E$*&D	FBEG&H	AI	I&E$#&C	"F	H&JH&C&F*&D	$H&$

&C*"E$*&D	FBEG&H	AI	$DB#*	I&E$#&C	"F	ℎABC&ℎA#D	 • ℎABC&ℎA#D	(&"%ℎ*
 

 
 

$DKBC*E&F*	I$L*AH	IAH	E$#&C =
&C*"E$*&D	FBEG&H	AI	E$#&C	"F	H&JH&C&F*&D	$H&$

&C*"E$*&D	FBEG&H	AI	$DB#*	E$#&C	"F	ℎABC&ℎA#D	 • ℎABC&ℎA#D	(&"%ℎ*
 

  
Multivariate logistic regression models were developed to examine the relationships among exposure to 
violent or traumatic events and indicators of mental health. For each model, the dependent variable was 
a binary indicator of one of the following: PTSD symptoms, depression, anxiety, or suicide attempt. 
 
The Hopkins Symptom Checklist (HSCL-25) was used to assess depression (15 items) and anxiety (10 
items) and the Harvard Trauma Questionnaire (HTQ) to assess PTSD symptoms (16 items). The 
checklists were adapted and pilot-tested in each language group by Bass et al in DRC.47 Both the HSCL-
25 and the HTQ have been used internationally with sexual-violence survivors and have solid 
psychometric properties with conflict-affected samples. 48 Participants rated the frequency of each 
symptom in the prior 4 weeks on a four-point Likert scale (with 0 denoting not at all, 1 a little bit, 2 a 
moderate amount, and 3 a lot). Average per-item scores were generated for each measure, with scores 
ranging from 0 to 3 and higher scores indicating greater severity. An average HSCL-25 score of 1.75 or 
higher and an average HTQ score of 1.75 or higher were considered to be predictive of clinically 
significant depression or anxiety and PTSD, respectively, on the basis of data from other conflict-affected 
populations.49 
                                                
47	Hesbacher	PT,	Rickels	K,	Morris	RJ,	Newman	H,	Rosenfeld	H.	Psychiatric	illness	in	family	practice.	J	Clin	
Psychiatry	1980;41:6-10	and	Winokur	A,	Winokur	DF,	Rickels	K,	Cox	DS.	Symptoms	of	emotional	distress	in	a	family	
planning	service:	stability	over	a	four-week	period.Br	J	Psychiatry	1984;144:395-399.;	Mollica	RF,	Caspi-Yavin	
Y,	Bollini	P,	Truong	T,Tor	S,	Lavelle	J.	The	Harvard	Trauma	Questionnaire.	Validating	a	cross-cultural	instrument	for	
measuring	torture,	trauma,	and	posttraumatic	stress	disorder	in	Indochinese	refugees.	J	Nerv	Ment	
Dis	1992;180:111-116.;	Bass	J,	Annan	J,	Murray	SM,	Kaysen	D,	Griffiths	S,	Cetinoglu	T,	Wachter	K,	Murray	LK,	
Bolton	PA.	Controlled	Trial	of	Psychotherapy	for	Congolese	Survivors	of	Sexual	Violence.	N	Engl	J	Med	2013;	
368:2182-2191.	DOI:	10.1056/NEJMoa1211853	
48	Tsutsumi	A,	Izutsu	T,	Poudyal	AK,	Kato	S,Marui	E.	Mental	health	of	female	survivors	of	human	trafficking	in	
Nepal.	Soc	Sci	Med2008;66:1841-1847;	Conybeare	D,	Behar	E,	Solomon	A,	Newman	MG,	Borkovec	TD.	The	PTSD	
Checklist	--	Civilian	Version:	reliability,	validity,	and	factor	structure	in	a	nonclinical	sample.	J	Clin	
Psychol2012;68:699-713;	Ruggiero	KJ,	Del	Ben	K,	Scotti	JR,	Rabalais	AE.	Psychometric	properties	of	the	PTSD	
Checklist	--	Civilian	Version.	J	Trauma	Stress2003;16:495-502;	and	Ventevogel	P,	De	Vries	G,	Scholte	WF,	et	al.	
Properties	of	the	Hopkins	Symptom	Checklist-25	(HSCL-25)	and	the	Self-Reporting	Questionnaire	(SRQ-20)	as	
screening	instruments	used	in	primary	care	in	Afghanistan.	Soc	Psychiatry	Psychiatr	Epidemiol	2007;42:328-335.	
49	Mollica	RF,	Wyshak	G,	de	Marneffe	D,	Khuon	F,	Lavelle	J.	Indochinese	versions	of	the	Hopkins	Symptom	
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The odds ratios were calculated via separate multivariate logistic regressions for each type of violence 
or trafficking and are controlled for current age, sex, household size, and primary education attainment. 
In each of the models, additional independent variables were selected via backward elimination until all 
remaining variables are significant at the 5% level. Those independent variables were then combined to 
create a common final model for the mental health outcomes. Most model variables were binary, 
resulting in prevalence odds ratios.   
 
Odds ratios were calculated from the coefficients in the logistic regression models, and both standard 
errors for the coefficients and p values for two-sided tests of significance of the coefficients relied on 
variance estimation via linearization. Confidence intervals for the odds ratios were formed from the 
model coefficients and their standard errors.50 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

                                                                                                                                                       
Checklist-25:	a	screening	instrument	for	the	psychiatric	care	of	refugees.	Am	J	Psychiatry	1987;144:497-500;	
McDonald	SD,	Calhoun	PS.	The	diagnostic	accuracy	of	the	PTSD	Checklist:	a	critical	review.	Clin	Psychol	
Rev	2010;30:976-987;	and	Bass	J,	Annan	J,	Murray	SM,	Kaysen	D,	Griffiths	S,	Cetinoglu	T,	Wachter	K,	Murray	LK,	
Bolton	PA.	Controlled	Trial	of	Psychotherapy	for	Congolese	Survivors	of	Sexual	Violence.	N	Engl	J	Med	2013;	
368:2182-2191.	DOI:	10.1056/NEJMoa1211853	
50	Lehtonen	R,	Pahkinen	EJ.	Practical	Methods	for	Design	and	Analysis	of	Complex	Surveys,	Revised	Edition.	New	
York,	NY:	John	Wiley	and	Sons;	1994.	
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Results 
 
Comprehensive data tables can be found in Annex VII. Only the most salient or interesting data are 
presented in this section.  
  

Household Characteristics 
 
Of the 930 households surveyed, respondents from 900 households completed the survey, yielding a 
response rate of 96.8%. Of the 30 non-respondents (3.2%), 11 refused to participate due to lack of time, 
3 refused to participate because they were opposed to the study, 1 person refused to participate for an 
undisclosed reason, 6 were ineligible due to age (<18 years and not an emancipated minor), 4 were not 
available after two visits, and 4 were interviewed but could not complete the survey. A total of 578 
respondents were female and 322 were male. 
 
Demographics 
 
Household Composition 
 
The overall mean household size in the sample was 11.3 persons in Walikale, 9 persons in Katana, and 
7.6 persons in Karisimbi. The mean number of years living in the “current location” (sampled village or 
avenue) was 16.7 years for Karisimbi, 21.5 years for Katana and 10.1 years for Walikale. Households had 
a mean of 3.8 children (< 18 years) in Karisimbi, 4.6 children in Katana and 6.2 children in Walikale.   
 
Age 
 
Stratified by health zone, the following data represents the mean age in years of the sample (Table 10).  
 
Table 10: Mean age of respondents by health zone 

Health Zone Mean Age (years) 
for Women 

Mean Age (years) 
for Men 

p-value 

All Health 
Zones 

35 41 0.02 

Katana 33 41 0.21 
Walikale 42 41 0.12 
Karisimbi 32 41 0.08 

 
The women in Walikale were on average 10 years older than other women in the sample.  
 
Marital Status 
 
Most of the respondents reported being married. The following shows marital status for the entire 
sample (Women in Figure 9, Men in Figure 10). Health zone differences can be found in Annex VII, 
Tables 2-4.  
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Figure 9: Marital Status for the 576 Female Household Respondents 
 

 
 
Figure 10: Marital Status for the 319 Male Household Respondents 
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Ethnic Group 
 
Table 11 presents the top three ethnic group affiliation stated by respondents and sub-grouped by sex 
for each health zone. The full distribution of all ethnic group affiliations (total and by health zone) stated 
by respondents listed can be found in Annex VII, Tables 1-4.  
 
Table 11: Ethnic Group Affiliations by Health Zone 
Health Zone Women Men 
All Health Zones Batwa 

Nande 
Lega 

Batwa 
Nande  
Holoholo 

Katana Batwa 
Lega 
Bantu (mixed) 

Batwa 
Lega 
Bantu (mixed) 

Walikale Holoholo 
Lega 
Kongo 

Holoholo 
Kongo 
Bantu (mixed) 

Karisimbi Batwa 
Nande 
Bantu (mixed) 

Nande 
Hutu 
Holoholo 

 
Religion 
 
More than 90% of households listed their religion as Christian. Muslim was listed by respondents in less 
than 5% of households.  
 
 
Education, Literacy, and Job Training 
 
Less than half of women (45.6%) and just about half of men (49.7%) had secondary school as their 
highest level of education. A fifth of women (21%) and 8.8% of men had no formal schooling at all 
(Annex VII, Table 1). 
 
Qualitative interviews revealed (especially in more rural areas) that education for girls was withheld in 
favor of having them work.  
 
 “Young girls because they are not educated. Once the parents see that a girl is interested in boys, 
 they take her out of school (12-14 y/o) and she works in the house or in the fields”51 
 
Among women, 69% could read and write with little to no difficulty and 96% could add and subtract 
numbers. Among men, 89% could read with little to no difficulty and 98% could add and subtract 
numbers (Figure 11).  
 
 
 
 
 
 

                                                
51	Chief	of	Muroc-Muhala	village,	Ciranga	HA,	Katana	HZ	
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Figure 11: Literacy and Numeracy among Respondents 

 
 
Thirty-one percent of women and 44% of men had some type of job training. Among women, 70% found 
the job training useful compared to 88% of the men.  
 
Occupation 
 
The following figures represent the breakdown of listed occupations of female respondents (Figure 12) 
and make respondents (Figure 13). Health zone differences can be found in Annex VII, Tables 2-4. 
Notably, the top three occupations listed for women included farmer/herder, small business, and “not 
working.” Among men, the top three occupations listed included farmer/herder, “miscellaneous work” 
and “not working.” 
 
 
Figure 12: Occupations among Female Respondents 
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Figure 13: Occupations of Male Respondents 

 
Household Income and Land Ownership 
 
Average household income, particularly for women included a mix of Congolese francs (CDF) and goods 
supplied to the household by women’s work. Using the average local value for goods, the average they 
brought to the household monthly was 68,096 CDF (69 USD) compared to 83,728 CDF (85 USD) 
reported by men. Survivors of SGBV had an average monthly household income of 68,768 (70 USD) 
Congolese francs compared with 89,720 (92 USD) for non-survivors (p = 0.0960).52 
 
When respondents were asked if any household member owned land, 71% of women and 68% of men 
stated this was the case for their household.  
 
Sexual Gender Based Violence 
 
SGBV rates were not different by health zones (Annex VII, Table 5). The following table presents 
prevalence data for SGBV among men and women (Table 12):  
 
 
 
 
 
 
 
 
 
 

                                                
52 Exchange	rate	used	(982CDF/1USD)	is	the	average	ask	price	for	the	period	07/01/2016-08/01/2016	accessed	on	
08/26/2016	on	oanda.com. 
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Table 12: Prevalence of SGBV among All Respondents 
VIOLENCE TYPE WOMEN (% 

HOUSEHOLDS) 
MEN (% 
HOUSEHOLDS) 

P-
VALUE 

SGBV 31.6 32.9 0.88 
LIFETIME SV 11.8 3.1 0.03 
SV WITHIN THE LAST 
YEAR53 

5.3 6.1 0.81 

     CONFLICT-RELATED 
SV 

12.7 68.1 0.008 

     COMMUNITY-RELATED 
SV 

87.4 31.9 0.009 

LIFETIME IPV 22.6 25.0 0.81 
IPV WITHIN THE LAST 
YEAR 

12.0 12.9 0.88 

 
There were no statistical differences for the prevalence rate of SGBV among women or men (p = 0.88) 
with the exception of lifetime SV (higher among women) and conflict-related SV which was far more 
prevalent among men in the sample. However, community based SV was much more prevalent (87% 
among women and 32% among men) for those who reported SV. In addition, the perpetrators listed 
were primarily immediate and extended family members (79%) (Annex VII, Table 6). 
 
Population Estimates 
 
Extrapolating the prevalence to population numbers the following number of individuals are at risk for 
each type of SGBV (Table 13). 
 
Table 13: Population Estimates of Violence within Survey Area 
VIOLENCE TYPE TOTAL NO. WOMEN AFFECTED  TOTAL NO. MEN 

AFFECTED  
SGBV 54,384 38,514 
IPV 43,544 29,779 
SEXUAL VIOLENCE 30,313 12,789 
 
Perpetrators included both men and women, although largely men among female survivors and male 
survivors but it was not uncommon to find female perpetrators in male sexual violence cases. The most 
common forms of reported included rape (but not gang rape) and forced undressing among women and 
forced undressing and abduction/sexual slavery among men (Annex VII, Table 6). 
 
Trafficking 
 
Twelve percent of households self-reported trafficking. Based on population estimates, 30,719 adults are 
affected by trafficking; including 18,286 women and 12,432 men.  
 
The most common forms of trafficking among adults included forced to work in a bar/bistro, forced to 
be domestic help and forced indebtedness in Karisimbi; forced indebtedness, held against will and forced 
to carry goods form a mine in Katana and in Walikale.  (Annex VII, Table 7)  
 
Dividing the abuses into the categories of debt bondage, labor trafficking and sex trafficking, and taking 

                                                
53	In	Katana	and	Karisimbi	the	last	year	was	defined	as	dry	season	to	dry	season,	in	Walikale,	due	the	climate	
differences	and	lack	of	a	true	“dry”	season,	end	of	the	school	year	to	end	of	the	school	year	was	used	to	define	
“within	the	last	year”	
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into account that respondents could list more than one type of trafficking, 1/3 of respondents listed a 
form of trafficking in each of the categories. 
 
The most commonly listed recruitment techniques used for adults included threats to personal security, 
abduction (mostly for men), family subjected them to trafficking or they wanted to participate due to the 
incentives offered such as food or money. More than a third of survivors stayed because their personal 
security or family was threatened, the need for food, or they were in an unfamiliar environment (Annex 
VII, Table 7). 
 
Fear of Sexual Violence 
 
Respondents were also asked about fear of sexual violence from either combatants or community 
members. Overall the percent of households who expressed fear of sexual violence from either 
combatants or community members were  greater than 55%. Virtually, all households feared sexual 
violence from armed groups. However, there were statistically significant difference for fear of 
community sexual violence. Figure 14 presents these data:  
 
Figure 14: Percent of Households Who Fear Sexual Violence from Community Members and Armed Groups 

 
 
Survival Sex 
 
Survival sex was reported by adults in all three health zones surveyed at a rate less than 10% with the 
lowest rates in Walikale (0.09%) (Annex VII, Tables 5 and 6). 
 
Community Acceptance of Survivors 
 
Finally, respondents were asked to agree or disagree with the statement “my community will accept 
survivors of sexual violence back into the community.” Among women, 70% agreed with this statement 
compared with 81% of men (p = 0.003) (Annex VII, Table 10). 
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Although not a majority view among respondents, based on quantitative data, one respondent remarked 
about community acceptance with the following statement which highlights the approximately 25% of 
individuals who do not agree that the community readily accepts survivors:  
 
 “Women will not say they are raped here. The community rejects them when they find out they 
 have been raped. The community tells them to stay quiet and not to tell anyone what happened; 
 it is a compromise that must happen”54 
 
Safety in the Community 
 
Despite the high prevalence of violence in the communities surveyed, 77% of women and 85% of men 
stated they feel safe in their communities (Annex VII, Table 10). 
 
 
Qualitative interviews on SGBV 
 
In speaking with community members or Chiefs, it was not uncommon to ask a broad question such as 
“tell me about violence in your community” and to receive statements such as “we have no violence.” 
Yet, when this broader question was followed up with more specific questions such as “how many 
young girls, under age 18, are pregnant”, or “do men beat their wives”, the answers were positive. This 
was usually followed with statements suggesting that SGBV was not common prior to the influx of 
Rwandans. 
 

“Rape came with the refugees from Rwanda. Once they began raping our communities, they infected the 
Congolese and now they too rape…even boys and men in our villages raping minors”55 

 
When assessing “who is at risk”, one community member expressed this as the following:  
 

“…everyone here is at risk. They even take men and boys and rape them in the forest. Girls who walk to 
school or collect charcoal are at risk. When the come to the villages to take food and water, they rape us. 
No one can be safe here”56  

 
Intimate partner violence is normalized based on opinions expressed (see: opinions on gender roles) and 
given how prevalent this type of violence is within the respondent population. One women described 
this violence in detail:  
 

“…we were ok until I was about 6 months pregnant. Then he began beating me. He was getting  money 
that he was not telling me about and when I needed money he refused. This caused many  fights. His father 
refused to help in this case and one night he came home when I was pregnant and he had a machete and 
threatened to kill me if I didn’t leave. So, I took my baby and left. His father was happy and had him marry 
someone else. He does not support me or his baby. I think this is violence.”57 

 
With regard to conflict related sexual violence, one very young girl (pictured below) told the following 
story which very descriptively reports what some young girls have gone through during the conflict in 
Katana HZ:  

                                                
54	21	year	old	female	community	member,	Walikale	HZ,	Bilobilo	HA,	Boboro	village 
55	Territorial	Chief,	Katana	HZ,	Mabingu	HA 
56	67	year	old	female	community	member,	Katana	HZ,	Mabingu	HA,	Kangoko	village.	
57	23	year	old	female	community	member,	Katana	HZ,	Birvava	HA,	Chishoke	I	village. 
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“The FDLR came into our village in the night. They burned our house and I ran with the other girls. It was 
very confusing and we were caught by the armed men. We stayed one night in the bush not far from the 
village but the next day, we moved for one week far into the forest to a place I did not know. I was only 
twelve years old. For the first year, I cooked and fetched water. In the second year one of the men came and 
said if I don’t have sex with him, he will kill me. I had no option. Others came one-by-one and it 
continued….I fled [after 5 years] and got lost in the forest. It took a long time for me to find my way back 
to the village. I was pregnant then. My  baby was born a few months ago. The girls in the village, when they 
see me, laugh at me. I was very sick when I returned. I had malnutrition.”58 
 

 
Photo Credit: Lynn Lawry 
 
Another woman in Walikale, gave this story which highlights conflict related sexual violence and the 
mental health and health consequences that can ensue:  
 

“In the middle of the night three years ago, I woke up thinking that children were pushing my door. Rebels 
broke open the door and told me to stand up. They asked for money but I didn’t have any so they started 
beating me. They told me to go out of the house. I wasn’t wearing anything. Then  they asked me to gather 
all of my things and we started a three hour walk into the Bush. When we [4 other village girls] arrived they 
told us that we were to cook for them. But before we could start, five rebels began raping me, one after the 
other. When they had finished, they told me to cook. I don’t know what happened after that except they 
raped me again. In the morning, we heard soldiers who gathered us up after they fought with the rebels and 
took us back to our village. We were put in a car and taken to Walikale to get medical treatment. The 
person who was arranging this was killed on his way to Goma and we were sent back to the village without 
treatment. When I tried to have sex with my husband after the rapes, an organ comes out so now I have 
self-control and [I] cannot have sex. My husband was killed two years ago by rebels. Now, I am alone. The 
community does not treat me well because they know of my case. I am stigmatized. When the sun is shining 

                                                
58	17	year	old	community	member	(abducted	at	age	12)	Katana	HZ,	Mabingu	HA,	Kangoko	village	
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I am a mad person, I come to my house, close the door and lock myself in, I am not OK”59 
 
Intimate partner violence was normalized in discussions with community members. One educated male 
who admitted he had watched his father beat his mother also stated he had beat his wife for the 
following reasons and justified by stating a hard life pushes men to beat their wives, which was not an 
uncommon reason given by males:  

 
“She became prideful and impolite so I beat her…if people lived a good life, it would prevent violence…for 
women who are illiterate and don’t behave well, they are subject to being beaten; especially when she 
continually complains [about the lack of household funds and food]”60  

 
A Chief also expressed a similar view: 
 

“Men beating their wives is normal here…if a woman is too proud, her husband will beat her. He believes 
she needs education and will learn from the beating to be better behaved”61  

 
Logistic Regression Analysis Assessing SGBV Risk 
 
The final logistic regression model created for SGBV, IPV and trafficking controlled for age, sex, mean 
household size and attainment of primary education (Table 14). Following backwards elimination of 
independent variables including health zone, being a farmer, not working, and substance abuse, the OR 
for being a student remained the only significant OR for SGBV (0.6; 95% CI, 0.4 – 0.8) and IPV (0.5; 95% 
CI, 0.3 – 0.9).  
 
Separate models for SGBV among females and males were also created (Table 15). These models 
controlled for age, sex, mean household size and attainment of primary education. Independent variables 
included in the full models before backwards elimination included health zone, being a farmer, not 
working, being a student, substance abuse, agreeing with negative human rights opinions, and rape 
myths. In the final model for SGBV among females, significant ORs were for substance abuse (1.8; 95% 
CI, 1.0 – 3.0) and not working (0.3; 95% CI, 0.2 – 0.7). Women with substance abuse were 1.8 times 
more likely to suffer SGBV and if they were not working they were far less likely to suffer SGBV. 
Significant ORs in the final model for SGBV among males were living in Karisimbi (0.2; 95% CI, 0.1 – 0.6) 
and being a student (0.5; 95% CI, 0.3 – 0.8). Therefore, among males, living in Karisimbi and being a 
student were protective for SGBV.  
 
 

 
 
 
 
 
 
 
 

                                                
59	29	year	old	female	survivor,	Walikale	HZ,	Elbia	HA,	Osakari	village.	
60	29	year	old	male	community	member,	Katana	HZ,	Ihimbi	HA,	Kasongolere	village 
61	Village	Chief,	Walikale	HZ,	Bilobilo	HA,	Boboro	village.	
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Table 14: Logistic Regression Modeling for SGBV and Trafficking Outcomes 900 Adult Survey Respondentsa 
 
   SGBV IPV TRAFFICKING 

  

Number 
of 
responden
ts 
(n = 893) 

Weighted 
ORb (95% CI) P Value 

Weighted 
ORb (95% CI) P Value 

Weighted 
ORb (95% 
CI) P Value 

Being a student 31 0.6 (0.4 - 0.8) 0.0184 0.5 (0.3 - 0.9) 0.043 0.6 (0.3 - 1.0) 0.0905 
Current age 893 1.0 (1.0 - 1.0) 0.1931 1.0 (1.0 - 1.0) 0.6392 1.0 (0.9 - 1.0) 0.0585 
Male sex 317 0.9 (0.4 - 2.1) 0.7832 0.8 (0.3 - 2.4) 0.7271 1.3 (0.8 - 2.2) 0.3187 
At least some primary 
education 

704 1.4 (0.8 - 2.4) 0.2106 1.5 (0.7 - 3.0) 0.3313 0.9 (0.5 - 1.7) 0.8619 

Mean household size 893 1.1 (0.9 - 1.2) 0.3051 1.0 (0.9 - 1.1) 0.8537 1.1 (1.0 - 1.2) 0.2046 
Abbreviations: CI, confidence interval; SGBV, sexual and gender based violence; IPV, intimate partner violence; OR, odds ratio;  
a Survey results are representative of the adult household–based population of Karisimbi, Katana and Walikale health zones in July 2016. 
bThe ORs are calculated via separate multivariate logistic regressions for each type of violence or trafficking and are controlled for current age, sex, 
household size, and primary education attainment. Control variables are listed in the bottom of the table. Most model variables yield prevalence 
ORs. The 2 exceptions—household size and current age in years yield ORs that are interpreted as follows: each unit increase in the variable is 
associated with the given increase or decrease in likelihood of that type of violence. Analysis completed via the svyglm function in the survey package 
of R, which uses a design-based method for complex survey samples, in that sample weights are incorporated into the modeling procedure and a 
linearization  
variance estimation procedure is used to calculate standard errors for model coefficients. 

 
 
Table 15: Logistic Modeling for SGBV Outcomes by Gender among 900 Adult Survey Respondentsa 

 
   SGBV among females   SGBV among males 

  

Number of 
respondent
s 
(n = 575) 

Weighted 
ORb (95% CI) 

P 
Value  

Number of 
respondent
s 
(n = 317) 

Weighted 
ORb (95% 
CI) P Value 

Not working 81 0.3 (0.2 - 0.7) 0.0166  - - - 

Substance abuse 116 
1.8 (1.0 - 
3.0) 0.0466  - - - 

Living in Walikale  - -  124 0.5 (0.2 - 1.5) 0.2735 
Living in Karisimbi  - -  104 0.2 (0.1 - 0.6) 0.0209 
Being a student  - -  16 0.5 (0.3 - 0.8) 0.0119 
Current Age 575 1.0 (1.0 - 1.0) 0.8972  317 1.0 (0.9 - 1.0) 0.0055 
At least some 
primary education 

420 1.8 (0.9 - 
3.5) 

0.1398  279 1.1 (0.4 - 2.8) 0.8012 

Mean household size 575 1.1 (1.0 - 1.3) 0.1722  317 0.9 (0.8 - 1.1) 0.3565 
Abbreviations: CI, confidence interval; MDD, SGBV, sexual and gender based violence; 
a Survey results are representative of the adult household–based population of Karisimbi, Katana and Walikale health zones in July 2016. 
bThe ORs are calculated via separate multivariate logistic regressions for each type of violence or trafficking and are controlled for 
current age, sex, household size, and primary education attainment. Control variables are listed in the bottom of the table. Most model 
variables yield prevalence ORs. The 2 exceptions—household size and current age in years yield ORs that are interpreted as follows: 
each unit increase in the variable is associated with the given increase or decrease in likelihood of that type of violence. Analysis 
completed via the svyglm function in the survey package of R, which uses a design-based method for complex survey samples, in that 
sample weights are incorporated into the modeling procedure and a linearization variance estimation procedure is used to calculate 
standard errors for model coefficients. 

 
Child Violence 
 
More than 60% of respondent men and women agreed that they used beatings as a form of discipline for 
their children (Annex VII, Table 10). 
 
In one village International Medical Corps (IMC) implemented a program called Children’s Parliament 
where children reported child violence to the police. Men in the village stated the following regarding 
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this program:   
 

“Children’s Parliament (IMC) continues to run but it has run into difficulty because it is not  culturally 
appropriate. Children have turned their parents into the police. Beating our children will fix this”62 

 
SGBV rates of household children by health zone are presented in Figure 15.63 
 
Figure 15: Percent of Households Reporting SGBV among Household Children by Health Zone 

 
 
 
Sexual violence rates of household children by health zone are presented in Figure 16. Walikale has 
significantly higher rates of sexual violence among children; double or more than double the rates in the 
other two health zones.  
 
Based on population estimates, 59,103 children are affected by sexual violence and 299,438 by SGBV. 
 
 
 
 
 
 
 
 
 
 
 
 

                                                
62	Community	men	(12)	ages	30-57	years	old,	Walikale	HZ,	Bilobilo	HA,	Indjiki	village	
63	Includes	all	forms	of	trafficking	as	well.  
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Figure 16: Percent of Households Reporting Sexual Violence among Household Children 

 
 
Trafficking among Children 
 
Five percent of households reported trafficking of household children (Annex VII, Table 6). There were 
no statistical differences among the rate differences in the health zones (Annex VII, Table 5).  
 
The most common forms of trafficking among children included forced to work in a bar/bistro, forced 
to be domestic health and forced indebtedness in Karisimbi; forced indebtedness, held against will and 
forced to be a sexual servant in Katana; and forced indebtedness, forced marriage and held against will in 
Walikale (Annex VII, Table 7). 
 
The most commonly listed recruitment techniques used for children and the same as adults included 
threats to personal security, abduction, family subjected them to trafficking or they wanted to 
participate due to the incentives offered such as food or money. More than a third of survivors stayed 
because their personal security or family was threatened, the need for food, or they were in an 
unfamiliar environment (Annex VII, Table 7). 
 
Qualitative interviews revealed that in the mining areas of Walikale, young girls are being taken to the 
larger towns around the mine to work in bars and in some cases are forced to have sex with miners 
who may or may not be from the area.  
 

“Minors in the village are working in bars and nightclubs after being taken to Mubi, and are badly dressed. 
Even authorities who visit this territory from other territories, visit the bars and nightclubs where  girls are 
working and they have sex with them.”64  

 
Based on population estimates (household respondents stating they had a child who was trafficked), 
24,224 children are affected by trafficking. 

                                                
64 Community	men	(12)	ages	30-57	years	old,	Walikale	HZ,	Bilobilo	HA,	Indjiki	village.	
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Survival Sex 
 
Walikale and Katana were the only health zones to report survival sex among children. During 
qualitative interviews, a Chief in Katana stated the following:  
 

“…these young girls whose husbands have left and gone far away will give sex to any fisherman who offers 
them Sambaza [small fish from Lake Kivu]”65 

 
Underage Sexual Violence 
 
Several forms of child sexual violence were identified in qualitative interviews and were different from 
those identified in the quantitative data. 
 
In addition to the traditional kidnapping, boys in their teens are kidnapping girls because they want sex 
and it is easy to do so, especially with underage girls.66 
 
In Kabushwa HA in the Katana HZ, there have been advocacy reports concerned about the rape of 
babies and very young children. 67 In these reports, the reason given for this disturbing practice was 
stated as “witchcraft” with little to no details regarding this practice. In an interview with a Witch 
Doctor from Kabushwa HA she described the practice as follows:  
 

“There are people who want to have powers as a Witch Doctor. They come in the night and take girls ages 
1 month-10 years old and rape them because they are virgins. This [sex with virgins] gives them the power 
to do good and bad spells. Some Witch Doctors also believe that by having sex with a virgin, their powers will 
be enhanced, even to kill…they don’t leave them to be harmed, they return them to the house afterwards so 
they can be cared for.” 

 
In Walikale, community members stated:  
 

“…minors in the village are working in bars and nightclubs after being taken to Mubi, and are badly 
dressed. Even authorities who visit this territory from other territories, visit the bars and nightclubs where are 
girls are working and they have sex with them.”68  

 
In Osakari village of Eliba HZ which is in mining areas, parents are also sending their minor girls to sell 
alcohol around 5km from the village. After some time, the girls return pregnant.69  
Finally, every village Chief interviewed told researchers that men and boys were having sex with 
underage girls. Although they stated they reported these rapes to authorities, some community 
members stated that these cases were settled either between families or at the discretion of the Chief.70 
 
In the urban area of Karisimbi, a female Avenue Chief stated the following regarding rape of young girls 
on her avenue:  
                                                
65	Chief,	Katana	HZ,	Birvava	HA,	Chishoke	II	village.	
66	105	year	old	community	male	Indjiki	village,	Bilobilo	HA,	Walikale	HZ	and	Community	men	(7)	ages	27-61	years.	
old	Bilobilo	AS,	Mubi	Kopa	village,	Walikale	HZ.	
67	This	is	not	the	only	area	with	reports	of	these	issues.	See:	https://iwpr.net/global-voices/congolese-infants-
raped-black-magic-rituals.  
68	Group	meeting	with	12	community	men	(Ages	30-57	years	old).	Indjiki	village,	Bilobilo	HA,	Walikale	HZ.	
69	Chief	and	community	elders	in	Osakari	village,	Eliba	HA,	Walikale	HZ.	
70	28	year	old	male	community	member	Kasongolere	village,	Ihimbi	HA,	Katana	HZ.	
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“The problem [sexual violence of young girls] exists because of the market…by day this area serves as a 
meat market but at night, men and boys wait until they see a young girl and then they grab them as they 
walk by and rape them in the market”71  

 
Upon viewing the market with the Chief, it was clear the cement walls hide areas where sex can happen 
unnoticed (Figure 17). From the main avenue, it is not possible to see into the stalls as the front of the 
rows are simple solid cement. Some of the stalls had debris from the night before such as makeshift 
pillows made of straw and leaves and a few condom wrappers.  
 
Figure 17: Meat Market Stalls in Karisimbi 

 
Photo Credit: Lynn Lawry 
 

Harmful Traditional Practices 
 
Opinions 
 
A minority of women and men believe that harmful traditional practices should continue for the sake of 
tradition; 12% of men and 16% of women agreed that girls can be kept from school due to tradition 
(Figure 18). 
 
 
 
 
 
 
 
 

                                                
71	Chief,	Makundi	II	Avenue,	Karisimbi	HZ,	Kasika	HA. 
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Figure 18: Opinions on Traditional Practices 

 
 
Qualitative interviews revealed harmful traditional practices are largely still practiced in the villages. 
These traditional practices include other forms of SGBV not captured on the quantitative survey. They 
fall into four categories, each discussed below, and include forced marriages, male circumcision, and 
other SGBV practices. 
 
Forced Marriage 
 
Several forms of forced marriage were identified during interviews. These forced marriages were not 
limited to young girls, but included boys and older women. Many of these forced marriages were 
combined with kidnapping.  
 
If a man dies, his brother is required to take his brother’s wife in marriage regardless if the widow 
agrees or not. This practice is known as Levirat. Conversely, Sororat is practiced if a woman dies whereby 
the widower is allowed to take her younger sister. The reason given for these practices was to keep 
“the peace” between families.72  
 
The accepted bride price in Katana and Walikale is 12 goats; however, few if any can afford 12 goats and 
therefore kidnappings have become more normalized to lessen the burden of the bride price. Known as 
Kumbora, this tradition, commonly practiced and mentioned in multiple interviews, was described as the 
following:  
 

“When a boy or a man decides he wants to marry a girl, if she declines, he kidnaps her and takes her to his 
village. The family of the girl then comes to the village and sets the price to be paid for their daughter. This 
can include compensation of money, goats, food, beer, and/or clothes, for instance a new dress or a new suit. 
In some cases, the price is dependent on the girl’s education; the higher the education, the higher the asking 
price. For example, for a girl who has completed primary school, the price asked includes all of her fees for 
the years she finished in primary school. If a girl is illiterate, the price is determined by her virginity and 
includes goats, money, food and beer. Even the price of the moto for transportation and the gas for the moto 
to the village is asked. For unmarried single mothers, they have no value and therefore the best a family can 
ask for is two goats, maybe three.”73  

                                                
72105	year	old	community	male	Indjiki	village,	Bilobilo	HA,	Walikale	HZ	
73Chief,	Shemakonogolo	village,	Elbia	HA,	Walikale	HZ	
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If a girl is kidnapped and the family of the boy cannot meet the demands of the girl’s family, the girl is 
taken back to her village in the hope they will be able to find someone who can meet the bride price 
demands.74 
 
In other cases, families lie about the age of their daughters so they can get money (or goats) and they try 
to find a potential husband for their daughter. The new husband must continue to provide after the 
marriage and if he cannot, the parents take back the girl and marry her to someone who has money.75  
 
Male Circumcision 
 
Known as Yando, boys around 13-15 years of age, are taken to the bush by older village men or by the 
Witch Doctor where they are circumcised.76 Details were not given regarding this type of circumcision 
but those who mentioned it stated it was “not healthy for the boys” suggesting that the methods for this 
were unhygienic.77 In addition to the circumcision, these boys are taught about sexual intercourse and 
are “trained to complete the act so once they come back, they practice on little girls [ages 12-14] in the 
village.”78  
 
Other Harmful Traditional SGBV Practices 
 
The Chief and community elders in Osakari Village, Elbia HA in the Walikale HZ reported a practice 
whereby when a woman’s husband dies, she is considered to have cursed him as a Witch. Once this is 
believed by the community, as punishment, she is told she must carry enough water to the village for 10 
men to bathe each day for an unspecified period of time.79 She is also demanded to give chickens to her 
husband’s family and if she cannot do that, the community takes her neighbors chickens thereby further 
alienating her in the community. Her clothing and clothing can also be taken. In severe cases where 
mediation from the Chief and her family is unsuccessful, she is “chased” back to her family, her children 
are not allowed to go with her and are left to fend for themselves in the village. These children become 
street children, lose their access to education and starve.  
 
A less abusive practice involving widows is known as “40 days” where after the death of husband, a 
woman is required to stay in her house for the entire 40 days. During this time, she cannot farm, find 
food, bathe or complete any activities of daily living. After the 40 day period, her head is shaved and she 
is allowed to resume her activities. It was unclear why this practice had evolved or the significance 
around the practice but during these 40 days, many women have become ill. The practice is not done by 
men who lose their wives.80 
 
 
 
 
                                                
74Community	men	(7)	ages	27-61	years	old	Bilobilo	AS,	Mubi	Kopa	village,	Walikale	HZ 
75Community	men	(7)	ages	27-61	years	old	Bilobilo	AS,	Mubi	Kopa	village,	Walikale	HZ	
76	Previously	documented	in	Ushindi’s	old	health	zones,	there	is	a	similar	practice	called	Kumbi	Kanji	which	is	
common	among	mostly	Bantu	ethnic	groups.		
77105	year	old	community	male	Indjiki	village,	Bilobilo	HA,	Walikale	HZ	and	the	Chief	of	Chishoke	I,	Kabushwa	HA,	
Katana	HZ.	
78105	year	old	community	male	Indjiki	village,	Bilobilo	HA,	Walikale	HZ. 
79	Osakari	community	members	stated	this	can	go	on	as	long	as	five	years.  
80	105	year	old	community	male	Indjiki	village,	Bilobilo	HA,	Walikale	HZ	
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Mental Health 
 
Substance Abuse 
 
Respondents were asked: 
 

Ø If they were taking drugs or alcohol more than two times per week or to excess each time 
Ø If there were any changes in intake over the last year 
Ø If drugs or alcohol led to violence being perpetrated against them from spouses, partners, 

relatives or community members.  
 
Self-reported substance abuse rates overall were 28% with much higher rates of substance abuse among 
men (39%) or double the rates of women. A fifth of women reported substance abuse. There were 
however health zone differences in substance abuse rates. Karisimbi (33%) had significantly higher rates 
(p = 0.02) of substance abuse when compared to the rural health zones of Katana (23%) and Walikale 
(16.9%) (Annex VII, Table 6). 
 
Eleven percent of women and 17% of men stated their intake in the last year had not changed, while 
17% of men and 10% of women stated their intake had decreased. Few if any reported an increase in 
substance use (1% of women versus 3% of men). Sixty-six percent of women and 53% of men stated 
they had never used drugs or alcohol (Annex VII, Tables 9).  
 
Using these data to extrapolate and generalize to our total survey population of 727,754 persons, we 
estimate that 64,081 males and 30,240 females have current substance abuse.  
 
When respondents were asked if substance abuse was a contributing factor to violence against them, 
only two percent of women and eight percent of men (p = .03) reported alcohol related violence. 
Alcohol shops were prevalent, especially in semi-urban areas such as Mubi, Walikale, and Karisimbi 
where beer, hard liquor of all types and local brews were sold. However, the cost of beer or other 
bottled liquor is unaffordable for most therefore a maize-based white liquor is made and sold, 
particularly in the villages, by women. In some cases, this is alcohol is found in old bottles but for the 
most part, it is sold in small quantities in plastic bags. Researchers were told in Karisimbi that these small 
bags are illegal due to associated methanol poisoning deaths from drinking the alcohol. Depending on 
the area, this liquor is called Kanynaga, Mangwende, or Lutuku among other names. The cost is anywhere 
from 350 CDF (~35 cents) to 500 CDF (~50 cents). During interviews, it was not uncommon to smell 
alcohol or Bangi on respondents, even early in the morning. Interviews revealed there are several types 
of alcohol available. 81   
 
Qualitative interviews showed a significant concern over alcohol induced violence. This was mentioned 
by Chiefs and community members.  
  

“…although alcohol makes more violence, Bangi just makes people want to do nothing”82 
 
“When men use alcohol and Bangi, they become violent and beat their wives. Sometimes they take their 
money and use it on other women in Mubi instead of making sure there is money for their house”83  

 

                                                
81	Bangi	is	the	local	name	for	marijuana	
82	Chief	of	Boboro	Village,	Walikale	HZ,	Bilobilo	HA	
83	105	year	old	community	member,	Walikale	HZ,	Bilobilo	HA,	Indjiki	village	
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“…our husbands get drunk and come home and beat us. They tell us they are beating us because we don’t 
cook better food but how can we do that when we don’t have the money to buy better food?”84 

 
Both men and women remarked that women who work in the fields use alcohol and among some of the 
men’s opinions, this use during their time in the fields is why they suffer violence.  
 

“Sometime though, women drink and therefore they are beaten. Women do have one bottle [white  alcohol] 
they take to the fields but for the most part no one can afford beer in this village so it [beer] is not a 
problem.”85 

 
Youth were also singled out as users of alcohol.  
 

“Community violence is also a problem. Men beat their wives. The youth especially seem to have this 
problem because they do not listen to what the parents have to say and they have started using alcohol.”86 

 
Finally, rates of substance use were not different among those who had/had not suffered SGBV, sexual 
violence, IPV or were trafficking survivors or from the overall baseline rate.  
 
Depression/Anxiety 
 
The population rate of symptoms consistent with depression/anxiety was 27%. Overall, women trended 
towards higher symptom rates of depression/anxiety (31% versus 20%; p = 0.27) than men but there 
was no statistical difference in these numbers (Annex VII, Table 8). However, there were statistically 
significant higher rates of depression/anxiety among respondents who reported SGBV, sexual violence 
and IPV (Figure 19). Trafficking was not associated with higher rates of depression/anxiety. Walikale had 
the highest rates with an overall prevalence of 59% (Annex VII, Table 6). Overall, and extrapolated to 
population figures, 50,237 women and 17,544 men make symptom criteria for depression/anxiety among 
the implementation areas of Katana and Walikale and in the entire health zone of Karisimbi.87  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                
84	50	year	old	community	female	Walikale	HZ,	Bilobilo	HA,	Boboro	village 
85	56	year	old	community	female,	Chief’s	wife,	Katana	HZ,	Birvava	HA,	Chishoke	I	village	
86	Chief	of	Mabanda	village,	Walikale	HZ,	Sacre	Coeur	HA 
87 The	nature	of	this	study	(a	multistage	clustered	random	sample	survey)	allows	for	the	determination	of	
association	of	population	characteristics	but	not	causality.	It	is	therefore	not	possible	to	state	that	the	violence	was	
a	cause	of	the	mental	health	symptoms 
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Figure 19: Depression/Anxiety symptom rates sub-grouped by violence type for all respondents 

 
PTSD 
 
The population rate of symptoms consistent with PTSD was 23%. There were no symptom rate 
differences between men and women. Only those who reported sexual violence had statistically 
significant differences in rates; whereby survivors had rates of 65% compared with only 20% of those 
who did not report sexual violence (Figure 20). SGBV, IPV and trafficking was not associated with higher 
symptom rates of PTSD. Walikale had much higher symptom rates of PTSD (50% versus 16% in Katana 
and 14% in Karisimbi) when compared with other health zones (Annex VII, Table 6). When these 
household rates are extrapolated to population figures, an estimated 45,235 women and 14,865 men 
make symptom criteria for depression/anxiety among the implementation areas of Katana and Walikale 
and in the entire health zone of Karisimbi.88  
 
 
 
 
 
 
 
 
 
 
 
 

                                                
88	The	nature	of	this	study	(a	multistage	clustered	random	sample	survey)	allows	for	the	determination	of	
association	of	population	characteristics	but	not	causality.	It	is	therefore	not	possible	to	state	that	the	violence	was	
a	cause	of	the	mental	health	symptoms.		
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Figure 20: PTSD symptom rates sub-grouped by sexual violence survivors and non-survivors for all respondents 
 

 
Lifetime Suicidal Ideation and Suicide Attempt 
 
Twenty-seven percent of respondents reported suicidal ideation and 15% reported a previous suicide 
attempt in their lifetime. With regard to suicidal ideation, although not statistically significant, women 
trended towards higher rates whereby women had more than double the rates of suicide attempts 
compared to men (Figure 21). There were no differences between health zone rates.  
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However, there were highly statistically significant differences of suicidal ideation (Figure 22) and suicide 
attempt rates (Figure 23) among survivors of SGBV, sexual violence, and IPV. Statistically significant 
higher rates of suicide attempts were found among those who reported being trafficked (Figure 23). 
 
Figure 22: Lifetime Suicidal Ideation rates sub-grouped by violence type for all respondents 
 

 
 
Figure 23: Lifetime Suicide Attempt Rates sub-grouped by violence type for all respondents 
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Extrapolating to the survey population, an estimated 48,235 women and 34,761 men have had suicidal 
ideation and 33,593 women and 15,966 men have attempted suicide. However, and as previously stated, 
a multistage clustered random sample survey allows for the determination of association of population 
characteristics but not causality. It is therefore not possible to state that the violence was a cause of the 
suicidal ideation or suicide attempts. 
 
Respondents remarked on male survivors and mental health:  
 

“Most of these men have mental disorders when they return [from the Bush], they do not do well.”89 
 
“There are men in the village who were raped by the Mai-Mai. They were taken very far in the bush to carry 
things for the Mai-Mai and they came back, they were not right and suffered greatly; not leaving the house 
or going to the fields…not wanting to see anyone”90 

 
Logistic Regression Modeling to Assess Risk of Mental Health Disorders among 
Survivors 
 
The ORs for MDD and PTSD symptoms as well as suicide ideation, developed via logistic regression and 
controlled for demographic characteristics such as age and sex, underscore the relationship between 
sexual violence, substance abuse and mental health (Table 16).  
 
When compared to someone with no history of SGBV, the odds of MDD symptoms in SGBV survivors 
are 4.6 (95% CI, 2.0 – 10.6) times greater, the odds of PTSD are 5.8 (95% CI, 1.5 – 23.1) times greater 
and the odds of suicide ideation 5.7 (95% CI, 3.9 – 8.3) times greater. Significant ORs for suicide ideation 
also include substance abuse (1.8; 95% CI, 1.2 – 2.7). Additionally, when compared to living in Katana, 
living in Walikale is associated with worse mental health outcomes on all three measures. The OR for 
MDD symptoms and Walikale residency 19.8 (95% CI, 5.2 – 75.2), the OR for PTSD and Walikale 
residency is 10.9 (95% CI, 3.4 – 35.6) and the OR for suicide ideation and Walikale residency is 3.5 (95% 
CI, 1.8 – 6.8).  
 
Table 16: Logistic Regression Modeling to Assess the Relationship of SGBV and Mental Health Disorders among 
900 Adult Survey Respondentsa 

   MDD PTSD 
SUICIDE 
IDEATION 

  

Number 
of 
responden
ts 
(n = 893) 

Weighted 
ORb (95% CI) 

P 
Value 

Weighted 
ORb (95% CI) 

P 
Value 

Weighted 
ORb (95% 
CI) 

P 
Value 

History of SGBV 364 4.6 (2.0 - 10.6) 0.0092 5.8 (1.5 - 23.1) 0.0401 5.7 (3.9 - 8.3) 
<0.000
1 

Living in Walikale 301 
19.8 (5.2 - 
75.2) 0.0032 10.9 (3.4 - 35.6) 0.0054 3.5 (1.8 - 6.8) 0.0076 

Living in Karisimbi 320 1.5 (0.6 - 3.6) 0.4511 0.9 (0.5 - 1.6) 0.7739 1.6 (0.7 - 3.8) 0.3134 
Substance Abuse 242 1.0 (0.5 - 1.9) 0.9801 1.4 (0.7 - 2.9) 0.4208 1.8 (1.2 - 2.7) 0.0318 
Current Age 893 1.0 (1.0 - 1.1) 0.0102 1.0 (1.0 - 1.0) 0.5949 1.0 (1.0 - 1.1) 0.2226 
Male sex 317 0.2 (0.1 - 0.5) 0.0109 0.2 (0.1 - 0.4) 0.0022 0.5 (0.4 - 0.8) 0.0152 
At least some primary 
education 

704 0.5 (0.2 - 1.4) 0.2249 0.7 (0.3 - 1.4) 0.3073 0.6 (0.1 - 3.3) 0.5377 

Mean household size 893 0.9 (0.8 - 1.1) 0.2930 1.0 (0.9 - 1.1) 0.7822 1.1 (1.0 - 1.1) 0.157 

                                                
89	67	y/o	female	community	member,	Katana	HZ,	Mabingu	HA,	Kangoko	village	
90	Village	Chief,	Walikale	HZ,	Bilobilo	HA,	Boboro	village 
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Abbreviations: CI, confidence interval; MDD, major depressive disorder; OR, odds ratio; PTSD, posttraumatic stress disorder. 
a Survey results are representative of the adult household–based population of Karisimbi, Katana and Walikale health zones in July 2016. 
bThe ORs are calculated via separate multivariate logistic regressions for each type of violence or trafficking and are controlled for current age, 
sex, household size, and primary education attainment. Control variables are listed in the bottom of the table. Most model variables yield 
prevalence ORs. The 2 exceptions—household size and current age in years yield ORs that are interpreted as follows: each unit increase in the 
variable is associated with the given increase or decrease in likelihood of that type of violence. Analysis completed via the svyglm function in the 
survey package of R, which uses a design-based method for complex survey samples, in that sample weights are incorporated into the modeling 
procedure and a linearization variance estimation procedure is used to calculate standard errors for model coefficients. 

 

Reproductive Health 
 
The mean number of pregnancies among female respondents was 5.8 with a mean number of live births 
of 5.0. Women also reported on violence during pregnancy. In this regard, the mean number of resulting 
pregnancies from violence was 1.1 and the mean number of miscarriages as a result of violence was 1.8 
(Annex VII, Table 9). 
 
Health and Mental Health Care Access 
 
Services Accessed 
 
Respondents were asked what medical services they had accessed. Only a fraction of respondents stated 
they had not accessed any medical services (4% of women and 3% of men).  
 
Clinics were the most commonly used medical services (71% women; 66% men). The pharmacy was also 
used heavily (39% of women and 42% of men). Just under a third of men (28%) and women (35%) sought 
care at a hospital. Sixteen percent of women and 20% of men stated they used medical services from 
traditional healers and/or witch doctors (Annex VII, Table 9). 
 
Reasons for Not Accessing Services 
 
Reasons women gave for not accessing services at any time are presented in Figure 24. Men’s main 
reasons for not accessing medical care are presented in Figure 25.  
 
Figure 24: Main Reasons for Not Accessing Medical Services (%) - Women 
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Figure 25: Main Reason for Not Accessing Medical Services (%) – Men 

 
 
Distance to Medical Services on Foot 
 
The majority of women (69%) and men (75%) stated that medical services were less than an hour’s walk. 
One quarter of women and 18% of men stated that one could reach medical services in 1-2 hours on 
foot. Less than six percent of both men and women stated medical services were more than 2 hours 
away on foot.  
 
Transportation for Medical Services 
 
Respondents were asked whether there was access to medical services in their area. The following 
figure presents the data (Figure 26). Overall, the majority did not have access to transportation or could 
not afford such transportation.  
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Figure 26: Available Access to Transportation for Medical Services 

 
 
Most Needed Medical Services 
 
In the views of the respondents (Annex VII, Table 9), women listed the following as the most needed 
medical services in their communities (ordered most to least identified): 
 

1) Education 
2) Medical Care 
3) Rehabilitation Centers 
4) Support Groups  
5) Vocational/Skills Training 
6) Mental Health Counseling 
7) Religious Counseling/Support 
8) Income Generation Projects 

 
 
For men, the list is similar with a few changes in the order:  
 

1) Medical Care 
2) Rehabilitation Centers 
3) Vocational/Skills Training 
4) Education 
5) Support Groups 
6) Mental Health Counseling 
7) Religious Counseling/Support 
8) Income Generation Projects 

 
The two of the top three listed most often are similar with women listing education first and men listing 
vocational/skills training in their top three.  
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Mental Health Counseling and Reasons for Not Accessing Services 
 
A small proportion of women (17%) and men (18%) stated they had used mental health counseling. Only 
3% of women and 38% of men agreed that the mental health programs offered in their area were 
sufficient to meet the needs of the community (Annex VII, Table 10). 
 
When respondents were asked what would stop them from accessing mental health services, 60% of 
women and 50% of men stated that “nothing” would stop them. “Feeling ashamed” was listed by less 
than 10% of women and men as a barrier to counseling. Four percent of women and 6% of men stated 
they did not believe that counseling would be of benefit. Seven percent of women listed concerns about 
confidentiality and only 2% of women and 1% of men stated “stigma” as a reason for not accessing 
mental health services (Annex VII, Table 9). 
 
Opinions on Gender Roles and Justice 
 
Respondents were asked about their agreement or disagreement with rights, gender roles, justice and 
cultural practices. The following figure represents data pertaining to justice opinions. Among these 
statements, there were no statistical differences between men or women’s agreement to any statements 
presented below.  
 
Gender Roles 
 
With regard to gender roles women (36% women vs. 28% men) were more likely to agree that a man 
has a right to beat his wife if she disobeys and that a “good wife” obeys her husband even if she 
disagrees (68% women vs 60% men). Forty-three percent of women and just under 31% of both men 
agreed that it is a wife’s obligation to have sex with her husband even she doesn’t want to (Annex VII, 
Table 10). 
 
In qualitative interviews, one woman explained why not refusing is important: 
 

“Many women will not say no to sex even if they don’t want it because they are afraid they will push the 
husband to another wife”91 

 
A village elder explained why physical violence happens which included when women refused sex: 
 

“Physical violence happens because men are not respected, their orders are not respected but 
mostly if they [wives] refuse sex”92  

 
There was overwhelming agreement that women and girls need more education to about their rights to 
refuse sex (Figure 27). 
 
 
 
 
 
 

                                                
91	23	year	old	female	community	member,	Katana	HZ,	Birvava	HA,	Chishoke	I	village	
92	105	year	old	community	male	(village	elder),	Walikale	HZ,	Bilobilo	HA,	Indjiki	village	
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Figure 27: Opinions on Gender Roles Disaggregated by Sex 

 
When data were stratified by health zone, only Walikale had statistically higher rates for agreement with 
“It’s a wife’s obligation to have sex with her husband even if she doesn’t want to.” (Annex VII, Table 12) 
 
Justice 
 
Although there was a majority consensus that perpetrators should be punished by the courts, less than 
half of men and women believe that under the current system, justice is attainable. Over a quarter of 
men and women agreed that “street justice” should be used. A significant portion also agree that the 
system works for those who have money. More than 90% of both stated there should be more legal 
protections for women while more than 60% of both men and women thought more should be done to 
protect women and girls from having sex when they don’t want to. There was overwhelming agreement 
that women and girls need more education to about their rights to refuse sex (Figure 28; Annex VII, 
Table 12). 
 
Figure 28: Opinions on Justice Disaggregated by Sex 
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When data were stratified by health zone, community justice and court punishments were more 
acceptable in Katana when compared with other health zones. Households in Katana were also more 
likely to suggest that more should be done to protect women and girls from having sex when they don’t 
want to (Annex VII, Table 12). 
 
In qualitative interviews and with regard to a need for money to pay for justice, a group of men stated 
the following during a group meeting:  
 

“Sexual violence has become a business for officials. The perpetrator family only needs to offer money and 
he [perpetrator] is released. It is easy because even the officials are not getting paid.”93  

 
Rape Myths 
 
Sex Differences 
 
More than 60% of men and women supported statements that would be considered “victim blaming.” 
Men (74%) were far more likely to state that women provoke rape by appearance or behavior but 62% 
of women also agreed with this statement, however statistically there was no difference in the rates. Far 
more women (47%) agreed that “good girls” are less likely to be raped than “bad” girls compared with 
29% of men (p = 0.003). When respondents were asked whether women may claim rape to “protect 
their reputations”, 35% of women and 38% of women agreed (Annex VII, Table 11). 
 
Both men and women believed that wearing short skirts or tight shirts invites rape. This was also a 
common theme in qualitative interviews.  
 

“The rates of violence will not go down because girls are wearing short skirts and tight shirts. When  they 
show their thighs, it makes us crazy and we lose all self-control. When I see a girl in such clothing, I take her 
immediately to the Bush to rape her. She should not have been wearing those clothes.”94 
  
“Girls don’t dress properly. They wear too many short skirts that show their thighs. This pushes boys to 
rape.”95 

 
However, when respondents were asked if rapes happen because women entice men, only 25% of 
women agreed versus 41% of men. Less than a third of women (30%) and even less men (16%) agreed 
that “men, not women, are responsible for rape.”  
 
Respondents were asked if a “raped woman is usually an innocent victim.” Half of men agreed with this 
statement whereas just over half of women (54%) agreed. Less than 10% of women and men agreed that 
rape is deserved in most cases. 
 
More than a third of women (37%) and man (35%) agreed that even when women say no, they are really 
saying yes. This sentiment was highlighted during qualitative interviews:  
 

“We rape girls because we love them. We know that when girls say no, they are just playing a game and we 

                                                
93	Community	men	(12)	ages	30-57	years	old,	Walikale	HZ,	Bilobilo	HA,	Indjiki	village	
94	18	year	old	male	community	member,	Walikale	HZ,	Bilobilo	HA,	Indjiki	village	
95	Female	Chief,	Walikale	HZ,	Sacre	Coeur	HA,	Kasima	Centre	village	
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should continue because they really want to.”96 
 
Overwhelmingly, both women (79%) and men (74%) agreed that “if women didn’t want to be raped, 
they could fight off the attacker. However, only a fraction of women (17%) and a larger proportion of 
men (24%) agreed that “women can enjoy sex even when it is forced.” (Figure 29) 
 
Nearly a fifth of women (20%) and men (19%) agreed that a spouse “owes the other partner sex no 
matter what the circumstance” and more than a fifth of women (26%) and men (30%) agreed that 
women who had prior sexual relationships should not complain about rape (Annex VII, Table 11). 
 
Less than 10 % of men and women agreed that “only soldiers can rape.” 
 
Stratification by health zone shows statistically significant differences particularly for Walikale. 
Household respondents were more likely to agree that soldiers are more likely to rape, that when a 
woman is raped she deserves it (18% vs. <5% in the other two health zones), that a spouse owes sex, a 
woman can enjoy sex even when it is forced on her, good girls are less likely to be raped, women often 
so no when they mean yes, that wearing short skirts and tight shirts invites rape, and that women often 
claim rape to protect their reputations, but Walikale households were also more likely to agree that 
rape victims are innocent (Annex VII, Table 13). 
 
 
 
 
 
  

                                                
96	18	year	old	community	male,	Walikale	HZ,	Bilobilo	HA,	Indjiki	village	
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Figure 29: Sex Disaggregated Agreement with Rape Myths 
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Limitations 
 
Although data collectors were careful to explain that there will be no material or other gain by 
participation in the assessment, respondents might have exaggerated or underestimated responses if 
they believed it would be in their interest to do so. 
 
In some instances (e.g., when interviewing intended beneficiaries), responses might have been 
constrained due to fear of reporting or stigma such as with questions around SGBV, however, based on 
our qualitative study, it was noted that SGBV was normalized and responses were less likely to be 
constrained. Although it is possible that differences within the interviewer due to ethnicity, sex, or 
overall comfort level during the interview could bias the results, this was largely mitigated through the 
use of local data collectors, properly trained in interviewing techniques who did not interview in areas 
they were familiar with. 
 
The quantitative household survey represents adult men and women as well as children in the accessible 
health areas within Katana, Walikale, and Karisimbi health zones of North and South Kivu, DRC. It will 
not be possible to extrapolate the data to represent other health areas not within the sampling frame or 
other provinces. Furthermore, individual and group semi-structured qualitative interviews represent 
individual experiences of those most willing to speak, and cannot be generalized beyond those 
interviewed. 
 
Finally, as identified by Bass et al.97 the use of mental health measures of unknown validity for identifying 
clinical cases of PTSD and combined depression and anxiety, could be non-pathologic reactions to 
extreme circumstances, and it is therefore unclear what proportions of participants actually met clinical 
criteria. And although the clinical meaning of standard cutoff scores is therefore uncertain, the score 
itself can still be meaningfully interpreted; 1.75 indicates that respondents are reporting that symptoms 
occur, on average, nearly a “moderate” amount of the time (a score of 2.0). Furthermore, this study 
used these screening tools to estimate the proportion and/or burden (not diagnosis) of possible mental 
symptoms within the specific population and not individuals. The nature of this study (a multistage 
clustered random sample survey) allows for the determination of association of population 
characteristics, but not causality. 
 
 
 
 
 
 
 
 
 
 

                                                
97Bass	J,	Annan	J,	Murray	SM,	Kaysen	D,	Griffiths	S,	Cetinoglu	T,	Wachter	K,	Murray	LK,	Bolton	PA.	Controlled	Trial	
of	Psychotherapy	for	Congolese	Survivors	of	Sexual	Violence.	N	Engl	J	Med	2013;	368:2182-2191.	DOI:	
10.1056/NEJMoa1211853	
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Summary of Key Findings 
 
This randomized population-based baseline survey was designed to determine the prevalence of all 
forms of SGBV for the health zones where Ushindi will be implemented. Based on the methodology 
used, the findings are generalizable to all health areas of Karisimbi, 12/14 health areas in Katana and 8/14 
health areas in Walikale or 727,754 persons in the three health zones. In total, 900 households 
participated in the survey with an overall response rates of 96.8%. 
 
The prevalence of all forms of SGBV including IPV, and trafficking were prevalent not just among women 
but also among men and children. Symptoms of depression/anxiety and PTSD were more prevalent 
among women and were elevated in association SGBV, sexual violence, and IPV. Substance abuse, 
especially alcohol, is a problem among women and men and is closely tied to violence as a precipitant 
and a consequence of the violence, especially IPV. Harmful traditional practices and negative cultural 
norms have become normalized and justified by the community. Although usually it is thought that these 
negative norms are perpetrated by men, it is clear from this study that women also hold some 
responsibility in propagating negative social norms in the areas surveyed and some of these negative 
social norms affect men and boys in addition to women and girls. The key findings of the study with 
population estimates of those affected are summarized in the following table 17. 
 
Table 17: Summarized Key Findings  
Finding Weighted  

Prevalence 
Rate98 

Weighted Prevalence 
Rate of mental health 
associated with SGBV99  

Estimated 
Population 
Affected 

SGBV 
     Women 
     Men 
     Children 

 
31.6% 
32.9% 
61.0% 

 
 
NA 

 
54,384 Women 
38,514 Men 
299,438 Children 

Sexual Violence 
     Women 
     Men 
     Children 

 
11.8% 
3.1% 
11% overall 
7.7% Karisimbi 
10.5% Katana 
20.5% Walikale 

 
 
NA 

 
30,313 Women 
12,789 Men 
59,103 Children 

IPV 
     Women 
     Men 

 
22.6% 
25.0% 

 
NA 

 
43,544 Women 
29,779 Men 

Trafficking 
     Women 
     Men 
     Children 

 
12.9% 
7.2% 
5.0% 

 
NA 

 
18,286 Women 
12, 432 Men 
24,224 Children 

Substance Abuse 
     Women 

 
21.1% 

 
NA 

 
64,081 Women 

                                                
98	Lifetime	rates	for	SGBV,	SV	and	IPV,	suicidal	ideation	and	suicide	attempts.	Trafficking	and	Substance	abuse	
represent	rates	in	the	last	year.	PTSD	and	depression/anxiety	rates	represent	rates	in	the	month	prior	to	the	
survey.	
99	Presented	for	statistically	significant	differences	between	those	who	report	an	abuse	compared	with	those	who	
do	not	report	the	abuse.	
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     Men 38.9% 64,081 Men 
Depression/Anxiety 
     Women 
     Men 

 
31.0% 
19.7% 

42.6% SGBV 
62.3% SV 
43.8% IPV 

 
50,237 Women 
17,544 Men 

PTSD 
     Women 
     Men 

 
26.6% 
15.9% 

62.3% SV 
 

 
45,285 Women 
14,865 Men 

Suicidal Ideation 
     Women 
     Men 

 
29.3% 
24.1% 

49.6% SGBV 
66.3% SV 
49.9% IPV 

 
48,235 Women 
34,761 Men 

Suicide Attempts 
     Women 
     Men 

 
19.6% 
7.9% 

39.4% SGBV 
45.8% SV 
38.6% IPV 
31.7% Trafficking 

 
33,593 Women 
15,966 Men 

 
Major differences among health zones included symptoms of depression/anxiety and PTSD which were 
four times higher in Walikale than all other health zones and substance abuse which was highest in 
Karisimbi (50% higher than Katana and twice as high as Walikale).  
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Discussion and Recommendations 
 
Sexual Gender Based Violence 
 
There is growing recognition of the larger public health impact SGBV has on communities in addition to 
being a gross violation of human rights. The findings of this study indicate widespread sexual violence in 
Karisimbi, Walikale, and Katana health zones, among men, women, and children through multiple forms 
of SGBV. The prevalence of SGBV among men and women is similar, if not the same, as the rates 
obtained during a previous study, using the same methodology and survey in Eastern DRC in 2010.100 
These rates of SGBV also appear consistent with global rates for women and DHS rates, but lower than 
rates of 45% across Africa. 101 Global rates of SGBV against men are largely unknown (Table 18). 
 
Table 18: SGBV Rate Comparisons across Population-Based Studies 
Population-Based 
Randomized Study 

Lifetime SGBV Rate Comment 

WHO Global Study 35% regional; (45% across 
Africa) 

Violence against women only 

DHS 2013 (North and 
South Kivu) 

28-34% Limited to reproductive age 
women 

2010 JAMA Eastern DRC 
Study 

40% women/24% men All of North and South Kivu 
except Walikale, Men and 
women included, all ages 

Current Study 32% women/33% men 
61% children 

Men and women included, all 
ages, All of Karisimbi, 12/12 
implementation areas of Katana 
and 8/12 implementation areas 
of Walikale (4 HA not included 
due to safety and/or distance) 

 
 
The majority of the sexual violence reported in this study is community based with more than half of all 
cases reported as rape and close to 80% of the perpetrators, reported within the family. Only a fraction 
of the reported sexual violence was conflict-related in the health zones surveyed. Based on population 
estimates calculated from the prevalence rates and among the three health zones surveyed, nearly 
100,000 men and women are at risk for sexual violence which is more than four times the number of 
survivors reached during the Ushindi project in 10 health zones from 2010-2015.  
 
Despite recognition that men suffer sexual violence and a previous study documenting the rates of male 
SGBV in Eastern DRC, USAID programming, six years later, has not met the unique needs of male 

                                                
100 Johnson	K,	Scott	J,	Rughita	B,	Asher	J,	Kisielewski	M.	Ong	R,	Lawry	L.	Association	of	Sexual	Violence	and	Human	
Rights	Violations	with	Physical	and	Mental	Health	in	Territories	of	Democratic	Republic	of	Congo.	JAMA.	2010.	
304(5):553-562. 
101 Demographic	Health	Survey.	DRC	2013.	http://dhsprogram.com/pubs/pdf/FR300/FR300.pdf.;	World	Health	
Organization.	Global	and	regional	estimates	of	violence	against	women:	prevalence	and	health	effects	of	intimate	
partner	violence	and	non-partner	sexual	violence.	
http://apps.who.int/iris/bitstream/10665/85239/1/9789241564625_eng.pdf?ua=1 
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survivors. Inclusion of men in sexual violence definitions, policies and protections in addition to targeted 
programs to address their needs is a necessity. 
  
SGBV Recommendations  

 
• Better identification of SGBV survivors within families with recognition of both conflict and the 

largely community-based SGBV identified in this study 
• Improved SBCC to address the community-based violence, harmful traditional practices, rape 

myths and gender roles in order to adjust negative norms into positive behavior change using 
the tenants of SBCC 

• Increasing the capacity of local partners to adapt their traditional communication programs to 
SBCC that focuses on behavior change   

• Work with the Ministry of Health (MOH) and traditional leaders to discourage early marriage, 
all forms of SGBV and to understand the health and protection consequences of SGBV based on 
these data 

• Integrate SGBV services in maternal, newborn, child health (MNCH) programs to increase 
referral and identification of those at risk and/or survivors102 

• Adapt SGBV medical guidelines to include men which is a unique opportunity to be the “first” to 
develop such guidelines 

• Adapt already developed SGBV services to include men and boys 
• Improve identification of children at risk for SGBV especially in Walikale 
• Further develop child friendly services and guidelines that meet the developmental needs of child 

survivors 
• Consider school-based programs to reach children with SBCC especially in Walikale where 

child violence rates are exceedingly higher than the other health zones 
• Given the elevated numbers of children who have suffered SGBV and sexual violence, the justice 

sector will need to implement child protections for children in the justice system Intimate 
Partner Violence  

 
There is growing recognition of the linkages of IPV to the cascade of health consequences that occur 
with this type of violence and especially among pregnant women.103 These non-fatal consequences 
include higher levels of depression, anxiety and stress, suicide attempts, lack of attachment to a child 
which predicts children’s behavioral and emotional problems up to four years later, intrauterine growth 
retardation, preterm labor, miscarriage, abortion, antepartum hemorrhage and perinatal deaths.104 There 
is also growing evidence that IPV is an important contributor to women’s vulnerability to HIV and 
sexually transmitted infections (STIs).105 The emotional consequences of IPV in our study are clear with 
statistically significant increases in symptoms consistent with depression/anxiety and PTSD as well as 
higher rates of suicidal ideation and suicide attempts.  
 
This survey shows that not only is intimate partner violence in Karisimbi, Walikale, and Katana is 
widespread, but is normalized and justified, not only by men but also women within these societies. And 
                                                
102	In	this	study	17%	of	women	reported	a	pregnancy	related	to	SGBV.	
103 World	Health	Organization.	Global	and	regional	estimates	of	violence	against	women:	prevalence	and	health	
effects	of	intimate	partner	violence	and	non-partner	sexual	violence.	
http://apps.who.int/iris/bitstream/10665/85239/1/9789241564625_eng.pdf?ua=1 
104	World	Health	Organization.	Intimate	Partner	Violence	During	Pregnancy.	
http://apps.who.int/iris/bitstream/10665/70764/1/WHO_RHR_11.35_eng.pdf 
105 World	Health	Organization.	Intimate	Partner	Violence	During	Pregnancy.	
http://apps.who.int/iris/bitstream/10665/70764/1/WHO_RHR_11.35_eng.pdf 
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similar to our rates for SGBV, IPV rates in this study are also consistent with previous studies. Global 
and regional rates for IPV against males are unknown (Table 19). 
 
Table 19: IPV Rate Comparisons across Population-Based Studies 
Population-Based 
Randomized Study 

Lifetime IPV Rate Comment 

WHO Global 
Study 

23–40% Violence against women only 

DHS 2013 (North 
and South Kivu) 

25-48% Limited to reproductive age women 

2010 JAMA 
Eastern DRC 
Study 

46% women/31% men All of North and South Kivu except Walikale, Men 
and women included, all ages 

Current Study 22% women/25% men All of Karisimbi, 12/12 implementation areas of 
Katana and 8/12 implementation areas of Walikale 
(4 HA not included due to safety and/or distance) 

 
Given that 43,544 women and 29,779 men are at risk in the areas surveyed based on population 
estimates, the following serve as recommendations to address this issue in the three health zones 
surveyed.  
  
IPV Recommendations  

 
• Identification and follow up with pregnant women to evaluate SGBV/IPV risk in the community 

and at MNCH services to provide early intervention services to at-risk families 
• Work with the MOH traditional leaders to address the widespread IPV in these health zones 

and the accepted normalization and justification of this type of violence 
• Through community based programs, such as the Noyaux Communitaire, and in concert with local 

partners, develop an SBCC approach to address normalization of IPV within the community 
among women and men 

• Develop programs to identify and treat community members with substance abuse as means to 
decrease risks for substance related violence 

• Continue to promote social and economic empowerment of women and girls through 
education, village saving and loans programs (VSLA) especially for those who have suffered 
violence 

• Increasing the capacity of local partners to adapt their traditional communication programs to 
SBCC that focuses on behavior change   

• Consider school based programs to decrease violent behavior in children associated with IPV 
later in life106  

 
Trafficking 
 
Human trafficking is a fundamental violation of human rights. Due to the secretive nature of trafficking, 
prevalence rates are unknown but it is thought that millions of people are trafficked globally.107 Studies 

                                                
106	Evidence	suggests	that	programs	aimed	at	parents,	including	home	visits	and	education,	can	reduce	or	prevent	
child	abuse	and	maltreatment	which	has	the	potential	to	reduce	child	conduct	problems	and	violent	behavior	later	
in	life,	which	may	be	associated	with	IPV	perpetrated	by	men.	See:	Maas	C,	Herrenkohl	TI,	Sousa	C.	Review	of	
research	on	child	maltreatment	and	violence	in	youth.	Trauma,	Violence	&	Abuse,	2008,	9(1):56–67.	
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have shown that trafficked people often suffer from physical injuries and long-term mental, physical, and 
reproductive health concerns including exposure to HIV and other STIs, physical and sexual violence, 
exposure to infectious diseases and substance abuse.108 Documentation of associated mental health 
consequences is not available. 
 
DRC is considered a tier 3 country with respect to human trafficking. Tier 3 countries are those 
countries “whose governments do not fully comply with the U.S. Trafficking Victims Protection Act’s 
minimum standards and are not making significant efforts to do so.”109 The 2014 State Department 
Report on trafficking within DRC revealed internal trafficking by armed groups in the eastern provinces 
as the most pressing problem.110 Population rates (prevalence) of trafficking and its forms are unknown 
in DRC or in Eastern DRC. A USAID report assessing trafficking related to or in an around mines 
revealed the forms of trafficking most commonly reported were forced labor among those associated 
with mines. However, these data cannot be generalized to the region. This study is the first to 
document the prevalence of trafficking and its forms in Walikale, Katana, and Karisimbi among men, 
women and children in the survey areas. Among respondents the most common forms included debt 
bondage, labor trafficking and sex trafficking in equivalent proportions. By far, the most common form of 
labor trafficking was forcing women and girls to work in bars and bistros where they were at risk for 
sexual violence. The fact that there was a statistically significant risk for suicide attempts associated with 
trafficking suggests the trauma associated with this act is devastating. With an estimated 18,286 women, 
12,432 men and 24,224 children affected in the last year and in the areas surveyed, the programmatic 
implications and services needed to address this in these three health zones is not insignificant.   
 
Trafficking Recommendations 

• Increasing the capacity of local partners to adapt their traditional communications programs to 
SBCC that focuses on behavior change for trafficking  

• Promote community engagement through the Noyaux Communitaire to increase awareness of 
trafficking rights, laws and government responsibilities through a contextualized SBCC campaign 
using local partners  

• Target mining operations to extend the reach of Ushindi and identify and treat women, men and 
children who are at risk for trafficking or have been trafficked 

• Support community-level savings and loans and microfinance programs to protect against 
exploitative lending practices that put communities at risk for trafficking as a means for survival 
and push parents to “give” their children into situations that are exploitative 

• Consider income generation projects through the Noyaux Communitaire, especially agriculture 
production to lessen the need for food which was an important reason reported for staying or 
being recruited into forced labor and sex trafficking  

• Work with traditional leaders to identify, report, refer and address potential cases of human 
trafficking 

• Identified trafficking cases will need referral to the justice system through ABA 
 
 
 

                                                                                                                                                       
107	USAID.	Assessment	of	human	trafficking	in	artisanal	mining	towns	in	Eastern	Democratic	Republic	of	the	Congo.	
2014.	http://pdf.usaid.gov/pdf_docs/PA00K5R1.pdf	
108	Cannon	A,	Arcara	J,	Graham	L,	and	Macy	R.	Trafficking	and	Health:	A	Systematic	Review	of	Research	Methods.	
Trauma,	Violence	and	Abuse.	2016.	DOI:	10.1177/1524838016650187	
109	USDOS.	Trafficking	in	Persons	Report.	2014.	http://www.state.gov/j/tip/rls/tiprpt/2014/	
110	USDOS.	Trafficking	in	Persons	Report.	2014.	http://www.state.gov/j/tip/rls/tiprpt/2014/	
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Mental Health 
 
In late September 2015, mental health was included as an integral part of the United Nations’ 
Sustainable Development Goals to promote mental health and well-being, and the prevention and 
treatment of substance abuse.111 Mental disorders are among the leading causes of ill-health and 
disability worldwide.112 Even with treatments available, nearly two-thirds of people with a known 
mental disorder will never seek help from a health professional.113 Gender based violence, 
socioeconomic disadvantage, low income and income inequality, low or subordinate social status and 
rank and unremitting responsibility for the care of others will tend to disproportionately affect 
women and are touted to be gender specific risks. However, men can also be at risk based on these 
risks, especially in DRC.114  
 
SGBV, and IPV all had significant associations to mental health disorders in this study including 
depression/anxiety, PTSD, suicidal ideation and suicide attempts. This is consistent with our previous 
study and with a large body of literature showing associations between violence, substance abuse and 
other mental health disorders (Table 16). 
 
This study cannot show causality, and assesses the prevalence of mental health symptom criteria (not 
diagnosis). However, the strong and persistent associations implore health care providers to deliver a 
health care strategy that addresses those who have experienced sexual violence in addition to mental 
health services as necessary components of recovery and rehabilitation for survivors. 
 
Respondents clearly stated that the mental health programs offered in their area were insufficient to 
meet the needs of the community. They had few barriers to accessing mental health care with the 
majority stating that “nothing would stop them.” The perception of stigma as a barrier to care was 
quantitatively insignificant and therefore is not an issue in reality for those who need care.  
 
To date, programs that address SGBV have not been comprehensive in addressing substance abuse. It is 
clear the communities interviewed saw a link between alcohol use and SGBV in addition to substance 
abuse as a consequence of violence. And, there is data to suggest they are correct. Women who have 
experienced IPV are 2.3 times more likely to have alcohol use disorders and 2.6 times more likely to 
experience depression or anxiety.115 Therefore any SGBV program going forward needs to not only 
focus on the mental health disorders associated with violence but concomitantly should also address 
substance abuse in the community as a risk for violence and a consequence of violence.  
 

Mental Health Recommendations 
• Continued integration of lay counselors and mental health services for survivors with Cognitive 

Processing Therapy (CPT) in Walikale given the significantly elevated rates of mental health 
disorders 

• Substance abuse programming in all health zones to address the risk of substance use and 
subsequent violence and the potential likelihood of substance abuse among survivors but 
especially in Karisimbi given the exceptionally high rates of substance abuse in this health zone 

                                                
111	World	Health	Organization.	http://www.who.int/mental_health/en/	
112	World	Health	Organization.	http://www.who.int/mental_health/en/	
113	World	Health	Organization.	Mental	Health.	http://www.who.int/whr/2001/media_centre/press_release/en/ 
114	World	Health	Organization.	Gender	and	Mental	Health.	
http://www.who.int/mental_health/prevention/genderwomen/en/ 
115	World	Health	Organization.	Gender	and	Mental	Health.	
http://www.who.int/mental_health/prevention/genderwomen/en/	
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• Community outreach programming to identify at risk individuals  
• Substance abuse training for health care providers, local Ushindi partners, lay counselors and 

members of the Noyaux Communitaire 
 

Gender Roles, Justice and Rape Myths 
 
Social norms and values influence how women and children are protected or harmed. Social norms do 
not function in isolation but are defined in local culture and tradition as a type of cultural identity. 
Changes to these norms, requires engagement and consensus over time to make positive changes in 
social norms with regard to women, early marriage, protection of women and children, and SGBV116And 
although usually it is thought that these negative norms are perpetrated by men, it is clear from this 
study that women also hold some responsibility in propagating negative social norms in the areas 
surveyed and some negative social norms affect men and boys in addition to women and girls.  
 
A social cognitive approach to promoting behavior change recognizes that both individuals and their 
environment shape behaviors, and its core tenets of observational learning, environmental influences, 
self-regulation, and moral engagement/disengagement offer clear levers for affecting this change.117 
Interventions focused on boosting self-efficacy through persuasion, social modeling, and experience 
mastery need to be combined with the higher level communications interventions to form a 
comprehensive set of strategic engagements that will affect significant behavior change to decrease the 
rates and consequences of SGBV.    
 
The roots of sexual violence are multifaceted, pervasive, and interrelated. Inequality, marginalization, and 
other causes of interpersonal violence operate at the societal, community, relational, and individual 
levels simultaneously. Thus, these multiple levels of influence must be explicitly considered, and a 
comprehensive, multi-pronged set of interventions developed to address the network of individual and 
environmental/policy level barriers to effective behavior change in this arena. Interventions to strengthen 
policy advocacy and information dissemination at the national and municipal level must be combined 
with interventions designed to strengthen community mobilization and interpersonal communication.  
 
Social Norm Recommendations 

• Enhanced SBCC to address the community-based violence, harmful traditional practices, rape 
myths and gender roles in order to adjust negative norms into positive behavior change using 
the tenants of SBCC 

• Increase the capacity of local partners to adapt their traditional communication programs to 
SBCC that focuses on behavior change especially around victim blaming and harmful traditional 
practices  

• SBCC programming focused on social norms will need to be emphasized in Walikale given the 
significant difference in agreement with rape myths compared with the other health zones 

 

                                                
116	World	Health	Organization.	Changing	cultural	and	social	norms	that	support	violence.	Available	at:	
http://www.who.int/violence_injury_prevention/violence/norms.pdf	
117	See:	Attitudes,	Attributions	and	Social	Cognition.	
http://www.blackwellpublishing.com/intropsych/pdf/chapter17.pdf	and	World	Health	Organization.	Violence	
Prevention:	The	Evidence.	Changing	Social	and	Cultural	Norms	that	Support	Violence.	
http://www.who.int/violence_injury_prevention/violence/norms.pdf. 
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Conclusion 
 
SGBV in DRC is prevalent and has unique cultural factors that put men, women, girls and boys at risk 
for all forms of SGBV. The physical, sexual, reproductive, and mental health consequences are many. 
Normalized and justified, negative cultural norms have created an environment for SGBV to flourish and 
continue from generation to generation. This study shows that SGBV is not a small problem in the areas 
surveyed and requires urgent and contextualized action. Ushindi which has been effective in addressing 
the overwhelming needs of survivors, should expand to include the inclusion of men and boys as 
survivors and address other facets of risk such as harmful traditional practices, substance abuse and 
myths concerning rape. In doing so, it is likely that the interventions designed to strengthen community 
mobilization and interpersonal communication will have a positive effect on barriers to effective 
behavior change and ultimately decrease the prevalence and scope of SGBV. 
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Annex II: Data Weighting Summary 
 

Village  Population Relative Village 
Weight Villages in HZ Village Weight 

Average 
Household 

Size 

Estimated Households 
per Village 

Households 
Sampled Household Weight 

  A B = A / 152, 057 C 
D =  

(B • C) / ΣB E F = A/E G H = (D • F)/G 

K4-1 3682 0.024214604 85 5.738778055 5.7 645.9649123 10 370.7049263 
K4-2 3930 0.025845571 85 6.125311721 10.6 372.3157738 9 253.3944637 
K4-3 3233 0.021261764 85 5.038965087 6.8 475.4411765 5 479.1462979 
K4-4 2864 0.018835042 85 4.463840399 8.6 333.0232558 10 148.6562663 
K5-2 588 0.003866971 85 0.916458853 6.5 90.46153846 10 8.290427777 
K5-3 2180 0.014336729 85 3.397755611 8.6 253.4883721 10 86.12915386 
K5-4 637 0.004189219 85 0.992830424 5.8 109.8275862 10 10.9040169 
K5-5 6870 0.045180426 85 10.70760599 6.7 1025.373134 10 1097.929151 
K1-1 1256 0.00826006 85 1.957605985 7.3 172.0547945 10 33.68154955 
K1-2 1729 0.011370736 85 2.694825436 8.6 201.0465116 10 54.17852534 
K1-3 2166 0.014244658 85 3.375935162 8.8 246.1363636 10 83.09404047 
K7-1 1195 0.007858895 85 1.862531172 7.8 153.2051282 10 28.5349327 
K1-5 2137 0.01405394 85 3.330735661 6.9 309.7101449 10 103.1562624 
K6-1 1856 0.012205949 85 2.89276808 8.4 220.952381 10 63.91639948 
K6-2 1668 0.010969571 85 2.599750623 6.6 252.7272727 10 65.70278848 
K6-3 1298 0.008536273 85 2.023067332 7.4 175.4054054 10 35.48569455 
K6-4 1125 0.007398541 85 1.753428928 7.6 148.0263158 10 25.95536242 
K6-5 1202 0.00790493 85 1.873441397 7.4 162.9830508 10 30.53391944 
K2-1 5669 0.037282072 85 8.835723192 7.7 736.2337662 20 325.2578882 
K2-2 1560 0.010259311 85 2.431421446 7.6 205.2631579 10 49.90812443 
K2-4 393 0.002584557 85 0.612531172 7.2 54.58333333 10 3.343399314 
K2-5 831 0.005465056 85 1.295199501 5.0 166.2 10 21.52621571 
K3-1 839 0.005517668 85 1.307668329 8.8 95.58227606 9 13.88776836 
K3-2 415 0.00272924 85 0.646820449 6.4 64.39655617 9 4.628112152 
K3-3 365 0.002400416 85 0.568890274 5.7 64.12161816 13 2.806012688 
K3-4 759 0.004991549 85 1.18298005 6.3 120.4761905 10 14.25209298 
K3-5 451 0.002965993 85 0.702930175 8.5 53.30000291 13 2.882013873 
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Village		 Population	 Relative	Village	
Weight	 Villages	in	HZ	 Village	Weight	

Average	
Household	

Size	

Estimated	Households	
per	Village	

Households	
Sampled	 Household	Weight	

		 A	 B	=	A	/	144,	659	 C	 D	=		
(B	•	C)	/	ΣB	 E	 F	=	A/E	 G	 H	=	(D	•	F)/G	

W1-1	 849	 0.005868975	 124	 2.572601535	 7.1	 119.7307708	 11	 28.0017786	
W1-2	 1066	 0.007369054	 124	 3.230145154	 7.4	 143.1940384	 9	 51.39305881	
W1-3	 1512	 0.010452167	 124	 4.581594252	 9.1	 166.4587217	 12	 63.55386022	
W1-4	 464	 0.003207543	 124	 1.405991887	 8.1	 57.10769231	 8	 10.03661901	
W1-5	 478	 0.003304323	 124	 1.448414056	 7.3	 65.18182114	 12	 7.867522162	
W3-1	 824	 0.005696154	 124	 2.496847661	 9.8	 84.08163265	 10	 20.99390279	
W3-2	 1016	 0.007023414	 124	 3.078637408	 10.0	 101.6	 10	 31.27895606	
W3-3	 379	 0.002619955	 124	 1.148428718	 6.5	 58.30769231	 10	 6.696222833	
W3-4	 489	 0.003380363	 124	 1.48174576	 8.8	 55.56818182	 10	 8.233791781	
W3-5	 610	 0.004216813	 124	 1.848394507	 7.9	 77.21518987	 10	 14.27241328	
W4-1	 8181	 0.056553688	 124	 24.78969747	 7.7	 1062.467532	 10	 2633.824871	
W4-2	 510	 0.003525532	 124	 1.545379014	 7.0	 72.85714286	 10	 11.25918996	
W4-3	 481	 0.003325061	 124	 1.457504521	 8.4	 57.26190476	 10	 8.345948506	
W4-4	 1131	 0.007818387	 124	 3.427105225	 7.9	 143.164557	 10	 49.06400011	
W4-5	 2410	 0.016659869	 124	 7.302673379	 9.6	 251.0416667	 10	 183.3275296	
W5-1	 1880	 0.01299608	 124	 5.696691266	 8.4	 222.6315907	 9	 140.9181598	
W5-2	 891	 0.006159313	 124	 2.699868042	 6.4	 140.0142937	 11	 34.36546518	
W5-3	 1051	 0.007265362	 124	 3.18469283	 8.3	 126.626506	 10	 40.32665259	
W5-5	 92	 0.000635978	 124	 0.278774253	 7.0	 13.14285714	 10	 0.366389019	
W5-6	 1266	 0.008751616	 124	 3.83617614	 9.0	 140.6666667	 10	 53.96221104	
W6-1	 1607	 0.011108884	 124	 4.869458971	 8.6	 186.0736764	 11	 82.37073933	
W6-2	 1107	 0.007652479	 124	 3.354381506	 7.6	 145.6578947	 10	 48.85921483	
W6-3	 288	 0.001990889	 124	 0.87268462	 9.1	 31.64835165	 10	 2.761902972	
W6-4	 679	 0.004693797	 124	 2.057475197	 7.4	 91.75675676	 10	 18.87872512	
W6-5	 651	 0.004500238	 124	 1.972630859	 8.3	 78.12000312	 9	 17.12243654	
W2-1	 5798	 0.040080465	 124	 17.56883828	 8.4	 690.2380952	 10	 1212.668147	
W2-2	 1748	 0.01208359	 124	 5.296710816	 10.8	 161.8518519	 10	 85.72824542	
W2-3	 750	 0.005184607	 124	 2.272616197	 8.4	 89.28571429	 10	 20.29121604	
W2-4	 1985	 0.013721925	 124	 6.014857534	 7.7	 257.7922078	 10	 155.0583403	
W2-5	 729	 0.005039438	 124	 2.208982943	 10.1	 72.17821782	 10	 15.9440452	
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Village		 Population	 Relative	Village	
Weight	 Villages	in	HZ	 Village	Weight	

Average	
Household	

Size	

Estimated	Households	
per	Village	

Households	
Sampled	 Household	Weight	

		 A	 B	=	A	/	469,	432	 C	 D	=		
(B	•	C)	/	ΣB	 E	 F	=	A/E	 G	 H	=	(D	•	F)/G	

G1-1	 1278	 0.002722439	 254	 4.527364017	 7.8	 163.8461538	 10	 74.17911812	
G1-2	 1059	 0.002255918	 254	 3.751548117	 7.5	 141.2	 10	 52.97185941	
G1-3	 2210	 0.004707817	 254	 7.829009763	 7.0	 315.7142857	 10	 247.1730225	
G1-4	 2837	 0.006043474	 254	 10.05018131	 6.9	 411.1594203	 10	 413.2226722	
G1-5	 2294	 0.004886757	 254	 8.126582985	 6.6	 347.5757576	 10	 282.4603237	
G2-1	 2320	 0.004942143	 254	 8.218688982	 6.8	 341.1764706	 10	 280.40233	
G2-2	 1052	 0.002241006	 254	 3.726750349	 7.3	 144.109589	 10	 53.70604612	
G2-3	 3396	 0.007234275	 254	 12.03046025	 7.2	 471.6666667	 10	 567.4367085	
G2-4	 2314	 0.004929361	 254	 8.197433752	 6.6	 350.6060606	 10	 287.4069955	
G2-5	 4342	 0.009249476	 254	 15.38170153	 7.3	 594.7945205	 10	 914.8951789	
G3-1	 3233	 0.006887046	 254	 11.4530265	 7.7	 419.8701299	 10	 480.8783724	
G3-2	 1790	 0.003813119	 254	 6.341143654	 6.2	 289.558832	 11	 166.9212864	
G3-3	 3721	 0.007926601	 254	 13.18178522	 5.8	 641.5517241	 10	 845.6797033	
G3-4	 8147	 0.017355016	 254	 28.86105997	 5.8	 1400.265581	 11	 3673.922629	
G3-5	 2937	 0.006256497	 254	 10.40443515	 6.3	 466.1904762	 10	 485.0448575	
G4-1	 5710	 0.012163636	 254	 20.227894	 7.8	 732.0512821	 10	 1480.785574	
G4-2	 1580	 0.00336577	 254	 5.5972106	 6.7	 235.8208955	 10	 131.9939216	
G4-3	 2065	 0.004398933	 254	 7.315341702	 6.8	 303.6764706	 10	 222.1497149	
G4-4	 2741	 0.005838971	 254	 9.710097629	 7.5	 365.4666667	 10	 354.8717013	
G4-5	 1554	 0.003310384	 254	 5.505104603	 4.4	 353.1818182	 10	 194.4302853	
G5-1	 1791	 0.003815249	 254	 6.344686192	 7.2	 247.984623	 9	 174.8205126	
G5-2	 2087	 0.004445798	 254	 7.393277545	 7.6	 274.6052632	 10	 203.0232926	
G5-3	 2111	 0.004496924	 254	 7.478298466	 6.2	 340.483871	 10	 254.624001	
G5-4	 2172	 0.004626868	 254	 7.694393305	 8.4	 258.5714286	 10	 198.9550269	
G5-5	 1900	 0.004047445	 254	 6.730822873	 6.8	 279.4117647	 10	 188.0671097	
G5-6	 2048	 0.004362719	 254	 7.25511855	 6.9	 297.2903178	 9	 239.6529444	
G6-1	 441	 0.000939433	 254	 1.562259414	 8.5	 51.88235294	 10	 8.105369431	
G6-2	 579	 0.001233405	 254	 2.051129707	 6.3	 91.9047619	 10	 18.85085874	
G6-3	 153	 0.000325926	 254	 0.542008368	 7.0	 21.85714286	 8	 1.480844292	
G6-4	 655	 0.001395303	 254	 2.320362622	 9.2	 71.19565217	 10	 16.51997302	
G6-5	 644	 0.001371871	 254	 2.2813947	 7.5	 85.86666667	 10	 19.58957583	
G6-6	 539	 0.001148196	 254	 1.909428173	 7.7	 70.30434477	 12	 11.18675805	
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Annex III: English Version Quantitative 
Instrument 
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Annex IV: Kiswahili Version Quantitative Instrument
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Annex V: Semi-Directed Qualitative 
Instrument 
 

USHINDI Qualitative Key Informant Interview 
 
Notes for the Interviewer: 

• At all times you must remain non-judgmental 
• Do not offer any of your own opinions 
• Do not agree or disagree with statements in the discussion 
• There are no right or wrong answers 
• Do not put words in participants’ mouths 
• No names should be used 
• When speaking to the respondent, we are talking about his or her experiences and opinions and 

what they believe is the prevailing community opinion 
• Be sure to write everything down just as the person says it. Do not edit or interpret what they are 

saying 
 

Introduction: 
Hello and thank you very much for talking with me. We are interested in learning more about how women and 
men who suffered sexual violence have been able to find services in your community. In addition, we are 
interested in barriers that might make this care difficult. We hope that your answers to these questions will inform 
and help improve the programmatic interventions for survivors. You will not receive any money for being here and 
your participation will in no way affect your position or affect the services anyone receives in the community. We 
will also ask questions about what you personally thinks puts people at risk for sexual violence and what may be 
the reasons sexual violence happens in your community. 
 
Everything you say here is completely confidential. We will not use your name or tell anyone you talked with us. 
You are free to leave at any time or skip questions. You will not be asked to share your personal information or 
history. Instead, we are interested in your opinions, experiences and views about the services for women who 
have survived sexual violence. We will be interviewing others; please do not discuss what was said here once you 
leave. This discussion should take about 30 minutes. Thank you again for your time. You are free not to participate 
or withdraw at any time during the survey without fear of any repercussions.  
 

1. Consent to Interview:  Yes  No 
2. Date:   (MM/DD/YY) 
3. Data collector name: 
4. Health Zone:   
5. Health Area:  
6. Village: 
7. Age of respondent:      Years 
8. Sex: 
9. Education (highest level finished):   
10. Ethnic Group: 
11. Why do you think sexual violence happens? (Probe: rape myths, “inappropriate dress”, alcohol, drugs 

etc…) 
12. What do you think are the best ways to prevent sexual violence in your community?  
13. In your opinion, who is a most risk for sexual violence?  
14. Do you think the rates have increased, decreased or remained the same?  
15. Are there traditional practices that you think may put people at risk for SGBV? (Probe circumcision, AIDS 

myths, rape myths etc…)  
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16. Do you think the balance of power among men and women plays a role so that women are more or less 
at risk (Probe: same for men). Please give examples of these imbalances 

17. For young girls/boys, what are the greatest risks?  
18. What do you think should happen to those who commit sexual violence?  
19. How do you think traditional leaders/healers should address the problem of SGBV?  
20. What do you think I should know about SGBV in your community? 
21. Do you personally think that SGBV is a problem in your community?   
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Annex VI: List of Key Informant 
Interviews  

 
Key Informant Location 

Katana Health Zone 
1. Chief, Maroc-Muhala 
Norbert Muhingo 

Chirunga HA 
Maroc-Muhala Village 

2. Traditional Birth Attendant Chirunga HA 
Maroc-Muhala Village 

3. Chief, Chishoke I Birvava HA, Chishoke I village 
4. 23 year old female community member Birvava HA, Chishoke I village 
5. 56 year old female community member; Chief’s wife  Birvava HA, Chishoke I village 
6. Chief Chishoke II Birvava HA, Chishoke II village 
7. Territorial Chief of Mabingu  Mabingu HA 
8. 67 year old community female Mabingu HA, Kangoko village 
9. 17 year old community female Mabingu HA, Kangoko village 
10. 25 year community female Mabingu HA, Kangoko village 
11. 28 year old community male  Ihimbi HA, Kasongolere village 

 
12.17 year old community female  Ihimbi HA, Kasongolere village 
13. Sister Enjeanie Chirunga HA, Katana Center Parish 
14. Witch Doctor (female) Kabushwa HA 

Walikale Health Zone 
15. Chief, Mabanda Sacre Coeur HA, Mabanda village 
16. Chief, Boboro Bilobilo HA, Boboro village 
17. 18 year old community female Bilobilo HA, Boboro village 
18. 50 year old community female Bilobilo HA, Boboro village 
19. 21 year old community female Bilobilo HA, Boboro village 
20. Community men (12) ages 30-57 years old Bilobilo HA, Indjiki village 
21. 18 year old community male Bilobilo HA, Indjiki village 
22. 105 year old community male Bilobilo HA, Indjiki village 
23. Chief, Mubi II Bilobilo HA, Mubi II village 
25. Community men (7) ages 27-61 years old Bilobilo HA, Mubi Kopa village 
26. Chief, Osakari Elbia HA, Osakari village 
27. Community men (6) ages 35-66 years old Elbia HA, Osakari village 
28. 29 year old community woman (survivor) Elbia HA, Osakari village 
29. 72 year old community couple Elbia HA, Osakari village 
30. 28 year old community female Elbia HA, Wenga II village 
31. Chief, Shemakongolo Elbia HA, Shemakongolo village 
32. Chief, Kasima Centre (female) Sacre Coeur HA, Kasima Centre village 

Karisimbi Health Zone 
33. 18 year old community female Murara HA, Mukosasenge Ave 
34. Avenue Chief Murara HA, Tshela Ave 
35. Avenue Chief Kasika HA, Bahizi Ave 
36. 17 year old community female Kasika HA, Bahizi Ave 
37. Avenue Chief Kasika HA, Mikundi Ave 
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Annex VII: Complete Data Tables118 
Table 1. Weighted population characteristics for 578 women respondents and 322 men respondents  
 Female Male  
  
Characteristic 

 
Respondents With 

Characteristic/ 
Total Respondents to 

Question 

 
Weighted %d (95% CI) 

 
Respondents With 

Characteristic/ 
Total Respondents to 

Question 

 
Weighted % d  

(95% CI) 

 
p-value, adjusted 

Wald test of 
association 

Mean age in years 574 35.3 (31.99 - 38.6) 322 41.5 (39.1 - 44.0) 0.0208 
Mean time residing in current location in years 562 15.7 (13.1 - 18.3) 309 19.9 (13.5 - 26.4) 0.0354 
Mean household size 576 7.3 (6.3 - 8.3) 322 7.2 (6.5 - 7.9) 0.2859 
Mean no. of household members under 18 574 3.7 (3.0 - 4.4) 317 3.5 (2.5 - 4.6) 0.3039 
Marital Status      
Married 395/576 70.3 (62.0 - 78.5) 252/319 81.1 (71.3 - 90.9) 0.0464 
Never married 62/576 8.0 (5.6 - 10.4) 46/319 16.1 (5.0 - 27.3) 0.1083 
Widowed 47/576 10.5 (3.1 - 17.8) 4/319 0.1 (0.0 - 0.1) <0.0001 
Divorced or separated 27/576 6.9 (0.0 - 14.6) 6/319 0.7 (0.0 - 1.7) 0.0163 
Living with partner/unmarried 29/576 3.0 (0.0 - 6.2) 4/319 1.7 (0.0 - 4.8) 0.5517 
Spouse missing 14/576 0.4 (0.0 - 0.7) 5/319 0.2 (0.0 - 0.4) 0.3005 
Other 4/576 0.9 (0.0 - 2.5) 2/319 0.1 (0.0 - 0.2) 0.0191 
Ethnic group      
Batwa 210/574 23.6 (7.0 - 40.1) 206/322 20.9 (7.2 - 34.6) 0.6325 
Nande 66/574 23.5 (3.2 - 43.9) 32/322 19.5 (1.3 - 37.7) 0.2941 
Lega 45/574 10.8 (4.3 - 17.4) 23/322 5.7 (2.1 - 9.3) 0.0083 
Holoholo 89/574 10.5 (0.0 - 23.1) 66/322 21.5 (6.9 - 36.0) 0.1554 
Kongo 55/574 7.9 (2.6 - 13.2) 27/322 5.8 (3.5 - 11.3) 0.6024 
Balega 19/574 4.5 (0.0 - 9.9) 14/322 3.8 (0.3 - 7.2) 0.8465 
Hutu 13/574 3.4 (0.3 - 6.5) 9/322 8.0 (0.0 - 19.6) 0.4197 
Othera 77/574 15.7 (10.3 - 21.2) 45/322 14.8 (4.8 - 24.9) 0.9000 
Religion      
Christian 526/564 97.3 (95.4 - 99.3) 291/316 92.1 (81.8 - 100.0) 0.0882 
Muslim 27/564 2.0 (0.5 - 3.5) 17/316 4.8 (0.0 - 10.8) 0.1018 
Otherb 14/564 0.7 (0.0 - 1.4) 8/316 3.1 (0.0 - 7.7) 0.0779 
Household owns land 390/572 71.0 (66.4 - 75.7) 249/317 68.2 (58.9 - 77.4) 0.4882 
Occupation      
Farmer/Herder 235/576 20.5 (6.0 - 35.0) 143/317 31.5 (10.7 - 52.2) 0.1519 
Housewife 57/576 16.1 (11.1 - 21.2) 11/317 2.7 (0.0 - 6.2) 0.0152 
Small Business 125/576 28.3 (22.6 - 34.0) 21/317 5.2 (1.7 - 8.7) <0.0001 
Not working 81/576 18.9 (13.1 - 24.7) 27/317 10.1 (5.5 - 14.7) 0.0553 
Student 15/576 2.2 (0.6 - 3.8) 16/317 8.4 (0.0 - 19.7) 0.0180 
Otherc 63/576 14.0 (10.0 - 18.0) 99/317 42.1 (27.4 - 56.9) <0.0001 
Literacyd 349/576 69.0 (59.1 – 78.8) 271/319 88.9 (80.7 – 97.1) 0.0969 
Can add/subtract numbers 528/576 95.9 (91.7 – 100.0) 308/319 98.2 (96.2 – 100.0) 0.0485 
Highest level of education       
Primary 190/575 25.8 (15.3 - 36.3) 80/319 20.3 (7.2 - 33.3) 0.1547 
Secondary 192/575 45.6 (30.4 - 60.7) 156/319 49.7 (40.0 - 59.3) 0.6910 
University 38/575 7.3 (2.4 - 12.2) 48/319 21.3 (8.1 - 34.6) 0.0099 

                                                
118 Data logs and the complete database are available through IMA. 
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None 155/575 21.4 (13.6 - 29.1) 35/319 8.8 (1.1 - 16.5) 0.1099 
Received job training/completed certificate program 144/565 30.9 (26.7 – 35.1) 124/317 44.2 (33.9 – 54.6) 0.0083 
Found training useful 90/131 69.7 (53.2 – 86.1) 86/118 88.4 (77.5 – 99.2) 0.1392 
Survey results are representative of the population defined in Table 1, in July 2016. aBreakdown of “Other” ethnicity responses: Baluba (6), Luba (6), Tutsi (3), Mongo (2), Mangbetu (1), 104 respondents were of different or mixed Bantu tribes. 
bBreakdown of “Other” religion responses: Animist/local beliefs (4), 18 respondents indicated a different religion. cBreakdown of “Other” occupation responses: Driver (15), Professional (13), Government worker (12), Clerical (12), Security Officer 
(6), Retired (4), Military (1),  99 respondents performed miscellaneous work. dLiteracy is defined as self-reported reading and writing with some or no difficulty. All statistics are weighted percentages unless otherwise noted. Denominators are the 
sum of the survey weights for the respondents with the characteristic; number of respondents is given in the first column (as n=XX). 

Table 2. Weighted population characteristics for 216 women respondents and 104 men respondents in Karismbi Health Zone 
 Female Male  
  
Characteristic 

 
Respondents With 

Characteristic/ 
Total Respondents to 

Question 

 
Weighted %d (95% 

CI) 

 
Respondents With 

Characteristic/ 
Total Respondents to 

Question 

 
Weighted % d (95% 

CI) 

 
p-value, adjusted 

Wald test of 
association 

Mean age in years 216 31.8 (30.2 - 33.5) 104 40.6 (38.7 - 42.5) 0.0858 
Mean time residing in current location in years 213 16.2 (13.2 - 19.1) 103 22.1 (17.7 - 26.5) 0.1002 
Mean household size 216 6.6 (5.9 - 7.2) 104 6.8 (5.9 - 7.6) 0.1618 
Mean no. of household members under 18 216 3.3 (2.8 - 3.7) 104 2.8 (1.5 - 4.1) 0.3415 
Marital Status      
Married 163/216 71.5 (52.7 - 80.4) 73/104 75.9 (60.4 - 91.4) 0.4105 
Divorced or separated 7/216 9.2 (0.0 - 19.1) 3/104 0.3 (0.0 - 0.8) 0.0070 
Never married 23/216 7.9 (5.0 - 10.8) 25/104 23.5 (7.3 - 4.0) 0.0606 
Widowed 17/216 7.8 (4.6 - 10.9) 1/104 0.0 (0.0 - 0.2) 0.0002 
Living with partner/unmarried 5/216 3.5 (0.0 - 8.3) 2/104 0.4 (0.0 - 1.1) 0.0016 
Spouse missing 1/216 0.1 (0.0 - 4.6) 0/104 - - 
Ethnic group      
Nande 63/215 34.9 (11.8 - 58.0) 30/104 38.4 (17.2 - 59.8) 0.5456 
Batwa 36/215 12.0 (0.0 - 27.1) 14/104 5.9 (0.0 - 12.1) 0.1839 
Kongo 15/215 9.9 (2.9 - 16.9) 4/104 2.9 (0.0 - 7.0) 0.1047 
Lega 16/215 9.6 (6.6 - 12.6) 12/104 6.8 (2.8 - 10.8) 0.3528 
Balega 17/215 6.5 (0.0 - 15.0) 10/104 7.1 (0.0 - 14.8) 0.9266 
Hutu 12/215 5.0 (0.1 - 9.9) 8/104 15.9 (0.0 - 32.6) 0.2646 
Holoholo 5/215 0.6 (0.0 - 1.3) 6/104 11.2 (0.0 - 26.1) 0.0003 
Othera 51/215 21.4 (14.1 - 28.8) 20/104 11.8 (1.3 - 22.3) 0.3121 
Religion      
Christian 198/212 97.7 (95.7 -100.0) 87/101 86.6 (65.1 - 100.0) 0.0454 
Muslim 13/212 1.9 (0.0 - 4.0) 12/101 9.1 (0.0 - 22.1) 0.0220 
Otherb 2/212 0.4 (0.0 - 1.1) 2/101 4.3 (0.0 - 13.4) 0.0890 
Household owns land 129/214 67.5 (61.3 - 73.7) 73/104 66.4 (57.8 - 75.1) 0.7789 
Occupation      
Small Business 71/216 34.6 (30.2 - 38.9) 12/104 8.6 (1.9 - 15.4) 0.0082 
Not working 55/216 24.9 (21.2 - 28.6) 17/104 11.4 (4.9 - 17.9) 0.0320 
Housewife 32/216 19.5 (15.1 - 23.8) 3/104 0.5 (0.0 - 1.6) 0.0019 
Student 8/216 2.9 (0.7 - 5.0) 13/104 16.2 (0.6 - 31.7) 0.0082 
Farmer/Herder 5/216 0.6 (0.0 - 1.9) 5/104 8.8 (0.0 - 21.6) 0.0301 
Otherc 45/216 17.5 (14.2 - 20.9) 54/104 54.5 (42.6 - 66.4) 0.0003 
Highest level of education       
Primary 55/216 21.4 (10.6 - 32.1) 15/104 14.2 (0.0 - 32.2) 0.3652 
Secondary 107/216 58.3 (46.7 - 69.8) 52/104 44.1 (38.1  - 50.0) 0.0278 
University 30/216 8.8 (1.8 - 15.8) 34/104 31.1 (24.9 - 37.3) 0.0121 
None 24/216 11.6 (6.7 - 16.4) 3/104 10.6 (0.5 - 20.7) 0.8740 
Survey results are representative of the population defined in Table 1, in July 2016. aBreakdown of “Other” ethnicity responses: Baluba (6), Luba (6), Tutsi (3), Mongo (1), Mangbetu (1), 54 respondents were of different or mixed Bantu tribes. 
bBreakdown of “Other” religion responses: Animist/local beliefs (2), 2 respondents indicated a different religion. cBreakdown of “Other” occupation responses: Professional (9), Driver (9), Government worker (6), Security Officer (3), Military (1), 
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Retired (4), 57 respondents performed miscellaneous 
work. dAll statistics are weighted percentages unless otherwise noted. Denominators are the sum of the survey weights for the respondents with the characteristic; number of respondents is 
given in the first column (as n=XX). 

 
Table 3. Weighted population characteristics for 186 women respondents and 92 men respondents in Katana Health Zone 
 Female Male  

  
Characteristic 

Respondents With 
Characteristic/ 

Total Respondents to 
Question 

 
Weighted %e (95% CI) 

Respondents With 
Characteristic/ 

Total Respondents to 
Question 

 
Weighted %e  

(95% CI) 

 
p-value, adjusted 

Wald test of 
association 

Mean age in years 183 33.0 (31.7 - 34.2) 92 40.8 (31.0 - 50.7) 0.2090 
Mean time residing in current location in years 179 19.5 (17.0 - 22.0) 86 36.2 (26.6 - 45.9) 0.1197 
Mean household size 184 7.7 (7.5 - 7.9) 92 6.9 (6.1 - 7.6) 0.2873 
Mean no. of household members under 18 182 3.9 (3.8 - 4.1) 87 3.6 (3.3 - 3.9) 0.0629 
Marital Status      

Married 132/186 73.4 (66.4 - 80.4) 79/91 94.6 (90.1 - 99.1) 0.0202 
Never married 19/186 11.8 (7.1 - 16.4) 5/91 1.3 (0.0 - 2.6) 0.0020 
Widowed 12/186 6.0 (0.8 - 11.3) 2/91 0.1 (0.0 - 0.3) 0.0007 
Divorced or separated 12/186 2.2 (0.5 - 4.0) 1/91 2.9 (0.0 - 8.1) 0.7761 
Othera 11/186 6.5 (0.0 - 15.1) 4/91 1.1 (0.0 - 3.1) 0.1612 

Ethnic group      
Batwa 170/184 92.8 (86.8 - 98.7) 84/92 88.9 (70.9 - 100.0) 0.3906 
Lega 5/184 1.4 (0.0 - 3.5) 3/92 2.0 (0.0 - 4.4) 0.5367 
Otherb 9/184 5.8 (1.8 - 9.9) 5/92 9.1 (0.0  25.1) 0.4923 

Religion      
Christian 176/185 96.0 (93.7 - 98.3) 87/91 95.1 (88.1 - 100.0) 0.7747 
Otherc 10/185 4.0 (1.7 - 6.4) 4/91 4.9 (0.0 - 11.9) 0.7786 

Household owns land 130/186 81.3 (69.2 - 93.4) 75/92 83.9 (79.9 - 87.9) 0.7403 
Occupation      

Farmer/Herder 105/185 48.0 (31.9 - 64.1) 50/89 44.9 (34.8 - 55.1) 0.6775 
Small Business 35/185 24.6 (17.0 - 32.3) 5/89 4.0 (0.0 - 9.9) 0.0424 
Not working 14/185 10.1 (2.3 - 17.9) 6/89 4.7 (0.0 - 12.4) 0.5455 
Housewife 15/185 4.8 (0.0 - 9.7) 5/89 4.7 (0.0 - 11.1) 0.9675 
Otherd 16/185 12.4 (0.0 - 28.9) 23/89 41.7 (22.5 - 60.9) 0.0065 

Highest level of education       
Primary 56/184 26.8 (9.7 - 44.0) 30/90 29.7 (23.4 - 36.0) 0.7063 
Secondary 27/184 25.3 (2.5 - 48.1) 31/90 47.2 (13.8 - 80.6) 0.1420 
University 5/184 1.6 (0.0 - 4.2) 3/90 3.2 (0.0 - 8.5) 0.6069 
None 96/184 46.3 (39.7 - 52.9) 26/90 29.9 (0.0 - 44.3) 0.1526 

Survey results are representative of the population defined in Table 1, in June 2016. aBreakdown of “Other” marital status responses: Husband missing (5), Wife missing (1), Living with partner (3), 6 with miscellaneous classifications of marital 
status  bBreakdown of “Other” ethnicity responses: Holoholo (1), Nande (1) and 12 respondents were of different or mixed Bantu tribes eBreakdown of “Other” religion responses: Muslim (2), Animist/local beliefs (1), 11 belonging to various other 
religions   dBreakdown of “Other” occupation responses: Student (5), Driver (4), Government worker (1), Security Officer (1), 28 respondents performed miscellaneous work. eAll statistics are weighted percentages unless otherwise noted. 
Denominators are the sum of the survey weights for the respondents with the characteristic; number of respondents is given in the first column (as n=XX). 
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Table 4. Weighted population characteristics for 176 women respondents and 126 men respondents in Walikale Health Zone 
 Female Male  
 
Characteristic  

Respondents With 
Characteristic/ 

Total Respondents to 
Question 

 
Weighted %d (95% CI) 

Respondents With 
Characteristic/ 

Total Respondents to 
Question 

 
Weighted %d (95% 

CI) 

 
p-value, adjusted 

Wald test of 
association 

Mean age in years 175 41.9 (33.2 - 50.6) 126 41.0 (36.6 - 45.5) 0.1210 
Mean time residing in current location in years 170 8.9 (2.4 - 15.5) 120 9.5 (6.0 - 12.9) 0.0124 
Mean household size 176 10.0 (7.9 - 12.1) 126 7.9 (7.1 - 8.7) 0.0400 
Mean no. of household members under 18 176 5.4 (3.1 - 7.6) 126 4.5 (3.8 - 5.3) 0.2660 
Marital Status      

Married 100/176 61.8 (26.2 - 97.3) 100/124 82.4 (81.3 - 83.6) 0.2176 
Widowed 18/176 26.5 (0.0 - 63.6) 1/124 0.0 (0.0 - 0.1) <0.0001 
Never married 20/176 4.5 (0.1 - 9.0) 16/124 12.4 (3.0 - 21.9) 0.0111 
Living with partner/unmarried 21/176 3.7 (0.1 - 7.4) 2/124 4.6 (0.0 - 14.1) 0.8369 
Divorced or separated 8/176 2.5 (0.3 - 4.6) 2/124 0.3 (0.0 - 9.5) 0.0472 
Spouse missing 9/176 1.1 (0.0 - 2.2) 3/124 0.2 (0.1 - 0.4) 0.0963 

Ethnic group      
Holoholo 83/175 61.0 (19.7 - 100.0) 60/126 47.2 (22.3 - 72.1) 0.6979 
Lega 24/175 25.8 (0.0 - 6.2) 8/126 5.9 (0.0 - 14.7) 0.0001 
Kongo 40/175 7.6 (0.0 - 21.1) 23/126 13.0 (3.7 - 22.2) 0.5343 
Batwa 4/175 0.6 (0.0 - 1.8) 8/126 10.8 (5.4 - 16.3) 0.0287 
Othera 24/175 4.7 (1.8 - 7.6) 27/126 23.4 (6.8 - 40.1) 0.0470 

Religion      
Christian 152/167 97.4 (94.2 - 100.0) 117/124 98.9 (96.6 - 100.0) 0.1236 
Muslim 12/167 2.3 (0.0 - 5.4) 5/124 0.8 (0.0 - 2.7) 0.1599 
Otherb 4/167 0.2 (0.0 - 0.7) 2/124 0.3 (0.0 - 1.0) 0.7909 

Household owns land 131/172 75.2 (66.5 - 84.0) 101/121 63.1 (44.2 - 82.0) 0.0577 
Occupation      

Farmer/Herder 125/175 75.4 (59.3 - 91.6) 88/124 60.5 (43.9 - 77.0) 0.4604 
Housewife 10/175 13.9 (0.0 - 30.7) 3/124 5.1 (0.0 - 15.7) 0.5579 
Small Business 19/175 6.1 (0.0 - 14.5) 4/124 0.4 (0.0 - 0.9) <0.0001 
Not working 12/175 2.5 (0.0 - 5.1) 4/124 10.7 (1.9 - 19.6) 0.0868 
Otherc 9/175 2.1 (1.5 - 2.7) 25/124 23.4 (8.9 - 37.9) 0.0010 

Highest level of education       
Primary 79/175 43.2 (17.8 - 68.6) 35/125 25.1 (8.7 - 41.5) 0.0019 
Secondary 58/175 13.3 (1.2 - 25.5) 73/125 59.0 (44.4 - 73.6) 0.0216 
University 3/175 6.6 (0.0 - 14.8) 11/125 14.8 (0.0 - 43.7) 0.1479 
None 35/175 36.9 (22.1 - 52.7) 6/125 1.1 (0.0 - 3.0) 0.0002 

Survey results are representative of the population defined in Table 1, in July 2016. aBreakdown of “Other” ethnicity responses: Balega (6), Hutu (2), Mongo (1), Nande (4), 38 respondents were of different or mixed Bantu tribes. bBreakdown of 
“Other” religion responses: Bahai (3), Animist/local beliefs (1), 2 respondents indicated a different religion. cBreakdown of “Other” occupation responses: Government worker (5), Student (5), Professional (4), Driver (2), Security Officer (2), Clerical 
(2), 14 respondents performed miscellaneous 
work. dAll statistics are weighted percentages unless otherwise noted. Denominators are the sum of the survey weights for the respondents with the characteristic; number of respondents is 
given in the first column (as n=XX). 
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Table 5. Weighted SGBV Means and Rates, by Gender, for 900 Respondents. 
 Female Male  
 
Characteristic 

Respondents With 
Characteristic/ Total 

Respondents to Question 

 
Weighted %a (95% CI) 

Respondents With 
Characteristic/ Total 

Respondents to Question 

 
Weighted %a (95% 

CI) 

p-value, adjusted 
Wald test of 

association 

Total respondents n= 578 n=322  
Reported SGBVb  242/578 31.6 (23.3 – 39.8) 123/322 32.9 (17.7 – 48.2) 0.8841 

Reported IPVc      
Reported Lifetime Physical IPV  171/574  22.6 (17.3 – 27.9) 80/321 25.0 (8.8 – 41.3)  0.8115 
Reported IPV in the Last Year 93/573 12.0 (3.3 – 20.8) 38/322 12.9 (5.4 – 20.4) 0.8810 
Reported Sexual IPV   35/89 58.1 (36.9 – 79.2) 5/28 18.9 (0.0 – 52.1) 0.1316 

Reported SVd       
Reported Lifetime SV  87/569 11.8 (7.4 – 16.2) 27/313 3.1 (0.0 – 6.3) 0.0323 
Reported SV in the Last Year 52/569 5.3 (1.9 – 8.8) 18/313 6.1 (0.0 – 12.2) 0.8155 
Reported Conflict-Related SV  28/89 12.7 (2.6 – 22.9) 18/28 68.1 (31.3 – 100.0) 0.0087 

Perpetrated by men only  24/27 91.9 (78.8 – 100.0) 15/16 97.5 (90.9 – 100.0) 0.4722 
Perpetrated by women only  3/27 8.1 (0.0 – 21.2) 0/16 -  -  
Perpetrated by mixed gender group 0/27 -  1/16 2.5 (0.0 – 9.1) -  

Reported Community-based SV  62/89 87.4 (77.2 – 97.5) 10/28 31.9 (0.0 – 68.7) 0.0086 
Perpetrated by men onlye  58/61 94.6 (87.5 – 100.0) 5/9 81.9 (48.2 – 100.0) 0.2000 
Perpetrated by women only  3/61 5.4 (0.0 – 12.4) 5/9 79.7 (37.6 – 100.0) 0.0002 

Reported SV Type      
     Rape (vaginal, object, unspecified) 52/89 48.9 (25.9 – 71.9) 4/28 1.3 (0.0 – 3.8) <0.0001 

Forced to Undress 21/89 25.7 (3.5 – 47.9) 9/28 64.1 (22.6 – 100.0) 0.1649 
Forced Marriage 6/89 5.9 (0.0 – 12.1) 0/28 - - 
Molestation 5/89 4.2 (0.0 – 12.1) 2/28 8.6 (0.0 – 24.1) 0.5333 
Forced prostitution 5/89 3.9 (0.0 – 9.8) 2/28 17.2 (0.0 – 50.5) 0.2788 
Abduction 3/89 0.4 (0.0 – 1.0) 5/28 18.7 (0.0 – 51.5) 0.0002 
Other f 17/89 28.4 (6.3 – 50.4) 7/28 7.3 (0.0 – 18.2) 0.1207 

Characteristics of male SV perpetrators   n = 81  n = 21  
Immediate family member  35/77 64.9 (46.7 – 83.2) 3/18 26.4 (0.0 – 66.7) 0.1483 
Extended family member/ community member 12/77 13.8 (0.7 – 27.0) 0/18 -  - 
Non-combatant stranger 8/77 9.4 (0.0 – 19.9) 1/18 0.4 (0.0 – 1.3) 0.0058 
Combatant  22/77 11.9 (0.7 – 23.2) 14/18 73.2 (32.6 – 100.0) 0.0147 

Most frequent perpetrators:      
Mai-Mai 9/22 37.0 (8.7 – 65.3) 7/14 92.1 (73.9 – 100.0) 0.0133 
Interahamwe 5/22 28.5 (0.0 – 78.9) 4/14 6.5 (0.0 – 22.8) 0.1122 
FDLRf  2/22 15.4 (0.0 – 31.6) 2/14 0.9 (0.0 – 3.3) 0.0387 

Characteristics of female SV perpetrators  n = 6  n = 6  
Immediate family member 1/6 1.1 (0.0 – 6.3) 4/6 77.4 (32.1 – 100.0) 0.0003 
Extended family member/ community member 1/6 29.5 (0.0 – 89.9) 1/6 16.0 (0.0 – 54.2) 0.5491 
Non-combatant stranger  1/6 50.9 (0.0 – 100.0) 0/6 -  - 
Combatant  3/6 17.9 (0.0 – 40.1) 1/6 6.6 (0.0 – 23.3) 0.4887 

Most frequent male perpetrators:      
FDLR 2/3 61.1 (0.0 – 100.0) 0/1 - - 
Interahamwe 0/3 -  1/1 -  - 

Reported Consequences of SV      
Bleeding 32/89 27.1 (10.0 – 44.2) 2/28 3.6 (0.2 – 6.9) 0.0007 
Pregnancy 18/89 16.6 (5.5 – 27.8) 1/28 4.1 (0.0 – 13.4) 0.2760 
Anxiety  11/89 10.1 (1.9 – 18.4) 7/28 11.9 (0.0 – 28.5) 0.8280 
Reproductive Complications 9/89 8.8 (1.4 – 16.2) 2/28 23.6 (0.0 – 60.1) 0.3445 
Beaten  20/89 7.7 (1.9 – 13.5) 6/28 5.5 (0.0 – 13.1) 0.6324 
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Torn  8/89 5.5 (0.0 – 11.1) 0/28 -  -  
Miscarriage  6/89 5.4 (0.0 – 12.0) 0/28 - - 
Bruised  11/89 4.0 (1.4 – 6.6) 8/28 54.2 (2.2 – 100.0) 0.0050 
Otherg 9/89 20.0 (0.0 – 42.8) 4/28 4.7 (2.1 – 7.2) 0.0378 

Source: Study Database. Survey results are representative of the July 2016 adult household-based population in Eastern DRC as defined in Auxiliary Table 1.  aAll statistics are weighted percentages unless otherwise noted. Denominators are the 
sum of the survey weights for the respondents in the subpopulation. Note that because denominators refer to the number of respondents that reported having experienced the abuse type, not the number of abuses, percentages in the table may 
sum to greater than 100 percent. bGBV=Gender Based Violence=physical IPV, sexual IPV, and conflict-related and community-based sexual violence. Conflict-related sexual violence is defined as sexual violence perpetrated by a combatant as 
identified by the victim.  cIPV=Intimate Personal Violence=any violence that is physical, psychological, and/or sexual committed by a spouse/partner.  dSV=Sexual Gender-Based Violence=the sexual violence described for GBV. eOf the 9 males who 
reported an incident of community-based sexual violence, one man reported two separate incidents – one of which was perpetuated by a male and the other by a female. . eBreakdown of “Other” sexual violence types: Forced to perform act with 
another civilian (3), Sexual slavery (1), 20 other miscellaneous acts. fFDLR=Democratic Forces for the Liberation of Rwanda.  . 6Breakdown of “Other” reported consequences of sexual violence: Fear of STI/AIDS (4), STD (3), Physical disability not 
reproductive (2), Depression (1) and 4 other acts.  

 
Table 6. Weighted SGBV and mental health means and rates by health zone 
 
 Karisimbi Katana Walikale  
 
Characteristic 

Respondents 
With 

Characteristic/ 
Total 

Respondents to 
Question 

 
Weighted %a (95% 

CI) 

Respondents 
With 

Characteristic/ 
Total 

Respondents to 
Question 

 
Weighted %a (95% CI) 

Respondents 
With 

Characteristic/ 
Total 

Respondents to 
Question 

 
Weighted %a (95% 

CI) 

p-value, 
adjusted Wald 

test of 
association 

Total respondents n= 320  n=278 n=302  
Respondent violence        
        
SGBV (adult, All Zones)  365/900 32.1 (24.7 – 39.4)    
SGBV (adult) 103/320 28.7 (18.9 – 38.4) 120/278 39.1 (31.3 – 46.9) 142/302 36.1 (32.8 – 39.5) 0.1621 
SGBV (child, All Zones)   605/900 61.0 (51.1 – 71.0)    
SGBV (child) 232/320 69.3 (56.1 – 82.6) 185/278 51.9 (26.1 – 77.8) 188/302 45.4 (31.2 – 59.7) 0.1036 
Sexual Violence         

Lifetime 26/315 8.3 (7.5 – 9.0) 33/265 8.5 (0.8 – 16.2) 55/302 9.2 (0.0 – 21.0) 0.9625 
Last year 14/315 3.7 (0.0 – 7.3) 20/265 5.5 (0.6 – 10.4) 36/302 10.9 (9.1 – 12.7) 0.0702 
All reported SV 49/320 14.0 (8.2 – 19.8) 47/278 14.7 (9.1 – 20.3) 77/302 19.1 (8.3 – 30.0) 0.5435 
Child Sexual violence 22/320 7.7 (4.7 – 10.7) 35/278 10.5 (3.8 – 17.2) 46/302 20.5 (18.0 – 23.0) 0.0013 
Fear sexual violence from armed groups 301/319 92.9 (87.8 – 98.1) 259/277 88.3 (80.2 – 96.4) 302/302 100.0 (100.0 – 100.0) 0.1971 
Fear sexual violence from community 
members 

207/320 56.2 (23.9 – 88.6) 241/277 73.8 (65.8 – 81.7) 277/302 98.3 (95.8 – 100.0) 0.0056 

Interpersonal Violence        
Lifetime 64/319 19.3 (15.6 – 22.9) 88/277 30.4 (26.6 – 34.2) 99/299 29.9 (22.9 – 37.0) 0.0029 
Last year 33/319 9.8 (0.9 – 18.7) 50/275 18.1 (10.6 – 25.6) 48/298 15.0 (11.4 – 18.6) 0.3092 
All reported IPV 75/320 22.9 (16.7 – 29.0) 98/278 32.6 (26.5 – 38.7) 110/302 30.7 (23.1 – 38.3) 0.0826 

        
Household reported Self 
Trafficking (All Zones) 

  128/900 11.9 (8.0 – 15.7)    

Household reported Self Trafficking  36/320 11.1 (6.5 – 15.8) 44/278 13.0 (9.0 – 16.9) 48/302 16.2 (8.9 – 23.5) 0.4518 
Forced to work in bar/bistro 9/36 50.1 (19.4 – 80.9) 4/44 16.5 (0.0 – 36.7) 2/47 0.4 (0.0 – 1.3) 0.0038 
Forced indebtedness 16/36 30.7 (10.3 – 51.1) 14/44 38.1 (9.0 – 67.3) 28/48 53.2 (31.5 – 75.0) 0.2809 
Forced domestic help 10/36 19.6 (3.9 – 35.3) 7/44 35.3 (0.0 – 71.7) 0/48 - - 
Forced marriage 7/36 18.8 (0.0 – 40.3) 4/44 12.5 (0.0 – 27.6) 6/47 14.6 (1.5 – 27.7) 0.8149 
Forced pimping 3/36 14.7 (0.0 – 41.5) 2/44 2.1 (0.0 – 5.5) 1/48 0.5 (0.0 – 1.5) 0.1181 

          Held against will 5/36 10.9 (0.0 – 22.7) 19/44 48.3 (22.4 – 74.1) 9/46 25.4 (6.3 – 44.6) 0.0051 
Forced to work in a field 4/36 7.9 (1.9 – 14.0) 8/44 8.9 (0.4 – 17.4) 4/47 5.3 (0.0 – 12.2) 0.6199 

     Survival sex 7/36  6/44 4.6 (0.0 – 11.5) 4/47 1.4 (0.0 – 3.4) 0.1134 
Forced to work in a mine 0/36 - 1/44 8.2 (0.0 – 21.8) 8/47 23.2 (0.0 – 52.4) 0.3386 
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Forced to carry goods from mine 0/36 -  7/44 44.1 (19.6 – 68.7) 9/47 23.7 (13.7 – 33.7) 0.0675 
Forced to be sexual servant 4/36 15.6 (0.0 – 34.0) 4/44 8.4 (0.0 – 1.7) 0/48 - - 
Forced to work in sex business 4/36 6.3 (1.5 – 11.2) 0/44 - 2/47 3.4 (0.0 – 8.9) 0.1786 

Household reported Child 
Trafficking (All Zones) 

  47/900 5.2 (3.6 – 6.7)    

Household reported Child Trafficking  23/320 5.8 (3.7 – 7.8) 15/278 2.8 (1.0 – 4.7) 9/302 5.2 (2.0 – 8.3) 0.1210 
     All reported Trafficking        

Forced to work in bar/bistro 11/23 48.9 (13.7 – 84.2) 1/15 3.4 (0.0 – 9.7) 1/9 0.1 (0.0 – 0.1) 0.0001 
Forced domestic help 12/23 33.8 (26.0 – 41.6) 4/15 65.2 (33.0 – 97.4) 0/9 - - 
Forced pimping 5/23 12.2 (0.0 – 30.1) 1/15 5.5 (0.0 – 15.6) 1/9 1.7 (0.0 – 4.9) 0.0245 

     Held against will 1/23 11.3 (0.0 – 28.2) 7/15 31.5 (0.0 – 78.0) 3/9 43.7 (2.9 – 84.5) 0.0089 
Forced to work in a field 2/23 8.2 (0.0 – 18.6) 3/15 18.3 (0.0 – 39.9) 0/9 - - 

     Forced indebtedness 3/23 4.3 (0.0 – 12.4) 3/15 24.9 (0.0 – 60.4) 4/9 54.4 (0.0 – 100.0) 0.5861 
Forced marriage 2/23 1.7 (0.0 – 4.6) 2/15 8.6 (0.0 – 20.8) 0/9 - - 
Forced to be sexual servant 1/23 0.1 (0.0 – 0.5) 3/15 9.7 (0.0 – 21.6) 0/9 -  -  
Forced to work in a mine 0/23 - 1/14 33.0 (0.0 – 85.6) 2/9 27.1 (0.0 – 79.1) - 
Forced to carry goods from mine 0/23 - 2/15 16.2 (0.0 – 47.6) 3/9 4.1 (0.0 – 8.9) -  
Forced to work in sex business 0/23 - 1/15 5.5 (0.0 – 15.6) 2/9 41.6 (0.0 – 100.0) - 

     Survival sex 0/23 - 3/15 1.9 (0.0 – 4.8) 1/9 1.7 (0.0 – 4.9) - 
        

Respondent Mental Health        
Depression/Anxiety 35/320 17.8 (9.5 – 26.1) 72/278 15.9 (7.5 – 24.3) 119/302 58.6 (36.1 – 81.1) 0.0009 
PTSD 
Suicidal Ideation 

40/320 
73/319 

14.1 (6.4 – 21.9) 
23.9 (6.5 – 41.2) 

67/278 
68/274 

16.1 (9.6 – 22.7) 
21.6 (13.6 – 29.5) 

108/302 
108/295 

49.9 (28.4 – 71.4) 
40.7 (35.6 – 45.8) 

0.0015 
0.1661 

Suicide attempt 
Household Suicide attempt 

37/313 
11/312 

17.4 (10.9 – 23.9) 
1.6 (1.1 – 2.0) 

62/276 
17/253 

23.9 (14.1 – 33.7) 
4.8 (0.1 – 9.4) 

48/300 
27/299 

11.7 (4.7 – 18.7) 
1.8 (0.0 – 4.0) 

0.2503 
0.1323 

Substance abuse 98/320 33.2 (29.3 – 37.0) 78/277 23.1 (11.6 – 34.5) 66/302 16.9 (8.8 – 25.0) 0.0201 
Survey results are representative of the population defined in Table 1, in July 2016.aAll statistics are weighted percentages unless otherwise noted. Denominators are the sum of the survey weights for the respondents with the characteristic; 
number of respondents is given in the first column (as n=XX). 

 
Table 7. Weighted trafficking means and rates, by gender, for 900 respondents. 
 Female  Male  
 
Characteristic 

 
Respondents With Characteristic/ 

Total Respondents to Question 

 
Weighted %a  (95% CI) 

Respondents With 
Characteristic/ Total 

Respondents to Question 

 
Weighted %a (95% 

CI) 

p-value, adjusted 
Wald test of 

association 

Total respondents n=578 n=322  
Self-Reported Traffickinga  86/578 12.9 (10.0 – 15.9) 42/322 7.2 (1.2 – 13.2) 0.1411 

Reported Types      
Forced to work in bar/bistro 12/85 46.3 (19.2 – 73.3) 3/42 21.3 (0.0 – 46.0) 0.2197 
Forced indebtedness 44/86 41.9 (17.5 – 66.2) 17/42 22.3 (6.5 – 38.0) 0.2017 
Survival sex 15/86 15.5 (7.8 – 23.2) 1/41 6.3 (0.0 – 17.0) 0.3211 
Forced marriage 16/85 14.9 (0.0 – 34.9) 1/42 9.1 (0.0 -24.4) 0.6576 
Forced to be sexual servant 7/86 13.7 (0.0 – 30.2) 3/42 13.6 (2.3 – 24.9) 0.9868 
Forced domestic help 9/86 12.9 (0.0 – 27.8) 4/42 21.7 (4.3 – 39.1)  0.4683 
Forced pimping 5/86 8.4 (0.0 – 23.4) 1/42 6.0 (0.0 – 18.6) 0.4576 
Forced to work in a field 11/85 5.8 (0.5 – 11.1) 3/42 10.2 (0.0 – 21.0) 0.4393 
Forced to work in sex business 5/85 4.6 (0.6 – 8.6) 2/42 6.8 (0.0 – 17.3) 0.6869 
Held against will 
     Rebel Groups 

13/85 
2/6 

3.3 (0.0 – 7.0) 
34.8 (5.1 – 64.4) 

17/42 
2/4 

44.0 (27.8 – 60.2) 
80.9 (36.7 – 100.0) 

0.0002 
0.2481 

     Other 4/6 65.2 (35.6 – 94.9) 2/4 19.1 (0.0 – 63.3) 0.2481 
Forced to carry goods from mine 6/85 2.9 (0.0 – 5.9) 8/42 28.6 (6.1 – 51.0) 0.0007 
Forced to work in a mine 4/85 0.5 (0.0 – 1.0) 4/42 14.4 (0.0 – 30.3) <0.0001 
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Recruitment Technique Used      
Personal security threatened 21/65 20.4 (0.0 – 42.9) 15/33 38.1 (16.3 – 60.0) 0.3245 
Wanted to enlist 10/65 17.7 (8.8 – 26.5) 3/33 18.7 (0.0 – 44.5) 0.9448 
Family gave me to them 9/65 17.3 (7.9 – 26.7) 2/33 3.5 (0.0 – 9.9) 0.0752 
Abducted kidnapped 15/65 15.6 (0.0 – 33.6) 13/33 41.3 (21.9 – 60.6) 0.1315 
Promised money/drugs/incentive 10/65 13.8 (0.5 – 27.1) 2/33 8.1 (0.0 – 20.2) 0.5842 
Family threatened with violence 11/65 11.9 (0.0 – 29.3) 2/33 2.0 (0.0 – 5.1) 0.0818 
Needed work/safety/shelter/food 6/65 8.4 (0.0 – 17.6) 2/33 2.2 (0.0 – 3.4) 0.0349 
Friends pressured 3/65 3.3 (0.0 – 8.2) 1/33 7.5 (0.0 – 23.4) 0.5696 
A woman in the village suggested it 2/65 0.4 (0.0 – 0.9) 2/33 8.5 (0.0 – 2.6) 0.0003 
Other 11/65 28.4 (2.3 – 54.5) 2/33 8.2 (0.0 – 22.2) 0.1967 

Main reason for staying      
Personally threatened 13/52 36.9 (14.0 – 59.8) 9/29 36.7 (6.3 -67.4) 0.4055 
Starving and needed food 7/52 18.0 (7.9 – 28.0) 1/29 9.0 (0.0 – 24.6) 0.4494 
Homeless and needed shelter 3/52 7.6 (0.0 – 22.0) 0/29 -  -  
I had too much debt 2/52 6.4 (0.2 – 12.7) 1/29 3.1 (0.0 – 9.8) 0.5256 
Promised money/drugs/incentives 4/52  5.5 (0.0 – 14.1) 2/29 15.3 (0.0 – 32.2) 0.3002 
Family threatened 3/52 4.1 (0.0 – 11.9) 1/29 0.7 (0.0 – 2.2) 0.2340 
In unfamiliar environment 3/52 3.0 (0.0 – 8.7) 5/29 14.1 (0.5 – 27.6) 0.1262 
Family were there 3/52 0.3 (0.0 – 0.6) 1/29 1.7 (0.0 – 5.3) 0.1242 
Stayed less than 2 weeks 1/52 0.3 (0.0 – 0.8) 1/29 1.0 (0.0 – 3.0) 0.3446 
Friends were there 2/52 0.2 (0.0 – 0.5) 1/29 0.6 (0.0 – 1.8) 0.5042 
The “queen” insisted/forced 0/52 -  1/29 3.7 (0.0 – 10.8) 0.1414 
Other 11/52 17.7 (0.8 – 34.6) 6/29 14.1 (0.0 – 29.3) 0.7478 

Incentives offered to stay      
Money 24/65 42.0 (29.2 – 54.8) 8/32 48.8 (10.6 – 86.9) 0.7362 
Food 16/65 37.4 (21.4 – 53.4) 4/32 19.6 (0.0 – 45.2) 0.2395 
Personal safety 16/65 15.7 (0.0 – 32.1) 23/32 26.8 (7.4 – 46.3) 0.3866 
Shelter 5/65 7.8 (0.0 – 18.3) 2/32 8.1 (0.0 – 20.1) 0.9822 
Drugs 5/65 7.6 (0.0 – 19.1) 1/32 7.5 (0.0 – 23.5) 0.9930 
Family/Safety of  4/65 6.3 (0.0 – 17.7) 2/32 1.1 (0.0 – 3.4) 0.2325 
Safety for my baby 3/65 4.3 (0.0 – 9.9) 0/32 -  - 
Friends/Safety of 0/65 - 1/32 6.2 (0.0 – 1.9) 0.1745 
I wanted to stay 0/65 - 0/32 - - 
None 20/65 27.2 (4.2 – 50.2) 11/32 23.5 (1.1 – 45.8) 0.8393 
Other 5/65 8.1 (2.6 – 13.6) 1/32 2.6 (0.0 – 8.0) 0.2663 

Household Reported Child Trafficking  33/578 4.5 (3.4 – 5.5) 14/322 5.7 (0.0 – 12.1) 0.7108 
Reported Types      

Forced domestic help 10/33 41.3 (22.2 – 60.4) 5/14 22.9 (2.1 – 43.7) 0.3380 
Forced to work in bar/bistro 8/33 25.8 (0.0 – 54.1) 4/14 71.7 (43.0 – 100.0) 0.0960 
Held against will 
     Rebel Groups 

5/33 
1/1 

20.7 (0.0 – 43.6) 
- 

2/14 
1/1 

2.0 (0.0 – 4.9) 
- 

0.0149 
- 

Forced to work in a field 4/33 8.3 (0.0 – 20.5) 0/14 -  - 
Forced to work in sex business 2/33 5.3 (0.0 – 16.0) 0/14 -  - 
Forced indebtedness 2/33 3.9 (0.0 – 10.5) 1/14 0.6 (0.0 – 1.9) 0.1772 
Forced to work in a mine 2/33 3.5 (0.0 – 10.5) 0/14 -  - 
Forced marriage 2/33 2.4 (0.0 – 6.0) 2/14 7.0 (0.0 – 21.8) 0.4563 
Forced to carry goods from mine 3/33 0.4 (0.0 – 1.0) 1/14 0.5 (0.0 – 1.6) 0.9170 
Survival sex 3/33 0.4 (0.0 – 0.9) 0/14 -  - 
Forced to be sexual servant 1/33 0.2 (0.0 – 0.7) 2/14 1.3 (0.0 – 3.5) 0.1510 

Recruitment Technique Used      
Wanted to enlist 6/27 31.5 (12.0 – 51.1) 1/11 4.6 (0.5 – 8.7) 0.0065 
Needed work/safety/shelter/food 3/27 25.0 (3.5 – 46.6) 0/11 - - 
Promised money/drugs/incentive 7/27 21.1 (0.0 – 44.5) 0/11 - - 
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Abducted kidnapped 9/27 15.0 (0.0 – 32.1) 3/11 55.7 (12.6 – 98.8) 0.0267 
Family gave me to them 1/27 1.1 (0.0 – 3.3) 3/11 24.0 (0.0 – 60.2) 00076 
Family threatened with violence 5/27 11.4 (0.0 – 25.1) 2/11 23.6 (0.0 – 82.5) 0.6403 
Friends pressured 4/27 9.3 (0.0 – 27.2) 0/11 - - 
Personal security threatened 3/27 8.4 (0.0 – 20.8) 4/11 15.8 (4.8 – 26.8) 0.4755 
Other 3/27 22.6 (0.0 – 47.2) 0/11 - - 

Main reason for staying      
Family were there 3/23 26.9 (1.9 – 51.8) 1/11 16.8 (0.0 – 58.8) 0.5637 
Stayed less than 2 weeks 1/23 20.1 (0.0 – 47.5) 0/11 - - 
Family threatened 3/23 15.3 (0.0 – 42.6) 1/11 7.8 (0.8 – 14.7) 0.4872 
I had too much debt 2/23 14.1 (0.0 – 36.4) 1/11 51.7 (5.3 – 98.1) 0.0009 
Personally threatened 3/23 5.0 (0.0 – 13.3) 3/11 10.1 (0.0 – 30.6) 0.6070 
Friends were there 1/23 4.8 (0.0 – 15.1) 0/11 - - 
In unfamiliar environment 2/23 3.9 (0.0 – 11.0) 1/11 1.1 (0.0 – 3.6) 0.3869 
Starving and needed food 3/23 3.6 (0.0 – 8.7) 0/11 - - 
Promised money/drugs/incentives 4/23 2.2 (0.0 – 5.4) 1/11 4.6 (0.5 – 8.7) 0.3234 
Afraid of stigma after going home 0/23 - 1/11 6.8 (0.7 – 12.9) - 
Other 1/23 4.3 (0.0 – 13.2) 2/11 1.2 (0.0 – 2.7) 0.4052 

Incentives offered to stay      
Money 14/27 51.2 (7.2 – 95.2) 7/10 91.9 (75.5 – 100.0) 0.0076 
I wanted to stay 2/27 21.0 (0.0 – 43.4) 0/10 - - 
Drugs 2/27 10.7 (0.0 – 25.0) 0/10 - - 
Shelter 2/27 10.6 (0.0 – 25.8) 0/10 - - 
Food 3/27 10.3 (0.0 – 28.6) 2/10 19.9 (0.0 – 60.5) 0.6676 
Personal safety 4/27 6.4 (0.1 – 12.6) 2/10 23.8 (0.0 – 77.3) 0.3901 
Safety for my baby 3/27 6.3 (0.0 – 14.9) 0/10 - - 
Family/Safety of  2/27 1.7 (0.0 – 5.0) 1/10 6.8 (0.0 – 22.2) 0.3927 
Friends/Safety of 1/27 0.2 (0.0 – 0.7) 0/10 - - 
None 8/27 27.3 (3.9 – 50.7) 2/10 1.3 (0.0 – 3.9) 0.0015 
Other 1/27 0.1 (0.0 – 0.3) 0/10 - - 

aCould list more than one  
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Table 8.  Weighted Mental Health Prevalences for 900 Respondents. 
Characteristic  
(n=respondents with characteristic) 

Respondents with 
characteristic in first 

column 

Weighted % 
substance abuse 

 (95% CI) 

Weighted % 
MDD 

(95% CI) 

Weighted % PTSD  
(95% CI) 

Weighted % suicide 
ideation 
(95% CI) 

Weighted % suicide 
attempt 
(95% CI) 

Total response  n=242 n= 226 n= 215 n= 249 n= 147 
Adults  900  27.8 (21.4 – 34.2) 26.8 (14.3 – 39.2) 22.6 (10.3 – 34.9) 27.4 (15.2 – 39.5) 15.2 (9.5 – 20.9) 

Female  578 21.1 (16.3 – 26.1) 31.0 (19.7 – 42.3)  26.6 (13.7 – 39.6) 29.3 (16.3 – 42.3) 19.6 (12.9 – 26.3) 
Male  322 38.9 (25.8 – 51.9)  19.7 (0.0 – 39.9) 15.9 (7.2 – 31.2) 24.1 (8.4 – 39.7)  7.9 (2.2 – 13.7) 
p-value, adjusted Wald test of association  0.0003 0.2662 0.1237 0.4859 0.0205 
SGBV Reported 365 29.0 (19.1 – 38.8) 42.6 (29.8 – 55.4) 40.7 (30.5 – 50.8) 49.6 (33.6 – 65.5) 39.4 (21.4 – 57.3) 
No SGBV Reported 535 27.3 (20.6 – 33.9) 19.3 (5.0 – 33.6) 14.1(0.0 – 30.6) 17.0 (8.6 – 25.3) 3.8 (0.3 – 7.3) 
p-value, adjusted Wald test of association  0.7225 0.0167 0.0710 <0.0001 0.0002 
SV Reported 173 33.8 (19.4 – 48.1) 62.3 (45.3 – 79.4) 65.2 (52.0 – 78.5) 66.3 (54.4 – 78.3) 45.8 (25.3 – 66.3) 
No SV Reported 727 26.7 (20.8 – 32.6) 20.4 (6.5 – 34.2) 14.9 (1.3 – 28.6) 20.3 (8.6 – 31.9) 9.6 (6.2 – 13.1) 
p-value, adjusted Wald test of association  0.2355 0.0010 0.0006 <0.0001 <0.0001 
IPV Reported 283 26.2 (13.9 – 38.4) 43.8 (32.1 – 55.5) 42.7 (33.2 – 52.3) 49.9 (35.5 – 64.2) 38.6 (19.6 – 57.6) 
No IPV Reported 617 28.4 (21.7 – 35.1) 20.7 (7.6 – 33.8) 15.4 (0.0 – 31.1) 19.4 (9.2 – 29.6) 6.9 (1.8 – 12.0) 
p-value, adjusted Wald test of association  0.7505 0.0025 0.0520 <0.0001 0.0013 
Trafficking Reported 219 29.8 (14.8 – 44.8) 27.6 (13.99 –41.3) 30.4 (17.8 – 43.0) 35.2 (14.0 – 56.5) 31.7 (13.9 – 49.4) 
No trafficking Reported 681 27.3 (17.4 – 37.3) 26.6 (12.0 – 41.1) 20.7 (6.8 – 34.7) 25.5 (14.4 – 36.6) 11.2 (5.9 – 16.5) 
p-value, adjusted Wald test of association  0.8365 0.9131 0.2422 0.2215 0.0272 

Source: Study Database. Survey results are representative of the adult household-based population in the health zones of Karisimbi, Walikale and Katan as defined in methods, in June – July 2016.  Denominators are the sum of the survey 
weights for the respondents with the characteristic. Number of respondents is given in the first column (as n=XX).  

 
 
Table 9. Weighted health means and rates for 900 respondents. 
 Female Male  
 
Characteristic 

Respondents With 
Characteristic/ Total 

Respondents to Question 

 
Weighted % (95% CI) 

Respondents With 
Characteristic/ Total 

Respondents to Question 

 
Weighted % (95% CI) 

p-value, adjusted 
Wald test of 

association 

Total respondents n=578 n=322  
Respondent  Health     
Substance use      

Never used drugs or alcohol 374/559 66.0 (59.4 – 72.5) 161/319 52.8 (36.0 – 69.6) 0.0656 
Current substance abuser 116/577 21.2 (16.3 – 26.1) 126/322 38.9 (25.8 – 51.9) 0.0003 
Intake increased in the last year 13/559 1.0 (0.1 – 1.8) 13/319 2.7 (0.0 – 5.4) 0.2106 
Intake stable in the last year  49/559 11.0 (8.0 – 14.1) 44/319 17.7 (10.3 – 25.1) 0.0078 
Intake decreased in the last year  59/559 10.5 (6.7 – 14.2) 71/319 17.0 (9.4 – 24.7) 0.0427 

Mental Health (Self-reported)      
Mental health counseling received 78/539 11.7 (7.4 – 15.9) 51/313 11.9 (6.0 – 17.8) 0.9582 
Feeling ashamed 87/578 10.5 (1.7 – 19.3) 42/322 9.6 (4.0 – 15.2) 0.8053 
Concerns about confidentiality 49/578 7.6 (0.0 – 15.2) 28/322 6.1 (1.3 – 11.0) 0.5685 
Do not believe this would help 47/578 4.4 (0.6 – 8.3) 36/322 5.8 (0.3 – 11.4) 0.4668 
Fear of stigma 31/578 2.3 (0.1 – 4.4) 12/322 1.0 (0.1 – 1.9) 0.1464 
Access to a program or facility 8/578 1.9 (0.0 – 4.4) 7/322 3.9 (0.0 – 9.4) 0.4807 
Interfere with responsibilities at home 17/578 0.5 (0.1 – 1.0) 12/322 0.5 (0.0 – 1.0) 0.7594 
Fear of family non-acceptance 10/578 0.4 (0.0 – 0.9) 6/322 0.1 (0.0 – 0.3) 0.2277 
Nothing 296/578 59.8 (50.4 – 69.2) 160/322 50.1 (30.8 – 69.3) 0.4713 
Other 158/578 25.6 (20.0 – 31.3) 91/322 33.8 (8.4 – 59.2) 0.4549 

Reported Household Suicide 15/563 2.3 (0.0 – 4.5) 9/312 1.8 (0.2 – 3.3) 0.7502 
Reported Household Suicide Attempt 33/557 1.5 (0.2 – 2.8) 22/307 3.0 (0.9 – 5.1) 0.2660 
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Reproductive Health      
 Mean # of pregnancies 519 4.8 (3.6 – 6.0) NA NA NA 
 Mean # of miscarriages 511 0.8 (0.6 – 0.9) NA NA NA 
 Mean # of live births 524 3.9 (2.8 – 5.0) NA NA NA 
Mean # pregnancies resulting from violencea  518 0.01 (0.01– 0.02) NA NA NA 

Mean # miscarriages resulting from violenceb 522 0.1 (0.0 – 0.2)    

Self-reported medical services used      
Clinic 417/578 68.5 (58.6 – 78.5) 231/322 72.0 (54.4 – 89.5) 0.7178 
Pharmacy 162/578 36.6 (27.3 – 45.8) 106/322 38.6 (15.2 – 62.1) 0.8282 
Hospital 182/578 35.2 (28.2 – 42.1) 90/322 27.2 (18.2 – 36.1) 0.0363 
Traditional healer/witch doctor 113/578 14.4 (9.8 – 9.0) 74/322 21.8 (5.8 – 37.8) 0.2686 
Midwives 7/578 0.2 (0.0 – 0.6) 1/322 0.1 (0.0 – 0.3) 0.5293 
Feeding Center 2/578 0.2 (0.0 – 0.7) 1/322 0.0 (0.0 – 0.1) 0.0286 
Community health worker 3/578 0.0 (0.0 – 0.1) 2/322 0.1 (0.0 – 0.4) 0.0576 
None 22/578 5.1 (1.8 – 8.4) 14/322 1.9 (0.5 – 3.4) 0.0332 
Other 11/578 1.2 (0.4 – 1.9) 12/322 2.4 (0.0 – 5.6) 0.4382 

Main reason services were not used      
No money to pay for services 512/565 90.8 (86.5 – 95.0) 274/311 86.2 (80.8 – 91.6) 0.2347 
Did not know to get services 5/565 0.6 (0.0 – 1.6) 6/311 4.0 (0.0 – 10.3) 0.0697 
No transportation 7/565 0.5 (0.0 – 1.1) 2/311 0.4 (0.0 – 1.2) 0.9153 
Too far away 2/565 0.0 (0.0 – 0.1) 4/311 0.3 (0.0 – 0.9) 0.0064 
Not available 5/565 2.7 (0.4 – 2.9) 1/311 0.1 (0.0 – 0.2) 0.0010 
Other 34/565 6.4 (1.1 – 11.7) 24/311 8.9 (1.8  - 16.1) 0.6814 

How far of a walk to nearest medical services      
Less than 1 hour 386/573 71.6 (60.9 – 82.3) 224/321 75.0 (66.2 – 83.8) 0.6327 
1 – 2 hours 144/573 21.5 (8.0 – 35.0) 73/321 16.9 (5.8 – 28.0) 0.4726 
2 – 4 hours 17/573 0.8 (0.0 – 1.6) 13/321 1.1 (0.0 – 2.2) 0.2355 
More than 4 hours 4/573 0.2 (0.0 – 0.4) 1/321 0.0 (0.0 – 0.1) 0.0289 
Don’t know 22/573 5.9 (1.0 – 10.9) 10/321 6.9 (0.0 – 14.1) 0.6422 

Access to transportation for medical services      
Yes 158/575 21.6 (14.7 – 28.5) 95/321 20.3 (10.9 – 29.9) 0.7891 
Yes but can’t afford it 105/575 18.2 (10.8 – 25.5) 83/321 25.4 (14.9 – 35.9) 0.2388 
No  306/575 59.9 (54.2 – 65.7) 136/321 48.2 (35.9 – 60.5) 0.0327 
Don’t know 6/575 0.3 (0.0 – 0.7) 7/321 6.0 (0.0 – 13.5) 0.0027 

Self-reported most needed services      
Education (Primary/Secondary 264/578 54.0 (49.1 – 58.9) 146/322 43.7 (32.8 – 54.5) 0.1106 
Medical Care 340/578 53.8 (47.8 – 59.7) 195/322 68.0 (54.4 – 81.6) 0.0642 
Rehabilitation Centers 325/578 49.3 (40.2 – 58.3) 182/322 64.6 (49.2 – 80.0) 0.0100 
 Support Groups 211/578 38.0 (31.4 – 44.6) 123/322 24.8 (17.1 – 32.4) 0.0444 
Vocational/Skills Training 244/578 30.6 (23.5 – 37.8) 149/322 43.8 (35.8 – 51.7) 0.0283 
Mental Health Counseling 152/578 19.2 (8.0 – 30.4) 75/322 17.6 (9.0 – 26.2) 0.7030 
Religious counseling/support 133/578 17.7 (11.4 – 23.9) 64/322 11.5 (2.8 – 20.2) 0.3179 
Income generation projects 56/578 9.8 (4.0 – 15.6) 33/322 7.4 (1.6 – 13.3) 0.6248 
Nothing would be helpful 7/578 0.5 (0.0 – 1.0) 4/322 0.2 (0.0 – 0.7) 0.3959 

Source: Study Database. Survey results are representative of the adult household-based population in Eastern DRC, defined in Auxiliary Table 1, in July 2016. aRepresents number of miscarriages resulting from violence for the total population, not 
just survivors of sexual violence. bRepresents number of pregnancies resulting from violence for the total population, not just sexual violence survivors. Denominators are the sum of the survey weights for the respondents in the subpopulation.  
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Table 10. Percentages for Agreement on Rights, Gender Roles, Justice and Cultural Practices for 900 Respondents 
 Female Male  
 
Statement 

 
Weighted % 

 
Weighted % 

p-value, adjusted 
Wald test of 

association 
 n = 578 n = 322  

    
Traditional practices that may hurt or harm a child must continue because it is our way 11.7 10.1 0.8193 
It is OK NOT to send girls to school since that is tradition in our village 15.8 9.5 0.1704 
Anyone who sexually abuses another should be punished by the community not the courts 25.1 27.1 0.6956 
The mental health programs offered in my area are sufficient to meet the needs of my community   30.9 38 0.2579 
A man has the right to beat his wife if she disobeys him 36.5 28.7 0.0158 
It’s a wife’s obligation to have sex with her husband even if she doesn’t want to 43.5 31.4 0.0018 
Under the current system, justice is attainable. 46.8 51.3 0.5531 
I use beatings as a form of discipline for my children 61.6 49.8 0.2531 
The current justice system only helps those who have money to pay for justice 64.9 59.7 0.2905 
A good wife obeys her husband even if she disagrees 68.1 57.9 0.1690 
More should be done to protect women and girls from having sex  when they don’t want to 68.8 60.9 0.3101 
My community will accept survivors of sexual violence back into the community  70.3 81.2 0.0032 
I feel safe living in my community 76.6 85.3 0.1206 
Women and girls need more education about their rights to refuse sex 78 72.2 0.2361 
Anyone who sexually abuses another should be punished by the courts not the community 80.1 82.1 0.7464 
There should be legal protections for women and girls 93 86.9 0.1592 

 
 
Table 11. Weighted Percentages on Agreement with Rape Myths for 900 Respondents 
 Female Male  

 
Statement 

 
Weighted % 

 
Weighted % 

p-value, adjusted 
Wald test of 

association 
 n = 578 n = 322  
    
Only soldiers can rape 3.7 8.6 0.1442 
In most cases when a woman is raped, she deserved it 6.1 6.6 0.8648 
A woman can enjoy sex even when it is forced upon her 17.1 24.2 0.2183 
A spouse owes the other partner sex no matter what the circumstance 20.7 18.7 0.8150 
Most rapes happen because women entice men 25.3 40.9 0.1335 
Women who have had prior sexual relationships should not complain about rape 26.3 29.6 0.5335 
Men, not women, are responsible for rape 29.7 15.9 0.1040 
Women often claim rape to protect their reputations 35.1 37.9 0.5162 
Women who say no to sexual intercourse often mean yes 37.3 35.3 0.7559 
"Good" girls are less likely to be raped as "bad" girls 46.9 29.4 0.0028 
A raped woman is usually an innocent victim 53.9 51 0.5953 
Women can provoke rape by their appearance or behavior 62.2 73.7 0.1268 
Women who wear short skirts or tight shirts are inviting rape 68.3 61.7 0.2002 
If a girl engages in kissing a boyfriend and she lets it go too far, it is her own fault if her partner forces sex on her 72.2 70.2 0.5264 
If a woman really didn't want to be raped she could fight off the attacker 79.1 74 0.3972 
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Table 12. Percentages for Agreement on Rights, Gender Roles, Justice and Cultural Practices by Health Zones  
 Karisimbi Walikale Katana  

Statement Weighted % Weighted % Weighted % p-value, adjusted 
Wald test of 

association 
   n = 322 n = 302 n = 278  

     
Traditional practices that may hurt or harm a child must continue because it is our way 12.2 5.4 15 0.2175 
The mental health programs offered in my area are sufficient to meet the needs of my community   34.2 40.4 21.2 0.3821 
It is OK NOT to send girls to school since that is tradition in our village 14.1 3.5 25.1 0.0375 
Anyone who sexually abuses another should be punished by the community not the courts 28.2 16 30.4 0.0163 
A man has the right to beat his wife if she disobeys him 27 42.9 44.8 0.2467 
Under the current system, justice is attainable. 46.8 55.5 44.8 0.5198 
I use beatings as a form of discipline for my children 69.1 29.6 51.2 0.0211 
It’s a wife’s obligation to have sex with her husband even if she doesn’t want to 43.1 15.8 55.8 <0.0001 
A good wife obeys her husband even if she disagrees 61.4 64.4 75 0.2697 
My community will accept survivors of sexual violence back into the community  69.9 85.6 75.4 0.3199 
The current justice system only helps those who have money to pay for justice 60.7 58.1 77.7 0.2399 
I feel safe living in my community 76.2 90.9 77.9 0.1251 
Anyone who sexually abuses another should be punished by the courts not the community 77.1 91.6 79.9 0.0014 
Women and girls need more education about their rights to refuse sex 77.2 69 80.4 0.1525 
More should be done to protect women and girls from having sex when they don’t want to 70.4 40.8 83.5 0.0092 
There should be legal protections for women and girls 91.1 83.8 98.7 0.1390 

 
Table 13. Weighted Percentages on Agreement with Rape Myths by Health Zone 
 Karisimbi Walikale Katana  

 
Statement 

Weighted % Weighted % Weighted % p-value, adjusted 
Wald test of 

association 
   n = 322 n = 302 n = 278  

     
Only soldiers can rape 4.5 1.3 14.8 0.0307 

Men, not women, are responsible for rape 28.4 19.4 17.7 0.3252 
In most cases when a woman is raped, she deserved it 4.7 2.4 17.9 0.0325 
Women who have had prior sexual relationships should not complain about rape 24 28.8 39 0.1334 
A spouse owes the other partner sex no matter what the circumstance 17.4 10.3 42.6 0.0261 
Most rapes happen because women entice men 22.9 45.1 42.7 0.0691 
A woman can enjoy sex even when it is forced upon her 16 11.1 45.2 0.0066 
"Good" girls are less likely to be raped as "bad" girls 38.6 31.7 57.9 0.0005 
Women who say no to sexual intercourse often mean yes 29.3 39.5 60.2 0.0331 
Women who wear short skirts or tight shirts are inviting rape 61.3 80.7 62.1 <0.0001 
Women often claim rape to protect their reputations 32.4 23.9 68 0.0007 
A raped woman is usually an innocent victim 44.4 64.3 68.5 <0.0001 
Women can provoke rape by their appearance or behavior 62.6 70.6 75.2 0.2104 
If a woman really didn't want to be raped she could fight off the attacker 74.8 79.6 82.8 0.1172 
If a girl engages in kissing a boyfriend and she lets it go too far, it is her own fault if her partner forces sex on her 67 74.4 83.8 0.0278 

 


