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ABSTRACT
Introduction  Sexual violence is highly prevalent in 
North Kivu, the Democratic Republic of the Congo 
and access to care for survivors remains challenging. 
This study aims to analyse characteristics of violence, 
barriers to care and timely access to care among 
survivors of sexual violence who accessed care in North 
Kivu following the increase of violence and displacement 
2023–2024. Furthermore, it examines how violence 
characteristics differ between survivors with different 
residential status and factors associated with timely 
access to care and main barriers.
Methods  This cross-sectional study uses data collected, 
as part of routine programme monitoring, from survivors 
of sexual violence who received care in three Médecins 
Sans Frontières programmes in North Kivu, 2023–2024. 
χ2 tests were conducted to explore differences between 
residents and displaced survivors, and multivariable 
logistic regression models were performed to explore 
factors associated with timely access to care and the main 
perceived barriers.
Results  A total of 16 712 survivors were included, of 
whom a majority were females (95.5%) and displaced 
(83.4%). Displaced survivors more commonly reported 
multiple assailants, violence during livelihood activities 
and being referred by a trained community focal point 
compared with residents. Lack of information and fear of 
social consequences were the main reported barriers to 
access care. Several factors, including resident status, age, 
assailant type and whether the assailant was armed, were 
significantly associated with care-seeking within 72 hours 
and experience of the main barriers.
Conclusion  This study provides new insights regarding 
the impact of increased violence and displacement on 
sexual violence characteristics and care-seeking patterns. 
The main barriers, lack of knowledge and fear of social 
consequences, call for responses which specifically 
address these challenges. As changes in context impact 
both violence and care-seeking patterns, responses to 

sexual violence need to be flexible to be able to meet 
survivors’ needs during humanitarian crises.

INTRODUCTION
The province of North Kivu, located in eastern 
Democratic Republic of the Congo (DRC), 
has been ravaged by conflicts, violence and 
displacement for several decades which 
has resulted in high levels of humanitarian 
needs1 2 and widespread sexual violence.3

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Sexual violence is known to be widespread in the 
eastern parts of the Democratic Republic of the 
Congo (DRC). However, access to care for survivors 
of sexual violence remains challenging. The situa-
tion in DRC is constantly changing with active con-
flict and displacements of populations. Knowledge 
around how displacement and other factors impact 
access to care is limited.

WHAT THIS STUDY ADDS
	⇒ This study shows how displacement impacts vio-
lence characteristics as well as access to care for 
survivors and explores factors associated with the 
perceived barriers among survivors accessing care 
in Médecins Sans Frontières supported programmes 
in North Kivu.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ This knowledge will be key for actors responding to 
sexual violence, to be able to better adapt and ad-
just their responses to meet survivors’ needs in an 
evidence-based manner.
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Survivors of sexual violence are at risk for several 
medical and psychological sequelae.4 5 In addition, they 
might experience social consequences including stigma-
tisation, shame and rejection.6 To prevent some of the 
consequences and support survivors to heal and recover, 
access to healthcare is crucial. Certain components of 
the medical care package have time limits (72 hours for 
HIV post-exposure prophylaxis and 120 hours for emer-
gency contraception), therefore, timely access to care is 
important, even though other parts of the care package 
can still be delivered after these time limits. Despite the 
need for timely access to care, it remains a challenge 
in DRC and the proportion of survivors accessing care 
within 72 hours varies between studies from eastern DRC, 
ranging from 0.6% to 85.6%.7–16 Barriers to accessing care 
reported from DRC include fear of social consequences, 
lack of information and lack of adapted, respectful and 
available care.7 16–18

The escalation of violence in North Kivu in 2022 led to 
an influx of internally displaced people to Goma, many 
of whom were concentrated in large camps. By October 
2024, the United Nations Office for the Coordination of 
Humanitarian Affairs reported a total of 2.4 million inter-
nally displaced persons in North Kivu.19 In the context 
of armed conflict and displacement, sexual violence is 
known to be highly prevalent,20 21 a pattern that has also 
been reported from DRC in recent years.22–24 A recent 
study from North Kivu, examining survivors who received 
care at four different hospitals in Goma shows that 38.6% 
of the survivors reported the assailants to be military or 
police and 60.7% reported the assailant to be armed, 
indicating a high rate of militarised violence.14 A change 
in context may influence patterns of violence as well as 
access to care. One study from South Kivu showed a non-
significant negative association between being displaced 
and accessing care within 72 hours,11 and it has been 
suggested that displaced survivors’ care-seeking might 
be limited due to fear of social retaliations.25 However, 
the impact of displacement on sexual violence patterns, 
barriers to care and care-seeking behaviours is not well 
understood. The current study builds on our previous 
research conducted in North Kivu,16 26 adding under-
standing around violence characteristics and care-seeking 
following the surge of violence and displacement. We 
also aim to examine barriers experienced by survivors 
who access care, an aspect which to our knowledge has 
not been previously studied. The analysis is informed by 
the socio-ecological model adapted by McLeroy et al,27 
applied here to explain how care-seeking and access to 
care is influenced by factors at different levels (individual, 
interpersonal, organisational, community and policy) 
and the interplay between those factors and levels.

Aim
This study aims to describe the characteristics of violence, 
patterns of care-seeking and perceived barriers to care 
among survivors of sexual violence accessing care in North 
Kivu 2023–2024 and how these differ between residents 

and displaced persons. It also aims to examine factors 
associated with timely care-seeking and factors associated 
with commonly reported barriers to care access.

METHODS
A register-based observational cross-sectional study 
design was used.

Study setting and study population
The study used data routinely collected in medical facil-
ities supported by Médecins Sans Frontières (MSF) in 
three programme locations, that is, Walikale, Mweso and 
Goma, in North Kivu, DRC. During the study period MSF, 
in collaboration with the Ministry of Health, offered care 
and support to survivors of sexual violence integrated 
in health centres and health posts (8 in Walikale, 8 in 
Mweso) and through semi-vertical clinics, called Tumainis 
(1 in Walikale, 2 in Mweso and 2 in Goma). The Goma 
response to survivors of sexual violence started at the end 
of 2022 following the creation of camps for internally 
displaced people in the area, whereas the sexual violence 
responses in Walikale and Mweso have been established 
since 2010 and 2013, respectively. There was displace-
ment around Walikale and Mweso prior to and during 
the study period but not to the extent that was seen in 
Goma during the study period. The Tumaini is a model 
where care is offered in a standalone building or part of a 
building situated in the compound of a hospital or health 
centre, equipped with a separate entrance and reception. 
With the aim of reducing risk of exposure and stigma, in 
addition to care offered to survivors of sexual violence 
and intimate partner violence, the Tumainis provide basic 
sexual and reproductive healthcare, mental healthcare 
and psychosocial support to everyone. The care offered 
to survivors of sexual violence includes treatment of inju-
ries, pain management, HIV post-exposure prophylaxis, 
prevention of unwanted pregnancies, post-exposure 
prophylaxis or treatment of other sexually transmitted 
infections and tetanus, safe abortion care, psychosocial 
support, medical certificates and referrals to other actors 
for legal aid, protection or other support services when-
ever possible.28 Even if the intention is to always have an 
up-to-date mapping of available support services and a 
referral system in place, that has not always been possible 
due to lack of other actors, lack of capacity of actors and 
lack of coordination. All care is provided for free and with 
respect for survivor-centred principles, putting the survi-
vors’ safety, confidentiality, well-being and wishes first.29 
Awareness raising activities were conducted by dedicated 
teams in and around the healthcare facilities, including 
door-to-door campaigns, mass sensitisation events and 
distribution of print materials.

Data from all survivors of sexual violence who received 
care between 1 January 2023 and 31 December 2024 were 
included in the study. Individuals who self-reported expe-
rience of sexual violence and received care due to the 
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sexual violence event were considered as sexual violence 
survivors.

Three of the co-authors of this study are living and 
working in the study area but there was no further involve-
ment of the public or patients in the design of this study.

Data collection
Data were collected prior to the study start, as part of the 
MSF routine medical activities. During medical consulta-
tions, information was recorded on standardised medical 
forms by the healthcare worker (MSF or Ministry of 
Health staff) providing the care. Data were then trans-
ferred to a data collection form which was subsequently 
entered into the district health information system 
(DHIS2), an electronic data set configured by MSF, by 
trained data encoders. All recorded information was self-
reported by survivors during the medical consultation. 
The data set used was pseudonymised and no data could 
be tracked back to individuals.

Data variables included
Variables included encompass four domains; survivor 
characteristics, violence characteristics, access to care 
and perceived barriers. For some of the variables, values 
have been combined to facilitate analysis and enhance 
their relevance for the context and the objectives of this 
study.

Survivor characteristics
Age was recorded in years and categorised as age groups 
with 10-year increments. We tested a 5-year categorisation 
but did not see any important difference and used the 
10-year categorisation to increase the power of the anal-
ysis. The 10-year categorisation allowed for the identifica-
tion of a group aged 10–19 years old, which corresponds 
to the WHO definition of adolescents,30 relevant for the 
analysis.

Information on sex was recorded as female, male, 
unknown/unspecified and refers to sex assigned at 
birth. The values ‘Unknown/unspecified’ were treated as 
missing values.

Residential status was recorded as resident, internally 
displaced, refugee/asylum seeker, migrant and unspeci-
fied. There were no instances of migrant or unspecified 
status in the data set. Internally displaced and refugee/
asylum seeker were combined into one item, ‘Displaced’.

Violence characteristics
The type of assailant was categorised as: non-civilian 
(including state army, non-state armed groups, police); 
intimate partner (including current/former intimate 
partner); civilian (recorded as: family member, known 
civilian, unknown civilian, teacher, supervisor/employer, 
UN/NGO staff, supervisor/employer UN/NGO, 
member of criminal gang) or other/multiple types. 
These categorisations were created to avoid groups with 
small numbers and to capture the main different types of 
assailants.

Whether the assailant was armed was recorded as 
firearm, machete/knife, blunt object, other, unarmed 
and unknown. The variable was dichotomised as armed 
‘Yes’ or ‘No’, since the type of weapon was not considered 
important for the current analysis. Unknown values were 
treated as missing values.

The variable ‘place/context of violence’ was catego-
rised as: private/domestic setting (recorded as: survi-
vor’s home, friend/relative’s home, assailant’s home), 
movement-related/public space (recorded as: path/road 
while travelling, flight/migration/in transit), livelihood/
essential activity (recorded as: collecting wood/water/
food, working in/on the way to the fields), other and not 
disclosed (recorded as: other/not disclosed, at a check-
point, detention/captivity, school, workplace). This cate-
gorisation allows for the comparison of assaults occurring 
in domestic contexts versus those during movement, 
commonly associated with exposure to armed groups, 
insecurity or lack of safe passage and during activities 
linked to survival and livelihood. The category ‘Other 
and not disclosed’ represents heterogeneous locations 
which do not fit exactly into the other categories and 
represents small numbers and grouping them retains 
data completeness while avoiding sparse categories that 
could distort statistical tests.

Access to care
Time of care-seeking was recorded as <72 hours, 72–120 
hours, >120 hours and uncertain. Values recorded as 
‘Uncertain’ were treated as missing values. The items 
were dichotomised as timely access within 72 hours ‘Yes’ 
or ‘No’. The cut-off of 72 hours was chosen as this repre-
sents the time-frame when survivors of sexual violence 
can receive the full medical care package, including post-
exposure prophylaxis for HIV.

The referral variable was categorised as: self-referral 
(recorded as: self-referral), informal referral (recorded 
as: friend, family, community), trained community 
focal point (recorded as: health promoter/community 
health worker, sexual violence community-based care 
model), formal/institutional referral (recorded as: MSF 
healthcare facility, non-MSF healthcare facility, other 
humanitarian actor/non-governmental organisation, 
authorities, hotline) and other (recorded as: other). This 
allows referrals made by formally trained community-
based persons to be distinguished from those made by 
untrained community members as well as to combine all 
referrals from formal actors.

Perceived barriers
During the consultation, the survivors were asked if they 
had encountered any barriers before accessing the care. 
Multiple answers, from a pre-defined list, were possible 
and each listed barrier has been treated as a binomial 
variable. The options in the pre-defined list included 
lack of information, fear of social consequences, distance 
to healthcare, insecurity, lack of family support, fear of 
mandatory reporting, threats from the assailant, cost of 
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transport and other. A variable indicating if any perceived 
barrier(s) were reported (‘Yes’ or ‘No’) was created.

Data analysis
Data were analysed using STATA software, V.19.31 As the 
amount of missing data was low (proportion ranging from 
0 to 2.2% across variables) and appeared to be random, 
we conducted complete-case analyses, only excluding 
cases with missing values in the variable used for a given 
model.

Descriptive analyses were used to describe and explore 
the sample and χ2 tests were used to identify significant 
differences between displaced and resident survivors 
as well as between those accessing care within or after 
72 hours, between year 2023 and 2024 and between 
programme sites.

Correlation between variables planned to be included in 
the multivariable logistic regression models was analysed 
using correlation matrix. As programme site and residen-
tial status were highly correlated (r=0.81), programme 
site was excluded from the multivariable models due 
to collinearity. In order to analyse the specifics of each 
site, the logistic regression models were instead carried 
out for each site separately. Moderate correlation was 
found between armed assailants and type of assailants 
(r=0.45) and between armed assailant and place/context 
of violence (r=0.4), but not deemed to be problem-
atic as they capture distinct aspects of the assaults. The 
variable ‘perceived any barrier’ was conceptualised as a 
potential mediator in the association between residential 
status and timely access to care. A moderate correlation 
between residential status and ‘perceived any barrier’ 
(r=0.56) supported its consideration as a mediator. This 
potential mediation effect was subsequently assessed in 
the analysis.

To examine factors associated with timely care-seeking, 
as well as with the two most commonly reported barriers 
(lack of information and fear of social consequences) 
bivariable logistic regression models were carried out 
for each independent variable. We then performed step-
wise multivariable regression models where the survivor 
demographic variables were first introduced, followed 
by violence-related variables and then referral pathways 
in the fully adjusted models. The fully adjusted models 
had the lowest Akaike Information Criterion, indicating 
the best fit, and the fully adjusted models are therefore 
presented in this paper (all models are available as online 
supplemental appendix). The logistic regression models 
were also conducted for each programme site and for 
each year specifically. To explore the potential mediating 
role of barriers in the relationship between residential 
status and timely access to care, we conducted an analysis 
in which the variable ‘perceived any barrier’ was added as 
a covariate to the pooled fully adjusted model to estimate 
the direct effect, whereas the model without the barrier 
variable estimated the total effect. This approach allows 
assessment of how barriers may partially mediate the 
association between residential status and timely access.

Statistical significance was considered when p values 
were <0.05.

RESULTS
Sample description and comparison between resident and 
displaced survivors
Table 1 presents a description of the study sample, with 
stratification per residential status, timely access to care, 
year and programme site. Some key findings include that 
a total of 16 712 survivors of sexual violence accessed 
care in one of the programme sites during the full study 
period. Of these 21.5% (n=3595) were adolescents (age 
10–19) and 95.5% (n=15 942) were female. More than 
half of the survivors reported the assailant to be a non-
civilian (53.2%, n=8862), armed (71.4%, n=11 675) and 
the violence to have taken place during livelihood/essen-
tial activities (50.2%, n=8312) (table 1).

Displaced survivors were less frequently in the 0–9 and 
10–19 years age groups and more frequently reported 
an armed assailant, the assailant to be a non-civilian or 
an intimate partner, multiple assailants and the violence 
to have happened during livelihood/essential activities, 
compared to resident survivors (table 1).

Compared to 2023, more survivors accessed care in 
Goma and more displaced survivors accessed care in 
2024. A larger proportion of survivors had timely access 
to care in 2024 at the same time as a larger proportion 
reported that they had experienced one or more barriers 
(table 1).

The two main barriers encountered before accessing 
care were lack of information and fear of social conse-
quences, reported by 47.0% (n=7855) and 27.3% 
(n=4553) of all the survivors, respectively (table 2).

Factors associated with care-seeking within 72 hours
Table  3 shows the results of the fully adjusted multi-
variable logistic regression models with adjusted ORs 
(aORs), 95% CIs and p values. The mean variance infla-
tion factors (VIFs) for the fully adjusted models ranged 
between 2.61 and 3.85, indicating that multicollinearity 
was not a concern.

As shown in table 3, displaced survivors had 36% lower 
odds of accessing timely care compared with residents 
(aOR 0.64 (95% CI 0.57 to 0.71)). Children aged 0–9 
years (aOR 0.64 (95% CI 0.43 to 0.95)), adolescents aged 
10–19 (aOR 0.62 (95% CI 0.56 to 0.68)), survivors aged 
40–49 (aOR 0.84 (95% CI 0.73 to 0.96)) and 50 years and 
older (aOR 0.45 (95% CI 0.38 to 0.53)) had significantly 
lower odds of accessing care within 72 hours compared 
with survivors aged 20–29. These results were broadly 
similar for each year and programme site, with some 
small variation in magnitude and precision.

Survivors of intimate partner sexual violence had 34% 
lower odds of accessing care within 72 hours compared 
with those experiencing violence by a non-civilian (aOR 
0.66 (95% CI 0.57 to 0.76)) in the analysis of pooled 
data. In both Mweso (aOR 1.28 (95% CI 0.63 to 2.61)) 
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and Walikale (aOR 1.40 (95% CI 0.53 to 3.72), survi-
vors of intimate partner violence had higher odds of 
accessing care within 72 hours although these results 
were non-significant.

To further understand the association between resident 
status and timely access to care, we added the variable 
‘perceived any barrier‘ to the fully adjusted model. This 
attenuated the association between residential status and 
timely access to care (aOR 1.08 (95% CI 0.95 to 1.22)), 
suggesting that perceived barriers may partially mediate 
this relationship (data not shown in table).

Factors associated with the main perceived barriers to 
accessing care
Tables  4 and 5 present the results from the fully 
adjusted multivariable logistic regression models for the 
dependent variables ‘lack of information’ and ‘fear of 
social consequences’, with aOR, 95% CI and p values. 
Mean VIF for the models ranged between 2.61 and 3.89, 
indicating that there are no significant issues with multi-
collinearity in the models.

As shown in table 4, displaced survivors had 3.9 times 
higher odds of reporting lack of information as a barrier 
compared with resident survivors (aOR 3.90 (95% CI 
3.45 to 4.40)). The same direction is seen also for each 
year and programme site, although non-significant in the 
model for Mweso.

Survivors of violence perpetrated by an intimate partner 
had 1.26 times higher odds of reporting lack of informa-
tion as a barrier compared with those who reported a 
non-civilian (aOR 1.26 (95% CI 1.08 to 1.47)), the same 
direction is also seen in the analysis for each year and 
programme site, except in Mweso.

As shown in table 5, women had 56% higher odds than 
men to perceive social consequences as a barrier (aOR 
1.56 (95% CI 1.29 to 1.90)), however in both models for 
Walikale and Mweso women were less likely to report 
this barrier (significant for Walikale, non-significant for 
Mweso). Displaced survivors had 3.4 times higher odds 
of reporting fear of social consequences as a barrier 
compared with resident survivors (aOR 3.40 (95% CI 2.97 
to 3.88)). This result varied between programme sites; in 
both Mweso and Walikale displaced survivors were less 
likely to report this barrier (non-significant).

Survivors of violence perpetrated by a civilian (not inti-
mate partner) had significantly higher odds of reporting 
fear of social consequences as a barrier compared with 
those who reported the assailant to be a non-civilian 
(aOR 1.16 (95% CI 1.06 to 1.26)).

DISCUSSION
This study of 16 712 survivors of sexual violence accessing 
care in North Kivu shows that there are significant differ-
ences between displaced and non-displaced survivors 
in terms of the sexual violence they report and their 
access to care, as well as some local differences between 
programme sites. It also identifies factors associated with 

timely access to care and perceived barriers operating at 
different socio-ecological levels.

The distribution of age and sex among survivors 
accessing care, with the largest age group being 20–29, 
is congruent with previous studies from North Kivu,14 26 
indicating little change in age distribution among survi-
vors accessing care over the years, despite contextual 
changes. However, the proportion of both adolescent and 
child survivors was lower in the current study compared 
with our previous study26 and lower among displaced 
survivors, suggesting that they lack access to care.

Most of the reported violence was perpetrated by 
non-civilians (53.2%), by armed assailants (71.4%) and 
during livelihood/essential activities (50.2%) and 28.5% 
reported multiple assailants. In a study examining data 
from survivors of sexual violence accessing care in a 
hospital in Bukavu, South Kivu, during 2014–2019, 
43.2% of the survivors reported an armed assailant and 
50.0% multiple assailants11 whereas in a study examining 
data from survivors accessing a hospital in Goma, during 
2013–2017 only 13.8% of survivors reported a military 
assailant.12 In a more recent study from Goma, including 
survivors who accessed care during 2019–2020, 38.6% 
of the survivors reported the assailant to be military or 
police.14 The differences seen between studies indicate 
that violence characteristics change over time and are 
likely linked to contextual factors. The high level of 
violence perpetrated by non-civilians and armed assail-
ants indicate high levels of militarised and/or opportu-
nistic violence by armed actors even though our sample 
does not represent the general population. The high 
proportion of violence reported to be linked to liveli-
hood/essential activities and the large percentage of 
female survivors accessing care illustrates the gendered 
aspect of conflict and displacement which needs to be 
recognised and addressed.

The large number of displaced survivors accessing 
care can be explained by the physical setup of the care 
model in Goma, allowing for a large displaced popu-
lation to have geographical access to care within the 
camps. The model of care, the Tumaini, might also have 
been a suitable model for this context, even though this 
study does not allow for a comparison with other models. 
Displaced populations are exposed to violence before 
and during displacement as shown in other humani-
tarian contexts25 32 and may be exposed to unsafe situ-
ations linked to livelihood activities in the camps, such 
as seeking food or water in unsafe areas. Their depen-
dency on humanitarian responses further increases risk 
for sexual abuse and exploitation.

Displaced survivors more frequently reported non-
civilians, armed and multiple assailants which indicates 
that those who were displaced were more exposed to 
conflict-related violence. However, displaced survivors 
were also more likely to report intimate partner violence 
which likely links to the disruption of social networks, 
destabilisation of traditional power balances and 
gender roles and the impact of stress on families within 
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displacement settings as also shown in a qualitative study 
from refugee camp settings in South Sudan, Kenya and 
Iraq.33 It is therefore important to look beyond milita-
rised violence within displacement settings to ensure 
that survivors of all forms of gender-based violence have 
access to care and support.

The perceived barriers to access care are influenced by 
intersections between factors at different socio-ecological 
levels. The main perceived barrier, lack of information, 
is situated at the individual level but is highly influenced 
by interpersonal relations and the information and 
knowledge levels of peers. In addition, the responsibility 
to share information lies at the organisational level and 
that lack of information is perceived as a barrier does 
reflect an organisational shortcoming. Our data does not 
specify what type of information is lacking, however, our 
previous qualitative study shows that information around 
the services available, the possibility to seek care at any 
moment after the incident and information around the 
need for care for male survivors and survivors of intimate 
partner violence were lacking.16

Displaced survivors were more likely to be referred 
by a trained community focal point and less frequently 
self-referred which might be linked to displaced survi-
vors being more likely to report lack of information as 
a barrier. When survivors lack information, seeking help 
through a trusted community focal point might be a key 
pathway to access care, which illustrates how solutions at 
an organisational and/or interpersonal level of the socio-
ecological model can address barriers found at an indi-
vidual level. Creative ways of widely sharing information 
to newly displaced populations are needed and using 
trusted community focal points who can both share infor-
mation and support survivors can be a suitable model. 
The influence of the interpersonal level is represented 
by the negative social consequences and harmful actions 
which have been described in the literature as common 
and severe among survivors in eastern DRC8 18 34 and 
which can explain our current finding of fear of social 
consequences being a major barrier to access care. Exten-
sive norm-changing work is needed to address this, which 
will need strong commitments and actions involving 
both organisational and policy level stakeholders. Trans-
forming social norms, and especially gender norms has 
been shown in a scoping review to have a positive impact 
on gender-based violence reduction and access to sexual 
and reproductive healthcare services35 and has potential 
to also positively impact care-seeking behaviours among 
survivors of sexual violence.

Even though access to care at any point in time is 
important, having access to care as soon as possible, and 
preferably within 72 hours, is key to be able to receive the 
full medical care package. Displaced survivors were less 
likely to access care within 72 hours which may, in part, 
be explained by survivors experiencing violence prior to 
displacement when they did not have geographical access 
to care. This aligns with evidence from eastern DRC 
demonstrating that distance and isolation significantly 

reduce timely access to care.11 However, our findings show 
that displaced survivors had higher odds of experiencing 
barriers which may further contribute to delayed care-
seeking. As displaced survivors were also more likely to 
report fear of social consequences, specific actions need 
to be taken to ensure that responses to displaced popula-
tions address negative attitudes and harmful norms and 
enable discrete pathways to care, ensuring survivors can 
access care while limiting risk of exposure.

Survivors who experienced violence by an intimate 
partner were less likely to access timely care and more 
likely to report lack of information as a barrier. This is 
congruent with findings from a previous study from 
South Kivu11 and might be explained by the strong 
narrative around conflict-related violence in DRC, 
commonly describing sexual violence as perpetrated by 
unknown armed men which might impact perceptions 
around violence and limit access to care for survivors of 
violence that does not fit that narrative. At an individual 
level, internal stigma and shame are likely impacted by 
such narratives. It might be less harmful for a survivor 
to disclose a rape by an armed actor in the context of 
war rather than exposure to sexual violence by a partner 
or other known civilian, which mainly relates to interper-
sonal level barriers.

Referral pathways as compared with being self-referred 
were negatively associated with timely access to care, 
which confirms previous findings from North and South 
Kivu11 26 and indicates organisational and community 
level barriers which need to be addressed in humani-
tarian responses.

The associations between residential status and the 
main outcomes were observed in both 2023 and 2024 
and remained in the same direction as those observed 
in the pooled analyses, although some variation in the 
magnitude of the associations was noted, suggesting that 
the overall results are not driven by a single year of data 
collection.

The site-specific analyses suggested variation in the 
associations between residential status, as well as of other 
factors, and study outcomes across programme sites. 
While some associations showed broadly similar direc-
tions across sites, differences in the magnitude and preci-
sion of estimates indicate that local contextual factors may 
influence the relationship between displacement and 
care-seeking behaviours, highlighting the importance 
of contextual influences and calls for locally conducted 
assessments and adaptations of programmes.

Policy and research implications
Based on the findings from this study, context-specific 
assessments are needed and should be used to guide 
interventions. Awareness-raising activities need to be 
adapted to the different demographic groups and the 
specific barriers identified, with clear, inclusive and 
concrete messaging. Models of care, entry points and 
referral pathways need to be established in a way which 
allows for all survivors to access care in an acceptable 
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and safe way. More decentralised and community-based 
models should be considered, but decisions should be 
made together with the intended target population. 
Activities addressing harmful social norms are needed to 
reduce stigmatisation of survivors.

Further research is needed to better understand 
barriers specific to populations including displaced 
populations, children and adolescents and more impor-
tantly how these can be addressed. Further research is 
also needed to explore intersectional vulnerabilities 
such as disabilities and diverse sexual orientation and 
gender identities. How violence perpetrated by specific 
perpetrators can impact care-seeking and how violence 
perpetrated during livelihood activities can be mitigated 
also requires further research. Research comparing the 
impact of different models of care, concerning both 
access and quality of care, would also be useful, ideally 
designed and conducted in collaboration with survivors 
themselves.

Methodological considerations
This study presents a uniquely large set of data from survi-
vors accessing care in an ongoing humanitarian crisis. The 
main limitation of this study is that data solely concerns 
survivors who accessed care in MSF-supported healthcare 
facilities rather than all survivors of sexual violence in the 
population. It introduces a selection bias and poses a chal-
lenge for understanding violence patterns, care-seeking 
and access to care among the general population. There 
is a possibility that the nature of the included healthcare 
facilities might have impacted who accessed care, which 
needs to be considered when interpreting the results. 
All data collected were self-reported by survivors when 
accessing care, which may introduce recall bias, social 
desirability bias and post-hoc rationalisation. Although 
we consider this risk to be low given the nature of the 
questions asked during the consultation, it should be 
taken into consideration when interpreting the findings. 
The data were collected before the research study began, 
which prevented the research team from conducting 
on-site data quality checks or including certain variables, 
such as survivors’ socioeconomic status, marital status, 
education level, distance to healthcare facilities, sexual 
orientation, gender identity and the specific affiliations 
of non-civilian assailants. This limited the scope of the 
analyses and may have resulted in residual confounding, 
as we were unable to adjust for these factors. Several 
potentially relevant contextual factors, such as site-
specific characteristics, changes in security conditions, 
population movements, service availability, community 
awareness of services and other contextual or temporal 
influences that may have affected care-seeking behaviour 
and perceived barriers to care, are also missing from the 
analysis. While year-specific and site-specific sensitivity 
analyses were conducted, residual confounding from 
unmeasured contextual factors cannot be excluded. The 
data on perceived barriers were based on a pre-defined 
list, defined by MSF sexual violence experts which limit 

the range of possible responses and might have led to 
different additional barriers being overlooked in our 
analysis. In addition, the barrier ‘lack of information’ 
does not allow for further detail on what information 
is lacking, which further limits interpretation. Consid-
ering that both violence characteristics and access to care 
are dependent on context and contextual changes, the 
generalisability of these findings, collected in three sites 
in North Kivu, to other humanitarian settings might be 
limited.

CONCLUSION
Increased violence and displacement might impact 
sexual violence characteristics and care-seeking. Lack of 
information has been highlighted as one key barrier to 
access care, which implies that different forms of aware-
ness raising activities are necessary. Fear of negative 
social consequences, another main barrier reported by 
survivors, calls for more transformative norm changing 
work to reduce stigma and harmful attitudes towards 
survivors. Humanitarian actors need to acknowledge 
the differences in care-seeking, access and perceived 
barriers among different contexts and groups of survi-
vors. Ensuring flexible and responsive interventions can 
improve services for survivors of sexual violence and 
specifically their access to care.
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