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All Survivors Project (ASP) is an international non-governmental organisation that supports global efforts to 
eradicate conflict-related sexual violence (CRSV) and strengthen national and international responses to it through 
research and action on CRSV against men and boys. ASP has been working on supporting access to justice for male 
victims/survivors in Colombia since 2020.1 

1 	 For more information on ASP’s work in Colombia, see Deponer las Armas, Retomar las Almas (Laying Down Arms, Reclaiming Souls): Sexual Violence 
against Men and Boys in the Context of the Armed Conflict in Colombia, 19 June 2022, https://allsurvivorsproject.org/deponer-las-armas-retomar-las-
almas-laying-down-arms-reclaiming-souls/
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Definitions
Conflict-related sexual violence (CRSV): refers to “rape, sexual slavery, forced prostitution, forced pregnancy, 
forced abortion, enforced sterilization, forced marriage, and any other form of sexual violence of comparable 
gravity perpetrated against women, men, girls or boys that is directly or indirectly linked to a conflict. This link may 
be evident in the profile of the perpetrator, who is often affiliated with a State or non-State armed group, including 
those designated as terrorist groups by the United Nations; the profile of the victim, who is frequently an actual 
or perceived member of a persecuted political, ethnic or religious minority, or targeted on the basis of actual or 
perceived sexual orientation or gender identity; a climate of impunity, which is generally associated with State 
collapse; cross-border consequences, such as displacement or trafficking; and/or violations of the provisions of a 
ceasefire agreement”.2

Health responses: For the purpose of this report, health responses for victims/survivors are defined as those 
services providing medical care, mental health and psychosocial support/counselling, case management, referrals 
and medico-legal care (including medical certification or forensic services). 

Mental health and psychosocial support (MHPSS): MHPSS is part of health responses and refers to any type of 
local or outside support that aims to protect or promote psychosocial well-being and/or prevent or treat mental 
disorder. Although the terms mental health and psychosocial support are closely related and overlap, they often 
reflect different, yet complementary, approaches.3

Victim/survivor: This term refers to any child or adult who has suffered CRSV in whatever form, including being 
forced to witness CRSV against another person or persons. The term “victim/survivor” acknowledges that those 
who experience sexual violence may identify themselves as a victim or as a survivor, or both, and that every 
individual has the right to choose their preferred language. In Colombia, the term “victim” rather than “survivor” is 
commonly used both in official documents and by victims/survivors themselves.

Sexual orientation, gender identity, gender expression, and/or sex characteristics (SOGIESC): Refers to the 
gender(s) to which a person is sexually or emotionally attracted (sexual orientation), how a person identifies or 
expresses their gender (which may or may not correspond with their assigned sex) (e.g., dress, appearance, speech, 
behaviour, mannerisms), and a person’s primary sex characteristics (e.g., genitalia, chromosomal and hormonal 
structure) and secondary sex characteristics (e.g., muscle mass, hair, stature).4

2 	 UN Secretary-General, Report: Conflict-related Sexual Violence, 29 March 2022, UN Doc. S/2022/272.
3 	 Inter-Agency Standing Committee (IASC) Guidelines on Mental Health and Psychosocial Support in Emergency Settings, 1 June 2007, https://

interagencystandingcommittee.org/iasc-task-force-mental-health-and-psychosocial-support-emergency-settings/iasc-guidelines-mental
4 	 ARC International, International Bar Association’s Human Rights Institute, and International Lesbian, Gay, Bisexual, Trans and Intersex Association, Sexual 

Orientation, Gender Identity and Expression, and Sex Characteristics at the Universal Periodic Review, November 2016, https://arc-international.net/
research-and-publications/research-and-analysis/sexual-orientation-gender-identity-and-expression-and-sex-characteristics-at-the-universal-periodic-
review/. See also Yogyakarta Principles (2006), which address a broad range of international human rights standards and their application to sexual 
orientation and gender identity issues (also Yogyakarta Principles plus 10 (2017), http://yogyakartaprinciples.org/

https://interagencystandingcommittee.org/iasc-task-force-mental-health-and-psychosocial-support-emergency-settings/iasc-guidelines-mental
https://interagencystandingcommittee.org/iasc-task-force-mental-health-and-psychosocial-support-emergency-settings/iasc-guidelines-mental
https://arc-international.net/research-and-publications/research-and-analysis/sexual-orientation-gender-identity-and-expression-and-sex-characteristics-at-the-universal-periodic-review/
https://arc-international.net/research-and-publications/research-and-analysis/sexual-orientation-gender-identity-and-expression-and-sex-characteristics-at-the-universal-periodic-review/
https://arc-international.net/research-and-publications/research-and-analysis/sexual-orientation-gender-identity-and-expression-and-sex-characteristics-at-the-universal-periodic-review/
http://yogyakartaprinciples.org/
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CESCR	 (UN) Committee on Economic, Social and Cultural Rights

CNMH	 National Centre for Historical Memory (Centro Nacional de Memoria Histórica) 

CRAV	 Regional Centre for Attention and Reparation to Victims (Centros Regionales de Atención y Reparación 
a Víctimas)

CRSV	 Conflict-related Sexual Violence

EPS	 Health Promoting Entity (Entidad Promotora de Salud)

EREG	 Emotional Recovery Strategy at Group Level

FARC-EP	 Revolutionary Armed Forces of Colombia — People’s Army (Fuerzas Armadas Revolucionarias de 
Colombia – Ejército del Pueblo) 

GBV	 Gender-based Violence

IASC	 Inter-Agency Standing Committee

ICCPR	 International Covenant on Civil and Political Rights

ICESCR	 International Covenant on Economic, Social and Cultural Rights

I/NGO	 International / non-governmental organisation

INMLCF	 National Institute of Legal Medicine and Forensic Sciences (Instituto Nacional de Medicina Legal y 
Ciencias Forenses)

IPS	 Service-providing Institution (Institución Prestadora de Servicios) 

JEP	 Special Jurisdiction for Peace (Jurisdicción Especial para la Paz)

LGBTI+	 Lesbian, gay, bisexual, transgender and intersex

MHPSS	 Mental Health and Psychosocial Support

NSAG	 Non-state Armed Group

PAPSIVI	 Programme of Psychosocial Support and Holistic Health Care for Victims (Programa de Atención 
Psicosocial y Salud Integral a Víctimas)

PEP	 Post-exposure prophylaxis

RUV	 Single Registry of Victims (Registro Único de Víctimas)

SGSSS	 General Social Security Health System (Sistema General de Seguridad Social en Salud)

SIVIGILA	 National Public Health Surveillance System (Sistema Nacional de Vigilancia en Salud Pública)

SNARIV	 National System for Comprehensive Victim Support and Reparation (Sistema Nacional de Atención y 
Reparación Integral a las Víctimas)

SOGIESC	 Sexual orientation, gender identity, gender expression, and/or sex characteristics

STI	 Sexually transmitted infection

Victims Unit	 Unit for Attention and Comprehensive Reparation for Victims (Unidad para la Atención y Reparación 
Integral a las Víctimas) 

Acronyms
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Executive Summary
This is the second report from All Survivors Project (ASP) published as part of a multi-country project on survivor-
centred healthcare for male victims/survivors of conflict-related sexual violence (CRSV). The report is based on 
research conducted in Colombia, a country which has experienced decades of armed conflict and where, despite a 
2016 peace agreement, insecurity persists. While women and girls have been disproportionally affected by CRSV, 
men and boys are also among the victims. 

The research, carried out during 2022, explored the availability of and access to timely, quality health responses for 
male victims/survivors of CRSV, including those with diverse sexual orientation, gender identity, gender expression, 
and/or sex characteristics (SOGIESC), their experiences of healthcare services, and the extent to which services 
are survivor-centred. It focused on 8 conflict-affected departments in five of Colombia’s six regions and included 
in-depth interviews with 10 male victims/survivors of CRSV and 34 stakeholders from healthcare and related 
sectors (key informants).  The research was aimed at:

•	 understanding the healthcare needs and experiences of health responses of men and boy victims/survivors 
of CRSV. 

•	 understanding the provision of healthcare services and practices of healthcare providers in supporting male 
victims/survivors and the barriers the latter face.

•	 exploring what a survivor-centred approach to healthcare means for victims/survivors and healthcare 
providers, and how it is applied in relation to male victims/survivors of CRSV. 

•	 developing recommendations on how to strengthen survivor-centred healthcare for male victims/survivors of 
CRSV.

The research findings point to the appalling physical, psychological, psychosocial and socio-economic harms 
resulting from CRSV and how these are exacerbated by the lack of availability and/or inaccessibility of timely, 
quality healthcare services. At the same time, the multi-layered barriers to accessing appropriate medical and 
mental health and psychosocial support (MHPSS) that were identified in the research point to the need for urgent 
action by all those responsible for or involved in the provision of healthcare in Colombia to strengthen responses for 
all victims/survivors of CRSV, including men and boys, to ensure that their rights, needs and wishes are fully met.

Harms suffered by victims/survivors of CRSV

Harms resulting from CRSV are varied, complex, and frequently long-lasting, affecting individual victims/survivors 
and often also extending to partners, children and broader communities. Key informants described numerous, 
severe physical, psychological and socio-economic consequences experienced by victims/survivors of CRSV, while 
interviewed male victims/survivors spoke about the harms that they had suffered, and in many cases continue to 
endure.

Many physical consequences of CRSV were highlighted including physical injuries that were a direct consequence 
of rape or other forms of sexual violence, in some cases resulting in severe consequences for long-term sexual and 
reproductive health or even death. 

Victims/survivors described requiring emergency medical interventions for injuries resulting from anal penetration. 
Beatings and other violence accompanying sexual violence had also resulted in physical harms including head 
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injuries; vision and auditory problems, in one case causing near blindness; broken and missing teeth; broken and 
fractured bones; and permanent scarring. Some victims/survivors described suffering from chronic pain and, in 
some cases the severity of the attacks had left them with physical disabilities. Others had contracted sexually 
transmitted infections (STIs) as a result of the CRSV. 

Reported psychological and psychosocial harms were also severe and long-lasting. Psychological symptoms 
described included depression, anxiety and feelings of hopelessness. Several victims/survivors spoke of having had 
suicidal thoughts, and several had attempted suicide. Others described experiencing anger, frustration, aggression 
and fear, as well as disturbed sleep and intrusive thoughts.  

Although such symptoms are not unique to male victims/survivors, the way in which harms resulting from CRSV 
manifest and are displayed can differ according to sex or gender. A key informant explained that in her experience 
working as a GBV/protection specialist for an INGO, men often exhibit different symptoms from female victims/
survivors. This and other similar observations are borne out by academic studies which have found that, while 
anxiety and depression are more common among female victims/survivors, male victims/survivors often display 
externalising behaviours, such as antisocial behaviour and substance abuse.

In terms of socio-economic impacts, CRSV is a well-established driver of forced displacement in Colombia where 
it has been used as a tactic by armed actors to force civilians to leave their places of origin. Approximately half 
of the interviewed victims/survivors reported having been displaced as a direct result of the CRSV they suffered. 
This experience of displacement compounded the physical and psychological trauma of CRSV, resulted in the loss 
of homes, land and livestock and other forms of income, as well as family and social networks. Several victims/
survivors who had been subjected to CRSV told ASP that they found it difficult to work or to complete their studies 
after experiencing CRSV. Those who experienced CRSV as children were often unable to complete their education. 

The right to health and barriers to accessing survivor-centred healthcare

The right to health is established in law in Colombia, as reflected in its ratification of the International Covenant on 
Economic, Social and Cultural Rights and other international and regional treaties, and enshrined in the Constitution 
and in legislation which establishes, as part of the right to health, the elements of availability, acceptability, 
accessibility and quality.5

In law, victims of armed conflict, including of CRSV, are considered “subjects of special protection” and are entitled 
to priority access to the psychological and psychiatric care they need,6 whose medical needs should be treated as a 
priority and free of charge, and who should be provided with psychosocial care for as long as required.7

Victims/survivors of CRSV are also entitled to reparations for harms suffered under Colombia’s domestic 
reparations programme established under the 2011 the Victims and Land Restitution Law (known as the Victims 
Law) and coordinated by the “Victims Unit”. Among the provisions in the Victims Law was the establishment of the 
Programme of Psychosocial and Integral Health Care for Victims (PAPSIVI), to provide non-emergency health care 
as well as physical, mental, and/or psychosocial rehabilitation, to victims of the armed conflict. 

5 	 Statutory Health Law 1751 of 2015, (Spanish only), article 6, https://www.minsalud.gov.co/Normatividad_Nuevo/Ley%201751%20de%202015.pdf
6 	 Statutory Health Law 1751 of 2015, article 11.
7 	 Law 1719 of 2014 on Access to Justice for Victims of Sexual Violence, Especially Sexual Violence During the Armed Conflict, articles 23 and 24.

https://www.minsalud.gov.co/Normatividad_Nuevo/Ley%201751%20de%202015.pdf
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Despite these and other arrangements, accessing timely, quality healthcare services is challenging for many 
victims/survivors of CRSV in Colombia. Of the 10 male victims/survivors interviewed only one sought medical care 
within 72 hours of being subjected to CRSV, and most sought healthcare only many years (in some cases decades) 
after the incident.

There was consensus among all those interviewed (victims/survivors and key informants) that unless urgent 
medical treatment for serious physical injuries is required, male victims/survivors typically do not seek healthcare 
and that, even where medical treatment is sought, men and boys generally do not disclose the real reason for their 
injuries or symptoms. 

The research pointed to multiple reasons why victims/survivors are unwilling or unable to access appropriate 
healthcare, many of which relate to the general weaknesses in the provision of healthcare and are therefore 
not specific to men and boys. However, some of the barriers identified were more gender-specific and often 
underpinned by factors including a lack of awareness that men and boys (as well as women and girls) can suffer 
CRSV; lack of understanding of the gender differentiated harms that can result from sexual violence; and deep-
rooted cultural constructs of masculinity and sexuality which not only affect attitudes of healthcare workers 
towards male victims/survivors, but also profoundly influence the way in which harms are internalised by affected 
individuals, as well as the ways in which their families and communities respond to them.   

The report identifies barriers to healthcare at four levels: structural, organisational, community and individual:

Structural-level barriers

a)	 Uneven availability of basic medical and mental healthcare and of specialised care. Remote and rural areas 
are particularly poorly served, and there is a lack of availability of specialist services for victims/survivors 
of sexual violence outside of larger urban areas. Long distances and prohibitive costs associated with travel 
were repeatedly highlighted by interviewees as a significant barrier to accessing healthcare. 

b)	 Lack of clarity over requirements on healthcare workers to report sexual violence. Although health workers 
are required to notify rule of law authorities about incidents of sexual violence, there was confusion about 
reporting obligations and reluctance to report for fear of retaliation by armed actors which may present an 
obstacle to victims/survivors accessing appropriate protection, legal services and other support.  

c)	 Challenges in the design and delivery of psychosocial support. The importance of psychosocial support was 
stressed by victims/survivors and key informants, but there was also criticism of the design, scope and 
approach of the support offered under PAPSIVI and of psychosocial support offered by the Victims Unit. 
Victims/survivors described multiple obstacles involved in engaging in a lengthy and bureaucratic process for 
registering with the Victims Unit, which is necessary for accessing both programmes, and of the temporary, 
often short-term and non-specialist (both in terms of CRSV and gender) support offered.

d)	 Non-gender inclusive policies, protocols and guidelines on healthcare support to victims/survivors of sexual 
violence. The limited recognition that men and boys can be victims/survivors of sexual violence is reflected in 
the limited or lack of attention to male victims/survivors in various healthcare-related policies and guidance 
including the 2012 “Protocol and Model of Comprehensive Health Care for Victims of Sexual Violence 
Protocol” (Sexual Violence Protocol).
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Organisational-level barriers

e)	 Limited awareness and expertise among healthcare workers to recognise and respond appropriately to male 
victims/survivors. Key informants pointed to lack of knowledge and expertise among health professionals 
on responding to sexual violence in general and of recognising the signs or knowing how to respond 
appropriately to male victims/survivors, including those with diverse SOGIESC. Inadequate training was 
considered to significantly contribute to this problem. There was concern that the system of compulsory 
social service, under which all graduates of higher education health programmes are required to spend six 
months to one year in health facilities in socio-economically deprived areas or areas where health services 
are difficult to access, including conflict-affected areas, means that CRSV victims/survivors may be treated 
by medical personnel who are insufficiently trained or experienced. 

f)	 Negative attitudes and behaviours among health workers towards male victims/survivors, including 
discrimination and homophobia. Almost all interviewed victims/survivors pointed to negative attitudes or 
behaviours by healthcare workers as a significant barrier to seeking care. Those who had sought healthcare 
described experiences of being treated in a stigmatising, homophobic or otherwise discriminatory manner 
by doctors, nurses or other staff working in health facilities. Many reported being asked insensitive or 
inappropriate questions or being asked for information about the incident of CRSV which they found 
irrelevant and re-victimising. 

g)	 Under-resourced and ill-equipped healthcare facilities and high staff turnover resulting in loss of expertise 
and experience, and disruption in care continuity. High levels of staff turnover contribute to the loss of any 
expertise or experience that has been built and disruption in the continuity of care of victims/survivors. 
According to some key informants a range of factors may contribute to making placements in remote/
conflict-affected areas unattractive, including under-resourced and ill-equipped health facilities which 
can lack even basic diagnostic tests for HIV, post-exposure prophylaxis (PEP) kits and STI screening and 
treatment.

h)	 Lack of respect for confidentiality and privacy of victims/survivors. Lack of privacy in healthcare facilities and 
lack of respect for patient confidentiality by healthcare workers, were seen as significantly contributing to the 
reluctance of victims/survivors to seek medical and other health care.

Community-level barriers

i)	 Insecurity resulting from the presence of non-state armed groups which restricts travel and access to services. 
Almost all interviewed victims/survivors said that they had been threatened with death or other harm to 
themselves or their families by those responsible for subjecting them to CRSV if they reported what had 
happened or sought help, and that this had prevented many of them from seeking emergency medical 
treatment. State-provided protection was considered inadequate.

j)	 Negative community attitudes towards victims/survivors and resulting stigmatisation. At a community level, 
stigmatisation or fear of it, creates an environment which can make it difficult for victims/survivors to trust 
those around them and thereby acts as a hinderance to seeking support and can result in social exclusion, 
judgement and stigma.
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k)	 Fear of negative reactions by family and of breakdown of family relationships. In addition to fears about 
negative reactions from the wider community, there were concerns about the impact of CRSV on family 
relationships. Interviewed victims/survivors described said that they feared rejection by their families or that 
they would be blamed or and/or considered gay if family members found out they had been subjected to 
CRSV.

Individual-level barriers

l)	 Internalised shame and self-stigmatisation. Self-stigmatisation and feelings of shame and embarrassment 
were common among the interviewed victims/survivors and had not only prevented them from telling family 
and friends, but also made them reluctant to seek healthcare or disclose what had happened to them if they 
did. In some cases, where medical care was sought, feelings of shame had prevented them from disclosing 
what had happened to them or from attending follow-up appointments or completing a course of treatment. 

m)	 Lack of knowledge of services. To the extent that healthcare services for victims/survivors of sexual violence 
are available, male victims/survivors are often not aware of them, do not have information about how to 
access them, or believe they are only for women and girls. The lack of knowledge of where and how to 
access specialised services for male victims/survivors was also shared by some key informants.

Survivor-centred healthcare from the perspective of research participants

Male victims/survivors and key informants were asked what, in their view, survivor-centred care for victims/
survivors of CRSV should look like. Issues considered crucial by victims/survivors included:

•	 Recognition of the sexual victimisation of men and boys: Victims/survivors highlighted the need for 
recognition by State institutions that both heterosexual cisgender men and boys as well as those with diverse 
SOGIESC have been victims of CRSV and the need to dispel myths surrounding this form of violence that 
contribute to shame and stigma and thus prevent men and boys from accessing healthcare services.

•	 Being treated with respect: Victims/survivors said that they wanted to be heard, listened to and treated with 
“humanity”, “empathy” and “dignity”. They wanted their individual needs to be considered, and did not want 
to feel judged, be mocked, gossiped about, or to have assumptions made about their actual or perceived 
sexual orientation or gender identity. 

•	 Not to be discriminated against including on grounds of sexual orientation or gender identity: Several victims/
survivors who identified as gay or bisexual said that they wanted to be treated by healthcare workers who 
understood them and the discrimination that they face. 

•	 Understanding social, cultural and regional differences: Male victims/survivors said that the design of 
healthcare services should take into account socio-cultural and regional differences of victims/survivors. 
They emphasised the need to provide services that consider the ethnic and cultural diversity and other 
context-specific realities of life in each region and that outreach strategies and services should also be 
designed to take account of differing levels of security in a specific area and of logistical issues. 

•	 Early interventions for boys: Victims/survivors particularly emphasised the importance of working with 
boy victims/survivors (and their families) while they were still young, with several noting that they had not 
received adequate, timely, survivor-centred support as children and did not want others to face the same 
ongoing difficulties they did. 
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•	 Being treated by trained, experienced medical personnel and other healthcare workers: There was consensus 
on the importance of being treated by professionals who are trained in and have experience of working with 
victims/survivors of CRSV. The need for holistic care and of not being referred from one place to another and 
of having to repeat their experiences of sexual violence to multiple different people was also stressed. 

•	 Respect for confidentiality: The need for greater respect for confidentiality and privacy was strongly 
emphasised.

•	 Participation of victims/survivors: Victims/survivors emphasised that a survivor-centred approach requires 
the involvement of those who have experienced CRSV at all stages of the response, from design and 
implementation to monitoring and evaluation. Concerns were raised about the lack or limited representation 
of male victims/survivors of CRSV in bodies and processes that would enable such participation. 

•	 Peer support from other victims/survivors: The importance of peer support was emphasised, with victims/
survivors speaking about how they had benefitted from being members of survivor networks through which 
they could meet, talk and be supported by others who had shared and could therefore understand their 
experience and that this had also helped them to realise that they were not the only ones who had been 
subjected to CRSV. 

•	 Understanding their rights and how to access them: The importance of knowing their rights and of being given 
both the necessary information and support to access them was emphasised. This point related particularly 
to the right to reparation where many victims/survivors had found it difficult to make sense of and to access 
reparative measures to which they were entitled. 

The following priorities emerged from key informants: 

•	 The importance of an individualised approach: The need for health care and other support to victims/
survivors to be individualised was widely recognised among key informants. 

•	 Employing a differential approach: Key informants highlighted the importance of a differential approach 
that considers not only individual experiences, but also factors including age, ethnicity, disability, sexual 
orientation or gender identity and socio-economic status and the ways in which these impact on how harms 
are experienced, and healing occurs. 

•	 Considerations for boys: Key informants stressed the importance of listening, taking time and being patient. 
Having time to build trust was emphasised to help “break the silence” of younger victims/survivors, and it 
was also noted that healthcare professionals should be sufficiently skilled and empowered to ask sensitive 
questions and to be able to provide and guide care and referrals.

•	 Respect for confidentiality: Key informants reflected on how lack of confidentiality affected the care received 
by victims/survivors and could prevent them from accessing services in the first place or continuing with 
treatment. 

Recommendations 

The healthcare needs of victims/survivors of CRSV are pressing and many have already waited many years to 
receive the care and support they require and have a right to. In the long-run proposed government plans to 
strengthen the healthcare provision, including in remote and rural areas where many CRSV victims/survivors 
live, and to reform PAPSIVI (by integrating it into the regular healthcare system) offer important opportunities to 
strengthen healthcare provision for CRSV victims/survivors.
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However, healthcare for victims/survivors must be addressed as a matter of urgency and should not have to wait 
for agreement on proposed reforms. Moreover, the success of any measures, whether immediate or longer-term, 
will depend in large part on the extent to which they are genuinely survivor-centred. At present there appears to be 
a significant gap between understandings and expectations of what is entailed in a survivor-centred approach to 
healthcare for CRSV victims/survivors and what is available in practice. It will also be dependent on how far they 
are informed by those who have experienced CRSV, including women, girls, men and boys and people with diverse 
SOGIESC, who must be must be central in any process to strengthen healthcare responses.

In contribution to these discussion ASP recommends that, as a starting point, the Colombian government supports 
intensified efforts to document CRSV and to build public recognition of its scale and the way in which it has 
been used to target different populations and the resulting harms. Dedicated resources should be provided to 
improve documentation of CRSV against men and boys, including those with diverse SOGIESC, in order to provide 
a more complete picture of patterns and harms resulting from it and to better inform prevention, healthcare, justice 
and other responses, and to ensure recognition of all victims/survivors.

Structural-level recommendation

•	 Ensure availability and accessibility of timely, quality, survivor-centred primary healthcare services 
including in conflict-affected areas, and of easily accessible specialised medical care for all CRSV 
victims/survivors. This should include, accelerating efforts to strengthen primary healthcare, particularly in 
remote and rural areas, to ensure the availability of gender-competent, survivor-centred emergency medical 
and mental health care for victims/survivors of CRSV; ensuring quicker and easier referrals to specialist 
care for all victims/survivors of sexual violence; ensuring that specialised physical and mental health 
care for victims/survivors of CRSV is available within all facilities providing more complex healthcare; and 
undertaking a review of the merits of establishing a network of “one-stop” sexual violence centres in which 
all services (medical, MHPSS and legal support) are available/accessible in a single location.

•	 Ensure that all victims/survivors of CRSV, including men and boys have access to emergency and longer-
term MHPSS services and that these services are designed to respond to the specific needs of CRSV victims/
survivors and to take account of their individual experiences and differential needs according to gender, age, 
SOGIESC, ethnicity and other variables.

•	 Ensure that the costs of transport and other travel-related expenses do not constitute a barrier to 
healthcare for victims/survivors of CRSV. 

•	 Clarify requirements on healthcare workers to report incidents of sexual violence to judicial and other 
authorities and ensure that all relevant personnel receive guidance about training on them.

•	 Ensure that all victims/survivors of CRSV can access the reparations, including medical, mental health 
and psychosocial care, to which they are entitled under Colombia’s domestic reparations programme, 
including by streamlining and making more accessible the Victims Unit’s registration process; ensuring 
that all officials responsible for taking or analysing victim/survivor registration statements are trained in 
identifying, supporting and responding to individuals who may have been subjected to CRSV, including men 
and boys; accelerating the reform of PAPSIVI to ensure that the necessary resources, capacity and skills 
are rapidly put in place to provide long-term, gender-competent, age-appropriate psychosocial support to 
all victims/survivors of CRSV and; pending these reforms, ensuring that victims/survivors can access the 
psychosocial care that they require in timely fashion, for as long as is needed.
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•	 Review all policies, protocols and guidance relevant to the treatment of victims/survivors of sexual 
violence, including the 2012 Sexual Violence Protocol, to ensure that they are gender-inclusive and 
responsive to the gender, age- and socio-cultural specific impacts and needs of victims/survivors, including 
men and boys.

Organisational-level recommendations

•	 Ensure that all healthcare workers and other personnel who may come into contact with victims/
survivors of CRSV are fully trained on survivor-centred healthcare practices related to the treatment 
of victims/survivors of sexual violence, including men and boys. Healthcare workers, including doctors, 
nurses and others performing compulsory social service, should be trained on the clinical management of 
sexual violence before their deployments. All training should address the evolving capacities of the child and 
negative attitudes towards male victims/survivors and provide healthcare workers and others working in 
healthcare facilities with the knowledge and skills to respond to all victims/survivors with dignity, respect and 
empathy.

•	 Ensure that all healthcare facilities, including primary health posts, are equipped with basic medical 
supplies, including HIV diagnostic tests, kits to provide post-exposure prophylaxis and STI screening and 
treatment. Healthcare workers should also be trained in the use of these kits and diagnostic tools.

•	 Ensure that victim/survivor confidentiality and privacy is respected throughout the care pathway. 
Training and other measures should be put in place to ensure that healthcare workers comply with provisions 
in the Sexual Violence Protocol to respect patient confidentiality and privacy at all times. Healthcare facilities 
should be designed so that they can be accessed discreetly and consultations and treatment provided in 
private spaces.

Community-level recommendations

•	 Put in place effective measures to guarantee the security and safety of victims/survivors of CRSV 
and ensure measures are in place to protect healthcare workers and healthcare facilities including by 
reviewing the effectiveness of existing protection measures for victims/survivors of CRSV and increasing 
resources and strengthen capacities to ensure the protection of victims/survivors of CRSV against retaliation 
by parties to the armed conflict and other risks, to enable victims/survivors to safely access healthcare and 
to participate fully in justice and other processes. 

•	 Work with conflict-affected communities to increase awareness of the vulnerability of men and boys 
to CRSV and reduce stigmatisation, and to strengthen community mechanisms of protection and 
support. Dialogues with community and religious leaders and other community-members should take place 
to sensitise them to and raise awareness of sexual violence against men and boys, including those with 
diverse SOGIESC, and to help reshape discriminatory gender discourse and harmful patriarchal norms and 
stereotypes. 

•	 All community-based health promotion activities should include information about sexual violence 
against men and boys including those with diverse SOGIESC. Outreach and information materials and 
messages should be provided in local languages and developed in consultation with victims/survivors, 
including men and boys from the area to ensure that they are context-appropriate and take account of local 
social and cultural practices and beliefs.
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Individual-level recommendations

•	 Provide culturally sensitive, gender-specific, long-term support to male victims/survivors to help them 
overcome feelings of self-stigmatisation and blame. Victims/survivors should be offered support that is 
safe, voluntary and led by them, to address self-stigmatisation and guilt that is often associated with the 
experience of sexual violence, as well as personal confusion about their sexual identity and/or orientation 
and the negative way in which this can impact on their sense of themselves and relations with others. 

•	 Raise awareness among male victims/survivors of CRSV of their rights to healthcare and reparations 
and of available medical and MHPSS services and how to access them, as well as the protocols in place 
to protect their safety and security (e.g., confidentiality protocols). Awareness raising campaigns should be 
coordinated among all relevant government and non-governmental stakeholders including from the health, 
GBV, child protection, justice and rule of law sectors and consideration given to the most appropriate means 
of communication (in person, social media, TV, radio etc.) according to local contexts, languages and culture. 

•	 Provide funding and other support to strengthen male victim/survivor networks in order to ensure male 
victims/survivors can benefit from peer support to help them come to terms with their experiences 
of CRSV as well peer support in navigating the healthcare system, justice, reparations and protection 
processes, and empower them to engage with and influence the design and implementation of these 
services and processes.
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1.  
Introduction

This is the second in a series of reports published as part of ASP’s multi-country project on survivor-centred 
healthcare for male victims/survivors of CRSV.8 It presents the results of research conducted in Colombia in 
2022 by ASP. 

The research explored the availability of and access to timely, quality health responses for male victims/
survivors of CRSV, including those with diverse sexual orientation, gender identity, gender expression, and/or 
sex characteristics (SOGIESC), their experiences of healthcare services, and the extent to which services are 
survivor-centred. The research had the following objectives: 

•	 To understand the healthcare needs and experiences of health responses of men and boy victims/
survivors of CRSV. 

•	 To understand the provision of healthcare services and practices of healthcare providers in 
supporting male victims/survivors and the barriers they face in accessing timely, safe, quality 
healthcare services.

•	 To explore what a survivor-centred approach to healthcare means for victims/survivors and 
healthcare providers, and how it is applied in relation to male victims/survivors of CRSV.

•	 To develop recommendations on how to strengthen survivor-centred healthcare for male victims/
survivors of CRSV in Colombia. 

The report begins with an outline of the research methodology, followed by a summary of the background 
to armed conflict in Colombia and patterns of CRSV, as well as State obligations relating to the provision of 
healthcare for CRSV victims/survivors and the design of healthcare responses. 

Findings relating first to the harms experienced by male victims/survivors and then to barriers faced by them 
in accessing timely, quality, survivor-centred healthcare are set out, followed by their perceptions, and those 
of key informants, on what should be encompassed in a survivor-centred approach to healthcare. Based on 
these findings, recommendations are offered on immediate and longer-term measures that could be taken 
to overcome identified barriers and meet victim/survivor aspirations for survivor-centred care.

8 	 ASP, Enhancing Survivor-Centred Healthcare Response for Male Victims/Survivors of Sexual Violence in Afghanistan, 19 March 2021, https://
allsurvivorsproject.org/enhancing-survivor-centred-healthcare-response-for-male-victims-survivors-of-sexual-violence-in-afghanistan/. Report 
on the Central African Republic forthcoming.

https://allsurvivorsproject.org/enhancing-survivor-centred-healthcare-response-for-male-victims-surv
https://allsurvivorsproject.org/enhancing-survivor-centred-healthcare-response-for-male-victims-surv
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Survivor-centred approach – definition and terminology 

A survivor-centred approach means that the rights, needs, and choices of victims/survivors of violence, 
as identified by themselves, are at the centre of all prevention and response efforts. A survivor-centred 
approach, as defined by Gender-based Violence Information Management System (GBVIMS) Steering 
Committee, aims to create a supportive environment in which each victim/survivor’s rights are respected 
and in which the person is treated with dignity and respect; recognising that each individual has equal 
rights to care and support, is different and unique, will react differently to their experience and has different 
strengths, capacities, resources and needs. A survivor-centred approach also recognises that each 
individual has the right, appropriate to their age and circumstances, to decide who should know about what 
has happened to her/him/them and what should happen next and should be believed and be treated with 
respect, kindness and empathy.9

Although the term “survivor-centred” is commonly used in relation to health responses to CRSV, in Colombia 
the term “victim” rather than “survivor” is more widely used. Hence “victim” is used in this report when 
quoting from official documents (laws, protocols, guidelines etc.) or directly quoting from interviews with 
victims/survivors or key informants.

9 	 Interagency Gender-Based Violence Case Management Guidelines: Providing Care and Case Management Service to Gender-based Violence 
Survivors in Humanitarian Settings, 1 January 2017, First Edition, https://reliefweb.int/report/world/interagency-gender-based-violence-case-
management-guidelines. See also Inter-Agency Standing Committee (IASC), “Definition & Principles of a Victim/Survivor Centered Approach”, 6 
June 2023, https://interagencystandingcommittee.org/iasc-champion-protection-sexual-exploitation-and-abuse-and-sexual-harassment/iasc-
definition-principles-victimsurvivor-centered-approach

https://reliefweb.int/report/world/interagency-gender-based-violence-case-management-guidelines
https://reliefweb.int/report/world/interagency-gender-based-violence-case-management-guidelines
https://interagencystandingcommittee.org/iasc-champion-protection-sexual-exploitation-and-abuse-and-sexual-harassment/iasc-definition-principles-victimsurvivor-centered-approach
https://interagencystandingcommittee.org/iasc-champion-protection-sexual-exploitation-and-abuse-and-sexual-harassment/iasc-definition-principles-victimsurvivor-centered-approach
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2.  
Methodology

Research for this report was conducted by ASP and supported by a research advisory group (RAG) set up to 
provide technical and strategic guidance to the project and to review outputs.10 RMVP and the Focal Groups 
supported the participation of male victims in the interviews and workshops.

The research was qualitative and involved: a desk review of literature on sexual violence against men and 
boys in Colombia and of relevant laws and policies relating to health sector responses for sexual violence 
(including CRSV); a mapping of key stakeholders involved in health sector services for victims/survivors of 
CRSV; key informant interviews with 34 stakeholders from healthcare and related sectors; and in-depth 
interviews with 10 male victims/survivors of CRSV.

Participation criteria and sampling of key informants and victims/survivors

Key informants were initially identified through the stakeholder mapping exercise and then via a snowballing 
process in which key informants were asked during interviews to recommend other individuals. The 34 
key informants included representatives of the Ministry of Health and Social Protection (Ministry of Health) 
and other national and local authorities responsible for healthcare policy and/or implementation, service 
provision and/or monitoring and evaluation; national institutions responsible for or otherwise involved in the 
domestic reparations programme for victims of armed conflict; UN agencies; and national and international 
NGOs or civil society networks directly involved in providing healthcare or mental health and/or psychosocial 
support (MHPSS) or supporting victims/survivors to access it. Sectors or areas of expertise represented 
included healthcare, MHPSS, forensic science, gender-based violence (GBV), LGBTI+ rights, protection/
child protection; and justice including reparations. Seventeen of the key informants worked at national or 
headquarters level, primarily in Bogotá, and 17 at a regional or departmental level (see Appendix for a 
detailed breakdown of geographic locations of key informants, Table 1).

Victim/survivor participants were identified by RMVP and the Focal Groups via their members and networks. 
They were subsequently contacted directly by ASP to discuss their participation and to acquire informed 
consent for interviews. The criteria for participation included being: 18 years old or over; a victim/survivor of 
CRSV; assigned male sex at birth/identifying as male, and competent to voluntarily provide informed consent 
to participate. Of the 10 male victims/survivors who participated: 

•	 The youngest was 27 years old and the oldest 49 years old at the time of data collection.

•	 They originated from eight departments in five different regions 

10 	 Members of the RAG included representatives of two survivor networks, Survivors Speak Out (UK) and Men of Hope (Uganda), sexual violence 
experts and academics from UNHCR (the UN Refugee Agency), the International Organization for Migration (IOM), Médecins Sans Frontières 
(MSF), International Reproductive Health and Sexual Violence Care Working Group, the Mukwege Foundation, The Havens, Kings College 
Hospital NHS Foundation Trust, and a research ethics specialist.
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•	 All had been subjected to at least one incident of CRSV, and at least three had experienced multiple 
incidents of sexual violence, although it was not clear if all were conflict-related. 

•	 They were aged between five and 35 years old when they first experienced sexual violence - at least 
five of the victims/survivors were under 18 when they were first subjected to sexual violence.

•	 Six identified as having diverse sexual orientation. None identified as transgender, having diverse sex 
characteristics or being non-binary.

•	 One of the victims/survivors identified as being of African descent. None identified as indigenous.

•	 Four victims/survivors had a disability, including physical and auditory/visual disabilities and 
psychiatric illness.11 All of them reported that their disability resulted from an experience of sexual 
violence.

•	 At least three of the victims/survivors reported having contracted different forms of STIs as a result of 
sexual violence.

•	 Approximately half of the victims/survivors were displaced as a result of CRSV.

•	 At least six victims/survivors hold leadership roles in their communities.

Data collection

Interviews and other data collection activities were carried out between March and December 2022 
in Colombia by two female, Spanish-speaking researchers. All victim/survivor interviews, apart from 
one, were conducted in-person. Key informant interviews were conducted over Zoom. Interviews were 
audio-recorded, except for one with a key informant and one with a victim/survivor who did not wish to be 
recorded. 

Most (nine out of 10) victim/survivor interviews took place during two separate two-day workshops held in 
Santa Marta and Bogotá in March 2022. The workshops were designed with the aim of creating a safe and 
secure environment to enable victims/survivors to participate in individual interviews as well as to take part 
in peer support activities and receive further assistance, including referrals to health services and other 
support if required. During the workshops, victims/survivors were provided with information about their 
rights to healthcare and information and support on how to access health care and justice. 

Data analysis and validation

Audio-recorded interviews were transcribed into Spanish and translated into English. When required, 
excerpts and quotations were re-translated from English to Spanish in order that they could be verified 
for accuracy. The English transcripts were coded and analysed using ATLAS.ti (version 8) qualitative data 
analysis software by a researcher who was not directly involved in the data collection. A social ecological 
framework was used to analyse and organise findings relating to barriers to accessing healthcare, although 
this was not used in the design of the study or the interview guides.

A validation workshop organised by ASP with the support of RMVP and the Focal Groups and attended 
by nine of the 10 interviewed male victims/survivors was held in Bogotá in December 2022 during which 
ASP presented preliminary findings which were discussed in plenary and small group sessions. Bilateral 

11 	 Disability status was not available for one interviewee who could not be recontacted for further clarification.



 21 

Enhancing survivor-centred healthcare for male victims
of conflict-related sexual violence in Colombia

feedback sessions were also held with selected key informants to discuss the research findings and 
recommendations. Data analysis concluded in 2023 and a draft version of the report was reviewed by 
members of the RAG for the project and other relevant experts (see acknowledgements footnote 10 for 
details of peer reviewers.

Ethical considerations

Various measures were taken to ensure that the research was ethical, and that the safety, security and right 
to confidentiality of research participants was protected throughout the process. 

Ethics approval for the research protocol was obtained from Profamilia’s Research Ethics Committee 
(Comité de Ética en Investigación de Profamilia).12 ASP conducted training for interviewers on research 
ethics and safety, including on ensuring privacy and confidentiality, obtaining informed consent and 
respecting the withdrawal of consent. Training was also provided to researchers on ensuring respect for 
victims/survivors and recognising and responding appropriately to signs of distress and to disclosure of 
CRSV and other violations.

All participants provided written informed consent (in Spanish) before being interviewed, and for the use 
of anonymised quotations in this report. Confidentiality was ensured by removing identifying data from 
transcripts, including the names of individuals, healthcare facilities and organisations. To further protect 
identities of victims/survivors, detailed demographic information is not included in the report beyond that 
included in the methodology above. Key informants are also not named, although limited information about 
their location, role and the type of entity or organisation they work for is referenced in footnotes where 
relevant.

Victims/survivors who participated in the study were not asked questions about their experiences of sexual 
violence to prevent re-traumatisation (although some chose to discuss what had happened to them). 
Nevertheless, recognising that even recounting experiences associated with the health impacts of CRSV 
could be distressing, support both during and after interviews and the validation workshop was made 
available from national psychologists identified by RMVP and through peer support.

Research limitations

A key methodological limitation of this research related to its geographic scope which did not cover all 
departments/regions where CRSV against men and boys has been documented. Although the research 
identified some differences in victim/survivor experiences in accessing healthcare between departments/
regions, further research is needed to develop a deeper understanding of geographic differences to identify 
and tailor responses specific to each context. 

In relation to victims/survivors, shortcomings included incorporating fully the issues of age, diversity of 
SOGIESC and ethnicity. In terms of age, because only adults were interviewed the report does not include 
input from boys. However, because half of the interviewees were under the age of 18 when they were 
subjected to sexual violence their experience as children of accessing, or failing to access, healthcare is 
reflected.

12 	 Profamilia is a private non-profit organisation that promotes the respect and exercise of sexual and reproductive rights in Colombia.
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In relation to diversity of SOGIESC, the sampling framework included individuals assigned male sex at birth 
as well as those who identify as male and was therefore inclusive of transgender men and women and 
non-binary or intersex persons. However, it was not possible to identify and therefore include interviewees 
from these groups. While some key informants did refer during their interviews to providing healthcare for 
transgender victims/survivors, this report does not document their experiences in detail.13

In terms of diversity of ethnicity, only one of the victims/survivors identified as being of African descent, 
and none identified as indigenous. The desk review pointed to relevant sources of information on the issue 
and key informants were asked to reflect on barriers faced by these populations. However, the lack of 
participation of indigenous male victims/survivors and the limited participation victims/survivors of African 
descent means that there is limited information about their experiences of accessing healthcare and of what 
constitutes a survivor-centred approach for them. 

In relation to key informants, while representatives of the Ministry of Health were among those interviewed, 
it was not possible to interview representatives of municipal and departmental authorities responsible for 
healthcare provision at a local level. Additionally, not all stakeholders identified during the mapping and 
snowballing processes were available to participate in the research.

13 	 Some research has been undertaken by others on access to healthcare by transgender men and non-binary individuals. See for example, 
Profamilia, Acceso al aborto seguro para hombres trans y personas no binarias: un estudio exploratorio en Colombia, June 2021, https://
profamilia.org.co/wp-content/uploads/2021/06/INFORME-ABORTO-PERSONAS-TRANS-JUNIO-1-2021.pdf

https://profamilia.org.co/wp-content/uploads/2021/06/INFORME-ABORTO-PERSONAS-TRANS-JUNIO-1-2021.pdf
https://profamilia.org.co/wp-content/uploads/2021/06/INFORME-ABORTO-PERSONAS-TRANS-JUNIO-1-2021.pdf
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3.  
Background

3.1	 Armed conflict and CRSV in Colombia

Colombia has experienced decades of armed conflict and, despite a peace agreement in 2016 between 
the government and the non-state armed group (NSAG), the Revolutionary Armed Forces of Colombia — 
People’s Army (Fuerzas Armadas Revolucionarias de Colombia – Ejército del Pueblo, FARC-EP), insecurity 
persists as FARC-EP dissident groups, paramilitary and other armed groups continue to fight over territory, 
as well as drug and other illicit businesses.14

Civilians, particularly those from poorer more remote areas and rural areas, where state presence is weak, 
have historically suffered and continue to bear the brunt of the conflict, with indigenous and Afro-Colombian 
communities disproportionality impacted. Despite efforts to enhance their protection, human rights 
defenders as well as community and other civil society leaders or activists have been particularly targeted 
by armed actors on account of their efforts to draw attention to the impact of the conflict on the lives of 
ordinary people.15

All parties to the conflict, both state security forces (including paramilitary groups with links to the armed 
forces) and NSAGs have been responsible for serious violations of international humanitarian and human 
rights law, including unlawful killings, enforced disappearances, forced displacement and the military 
recruitment and use of children.

CRSV has been widespread as pre-existing patterns of sexual violence and other forms of GBV have 
been exacerbated by armed conflict, and CRSV has also been widely used as a form of strategic violence. 
Colombia’s National Centre for Historical Memory (Centro Nacional de Memoria Histórica, CNMH) has 
described how CRSV became embedded “in the logic” of the armed conflict, including as a means of 
exerting power over populations and territories.16

The CNMH and others have also documented the way in which CRSV has been used as form of social 
control to punish and terrorise communities, and how certain people have been particularly targeted, 

14 	 The International Committee of the Red Cross (ICRC) has identified seven ongoing non-international armed conflicts in Colombia involving 
multiple parties including the Colombian government and various NSAGs. See ICRC, “Civilian population trapped in fear and anxiety”, 22 March 
2023, https://www.icrc.org/en/document/colombia-civilian-population-trapped-fear-and-anxiety-2023

15 	 In 2021, the Office of the High Commissioner for Human Rights verified 100 murders of human rights defenders and documented 1,116 
allegations of threats and attacks against individuals or organisations working to defend human rights. See UN Human Rights Council, Situation 
of human rights in Colombia: Report of the United Nations High Commissioner for Human Rights, 17 May 2022, UN Doc. A/HRC/49/19. See 
also Human Rights Watch, Colombia: Protection Gaps Endanger Rights Defenders, 10 February 2021, https://www.hrw.org/news/2021/02/10/
colombia-protection-gaps-endanger-rights-defenders.

16 	 The CNMH was established under Law 1448/2011 (Victims and Land Restitution Law) and is responsible for contributing to the State´s duty of 
memory including through documenting violations of international humanitarian and human rights law. CNMH, La Guerra Inscrita en el Cuerpo. 
Informe nacional de violencia sexual en el conflicto armado, 2017, (Spanish only), https://centrodememoriahistorica.gov.co/la-guerra-inscrita-
en-el-cuerpo/

https://www.icrc.org/en/document/colombia-civilian-population-trapped-fear-and-anxiety-2023
https://www.hrw.org/news/2021/02/10/colombia-protection-gaps-endanger-rights-defenders
https://www.hrw.org/news/2021/02/10/colombia-protection-gaps-endanger-rights-defenders
https://centrodememoriahistorica.gov.co/la-guerra-inscrita-en-el-cuerpo/
https://centrodememoriahistorica.gov.co/la-guerra-inscrita-en-el-cuerpo/


 24 
3. Background

including LGBTI+ people because of their non-conformity with social norms, and people of Afro-
descendant and indigenous communities living in areas of strategic importance to armed groups.17 The 
CNMH has additionally noted that “there is an abysmal silence” and invisibility of violence against people 
with disabilities who have also been vulnerable to CRSV, often targeted on account of their perceived 
defencelessness.18 CRSV has also been associated with the unlawful military recruitment and use of 
children.19

Of the more than 9.5 million victims of conflict-related human rights violations who had been registered 
by the Unit for the Attention and Comprehensive Reparation for Victims (the Victims Unit) (Unidad para la 
Atención y Reparación Integral a las Víctimas), as of 31 July 2023, 38,570 were registered as victims of 
“crimes against sexual freedom and integrity in the context of the armed conflict”.20

Women and girls have been disproportionally affected, and in 2015 Colombia’s Constitutional Court 
recognised that sexual violence against women and girls in the context of the armed conflict was a 
widespread and systematic practice.21 However, men and boys are also among victims. Of the 38,570 
people registered by the Victims Unit as victims/survivors of CRSV, 2,951 (7.7%) are male. Separately, the 
CNMH has documented 17,316 victims of sexual violence in the context of the armed conflict between 1958 
and 2022, including 1,637 males (9.5% of the total), of whom 395 were children at the time of the incident.22

However, CRSV in Colombia, as elsewhere, is significantly under-reported and the actual number of 
people affected by CRSV there is generally thought to be much higher. With regard to women, Colombia’s 
Constitutional Court has referred to a “triple process” of invisibility, silence, and impunity in facilitating 
sexual violence against them,23 while the CNMH and others have noted that the silence is even greater in 

17 	 Amnesty International, Colombia: “Scarred bodies, hidden crimes”: Sexual Violence against women in the armed conflict, 12 October 2004, 
https://www.amnesty.org/en/documents/amr23/040/2004/en/; CNMH, Aniquilar La Diferencia Lesbianas, Gays, Bisexuales Y Transgeneristas 
En El Marco Del Conflicto Armado Colombiano, December 2015, (Spanish only), https://www.centrodememoriahistorica.gov.co/descargas/
informes2015/aniquilar-la-diferencia/aniquilar-la-diferencia.pdf; CNMH, La Guerra Inscrita en el Cuerpo. Informe nacional de violencia sexual en 
el conflicto armado, 2017, (Spanish only), https://centrodememoriahistorica.gov.co/la-guerra-inscrita-en-el-cuerpo/; CNMH, Memoria Histórica 
Con Víctimas De Violencia Sexual: Aproximación Conceptual Y Metodológica, December 2018 (Spanish only), https://centrodememoriahistorica.
gov.co/memoria-historica-con-victimas-de-violencia-sexual-aproximacion-conceptual-y-metodologica/; ASP, Deponer las Armas, Retomar 
las Almas (Laying Down Arms, Reclaiming Souls): Sexual Violence against Men and Boys in the Context of the Armed Conflict in Colombia, 19 
June 2022, https://allsurvivorsproject.org/deponer-las-armas-retomar-las-almas-laying-down-arms-reclaiming-souls/; Commission for the 
Clarification of Truth, Coexistence, and Non-Repetition (Truth Commission), Final Report, Mi Cuerpo es la Verdad. Experiencias de Mujeres y 
Personas LGBTIQ+ en el Conflicto Armado, August 2022, (Spanish only) https://www.comisiondelaverdad.co/mi-cuerpo-es-la-verdad

18 	 CNMH, La Guerra Inscrita en el Cuerpo. Informe nacional de violencia sexual en el conflicto armado, 2017, (Spanish only), https://
centrodememoriahistorica.gov.co/la-guerra-inscrita-en-el-cuerpo/.

19 	 Truth Commission, Final Report, No es un Mal Menor. Niñas, Niños y Adolescentes en el Conflicto Armado, August 2022, (Spanish only), https://
www.comisiondelaverdad.co/no-es-un-mal-menor; and SJP, Chamber for the Acknowledgement of Truth, Responsibility and the Determination 
of Facts and Conduct, Order 075 of 2022, No. SRVR-LRG-T-075-2022, April 2022, (Spanish only), https://jurinfo.jep.gov.co/normograma/
compilacion/docs/auto_srvr-lrg-t-075-2022_08-abril-2022.htm.

20 	 The Victims Unit was established under the Victims Law (Law 1448/2011) to provide victims of the armed conflict with assistance and 
reparation. It is responsible for the registration of victims through the Single Registry of Victims (Registro Único de Víctimas), https://cifras.
unidadvictimas.gov.co/Cifras/#!/hechos (accessed 14 August 2023).

21 	 Constitutional Court of Colombia, Special Chamber for the monitoring of Judgment T-025 of 2004, Order 009 of 2015, (Spanish only), https://
www.corteconstitucional.gov.co/T-025-04/AUTOS%202015/Auto%20009%20del%2027%20de%20enero%20de%202015seguimiento%20
ordenes%202%20y%203%20del%20auto%20092-08.pdf

22 	 Figures from: the Single Registry of Victims of the Victims Unit, “Enfoque Diferencial”, https://cifras.unidadvictimas.gov.co/Cifras/#!/
enfoqueDiferencial, cut-off date of 31 July 2023 (accessed on 14 August 2023, and the Memory and Conflict Observatory of the CNMH, “El 
Conflicto Armado en Cifras” https://micrositios.centrodememoriahistorica.gov.co/observatorio/portal-de-datos/el-conflicto-en-cifras/, cut-off 
date of 30 June 2023 (accessed on 14 August 2023).

23 	 Constitutional Court, Order 092 of 2008, 14 April 2008, III.1.1.6.

https://www.amnesty.org/en/documents/amr23/040/2004/en/
https://www.centrodememoriahistorica.gov.co/descargas/informes2015/aniquilar-la-diferencia/aniquilar-la-diferencia.pdf
https://www.centrodememoriahistorica.gov.co/descargas/informes2015/aniquilar-la-diferencia/aniquilar-la-diferencia.pdf
https://centrodememoriahistorica.gov.co/la-guerra-inscrita-en-el-cuerpo/
https://centrodememoriahistorica.gov.co/memoria-historica-con-victimas-de-violencia-sexual-aproximacion-conceptual-y-metodologica/
https://centrodememoriahistorica.gov.co/memoria-historica-con-victimas-de-violencia-sexual-aproximacion-conceptual-y-metodologica/
https://allsurvivorsproject.org/deponer-las-armas-retomar-las-almas-laying-down-arms-reclaiming-souls/
https://www.comisiondelaverdad.co/mi-cuerpo-es-la-verdad
https://centrodememoriahistorica.gov.co/la-guerra-inscrita-en-el-cuerpo/.
https://centrodememoriahistorica.gov.co/la-guerra-inscrita-en-el-cuerpo/.
https://www.comisiondelaverdad.co/no-es-un-mal-menor
https://www.comisiondelaverdad.co/no-es-un-mal-menor
https://jurinfo.jep.gov.co/normograma/compilacion/docs/auto_srvr-lrg-t-075-2022_08-abril-2022.htm
https://jurinfo.jep.gov.co/normograma/compilacion/docs/auto_srvr-lrg-t-075-2022_08-abril-2022.htm
https://cifras.unidadvictimas.gov.co/Cifras/#!/hechos
https://cifras.unidadvictimas.gov.co/Cifras/#!/hechos
https://www.corteconstitucional.gov.co/T-025-04/AUTOS%202015/Auto%20009%20del%2027%20de%20enero%20de%202015seguimiento%20ordenes%202%20y%203%20del%20auto%20092-08.pdf
https://www.corteconstitucional.gov.co/T-025-04/AUTOS%202015/Auto%20009%20del%2027%20de%20enero%20de%202015seguimiento%20ordenes%202%20y%203%20del%20auto%20092-08.pdf
https://www.corteconstitucional.gov.co/T-025-04/AUTOS%202015/Auto%20009%20del%2027%20de%20enero%20de%202015seguimiento%20ordenes%202%20y%203%20del%20auto%20092-08.pdf
https://cifras.unidadvictimas.gov.co/Cifras/#!/enfoqueDiferencial
https://cifras.unidadvictimas.gov.co/Cifras/#!/enfoqueDiferencial
https://micrositios.centrodememoriahistorica.gov.co/observatorio/portal-de-datos/el-conflicto-en-cifras/
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the cases of men and boy victims/survivors of sexual violence.24 The extent of CRSV against men and boys 
with diverse sexual orientation or gender identity and other LGBTI+ people is also regarded as being very 
significantly under-represented in official figures.25

3.2	 The right to health, its implementation and planned reforms to the healthcare 
system

The right to health is established in law in Colombia, including through its ratification of the International 
Covenant on Economic, Social and Cultural Rights (ICESCR), under which “…the right of everyone to the 
enjoyment of the highest attainable standard of physical and mental health” is recognised and States parties 
commit to ensuring inter alia “the creation of conditions which would assure to all medical service and 
medical attention in the event of sickness” (both physical and mental).26 States parties must ensure that the 
right to health is exercised without discrimination of any kind, with non-discrimination being “an immediate 
and cross-cutting obligation in the Covenant”.27

At the regional level, Colombia ratified the Additional Protocol to the American Convention on Human Rights 
in the Area of Economic, Social and Cultural Rights (“Protocol of San Salvador”) in 1997. Article 10 of the 
Additional Protocol guarantees the right to health – “Everyone shall have the right to health, understood 
to mean the enjoyment of the highest level of physical, mental and social well-being”. Under article 10.2, 
Colombia agreed to adopt certain measures, including “extension of the benefits of health services to all 
individuals subject to the State’s jurisdiction”, and “Satisfaction of the health needs of the highest risk groups 
and of those whose poverty makes them the most vulnerable”.

The right to health is enshrined in Colombia’s Constitution, which states that “all individuals are guaranteed 
access to services that promote, protect, and restore health,” and the State has a duty “to organize, direct, 
and regulate the provision of health services…”28 It is also recognised in legislation, including Statutory 
Law 1751 of 2015 (sometimes referred to as the Statutory Health Law) which establishes health as an 
autonomous fundamental right which should include the interrelated elements of availability, acceptability 
(including respect for medical ethics and of diverse cultures of individuals, ethnic minorities, peoples and 
communities), accessibility (including non-discrimination, physical accessibility, affordability and access to 
information) and quality.29

The Statutory Health Law includes provisions for “subjects of special protection” including victims of 
violence and armed conflict, and further requires that victims of any type of sexual violence have the right to 
priority access to the psychological and psychiatric treatment they require.30 It also establishes the duty of 

24 	 See ASP, Deponer las Armas, Retomar las Almas (Laying Down Arms, Reclaiming Souls): Sexual Violence against Men and Boys in the Context of 
the Armed Conflict in Colombia, 19 June 2022, p.10.

25 	 Of the of 38,570 victims/survivors registered with the Victims Unit, just 659 identified as being lesbian, gay, bisexual, transgender or intersex.
26 	 ICESCR, articles 12.1 and 12.2(d). See Committee on Economic, Social and Cultural Rights (CESCR), General Comment No. 14, The right to the 

highest attainable standard of health. UN Doc. E/C.12/2000/4, 11 August 2000.
27 	 ICESCR, article 2.2. See also CESCR, General Comment No. 20, Non-discrimination in economic, social and cultural rights. UN Doc. E/C.12/

GC/20, 2 July 2009, para. 7. Also General Comment No. 14.
28 	 The Political Constitution of Colombia of 1991, article 49.
29 	 Statutory Law 1751 of 2015, (Spanish only), article 6, https://www.minsalud.gov.co/Normatividad_Nuevo/Ley%201751%20de%202015.pdf.
30 	 Statutory Health Law, article 11.

https://www.minsalud.gov.co/Normatividad_Nuevo/Ley%201751%20de%202015.pdf
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the State to ensure the availability of health services in 
marginalised areas and the need to adopt effective, progressive 
and continuous measures so that people living in remote areas 
have timely access to the health services they need.31

The right to health specifically for victims of sexual violence is also 
included in Law 1719 of 2014 on Access to Justice for Victims 
of Sexual Violence, Especially Sexual Violence During the Armed 
Conflict, which requires the health sector to treat victims/survivors 
as a priority and free of charge. It further stipulates that sexual 
violence should be regarded as a medical emergency, regardless 
of the time between when it occurred and when medical care is sought, and that psychosocial care must be 
provided for as long as required and cannot be restricted by either financial or time constraints.32

The right to mental health care for the general population (conflict-affected and non-conflicted affected 
alike) is set out under Law 1616 of 2013, known as the Mental Health Law, which provides, inter alia, the 
right to integrated specialised and interdisciplinary care and the right to a psychotherapeutic process for as 
long as required.33

According to law, Colombia’s health system is decentralised, with responsibility for health facilities, health 
personnel and the administration of health services devolved to departments and municipalities.34 Under 
the decentralised system, each of Colombia’s 32 departments has a Health Secretariat responsible for 
the management and implementation of health-related policies, regulations and programmes within 
the department, while municipal-level Health Secretariats are responsible for building, equipping and 
maintaining health facilities (such as health posts and municipal-level hospitals where they exist) in the 
1,123 municipalities.

Four levels of care are also established in law according to the type of intervention required, from Level 
1 where treatment is provided by a general practitioner, paramedic and/or other non-specialised health 
professional, through to Levels 3 and 4 requiring more specialist care.35 Typically, the specialised, more 
complex care provided under Levels 3 and 4 and requiring the presence of a “specialist physician”, is only 
available in larger urban centres. Smaller municipal urban centres generally have a health post providing 
first-level care only, while in more remote or rural areas, even first-level care is often not available.

In order to access healthcare, it is necessary to be affiliated to the General Social Security Health System 
(Sistema General de Seguridad Social en Salud, SGSSS), a national social security/insurance system. 
SGSSS implementation is effectively delegated to public or private Health Promoting Entities (Entidades 

31 	 Statutory Health Law, article 24.
32 	 Law 1719 of 2014, 18 June 2014, articles 23 and 24.
33 	 Law 1616 of 2013, 21 January 2013, article 6, https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/ley-1616-del-21-de-

enero-2013.pdf
34 	 The Political Constitution of Colombia of 1991, article 49 and Decree 77 of 1987, https://www.funcionpublica.gov.co/eva/gestornormativo/

norma.php?i=3455
35 	 Law 10 of 1990, 10 January 1990 on the reorganisation of the national health system, https://www.minsalud.gov.co/Normatividad_Nuevo/

LEY%200010%20DE%201990.pdf. Other relevant decrees and resolutions include Decree 1760 of 1990 on levels of care/service and Ministry 
of Health, Resolution 5261 of 1994, establishing interventions and procedures under the system of health social security.

The Statutory Health 
Law requires that victims 
of any type of sexual 
violence have the right 
to priority access to 
the psychological and 
psychiatric treatment they 
require.

https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/ley-1616-del-21-de-enero-2013.pdf
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/ley-1616-del-21-de-enero-2013.pdf
https://www.funcionpublica.gov.co/eva/gestornormativo/norma.php?i=3455
https://www.funcionpublica.gov.co/eva/gestornormativo/norma.php?i=3455
https://www.minsalud.gov.co/Normatividad_Nuevo/LEY 0010 DE 1990.pdf
https://www.minsalud.gov.co/Normatividad_Nuevo/LEY 0010 DE 1990.pdf
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Promotoras de Salud, EPS) which act as intermediaries between patients and health service providers, 
known as Service-Providing Institutions (Instituciones Prestadoras de Servicios, IPS). EPS responsibilities 
include administering SGSSS affiliations (including collecting financial contributions) and coordinating with 
its network of IPSs (such as health posts, hospitals, clinics and laboratories) to provide healthcare required 
by its registered affiliates.36

Contributions to the cost of health plans administered by the EPS under the SGSSS are via a means-tested 
system administered by municipal and departmental Health Secretariats, under which all SGSSS affiliates 
are classified into one of two regimes according to various factors including vulnerability levels and/or ability 
to pay: a contributory regime for those in which individuals pay all or part of the cost of any healthcare 
received, or the subsidised regime under which all healthcare is free for users.37

In February 2023, in response to longstanding concerns about the healthcare system including 
inequalities in healthcare coverage and the role of the EPSs, the government tabled a health reform bill 
which proposes significant reforms with the stated aim of guaranteeing “the fundamental right to health 
through a single, public, universal, preventive and predictive, participatory, decentralized and intercultural 
system, which does not depend on the ability to pay, economic profitability or administrative and financial 
intermediation”.38

Among other things, the bill proposes a greater role for the State in the administration of healthcare 
provision, the abolition of the contributory regime and creation of a universal healthcare system; the 
strengthening of primary healthcare (Level 1) provision, particularly in more remote, rural and other areas; 
and improved pay and work conditions for healthcare workers. The government has also committed to 
respecting and supporting the implementation of indigenous and other “inter-cultural” health systems of 
the peasantry, the Afro-descendant, black, raizales and palenquero peoples. The bill, which has proved 
controversial in some quarters, was still under consideration by parliament at the time of writing.39

3.3	 Healthcare as reparation for victims/survivors of CRSV

While all Colombian citizens are entitled to medical and other healthcare in the regular health system, 
under international law victims/survivors of grave human rights violations also have a right to remedy and 
adequate, effective and prompt reparation including restitution, compensation, rehabilitation, satisfaction 
and guarantees of non-repetition as a form of recognition and response to harms suffered.40

36 	 Law 100 of 1993, 23 December 1993, https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/ley-100-de-1993.pdf
37 	 The classification, which is updated monthly, is carried out through a survey and calculated using the System of Identification and Classification 

of Potential Beneficiaries for Social Programmes (Sistema de Identificación y Clasificación de Potenciales Beneficiarios para los Programas 
Sociales, SISBÉN).

38 	 Official website of President Gustavo Petro, “Salud para la vida y no para el negocio” (Spanish only) https://gustavopetro.co/salud-para-la-vida/
39 	 Ministry of Health, Health Reform Bill, 13 February 2023 (Spanish only) https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/

proyecto-ley-reforma-salud-msps.pdf
40 	 See UN Basic Principles and Guidelines on the Right to a Remedy and Reparation for Victims of Gross Violations of International Human Rights 

Law and Serious Violations of International Humanitarian Law, adopted 16 December 2005.

https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/ley-100-de-1993.pdf
https://gustavopetro.co/salud-para-la-vida/
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/proyecto-ley-reforma-salud-msps.pdf
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/proyecto-ley-reforma-salud-msps.pdf
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The right to remedy and reparation, contained in article 8 of the Universal Declaration of Human Rights, is 
reflected in international and regional treaties to which Colombia is a State party. 41 Authoritative guidance 
on interpretation of the treaty in question is provided in General Comments issued by the relevant treaty 
bodies, including in relation to specific rights.42 In its General Comment on the right to redress under article 
14 of the Convention against Torture, for example, the Committee against Torture emphasises that “the 
provision of means for as full rehabilitation as possible for anyone who has suffered harm as a result of a 
violation of the Convention should be holistic and include medical and psychological care as well as legal 
and social services”. Specialist services must be “available, appropriate and readily accessible”.43

The right to reparation is also enshrined in Colombia’s Constitution44 and reinforced by various laws and 
judicial decisions. Chief among these is Law 1448 of 2011 (the Victims and Land Restitution Law or “Victims 
Law”) which created a framework for the “comprehensive care and reparations” (known as the National 
Plan for Comprehensive Victim Support and Reparation) that includes humanitarian aid, care, assistance 
and reparations in the form of restitution, compensation, rehabilitation, satisfaction and guarantees of non-
repetition to those who, individually or collectively, suffered harm as a result of violations of national, human 
rights and international humanitarian law committed after 1 January 1985 as a result of the internal armed 
conflict.45

The Victims Law created a domestic reparations framework known as the National System for 
Comprehensive Victim Support and Reparation (Sistema Nacional de Atención y Reparación Integral a 
las Víctimas, SNARIV), which is coordinated by the Victims Unit (also created under the Victims Law) and 
composed of 49 national and territorial public entities with various roles and responsibilities in relation to the 
design and implementation of reparations processes and programmes.46

According to the Victims Law, the domestic reparations programme should be guided by certain principles, 
including equality/non-discrimination and a “differential approach” which takes account of the needs of  

41 	 See for example, article 2, International Covenant on Civil and Political Rights (ICCPR, ratified 1969); articles 12-14 Convention against Torture 
and Other Cruel, Inhuman or Degrading Treatment or Punishment (Convention against Torture, ratified 1987); article 6, International Convention 
on the Elimination of All Forms of Racial Discrimination (ratified 1981); article 19, Convention on the Rights of the Child (ratified 1991); article 
24, International Convention for the Protection of All Persons from Enforced Disappearance (ratified 2012); article 25, American Convention 
on Human Rights (ratified 1973); articles 8-9 of the Inter-American Convention to Prevent and Punish Torture (ratified 1998); and article 7, 
Inter-American Convention on the Prevention, Punishment and Eradication of Violence Against Women (“Convention of Belém do Pará”) (ratified 
1996).

42 	 See for example, in relation to the ICCPR, Human Rights Committee, General Comment No. 31 (2004), The nature of the general legal obligation 
imposed on States Parties to the Covenant, UN Doc. CCPR/C/21/Rev.1/Add. 13, para. 16 (“Without reparation to those individuals whose 
Covenant rights have been violated, the obligation to provide an effective remedy… is not discharged”). In relation to the ICESCR (ratified by 
Colombia in 1969), see CESCR, General Comment No. 3, The nature of States parties’ obligations, para. 5; General Comment No. 14, The right to 
the highest attainable standard of health, para. 59 (“Any person or group victim of a violation of the right to health should have access to effective 
judicial or other appropriate remedies at both national and international levels. All victims of such violations should be entitled to adequate 
reparation, which may take the form of restitution, compensation, satisfaction, or guarantee of non-repetition”). General Comment 20 (Non-
discrimination in economic, social and cultural rights), para. 40.  General Comment No 22 (2016), on the right to sexual and reproductive health, 
para. 29. Also, in relation to the International Convention on the Rights of Persons with Disabilities (ratified by Colombia in 2011), see Committee 
on the Rights of Persons with Disabilities, General Comment No. 6 (2018) on equality and non-discrimination, UN Doc. CRPD/C/GC/6, paras. 22, 
31, 37, 73.

43 	 Committee against Torture, General Comment No. 3 (2012), Implementation of article 14 by States parties. UN Doc. CAT/C/GC/3, paras. 11-15.
44 	 The Political Constitution of Colombia of 1991, Transition article 66.
45 	 Law 1448 of 2011 (Victims Law), 10 June 2011, article 3, https://reparations.qub.ac.uk/assets/uploads/Victims-Law-1448-2011.pdf
46 	 The Victims Law was initially valid for 10 years (2011-2021), but was extended by Law 2078 of 8 January 2021 for an additional 10 years until 9 

December 2031, Victims Unit, “Prórroga Ley de Víctimas y Restitución de Tierras”, (Spanish only) https://www.unidadvictimas.gov.co/especiales/
leyvictimas10/prorroga_unidad.html. For list of entities which are part of SNARIV see, “Entidades que conforman el SNARIV”, (Spanish only), 
https://snariv.unidadvictimas.gov.co/node/1000.

https://reparations.qub.ac.uk/assets/uploads/Victims-Law-1448-2011.pdf
https://www.unidadvictimas.gov.co/especiales/leyvictimas10/prorroga_unidad.html
https://www.unidadvictimas.gov.co/especiales/leyvictimas10/prorroga_unidad.html
https://snariv.unidadvictimas.gov.co/node/1000
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populations with particular characteristics due to their age, gender, sexual orientation and disability, or 
those who are exposed to particular risks such as women, young people, children, the elderly, persons 
with disabilities, peasants, social leaders, members of trade unions, human rights defenders and victims 
of forced displacement.47 The principles also require the active participation of victims/survivors in 
the formulation, implementation and monitoring of policies on “prevention, care and comprehensive 
reparation.”48 To this end, the Victims Law provides for the establishment of Victim Participation 
Roundtables (Victims Roundtables) at national, department and municipal level.49

Among the reparative measures provided for under the Victims Law is humanitarian aid for “victims of 
crimes against sexual freedom, integrity and development”, which includes emergency medical and 
psychological care.50 All public and private hospitals are required to provide such emergency care to any 
conflict victims (including of CRSV) who require it, regardless of their ability to pay or any other conditions.51

The Victims Law also provided for the establishment of the PAPSIVI, to provide (non-emergency) health 
care as well as physical, mental, and/or psychosocial rehabilitation, to victims of the armed conflict.52

Set up in 2013, under the responsibility of the Ministry of Health, PAPSIVI comprises two components: 
comprehensive healthcare and psychosocial care.53 The former covers medical and mental health care 
which, in practice, is provided under the regular health system/SGSSS and coordinated by the EPSs.54 For 
the last decade, the psychosocial care component has been provided by non-profit organisations primarily 
through mobile outreach teams which offer conflict victims who are registered with the Victims Unit a limited 
number of individual, family or community psychosocial counselling and other support sessions.55

However, also in response to acknowledged weaknesses, including the limited availability and lack of 
coordination and continuity of psychosocial care provided under PAPSIVI, the programme is in the process 
of being reformed. In accordance with a Ministry of Health August 2022 decree, and the implementing 
guidelines of a September 2022 resolution, PAPSIVI will be gradually integrated into the regular health 
system/SGSSS, such that by 2031 it will be an integral part of the system. Among other things, this will 
include setting up comprehensive care teams in public hospitals comprising a doctor, a psychologist, a 
social worker, a nurse, and a community health worker (a victim/survivor of the armed conflict) with overall 
responsibility for the physical, mental and psychosocial health care of conflict victim/survivors. The new 
model was reportedly being piloted at the time of writing.56

47 	 Victims Law, Title I, Chapter II, General Principles.
48 	 Victims Law, article 28 (5).
49 	 Victims Law, article 193.
50 	 Victims Law, article 47.
51 	 Victims Law, article 47, para. 2 and article 53.
52 	 Victims Law, articles 137 and 138.
53 	 PAPSIVI is regulated by Decree 4800 of 2011.
54 	 Ministry of Health, Comprehensive Health Care for Victims, https://www.minsalud.gov.co/proteccionsocial/Paginas/Victimas_Atenc_Integral_

Salud.aspx
55 	 The number of sessions varies based on the needs identified but according to interviews carried out by ASP and secondary sources, it is 

commonly eight sessions.
56 	 Ministry of Health, Decree 1650 of 2022, 6 August 2022, https://www.funcionpublica.gov.co/eva/gestornormativo/norma.php?i=191746 and 

Resolution 1739 of 2022, 22 September 2022, https://www.scribd.com/document/637601471/1-1-Resolucion-1739-Asignacion-de-recursos-
PAPSIVI-2022 and its implementing guideline (on file with ASP).

https://www.minsalud.gov.co/proteccionsocial/Paginas/Victimas_Atenc_Integral_Salud.aspx
https://www.minsalud.gov.co/proteccionsocial/Paginas/Victimas_Atenc_Integral_Salud.aspx
https://www.funcionpublica.gov.co/eva/gestornormativo/norma.php?i=191746
https://www.scribd.com/document/637601471/1-1-Resolucion-1739-Asignacion-de-recursos-PAPSIVI-2022
https://www.scribd.com/document/637601471/1-1-Resolucion-1739-Asignacion-de-recursos-PAPSIVI-2022


 30 
3. Background

Separately, the Victims Unit also offers psychosocial support including through its “Emotional Recovery 
Strategy at Group Level” (EREG) programme which is provided at its Regional Centres for Attention and 
Reparation to Victims (Centros Regionales de Atención y Reparación a Víctimas, CRAVs).57 This differs from 
the psychosocial support under PAPSIVI including because it generally consists of group sessions and uses 
different approaches including the use of art, theatre and other “artistic performance techniques”.58

However, victims/survivors can only have psychosocial support from one or other of the two programmes - a 
decision which may in some cases depend on individual choice, but is also determined by service availability 
and accessibility (see Structural-level barriers below).

3.4	 Reparations for conflict victims under the 2016 Final Peace Agreement

A commitment to justice, including reparations, for victims/survivors of sexual and other forms of GBV 
was also a central feature of the 2016 Final Peace Agreement between the Government of Colombia 
and FARC-EP which created the Comprehensive System of Truth, Justice, Reparation and Non-Repetition 
(Sistema Integral de Verdad, Justicia, Reparación, y No Repetición) (Comprehensive System) to address 
violations of human rights and humanitarian law committed by State security forces and FARC-EP before 
1 December 2016. Unlike the Victims Law which provides for individual reparations, the Final Agreement 
guaranteed symbolic and collective reparations, including recognition of responsibility, public apologies, the 
sentencing of offenders, and restorative sanctions.59 In addition, in the Final Agreement the Government 
made a specific commitment to improve the accessibility and quality of psychosocial care for conflict 
victims, including to address “the particular impact of sexual violence”.60

Among the mechanisms established under the Comprehensive System was the Commission for the 
Clarification of Truth, Coexistence, and Non-Repetition (Comisión para el Esclarecimiento de la Verdad, la 
Convivencia y la No Repetición) which completed its work in August 2022. The Truth Commission’s final 
report contained chapters focusing on human rights violations committed against specific populations 
including women and LGBTI+ people, children and ethnic peoples, all of which included sub-sections on or 
references to CRSV.61 In a precedent-setting development, the Truth Commission incorporated a specific 

57 	 See Victims Unit’s “Procedures for Group Emotional Recovery Strategies”, 4 June 2021, (Spanish only), https://www.unidadvictimas.gov.co/sites/
default/files/documentosbiblioteca/45procedimientoestrategiasderecuperacionemocionalgrupalesv8.pdf

58 	 ASP was informed by a key informant that individual sessions were now being offered by the Victims Unit. Although ASP was unable to confirm 
this information, it was able to confirm that individual sessions have been provided in the past including, for example, in four CRAVs in 2019. 
See Monitoring of the implementation of the Final Peace Accord in health-related aspects: Access to physical and psychosocial physical and 
psychosocial rehabilitation for victims of the armed conflict armed conflict, March 2022, p.59, https://observatoriofiscal.contraloria.gov.co/
Publicaciones/2022_002_Seguimiento%20a%20la%20implementaci%C3%B3n%20del%20Acuerdo%20Final%20para%20la%20Paz%20
la%20rehabilitaci%C3%B3n%20f%C3%ADsica%202.pdf

59 	 The Final Agreement to End the Armed Conflict and Build a Stable and Lasting Peace, 2016, English edition, https://www.peaceagreements.org/
viewmasterdocument/1845

60 	 The Final Agreement to End the Armed Conflict and Build a Stable and Lasting Peace, 2016, p.192.
61 	 Truth Commission, Final Report,  August 2022, https://www.comisiondelaverdad.co/hay-futuro-si-hay-verdad

https://www.unidadvictimas.gov.co/sites/default/files/documentosbiblioteca/45procedimientoestrategiasderecuperacionemocionalgrupalesv8.pdf
https://www.unidadvictimas.gov.co/sites/default/files/documentosbiblioteca/45procedimientoestrategiasderecuperacionemocionalgrupalesv8.pdf
https://observatoriofiscal.contraloria.gov.co/Publicaciones/2022_002_Seguimiento%20a%20la%20implementaci%C3%B3n%20del%20Acuerdo%20Final%20para%20la%20Paz%20la%20rehabilitaci%C3%B3n%20f%C3%ADsica%202.pdf
https://observatoriofiscal.contraloria.gov.co/Publicaciones/2022_002_Seguimiento%20a%20la%20implementaci%C3%B3n%20del%20Acuerdo%20Final%20para%20la%20Paz%20la%20rehabilitaci%C3%B3n%20f%C3%ADsica%202.pdf
https://observatoriofiscal.contraloria.gov.co/Publicaciones/2022_002_Seguimiento%20a%20la%20implementaci%C3%B3n%20del%20Acuerdo%20Final%20para%20la%20Paz%20la%20rehabilitaci%C3%B3n%20f%C3%ADsica%202.pdf
https://www.peaceagreements.org/viewmasterdocument/1845
https://www.peaceagreements.org/viewmasterdocument/1845
https://www.comisiondelaverdad.co/hay-futuro-si-hay-verdad
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sub-section on CRSV against heterosexual cisgender men 
within its gender chapter.62 This section included an analysis of 
individual and collective physical and mental health impacts, 
barriers to reporting and coping mechanisms of male victims/
survivors of CRSV in Colombia. It recommended gender-sensitive 
policies which incorporate the issue by stressing “the need for 
the development of public policies aimed at promoting different 
forms of masculinity that challenge cultural stereotypes of 
‘being a man’, highlight male vulnerability to sexual violence, and 
promote appropriate forms of prevention, care and reparation 
for survivors of such victimisation”.63 CRSV against men and 
boys is also referenced in the Truth Commission’s ethnic chapter 
which described cases of CRSV against Indigenous men and men of African Descent, including with diverse 
SOGIESC, and stressed the importance of advancing “the investigation and visibility of this violence and in 
the psychosocial care of the victims”.64

In its chapter on findings and recommendations, the Truth Commission called upon the Ministry of Health, 
the Victims Unit and municipal and departmental Health Secretariats to strengthen the comprehensive 
health (physical and mental) and psychosocial care for all conflict victims. This included “guaranteeing 
continuity of service, personnel training, sustainability of processes and expansion of coverage in general 
through, among others, the implementation of mobile strategies in rural areas.” It also called for capacities 
(protocols and training) to be strengthened to address particular and disproportionate impacts of certain 
victimising events including “sexual and reproductive violence.” Its recommendations further emphasised 
the need for measures to be designed in coordination with the victims and their organisations, to address 
and repair specific damages according to the victimising event, and to apply the principal of “differential 
approaches to gender, ethnicity, disability and life course”.65

The judicial branch of the Comprehensive System, the Special Jurisdiction for Peace (Jurisdicción Especial 
para la Paz, JEP), whose mandate continues until 2028, is designed to achieve criminal accountability 
through a mixed system of restorative and retributive justice aimed at satisfying victims while simultaneously 
reintegrating perpetrators. To this end it can order perpetrators of crimes who are not eligible for amnesty 

62 	 Truth Commission, Final Report, Capítulo de Mujeres y personas LGBTIQ+, Caso “Violencias Sexuales contra Hombres en el Marco del Conflicto 
Armado”, August 2022, (Spanish only), https://www.comisiondelaverdad.co/sites/default/files/2022-08/Caso%20Violencias%20Sexuales%20
contra%20Hombres.pdf. It references ASP’s written submission to the Truth Commission, Briefing on Conflict-related Sexual Violence against 
Men and Boys to Colombia’s Truth, Coexistence, and Non-Repetition Commission, 11 December 2020, https://allsurvivorsproject.org/briefing-on-
conflict-related-sexual-violence-against-men-and-boys-to-colombias-truth-coexistence-and-non-repetition-commission/. For more information 
on the work of other truth commissions in relation to CRSV against men and boys, see, for example, International Center for Transitional Justice 
(ICTJ), When No One Calls it Rape, Addressing Sexual Violence Against Men and Boys in Transitional Contexts, 2016, https://www.ictj.org/sites/
default/files/ICTJ_Report_SexualViolenceMen_2016.pdf

63 	 Truth Commission, Final Report, Capítulo de Mujeres y personas LGBTIQ+, Caso “Violencias Sexuales contra Hombres en el Marco del Conflicto 
Armado”, August 2022, (Spanish only), p.31.

64 	 Truth Commission, Final Report, Resistir no es aguantar. Violencias y daños contra los pueblos étnicos de Colombia, August 2022, (Spanish only), 
https://www.comisiondelaverdad.co/resistir-no-es-aguantar; The Truth Commission’s Final Report refers to ASP’s Deponer las Armas, Retomar 
las Almas (Laying Down Arms, Reclaiming Souls): Sexual Violence against Men and Boys in the Context of the Armed Conflict in Colombia, 19 June 
2022.

65 	 Truth Commission, Final Report, Hallazgos y Recomendaciones, August 2022, (Spanish and French only), https://www.comisiondelaverdad.co/
hallazgos-y-recomendaciones-1

In the Final Agreement 
the Government made
a specific commitment 
to improve the 
accessibility and quality 
of psychosocial care for 
conflict victims, including 
to address “the particular 
impact of sexual 
violence”.

https://www.comisiondelaverdad.co/sites/default/files/2022-08/Caso%20Violencias%20Sexuales%20contra%20Hombres.pdf
https://www.comisiondelaverdad.co/sites/default/files/2022-08/Caso%20Violencias%20Sexuales%20contra%20Hombres.pdf
https://allsurvivorsproject.org/briefing-on-conflict-related-sexual-violence-against-men-and-boys-to-colombias-truth-coexistence-and-non-repetition-commission/
https://allsurvivorsproject.org/briefing-on-conflict-related-sexual-violence-against-men-and-boys-to-colombias-truth-coexistence-and-non-repetition-commission/
https://www.ictj.org/sites/default/files/ICTJ_Report_SexualViolenceMen_2016.pdf
https://www.ictj.org/sites/default/files/ICTJ_Report_SexualViolenceMen_2016.pdf
https://www.comisiondelaverdad.co/resistir-no-es-aguantar
https://www.comisiondelaverdad.co/hallazgos-y-recomendaciones-1
https://www.comisiondelaverdad.co/hallazgos-y-recomendaciones-1
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but who have publicly acknowledged responsibility and provided a complete and truthful account of their 
crimes to undertake “restorative justice projects” collectively with victims/survivors. 

To date the JEP has investigated CRSV within existing thematic or territorial cases.66 However, at the time 
of writing it was preparing to open a case specific to investigate “sexual violence, reproductive violence 
and other crimes committed out of prejudice, hatred and discrimination based on gender, sex, identity and 
diverse sexual orientation in the framework of the armed conflict” (Macro Case 11).67 Although information 
on cases of CRSV against men and boys, including heterosexual cisgender males as well as those with 
diverse SOGIESC, has been submitted to the JEP, it is unclear whether or to what extent these cases will be 
addressed in the investigations conducted under Macro Case 11.68

66 	 Cases of CRSV have been investigated under JEP Macro Cases 01 (on kidnappings by FARC-EP); 02, 04 and 05 (on regional cases relating to the 
department of Nariño and regions of  Urabá, Northern Cauca and Southern Valle del Cauca); 07 (on the military recruitment and use of children), 
08 (on non-eligible-for-amnesty crimes committed by state security forces, state agents in association with paramilitary groups), 09 (on crimes 
against ethnic peoples and territories) and 10 (on non-eligible-for-amnesty crimes committed by FARC-EP). However, there has been criticism 
that CRSV has not been adequately prioritised or addressed under these thematic or regional cases. See for example Sisma Mujer, Tratamiento 
de la temática de la violencia sexual en la Jurisdicción Especial para la Paz: Llamado feminista para poner fin a la impunidad y construir una paz 
con enfoque de género, 23 May 2022, (Spanish only), https://www.sismamujer.org/wp-content/uploads/2022/05/Tratamiento-de-la-violencia-
sexual-en-la-JEP-7.pdf

67 	 JEP, The Judicial Panel for Acknowledgement of Truth, Responsibility and Determination of Facts and Conducts, Auto No. 103, 11 July 2022 
(Spanish only), https://jurinfo.jep.gov.co/normograma/compilacion/docs/auto_srvr-103_11-julio-2022.htm

68 	 According to the JEP’s Analysis of Information Group (Grupo de Análisis de Información, GRAI), 8.7% of the cases of CRSV since 1990 within the 
“provisional universe of cases” submitted to the JEP are male, JEP Executive Secretariat, Response to Petition by ASP, No. 202301027557, 8 
June 2023. See also ASP, Deponer las Armas, Retomar las Almas (Laying Down Arms, Reclaiming Souls): Sexual Violence against Men and Boys in 
the Context of the Armed Conflict in Colombia, 19 June 2022.

https://www.sismamujer.org/wp-content/uploads/2022/05/Tratamiento-de-la-violencia-sexual-en-la-JEP-7.pdf
https://www.sismamujer.org/wp-content/uploads/2022/05/Tratamiento-de-la-violencia-sexual-en-la-JEP-7.pdf
https://jurinfo.jep.gov.co/normograma/compilacion/docs/auto_srvr-103_11-julio-2022.htm


 33 

Enhancing survivor-centred healthcare for male victims
of conflict-related sexual violence in Colombia

4.  
Harms suffered by victims/survivors 

of CRSV

Harms resulting from CRSV are varied, often very complex, and frequently long-lasting. As well as 
affecting individual victims/survivors, harms can extend to partners, children, other family members and 
communities, and can also be intergenerational. Key informants described numerous, severe physical, 
psychological and socio-economic consequences often experienced by victims/survivors of CRSV, while the 
male victims/survivors who were interviewed for this report spoke about the harms that they had endured, 
and in most cases continued to endure. 

While not exhaustive, the following sections set out other impacts described to ASP by key informants and 
victims/survivors.

4.1	 Physical harms

Many physical consequences of CRSV were highlighted during interviews. These included physical 
injuries that were a direct result of rape or other forms of sexual violence, in some cases leading to severe 
consequences for long-term sexual and reproductive health or even death. A health worker described a 
particularly egregious case in which a man was tied to a tree by armed actors and castrated, resulting in 
serious physical injuries and wounds that became infected because they were not immediately treated.69

Victims/survivors described requiring emergency medical interventions for injuries resulting from anal 
penetration. Both victims/survivors and key informants also highlighted longer-term consequences including 
proctological and gastrointestinal issues, haemorrhoids and faecal incontinence as a result of anal injury 
and tearing. Chronic pain – particularly back pain – was commonplace among interviewed victims/survivors, 
with several still experiencing difficulties in sitting for long periods. 

Beatings and other violence accompanying sexual violence had also resulted in physical harms including 
head injuries; vision and auditory problems, in one case causing near blindness; broken and missing teeth; 
broken and fractured bones; and permanent scarring. Some victims/survivors described suffering from 
chronic pain as a result of beatings and, in some cases the severity of the attacks had left the victim/survivor 
with physical disabilities, including affecting their ability to walk.

69 	 Zoom interview with representative of national NGO providing MHPSS services to victims/survivors of CRSV in the Meta region, 4 August 2022.
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The risk of contracting sexually transmitted infections (STIs) was also raised by key informants, and one of 
the interviewed male victims/survivors said that they had contracted syphilis after being subjected to CRSV 
and explained that he continues to suffer from eyesight problems, which he attributed to the infection.70

4.2	 Psychological and psychosocial impacts

Reported psychological and psychosocial harms resulting from CRSV were also severe and long-lasting. One 
key informant described the way in which CRSV “derails the life projects” of victims/survivors and another 
explained how it “left them in limbo”.71

Psychological symptoms described in interviews and the validation workshop included depression, anxiety 
and feelings of hopelessness. Several victims/survivors spoke of having had suicidal thoughts, and three said 
that that they had attempted suicide. Others described having feelings of anger, frustration, aggression and 
fear, as well as disturbed sleep and intrusive thoughts.

Behavioural issues were also reported. According to one key informant, “[With] victims of sexual violence, 
whether male or female, there is always a very, very strong emotional impact. There are also impacts at a 
behavioural level, at a sexual level, and many feelings of guilt”.72 Several victims/survivors said that they had 
withdrawn from those around them. One who had been subjected to sexual violence as a child described 
himself as having become “rebellious” which resulted in him being repeatedly “attacked” physically and 
psychologically by his stepfather and other family members.73 Key informants also spoke about risk-taking 
and negative coping behaviours by male victims/survivors. According to one, men and boys who were 
subjected to CRSV were “more open to risk, having sex at a younger age and using drugs”.74

Although such symptoms are not unique to male victims/survivors, the way in which harms resulting from 
CRSV manifest and are displayed can differ according to sex or gender. The key informant cited above 
explained that in her experience working as a GBV/protection specialist for an INGO, men often exhibit 
different symptoms from female victims/survivors – “sometimes more aggressiveness, [rather than] the 
predominant female traits of sadness, depression,” while boys can “experience quite abrupt behavioural 
changes in terms of aggressiveness, but also extreme passivity”.75

70 	 According to the World Health Organization (WHO), untreated syphilis can lead to serious health issues. Ocular syphilis can cause eye pain, blurry 
vision, sensitivity to light or blindness. See https://www.who.int/news-room/fact-sheets/detail/syphilis.

71 	 Zoom interview with representative of national NGO providing psychological care to victims/survivors of sexual violence in several regions across 
Colombia, 12 May 2022.

72 	 Interview with victim/survivor from the Orinoco region, 27 March 2022.
73 	 Entrevista a una víctima/sobreviviente de la región de la Orinoquía, 27 de marzo de 2022.
74 	 Zoom interview with GBV/protection specialist working for an INGO in Bogotá, 25 July 2022.
75 	 Zoom interview with GBV/protection specialist working for an INGO in Bogotá, 25 July 2022.

https://www.who.int/news-room/fact-sheets/detail/syphilis


 35 

Enhancing survivor-centred healthcare for male victims
of conflict-related sexual violence in Colombia

This and other similar observations are borne out by academic studies which have found that, while anxiety 
and depression are more common among female victims/survivors, male victims/survivors often display 
externalising behaviours, such as antisocial behaviour and substance abuse.76

Several key informants emphasised the way in which sexual violence, conflict-related or otherwise, 
commonly leads male victims/survivors to question their masculinity which, in turn can deter them from 
disclosing their experience and seeking help. Others described how CRSV can cause heterosexual male 
victims/survivors to question their sexual orientation and experience other negative impacts on their sense 
of identity and on their intimate partner relations. 

One victim/survivor who first experienced CRSV as a young child explained that “I’m also afraid of intimacy, 
I’m afraid of sex, and not because of what happened, because I have learned to live with that, but because 
there are moments  in the sexual act that take me back to my past”.77 An MHPSS specialist described a 
case of a man who was over 30 years old when referred to her but who had been subjected to CRSV as 
a teenager, noting that she “was struck by the fact that he referred to persisting symptoms relating to his 
sexual orientation. He was very affected and led a heterosexual life, but he had great difficulty enjoying his 
sexuality and was very marked by his experience”.78

Other sources have additionally highlighted harms experienced by victims/survivors from indigenous 
groups or other ethnic groups, including Afro-descendant peoples, or from peasant communities for whom 
behavioural or emotional changes resulting from their experience of CRSV can contribute to other negative 
impacts including in their exclusion from communal life and rituals. Among these communities, not only can 
CRSV limit the participation of individual victims/survivors in collective and spiritual life, but may also result 
in their communities becoming more impoverished or marginalised.79

Although it was beyond the scope of the research for this report to identify differential harms, a key 
informant working in the Pacific region explained that they had encountered cases of CRSV against men 
and boys from indigenous communities and that these victims/survivors found it particularly difficult to 
speak about what had happened to them and describe the impacts it had had. The same key informant 
emphasised that for indigenous victims/survivors the “collective impact” on communities can be particularly 
damaging because of the way in which it disrupts the spiritual and ancestral relations that are part of their 
belief system.80 Another key informant talked about the ‘culture shock’ often experienced by people from 
indigenous communities if they are displaced (including as a result of incidents of CRSV) to urban areas, and 
of subsequent rejection by their communities if they try and return to them.81

76 	 See for example, Eli Teram and others, “Towards Male Centric Communication: Sensitizing Health Professionals to the Realities of Male Childhood 
Sexual Abuse Survivors”, Issues in Mental Health Nursing, June 2006 Volume 27, Issue 5, https://pubmed.ncbi.nlm.nih.gov/16613801/; Elisa 
Romano and Rayleen De Luca, “Male Sexual Abuse: A Review of Effects, Abuse Characteristics, and Links with Later Psychological Functioning. 
Aggression And Violent Behavior”, Aggression and Violent Behavior, Jan-Feb 2001, Volume 6, Issue 1, https://www.sciencedirect.com/
science/article/abs/pii/S1359178999000117; and Sarah Rosenfield, “Gender and Dimensions of the Self: Implications For Internalizing and 
Externalizing Behavior”, American Psychopathological Association series. Gender and its Effects on Psychopathology, October 2012, https://
psycnet.apa.org/record/2001-18724-002

77 	 Interview with victim/survivor from Orinoco region, 27 March 2023.
78 	 Zoom interview with MHPSS specialist working for a government health institution in the Pacific region, 28 July 2022.
79 	 Global Survivors Fund, Study on the Situation and Opportunities of the Right to Reparation for Victims and Survivors of Conflict-Related Sexual and 

Reproductive Violence in Colombia. Victims at the Centre of Reparation, June 2022, https://www.globalsurvivorsfund.org/guide
80 	 Zoom interview with mental health expert working for a government institution in the Pacific region, 28 July 2022. 
81 	 Interview with mental health expert working for a government institution in the Caribbean region, 22 July 2022.

https://pubmed.ncbi.nlm.nih.gov/16613801/
https://www.sciencedirect.com/science/article/abs/pii/S1359178999000117
https://www.sciencedirect.com/science/article/abs/pii/S1359178999000117
https://psycnet.apa.org/record/2001-18724-002
https://psycnet.apa.org/record/2001-18724-002
https://www.globalsurvivorsfund.org/guide
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4.3	 Socio-economic impacts

CRSV is a well-established driver of forced displacement in Colombia where it has been used as a tactic by 
armed actors to force civilians to leave their places of origin.82 Approximately half of the interviewed victims/
survivors reported having been displaced as a direct result of the CRSV they suffered. This experience of 
displacement compounded the physical and psychological trauma of CRSV, resulted in the loss of homes, 
land and livestock and other forms of income, as well as family and social networks. 

Several victims/survivors who had been subjected to CRSV told ASP that they found it difficult to work or to 
complete their studies after experiencing CRSV. One described how he “spent many years locked away” due 
to feelings of shame.83 A child protection expert explained the cascading effects of CRSV on child victims/
survivors (boys or girls) and the way in which it can undermine their life chances. In his words: 

“...Schooling is the first risk. Children who were studying stop attending: they feel totally unmotivated. 
Children who were not in school…have no interest. Some of the adolescents we have seen work on 
the streets, in various practices: window cleaners and waste pickers. [They have] fear of leaving their 
homes, fear of going to the areas where the event was perpetrated and unfortunately it also has an 
impact on the social dynamics of the family in terms of the income they can receive, in terms of the 
way they subsist. It can make them change their practices in terms of food intake and so on because 
the income is absolutely reduced”.84

The risk of homelessness and being forced into dangerous occupations, such as sex work, to survive was 
highlighted by other key informants both in relation to boy and adult male victims/survivors, and by victims/
survivors themselves. At least one victim/survivor described his experience of being displaced and made 
homeless as a result of sexual violence, and how he had engaged in sex work in order to earn money for 
survival.

82 	 Amnesty International, Everything Left Behind: Internal Displacement in Colombia, 16 June 2009, https://www.amnesty.org/en/documents/
AMR23/015/2009/en/

83 	 Interview with victim/survivor from the Andean region, 27 March 2022.
84 	 Zoom interview with a child protection expert working for an INGO in Bogotá, 7 April 2022.

https://www.amnesty.org/en/documents/AMR23/015/2009/en/
https://www.amnesty.org/en/documents/AMR23/015/2009/en/
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5.  
Barriers to healthcare

Victims/survivors of CRSV typically require both immediate and long-term specialised medical care and 
MHPSS. Yet accessing timely, quality healthcare services had been a challenge for most of the male victims/
survivors interviewed by ASP. Of the 10 men interviewed:

•	 Only one sought medical care within 72 hours of being subjected to CRSV.

•	 Most others sought healthcare many years after the incident of CRSV – four had sought medical care 
over a decade after the event, one 40 years later.

•	 Six said that although they had sought healthcare for injuries resulting from sexual violence, they had 
not actually disclosed that they were victims/survivors of sexual violence.

•	 Four had never accessed health services related to the impacts of sexual violence.

One victim/survivor summed up the experience of many in the words “I have had to heal on my own”, 
explaining that “I didn’t have a professional doctor, I didn’t have emotional support, so I had to, as we say in 
Colombia, bite the bullet and move forward… I have that phrase I say it to myself as often as I can in front 
of the mirror… ‘you are smart, you are important, so let’s move forward’. That’s my psychologist, that’s my 
psychologist’s help”.85

There was consensus among all those interviewed (victims/survivors and key informants) that unless urgent 
medical treatment for serious physical injuries was required, male victims/survivors typically do not seek 
healthcare and that, even where medical treatment is sought, men and boys generally do not disclose the 
real reason for their injuries or symptoms. 

But such delays can have serious consequences - as noted by the Committee against Torture, in its General 
Comment No. 3, “For many victims, passage of time does not attenuate the harm and in some cases the 
harm may increase as a result of the post-traumatic stress that requires medical, psychological and social 
support, which is often inaccessible to those who have not received redress”.86

One of the victim/survivors who had contracted syphilis from CRSV said that he had not received an 
accurate diagnosis for many years because he was too fearful to disclose to the doctor what had happened 
to him. He explained that “I kept going to the doctor and the doctor prescribed me painkillers, drugs that 
calmed me down for a while. In 2018 I had a very bad relapse, I went to the doctor and that is where the 
doctors, through the EPS, did a thorough follow-up. They sent me for a series of tests and that is where they 
discovered that I had the disease. I had had it for many years”.87

85 	 Interview with victim/survivor from Orinoco region, 27 March 2022.
86 	 Committee against Torture, General Comment No. 3, para. 40.
87 	 Interview with victim/survivor from Andean region, 27 March 2022.
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As in this case, the impact of injuries and physical health often 
worsen if left untreated, and the risk of HIV and other STIs 
dramatically increases if post-exposure prophylaxis (PEP), and 
other treatment, such as post-exposure Hepatitis B vaccination 
and treatment for syphilis and gonorrhoea, are not quickly 
administered.88 Recovery from the mental health and psychosocial 
impacts of CRSV may also be delayed if gender-competent, 
survivor-centred support is not quickly and easily available to 
victims/survivors.89

The research pointed to multiple reasons why victims/survivors are 
unwilling or unable to access appropriate healthcare, many of which relate to the general weaknesses in 
the provision of healthcare and are therefore not specific to men and boys. However, some of the barriers 
identified were more gender-specific and often underpinned by factors including a lack of awareness 
that men and boys (as well as women and girls) can suffer CRSV; lack of understanding of the gender 
differentiated harms that can result from sexual violence; and deep-rooted cultural constructs of masculinity 
and sexuality which not only affect attitudes of healthcare workers towards male victims/survivors, but also 
profoundly influence the way in which harms are internalised by affected individuals as well as the ways in 
which their families and communities respond.   

While the research methodology did not allow for a detailed analysis of regional disparities, it was the case 
that most of the barriers identified were common across all the focus departments. However, barriers were 
often more acute in more remote or rural areas where levels of insecurity are higher and state presence 
weaker such as in the Amazonian, Orinoco and Pacific regions.90

The following section sets out the barriers identified by victims/survivors and key informants interviewed 
for this report in the form of a social ecological model, which is a theoretical framework often used in public 
health to identify complex environmental and personal factors that influence individual healthcare-seeking 
behaviour. The model has been adapted for this report to identify barriers to healthcare at the following 
levels: 

•	 Structural: relating to the design of the healthcare system including the availability and accessibility 
of both primary and specialised healthcare services, and the legal and policy framework and 
guidance on the provision of healthcare for victims/survivors of sexual violence (including CRSV). 

•	 Organisational: relating to attitudes and behaviours of healthcare workers; their training and 
expertise; resourcing of healthcare facilities and staff turnover and retention; quality of care; and 
patient confidentiality and privacy.

88 	 According to WHO guidelines, PEP should be offered as early as possible to all individuals with exposure that has the potential for HIV 
transmission, and ideally within 72 hours. WHO, Guidelines on Post-Exposure Prophylaxis for HIV. Recommendations For a Public Health 
Approach: December 2014 Supplement to the 2013 Consolidated Guidelines on the Use of Antiretroviral Drugs for Treating and Preventing HIV 
Infections, December, 2014, https://www.who.int/publications/i/item/9789241506830. See also MSF: https://www.msf.org/sexual-violence.

89 	 IASC, Guidelines on Mental Health and Psychosocial Support In Emergency Settings, 1 June 2007.
90 	 As noted in the methodology section, further research is needed to establish a more detailed analysis of geographic differences and to identify 

more context-specific responses.

Of the 10 men inter-
viewed: Most sought 
healthcare many years 
after the incident of CRSV 
– four had sought medical 
care over a decade after 
the event, one, 40 years 
later.

https://www.who.int/publications/i/item/9789241506830
https://www.msf.org/sexual-violence
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•	 Community: relating to the levels of conflict-related security/insecurity, social norms, and attitudes 
and behaviours of community and family towards male victims/survivors.

•	 Individual: relating to beliefs, knowledge and personal experiences of individual victims/survivors 
which can enable or prevent them from seeking healthcare or from accepting or disclosing their 
experience of CRSV. 

As the social ecological framework demonstrates, none of the four levels operates in isolation. Rather 
victims/survivors typically face multiple, mutually reinforcing barriers at all levels to their ability to access 
timely, quality, gender-competent, survivor-centred healthcare, which means that a holistic approach is 
needed to address the challenges.

5.1	 Structural-level barriers

Four key structural-level barriers were identified during the research. The first three relate to general 
barriers to healthcare which impact any victim/survivor of CRSV, not just men and boys while the fourth, 
relating to lack of gender-inclusive policies, protocols and guidance, is specific to the experience of male 
victims/survivors:

•	 Uneven availability of basic medical and mental healthcare and of specialised care for victims/
survivors of CRSV.

•	 	Lack of clarity over requirements on healthcare workers to report sexual violence to judicial and other 
authorities.

•	 Challenges in the design and delivery of psychosocial support through PAPSIVI and by the Victims 
Unit.

•	 Non-gender inclusive (or in some cases gender-exclusive) policies, protocols and guidelines on 
healthcare support to victims/survivors of sexual violence.

Uneven availability of basic healthcare and of specialised support for victims/survivors of CRSV

Under the decentralised healthcare system, in which municipalities and departments are responsible for 
the administration, coordination and monitoring of health services in their territories, there are significant 
disparities in the coverage of basic healthcare. More remote and rural areas are particularly poorly served, 
and there is a lack of availability of specialist services for victims/survivors of sexual violence outside of 
larger urban areas. 

Remote rural areas also often lack transport infrastructure which means that travel to and from the nearest 
healthcare facility can take many hours or even days. Moreover, because initial access to any form of 
healthcare must be via Level 1, and referrals to specialist care can only be made by a general practitioner at 
this level and must then be approved by the EPS, there can be significant delays in getting appointments for 
the specialist services often required by CRSV victims/survivors. 

The long distances and often prohibitive expenses associated with travel were repeatedly highlighted by key 
informants and victims/survivors as a significant barrier to accessing healthcare. A representative from the 
Ministry of Health in Bogotá explained that “If he [the victim/survivor] lives in a village eight hours away, four 
of them on the back of a mule, he [might] manage to get to a road where you have to wait for a car to pass by, 
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but which only passes by at certain times… This means that a journey to health care takes [him] three days: 
one to get to the municipality, the second to be treated and the third to return”.91

Another key informant, a forensic expert working in the Caribbean region, explained that a similar situation 
arose in relation to psychological assessments that he carries out for judicial investigations for which the 
cost of even relatively short journeys can be prohibitive. In his words “There are people who have to come 
for an assessment that is more or less three hours away. Most of these types of travel expenses are not paid 
for by anyone else. It is up to the person to pay their own expenses, and more than once they have cancelled 
the appointment because they don’t have the money. What I do is that I schedule an appointment for them 
two months later so that they have time to try to pay for it”.92

Several victims/survivors identified that the length and cost of travel and associated costs had discouraged 
them from seeking healthcare, because of injuries that made travel uncomfortable and/or due to their 
limited economic means. Others pointed to the cost of accommodation and other expenses involved in 
having to stay overnight (or longer) to be able to attend appointments.

Key informants told ASP that diagnosis and follow-up of HIV and other STIs, child-specific care, and 
physiotherapy to assist with rehabilitation and long-term psychological and psychiatric treatment is 
often unavailable in remote and rural areas. Because these and other specialised medical and mental 
health services often required by victims/survivors of CRSV are not locally available, accessing them can 
entail even longer and more costly journeys and may involve referrals to different specialists in several 
different locations, sometimes within their municipality of residence but often outside. Given that repeat 
appointments are often necessary, travel and other costs can be significant. 

Under the current health insurance system, the cost of travel to healthcare facilities located within the 
municipality in which a patient is resident must generally be paid by the patient. This system does not take 
account of the fact that even the cost of travel within the municipality of residence can be prohibitive for 
many and therefore impede the enjoyment of the fundamental right to health.93

Against this background, a 2022 Constitutional Court decision noted that the EPS must support the 
cost of travel in cases where the patient is unable to afford it and the resulting lack of access to the 
service compromises the patient́ s dignity or health.94 In terms of travel between municipalities, a 2021 
Constitutional Court decision reinforced that, in accordance with the Statutory Health Law (article 11), 
travel to healthcare facilities located in another municipality should be covered by the EPSs, particularly for 
persons with special constitutional protection including conflict victims. The decision also said that expenses 

91 	 Interview with an official from the Ministry of Health, 2 August 2022, Bogotá.
92 	 Zoom interview with an MHPSS expert working in the Caribbean region, 29 July 2022.
93 	 See, for example, CESCR, General Comment No. 14, para. 12(b) (“Health facilities, goods and services have to be accessible to everyone without 

discrimination, within the jurisdiction of the State party. Accessibility has four overlapping dimensions” [non-discrimination, physical accessibility, 
economic accessibility (affordability), and information accessibility]).

94 	 Constitutional Court of Colombia, Judgment T – 277 of 2022, 1 August 2022, https://www.corteconstitucional.gov.co/Relatoria/2022/T-277-22.
htm

https://www.corteconstitucional.gov.co/Relatoria/2022/T-277-22.htm
https://www.corteconstitucional.gov.co/Relatoria/2022/T-277-22.htm
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of “an accompanying person” should also be covered.95 However, in practice, EPSs are often unwilling to 
approve travel costs within or between municipalities, even when referrals have been obtained.96

A further barrier to accessing care experienced by victims/survivors who are displaced by armed conflict 
or have left their places of residence for other reasons, is the process of registering their new address 
with their EPS in order to have access to healthcare (via IPSs) in their new location.97 Victims/survivors 
told ASP that they did not understand the process, which takes time (typically several months according 
to one key informant) and requires a certain level of literacy as well as access to the internet in order to 
make the request online, which is quicker and easier than doing it in-person. Re-registration also requires 
identity documents which are often left behind or lost during displacement. However, unless or until the 
re-registration is completed, victims/survivors must return to their municipality of origin to access healthcare 
(other than emergency care), which is often impossible for reasons including time, cost and security.

Lack of clarity over mandatory reporting requirements

Under the Ministry of Health’s 2012 “Protocol and Model of Comprehensive Health Care for Victims of 
Sexual Violence Protocol” (Sexual Violence Protocol) and other laws and policies, health workers are 
required to report cases of sexual violence to judicial and other authorities. However, there was confusion 
among key informants about reporting obligations. Additionally, there were also concerns about reporting 
cases of CRSV for fear of possible retaliation by armed actors, which may present an obstacle to victims/
survivors accessing appropriate protection, legal services and other support.  

Under Colombia’s Criminal Procedure Code (Law 906 of 2004) medical and other healthcare workers 
are required to notify rule of law authorities of incidents of sexual violence.98 In line with this, the Sexual 
Violence Protocol requires health workers to immediately and simultaneously “activate” justice and 
protection pathways, although guidance on referral pathways for the latter is only provided in relation to 
women and child victims/survivors.99

Additionally, the Attorney General’s 2016 Protocol for the Investigation of Sexual Violence stipulates that 
when health sector entities attend to victims of sexual violence, they are required to inform the judicial 
police of the facts, who must then register a criminal report/initiate a criminal process.100 Health workers 
are also required to inform health authorities of cases of GBV for public health reasons by entering the 

95	 Constitutional Court of Colombia, Judgment T - 122/21 of 2021, 3 May 2012, https://www.corteconstitucional.gov.co/Relatoria/2021/T-122-21.
htm

96 	 For example, in one case in which ASP has been involved in providing support, a victim/survivor was initially denied transportation costs for 
him and for an accompanying person by his EPS to travel for urgent psychiatric care in another municipality to which he had been referred by a 
general practitioner.

97 	 Where the EPS already has a network of IPS in the new municipality, this is a question of notification. However, if the individual’s existing EPS 
does not have an IPS network, it involves re-registering with a new EPS.

98 	 Code of Criminal Procedure, Law 906 of 2004, 31 August 2004, article 67, https://www.funcionpublica.gov.co/eva/gestornormativo/norma.
php?i=14787

99 	 Office of the Attorney General, Protocol for the Investigation of Sexual Violence, Good Practice Guide and Guidelines for Criminal Investigation 
and Prosecution of Crimes of Sexual Violence, adopted by Resolution 01774 of 14 June 2016, https://www.fiscalia.gov.co/colombia/wp-content/
uploads/Protocolo-de-investigacio%CC%81n-de-violencia-sexual-cambios-aceptados-final.pdf.

100 	 Office of the Attorney General, Protocol for the Investigation of Sexual Violence, Good Practice Guide and Guidelines for Criminal Investigation 
and Prosecution of Crimes of Sexual Violence, adopted by Resolution 01774 of 14 June 2016.

https://www.corteconstitucional.gov.co/Relatoria/2021/T-122-21.htm
https://www.corteconstitucional.gov.co/Relatoria/2021/T-122-21.htm
https://www.funcionpublica.gov.co/eva/gestornormativo/norma.php?i=14787
https://www.funcionpublica.gov.co/eva/gestornormativo/norma.php?i=14787
https://www.fiscalia.gov.co/colombia/wp-content/uploads/Protocolo-de-investigacio%CC%81n-de-violencia-sexual-cambios-aceptados-final.pdf
https://www.fiscalia.gov.co/colombia/wp-content/uploads/Protocolo-de-investigacio%CC%81n-de-violencia-sexual-cambios-aceptados-final.pdf
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information into the national public health surveillance system (Sistema Nacional de Vigilancia en Salud 
Pública, SIVIGILA).101

Interviewed victims/survivors were generally unaware of these reporting obligations and, as such they do 
not appear to have had a significant bearing on whether they disclosed their experience of CRSV if/when 
they sought medical or other healthcare. However, although reporting obligations in relation to child victims/
survivors were generally understood, there was confusion among key informants from the health sector 
about their reporting obligations and different interpretations of when and how they should be applied in 
relation to adults. The three main areas of confusion were about whether the consent of victims/survivors is 
required; whether reporting can be anonymous and if so, who decides and what this means in practice;102 
and whether the obligation to report cases of victims/survivors applies to healthcare workers in the public/
state sector only or also to private and other non-governmental healthcare providers. 

In addition to lack of clarity about reporting requirements, several key informants suggested that many 
healthcare workers are reluctant to report incidents of CRSV to judicial and other authorities for fear of 
retaliation by armed actors. According to one, this can result in them avoiding asking patients about the 
causes of their injuries or other symptoms, even when sexual violence is suspected. This in turn means that 
victims/survivors may be denied the medical or other treatment they require, and are also not referred to 
protection, justice and other services which they need and to which they have a right.103

Challenges in the design and delivery of psychosocial support under PAPSIVI and Victims Unit

As noted in the background section, the Victims Law provided for the establishment of PAPSIVI to ensure 
the provision of non-emergency physical and mental health care within the healthcare system and to 
provide support for psychosocial rehabilitation, while the Victims Unit also has psychosocial support 
programmes, including the EREG programme, for victims of the armed conflict.

The importance of psychosocial support was emphasised by both victims/survivors and key informants.Even 
though some positive experiences were described, there was also significant criticism of the design, scope 
and approach of the support offered, with several research participants questioning whether it was suitable 
for providing the long-term, quality, survivor-centred support that victims/survivors of CRSV are entitled to 
and which they desperately need.104

Most of the interviews, other than validation interviews/workshops, for this report were carried out before 
the Ministry of Health issued the decree and resolution setting out planned reforms of PAPSIVI. Depending 
on how well the reforms are implemented and resourced, the proposed integration of PAPSIVI into the 
regular healthcare system and creation of multi-disciplinary teams in public hospitals could go some way to 
addressing concerns raised by victims/survivors and key informants. However, the pace of reform is slow (the 
integration will not be completed until 2031), while the needs of victims/survivors are urgent. This points to 

101 	 See Ministry of Health and Social Protection, SIVIGILA https://www.minsalud.gov.co/salud/Paginas/SIVIGILA.aspx
102 	 Although the Sexual Violence Protocol does make provision for anonymous reporting in cases in which reporting would place the victim/survivor 

or the service provider at risk (particularly in contexts severely affected by conflict), interpretations of what this means and how it should be 
applied differed among key informants.

103 	 Validation interview with a clinician working for an INGO, 9 December 2022, Bogotá.
104 	 Victim/survivor criticisms were mostly directed at PAPSIVI, but in many cases they were not sure which programme they were under, and general 

criticisms were therefore understood to often relate to both PAPSIVI and the EREG programme.

https://www.minsalud.gov.co/salud/Paginas/SIVIGILA.aspx
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the need for reform to be accelerated and interim measures put in place to address concerns highlighted in 
research for this report.

The first barrier to accessing psychosocial support as a form of reparation, whether under PAPSIVI or 
programmes offered by the Victims Unit, is the requirement for the individual to be registered with the Victims 
Unit. To do this, the victim/survivor must first make a statement to a public official within one of three entities 
that make up the Public Ministry.105 This is then sent to the Victims Unit which has 60 days to consider the 
case, investigate and verify evidence and issue a decision on 
whether the application for registration has been accepted. If 
registration is refused, the applicant has five days to appeal the 
decision.106

Victims/survivors described multiple barriers to engaging in this 
lengthy and bureaucratic process. These barriers included lack of 
knowledge and understanding of the process, fear about physical 
security, discomfort in disclosing to public officials what had 
happened to them, and fear of stigma and shame should it be 
known by others in their community what they had reported (see 
also organisational-level barriers below). 

As a result, many male victims/survivors are not registered with the Victims Unit and those who are 
often are registered not as victims/survivors of CRSV but rather for associated violations such as forced 
displacement – an issue which is believed to arise not only because of reluctance to disclose that they are 
victims/survivors of CRSV, but also because of lack of sensitivity of those involved in taking statements and 
reviewing applications.107 Victims/survivors also noted that many applications are refused but that, given the 
short time available to appeal and the complex way in which Victims Unit decisions are drafted, it is beyond 
the capacity and resources of many victims/survivors to challenge rejections. 

There are, however, significant negative consequences which arise from non- or inaccurate registration. 
Anyone who is not registered cannot access the PAPSIVI or Victims Unit programmes and is therefore 
denied their right to psychosocial support as a form of reparation. Those who are registered for a violation 
other than CRSV will have access to psychosocial support and other reparative measures including 
compensation, but not to those tailored for CRSV victims/survivors to which they are entitled under the 
Victims Law.108

105 	 Statements can be made at any one of the three entities under the Public Ministry: the Office of the Procurator-General of the Nation, the Office 
of the Ombudsman or the municipal and district Ombudsmen’s Offices.

106 	 Victims Law, article 157 as regulated by Decree 4800 of 2011, Chapter II.
107 	 Other research by ASP indicates that many male victims/survivors did not report their cases at the time of the crime and therefore had not 

applied for registration. Those who did often reported the case of forced displacement and omitted the sexual violence. See, for example, ASP’s 
work in Colombia, see Deponer las Armas, Retomar las Almas (Laying Down Arms, Reclaiming Souls): Sexual Violence against Men and Boys in the 
Context of the Armed Conflict in Colombia, 19 June 2022.

108 	 For example, the amount of compensation to which victims/survivors are entitled differs according to the “victimising act” for which they 
are registered as having been subjected to (victims/survivors of forced displacement are entitled to up to 17 times the minimum wage 
whereas victim/survivors of CRSV can receive up to 30 times the minimum wage). The minimum wage in 2023 is 1,160,000 Colombian pesos 
(approximately USD 242). 

Many male survivors 
are not registered with 
the Victims Unit and 
those who are often 
are registered not as 
victims of CRSV but 
rather for associated 
violations such as forced 
displacement.
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Notwithstanding the fact that not all conflict victims have registered with the Victims Unit, the sheer number 
of those who have (more than 9.5 million people) would require significant capacity to respond to effectively. 
This is capacity which neither PAPSIVI nor the Victims Unit’s psychosocial programmes currently have.

The PAPSIVI model, pending the implementation of proposed reforms, is based on the temporary 
deployment of mobile teams typically comprising a professional healthcare and psychosocial worker, and a 
community health outreach worker (usually a victim/survivor of the armed conflict) to areas in which conflict 
victims are present. The length of deployment depends on contractual arrangements between the Ministry 
of Health, its implementing partners and the members of the mobile teams, but is typically for relatively 
short periods of between six to nine months. 

This model creates multiple challenges to accessing the psychosocial support to which conflict victims are 
entitled under the domestic reparations programme. Among those highlighted by victims/survivors were the 
lack of availability of and continuity of care resulting from the short duration of mobile team deployments, 
and the limited number of sessions that are provided when/if a team is present (often just eight in practice). 

Key informants explained that victims/survivors could not access psychosocial support when they wanted 
it, but rather had to wait for a mobile team to arrive in their area. Even then, they might only be contacted by 
the team towards the end of the deployment, thereby leaving time for no more than a few sessions before 
the team departs. Should an individual need further support (which is likely when addressing the complex 
psychosocial needs of CRSV victims/survivors), they will have to wait for another team to be deployed (if that 
occurs), sometimes with new personnel, to complete the sessions. 

Concerns were also raised about the model for home visits under which the PAPSIVI mobile teams knock 
on the doors of registered victims/survivors. In areas where armed actors are active this was seen as 
potentially exposing victims/survivors to security risks as the presence of the mobile team could draw 
the attention of armed groups to them, or lead to breaches of confidentiality if individuals not told family 
members or members of their community that they are victims/survivors of CRSV.109

The short-term deployment model also has implications for the quality of care and the extent to which 
it is tailored to address the needs and wishes of individual victims/survivors. Although PAPSIVI uses a 
differential approach, mobile team members are not provided with detailed information about the specific 
violations experienced by individual victims/survivors due to data protection. This means that unless the 
individual receiving support is willing and feels able to disclose that they are a victim/survivor of CRSV to 
the team, the psychosocial intervention will not be adapted to address the specific harms relating to this 
experience. 

The psychosocial support offered under both the PAPSIVI and Victims Unit psychosocial programmes were 
also critiqued for not adequately responding to the specific needs of men and boys. Victims/survivors were 
particularly critical of group psychosocial sessions where victims/survivors of human rights violations other 
than CRSV were also present, both because they were too general to adequately respond to their specific 
needs and, in the case of two because they did not feel comfortable sharing what had happened to them in a 
group space. 

109 	 Technical guidelines of the Ministry of Health on management of sociopolitical risks for teams providing care to victims of the armed conflict 
(2020) including guidance on how to mitigate such risks, but concerns were nevertheless raised.
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The Victims Unit’s EREG programme is also based on a differential approach and the psychosocial approach 
used depends on the victimising act (with support for victims/survivors of CRSV focused on addressing 
shame, stigma and other psychosocial impacts of CRSV). However, victims/survivors were critical of the 
group sessions under this programme including because they reportedly mixed victims who had suffered 
different forms of violence and they did not feel comfortable sharing their experiences of sexual violence in 
those settings. 

In practice, the EREG programme also has limited geographic reach – according to the Victims Unit, there 
are just 29 regional centres (CRAVs) in which the psychosocial sessions are held (although four more are 
planned), which has enabled it to reach approximately 42% of registered victims to date.110

Mobile teams and virtual sessions were introduced to access harder to reach populations in recent years, 
but no information is available on the number of victims/survivors who have been reached.111 Victims/
survivors interviewed for this report questioned whether virtual meetings were an appropriate model for 
CRSV victims/survivors, including because they felt that the sensitivity of the issue required face-to-face 
contact with counsellors and other support workers, and also because it requires access to the internet or 
mobile phone signals which are not always available in more remote areas.

Policies, protocols and guidelines relating to the treatment of victims/survivors of sexual violence

The limited recognition that men and boys can be victims/survivors of sexual violence is reflected in a lack of 
attention to male victims/survivors in healthcare-related policies and guidance which, along with legislation 
and Constitutional Court judgments and other judicial decisions reinforcing the recognition of victims of the 
armed conflict as “subjects of special protection” and entitled to healthcare (see Background section), have 
tended to focus on women and girls.112

The necessity for greater attention to and improved responses for female victims/survivors of CRSV is 
indisputable and there remains much work to be done in this regard. However, it is important that responses 
are inclusive of all victims/survivors, including men and boys; this is currently not the case in key policies, 
protocols and guidelines on responding to sexual violence (conflict-related or otherwise).

Key among these is the 2012 Sexual Violence Protocol. This Protocol sets out 15 steps for the provision of 
care to victims/survivors of sexual violence by health sector workers which range from the preparation of 
access points and “minimum conditions” required for the provision of comprehensive care, the reception of 
victims/survivors, clinical assessments and diagnostic tests and provision of emergency contraception and 
STI prophylaxis, through to mental health support, referrals for specialist health or other support, routine 
follow-up and case closure.113

110 	 Victim’s Unit, “Do you know how many Regional Centres for Attention and Reparation to Victims (CRAV) we currently have?” (Spanish only) 
https://www.unidadvictimas.gov.co/es/sabes-con-cuantos-centro-regionales-de-atencion-y-reparacion-victimas-crav-contamos-en-la-
actualidad (Accessed 3 August 2023).

111 	 See the eighth report on the monitoring of the implementation of the Victims Law to Congress, 18 August 2021, (Spanish only), pp. 138 and 145, 
https://www.minjusticia.gov.co/ojtc/Documents/Politica de Justicia Transicional/Informes_de_seguimiento_ley_victimas/8. COMPILADO OCTAVO 
INFORME CSMLV (2) conAMMG.pdf

112 	 Statutory Health Law, article 11; For example, see Constitutional Court of Colombia, Order 092 of 2008 and Order 009 of 2015, Law 1719 of 
2014, Decree 1480 of 2014, and Constitutional Court of Colombia, Rulings T-234-12 of 2012 and T-211-19 of 2019.

113 	 For the full Sexual Violence Protocol, see Ministry of Health, Resolution 0459 of 2012, 6 March 2012 (Spanish only), https://www.minsalud.gov.
co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/Resolucion-0459-de-2012.PDF

https://www.unidadvictimas.gov.co/es/sabes-con-cuantos-centro-regionales-de-atencion-y-reparacion-victimas-crav-contamos-en-la-actualidad
https://www.unidadvictimas.gov.co/es/sabes-con-cuantos-centro-regionales-de-atencion-y-reparacion-victimas-crav-contamos-en-la-actualidad
https://www.minjusticia.gov.co/ojtc/Documents/Politica de Justicia Transicional/Informes_de_seguimiento_ley_victimas/8. COMPILADO OCTAVO INFORME CSMLV (2) conAMMG.pdf
https://www.minjusticia.gov.co/ojtc/Documents/Politica de Justicia Transicional/Informes_de_seguimiento_ley_victimas/8. COMPILADO OCTAVO INFORME CSMLV (2) conAMMG.pdf
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/Resolucion-0459-de-2012.PDF
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/Resolucion-0459-de-2012.PDF
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Although these steps are relatively comprehensive, the current version of the Protocol is primarily focused 
on the provision of care to women and girls, although children (boys and girls) are referred to. For example, 
although men are referenced in the section on the clinical management of victims/survivors, it does not 
address the full, complex range of signs and symptoms which male victims/survivors may present, and 
there is no reference to activating protection pathways for adult male victims/survivors (although these 
are included for women and children as part of mandatory reporting obligations – see above). The existing 
Protocol also makes only limited references to the treatment of victims/survivors with diverse SOGIESC, 
including men and boys.

According to the resolution adopting the Sexual Violence Protocol (Resolution 0459 of 2012), the Protocol 
should be updated at least every two years. To date this has not happened, but a process to review it is 
currently underway. Although it is unclear when it will be finalised this nevertheless represents an important 
opportunity to ensure that the updated version includes more specific guidance on men and boy victims of 
CRSV. 

Other examples of health-related policies and guidance on responding to cases of sexual violence in which 
men and boys are largely or completely overlooked includes the Ombudsperson’s Guide to Integrated Care 
for Women Survivors of Sexual Violence. This Guide, which is intended to inform responses by officials of the 
Ombudsman’s Office to individuals who have suffered sexual violence (including CRSV), including referrals 
to healthcare, does not contain specific guidance on the care of heterosexual and cisgender male victims/
survivors, although it does include guidance on applying differential approaches for boys, girls, adolescents, 
LGBTI+ people and people belonging to ethnic groups or communities and people with disabilities.114

A similar lack of attention to men and boys can found in the National Institute of Legal Medicine and 
Forensic Sciences (Instituto Nacional de Medicina Legal y Ciencias Forenses, INMLCF) 2018 Guide to a 
Comprehensive Forensic Approach to the Investigation of Sexual Violence. The guidelines do acknowledge 
that men and boys can be victims/survivors of sexual violence (citing statistics showing a ratio of five female 
cases to every male case examined) and include reference to clinical examinations of men and boys. 
However, its primary focus – both in terms of instructions for clinicians and exemplifying photographs and 
images on conducting clinical examinations – is on women and girls.115

Some of the practical consequences of this were explained by an INMLCF clinician who noted that “the 
approach [to clinical forensic assessments] is the same for both men and women in the context of sexual 
violence. The only thing that changes are the diagrams for the location of injuries, but the approach is the 
same.” She added that although interviews were adapted if the victim/survivor is a child, otherwise “…that is 
as far as it goes. The [differential] approach is minimal”.116

114 	 Office of the Ombudsman, Ombudsperson’s Guide to Integrated Care for Women Survivors of Sexual Violence, May 2019, (Spanish only) https://
repository.iom.int/bitstream/handle/20.500.11788/2272/Guía defensorial_2019.pdf?sequence=1&isAllowed=y

115 	 The INMLCF is a statutory body attached to the Attorney General’s Office and is responsible for conducting medico-
legal evaluations including in cases of sexual violence. INMLCF’s Guide to a Comprehensive Forensic Approach to the 
Investigation of Sexual Violence, 2018, (Spanish only)https://www.medicinalegal.gov.co/documents/20143/40473/
Gu%C3%ADa+for+a+comprehensive+forensic+approach+to+the+investigation%C3%B3n+of+sexual+violence.pdf/dc71e689-7d7d-5407-
2408-b550065bf397

116 	 Zoom interview with forensic expert working in the Pacific Region, 26 May 2022.

https://repository.iom.int/bitstream/handle/20.500.11788/2272/Guía defensorial_2019.pdf?sequence=1&isAllowed=y
https://repository.iom.int/bitstream/handle/20.500.11788/2272/Guía defensorial_2019.pdf?sequence=1&isAllowed=y
https://www.medicinalegal.gov.co/documents/20143/40473/Gu%C3%ADa+for+a+comprehensive+forensic+approach+to+the+investigation%C3%B3n+of+sexual+violence.pdf/dc71e689-7d7d-5407-2408-b550065bf397
https://www.medicinalegal.gov.co/documents/20143/40473/Gu%C3%ADa+for+a+comprehensive+forensic+approach+to+the+investigation%C3%B3n+of+sexual+violence.pdf/dc71e689-7d7d-5407-2408-b550065bf397
https://www.medicinalegal.gov.co/documents/20143/40473/Gu%C3%ADa+for+a+comprehensive+forensic+approach+to+the+investigation%C3%B3n+of+sexual+violence.pdf/dc71e689-7d7d-5407-2408-b550065bf397
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5.2	 Organisational-level barriers

The main barriers identified at an organisational level were:

•	 Limited awareness and expertise among healthcare workers to recognise and respond appropriately 
to male victims/survivors. 

•	 Negative attitudes and behaviours among health workers towards male victims/survivors, including 
discrimination and homophobia.

•	 Under-resourced and ill-equipped healthcare facilities and high staff turnover resulting in loss of 
expertise and experience, and disruption in care continuity.

•	 Lack of respect for confidentiality and privacy of victims/survivors. 

Awareness, skills and training of healthcare workers

The general lack of awareness that CRSV can impact men and boys, and the way in which people with 
diverse SOGIESC have been targeted by armed actors in Colombia, is also reflected in health sector 
responses. Key informants noted that healthcare workers were often not cognisant of the issue and had little 
expertise in recognising the signs or knowing how to respond appropriately to male victims/survivors. 

During a validation meeting, a participant noted her perception that healthcare workers were generally “not 
always comfortable or familiar with cases or managing sexual violence”. In her view, healthcare workers 
have an insufficient trauma-informed approach and are often unable to link mental and physical health 
issues to sexual violence”.117 This lack of knowledge and expertise has implications for the quality of care 
available to all CRSV victims/survivors. 

However, key informants also pointed to specific blind spots in relation to men and boys and others. 
Several noted that healthcare workers avoid asking men, especially those with diverse SOGIESC, about 
the possibility that they are victims/survivors of sexual violence. A representative of an INGO that provides 
support to a health clinic in the Pacific region said that she thought health workers were often reticent to 
attend to anyone who does not conform to their idea of who can be a victim/survivor of sexual violence. 
According to the informant this included men, children and LGBTI+ people, adding that “that’s why I say that 
there is a lack of awareness, a lack of awareness that they are independent people who need immediate 
care. With respect”.118

At least a part of the problem arises from the limited training that most healthcare workers receive on 
responding to victims/survivors of sexual violence – a shortcoming that impacts all victims/survivors, not 
only men and boys.  

According to the Sexual Violence Protocol, each IPS is required to ensure that all staff in its health facility 
(including managers, administrators and security personnel) who are likely to come into  contact with a 
victim/survivor of sexual violence participate in “periodic awareness raising and capacity building sessions” 
on sexual violence, victims’ rights, care pathways and psychological first aid, as relevant to their professional 

117 	 Validation meeting with a key informant, 7 December 2022, Bogotá.
118 	 Zoom interview with medical expert working for an INGO in the Pacific Region, 9 May 2022.
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profile.119 ASP was unable to verify how consistently this requirement is implemented but based on the 
experience of victims/survivors interviewed for this report and those described by key informants, it appears 
that it may not be universal. 

In addition, according to a 2014 Ministry of Health resolution, all clinical personnel working in emergency 
as well as outpatient and inpatient services are required to be certified in the comprehensive health care 
for victims of sexual violence.120 However, the resolution does not stipulate the content or length of training 
required to obtain such certification and, although the Ministry of Health advises on the content of the 
training, curriculum design is left to the discretion of the university or other training provider. According to 
key informants interviewed for this report, course content is usually general and does not include specific 
modules on sexual violence against men and boys. Moreover, the certification is a one-off process as neither 
the 2012 Sexual Violence Protocol nor relevant resolutions require refresher trainings and/or the renewal of 
the certification.

Medical personnel who opt for a specialisation in forensic medicine do receive specific training in the 
forensic assessment of sexual violence both in living and deceased persons, but only as part of their 
postgraduate training.121 However, by law all graduates of higher education health programmes are required 
to undertake compulsory social service for between six months to one year in a facility providing health 
services, management or research in socio-economically deprived areas or areas where health services 
are difficult to access, including conflict-affected areas.122 As one key informant pointed out, at this stage in 
their careers, doctors will have been trained in basic medicine, but will have only very limited knowledge of 
and no experience in more specialist work, including assessing and responding to victims/survivors of sexual 
violence.123

To compensate for this, a short programme (three sessions of eight hours each) on general forensic 
medicine/science is provided to medical professionals undertaking compulsory social services which 
contains modules on the clinical evaluation and documentation of sexual violence.124 However, this would 
not provide the level of training needed to conduct medico-legal examinations or to provide the level of care 
(including age and gender-specific care) required under the Sexual Violence Protocol. Yet trainee doctors 
deployed to hospital emergency departments are likely to encounter victims/survivors of sexual violence, 
including of CRSV and, where there is no more senior doctor present or a forensic department (as will 
frequently be the case in more remote or rural areas), they will often be the victim/survivor’s first contact 
with a medical professional.125

119 	 Sexual Violence Protocol, pp. 17 and 35.
120 	 Ministry of Health, Resolution 2003 of 2014, pp. 32-33, https://www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%202003%20

de%202014.pdf, and Resolution 3100 of 2019, https://www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%20No.%203100%20
de%202019.pdf

121 	 ASP did not review the INMLCF training and is unable to confirm whether it includes detailed modules on responding to sexual violence against 
men and boys and people with diverse SOGIESC.

122 	 Law 1164 of 2007, https://www.minsalud.gov.co/Normatividad_Nuevo/LEY%201164%20DE%202007.pdf and  Ministry of Health, Resolution 
774 of 2022 on compulsory social service for graduates of higher education health programmes, https://www.minsalud.gov.co/Normatividad_
Nuevo/Resoluci%C3%B3n%20No.%20774%20de%202022.pdf

123 	 Zoom interview with forensic specialist, 25 July 2022, and subsequent written responses to supplementary questions, 29 June 2023.
124 	 The training was established under INMLCF, Resolution 805 of 2017.
125 	 Zoom interview with forensic specialist, 25 July 2022, and subsequent written responses to supplementary questions, 29 June 2023.

https://www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%202003%20de%202014.pdf
https://www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%202003%20de%202014.pdf
https://www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%20No.%203100%20de%202019.pdf
https://www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%20No.%203100%20de%202019.pdf
https://www.minsalud.gov.co/Normatividad_Nuevo/LEY%201164%20DE%202007.pdf
https://www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%20No.%20774%20de%202022.pdf
https://www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%20No.%20774%20de%202022.pdf
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The deployment of medical personnel without adequate training to respond appropriately to cases of CRSV is 
inconsistent with the State’s obligations under international law to prevent, investigate and document incidents 
of torture and other forms of ill-treatment.126 Although health professionals are required to obtain the necessary 
training in accordance with the Istanbul Protocol: Manual on the Effective Investigation and Documentation of 
Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment (Istanbul Protocol), States should 
provide such training for their health professionals and academic institutions should include relevant training on 
professional curricula, as well as continuing education courses.127

Attitudes and behaviours of healthcare workers and other public officials

Almost all interviewed victims/survivors pointed to negative attitudes or behaviours by healthcare workers 
as a significant barrier to seeking care. Those who had sought healthcare described experiences of being 
treated in a stigmatising, homophobic or otherwise discriminatory manner by doctors, nurses or other staff 
working in health facilities. Several explained that they had found this distressing, humiliating and traumatic. 

Many reported being asked insensitive or inappropriate questions or being asked for information about the 
incident of CRSV which they found irrelevant and re-victimising. One victim/survivor said that he felt his care 
had been rushed because he was gay.128 Others gave examples of inappropriate comments by healthcare 
workers, including that they were “gay because they were raped” or that they were “promiscuous”. In 
the words of one victim/survivor, he experienced a “double burden” of being stigmatised for having been 
subjected to CRSV, and additionally for being gay.129 Several said these types of attitudes had deterred them 
from seeking follow-up medical or other required care as they did not wish to disclose or be asked again 
about their experience of CRSV.

Victims/survivors and key informants attributed negative attitudes and behaviours towards male victims/
survivors to the prevailing “machismo” culture in which there are rigid, stereotypical expectations of what 
it meant to “be a man.” This includes being “strong” which often translates into male victims/survivors 
not disclosing experiences of sexual violence for fear of being perceived as “weak” or being disbelieved or 
experiencing negative reactions by health and other professionals if/when disclosures are made.130 The way 
in which this plays out in relation to male survivors of rape and other forms of sexual violence was described 
by a protection expert working for a UN agency who said:

126 	 Convention against Torture, articles 12-14; Committee against Torture, General Comment No. 3 (2012), UN Doc. CAT/C/GC/3, paras. 11-15 and 
35-36; Principles on the Effective Investigation and Documentation of Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment, 
Principles 2 and 6.

127 	 See Istanbul Protocol, revised version, 29 June 2022, Chapter VII, 2 (613), https://www.ohchr.org/en/publications/policy-and-methodological-
publications/istanbul-protocol-manual-effective-0

128 	 Interview with victim/survivor from an undisclosed region, 27 March 2022.
129 	 Interview with victim/survivor from the Orinoco region, 27 March 2022; and interview with representative from national NGO, 12 May 2022.
130 	 See Committee against Torture, General Comment No. 2 (2008), Implementation of article 2 by States parties, UN Doc. CAT/C/GC/2, para. 22 

(“Men are also subject to certain gendered violations of the Convention such as rape or sexual violence and abuse. Both men and women and 
boys and girls may be subject to violations of the Convention on the basis of their actual or perceived non-conformity with socially determined 
gender roles”); and General Comment No. 3, paras. 32-36 (“The principle of non-discrimination is a basic and general principle in the protection 
of human rights…. States parties shall ensure that access to justice and to mechanisms for seeking and obtaining redress are readily available 
and that positive measures ensure that redress is equally accessible to all persons regardless of… gender, sexual orientation, gender identity…” 
Access to mechanisms for obtaining redress require “gender-sensitive procedures which avoid re-victimization and stigmatization of victims 
of torture or ill-treatment”. “States parties shall ensure due attention to gender in providing all the elements [] in the process of ensuring that 
everyone, in particular members of groups made vulnerable, including lesbian, gay, bisexual and transgender (LGBT) people, must be treated 
fairly and equally and obtain fair and adequate compensation, rehabilitation and other reparative measures which respond to their specific 
needs”).

https://www.ohchr.org/en/publications/policy-and-methodological-publications/istanbul-protocol-manual-effective-0
https://www.ohchr.org/en/publications/policy-and-methodological-publications/istanbul-protocol-manual-effective-0
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“[People ask] how is a man going to be raped, how is a man going to suffer sexual aggression? It has 
a lot to do with the idea of what masculinity means in our Latin American context, and this includes 
Colombia… Masculinity is linked to strength and the body of the man as if it were made of steel and 
as if: ‘nothing happens to me’. It still has a lot to do with how masculinity is constructed in these 
contexts and what it means to be a man, and the lack of awareness and training for different actors, 
both institutional and organisational”.131

The lack of training for healthcare workers on the gendered nature of harms arising from sexual violence 
and the need for gender-competent responses was reinforced by health experts working with the 
government or state entities, who noted that, to the extent medical 
professionals are trained on responding to sexual violence, the 
focus is on technical and practical aspects of conducting physical 
examinations and does not address attitudes. One of them 
explained that this can result in clinicians treating victims/survivors 
as if they were “following a recipe” rather than a survivor-centred 
and trauma-informed approach in which the rights of individuals 
are respected, and they are treated with dignity and respect in a 
supportive environment.132

Several key informants suggested that transgender victims/survivors could face additional barriers to 
accessing appropriate, gender-competent healthcare, including being asked inappropriate questions or 
being referred to not by their chosen name or gender identity but rather by the name/gender recorded on 
their identity card. Secondary sources have also reported the lack of adequate access to safe abortions 
for transgender men and non-binary individuals including in cases where they have been victims of sexual 
violence.133

Concerns about encountering negative attitudes were not limited to the healthcare sector but also appeared 
to be among the reasons that victims/survivors of CRSV are often reluctant to register with the Victims 
Unit or to otherwise report to judicial/rule of law authorities.134 In validation workshops victims/survivors 
particularly highlighted a lack of emotional engagement and empathy among public officials responsible for 
taking statements for applications for registration with the Victims Unit, which had made disclosure of CRSV 
difficult.

Despite such concerns, there were indications that negative attitudes are being addressed, at least by some 
healthcare providers. A key informant working for a private IPS explained that they are working to design 
healthcare services that are appropriate and welcoming for all victims/survivors. Steps taken to achieve this 

131 	 Interview with protection expert working for a UN agency headquarters, 6 May 2022, Bogotá.
132 	 Input by forensic expert during a validation interview, 9 December 2022, Bogotá.
133 	 Profamilia, Alianza Trans Abortera de Colombia (ATAC), Acceso al aborto seguro para hombres trans y personas no binarias: un estudio 

exploratorio en Colombia (Spanish only), June 2020, https://profamilia.org.co/wp-content/uploads/2021/06/INFORME-ABORTO-PERSONAS-
TRANS-JUNIO-1-2021.pdf; Chicas Poderosas, Todes Abortamos, 2021, https://www.docdroid.net/CsBlfZF/fanzine-todes-abortamos-pdf

134 	 See Committee against Torture, General Comment No. 3, para 34 (“judicial personnel must receive specific training on the various impacts 
of torture and ill-treatment, including those on victims from marginalized and vulnerable groups, and on how to exercise sensitivity towards 
victims of torture and ill-treatment, including in the form of sexual or gender-based discrimination, in order to prevent re-victimization and 
stigmatization”).

Almost all interviewed 
victims/survivors pointed 
to negative attitudes or 
behaviours by healthcare 
workers as a significant 
barrier to seeking care.

https://profamilia.org.co/wp-content/uploads/2021/06/INFORME-ABORTO-PERSONAS-TRANS-JUNIO-1-2021.pdf
https://profamilia.org.co/wp-content/uploads/2021/06/INFORME-ABORTO-PERSONAS-TRANS-JUNIO-1-2021.pdf
https://www.docdroid.net/CsBlfZF/fanzine-todes-abortamos-pdf


 51 

Enhancing survivor-centred healthcare for male victims
of conflict-related sexual violence in Colombia

included providing regular staff training that included addressing negative attitudes towards LGBTI+ people; 
ensuring that there is a balance of male and female staff; and recruiting transgender staff member to help 
orient patients through services that are available at the clinic.135

High staff turnover and under-resourced and ill-equipped health facilities

Insufficient training and the limited experience of doctors and other healthcare workers deployed to 
conflict-affected areas is compounded by high levels of staff turnover which contribute to the loss of any 
expertise or experience that has been built and disruption in the continuity of care of victims/survivors. This 
has particular implications for the provision of care to victims/survivors from indigenous and other ethnic 
communities (i.e. those disproportionally affected by CRSV) where familiarity with and understanding of 
their languages, culture and traditions is essential to building the trust and understanding needed to provide 
survivor-centred care. 

The high staff turnover is, in part, built into the system of compulsory social service with many clinicians, 
nurses and other healthcare workers leaving at the end of the six months or one year period that they are 
required to serve. However, according to some key informants there are a range of other contributory factors 
which make placements in remote/conflict-affected areas unattractive, including under-resourced and 
ill-equipped health facilities (according to some interviewees even basic diagnostic tests for HIV, PEP kits 
and other medication are often lacking in health facilities in more remote areas), as well as low salaries and 
delays in their payment.136 Regular strikes by healthcare workers protesting against their work conditions 
were additionally highlighted as another factor that can further interrupt and therefore undermine the quality 
of care.

Key informants explained how such factors often mean that victims/survivors have to see a new consultant 
mid-way through their treatment and can also cause delays in receiving appointments for specialist care. 
One informant involved in providing MHPSSto victims/survivors in the department of Bolívar in the Caribbean 
region explained that in practice this means that “You have had two, three, four, five, six sessions with 
a professional, and by the seventh session they have changed the professional because he or she has 
resigned, so you have to start from scratch”.137

A similar problem is built into the provision of psychosocial support under the PAPSIVI programme, where 
the short-term contracts of psychosocial experts contracted to the mobile teams means that expertise 
and relationships are not developed overtime, and victims/survivors may see several psychosocial service 
providers during the course of their support sessions.

135 	 Zoom interview with MHPSS expert working for private health provider in the Andean region, 16 May 2022.
136 	 Interview with protection expert working for a UN agency, 6 May 2022, Bogotá; Zoom interview with Ministry of Health representative in Bogotá, 

1 August 2022; Zoom interview with lawyer based in Bogotá, 18 April 2022, and Zoom interview with medical coordinator working for an INGO, 
29 April 2022.

137 	 Zoom interview with an MHPSS expert working in the Caribbean region, 29 July 2022.
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Lack of respect for patient confidentiality and privacy

The 2012 Sexual Violence Protocol requires that healthcare personnel ensure conditions of confidentiality 
and privacy throughout the care pathway.138 This includes respecting the rights of patients to have their 
medical records treated confidentially, for safe, well-equipped private spaces for consultations and other 
care and to avoid anything that could lead to the revictimization of victims/survivors.139

Several key informants referred to measures used to comply with these requirements, in particular the use 
of a colour coding system (Code Fuchsia) which is used to activate procedures under the Sexual Violence 
Protocol while avoiding publicly identifying victims/survivors of sexual violence.140 Some victims/survivors 
also recounted positive experiences of how their confidentiality/privacy had been respected.

However, other victims/survivors raised concerns about lack of privacy in healthcare facilities and lack of 
respect for patient confidentiality by healthcare workers, both of which were seen as contributing to the 
reluctance of victims/survivors to seek medical and other health care. Victims/survivors gave examples of 
incidents in which their conversations with doctors or nurses could be overheard by other staff or patients 
because of the lack of private spaces within healthcare facilities, where they had been unable to discreetly 
enter and leave treatment rooms without being seen, or where 
confidential information was not stored in an appropriate manner 
or was shared and discussed among staff without their consent. 

One described the lack of private spaces in the health facility 
where he received treatment for syphilis and how that made him 
feel. He explained that the facility was “like an open office” where 
he could be seen by staff and other patients as he entered and left 
the room where he received his injections. In his words, “many 
doctors and nurses and ordinary people see you there and the 
first thing you think is that they are going to point out that you have 
a sexually transmitted disease. So that’s why I felt very bad. I felt ashamed, dirty, dirty…because most of the 
people who were there realised why I was going. I didn’t feel judged, but I did feel singled out”.141

Another described how he had asked for his medical records from his psychologist, but because her 
printer was broken, he had to get it printed in the reception area where, he explained, “the young women 
[working at the reception desk] took it…one passed it to the other, one passed it to the other… It’s now [the] 
gossip and the talk of the town so I feel uncomfortable with that. Although the psychologist didn’t have bad 
intentions. I felt terrible.”142 Several other victims raised concerns over gossiping about their cases among 

138 	 Also see Committee against Torture, General Comment 3, para. 13 (“a high priority should be placed on the need to create a context of 
confidence and trust in which assistance can be provided. Confidential services should be provided as required”).

139 	 Sexual Violence Protocol, pp. 14, 16, 17, 21 and 41.
140 	 See for example, Protocol from a public hospital (ESE VIdasinú), in Montería, department of Córdoba, Colombia “Protocol for Comprehensive 

Care for Victims of Sexual Violence-Code Fuchsia” (Spanish only), 2020, https://esevidasinu.gov.co/Poblacion%20vulnerable/5.protocolo%20
atenci%C3%B3n%20vvs.pdf

141 	 Interview with a victim/survivor from the Andean region, 27 March 2022, Bogotá.
142 	 Interview with a victim/survivor from the Caribbean region, 20 March 2022, Bogotá.

Lack of privacy in 
healthcare facilities and 
lack of respect for patient 
confidentiality were seen 
as contributing to the 
reluctance of survivors to 
seek medical and other 
health care.

https://esevidasinu.gov.co/Poblacion%20vulnerable/5.protocolo%20atenci%C3%B3n%20vvs.pdf
https://esevidasinu.gov.co/Poblacion%20vulnerable/5.protocolo%20atenci%C3%B3n%20vvs.pdf
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healthcare personnel including one who described being “left with the feeling that after you leave, there’s 
still a lot of whispering.”143

High levels of staff turnover were also regarded as a potential risk to confidentiality because it requires 
victims/survivors to repeat their experiences multiple times to different people. 

Similar concerns around privacy and confidentiality arose in relation to offices of the Public Ministry 
when victims/survivors are making statements to enable them to access justice, including the domestic 
reparations programme. In the words of the director of a community-based organisation in the department 
of Nariño: “In our municipalities, unfortunately, you are reporting something and sometimes the door to the 
office of the municipal ombudsmen is open. Maybe in the city it is easier, but as I said, it is sometimes very 
difficult for these people to get there because of cost, time and distance. So, you go to report this incident 
and it seems that the whole town knows about it five minutes later.”144

5.3	 Community-level barriers 

Community-level barriers faced by victims/survivors in seeking or accessing healthcare primarily related to:

•	 Insecurity resulting from the presence of NSAGs which restricts travel and access to services. 

•	 Negative community attitudes towards victims/survivors and resulting stigmatisation.

•	 Fear of negative reactions by family and of breakdown of family relationships. 

Insecurity

Insecurity has been, and remains, a significant barrier to accessing healthcare in Colombia. Almost all 
interviewed victims/survivors said that they had been threatened with death or other harm to themselves 
or their families by those responsible for subjecting them to CRSV if they reported what had happened 
or sought help, and that this had prevented many of them from 
seeking emergency medical treatment including PEP to prevent 
HIV.145 Victims/survivors also described how, even many years 
after they had been subjected to CRSV, they still live in fear of 
their perpetrators, and many had fled their homes to seek safety 
elsewhere.146

It was noted that the presence of NSAGs can deter victims/
survivors from travelling within and between conflict-affected 
areas to access healthcare. It may also result in victims/survivors 

143 	 Interview with a victim/survivor from the Caribbean region, 16 March 2022, Bogotá.
144 	 Interview with director of a community organisation, 26 March 2022, Bogotá.
145 	 In a 2014 report, MSF identified “threats by the perpetrator” as one of the main reasons why victims/survivors of sexual violence (male and 

female) in Colombia do not seek healthcare following an episode of sexual violence. See MSF, “¿Y Qué Pasó Con Caperucita?”, (Spanish only), 
November 2014, https://www.msf.es/sites/default/files/legacy/adjuntos/Dossier%20MSF%20Violencia%20Sexual_Colombia_Nov20.pdf

146 	 See generally Committee against Torture, General Comment No. 3 (2012), paras. 15 and 31 (“The obligation in article 14 to provide for the 
means for as full rehabilitation as possible can be fulfilled through the direct provision of rehabilitative services by the State, or through the 
funding of private medical, legal and other facilities, including those administered by non-governmental organizations (NGOs), in which case the 
State shall ensure that no reprisals or intimidation are directed at them.” “The State party should also take measures to prevent interference 
with victims’ privacy and to protect victims, their families and witnesses and others who have intervened on their behalf against intimidation and 
retaliation at all times.

Almost all interviewed 
victims/survivors said that 
they had been threatened 
with death or other harm 
by those responsible if 
they reported what had 
happened or sought help.

https://www.msf.es/sites/default/files/legacy/adjuntos/Dossier MSF Violencia Sexual_Colombia_Nov20.pdf
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being denied care – at least one of the victim/survivors believed that insecurity was the reason that he was 
turned away from a healthcare post as a boy because, according to his analysis, staff were afraid of armed 
actors who were operating in the area at the time.

The overall environment of insecurity and direct threats by perpetrators create a situation in which there is 
a fear of reporting or disclosing CRSV (and other human rights abuses), even to healthcare workers, in case 
perpetrators or those connected to them find out and take retaliatory action. This fear of retaliation felt by 
victims/survivors also included potential threats to the security of family members. 

Such fears apply in general but are of particular concern for those victims/survivors who hold leadership 
positions in their communities or are involved in human rights work. 

Under domestic law, victims/survivors of CRSV and their families are entitled to protection. For example, Law 
1719 of 2014 on Access to Justice for Victims of Sexual Violence, recognises the heightened vulnerability 
of victims/survivors of CRSV to new aggressions and provides that requests for protection measures can 
be made whether or not the individual decides to submit a formal report. Law 1257 of 2008 on Violence 
Against Women provides for protection measures in order to guarantee women who are sexual violence 
survivors the right to justice (according to a representative of Office of the Ombudsman interviewed by ASP, 
this law is applicable to all victims/survivors of CRSV not only women and girls).147 Additionally, the JEP 
is responsible for putting in place measures for the protection of victims and witnesses taking part in its 
proceedings.148

However, in practice the capacity of the authorities to provide meaningful protection appears to be limited. 
Several victims/survivors and key informants highlighted concerns about the effectiveness of protection 
measures, which were described as often being limited to a panic button, a cell phone and a bulletproof 
vest. Other reported protection measures included bodyguards or police patrols, but some victims/survivors 
were concerned that this could draw more attention to them and expose them to further risks.149

Community stigmatisation

Stigmatisation as a barrier to healthcare cuts across the organisational, community, as well as the individual 
levels of the socio-ecological framework. At a community level, stigmatisation or fear of it, creates an 
environment which can make it difficult for victims/survivors to trust those around them and thereby acts as 
a hinderance to seeking support from those around them.

The social process of stigmatisation is widely associated with CRSV and leads to the creation, condoning or 
compounding of social exclusion for those who are (or are perceived to be) victims/survivors. As highlighted 
in the Principles for Global Action on Preventing and Addressing Stigma Associated with Conflict-related 
Sexual Violence, stigmatisation “…serves to penalise those who are presumed to have transgressed 

147 	 Law 1719 of 2014, Chapter IV, article 22; Law 1257 of 2008 on Violence Against Women, article 18. See also Decree 4799 of 2012, article 5.
148 	 The JEP’s prosecution unit, the Unit of Investigation and Accusation (Unidad de Investigación y Acusación, UIA) is responsible for deciding 

on protection measures. See Law 1957, Statutory Law for the Administration of Justice in the JEP, article 87b; and UIA, UIA Protocol of 
Communication with victims of sexual violence, (Spanish only), 2020, https://www.jep.gov.co/SiteAssets/Paginas/JEP/uia/Grupos-misionales/
Preliminar%20-Protocolo%20de%20comunicacio%CC%81n%20con%20vi%CC%81ctimas%20de%20violencia%20sexual%20.pdf

149 	 Interview with victims/survivors from the Andean, Orinoco and Pacific region, 20, 27 and 26 March 2022 respectively. Zoom interviews with civil 
society networks, 1 and 6 July 2022. All the concerns raised related particularly to National Protection Unit’s (Unidad Nacional de Protección, 
UNP) protection programme.

https://www.jep.gov.co/SiteAssets/Paginas/JEP/uia/Grupos-misionales/Preliminar%20-Protocolo%20de%20comunicacio%CC%81n%20con%20vi%CC%81ctimas%20de%20violencia%20sexual%20.pdf
https://www.jep.gov.co/SiteAssets/Paginas/JEP/uia/Grupos-misionales/Preliminar%20-Protocolo%20de%20comunicacio%CC%81n%20con%20vi%CC%81ctimas%20de%20violencia%20sexual%20.pdf
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normative social boundaries by marking them out as deserving of social punishment or exclusion, whilst 
protecting and validating those who have abused them.” However, as the Principles note, “as a socially 
constructed problem, the stigmatisation of CRSV victims/survivors is preventable.”150

All victims/survivors of CRSV can face stigmatisation and rejection by the community and it is well-
established that the fear of being stigmatised often leads to victims/survivors remaining silent about 
experiences of CRSV. However, stigma surrounding male-directed sexual violence has particular 
characteristics often related to fear of being labelled or being judged. 

Interviewed male victims/survivors who identified as heterosexual particularly highlighted the fear of being 
perceived as gay or bisexual. Conversely, those who identified as gay or bisexual said that they feared that 
they would not be believed or would be judged precisely because of their sexual orientation. As one key 
informant noted, the targeting of LGBTI+ people by armed actors as a form of punishment for transgressing 
social norms has reinforced structural discrimination and violence already suffered by these populations and 
contributed to a lack of reporting.151

In cases where community members were aware of what had occurred, victims/survivors said that they 
often experienced judgmental attitudes and rejection, or there was gossip about their sexual identity. As is 
the case with negative attitudes by health workers, such responses have their roots in deeply entrenched 
patriarchal values and gender norms. 

A key informant who is a medical doctor explained how these 
stereotypical notions of masculinity and negative attitudes 
towards LGBTI+ people translate into fear of revealing their 
experience of CRSV to others, including family members and 
members of their community. In relation to a male patient, he 
noted that “he understood that he couldn’t say it because it would 
damage his image as a man and he struggled with his identity: ‘I 
am heterosexual and now they hurt me, but I can’t say it because 
they will believe that I am from the LGBTI+ population’ and that 
was seen as something stigmatising.”152

Fear of rejection by families and breakdown of family relationships 

In addition to fears about negative reactions from the wider community, there were concerns about the 
impact of CRSV on family relationships. Interviewed victims/survivors said that they feared rejection by their 
families or that they would be blamed or and/or considered gay if family members found out they had been 
subjected to CRSV. 

One victim/survivor explained why he had not told his family or indeed anyone else that he had been 
subjected to CRSV, “I didn’t speak out from the beginning. Maybe if I had spoken out, I would have had the 

150 	 UK Government, Preventing Sexual Violence in Conflict Initiative (PSVI), Preventing and Addressing Stigma Associated with Conflict-related 
Sexual Violence, 19 September 2017,  https://www.gov.uk/government/publications/launch-of-the-principles-for-global-action-on-tackling-the-
stigma-of-sexual-violence-in-conflict

151 	 Zoom interview with mental health specialist working for the Colombian government in the Pacific Region, 28 July 2022.
152 	 Zoom interview with forensics expert working in the Pacific Region, 28 July 2022.

Male victims/survivors who 
identified as heterosexual 
highlighted the fear of 
being perceived as gay. 
Conversely, those who 
identified as gay said that 
they feared that they would 
be judged precisely because 
of their sexual orientation.

https://www.gov.uk/government/publications/launch-of-the-principles-for-global-action-on-tackling-the-stigma-of-sexual-violence-in-conflict
https://www.gov.uk/government/publications/launch-of-the-principles-for-global-action-on-tackling-the-stigma-of-sexual-violence-in-conflict
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support. But initially one always expects the support of the family [but] unfortunately the family is the first to 
condemn you.”153

According to a key informant working for an INGO providing healthcare services to victims/survivors of SGBV, 
this fear of rejection is common among her male patients. She explained that in her experience, because 
men are socially conditioned to be “strong”, they are fearful of anything that might undermine this image. 
She noted that “at the time of the consultations they said ‘well, the family would reject me,’ or ‘at the end of 
the day, I am the one who provides for the family’ or ‘I am the one who must keep the house strong’.”154

Specifically in relation to children (both girls and boys), there appeared to be a fear that they would be taken 
away by the authorities if their parents or guardians were perceived as having failed to protect them from 
being subjected to CRSV. There was also the perception that children may be taken away if the parent was 
themselves a victim/survivor of CRSV. One victim/survivor, reflecting with hindsight on the decision taken by 
his parents not to seek medical care for him said, “so we as parents have to keep quiet and say, either we take 
[the perpetrator] to court, or we keep the children. And perhaps [now] I understand my mum and dad. Maybe 
they didn’t say anything and they kept quiet when I was a child for fear that they would take me away from 
them.”155

5.4	 Individual-level barriers

The main individual-level barriers men and boys face in accessing healthcare services included:

•	 Internalised shame and self-stigmatisation.

•	 	Lack of knowledge of services.

Internalised shame and self-stigmatisation

Many of the reasons for delaying or having never sought medical or other care for harms arising from CRSV 
were explained by victims/survivors as being associated with the shame surrounding their experience. 
Nearly all of those interviewed described self-stigmatisation and feelings of shame and embarrassment, 
which not only prevented them from telling family and friends, but also made them reluctant to seek 
healthcare or disclose what had happened to them if they did. In some cases, where medical care was 
sought, feelings of shame had prevented victims/survivors from attending follow-up appointments or 
completing a course of treatment.

A victim/survivor from the Caribbean region explained that in his case, “I never mentioned the sexual abuse 
in front of the doctors because it was an embarrassment for me. I didn’t mention it… First of all, because of 
the shame. One feels that the world is coming to an end. If it hadn’t been for the wounds on my face and the 
tooth I wouldn’t have gone to any doctor.”156

In the same way that entrenched gender norms and notions of masculinity can affect the attitudes of 
healthcare workers, community and family members, they are also internalised by victims/survivors and 

153 	 Interview with a victim/survivor from the Caribbean region, 16 March 2022.
154 	 Zoom interview with medical coordinator working for an INGO in Bogotá, 29 April 2022.
155 	 Interview with victim/survivor from the Pacific region, 26 March 2022.
156 	 Interview with victim/survivor from the Caribbean region, 19 March 2022.
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manifested both in fear of how others may react to them 
and negative feelings towards themselves. 

This dominant patriarchal discourse also means that men 
and boys who have been subjected to CRSV do not always 
recognise themselves as being victims/survivors with the 
right to and need for care and support. A psychologist 
who worked for a Colombian NGO providing psychosocial 
support to victims/survivors in the Orinoco region reflected 
on the difficulties she had observed among men in 
accepting that they had been victims/survivors of sexual violence, “So, while it is very difficult for a woman 
to [talk in] public, to publicly state sexual violence because it is something that transgresses intimacy. For 
men, as well as transgressing intimacy, it transgresses what defines them as men. Sexual violence is seen by 
society as something that only happens to women.”157

Another key informant highlighted a reluctance to seek care in order to avoid having to “relive” the experience, 
with one noting that some “…choose not to relive situations, because whoever is going to attend to them will 
make them relive situations of pain that they prefer to leave there. It’s not because they do not require it.”158

This was reinforced by victims/survivors many of whom said that they found it emotional and traumatic to 
talk or think about what had happened to them. Several explained that they did not want to access services 
because they did not want to awaken traumatic experiences.

Lack of knowledge of services

To the extent that healthcare services for victims/survivors of sexual violence are available, male victims/
survivors are often not aware of them or do not have information about them. Several spoke about not 
knowing where to access healthcare services, often believing that they were only for women and girls and 
not knowing where to go or who to tell.

In fact, the lack of knowledge of where and how to access specialised services for male victims/survivors 
was also shared by key informants, several of whom told ASP that they did not know where to refer them. 
In a positive development, since the research for this report was done, the National GBV Coordination Area 
(part of the humanitarian cluster system of groups of humanitarian organisations, both UN and non-UN, 
involved in humanitarian action) has begun a mapping of services and entry points for men and boy victims/
survivors of sexual violence provided by its members and other non-state actors.

Access to information was particularly challenging for those interviewees who first experienced CRSV as 
children and were thus dependent on their parents or other adults to arrange visits to doctors or other 
healthcare professionals. Several pointed out that their parents/guardians did not know what was needed or 
was available. For those who were unaccompanied or separated, for example as a result of parental death or 
displacement, there was no adult to help them navigate the system.

157 	 Zoom interview with psychologist working for a Colombian NGO providing psychosocial support to victims/survivors in the Orinoco region, 4 
August 2022.

158 	 Interview with official with the Ministry of Health, 2 August 2022, Bogotá.

“I didn’t speak out from the 
beginning. Maybe if I had spoken 
out, I would have had the 
support. But initially one always 
expects the support of the family 
[but] unfortunately the family is 
the first to condemn you.”
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One victim/survivor described how, after being subjected to sexual violence as a child he was treated “at 
home like grandmothers do, with herbal remedies, with ointments, with baths.” He explained that his mother 
“was not fortunate enough to have an education, she did not even go to first or second grade… She did not 
know how to handle it, she did not know how to react. The first time the event happened I was five years 
old. It was simply like ‘I bathed you and now we hope that everything will be fine.’ At that time there was no 
access to healthcare, no psychological support, no emotional support, nothing.”159

Concern was also raised by several key informants that outreach activities and information campaigns 
on services for sexual violence victims/survivors mostly target women and girls. However, there were 
indications that efforts are being made by some healthcare providers to reach men and boys, including 
adapting health promotion materials and engaging directly with men during community outreach activities. 
One INGO representative described how they had adapted their outreach strategies and health promotion 
materials to be gender-inclusive and had carried out research to understand what communication strategies 
would be most effective for engaging men.160

In addition to ensuring gender-inclusive outreach and information, there is also much work to be done in 
informing victims/survivors of their rights to healthcare and other support. One key informant noted that, 
in their view, violence has become so normalised and any expectations that care might be available for the 
many harms resulting from CRSV (or other human rights abuses), other than serious physical injuries, are 
so low that victims/survivors do not consider seeking healthcare or other support and are unaware of their 
rights to it. In her words:

“When people in rural areas ask for a health service, normally it is because they are in pain, they 
need emergency care or something like that. And, in this rural area, the fact of not having access 
to so much information or not having the same access to resources means conflict has become so 
naturalised that many, despite hidden pain, despite many things, already had their own processes 
of coping and do not see this as a need today. And whoever sees it as a need does not necessarily 
access services.”161

159 	 Interview with victim/survivor from the Orinoco region, 27 March 2022.
160 	 Validation interview with a clinician working for an INGO, 9 December 2022, Bogotá.
161 	 Interview with an official with the Ministry of Health, 2 August 2022, Bogotá.
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6.  
Survivor-centred healthcare from 
the perspective of male victims/

survivors and key informants

During interviews and in validation workshops and meetings, male victims/survivors and key informants 
were asked for their views on what survivor-centred care for victims/survivors of CRSV should encompass. 
They were additionally asked to reflect upon how a survivor-centred approach should take account of 
different ages (adult men and boys) and diverse SOGIESC, and how it might differ according to region. Key 
informants were also asked whether they considered that any services (health or other) provided by the 
institution/organisation that they work for are sufficiently survivor-centred, and in what ways. The views 
shared by victims/survivors are presented first, followed by those of key informants.

6.1	 Victim/survivor perspectives on survivor-centred care

Victims/survivors highlighted a range of issues that they considered to be crucial for ensuring survivor-
centred care including:

•	 Recognition of the sexual victimisation of men and boys: Victims/survivors highlighted the need 
for recognition by State institutions that heterosexual cisgender men and boys as well as those with 
diverse SOGIESC have been victims of CRSV, and of the need to dispel myths surrounding this form 
of violence and thereby reduce the shame and stigma that prevents men and boys from accessing 
healthcare services.

•	 Being treated with respect: Victims/survivors said that they wanted to be heard, listened to 
and treated with “humanity”, “empathy” and “dignity”. They wanted their individual needs to be 
considered, and did not want to feel judged, be mocked, gossiped about, or to have assumptions 
made about their actual or perceived sexual orientation or gender identity. They also expressed a 
need to be able to trust those responsible for their care and treatment not only in providing clinically 
appropriate treatment but also in demonstrating respect and empathy for them. 

•	 Not to be discriminated against including on grounds of sexual orientation or gender identity: 
Several victims/survivors who identified as gay or bisexual said that they wanted to be treated by 
healthcare workers who understood them and the discrimination that they face. It was suggested 
that being treated by healthcare workers or being attended to by other service providers with diverse 
SOGIESC would make them feel more at ease. The importance of recognising the needs of those who 
are disabled in the provision of services was also highlighted. 

•	 Understanding social, cultural and regional differences: Male victims/survivors said that the design 
of healthcare services should take into account socio-cultural and regional differences of victims/
survivors. They emphasised the need to provide services that consider the ethnic and cultural 
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diversity and other context-specific realities of life in each region, and that outreach strategies and 
services should also be designed to take account of differing levels of security in a specific area 
and of logistical issues. It was noted, for example, that lack of transport infra-structure in Chocó 
department made travel to healthcare facilities particularly arduous and that a survivor-centred 
care approach needs to find solutions to these and other logistical problems. Victims/survivors also 
expressed the need for staff to understand the language, customs, social and cultural beliefs of 
indigenous communities to prevent discrimination and judgement including based on someone’s 
clothing or appearance. 

•	 Early interventions for boys: Victims/survivors particularly 
emphasised the importance of working with boy victims/
survivors (and their families) while they were still young, with 
several noting that they had not received adequate, timely, 
survivor-centred support as children and did not want others 
to face the same ongoing difficulties they did. There was 
recognition that boys need empathetic and non-judgmental 
healthcare staff who would approach their cases with sensitivity and care. 

•	 Being treated by trained, experienced medical personnel and other healthcare workers: There 
was consensus on the importance of being treated by professionals who are trained in and have 
experience of working with victims/survivors of CRSV. The need for holistic care and of not being 
referred from one place to another and of having to repeat their experiences of sexual violence to 
multiple different people was also stressed. Some said that they would like a specialised one-stop 
sexual violence centre where all their needs could be addressed in a single location by trained/ 
experienced specialists. Others did not agree with this approach and rather wanted the focus to be on 
improving staff skills and attitudes within existing services. While there was no consensus on whether 
male victims/survivors would prefer being treated by a male or a female healthcare worker, there 
was recognition of the need for staff who represented indigenous populations and those with diverse 
SOGIESC to be involved in service provision.

•	 Respect for confidentiality: The need for greater respect for confidentiality and privacy was 
strongly emphasised. Victims/survivors wanted to be able to trust healthcare workers to keep their 
information confidential. They also wanted healthcare facilities and relevant public offices to have 
quiet, private spaces in which they could be treated and where they would not be seen or overheard 
by anyone else, including staff and other patients. 

•	 Participation of victims/survivors: Victims/survivors emphasised that a survivor-centred approach 
requires the involvement of those who have experienced CRSV at all stages of the response, from 
design and implementation to monitoring and evaluation. Concerns were raised about the lack or 
limited representation of male victims/survivors of CRSV in bodies and processes that would enable 
such participation, including in Victims Roundtables. They also emphasised the importance of 
participation of those who have experienced sexual violence (including LGBTI+ victims/survivors) 
in sensitisation and capacity-building of healthcare personnel and relevant public officials including 
from the three entities that make up the Public Ministry. This was identified as useful not only to help 
build better understandings of the lived experience of victims/survivors, but was also seen as a way 
of providing work opportunities for them. Others spoke about the healing value of participation of 
community leadership roles which has empowered them to advocate on behalf of other male victims/
survivors.

Victims/survivors 
particularly emphasised 
the importance of working 
with boy survivors (and 
their families).
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•	 Peer support from other victims/survivors: The importance of peer support was emphasised, with 
victims/survivors speaking about how they had benefitted from being members of victim networks 
through which they could meet, talk and be supported by others who had shared and could therefore 
understand their experience. Several noted how this had also helped them to realise that they were 
not the only ones who had been subjected to CRSV. The need for financial and other support to 
help build and strengthen male victim/survivor networks was highlighted, and several expressed a 
strong interest in receiving training so that they could better support other victims/survivors in their 
communities.

•	 Understanding their rights and how to access them: The importance of knowing their rights and of 
being given both the necessary information and support to access them was emphasised. This point 
related particularly to the right to reparation where many victims/survivors had found it difficult to 
make sense of and to access reparative measures to which they were entitled. 

6.2	 Key informant perspectives on survivor-centred care

Key informants working with I/NGOs and private healthcare organisations generally considered that the 
policies and approaches of the organisations for which they worked were survivor-centred, but they thought 
that the public healthcare system was less so. This was acknowledged by key informants working in the 
public health sector, with one representative from the Ministry of Health noting that “we still have a long way 
to go.”162

However, key informants from both state and non-state service providers also acknowledged that staff were 
constrained by the structure and policies of the systems they work in, which could translate into gaps in their 
capacity to understand and provide timely, quality survivor-centred care. Nevertheless, most were familiar 
with the key principles of survivor-centredness and recognised its importance in relation to their own work 
with victims/survivors of CRSV. While there were different interpretations and examples of what this might 
mean in practice, the following main priorities emerged:

•	 The importance of an individualised approach: The need for health care and other support to 
victims/survivors to be individualised was widely recognised among key informants. It was described 
in different ways including placing victims/survivors “at the heart of service provision;” listening to 
the individual; letting the victim/survivor “lead their treatment” and being respectful of and providing 
treatment according to the individual’s story, age, sex, ethnicity, the context of the events they had 
experienced and their language and beliefs. One key informant particularly stressed the need to focus 
on the victim/survivor as “a person, on their dignity and autonomy, on their particular state at the 
moment in which they were victimised.”163

•	 Employing a differential approach: Several key informants highlighted the importance of a 
differential approach that considers not only individual experiences, but also factors including age, 
ethnicity, disability, sexual orientation or gender identity and socioeconomic status and the ways 
in which these impact on how harms are experienced, and healing occurs. Several key informants 
involved in the provision of MHPSS highlighted the importance of understanding and working within 

162 	 Entrevista a un funcionario del Ministerio de Salud y Protección Social, 2 de agosto de 2022, Bogotá.
163 	 Entrevista por Zoom a un médico forense que trabaja para la sede de una institución gubernamental en Bogotá, 25 de julio de 2022.
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the spiritual worldview of victims/survivors which was seen as particularly relevant to victim/survivors 
from indigenous communities. 

•	 Considerations for boys: In adapting a survivor-centred approach to boys, key informants stressed 
the importance of listening, taking time and being patient. Having time to build trust was emphasised 
to help “break the silence”, and it was also noted that healthcare professionals should be sufficiently 
skilled and empowered to ask sensitive questions and to be able to provide and guide care and 
referrals, even in cases where boys were unable to express what had happened to them.

•	 Respect for confidentiality: Confidentiality was seen as a key value in healthcare provision and key 
informants reflected on how lack of confidentiality affected the care received by victims/survivors 
and could prevent them from accessing services in the first place or continuing with treatment. The 
emphasis on respecting confidentiality related to the provision of healthcare services, as well as to 
the process of receiving statements and registering as a victim at entities of the Public Prosecutor’s 
Office, while having private spaces for victim/survivor consultations and other meetings was 
considered essential. The importance of informed consent was closely linked to the principle of 
confidentiality by one key informant explaining the importance of victims/survivors understanding 
who their information will be shared with and under what circumstances.164 

164 	 Zoom interview with GBV expert working in UN agency headquarters in Bogotá, 25 July 2022.
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7.  
Conclusion and recommendations

The findings contained in this report highlight the appalling physical, psychological, psychosocial and socio-
economic harms resulting from CRSV in Colombia and how these are exacerbated by the lack of availability 
and/or inaccessibility of timely, quality healthcare services.

The multi-layered barriers identified point to the need for far-reaching, coordinated efforts by all those 
responsible for or involved in the provision of healthcare to strengthen responses for all victims/survivors 
of CRSV to ensure that their rights, needs and wishes are addressed. In so doing, it is essential to recognise 
that men and boys (both heterosexual cisgender men and boys and those with diverse SOGIESC) can be 
victims/survivors of sexual violence and that medical and MHPSS services must be gender-competent and 
have the capacity to provide the long-term, specialised care that they require.  

The government’s proposed reforms to the healthcare system and to PAPSIVI present important 
opportunities to better respond to CRSV in general and for men and boys in particular within the regular 
health system and through the domestic reparations programme. However, the healthcare needs of victims/
survivors are pressing and many have already waited many years to receive the care and support that they 
need and also have a right to. Healthcare for victims/survivors must therefore be addressed as a matter of 
urgency and should not be delayed while discussion about reform continues.  

The success of any measures will depend in large part on the extent to which they are genuinely survivor-
centred. At present there appears to be a significant gap between understandings and expectations of what 
is entailed in a survivor-centred approach to healthcare for victims/survivors of CRSV and what is available 
in practice. However, there also appeared to be a keen appreciation among key stakeholders interviewed for 
this report of the importance of taking account of differing harms to and needs of individual victims/survivors 
and a willingness to recognise and address challenges.

However, those who have experienced CRSV, including male victims/survivors, must be central in any 
process to strengthen healthcare responses. To this end, they should be consulted on revisions to legal 
and policy frameworks, protocols and guidelines, involved in the development of training curriculums, and 
participate in the design, implementation and monitoring of healthcare services. The participation of male 
victims/survivors in such processes should not be at the expense of women, girls and LGBTI+ victims/
survivors, but should help ensure that healthcare services are designed to be fully inclusive of all victims/
survivors.

As highlighted by both victims/survivors and key informants, it is also vital for health care responses to be 
culturally appropriate – a point that is specifically included in the recommendations of the Truth Commission 
which, as part of comprehensive healthcare for conflict-victims, called for “recognition of and coordination 
with ethnic peoples’ own health systems and practices”, and is reflected in the government’s proposal to 
revitalise “inter-cultural heath systems” as part of its reform to the healthcare system (see Background).
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ASP therefore urges the Ministry of Health, the Victims Unit, municipal and departmental Health Secretariats 
and other relevant stakeholders to take immediate steps to implement this and other recommendations 
of the Truth Commission to strengthen the comprehensive health (physical and mental) and psychosocial 
care for conflict victims and to strengthen capacities to address particular and disproportionate impacts of 
certain victimising events, including sexual violence.

In support of this, ASP provides the following recommendations on measures that it believes to be among 
the priorities. Many of the suggested measures are relevant to all victims/survivors of CRSV given that many 
of the barriers to accessing timely, quality, survivor-centred health care are common to all. However, some 
are specific to men and boys, including those with diverse SOGIESC, as a category of victims/survivors 
whose rights, needs and wishes have been largely overlooked in Colombia. 

The recommendations set out below are primarily directed at the Government of Colombia, in particular the 
Ministry of Health, and relevant national and local authorities and statutory bodies including the Victims Unit 
and the Ombudsperson’s Office. However, their cooperation with and the continued support of key national 
and international non-governmental stakeholders is also essential, including relevant humanitarian clusters 
or sub-clusters (notably for GBV, health and child protection), the Office of the High Commissioner for 
Human Rights, as well as donors including the UN Multi-Partner Trust fund for Sustaining Peace in Colombia. 

7.1	 General recommendation
•	 Intensify efforts to document CRSV and to build public recognition of its scale and the way 

in which it has been used to target different populations and the resulting harms. Dedicated 
resources should be provided to improve documentation of CRSV against men and boys, including 
those with diverse SOGIESC, in order to provide a more complete picture of patterns and harms 
resulting from it and to better inform prevention, healthcare, justice and other responses, and to 
ensure recognition of all victims/survivors.

7.2	 Structural-level recommendations
•	 Ensure availability and accessibility of timely, quality, survivor-centred primary healthcare 

services including in conflict-affected areas, and of easily accessible specialised medical care 
for all CRSV victims/survivors. This should include:
o	 Accelerating efforts to strengthen primary healthcare, particularly in remote and rural areas, to 

ensure the availability of gender-competent, survivor-centred emergency medical and mental 
health care for victims/survivors of CRSV. 

o	 Ensuring quicker and easier referrals to specialist care for all victims/survivors of sexual 
violence, including through the simplification and streamlining of processes of insurance 
provider (EPS) authorisations of referrals.

o	 Ensuring that specialised physical and mental health care for victims/survivors of CRSV is 
available within all facilities providing more complex healthcare (Levels 2-4) and that this this 
expertise is present not only in facilities in larger urban areas but also in smaller municipal 
towns which are more accessible to many victims/survivors.

•	 Ensure that all victims/survivors of CRSV, including men and boys have access to emergency 
and longer-term MHPSS services and that these services are designed to respond to the specific 
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needs of CRSV victims/survivors and to take account of their individual experiences and differential 
needs according to gender, age, SOGIESC, ethnicity and other variables. 

•	 Ensure that the costs of transport and other travel-related expenses do not constitute a barrier 
to healthcare for victims/survivors of CRSV. In accordance with relevant Constitutional Court 
decisions, the cost of travel must be covered where the patient is unable to afford it and where lack 
of access to services compromises their dignity or health. This should include ensuring that funding is 
provided more quickly and is easily available for all expenses involved in travelling to and from health 
facilities (including transport, accommodation and refreshments) both within municipalities and to 
other municipalities to enable CRSV victims/survivors to access the care they require and of their 
choosing. Expenses of a parent, guardian, partner or friend to accompany the victim/survivor should 
also be paid.

•	 Simplify the current system of re-registering with EPSs in new places of residence in order to 
enable access to non-emergency healthcare services for those displaced by the armed conflict. 
The system for re-registering with health insurance providers should be made simpler, quicker and 
more easily accessible to victims/survivors of CRSV and other conflict-related violations who have 
been forcibly displaced or who have left their place or origin for other reasons.

•	 Clarify requirements on healthcare workers to report incidents of sexual violence to judicial and 
other authorities and ensure that all relevant personal receive guidance and training on them. 
Mandatory reporting requirements under national law and relevant protocols should be made clear; 
they must also be designed to ensure that they do not put CRSV victims/survivors, healthcare workers 
or healthcare institutions at risk, including of retaliation by armed actors or otherwise undermine 
protection.

•	 Ensure that all victims/survivors of CRSV, including men and boys, can realise their right to 
reparation, including healthcare. In order to ensure that all victims/survivors of CRSV can access 
the reparations, including medical, mental health and psychosocial care, to which they are entitled 
under Colombia’s domestic reparations programme, the following measures should be taken:
o	 Streamline and make more accessible the Victims Unit’s registration process. This should 

include improving outreach to victims/survivors to ensure that they are aware of the domestic 
reparations programme and the full range of reparations to which they are entitled as victims/
survivors of CRSV under it, and that they understand and are supported to register with the 
Victims Unit and to appeal inaccurate registration or rejection.

o	 Ensure that all officials in the entities of the Public Ministry and Victims Unit who are 
responsible for taking or analysing victim/survivor registration statements are trained in 
identifying, supporting and responding to individuals who may have been subjected to CRSV, 
including men and boys. 

o	 Accelerate the reform of PAPSIVI to ensure that the necessary resources, capacity and skills 
are rapidly put in place to provide long-term, gender-competent, age-appropriate psychosocial 
support to all victims/survivors of CRSV. Interventions provided under PAPSIVI or the Victim’s 
Unit psychosocial programme should be comprehensive and designed to respond to the 
gender-specific impacts associated with CRSV and tailored to respond to the different needs 
and wishes of individual victims/survivors while also addressing family and community 
impacts.
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o	 Pending the full implementation of PAPSIVI reforms, including the establishment of 
comprehensive care teams in hospitals, the geographical reach, availability of and continuity 
of psychosocial support offered under PAPSIVI as well as by the Victims Unit’s psychosocial 
programme should be strengthened, so that victims/survivors can access the care that they 
require in timely fashion. No limits should be placed on the number of sessions available to 
them, but rather this should be determined on the basis of the needs of the victim/survivor, 
who should also be able to choose whether sessions are individual, with other victims/
survivors, and/or include family members.

•	 Review all policies, protocols and guidance relevant to the treatment of victims/survivors of 
sexual violence to ensure that they are gender-inclusive and responsive to the gender, age- 
and socio-cultural specific impacts and needs of victims/survivors, including men and boys. 
Immediate priority should be given to:
o	 Accelerating the finalisation of the review of the 2012 Sexual Violence Protocol. The Ministry 

of Health should set a deadline for finalising the review of the Sexual Violence Protocol 
and ensure that the updated version provides detailed guidance on responding to CRSV 
against men and boys, including those with diverse SOGIESC. This should cover, inter alia, 
information on common myths about sexual violence against men and boys (for example that 
it cannot happen, that men can defend themselves or are weak or gay if they do not, etc.); the 
differential short- and long-term consequences of CRSV against men and boys; gender-specific 
medical and MHPSS needs and referral pathways for them; and age-specific considerations for 
the treatment of boy victim/survivors. 

o	 Initiate processes to review the Office of the Ombudsman’s Guide for the Comprehensive Care 
of Women Survivors of Sexual Violence and the INMLCF’s Guide to a Comprehensive Forensic 
Approach to the Investigation of Sexual Violence to ensure that they are fully gender-inclusive. 
These and other relevant guides should include (within the main body or as annexes) specific 
guidance on responding to sexual violence against men and boys.

7.3	 Organisational-level recommendations
•	 Ensure that all healthcare workers and other personnel who may come into contact with victims/

survivors of CRSV receive training on survivor-centred healthcare practices related to the 
treatment of victims/survivors of sexual violence, including men and boys. This should include:
o	 Ensuring that all healthcare workers, including doctors, nurses and others performing 

compulsory social service, are fully trained on the clinical management of sexual violence. 
Pending the finalisation of the review of the 2012 Sexual Violence Protocol, existing trainings 
should be updated to include specific modules relating to the treatment of male victim/
survivors. Once the revised Sexual Violence Protocol is finalised, all courses should be 
reviewed to ensure that training is comprehensive, gender-inclusive and age appropriate. 

o	 Ensuring that the training addresses the evolving capacities of the child and how to integrate 
knowledge of these capacities into provision of care for child victims/survivors of sexual 
violence, including boys.

o	 Addressing negative attitudes towards male victims/survivors, including those with diverse 
SOGIESC, in order to counter myths about whether and why they experience CRSV, prevent 
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judgemental and discriminatory language and behaviours, and provide healthcare workers and 
others working in healthcare facilities with the knowledge and skills to respond to all victims/
survivors with dignity, respect and empathy.

o	 In accordance with the Sexual Violence Protocol, IPSs should ensure that all healthcare 
workers and others working in their healthcare facilities receive regular refresher “awareness 
raising and capacity building sessions” on sexual violence, victims’ rights, care pathways and 
psychological first aid, according to their professional profile. 

•	 Consider ways in which high levels of staff turnover in health facilities can be reduced to ensure 
better continuity and quality of care. In line with proposed reforms to the healthcare system, this 
should include better pay and working conditions for healthcare workers to encourage recruitment 
and improve staff retention especially in more remote and rural areas. 

•	 Ensure that all healthcare facilities, including primary health posts, are equipped with basic 
medical supplies, including HIV diagnostic tests, PEP kits to provide post-exposure prophylaxis 
and STI screening and treatment. Healthcare workers should also be trained in the use of these kits 
and diagnostic tools.

•	 Ensure that victim/survivor confidentiality and privacy is respected throughout the care 
pathway. Training and other measures should be put in place in all healthcare facilities to ensure 
that healthcare workers (including doctors, nurses and administrative staff) comply with provisions 
in the Sexual Violence Protocol to respect patient confidentiality and privacy at all times. Healthcare 
facilities should be designed to ensure that they can be accessed discreetly and that public exposure 
of victims/survivors of CRSV is avoided; private spaces should be provided for consultations and 
treatment.

7.4	 Community-level recommendations
•	 Put in place effective measures to guarantee the security and safety of victims/survivors of 

CRSV and ensure measures are in place to protect healthcare workers and healthcare facilities , 
including:
o	 All parties to the armed conflict should be reminded of their obligations under international 

humanitarian law of the protected status of healthcare workers and facilities, and measures 
put in place to strengthen their protection. All reports of attacks on healthcare workers and 
facilities should be immediately and thoroughly investigated and perpetrators brought to 
justice. 

o	 Review the effectiveness of existing protection measures for victims/survivors of CRSV and 
increase resources and strengthen capacities to ensure the protection of victims/survivors of 
CRSV against retaliation by parties to the armed conflict and other risks, to enable victims/
survivors to safely access healthcare and to participate fully in justice and other processes. 
Where required and with the informed consent of victims/survivors, protection should be 
extended to family members.

o	 Strengthen efforts to guarantee the protection of human rights defenders, including CRSV 
victims/survivors and others involved in advocating for or otherwise supporting victims/
survivors to realise their rights including in relation to health and justice. 
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•	 Work with conflict-affected communities to increase awareness of the vulnerability of men 
and boys to CRSV and reduce stigmatisation, and to strengthen community mechanisms of 
protection and support. Dialogues with community and religious leaders and other community-
members should take place to sensitise them to and raise awareness of sexual violence against men 
and boys, including those with diverse SOGIESC, and to help reshape discriminatory gender discourse 
and harmful patriarchal norms and stereotypes. Support should also be provided to reinforce existing 
community-based support and protection mechanisms including to build understandings of and 
capacity to support male victims/survivors.

•	 All community-based health promotion activities should include information about sexual 
violence against men and boys including those with diverse SOGIESC. The medium of 
communication (for example, in-person, via social media, television or radio broadcasts) should 
be decided in consultation with victims/survivors and community members to ensure they are 
appropriate to and safe for the specific context. Outreach and information materials and messages 
should be provided in local languages and developed in consultation with victims/survivors, including 
men and boys from the area to ensure that they are context-appropriate and take account of local 
social and cultural practices and beliefs.

7.5	 Individual-level recommendations
•	 Provide culturally sensitive, gender-specific, long-term support to male victims/survivors 

to help them overcome feelings of self-stigmatisation and blame. Victims/survivors should be 
offered support that is safe, voluntary and led by them, to address self-stigmatisation and guilt that 
is often associated with the experience of sexual violence, as well as personal confusion about their 
sexual identify and/or orientation and the negative way in which this can impact on their sense of 
themselves and relations with others. 

•	 Raise awareness among male victims/survivors of CRSV of their rights to healthcare and 
reparations and of available medical and MHPSS services and how to access them, as well 
as the protocols in place to protect their safety and security (e.g., confidentiality protocols). 
Awareness raising campaigns should be coordinated among all relevant government and non-
governmental stakeholders including from the health, GBV, child protection, justice and rule of 
law sectors and consideration given to the most appropriate means of communication (in person, 
social media, TV, radio etc.) according to local contexts, languages and culture. The design of such 
campaigns should be informed by outreach strategies designed to reach male victims/survivors 
already developed by I/NGO and healthcare providers.

•	 Provide funding and other support to strengthen male victim/survivor networks in order to 
ensure male victims/survivors can benefit from peer support to help them come to terms with 
their experiences of CRSV; have help from other CRSV victims/survivors to navigate the healthcare 
system and justice and protection processes, including in accessing their right to reparations, and 
are empowered to engage with and influence the design and implementation of these services and 
processes. 
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Annex
Table 1: Regional distribution of key informants by area in which they work 

Region*
Department(s) where key 
informant works 

Number of key informant 
interviewees

Amazonian Regional focus 1

Andean

Norte de Santander 1

Antioquia 2

Putumayo 1

Caribbean 

Enfoque regional 1

Magdalena 1

Bolívar 1

Pacific  

Enfoque regional 2

Chocó 1

Nariño 3

Cauca 1

Orinoco Meta 2

Headquarters  Bogotá 17

Total number of key informants 34

*Some organisations have a presence in more than one area, so the main regional focus has been included.

Table 2: Regional distribution of victims/survivors

Region Number of victims/survivors interviewed

Amazonian 2 

Andean 3 

Caribbean  3 

Pacific 1

Orinoco 1

Número total de víctimas/sobrevivientes 10




