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Mr. President, Madam Prosecutor, Madam Ambassador, Messieurs les Ministres, Monsieur le 

Procureur General, and assembled participants. Good morning. I’m here to bring a medical 

and forensic voice to this distinguished panel of legal experts and leaders. And I’m truly 

honored to do so. I hope my brief remarks will give some rare visibility to the medical 

perspective at this Assembly of States Parties, when of course so many of the crimes we’re 

discussing cause devastating medical and psychological harms and where medical evidence 

and support to witnesses must be an essential part of international cooperation. As we know, 

in the case of sexual violence crimes, the crime scene is also the human body: of both victim 

and perpetrator. 

 

We at Physicians for Human Rights (PHR) are working to support access for survivors of 

sexual violence – men, women, and children – to treatment and recovery from the trauma 

caused by this crime in a confidential, respectful, and secure setting. For us, treatment 

includes access to justice. Ending impunity is an essential part of healing for the victim and 

for the entire community. It also serves to prevent further violence by removing perpetrators 

from an environment where they are committing continual sexual assaults, and as a warning 

to would-be violators. 

 

We’ve been working with local partners to support effective prosecutions in two 

International Criminal Court (ICC) situation countries: Democratic Republic of the Congo 

(DRC) and Kenya. We conducted similar work in Sudan some years ago and have advocated 

for prosecution of sexual violence crimes in Syria, Myanmar, and elsewhere. And here, I 

would be remiss if I didn’t note that in this week of all weeks here in the United States, where 

PHR has assessed that forced “rectal feeding” of detainees in U.S. custody amounted to 

sexual assault disguised as a medical procedure. We stand ready to cooperate in providing 

evidence of torture and ill-treatment that our clinicians have been collecting for more than a 

decade – that is, if the United States proves unwilling to prosecute these crimes. 

 

Of course, there are huge barriers to overcome in these efforts.  
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Our strategy focuses on collaboration between medical, law enforcement, and legal 

professionals in support of survivors who seek justice. Why is international cooperation so 

crucial with regard to these crimes? As Brigid Inder, the prosecutor’s gender advisor, noted in 

her remarks on the launch of the new Office of the Prosecutor policy on sexual and gender 

based crimes, the report card does not look so good either in terms of success at the ICC or in 

terms of domestic prosecutions. We do have, as she stated, a “gender debt.” Part of the 

failure is due to lack of evidence or loss of witness testimony due to fear, stigma, 

intimidation, or lack of proper support throughout the process. 

 

I’d like to suggest three areas where cooperation is vital to addressing this gender debt: 

 

The first way to address the gender debt is to support proper investigations.  

This has been a huge challenge and has resulted in dramatic failures at both the international 

and national levels in many cases. If local capacity to collect forensic evidence of sexual 

violence is weak, in most cases, there will be barriers to both domestic and international 

prosecutions. In the DRC, for instance, there is only one professionally trained forensic 

doctor in the entire country, and he is based in Kinshasa, far from the conflict zones. He has 

for some time tried to establish a forensic institute where medical students could learn 

forensic medicine. While in Kinshasa last month, I learned that he has started on his own to 

train a group of 20 medical students whom he hopes to eventually deploy to many of the 

DRC provinces. This kind of investment in local capacity and infrastructure to document 

crimes, including sexual violence, is critical to the long-term effort to end impunity.  

 

It is also critical to understand what kind of evidence is available and needed for prosecuting 

sexual violence crimes. As the new policy on sexual and gender-based crimes emphasizes, the 

burden on the prosecution to prove its case should be no more substantial or onerous than for 

other crimes. But forensic evidence can be instrumental in successful prosecutions. 

 

Proper investigations require: 

 

 Rapid response teams with medical personnel, social workers, and criminal 

investigators, all trained, supported, deployed, equipped with digital cameras, and 

trained in forensic photography and proper interviewing of survivors and witnesses. 

 They require special efforts to document sexual violence in cases of killings, not only 

evidence from survivors. 

 Standardized medical records are also very important in order to create ways for 

governments or health systems to share de-identified, collated patient information 

both for national prosecutions and the ICC. In Kenya, there is now a standardized 

form for collection of medical evidence from survivors of rape. Unfortunately, because 

the post-rape care form did not exist in Kenya at the time, there was no systematic 

effort to collect hospital data on rape following the post-election violence in 2007 and 

2008. Absent that, PHR recently did publish a time series analysis of sexual violence 

by reviewing more than 1,600 medical records covering a five-year period from 
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hospitals in the Rift Valley. The study demonstrated that sexual violence was 

widespread during the 2007–2008 post-election period.  

 Another innovation that would be useful in domestic and international cases is PHR’s 

new cell phone app, MediCapt, which is currently in development. It will enable 

clinicians to upload individual medical forms securely onto a cloud so that the data 

from several individual cases can be aggregated and analyzed in a mass crimes context 

to show patterns of attacks, injuries, demographic information, and geographic 

locations. Systems could be established for international cooperation once such a 

technology is in place. As we test this tool in the DRC, I want to acknowledge our 

colleagues in both Kenya and the DRC who are going to be leading the way in this 

standardization of documentation and use of new technology.  

A second way to address the gender debt is to take on thorny prosecution challenges.  

We need a shared understanding among the different sectors of the range of sexual violence 

crimes and what evidence is required. A shared understanding starts with breaking down the 

barriers among these different stakeholders. By bringing both medical criminal investigation 

experts into trainings with prosecutors and judges we are starting to see results. We also see 

in our training workshops the continual need to demystify medical evidence and overcome 

deep prejudice and biases that are sometimes based on ignorance. Deep prejudice and bias 

exist in societies everywhere: in law enforcement, among legal professionals and judges, and 

even in the medical and nursing fields. In order to debunk these myths, our trainings convey 

the following important facts that we all need to know: 

  

 There is still valuable medical evidence available to us more than 72 hours after the 

crime, especially as victim testimony alone can constitute primary evidence; clinical 

evaluations can produce important medical evidence many weeks or even months 

after the crimes. Doctors can document sexually transmitted diseases and pregnancy 

resulting from rape, not to mention scars, bruises, ligature marks, torn clothing, and 

psychological observations.  

 A rape may well have occurred even if there is no physical evidence.  

 Children are usually truthful in these situations.  

 A victim who has been raped may well not show outward signs of emotional trauma. 

 A rape victim may not have put up a struggle during such violence.  

 Victims of rape may change the details of their stories and that is common following 

trauma.  

 

Medical and psychological experts can be extremely valuable in training collaboratively in 

teams with police officers and prosecutors and in educating judges to understand the 

evidence. Investing in such efforts at the national and international level is going to 

strengthen prosecutions of sexual violence crimes. 

 

There can be fruitful international exchange on how to conduct proceedings in ways that 

support the safety of the victim. There were valiant efforts in the recent Minova case in the 

DRC to protect the identities of the many women who testified at the trial in spite of the fact 
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that the verdict disappointed the rape survivors. More recently, I witnessed similar efforts in 

the South Kivu military court in a rape case of a mentally-disabled teenage girl. But we need 

much more training in the conduct of such proceedings, and again, collaborative training 

could be extremely useful. 

 

Finally, if we are truly going to address the gender debt in a holistic way, we must deal with 

reparations. 

The survivors of sexual violence in Kenya have been let down by the latest decisions; but this 

puts even more burden and obligation on Kenya itself to deliver justice to the survivors of 

the post-election mass rapes and other violence, many of them allegedly committed by police. 

The government owes these survivors and their communities acknowledgment, reparation, 

and justice. There is important public interest litigation going on in Kenya to support their 

claims. In the DRC, a long-awaited reparation fund seems to be endlessly held up in 

Kinshasa. It also should be launched as hundreds of reparations judgments delivered in local 

courts in the past few years have not been implemented. 

 

Cooperation goes both ways; failures at the international level are also devastating to local 

efforts. The presidential advisor on sexual violence and child recruitment in the DRC spoke 

last month in the country’s capital about changing the narrative on widespread sexual 

violence in her country. For this to happen, witnesses need to be protected and supported 

and provided with medical and psychological care; convicted perpetrators should not be able 

to break out of jail and threaten either the victims or the police and judges whose evidence 

and judgments put them behind bars; and powerful actors need to be prepared to go 

wherever the evidence leads in order to assure society that these crimes will not go 

unpunished.  

 

But I want to leave you with this idea: What if the DRC transformed in this decade from 

being known as the “rape capital” of the world to the place that evolved from a culture of 

impunity to an innovator in healing and justice? In cooperation with the ICC and by 

exerting political will, mobilizing the extensive local energy in the DRC, and building more 

technical savvy, I believe it can happen. 
 

 


