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Abstract
Background
Sexual violence is associated with a multitude of poor physical, emotional, and social outcomes. Despite reports of stigma by sexual violence survivors, limited evidence exists on effective strategies to reduce stigma, particularly in conflict-affected settings. We sought to assess the effect of group Cognitive Processing Therapy (CPT) on stigma and the extent to which stigma might moderate the effectiveness of CPT in treating mental health problems among survivors of sexual violence in the Democratic Republic of Congo.

Methods
Data were drawn from 405 adult female survivors of sexual violence reporting mental distress and poor functioning in North and South Kivu. Women were recruited through organizations providing psychosocial support and then cluster randomized to group CPT or individual support. Women were assessed at baseline, the end of treatment, and again six months later. Assessors were masked to women’s treatment assignment. Linear mixed-effect regression models were used to estimate (1) the effect of CPT on feelings of perceived and internalized (felt) stigma, and (2) whether felt stigma and discrimination (enacted stigma) moderated the effects of CPT on combined depression and anxiety symptoms, posttraumatic stress, and functional impairment.

Results
Participants receiving CPT experienced moderate reductions in felt stigma relative to those in individual support (Cohen’s D = 0.44, p = value = 0.02) following the end of treatment, though this difference was no longer significant six-months later (Cohen’s D = 0.45, p = value = 0.12). Neither felt nor enacted stigma significantly moderated the effect of CPT on mental health symptoms or functional impairment.

Conclusions
Group cognitive-behavioral based therapies may be an effective stigma reduction tool for survivors of sexual violence. Experiences and perceptions of stigma did not hinder therapeutic effects of group psychotherapy on survivors’ mental health.

Trial registration
ClinicalTrials.​gov NCT01385163.
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Background
In conflict-affected areas of Eastern Democratic Republic of Congo (DRC), nearly 40% of women participating in a community survey reported an experience of sexual violence (SV) in the 16 years following the 1994 civil war [1]. SV is associated with serious physical health consequences, including gynecological injuries, unintended pregnancy, and sexually transmitted diseases [2]. SV also has extensive psychological effects; elevated rates of depression, post-traumatic stress disorder (PTSD), and suicidality are well documented among survivors in DRC and elsewhere [1, 3, 4].
Due to the stigma associated with rape and its effects, SV can also profoundly affect survivors’ relationships with their partners, family, and community [5, 6]. Link and Phelan define stigma as a social labeling and distancing process that occurs in the context of a power differential [7]. Stigma can be experienced as perceived negative attitudes (i.e. perceived stigma) or changes in the way individuals are treated in their communities (i.e. discrimination or enacted stigma). Enacted stigma has been reported by SV survivors in DRC as taking various forms [5, 6, 8]. For example, approximately a third of SV survivors reported abandonment by their husbands or communities due to their experience of SV [9]. Survivors may also internalize the stigma they experience, for instance, by developing feelings of shame [5, 11].
Further exploration of the stigma associated with SV in DRC demonstrates a complex interrelationship with mental health. SV survivors who are rejected by their families have been found to experience higher levels of posttraumatic stress and depression symptoms on average relative to those whom remain accepted within their families [8]. Findings among adolescents in DRC support that stigma may be a mechanism by which SV produces poor mental health outcomes [10]. Mental distress may also exacerbate the effects of stigma on survivors either by leading to additional stigma or by increasing social isolation [11]. For instance, posttraumatic stress symptoms among women living in conflict-affected areas of DRC were found to be associated with fewer visits from family and community members to women’s homes, but also fewer visits by affected women to others’ homes [12].
This interrelationship raises the possibility that interventions to improve mental health among SV survivors may also be effective in reducing stigma. Peer support and counseling for individuals who are the target of stigma have been identified as promising anti-stigma interventions [13, 14]. A recent systematic review of HIV-related stigma reduction interventions identified only seven evaluations of this type of program in high or low and middle-income settings; information and contact-based programs (where individuals have an opportunity to interact with someone living with HIV/AIDS) for the general community were far more common [15]. Overall, the majority of these studies found that stigma decreased over the course of the program, but not all used a validated measure of stigma and several studies included fewer than 100 individuals. Evaluation of the impact of mental health programs on stigma is also warranted to ensure that interventions for marginalized populations do not unintentionally cause harm.
Cognitive Processing Therapy (CPT) is an evidence-based psychotherapy specifically developed for survivors of rape that includes psychoeducation and cognitive restructuring [16]. We previously found that group-based CPT had large effect sizes (ranging from 1.1–1.8) on trauma, depression and anxiety, and functional impairment for survivors of sexual violence in DRC [17]. Group CPT was also observed to have small effects on emotional support seeking and membership and participation in community groups in this same sample of women [18]. We hypothesized that CPT might be effective in addressing felt (i.e. perceived and internalized) stigma among SV survivors due to its focus on cognitive reframing, reducing avoidance of trauma-related cues and social isolation, and specific emphasis on identifying and challenging maladaptive beliefs (such as self-blame and negative beliefs about self and others) that stem from SV experiences [16]. An example of a maladaptive belief is a woman feeling that “I don’t have a voice in my house” on account of being raped. In a prior study of rape survivors in the United States, maladaptive beliefs were found to significantly change as a function of CPT [19]. Further, by helping survivors identify sources of support or to recognize evidence that disconfirms their beliefs, CPT might address women’s overgeneralized perceptions or negative beliefs about how others view them.
Stigma may also affect survivors’ willingness to join or participate fully in group therapies. Stigma related to intimate partner violence and SV in general has been described by women as interfering with daily functioning and care seeking, leading to self-isolation [5, 20]. For example, shame over being raped has been described as a reason for delaying seeking medical care in DRC [21]. In the United States, mental health-related stigma has shown a negative association with ability or willingness to continue pharmacological treatment once initiated [22]. Disruption in care seeking for a variety of problems associated with sexual violence may be a mechanism by which stigma negatively impacts overall health outcomes [23, 24]. We therefore hypothesized that enacted and felt stigma could moderate the effect of CPT on SV survivors’ mental health.
Given the dearth of research on the anti-stigma potential of counseling programs, the multifaceted negative consequences of stigma for SV survivors, and the promise of CPT as an effective intervention, we sought to answer the following research questions: what is the impact of group-CPT on felt stigma among survivors of sexual violence in Eastern DRC; and, does enacted or felt stigma moderate the effect of CPT on mental health?

Methods
This secondary analysis uses data from a prior randomized controlled trial of lay-worker administered group Cognitive Processing Therapy for female SV survivors in Eastern DRC. Detailed information on trial design is available in a report of primary trial outcomes: posttraumatic stress and combined depression and anxiety [17]. In brief, sixteen villages (14 in South Kivu and 2 in contiguous areas of North Kivu) were purposefully selected out of 23 in which a psychosocial assistant (PSA) was providing supportive counseling to female SV survivors through one of three non-governmental organizations (NGOs) supported by the International Rescue Committee. PSA availability and whether a village could be consistently and safely accessed guided selection. These villages were grouped by location and language and cluster randomized to cognitive processing therapy (CPT; n = 7) or a continuation of individual support (IS; n = 8). One village was excluded post-randomization due to concerns about its PSA’s ability to provide CPT.
Women were recruited in December 2010 by PSA review of current and former client lists. To be eligible, women needed to (a) have witnessed or experienced SV (“rape” in local translations); (b) be experiencing poor mental health (defined as a score of at least 55 on the total symptom scale, equivalent to an average response of 1 to scale items); and (c) be experiencing some impairment in daily functioning (defined as a score of 10 on the functioning scale, equivalent to indicating at least some dysfunction on half the scale items). Women were excluded if they expressed suicidal ideation that was deemed to need immediate intervention. In areas randomized to CPT, recruitment ceased when 28–30 eligible women were identified in each village. Women closest to the NGO offices were then selected to fill three groups of up to 8 women per village. In IS villages, all eligible women were invited to join the study [17].
Follow-up assessments administered by research assistants masked to treatment assignment took place within one month of the end of CPT and again six months later. Oral informed consent was obtained from all individual participants included in the study. The Johns Hopkins Bloomberg School of Public Health and the Kinshasa School of Public Health Institutional Review Boards provided ethical approval.
Intervention conditions
Cognitive processing therapy (CPT) is a manualized evidence-based psychotherapy developed specifically for treating mental health problems in rape survivors. To improve the reach of the intervention in DRC where the gap between available services and need is large, CPT was delivered in a group format. In addition, based on findings of similar efficacy [25], a version of CPT without a trauma narrative component was used. Treatment occurred over 12 sessions (of approximately 2 h in length), the first of which was delivered individually. PSAs in villages randomized to CPT received two weeks of training from US-based practitioners. A multi-tiered apprenticeship structure (described elsewhere [26]) was used to support and monitor CPT implementation with oversight by local and US-based supervisors. For the individual support (IS) arm, PSAs continued to be available to women with the same psychosocial support services that they provided before study initiation, including referrals for medical, economic, and legal problems.

Instruments
The study instrument was translated into five local languages (Kibembe, Kifuliro, Kihavu, Mashi, and Swahili) and included the following sections: demographics, trauma exposure, daily functioning, and psychosocial and mental health problems.
Demographics
Participants self reported their age, language, marital status, the total number of people living in their household, and whether they had lived in the same village for 10 years or more. For analysis, marital status was treated as a binary variable of currently married or not.

Trauma exposure
Women self-reported whether they had either (a) witnessed or (b) experienced the following events: sexual violence (locally translated as rape), a severe violent attack such as a beating or attack with a weapon, looting or burning of home or property, abandonment or having been thrown out, and abduction. Women also reported whether they had witnessed murder. Two composite variables were created by separately summing the types of traumas experienced (maximum possible score of 5) and witnessed (maximum possible score of 6).

Functioning
Following a process described elsewhere [27], a 20-item local functionality inventory was created based on participants’ descriptions of what activities women needed to be able to complete daily to support themselves, their families, and their communities (see Additional file 1 for a full list of activities). Participants indicted how much difficulty they experienced in doing each activity on a Likert scale of 0 (none) to 4 (often cannot do). Item responses were averaged so a woman’s score could range from 0 to 4, with higher scores reflecting greater impairment. Cronbach’s alpha for the functioning scale was 0.93 [17].

Psychosocial and mental health problems
Women in three Eastern DRC communities initially described mental health and psychosocial problems experienced by SV survivors during a qualitative study. Participants in this qualitative study constituted a separate sample from the women enrolled in the RCT. Based on these findings, a 55-item mental health symptom and psychosocial problem questionnaire was created that included 15 depression and 10 anxiety items from the Hopkins Symptom Checklist-25 (HSCL), 16 posttraumatic stress items from the Harvard Trauma Questionnaire (HTQ), and additional items described in the qualitative study not covered by these measures (see [17] for a list of all items). The HSCL-25 and HTQ scales were used to measure the primary outcomes of combined depression and anxiety and posttraumatic stress in the original RCT analysis. For the HSCL and HTQ, women were asked to indicate on a Likert scale how often in the last four weeks they experienced each problem ranging from 0 (not at all) to 3 (a lot). Responses to scale items were averaged so mental health symptom scores could range from 0 to 3 with a higher score indicating greater severity. For this secondary analysis, the HTQ item “feeling detached of withdrawn from others” and the HSCL item “feelings of worthlessness, no value” were excluded from the average posttraumatic stress and combined depression and anxiety average scores respectively due to the inclusion of these items on the felt stigma scale (see below). Cronbach’s alpha for the revised HTQ and HSCL scale were 0.87 and 0.89, respectively.

Felt and enacted stigma
The stigma scale development and testing process, conducted with baseline data from all women who indicated having directly experienced sexual violence in this sample (n = 383), is described in detail elsewhere [28]. Briefly, an initial exploratory factor analysis was conducted using 16 psychosocial problems mentioned by participants that were not captured on the combined depression and anxiety or PTSD scale. Six of these 16 items loaded together on one factor, distinct from items representing more general mental distress such as anger, being cold, or thinking too much. To support the content validity of the measure, three items from HSCL or HTQ (two of which were ultimately retained) and six on traumatic experiences (four of which were ultimately retained) were combined with these 6 initial items and included in further factor analyses. Ultimately, these analyses supported the existence of two related but distinct constructs: one, composed of experiences of rejection and discrimination, we termed enacted stigma (4-items); and a second, composed of indicators of perceived and internalized stigma, we termed felt stigma (8-items) (see Additional file 1 for a list of items) [28].
For each felt stigma item, women were asked to indicate on a Likert scale how often in the last four weeks they experienced each problem ranging from 0 (not at all) to 3 (a lot). Item responses were averaged so felt stigma scores could range from 0 to 3 with a higher score indicating greater severity. Cronbach’s alpha for the felt stigma scale was 0.86, indicating strong internal consistency [28]. Data on enacted stigma was only collected at baseline. The enacted stigma scale asked women to indicate whether they had ever experienced particular traumatic events. Participant responses were averaged and rescaled to range from 0 to 10 for ease of interpretability. The Kuder-Richardson coefficient for the enacted stigma scale was 0.68, indicating borderline acceptable internal consistency [28].


Analysis
Our sample included women who reported witnessing but not directly experiencing SV (n = 22, < 6%) and women who reported a SV experience. We chose to include both sets of women because, as women were recruited from the rosters of organizations providing services to survivors of sexual violence, it is likely that women who only indicated witnessing violence had (a) in actuality also experienced SV or (b) still experienced the effects of SV (including stigma) to a certain extent as witnesses. Longitudinal maximum likelihood estimated mixed-effect linear regression models with a robust variance estimator were used for all analyses with an intent-to-treat approach. Random effects included the participant (to account for multiple measures over time), CPT group, and village. Differences in baseline demographics by treatment group were assessed using Student’s t-, Wilcoxon rank-sum, and Pearson’s chi-squared tests. Linear regression was used to assess predictors of change in felt stigma over time. Results from these tests and consistency with prior analyses of data from this trial [17, 18] guided covariate selection.
Multiple imputation with chained equations (MICE) [29] was used to account for item-level missing data and loss to follow up. Out of 405 participants, 135 (33%) and 92 (23%) missed assessments at the first and second follow up respectively (participant flow diagram is available; [17]). One item on the enacted stigma sub-scale was only relevant to married women and another only to women with children (see Additional file 1). If a woman’s response was missing for more than two items, her enacted stigma score was considered missing (n = 22, 5.43%).
For assessing the impact of CPT on felt stigma, time and treatment group were included as fixed effects. Treatment effect was the difference in change in felt stigma score over time by treatment group (time by treatment group interaction). For moderation analyses, we examined the difference between intervention and control participants’ mean changes on study outcome scales (HSCL, HTQ, and functioning) over time by level of enacted and felt stigma reported at baseline (three-way interaction between intervention arm, time, and stigma variable). Cohen’s d effect sizes were calculated by standardizing regression coefficients by the pooled standard deviation of the outcome at baseline [30]. All analyses were implemented with Stata 13 [31].


Results
Demographics and baseline characteristics of study women
Women randomized to group-CPT were older on average (37 vs. 34 years of age), more likely to speak Mashi or Kihavu, and a greater proportion were currently married (59% vs. 43%) (Table 1). Women randomized to CPT were also, on average, living in larger households at baseline (7.4 vs. 6.8 people) and more likely to have lived in their village for ten years or more (75% vs. 60%). Overall, women had approximately 2 years of formal education and were responsible for an average of four children. Women assigned to continue IS reported greater functional impairment, combined depression and anxiety, and posttraumatic stress symptoms than women assigned to CPT at baseline; however, they reported experiencing and witnessing fewer types of traumas than women in the CPT arm (3.4 vs. 3.9 and 4.1 vs. 5.2, respectively). Across the trial arms, 40 women (10%) reported knowing the person(s) who perpetrated the act of sexual violence. There was no significant difference in enacted stigma by group, though women in IS did report a slightly greater number of discrimination experiences. As reported previously, 141 women (90%) in CPT completed treatment (i.e. attended at least 9 sessions). In the IS arm, 182 women (73%) met with the APS at least once; on average, these 182 women attended 5 sessions with the APS [17].Table 1Demographics, traumatic experiences, and mental health of women in Democratic Republic of Congo at study baseline, April 2011


	Variable
	CPT
(n = 157)
	IS
(n = 248)

	Demographic characteristics

	 Age in years, Mean (SD)*
	36.89 (13.44)
	33.77 (12.43)

	 Years of education completed, Mean (SD)
	1.76 (2.76)
	2.25 (3.14)

	 Number of people living in home, Mean (SD)*
	7.41 (3.15)
	6.81 (3.32)

	 Number of children responsible for, Mean (SD)
	3.96 (2.67)
	4.06 (2.76)

	Marital Status, No. (%)*

	 Single
	20 (12.74)
	35 (14.11)

	 Married
	93 (59.24)
	107 (43.15)

	 Divorced
	1 (0.65)
	11 (4.44)

	 Separated
	19 (12.10)
	43 (17.34)

	 Widowed
	24 (15.29)
	52 (20.97)

	Living in territory of origin, No. (%)
	130 (82.80)
	194 (78.23)

	Lived at current home for 10 years or more, No. (%)*
	118 (75.16)
	148 (59.68)

	Language, No. (%)*

	 Kibembe
	0 (0.0)
	46 (18.55)

	 Kifuliro
	30 (19.11)
	64 (25.81)

	 Kihavu
	58 (36.94)
	81 (32.66)

	 Mashi
	45 (28.66)
	0 (0.0)

	 Swahili
	24 (15.29)
	57 (22.98)

	Perpetrator of sexual violence known to womana
	12 (8.11)
	28 (11.91)

	Trauma and Discrimination Experiences

	 Average different traumas experienced, Mean (SD)*
	3.91 (1.08)
	3.36 (1.36)

	 Average different traumas witnessed, Mean (SD)*
	5.20 (1.28)
	4.06 (1.96)

	 Enacted stigma, Mean (SD)
	4.67 (3.43)
	5.13 (3.50)

	Mental health

	 Functioning score, Mean (SD)*
	1.65 (0.69)
	2.48 (0.82)

	 Depression and anxiety score, Mean (SD)*
	1.95 (0.51)
	2.18 (0.46)

	 Posttraumatic stress score, Mean (SD)*
	1.86 (0.58)
	2.21 (0.49)


Note: CPT Cognitive Processing Therapy, IS individual support, SD standard deviation; *Between arm difference significant at p < 0.05. aDenominator is comprised of the 383 women who indicated personally experiencing sexual violence




The effect of cognitive processing therapy (CPT) on felt stigma
Overall, women at baseline had a mean felt stigma score of 1.98, equivalent to experiencing a moderate amount of felt stigma on average. Women randomized to IS reported more severe felt stigma than women in CPT, a difference that reached statistical significance (Table 2). While women in both arms experienced a reduction in felt stigma over time, participants in group-CPT experienced a significantly greater decline in felt stigma relative to IS participants at the end of treatment (B = − 0.44, p value = 0.02). This magnitude but not the statistical significance of this effect was maintained six months post-treatment (B = − 0.45, p value = 0.12).Table 2Effect of CPT on felt stigma among women in Democratic Republic of Congo at end of treatment and after six-month maintenance period, April 201 l–February 2012 (n = 405)


	Time point
	CPTa
Mean (SD)
	ISa
Mean (SD)
	b (SE)b
	Bc
	P-value

	Baseline
	1.72 (0.67)
	2.15 (0.62)
	 	 	< 0.001d

	Post intervention
	0.57 (0.68)
	1.60 (0.82)
	−0.30 (0.13)
	− 0.44
	0.024

	6 mo. post-intervention
	0.60 (0.65)
	1.43 (0.74)
	−0.31 (0.20)
	−0.45
	0.119


Note: CPT Cognitive Processing Therapy, IS individual support, SD standard deviation, SE standard error. aUnadjusted mean scores. bβ is the coefficient for the interaction between treatment group (CPT or IS) and assessment time point and represents the difference in the change in felt stigma over time between women in the CPT and IS arms. Estimated using longitudinal mixed-effect linear regression; random effects included participant, CPT group, and village. Model covariates were baseline age, marital status (currently married yes or no), language, having lived in the current village for at least 10 years or less, total number of people living in the household, number of types of traumas experienced and witnessed, average baseline functioning score, and average baseline score on all mental health symptom items not included on the felt stigma scale. cCohen’s D effect size standardized using the pooled baseline standard deviation of the felt stigma outcome. dP-value is for the Wilcoxon rank-sum test of difference in felt stigma mean score at baseline by treatment group




Moderation of CPT effectiveness for mental health problems by stigma
Reported felt stigma at baseline did not significantly moderate the effect of CPT on combined depression and anxiety (b = − 0.07; 95% confidence interval (CI): − 0.40, 0.27) at the end of treatment (see Table 3). Higher felt stigma at baseline was associated with a greater, but non-significant, treatment effect of CPT relative to IS for posttraumatic stress (b = − 0.18; 95% CI: -0.49, 0.14) and functional impairment (b = − 0.17; 95% CI: -0.57, 0.24) at the end of treatment. Enacted stigma at baseline did not significantly moderate the effect of CPT on functional impairment (b = − 0.02; 95% CI: -0.07, 0.04) or posttraumatic stress (b = 0.02; 95% CI: -0.04, 0.07). Higher reported experiences of enacted stigma at baseline were most strongly associated with a reduction in the effect of CPT relative to IS for combined depression and anxiety (b = 0.04; 95% CI: 0.005, 0.08), though this difference was also non-significant.Table 3Moderation of the effect of CPT on the mental health of women in Democratic Republic of Congo by stigma reported at treatment initiation, April 2011–February 2012 (n = 405)


	Outcome
	Felt stigmae
b (SE) a
	Felt stigma
p-value
	Enacted stigmae (SE) a,b,c
	Enacted stigma p-value

	Depression and Anxiety d

	 Post intervention
	−0.07 (0.17)
	0.71
	0.04 (0.02)
	0.08

	 6 mo. post-intervention
	0.01 (0.18)
	0.94
	0.03 (0.03)
	0.36

	Posttraumatic stress d

	 Post intervention
	−0.18 (0.16)
	0.27
	0.02 (0.03)
	0.56

	 6 mo. post-intervention
	0.01 (0.20)
	0.95
	−0.004 (0.03)
	0.88

	Functioninge

	 Post intervention
	−0.17 (0.21)
	0.42
	−0.02 (0.03)
	0.55

	 6 mo. post-intervention
	0.18 (0.25)
	0.48
	−0.01 (0.04)
	0.73


Note: CPT Cognitive Processing Therapy, SE standard error. ab is the beta-coefficient for the three-way interaction between treatment group (CPT or IS), assessment time point and moderating variable (felt-stigma or enacted stigma scale score) and represents the difference associated with a one unit increase in stigma score of the change in outcome over the time period between women in the CPT and IS arms. Estimated using longitudinal mixed-effect linear regression; random effects included participant, CPT group, and village. Model covariates were baseline age, marital status (currently married yes or no), currently pregnant, language, having lived in the current village for at least 10 years or less, total number of people living in the household, number of children for which the participant is responsible, and number of types of traumas experienced and witnessed. bSample size for the analysis of enacted stigma as a moderator is reduced to n = 383 due to some women missing more than 50% of the scale as one item was only relevant to married women (“rejected by husband”) and another to those with children (“forced to live away from your children”). cFor estimation of beta coefficients for the outcome of posttraumatic stress, 10 imputations were used instead of 11 due to a convergence failure in one imputed data set. dThe HTQ item “feeling detached of withdrawn from others” and the HSCL item “feelings of worthlessness, no value” were excluded from the average posttraumatic stress and combined depression and anxiety average scores respectively due to the inclusion of these items on the felt stigma scale. eLocally developed scale, based primarily on qualitative research with women in DRC





Discussion
We sought to explore the potential of a group-delivered evidence-based psychotherapy, Cognitive Processing Therapy, to reduce felt (i.e. internalized and perceived) stigma among female survivors of sexual violence in eastern DRC. Experiences and feelings of stigma were common among survivors at baseline. Group CPT participants experienced moderately greater reductions in felt stigma relative to control participants who only had access to basic individual psychosocial support. The magnitude, though not the statistical significance, of this effect was maintained six months-post treatment. Neither felt nor enacted stigma significantly moderated the effect of CPT on mental health outcomes or functionality. However, women reporting more discrimination at baseline did experience slightly lower treatment effects.
The group format of the intervention is one possible mechanism behind the reduction observed in felt stigma; findings on effects of group psychosocial interventions on stigma are mixed. Some limited evidence exists that group-delivered Acceptance and Commitment Therapy, a psychotherapy based in principles of mindfulness, can reduce substance abuse-related internalized stigma [32]. Conversely, a study of group Cognitive Behavioral Therapy found improvements in self-esteem among people with schizophrenia, but not perceived stigma [33]. The mixed nature of these findings from the broader literature suggests that while social contact may be an important factor to consider in efforts to reduce stigma, the nature of that contact, the characteristics of the participants, and the content of group activities must be given critical consideration.
An emphasis on cognitive restructuring, a key component in CPT, is another potential mechanism of the observed impact on felt stigma. This focus may explain differences in stigma reduction effects observed between CPT and other trauma-focused treatments that place greater emphasis on gradual desensitization or exposure [25, 34]. CPT was found to be more effective than Prolonged Exposure Therapy in reducing guilt related to hindsight bias (feeling like the person could have done something to stop what happened) and lack of justification (for what they did surrounding the trauma) among SV survivors in the US [25]. A second exposure based therapy for PTSD, Narrative Exposure Therapy, delivered individually to child soldiers in northern Uganda was found to have no impact on perceived stigma [34]. This supports the idea that cognitive restructuring may be a skill that helps survivors’ not only deal with their own and others’ beliefs regarding trauma experiences and mental disorders, but other interrelated domains important to overall wellness.
A group-based microfinance program (with no psychotherapeutic components) in the same area of DRC also resulted in a reduction in felt stigma for female survivors of sexual violence, but this reduction was smaller in magnitude [35]. Although one potential pathway of this effect could have been social interaction and acceptance by women in the group, other pathways specific to economic activity (e.g. empowerment) could also explain this change. Differences in size of the effect between CPT and this microfinance program could be due to the programs impacting different aspects of the stigma experience. For instance, a microfinance program might be more effective in reducing stigma specifically associated with perceptions of exclusion from economic activities or non-specific feelings of low worth. For individuals who primarily experience stigma as shame or blame, this type of program may not be effective. Alternatively, as a general skill with potential broad utility, cognitive restructuring may be effective in helping women address multiple components of the stigma experience.
The lower degree of felt stigma reported by CPT participants was largely maintained six months post-treatment, though the effect lost statistical significance. One potential area for future research is whether booster sessions may be needed to promote the long-term well-being of women in a context of continued adversity. As women may continue to be exposed to acts of SV and enacted stigma, the feasibility of combining CPT with a broader community-based campaign for social change, and whether this type of multilevel intervention could bolster the moderately sized reduction in stigma observed in this study, is worthy of investigation. As the enacted stigma scale items asked about having ever experienced these acts of discrimination, we were not able to assess the effect of CPT on enacted stigma since we could not accurately detect change in this outcome. Future study should assess if CPT has the potential to impact other forms of stigma.
Our lack of significant findings regarding moderation of CPT treatment effects by enacted or felt stigma may be due to several different factors. Our primary hypothesis was that both forms of stigma might impact care seeking, as in DRC women who experienced stigma on average took longer to seek services for sexual violence than those who did not [21]. Given that our sample was drawn from women who had already chosen to seek support services specifically designed for sexual violence survivors, these women may have been less likely to delay or decide not to seek care when invited by trusted providers a second time, inhibiting our ability to see an effect. We also hypothesized that ultimately stigma might impact treatment success because it could lead to lower engagement in care. This hypothesis was based on a prior study in the US that found lower perceived stigma predicted greater adherence to antidepressant medication [22]. Overall, women in CPT were highly engaged in therapy. Our hypothesis therefore could simply be incorrect in this context where the need is great and opportunities for mental health services are otherwise practically non-existent.
Limitations
As this represents a secondary analysis of an evaluation of the effect of CPT on mental distress, the original trial was not designed to assess stigma as an outcome. Accordingly, there may be important parts of the stigma experience in this context that are not included in the measure used. As an example, survivors in DRC have described rejection as a complex concept that extends beyond physical separation from family and partners to include emotional and financial changes in relationships [5]. As most of the items on our stigma scales arose from qualitative research in DRC, our measure may also be specific to the context. Further, as the enacted stigma scale included some items only relevant to women who have children or are married, findings regarding moderation of mental health treatment effects of CPT by enacted stigma may have limited generalizability. Women were recruited for this trial through services providing psychosocial assistance to sexual violence survivors, and thus our results may not be generalizable to non-careseeking women.
As felt stigma includes an individual’s own assessment of their worth and how others view them, it is likely that factors related to mental health problems (e.g. negative affect or attribution bias) can shape felt stigma. This makes it challenging to distinguish between general emotional distress and internalized or perceived stigma in the measurement of the construct. We did find in earlier sensitivity analyses that depression and felt stigma items largely loaded onto distinct latent constructs in an exploratory factor analysis [28]. In addition, after removing the three items from the felt stigma scale that we hypothesized would most strongly overlap with aspects of depression (“feelings of worthlessness”, “wanting to avoid others or hide”, and “feeling detached from others”), our findings were not meaningfully changed (results available upon request). It is also notable that the effect of CPT on felt stigma was attenuated relative to the effects on depression, anxiety, and trauma, which we expected given the intervention was designed to explicitly address mental health problems rather than stigma specifically. A further limitation is our inability to assess the long-term impact of the effects of CPT on felt stigma.


Conclusions
Despite these limitations, our findings suggest that psychotherapies may be an effective tool for reducing feelings of stigma in women affected by sexual violence. Important for practitioners, group mental health therapies delivered to sexual violence survivors may be effective regardless of the level of stigma women perceive or internalize or past experiences of discrimination. Future research should compare individual and group delivered therapies to tease out the impact of group participation from that of the actual psychotherapy elements (e.g., cognitive restructuring). In addition to exploring the mechanisms by which CPT may impact stigma, another important direction for future research is assessing whether reductions in stigma may facilitate long-term improvements in women’s mental health.

Acknowledgements
We would like to acknowledge the International Rescue Committee Bukavu staff for their work in implementing the study. We thank Katie Robinnette and Talita Cetinoglu for their role in helping oversee the original trial and helping to create the scales used to measure stigma. In particular, we would like to acknowledge all of the psychosocial assistants who provided individual support or CPT and the participants, without whom, this work would not be possible.
Funding
This research was supported by the U.S. Agency for International Development Victims of Torture Fund and the World Bank. Sarah Murray was supported by the NIMH Training Grant for Global Mental Health (T32MH103210). None of these funding agencies had any role in the design of the study; the collection, analysis and interpretation of the data; or, the writing of this manuscript.

Availability of data and materials
The datasets generated and/or analysed during the current study are not currently publicly available. Until such time when ongoing analyses are completed and the dataset becomes publicly available, the data are available from the corresponding author on reasonable request.


Authors contributions
SM conducted data analysis and wrote the first draft of the manuscript. JA conducted data analysis, helped write the first draft of the manuscript. JB, PB, JA, and KW conceived of and designed the trial. DK and LM provided clinical training and supervision for the trial. DR and KF assisted in interpretation of findings. All authors contributed to drafting or revising the manuscript, and read and approved the final manuscript for submission.

Ethics approval and consent to participate
Oral informed consent was obtained from all individual participants included in the study. The Johns Hopkins Bloomberg School of Public Health and the Kinshasa School of Public Health Institutional Review Boards provided ethical approval for the trial.

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Johnson K, Scott J, Rughita B, Kisielewski M, Asher J, Ong R, et al. Association of sexual violence and human rights violations with physical and mental health in territories of the eastern Democratic Republic of the Congo. JAMA. J Am Med Assoc. 2010;304:553–62.Crossref

2.
Abrahams N, Devries K, Watts C, Pallitto C, Petzold M, Shamu S, et al. Worldwide prevalence of non-partner sexual violence: a systematic review. Lancet. 2014;383:1648–54.CrossrefPubMed

3.
Dossa NI, Zunzunegui MV, Hatem M, Fraser W. Fistula and other adverse reproductive health outcomes among women victims of conflict-related sexual violence: a population-based cross-sectional study. Birth. 2014;41:5–13.CrossrefPubMed

4.
Verelst A, De Schryver M, Broekaert E, Derluyn I. Mental health of victims of sexual violence in eastern Congo: associations with daily stressors, stigma, and labeling. BMC Womens Health. 2014;14(106)

5.
Kohli A, Tosha M, Ramazani P, Safari O, Bachunguye R, Zahiga I, et al. Family and community rejection and a Congolese led mediation intervention to reintegrate rejected survivors of sexual violence in eastern Democratic Republic of Congo. Health Care Women Int. 2013;34:736–56.CrossrefPubMed

6.
Kelly J, Kabanga J, Cragin W, Alcayna-Stevens L, Haider S, Vanrooyen MJ. If your husband doesn't humiliate you, other people won’t’: gendered attitudes towards sexual violence in eastern Democratic Republic of Congo. Glob Public Health. 2012;7:285–98.CrossrefPubMed

7.
Link BG, Phelan JC. Stigma And its public health implications. Lancet. 2006;367:528–9.CrossrefPubMed

8.
Kohli A, Perrin NA, Mpanano RM, Mullany LC, Murhula CM, Binkurhorhwa AK, et al. Risk for family rejection and associated mental health outcomes among conflict-affected adult women living in rural eastern Democratic Republic of the Congo. Health Care Women Int. 2014;35:789–807.CrossrefPubMed

9.
Kelly JT, Betancourt TS, Mukwege D, Lipton RI, Vanrooyen MJ. Experiences of female survivors of sexual violence in eastern Democratic Republic of the Congo: a mixed-methods study. Confl Health. 2011;5:25.CrossrefPubMedPubMedCentral

10.
Verelst A, De Schryver M, De Haene L, Broekaert E, Derluyn I. The mediating role of stigmatization in the mental health of adolescent victims of sexual violence in eastern Congo. Child Abuse Negl. 2014;38:1139–46.CrossrefPubMed

11.
Mathias K, Kermode M, Sebastian MS, Koschorke M, Goicolea I. Under the banyan tree - exclusion and inclusion of people with mental disorders in rural North India. BMC Public Health. 2015;15:446.CrossrefPubMedPubMedCentral

12.
Kohli A, Perrin N, Mpanano RM, Case J, Murhula CM, Binkurhorhwa AK, et al. Social interaction in the aftermath of conflict-related trauma experiences among women in Walungu territory, Democratic Republic of Congo. Glob. Public Health. 2015;10:55–70.CrossrefPubMed

13.
Weiss MG, Ramakrishna J. Stigma interventions and research for international health. Lancet. 2006;367:536–8.CrossrefPubMed

14.
Rao D, Desmond M, Andrasik M, Rasberry T, Lambert N, Cohn SE, et al. Feasibility, acceptability, and preliminary efficacy of the unity workshop: an internalized stigma reduction intervention for African American women living with HIV. AIDS Patient Care STDs. 2012;26:614–20.CrossrefPubMedPubMedCentral

15.
Stangl AL, Lloyd JK, Brady LM, Holland CE, Baral S. A systematic review of interventions to reduce HIV-related stigma and discrimination from 2002 to 2013: how far have we come? J Int AIDS Soc. 2013;16:18734.CrossrefPubMedPubMedCentral

16.
Resick PA, Schnicke MK. Cognitive processing therapy for sexual assault victims. J Consult Clin Psychol. 1992;60:748–56.CrossrefPubMed

17.
Bass JK, Annan J, McIvor Murray S, Kaysen D, Griffiths S, Cetinoglu T, et al. Controlled trial of psychotherapy for Congolese survivors of sexual violence. N Engl J Med. 2013;368:2182–91.CrossrefPubMed

18.
Hall BJ, Bolton PA, Annan J, Kaysen D, Robinette K, Cetinoglu T, et al. The effect of cognitive therapy on structural social capital: results from a randomized controlled trial among sexual violence survivors in the Democratic Republic of the Congo. Am J Public Health. 2014;104:1680–6.CrossrefPubMedPubMedCentral

19.
Iverson KM, King MW, Cunningham KC, Resick PA. Rape survivors’ trauma-related beliefs before and after cognitive processing therapy: associations with PTSD and depression symptoms. Behav Res Ther. 2015;66:49–55.CrossrefPubMed

20.
Shuman SJ, Falb KL, Cardoso LF, Cole H, Kpebo D, Gupta J. Perceptions and experiences of intimate partner violence in Abidjan, Côte d’Ivoire. PLoS One. 2016;11:e0157348.CrossrefPubMedPubMedCentral

21.
Bartels SA, Scott JA, Leaning J, Kelly JT, Joyce NR, Mukwege D, et al. Demographics and care-seeking behaviors of sexual violence survivors in south Kivu Province, Democratic Republic of Congo. Disaster Med Public Health Prep. 2012;6:393–401.CrossrefPubMed

22.
Sirey JA, Bruce ML, Alexopoulos GS, Perlick DA, Friedman SJ, Meyers BS. Stigma as a barrier to recovery: perceived stigma and patient-rated severity of illness as predictors of antidepressant drug adherence. Psychiatr Serv. 2001;52:1615–20.CrossrefPubMed

23.
Tadesse S. Stigma against tuberculosis patients in Addis Ababa, Ethiopia. PLoS One. 2016;11:e0152900.CrossrefPubMedPubMedCentral

24.
McMahon SA, Kennedy CE, Winch PJ, Kombe M, Killewo J, Kilewo C. Stigma, Facility constraints, and personal disbelief: why women disengage from HIV care during and after pregnancy in Morogoro region, Tanzania. AIDS Behav. 2017;21:317–29.CrossrefPubMedPubMedCentral

25.
Resick PA, Nishith P, Weaver TL, Astin MC, Feuer CA. A comparison of cognitive-processing therapy with prolonged exposure and a waiting condition for the treatment of chronic posttraumatic stress disorder in female rape victims. J Consult Clin Psychol. 2002;70:867–79.CrossrefPubMedPubMedCentral

26.
Murray LK, Dorsey S, Bolton P, Jordans MJ, Rahman A, Bass J, et al. Building capacity in mental health interventions in low resource countries: an apprenticeship model for training local providers. Int J Ment Health Syst. 2011;5:30.CrossrefPubMedPubMedCentral

27.
Bolton P, Tang AM. An alternative approach to cross-cultural function assessment. Soc Psychiatry Psychiatr Epidemiol. 2002;37:537–43.CrossrefPubMed

28.
Murray SM, Robinette KL, Bolton P, Cetinoglu T, Murray LK, Annan J, et al. Stigma among survivors of sexual violence in Congo: scale development and psychometrics. J Interpers Violence. 2015;

29.
Azur MJ, Stuart EA, Frangakis C, Leaf PJ. Multiple imputation by chained equations: what is it and how does it work? Int J Methods Psychiatr Res. 2011;20:40–9.CrossrefPubMedPubMedCentral

30.
Cohen J. Statistical power analysis for the behavioral sciences. Hillsdale, New Jersey: Lawrence Erlbaum Associates; 1988.

31.
StataCorp. Stata statistical software: Release 13. College Station, TX: StataCorp LP; 2013.

32.
Livingston JD, Milne T, Fang ML, Amari E. The effectiveness of interventions for reducing stigma related to substance use disorders: a systematic review. Addict Abingdon Engl. 2012;107:39–50.Crossref

33.
Knight MTD, Wykes T, Hayward P. Group treatment of perceived stigma and self-esteem in schizophrenia: a waiting list trial of efficacy. Behav Cogn Psychother. 2006;34:305–18.Crossref

34.
Ertl V, Pfeiffer A, Schauer E, Elbert T, Neuner F. Community-implemented trauma therapy for former child soldiers in northern Uganda: a randomized controlled trial. JAMA. 2011;306:503–12.CrossrefPubMed

35.
Bass J, Murray S, Cole G, Bolton P, Poulton C, Robinette K, et al. Economic, social and mental health impacts of an economic intervention for female sexual violence survivors in Eastern Democratic Republic of Congo. Glob. Ment. Health. 2016;e19.




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





