[image: CVT-Logo-4C_Large-2017]


 Submission in response to the call for inputs on Identifying, Documenting, Investigating and Prosecuting Crimes of Sexual Torture Committed during War and Armed Conflicts, and Rehabilitation for Victims and Survivors

The Center for Victims of Torture

April 24, 2024

The Center for Victims of Torture (CVT) respectfully provides this submission in response to the call for inputs – from the U.N. Special Rapporteur on Torture and other Cruel, Inhuman or Degrading Treatment or Punishment – on Identifying, Documenting, Investigating and Prosecuting Crimes of Sexual Torture Committed during War and Armed Conflicts, and Rehabilitation for Victims and Survivors.

CVT was founded in Minneapolis, Minnesota, in 1985, in order to provide mental health and psychosocial services (MHPSS) to torture survivors who are refugees or asylum seekers. In addition to our offices in Minnesota, we work within the U.S. in Arizona (at the U.S. southern border), Georgia, and Washington, DC. Outside the U.S., CVT has operations in Ethiopia (Amhara, Tigray, Gambella and Addis Ababa); Kenya (Kakuma and Nairobi); Uganda (Gulu and Isinguru); Jordan (Amman); and Iraq (Erbil and the Kurdistan region). CVT has projects in other international locations that cannot be disclosed for security reasons.  

Over nearly 40 years, CVT clinicians have provided direct healing care to tens of thousands of torture survivors, as well as their families and communities. We work to build the capacity of a variety of civil society stakeholders that support survivors, whether through rehabilitation services or otherwise. And we advocate – both directly, and through assistance to human rights defenders across the globe – for States to respect, protect, and fulfill human rights; in particular, for States to adhere to their obligations under the Convention against Torture and other Cruel, Inhuman or Degrading Treatment or Punishment, and related international law.    

Below please find more overarching input, from across CVT’s global programming, on several of the areas for which the Special Rapporteur seeks contributions (Section I), followed by input specifically from CVT’s Ethiopia team (Section II).

I. Overarching input 

Challenges, impediments and obstacles to effective identification, documentation, investigation and prosecution of crimes of sexual torture and related ill-treatment 

CVT staff, across our global programs and over many years, have observed a number of such barriers. They include:

· Too few qualified forensic doctors in armed conflict settings. Medico-legal evaluations to support legal recourse are often inaccessible.

· Lack of trauma-informed and survivor centered approaches in provision of medical, health and MHPSS services, which is a barrier to victims feeling safe enough to come forth and identify themselves, and limits referral options for providers.

· Stigma/sociocultural taboos around conflict-related sexual violence (CRSV) within societies prevents people identifying themselves and accessing treatment or legal recourse. 

· Delayed disclosure (due to socio-cultural barriers, shame, fear, or lack of awareness about the importance of the window of assessment) of CRSV means that it is often not identified at the assessment phase of treatment.

· Beliefs around the impact of CRSV on masculinity can lead to avoidance among male survivors.

· Lack of safety, including with medical and law enforcement staff, for the LGBTQIA+ community can lead to heightened avoidance for this population.

· Concerns about confidentiality can prevent survivors disclosing CRSV. Lack of understanding and/or prejudice about CRSV among service providers can lead to survivors feeling misunderstood or unsafe to disclose.

· Lack of research on culturally-sensitive approaches to CRSV in most contexts resulting in Western-biased training for medical and law enforcement responders.

· Lack of trustworthy reparations mechanisms which truly protect the survivor from retaliation or further harm.





Best practices for addressing these barriers include:

· Through transitional justice-related civil society networks, contextualized training for doctors and other health professionals within civil society on identifying and documenting harm suffered from sexual torture.

· Training organizations in the legal, health, and MHPSS sectors on trauma-informed approaches, including therapeutic documentation (see below for a description of our therapeutic documentation approach).

· Outreach and awareness raising campaigns by civil society to provide information on the impacts of CRSV (and how to access care/justice) in efforts to de-stigmatize and encourage survivors to access relevant services.

· Adopting a rights-based approach to service provision and documentation efforts.

· Ensuring that strict confidentiality systems and practices are in place.

· Training, sensitizing and supervising staff (including interpreters) to promote survivor-centered, non-judgmental behaviors and practices.

· Recognizing the impact of CRSV at the individual, family and community levels. For example, a male survivor of CRSV who is experiencing high levels of anger, distrust and self-isolation may be at increased risk of perpetrating domestic violence, be unable to engage in work and therefore provide for his family, or participate in wider community-level peace-building initiatives.  

· Adhering to established best practice principles such as those outlined in the MURAD code.[footnoteRef:1] [1:  Global Code of Conduct for Gathering and Using Information about Systematic and Conflict-Related Sexual Violence, available at https://www.muradcode.com/] 


Victim participation and protection during investigation and prosecution

Under the auspices of our Survivors of Torture Initiative (SOTI), CVT developed an approach called therapeutic documentation (TD). While we developed TD in the context of SOTI – which is focused on the Syrian context – we are using the approach in other global programs as well. 

TD is a 10-step methodology that provides a survivor-centered, trauma-informed framework for implementing documentation activities in a way that brings together survivor healing and justice-related goals. Through an integrated network of services, documentation and MHPSS organizations can work together to ensure streamlined case management, effective referral mechanisms and resource-sharing. Survivors are provided with a range of options for how they document, including participating in individual interviews and creative documentation workshops. They are given agency to decide how their information is used and in what format. Empowerment of survivors and provision of agency is a core component of effective torture rehabilitation.  

Evidence collection and documentation pursuant to the Istanbul Protocol 

In our experience, challenges in evidence collection of sexual torture in armed conflict include:

· A significant gap in health professional’s knowledge and understanding of their duties around implementation of the Istanbul protocol.

· Lack of training and support for torture treatment centers looking to understand how their different staff can engage with evidence collection and documentation pursuant to the Istanbul Protocol.

· Depending upon the jurisdiction, documenters, which includes doctors and health professionals, may not be established as credible. This uncertainty can be a barrier in organizations looking to use the Instanbul Protocol to support their client’s medico-legal needs. 

· Time to conduct a forensic examination can be around 7 hours. Some organizations engaging in this work may not view the resource investment and related implications – including need for staff training – as cost effective, and may believe that providing solely therapeutic services is more impactful.

Rehabilitation

Specialized rehabilitation services which utilize an interdisciplinary approach including counseling, physiotherapy and case management are critical for survivors of CRSV, who suffer severe physical and psychological harms that impair functioning in a range of spheres, including the ability to access justice mechanisms.

At a broad level, such rehabilitation should encompass a multitude of interventions and 
outcomes in relation to the medical, psychological, social, welfare, educational, vocational, legal, and humanitarian concerns and needs of torture survivors and their families. More specific practices, approaches, concepts, and needs include:

· Staff need to be provided with specialized training for assessment and identification of CRSV. This should include understanding signs and symptoms when CRSV is not specifically spoken about by the survivors, sensitive use of language, creating safety, and confidentiality practices.

· It is important for clinicians to understand the cultural myths and stereotypes associated with sexual violence against persons of diverse sexual orientation and gender identity, and to integrate this understanding into clinical practice.

· There is more of a need for focused therapeutic work around subjects such as shame and self-blame with survivors of CRSV.

· During physiotherapy assessments, details of CRSV are shared more readily than during a counseling assessment, possibly due to the direct treatment of physical conditions resulting from CRSV.

· Often physiotherapy services are provided at an individual level for clients self-identifying with CRSV due to the complexity of injuries and physical impacts. But tailoring services is important nonetheless, for example by offering group, individual or tele-health services. (Telehealth services provides access to survivors unable to reach a physical treatment center. CVT provides this for both counseling and physiotherapy in some of our programs).

· The use of stories/case studies can be helpful when working with CRSV survivors. This provides opportunities for externalization of feelings and the integration of psychoeducation into discussions.

· Assessment and treatment of this population within physiotherapy differs from other victims of torture as there is typically a larger pelvic health component that needs more focused attention and referrals to relevant specialists, if available. Physiotherapists are frontline responders who can provide supportive, non-invasive and conservative interventions for a range of pelvic health conditions. This is often preferable where invasive examinations via OBGYN are not ready to be tolerated or are unavailable in the area.

· Focused needs to be given equally to male survivors who have equally devastating physical and psychological impacts of CRSV. Services need to be sensitive of gender for the treating therapist and use more sensitivity throughout the process. 

· There is a lack of research on male-specific populations of survivors of CRSV; the impacts (physical, psychological and social) and best practices in treatment. Supporting more research, more public information and more training for professionals on the needs of this population is important.

· Intersection with other types of programming is particularly important for CRSV survivors. Protection and livelihood programming are examples, and CVT has recently participated in a collaboration with the Global Survivors Fund to provide interim reparations for CRSV survivors in Turkey. As part of this project, beneficiaries were provided funding for income generation projects, and integrated case management ensured relevant referrals were made for protection related issues. 

II. Input from CVT Ethiopia 

CVT has extended rehabilitative care to refugee survivors of torture living in Ethiopia since 2012. We established our first centers in the country caring for Eritrean refugees who were living in the Mai Ayni and Adi Harush camps in the Tigray region. In response to the conflict, services expanded to serving internally displaced and conflict-affected Ethiopians across the northern region. We now have operations in Amhara, Gambella and Addis Ababa as well. CVT Ethiopia works with adults and children, conducting crisis response, PFA, individual counseling, trauma resilience workshops, GBV-specific group counseling, and our core 10-week group counseling sessions that establish stability and then work to process trauma. The team also conducts psychoeducation, trains schools on trauma-informed education, and provides trauma-informed care training to partner organizations.

Identifying, documenting, investigating, and prosecuting crimes of sexual torture and related ill treatment in Ethiopia 

There are a host of challenges to identification, documentation, investigation and prosecution of crimes of sexual torture in Ethiopia. They include:

Stigma and shame

Survivors of sexual torture are often blamed for the crimes they have endured, and rejected by spouses, family and/or the community in which they live. This prevents survivors from reporting their abuse and seeking any further help. Deep-rooted cultural taboos and societal stigmas surrounding sexual violence may also deter survivors from reporting such crimes due to fear of retaliation, shame, or ostracization. 

Women who are pregnant as a result of rape face particular stigma, in the form of a damaging societal narrative about having a child from another ethnicity or nationality that is perceived as the enemy. It is very difficult for such women to disclose the situation; they risk being ostracized to an extent that would make it increasingly difficult to survive and to care for their child. Perpetrators appear to intend pregnancy as a result of sexual torture, because it is actually quite effective in breaking social cohesion; increasing long-term vulnerability of women and children; causing survivors to internalize their stigma; and hindering the possibilities of identification, documentation, prosecution, and services for the survivors. 

Men are subjected to sexual torture as well, however, very few have come to CVT for treatment. Shame and stigma associated with male survivors is an impediment to receiving care. There is a common belief that a man who has experienced sexual violence will become homosexual.

Sexual violence also impacts the role of masculinity in society, which further complicates social and family cohesion. Sexual torture not only results in physical injuries (which can be severe and disabling), but also exacerbates inequalities between genders. It breaks families and communities through victim stigmatization, and has long-term impact on victims’ mental health, including, for instance, the constant reminder of traumatic experiences by the children born out of rape.  

Threats, intimidation, and fear of retaliation 

Survivors of sexual violence (women and girls) have described to CVT’s counselors in Tigray being condemned by their perpetrators for their ethnicity, and otherwise spoken to by their perpetrators in ethnic overtones. Perpetrators appear to seek to impregnate victims with an “Amhara” child as method of ethnic cleansing, and with the intention of causing intergenerational trauma. 

Among clients who have come to CVT seeking mental health counseling and physiotherapy services, a significant number of have been inserted with foreign objects with the intention of making Tigrayan women infertile. Many have suffered from womb infections, HIV/AIDS, urinary incontinence, fistula, continuous bleeding, and absence of interest in sexual activities. The Eritrean forces have repeatedly said words like; “I’m cleaning your blood”, or “You’ll not have a Tigrayan child anymore.” Some of CVT’s clients were sex slaves for months. Once perpetrators knew the victims were pregnant, they would threaten them not to have an abortion – instead to live in pain with a child born out of rape – which over time can lead to homicidal behaviors (thoughts, plans, actions) such as starving the child or refusing to breastfeed them, as well as suicidal ideation. Similarly, threats of retaliation and vengeance seem to be common among perpetrators of sexual violence against Amharic women. 

Failure to acknowledge the crime, hold perpetrators accountable, and provide redress to victims

In Ethiopia there is currently widespread denial about the prevalence of sexual torture that occurred in the northern Ethiopian conflict. This is especially the case among political leaders, where there is often resistance to recognize that the crimes have occurred. Sexual violence and sexual torture were used as weapons of war by all parties to the conflict: the Eritrean Forces, the Ethiopian Defense Forces, the Amhara Special Forces and the TPLF. This collective complicity may explain a collective reluctance to recognize these crimes. 

In the few cases where there has been formal recognition – for example, the Cessation of Hostilities Agreement (Pretoria Agreement), which included specific condemnations of violence against women, including sexual violence – to our knowledge there has not been a mechanism established to provide services, transitional justice or reparations to the victims. Inadequate legal provisions exist which specifically address sexual torture which hinders effective prosecution. Existing laws may not comprehensively define these crimes or provide appropriate penalties. Absent accountability and redress, such condemnation ultimately does little to foster a better understanding of the devastating harm caused or to prevent it from recurring. Moreover, the absence of justice appears to normalize the perpetration of such crimes,  reinforcing a culture of toxic masculinity based on cruelty. 

Security concerns

Ongoing violence and insecurity in both the Tigray and Amhara regions may hinder access for humanitarian organizations, law enforcement, and judicial authorities, making it difficult to reach affected populations and gather evidence. Western Tigray is still under dispute and attacks are common. Parts of this region still in dispute, such as the town of Mai Tsebri, have been difficult to access as roads are cut off from the Tigray side and humanitarians are not granted access from the Amhara side. 
 
The Eritrean forces, who were widespread perpetrators of CRST, have an ongoing presence in Ethiopian border towns such as Sheraro, making the community fear a recurrence of acts of sexual torture, or retaliation for reporting. The Ethiopian National Defense Forces, which are supposed to guard the border and ensure the protection of communities in the area, have been redeployed to support in the conflict in Amhara region, and thus no longer have a presence.  The ongoing occupation by Eritrean forces of some parts of Tigray means that these areas are inaccessible for both investigations of crimes and support to survivors of CRSV, as well as humanitarian assistance in general.

Displacement and disruption of services

Mass displacement of civilians due to conflict disrupts access to essential services, including medical, psychological, and legal support, exacerbating the vulnerability of survivors, and hindering efforts to document and address cases of sexual violence. There is ongoing displacement of people from Western Tigray, many subjected to torture and other cruel acts in detention centers prior to their displacement.

Victim participation and protection during investigation and prosecution

Sexual and gender-based violence (SGBV) is a significant concern in conflict zones like Tigray. To ensure victims’ participation and protection during investigation and prosecution, it is crucial to establish safe spaces, provide psychosocial support, and guarantee confidentiality. 

As mentioned, the cessation of hostilities agreement identifies sexual violence, but offers no clear roadmap on how to ensure accountability for such crimes, including special arrangements and protections for survivors of sexual torture. While there have been reports of efforts by the regional government to interview victims as part of its investigations, such interviews lack necessary safeguards, including confidentiality and a trauma-informed approach to minimize the risk of re-traumatization. This is particularly problematic for many survivors who have only recently disclosed for the first time their CRST experiences (and even more so for any survivors who are disclosing for the first time in an interview context). 
Moreover, in practice, the regional government has no power to bring the perpetrators to justice. Absent a nation-wide process, regional efforts might be perceived as biased towards one of the parties, worsening the polarization of identity, and impacting the credibility of the results.

Since the beginning of the conflict, the Ethiopian government has repeatedly imposed restrictions on services and access to them, including aid, fuel and food, among other basic necessities. The destruction that the conflict wrought, as well as the blockade which prevented access to basic necessities, has made it difficult for people to survive. In fact, the regional government has claimed several times that malnourishment and food security are a problem, yet distribution of aid has been interrupted by investigations for corruption. Many of our clients complain of food scarcity, and we believe many more are focused (because they must be) on trying to meet their basic needs. They cannot prioritize pursuing justice under these circumstances, or engage in any other social activity that does not directly address their basic needs.

Evidence collection and documentation pursuant to the Istanbul Protocol

Ethiopia officially recognized the importance of the Istanbul Protocol for documenting torture as part of the African Commission of Human and Peoples’ Rights. However, to our knowledge, minimal capacity exists to actually implement the Istanbul protocol in Ethiopia.  

In general, collecting evidence of sexual torture in the context of the northern Ethiopian conflict presents several challenges, including the security concerns described above and fear that evidence cannot be collected safely due in part to intimidation from perpetrators. 

Rehabilitation

There are limited specialized rehabilitation services available to survivors of sexual torture, let alone to witnesses and family members. These services include those provided by One Stop Centers (OSC), local NGOs (such as Maedot) and international organizations focusing on safe spaces for survivors and MHPSS services. Compared to the number of survivors, these services are extremely limited. 

The conflict in northern Ethiopia is notable in the direct targeting, looting and destruction of healthcare facilities. Before the war, 94% of women in Tigray had access to antenatal care (ANC), 73% of mothers benefited from skilled delivery and 63% received postnatal care services. These numbers were well above the national average, as Tigray was a particularly well-resourced region. However, within a few months of the beginning of the conflict, the International Committee of the Red Cross (ICRC) highlighted that a majority of primary health centers in Tigray, which had previously served 70% of all patients, were no longer functional, and that the remaining infrastructure was struggling to treat the war-wounded and maintain essential medical services.[footnoteRef:2] The reconstruction and operation of these facilities is not complete, particularly at the level of local clinics, while the demand has increased as a result of the impact of the conflict, and in particular, sexual torture. Data on health impacts and services in the Tigray region are very limited; based mostly on testimonies and reports by international organizations. [2:  Gesesew, H., Berhane, K., Siraj, E. S., Siraj, D., Gebregziabher, M., Gebre, Y. G., ... & Tesfay, F. H. (2021). The impact of war on the health system of the Tigray region in Ethiopia: an assessment. BMJ Global Health, 6(11), e007328.] 


Healthcare workers were impacted by the conflict and many fled. Those who remain are paid irregularly and impacted by the widespread lack of basic necessities. The long-term blockade of aid has resulted in insufficient stock of core medication, gasoline for ambulances and other basic necessities. While international actors have helped to ease these challenges, their resources are insufficient. The collaboration between INGOs and the local government is strained as the few remaining health professionals are likely to opt out of government jobs in favor of work with NGOs and INGOs.

Physical rehabilitation from severe injuries such as prolapse and fistula are currently only treated in specialized hospitals in Mekele. However, access is limited because the treatment for these conditions requires long stays in the city and, despite some provisions given for shelter, results in prohibitive out-of-pocket costs for the survivors.  

Another issue is the administrative and political obstacles put in place by the Ethiopian government against humanitarian aid. Suspension of operation for MSF Holland, Norwegian Refugee Council and some UN officials exemplifies this trend. There are also obstacles put in place for expatriates to work in sensitive regions. These appear to be governmental efforts to influence how and where humanitarian agencies work, as well as who they employ, which are arguably not in the pursuit of collaborative and effective aid. Unequal treatment and arbitrary regulations to enter Tigray and Amhara has made it increasingly difficult to run health programs, and generates further blockages to the access of services.

Reductions of international aid to Ethiopia have also impacted the presence and capacity of humanitarian organizations. Donors, such as the U.S. State Department’s Bureau of Population, Refugees and Migration, have cut budgets for Ethiopia significantly, prioritizing services related to food security, protection and physical health while leaving extensive gaps in mental health, psychosocial support and rehabilitation, impairing the capacity to respond to CRSV.
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