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The health-systems response to violence against women
Claudia García-Moreno, Kelsey Hegarty, Ana Flavia Lucas d’Oliveira, Jane Koziol-MacLain, Manuela Colombini, Gene Feder

Health systems have a crucial role in a multisector response to violence against women. Some countries have 
guidelines or protocols articulating this role and health-care workers are trained in some settings, but generally 
system development and implementation have been slow to progress. Substantial system and behavioural barriers 
exist, especially in low-income and middle-income countries. Violence against women was identifi ed as a health 
priority in 2013 guidelines published by WHO and the 67th World Health Assembly resolution on strengthening the 
role of the health system in addressing violence, particularly against women and girls. In this Series paper, we review 
the evidence for clinical interventions and discuss components of a comprehensive health-system approach that 
helps health-care providers to identify and support women subjected to intimate partner or sexual violence. 
Five country case studies show the diversity of contexts and pathways for development of a health system response to 
violence against women. Although additional research is needed, strengthening of health systems can enable 
providers to address violence against women, including protocols, capacity building, eff ective coordination between 
agencies, and referral networks.

Introduction
Violence against women is a global public health and 
clinical problem of epidemic proportions.1 It is also a gross 
violation of women’s human rights. Violence aff ects the 
health and wellbeing of women and their children, with vast 
social and economic costs.2–4 Its adverse physical, mental, 
and sexual and reproductive health outcomes5,6 lead women 
who are abused to make extensive use of health-care 
resources.4,7 Health-care providers frequently, and often 
unknowingly, encounter women aff ected by violence.

The health-care system can provide women with a 
safe environment where they can confi dentially disclose 
experiences of violence and receive a supportive 
response. Furthermore, women subjected to intimate 
partner violence identify health-care providers as the 
professionals that they trust with disclosure of abuse.8 
However, the crucial part that health-care providers and 
services can play to address violence against women is 
often not recognised or implemented. Health systems 
need to strengthen the role of providers as part of a 
multisectoral response to violence against women.9

This Series paper is based on evidence on the 
health-care response to violence against women, 
experience of the implementation of services to address 
violence against women in diverse countries, and 
consultations with those involved in the planning or 
delivery of services in resource-poor settings. We 
describe the challenges involved in engagement of the 
health sector and make recommendations to integrate 
eff ective care for women experiencing violence.

Rationale for a health-care response
As noted in the 2013 WHO report, Global and regional 
estimates of violence against women,6 one in three women 
worldwide who have ever had a partner report physical 
or sexual violence, or both, by an intimate partner. This 
violence contributes to the burden of women’s ill health 

in many ways.5,6 Women with a history of intimate 
partner violence are more likely to seek health care than 
are non-abused women.4,10,11 For example, Bonomi and 
collea gues4 showed that women who were physically 
abused used more mental health, emergency depart-
ment, hospital out patient, primary care, pharmacy, and 
specialty services.
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Key messages

• The health-care system has a key part to play in a multisectoral response to violence 
against women; that role, however, remains unfulfi lled in many settings.

• Violence against women needs to have higher priority in health policies, budget 
allocations, and in training and capacity building of health-care providers.

• Although evidence of eff ective interventions in health-care services remains scarce, 
especially for resource-poor settings, there is a global consensus that health-care 
professionals should know how to identify patients experiencing intimate partner 
violence and provide fi rst-line supportive care that includes empathetic listening, 
ongoing psychosocial support, and referral to other services, as well as comprehensive 
post-rape care for sexual assault victims.

• The health system needs to ensure the enabling conditions for providers to address 
violence against women, including good coordination and referral networks, 
protocols, and capacity building.

• No model of delivery of health-care response to violence against women is applicable 
to all settings, and countries should develop services that take into account resources 
and the availability of specialised violence-support services.

• Violence against women should be integrated into medical, nursing, public health, 
and other relevant curricula, and in-service training should ensure that health-care 
providers know how to respond appropriately and eff ectively; this training needs to be 
sustained and supported by ongoing supervision and mentorship.

• Health policy makers should show leadership and raise awareness of the health 
burden of violence against women and girls and the importance of prevention 
among health-care providers, managers, and the general public.

• More research is needed to be able to quantify the health burden associated with 
diff erent forms of violence, and to assess and scale up interventions to prevent, and 
respond to, violence against women.
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Women also experience other forms of violence, 
including rape and other sexual violence at the hands of 
acquaintances, friends, and strangers; physical and 
sexual violence from relatives; traffi  cking; female genital 
mutilation; early and forced marriage; and murders in 
the name of so-called honour.12

All of these forms of violence can bring women into 
contact with the health-care system, which must be 
prepared to respond. This Series paper focuses on 
intimate partner and sexual violence because they are 
the most common worldwide and have most evidence 
for eff ective interventions.

Data sources
In addition to the literature search (search strategy and 
selection criteria panel),13–17 this paper is based on 
consensus in meetings of experts for the development 
and implementation of the WHO clinical and policy 
guidelines,18,19 and included lessons learned from 
diff erent countries in building a health system 
response. Five case studies (appendix) show diff erent 
challenges, policies, and processes, although not based 
on formal assessment (table).

What can health systems do?
The main role of health-care systems for women, and 
their children, facing the health eff ects of violence is to 
provide supportive care. This supportive care can 
contribute to prevention of violence recurrence and 
mitigation of the consequences, address associated 
problems, such as substance misuse and depression, and 
provide immediate and ongoing care. The health system 
also has a part to play in primary prevention (ie, 
prevention of violence occurring before it starts), through 
documenting violence against women, emphasising its 
health burden, and advocating coordinated action with 
other sectors (fi gure 1).

Implementation of health-care policies and training 
programmes for providers to address violence against 
women face individual and system barriers.20–23 Evidence 
suggests that information dissemination or training 
in isolation do not create consistent, sustainable 
change,23–25 and that a comprehensive systems approach 
is needed.23,24–29

Figure 230 provides an overview of the necessary 
elements at the level of the providers and services, and 
of the health system more broadly, organised by core 
components (or building blocks): service delivery, health 
workforce, health information, infrastructure and 
access to essential medicines, fi nancing, and leadership 
and governance.31

Many countries have begun to address violence against 
women in health care with varying success, as shown by 
the case studies (appendix). The case studies also show 
that progress in the integration of violence against 
women into health systems is slow and incremental. In 
many countries, social and cultural barriers need to 
be overcome (eg, Lebanon [appendix]), and in most 
countries, health system barriers such as high staff  
turnover and limited resources must be addressed 
(eg, India and South Africa [appendix]). Traditional 
biomedical approaches are inadequate and inappropriate 
to address violence against women,32 so changes will be 
needed (eg, India [appendix] and Spain [panel]).33–39

What can health providers do?
Overview
The appropriate response by health-care providers will 
vary depending on the women’s level of recognition or 
acknowledgment of the violence, the type of violence, 
and the entry point or level of care where the survivor is 
identifi ed. Actions by health-care providers include 
identifi cation, initial supportive response to disclosure or 
identifi cation, and provision of clinical care, follow-up, 
referral, and support for women experiencing intimate 
partner violence, in addition to comprehensive post-rape 
care and support for victims of sexual assault.

Diff erent women will have diff erent needs, and the 
same woman will have diff erent needs over time. She 
might present with an injury to the accident and 
emergency department, with depression or functional 

See Online for appendix

Search strategy and selection criteria

We based this Series paper on the systematic review linked 
to the WHO 2013 guidelines Responding to intimate partner 
violence and sexual violence against women13 and the 
systematic reviews14 informing the UK National Institute for 
Health and Care Excellence (NICE) Domestic violence and 
abuse 2014 guidelines, and other relevant systematic 
reviews.15–17 To update the evidence base on interventions for 
violence against women, we searched PubMed and Google 
Scholar for relevant trials and systematic reviews from 
May 1, 2012 (NICE reviews), or Dec 1, 2011 (WHO reviews) 
to June 30, 2014, with the keywords “intimate partner 
violence” or “domestic violence” or “gender violence” or 
“violence against women”, and “healthcare” without 
language restrictions. We have prioritised systematic 
reviews and trials in our citations.

Focus Issues it illustrates

South Africa Post-rape care Collaboration between the Ministry of Health and 
researchers to develop policy, guidelines, and training 
on sexual violence

Brazil From post-rape abortion to sexual 
violence to intimate partner violence

Role of women’s ministries and the process of change 
over time

Spain Intimate partner violence and sexual 
violence

Role of a legal framework and development of a 
national health-care response

India Sexual violence Model led by a non-government organisation in public 
health hospitals

Lebanon Intimate partner violence Challenges of implementation of a health-system 
response when violence against women is not 
recognised as a problem

Table: Summary of country case studies
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symptoms in primary health care, with an unwanted 
pregnancy or for a termination of pregnancy in sexual 
and reproductive health-care services, or with various 
physical problems to an outpatient department in a 
secondary or tertiary hospital. In addition to provision of 
clinical care for the condition presented, identifi cation 
of violence as the underlying problem is important.

Identifi cation of intimate partner violence
Identifi cation of women and girls who are, or have been, 
subjected to violence is a prerequisite for appropriate 
treatment and care, and referral to specialised services 
where these exist.

Identifi cation in health-care settings could be 
increased if all women were asked about intimate 
partner violence; however this is only eff ective (and 
safe) if followed by an appropriate response. Disclosure 
is low relative to best estimates of prevalence of partner 
violence17 and some studies have reported that, despite 
training for universal screening, most providers ask 
selectively.23,40 WHO does not recommend universal 
screening,13 rather it recommends that health-care 
providers should be trained in how to respond and be 
aware of the mental and physical health indicators 
associated with violence, and ask about violence when 
they are present.13 Insuffi  cient evidence exists for a 
universal screening policy, with three randomised 
clinical trials that directly tested screening programmes 
reporting no evidence of reductions in violence or 
improvement in health outcomes.17 Moreover, in 
settings or countries where prevalence of present 
violence is high and referral options are scarce, 
universal enquiry might bring little benefi t to women 
and overwhelm health-care providers. A systematic 
review41 of studies in high-income countries reported 
that most women (whether or not they have experienced 
intimate partner violence) fi nd routine questions about 
abuse acceptable. However, a systematic review41 of 
health-care professionals noted that they are less willing 
to undertake screening or routine enquiry than women 
are to be questioned.

Disclosure of violence is more likely if women are 
asked in a compassionate and non-judgmental manner, 
in private, and in an environment where the person feels 
safe and confi dentiality can be protected.8,11 Clinicians 
can be trained on when and how to ask, and how to 
provide a fi rst-line response consisting of empa thetic 
listening, validation of the patient’s experience, and 
support, consistent with what women have been reported 
to want.8,13

However, intimate partner violence is a very stigmatised 
problem and women and girls often have realistic fears 
for their safety if they disclose the violence, so specifi c 
conditions must be met. These conditions include that 
women can be asked safely, that the abusive partner is 
not present, that providers are regularly trained in how to 
ask and respond, and that protocols, standard operating 
procedures, and a referral system are in place.13

Initial response to intimate partner violence
So far, research has not addressed the eff ectiveness of the 
initial response to disclosure or identifi cation. However, a 
meta-analysis of qualitative studies suggests that women 
want health-care providers to provide fi rst-line support: 
attentive listening, sensitive non-judgmental enquiry 
about their needs, validation of women’s disclosure 
without pressure, enhancement of safety for the woman 
and her children, and provision of support and help to 
access resources (eg, India [appendix]).8 WHO guidelines 
recommend that all health-care providers be trained in 
women-centred fi rst-line support, to respect a woman’s 
right to decide on her own pathway to safety.13 This 
approach is consistent with so-called psychological fi rst 
aid, a fi rst response to individuals undergoing traumatic 
events.42,43 A supportive response from a well trained 
provider can act as a turning point on the pathway to 
safety and healing.44 

Ongoing response to intimate partner violence
Women need diff erent responses at various points in the 
course of violence and relationships.44,45 A prerequisite 
for a woman to accept help is her awareness or 

Figure 1: The role of the health system to address violence against women

Past Future

Design and implementation of research to identify what works

Violent event occurs

Health-care response
Primary prevention
• Advocacy/awareness raising 
• Home visitation and other interventions to reduce
 child maltreatment
• Reduce harmful alcohol consumption 
• Data collection

Secondary prevention
• Identification of violence
• Acute care for health problems
• Long-term care for health, including mental health
• Addressing alcohol and substance use disorders
• Referral to legal and other support services
• Data collection

Tertiary prevention
• Rehabilitation
• Long-term mental health and other support
• Support with other needs, eg, employment, loans,
 housing, and legal
• Advocacy for survivors in the criminal justice
 system
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recognition that what she is experiencing is abuse 
(fi gure 3).44–46 Health-care providers can help women to 
name what is happening to them as abuse through 
inquiry and validation of their experiences. They can 
help to empower women to make even small changes 
that might improve their self-effi  cacy.46 Furthermore, 
health-care providers can provide ongoing support and 
potentially empower women to take action to safely 
improve their lives (fi gure 3).

Beyond fi rst-line support, other health-care interventions 
are supported by evidence, such as advocacy by 
health-care providers with additional training or 
by specialist partner violence advocates,15,16,47,48 safety 

planning,47,49 motivational interviewing,50 and cognitive 
behaviour techniques and other trauma-informed mental 
health interventions.16,51–53

Advocacy interventions aim to help abused women 
directly by providing them with information and 
support to help them to access community resources. 
These interventions usually link survivors with legal, 
police, housing and fi nancial services, and many also 
include psychological or psychoeducational support. 
Trials of advocacy or support interventions for women 
facing intimate partner violence in high-income 
countries report some reduction in violence and 
possible improvement in mental health outcomes.47,48 

Figure 2: Elements of the health system and health-care response necessary to address violence against women 
Adapted from Colombini and colleagues,30 by permission of BioMed Central. Women’s pathway to safety is not linear and health professionals need to respond at 
diff erent time points to where a woman is currently at, in terms of her readiness to take action. SA=sexual assault.

Woman-
centred

response

Knowledge and awareness
• About intimate partner violence

• About clinical care for SA
• About protocols
• About referral 

network         
• About gender

Financing
• Budget allocation to
  services for violence
against women       

Coordination
       • Internal referral 

            systems to other
     departments

        • External referral 
           systems to non-

        health services
                • Community

                     engagement

Service delivery
• Clear and specific protocols, 

        standard operating procedures
  • Referral networks established

                                                  Health workforce 
                                        development

                                 • Training for service providers on communication  
                                   skills, relevant procedure and referrals                       

                        counselling, gender and violence                      
     • Workforce support and mentoring  

• Designated person/specialist        
(may not be feasible in                 
all settings)                                       

      Health infrastructure
   • Setting to enable 
      privacy, confidentiality,
      and safety
• Availability of 
   relevant medications 
   and  other supplies 
   and equipment

Leadership and governance
• Political will

 • Health policy framework: specific policies on intimate partner violence
and sexual violence, sexual harassment and violence in the 

workplace policy
       • Health system and multi-sector coordination

           • Multi-sectorial task force  or other

Skills       
•Injuries and other       

emergency care        
• First-line psychological          

support                                    
 • Stress management                

techniques           

Information
• Health information 

system                       
        • Monitoring and

evaluation

Principles                 
• Confidentiality               
• Privacy                              
 • Respectful of women’s

                                    autonomy and choices                                
• Safety                                

Context
• Time sufficient for proper  
         enquiry and response 
• Supportive environment 
          (eg, leaflets, posters)
             • Care for the carers

            Attitudes
           • Acceptability  

        of violence 
                against women
              • Gender equality

 • Empathy
                 • Non-judgmental

Health providers supporting clients

Health systems supporting health-care providers

Ch
ild

 p
ro

te
ct

io
n 

    
    

    
    

    
    

    
    

    
    

    
    

    
 La

w
s a

nd cr
im

in
al ju

sti
ce      

      
      

       
       

        
       S

ocietal level supporting health systems                                                         Comm
unity-based services                                                                   Social services



Series

www.thelancet.com   Published online November 21, 2014   http://dx.doi.org/10.1016/S0140-6736(14)61837-7 5

Panel: Sexual and domestic violence against women in the Spanish health-care system

Country context
The health-care system’s commitment to address violence 
against women has been a central element in Spain’s 
multisectoral response to sexual and domestic violence. A strong 
legal and normative framework are provided by the Organic Act 
1/2004 of 28 December on Integrated Protection Measures against 
Gender-Based Violence33 that was passed unanimously by the 
Spanish Parliament, the creation of the State Observatory for 
Violence against Women to monitor the magnitude of the 
problem and progress, and the establishment of a national 
gender-based violence awareness and prevention plan (2006).34 
This plan was developed by a multisectoral group involving 
government, civil society organisations, and other experts. The 
plan covers primary, secondary, and tertiary prevention, and 
includes objectives for the judicial system, security forces, health 
services, social services, information systems, education system, 
and the media. Cross-cutting areas include research, training and 
funding measures, mobilisation of actors, coordination, 
follow-up, and evaluation. By law, all regional governments must 
include service provision for gender-based violence in the 
Regional Health Service.35

Health system context
Spain has taken a systematic and standardised approach to the 
implementation of a health-care system response to violence 
against women. The incorporation of care for violence against 
women in the 2006 National Health System portfolio was a 
key driver. Ministry and National Health System leaders created 
a commission against gender-based violence to provide 
technical support, coordinate actions, and assess healthcare 
performance across the National Health System regions 
(autonomous communities).35 This commission operates 
through the Observatory on Women’s Health and includes 
several working groups:
• Epidemiologic Surveillance Group, to reach consensus on 

indicators and standardised records design.
• Healthcare Aid Protocols Group, to develop a common protocol.
• Ethical and Legal Aspects Group, to address confi dentiality 

and safety.
• Healthcare Professionals’ Training Group, to develop 

educational objectives, and training content, materials, and 
quality criteria.

• Performance Evaluation Group, to develop information 
systems, implementation of protocols, processes, training, 
and coordination and continuity of care in addition to 
accreditation and dissemination of good practices.

Progress
Health-care protocols
A Common Protocol for the Healthcare Response to 
Gender-Based Violence was published in 2007,36 establishing 
standardised performance guidelines for the National Health 
System. Each region adapts the Common Protocol to its own 
context and off ers information on local resources. The Common 
Protocol was updated in 201237 to include recommendations for 

the treatment of children exposed to domestic violence and for 
other people at risk such as disabled women, immigrants, 
pregnant women, and mentally disabled people.

Health professional training
A training of trainers strategy has been implemented with 
resource materials and quality control criteria.38,39 The National 
Healthcare School and Women’s Institute provide support for the 
training of trainers, including core and advanced training. Many 
health-care professionals have undergone training, with priority 
given to primary care providers, but also hospital professionals, 
emergency care service providers, midwives, and mental health 
professionals. The training duration and content diff er according 
to their roles. Regions have developed their own training plans, 
integrated in programmes of continuous education, and delivered 
at workplaces through regional teams of trainers. Funding is 
provided by the regional health services and Ministry of Health.

Knowledge sharing
Good practices are identifi ed, collected, and disseminated to 
share across regions.

Challenges
• There is a need to sustain and reinforce basic training, 

awareness, and competence to manage victims, and training 
should be extended to hospital professionals; support and 
supervision by experts are also needed after the training.

• Intersectoral coordination to establish clear referral pathways 
to relevant services should be further improved, especially for 
women who have been sexually assaulted.

• Continued work is needed to improve information systems 
and data management, including incorporation of 
gender-based violence in electronic clinical reporting and 
protection of confi dentiality.

• Research and assessment are needed to show the outcomes 
of interventions for women and their children, including 
changes in women’s status, their health and wellbeing, and 
use of resources.

Lessons learned
• Brief workshops and clinical case sessions are highly valued.
• Raising of awareness and training of professionals increases 

detection and improves the health-care response.
• Inter-institutional and intersectoral coordination improves 

case management.
• Women and victims’ associations should be taken into 

account when processes to help victims are developed.
• Institutional leadership helps with the implementation of 

measures.
• Structural conditions should be improved, since excessive 

caseloads and too little time are obstacles for identifi cation 
and care in some settings, in addition to the need for 
fi nancing of training and support resources.

• Interventions should include mechanisms for communication 
of the evidence generated and the best practices to 
health-care professionals.
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The health-care provider might continue to off er 
ongoing support, but the patient also benefi ts from the 
expertise of a domestic violence advocate or support 
worker.23,40 Little evidence49 exists for safety planning 
that is delivered face to face by health practitioners 
or by telephone counsellors. Various counselling 
approaches, such as motivational interviewing and 
empowerment counselling strategies, provide support 
and can help women to discuss safety and reduce 
depressive symptoms.46,47,50

Referral for intimate partner violence
Linking of health-care providers with specialist support or 
advocacy services increases the likelihood of the providers 
asking about, and identifying, patients with a history of 
violence.23,54 Furthermore, trauma-informed cognitive 
behavioural therapy has been shown to work for women 
who have post-traumatic stress disorder and who are no 
longer experiencing violence.13 Evidence suggests that 
children who have been exposed to intimate partner abuse 
are likely to benefi t from referral for psychotherapeutic 
inter ventions,55 but more research is needed to develop 
eff ective interventions for these children.

Consensus evidence suggests that health services need 
to work closely with specialist services, including the 
police, to enhance safety for women and children.27

Clinical care for sexual assault
Comprehensive post-rape care includes a set of clinical 
interventions to prevent pregnancy and possible 
infection with HIV or other sexually transmitted 
infections for those who seek care after an assault. This 
care is time sensitive so should be available in 
all secondary and tertiary care facilities and from 
primary health-care providers.13,56,57 Collection of forensic 

evidence when relevant, trauma-informed mental 
health care, and access to safe abortion are important 
services for survivors of sexual violence. Long-term 
follow-up for mental health problems might also be 
needed for some women.58

Many survivors of sexual violence, however, face 
challenges to access essential medicines and post-rape 
services at health facilities.59 These challenges can be 
because of scarcity of resources at health-care centres, 
fear of stigma, or further episodes of violence from the 
perpetrator. In rural areas, the distance to health-care 
centres and absence of adequately skilled staff  are also 
barriers.60 The stigmatising and discriminatory attitudes 
and practices of health providers themselves can be 
another barrier. Some countries have developed protocols 
and guidelines to improve access to post-rape care 
services,61,62 but scarcity of training and equipment, poor 
coordination of services, and associated so-called 
out-of-pocket costs can make access to these services a 
challenge.63 Access to a trained provider, coordination 
between services, including the police, and awareness 
about the importance of women seeking care immediately 
after the incident will increase access to, and use of, care.64

What can health systems do in primary prevention? The 
health system can raise awareness about the need to 
address violence against women by reporting and 
publicising data for the prevalence, health burden, and 
costs of violence, and contribute to eff orts to counter 
the acceptability of such violence. However, evidence to 
guide health-care organisations in primary prevention 
activities is scarce.65 Although most primary prevention 
involves actions outside of the health sector (as 
explained by Lori Michau and colleagues in this 
Series66), the health system can contribute to prevention 
of child maltreatment, for example through home visits 

Figure 3: Women’s (non-linear) trajectory to safety: health professional’s response to women’s readiness for action
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and parenting programmes,67 and actions to reduce, 
and provide treatment for, alcohol and substance use 
problems.68 Antenatal classes for fathers to improve 
relationships and prevent violence are being used in 
Hong Kong, but need further assessment.69

Health sector interventions with children (and their 
mothers) who witness domestic violence or who are 
abused70,71 can potentially contribute to primary 
prevention because of the association between exposure 
to domestic violence and an increased risk of 
perpetration or experience of partner violence in 
adolescence and adulthood.72,73

How can services best be delivered?
Overview
Diff erent models exist for the delivery of health care to 
women experiencing violence. Whatever model is used, a 
functional health system is needed for providers to 
deliver an eff ective and safe health-care response. All 
elements of the health system should adequately address 
violence against women (fi gure 2).

Leadership, political will, and governance
Violence against women is absent from many national 
health policies or budgets, and neither is health care 
always included in national plans to address violence 
against women. In some countries, no data exist and 
the issue is still not recognised. In others, the issue is 
not seen as a priority because of restricted health 
budgets and competing priorities. Recognition of the 
problem is an important fi rst step, which can lead to 
the establishment of mechanisms to address violence 
against women, such as interdepartmental task forces 
or other coordinating bodies, or development of a 
national health policy and budgetary allocation. 
Ministries of women’s aff airs or gender and the 
women’s movement have played an important part to 
engage the health sector in some settings (eg, Brazil 
[appendix]). In countries where they exist, there is a 
crucial role for national organisations that accredit 
health-care facilities or produce guidance on the 
commissioning of health services. A visible health-care 
response will not only encourage disclosure of violence 
against women to clinicians, but can convey a message 
to society as a whole that this violence is unacceptable.

Workplace prevention strategies that aff ect the climate, 
processes, and policies in a system or organisation74 
could be implemented in health workplaces, such as 
respectful relationship training, bystander education,65 
and displaying of posters that convey the unacceptability 
of violence against women.75 The health-care system 
should prevent violence against women in the health 
workplace by putting policies (eg, on sexual harassment) 
in place, and training health-care workers on, and 
promotion of, respectful relationships in the workplace 
and with patients. Health-care organisations are large 
employers, especially of women (who can experience 

violence themselves), so personnel policies should also 
take this into account (eg, domestic violence leave). 
Further strategies that need testing include appointment 
of health centre champions, who will assist with 
improvements to the workplace climate, and peer 
support to address violence against women.23,40

Coordination
Women who experience violence can also have safety, 
social support, economic security, housing, and legal 
protection needs, so a multisectoral response is necessary. 
Irrespective of the point of entry, coordination within the 
health-care system and between the health system and 
other sectors is fundamental to provision of a holistic, 
seamless service.65 In practice, however, many diff erences 
in language, goals, and institutional cultures need to be 
overcome.76 Some countries, such as Philippines, 
Malaysia, and Malawi have developed specifi c guidelines 
to support a multisectoral response.77–79

Examples also come from high-income countries 
where the health system has taken a lead role in a 
multisectoral response to domestic violence. Bacchus 
and colleagues35 reviewed intervention models based on 
health care in seven European countries, and drew out 
key lessons for successful implementation, including 
committed leadership and organic growth from the 
bottom up, regular training of health-care professionals 
with feedback mechanisms, mandatory or motivated 
training attendance, creation of a pool of trainers for 
sustainability, and development of clear referral 
pathways between health care and the specialist 
domestic violence sector, to ensure input from survivors 
and document the process.

Involvement of women’s organisations and the 
community can raise awareness about violence and 
services available, and promote more respectful and 
equitable attitudes towards women and against violence. 
Where women’s organisations exist, they are often a 
valuable resource for health systems.

Human resources and capacity building
Many low-income and middle-income countries struggle 
with scarcity of suffi  ciently qualifi ed health-care providers, 
high staff  turnover, and overstretched clinicians. This 
resource shortage is a barrier to designated staff  taking on 
additional roles and implementation of services with 
specialist gender-based violence providers.79

Training of health-care providers is central for any 
strategy to address violence against women in the 
health-care system. All staff  working in health-care 
services need training to ensure an appropriate and 
safe initial response to women experiencing violence, 
and to provide acute care for sexual assault patients, 
although diff erent responsibilities need diff erent levels 
of training. Some evidence from high-income countries 
suggests that well trained providers can address this 
issue adequately and improve outcomes.46,80
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Capacity building needs to include clinical knowledge 
and skills to respond to intimate partner violence and 
sexual violence, in addition to attitudes and values related 
to gender equality and violence against women.13 This 
process cannot, however, be confi ned to a single training 
event, because brief educational interventions improve 
knowledge but do not change behaviour.81 Ongoing 
support and reinforcement are needed to develop and 
maintain the competencies of the staff  and be part of 
their continuing professional development education.

For example, Feder and colleagues54 reported on a 
combined role where a domestic violence advocate 
provided care to survivors of abuse, but was also central 
to training and provided continuing support to primary 
care practices. The case study in India (appendix) 
describes a non-government organisation providing 
specialised services within a secondary hospital and 
training health professionals in the same hospital and 
other hospitals. This model has been replicated now in 
several other public hospitals in Mumbai and elsewhere 
in India.

The epidemiology of, and health-care response to, 
violence against women need to be integrated into the 
undergraduate and post-graduate curricula of nurses, 
doctors, midwives, and public health practitioners.13

Health-care delivery
Care for women subjected to violence can be delivered 
in health centres and clinics, district and regional 
hospitals, or multi-agency or hospital-based one-stop 
crisis centres. Colombini and colleagues82 have classifi ed 
these approaches as provider integrated (where one 
provider delivers all services), facility integrated (where 
all services are available in one facility), or systems-level 
integrated (a coherent referral system between 
facilities). So far, there has been little assessment of 
these diff erent models or approaches. The WHO clinical 
and policy guidelines on the health-system response to 
violence against women summarise the advantages and 
disadvantages of diff erent models.14 No one model 
works in all contexts and the choice will depend on the 
availability of human resources, funding, and referral 
services. WHO recommends that, as much as possible, 
care for women experiencing intimate partner violence 
and sexual assault should be integrated into primary 
health-care services.14

The one-stop crisis centre model is, however, 
increasingly promoted in low-income and middle-income 
countries, despite not being well assessed or appropriate 
for all settings. This model is implemented in varying 
ways. In Malaysia, a hospital-based model has been used 
and is perhaps most eff ective in urban areas, but several 
challenges to implementation have been identifi ed, such 
as budgetary and staffi  ng constraints.30 The appendix 
describes Dilaasa, a one-stop centre in Mumbai, India, 
based on a partnership between a non-government 
organisation and a public hospital.

Some countries have developed guidelines and 
standard operating procedures for providers and 
health-care systems, specifying the steps to follow in 
cases of sexual assault or domestic violence. Experience 
with implementation of these types of guidance or 
protocols suggests that they can help providers who 
might not feel comfortable addressing these issues, and 
provide a framework for actions to be taken, but this has 
not been formally assessed.83

Protocols and guidelines can support providers by 
letting them know what actions to take. They should 
include clear guidance on documentation of violence 
against women (since this evidence is necessary to pursue 
legal action), maintaining confi dentiality, enhancing 
safety of the survivor, and sharing of information without 
consent only when absolutely necessary, consistent with 
the country’s legal framework.

Health-care infrastructure
At a minimum, a private and confi dential space for 
consultation and a safe place for keeping records must be 
available (more detail in appendix). The necessary drugs 
(eg, emergency contraception for post-rape care) and 
other supplies and equipment also need to be available.

Financing
The existence of a specifi c budget allocation for 
violence against women services and for training and 
support of front-line clinicians underpins an eff ective 
response and is essential (eg, India [appendix]). This 
allocation creates capacity within health services, and 
represents a commitment from policy makers and 
managers of health-care services to address this 
important issue.

The existence of an explicit health budget line for the 
response to violence against women makes the service 
visible and provides a mechanism to monitor costs over 
time (more details in appendix). The very act of budgeting 
for system development and service delivery signals that 
violence against women services are a normal part of 
health service delivery and promotes a sustainable 
funding stream.

To support a health-care response to violence against 
women, costs will be incurred, such as those associated 
with possession of the appropriate equipment, supplies, 
and infrastructure, training of health workers, and 
provision of care, including specialist care. The existence 
of dedicated staff  (including nurses and counsellors) 
who are paid by the health facilities in which the services 
for violence against women are integrated is a crucial 
step for the long-term sustainability of any interventions, 
and to increase staff  motivation.

Monitoring and assessment
Monitoring and assessment are important to strengthen 
a health system’s response to violence against women. 
They provide local information for training of health 
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practitioners (eg, feeding back referral data), to monitor 
progress, help with funding, and, ultimately, contribute 
to knowledge of what works. Progress can be monitored 
in terms of budget allocation (which suggests the level 
of commitment), staff  training, proportion of health 
centres that can provide fi rst-line support, and post-rape 
care, among others.

Challenges and lessons learned from country 
implementation
Few countries have developed a comprehensive health-care 
policy integrated into a multisectoral societal response to 
violence against women, although some are moving in 
that direction. For example, Spain’s 2004 gender-based 
violence law led to the development of standard health-care 
protocols, training of providers, and indicators to monitor 
progress at the national level for regional adaptation and 
implementation (panel). In other countries, such as Brazil, 
India, and South Africa (appendix), sexual violence has 
been the entry point, in part because post-rape care 
includes explicit clinical interventions. All three countries 
have faced challenges as they seek to expand their services 
to include intimate partner or domestic violence.

The biomedical model that predominates in most 
health-care settings does not help with the disclosure of 
domestic violence by women or enable an appropriate 
response from providers. Violence is often seen as solely a 
social or criminal-justice problem, and not as a clinical or 
public health issue.84 Linked to this is the failure to 
understand inequalities, in particular those faced by 
women, as social determinants of health, and how the 
health system itself can reproduce (or help to change) 
some of these inequalities.32,85 Health providers, both male 
and female, might share the predominant sociocultural 
norms that sanction male dominance over women and 
the acceptability of violence—attitudes that reinforce 
violence against women.86–88 Additionally, although many 
policy responses to domestic violence acknowledge gender 
inequality as a root cause of intimate partner violence 
and sexual assault against women, other forms of 
discrimination faced by women and girls are often 
invisible. The overrepresentation of indigenous women 
and non-white women (in dominant white societies) in 
violence statistics in many countries is an expression of 
the intersection of several types of discrimination—eg, by 
gender, class, caste, race, and (dis)ability—that needs to be 
addressed in health policies.89

Disrespect and abuse of women, especially in 
reproductive health services or when they are transgressors 
of social norms, is documented.90 Health-care providers 
should model non-abusive behaviours in their interactions 
with patients (and other staff  and colleagues) by, for 
example, listening respectfully, validating the patient’s 
experience, and not imposing treatments or solutions. To 
respond to violence against women, the health-care 
system must deal with the violence that is perpetrated 
within health care.

The scarcity of resources available to the health sector 
worldwide, and especially in poor countries, is a major 
challenge. However, eff ective responses to violence 
against women can occur with available resources 
through the development of partnerships (eg, India 
[appendix]), while advocacy continues for additional 
funding consistent with the magnitude of the health 
eff ects of violence against women.

Discussion
Violence against women is a global health problem 
that needs an integrated health-system response. The 
evidence base for eff ective interventions, however, is 
small and comes largely from a handful of high-income 
countries. In high-income countries, intimate partner 
violence and sexual assault services developed 
separately, and have struggled to integrate. In 
low-income and middle-income countries, where 
resources are more scarce, the primary care provider 
will be confronted with both forms of violence, with a 
large proportion of sexual violence perpetrated by 
partners. Clinicians should therefore be equipped to 
deal with both issues. In some countries, sexual 
violence might be especially diffi  cult to disclose (eg, 
Lebanon [appendix]), while in others it seems to be an 
easier entry point to health services than intimate 
partner or domestic violence (eg, India, Brazil, and 
South Africa [appendix]) because of a medicolegal 
mandate, such as in India, or because it fi ts a 
biomedical model.

Women who have experienced violence can access 
services through diff erent entry points, and one model 
does not fi t all settings or countries.13,82 The services 
used most frequently by women, such as antenatal 
care, family planning, gynaecological, and post-abortion 
services,91 and children’s services off er obvious entry 
points, as does family medicine where this exists. 
Emergency services are likely to see women with 
injuries or who have been raped. HIV counselling and 
testing services and mental health or psychiatric 
settings also need to know how to respond.92,93 
One limitation of current intervention models, for both 
women and men, is their typically vertical nature. 
Intimate partner violence, child abuse, and services to 
treat alcohol and drug misuse problems are usually 
delivered in professional silos, despite often involving 
the same individuals and families.93,94 Medical service 
models often promote a simple health-care response 
with inadequate attention to multimorbidity.95 Only a 
few trials that reported an intervention eff ect for 
intimate partner violence also integrated interventions 
for comorbidities.96

A second, related, limitation is that present models of 
health care often do not adequately take into account the 
context—family and social—in which individuals are 
located.88 These limitations can be overcome through 
engagement with the community, challenging of gender 
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and other discriminations, and through a patient-centred97 
approach based on each woman’s needs. Changing the 
wider social context, especially where violence against 
women is widely accepted, is a crucial element (eg, in 
Lebanon [appendix]).

Ultimately, a societal response to violence against 
women needs engagement with perpetrators, including 
legal sanctions against sexual violence and against 
intimate partner violence, which is still tolerated in 
some societies. Evidence from high-income countries 
suggests that perpetrators of intimate partner violence, 
including femicide perpetrators, are frequently seen in 
health-care settings and that, therefore, an opportunity 
to intervene exists,98–100 especially in mental health, drug 
and addiction, general practice, and emergency services, 
in addition to health system employee assistance 
programmes,101 although no evidence exists yet for the 
eff ectiveness of these interventions.

A functional and well fi nanced health system is 
necessary to both prevent violence against women and to 
respond to victims and survivors in a consistent, safe, and 
eff ective manner to enhance their health and wellbeing.

Conclusions
The health system has a key part to play in a multisectoral 
response to violence against women. Governments need 
to develop or strengthen multisectoral national plans of 
action to address violence against women that include 
health system actions, budgets, and staffi  ng.

Violence against women needs to receive higher 
priority in health policies, budgets, and the training of 
health-care providers and public health offi  cials. To 
overcome this largely hidden epidemic, health policy 
makers and programme planners should draw on the 
growing evidence of eff ective interventions in 
high-income countries and experience of programme 
implementation in low-income and middle-income 
countries, combined with new research in all settings.

A non-judgmental, compassionate, and equitable 
response to women experiencing violence, with an 
emphasis on their safety and wellbeing and that of their 
children, is needed, in addition to improvement of 
longer term outcomes. An eff ective health-system 
response needs to complement society-wide policies to 
prevent violence. These society-wide policies need to 
include adequate allocation of national budgets and 
senior level commitment. International funders should 
support the eff orts of ministries of health and others to 
address violence against women.

All clinicians, including primary care, sexual and 
reproductive health (eg, family planning and 
post-abortion care), and mental health service providers 
should be trained pre-service and in-service to, at least, 
know when and how to ask about violence, what 
fi rst-line care to provide, and how to refer for additional 
support. Although recognition of this goal might not be 
realistic in many settings, colocation in health services 

of champions or advocates for prevention of violence 
against women can enhance the care received by women 
and support health-care providers. 

Services should be monitored to assess access, 
acceptability, and quality of care provided to female 
survivors of violence. These services should collect 
information in a safe and confi dential way, but also use 
it to inform policies, monitor services, and improve 
their response.

Research is needed to identify what works, assess 
promising practices, and develop new strategies for 
prevention and responses to violence against women, 
with a particular focus on low-income and middle-income 
settings.

An eff ective health-care response to violence against 
women can contribute to achievement of the Millennium 
Development Goals, in particular those on gender equality 
and reduction of maternal and child mortality and HIV.102 
The post-2015 agenda should include strategies to reduce, 
eliminate, and respond to violence against women. An 
inadequate response to violence against women from 
health-care services has economic and social costs. 

The time has come for health systems to play their part 
in a multisectoral response to violence against women 
that is consistent with their countries’ commitments to 
promotion of public health and human rights.
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In	
  1988,	
  Brazil	
  established	
  the	
  Unified	
  Public	
  Health	
  System	
  (SUS),	
  providing	
  universal	
  health	
  access.	
  
The	
   first	
   response	
   from	
   Brazil’s	
   health	
   care	
   services	
   to	
   violence	
   against	
   women	
   was	
   the	
  
establishment	
  in	
  1989	
  of	
  a	
  hospital	
  service	
  to	
  perform	
  abortions	
  in	
  cases	
  of	
  rape,	
  permitted	
  by	
  law	
  
since	
  1940.	
  
	
  
In	
  1999	
  the	
  Ministry	
  of	
  Health,	
  supported	
  by	
  the	
  Brazilian	
  Association	
  of	
  Obstetrics	
  and	
  Gynecology	
  
(FEBRASGO)	
   and	
   the	
   feminist	
  movement,	
   published	
   a	
   guideline	
   for	
   responding	
   to	
   sexual	
   violence	
  
against	
  women.1	
  It	
  covered	
  prevention	
  of	
  sexually	
  transmitted	
  infections	
  (later	
  also	
  HIV),	
  pregnancy,	
  
abortion	
   and	
   psychosocial	
   assistance,	
   expanding	
   to	
   hospital	
   services	
   for	
   sexual	
   violence	
   beyond	
  
abortion.	
  In	
  2003,	
  it	
  became	
  mandatory	
  to	
  report	
  all	
  cases	
  of	
  violence	
  against	
  women	
  to	
  the	
  national	
  
public	
   health	
   surveillance	
   system,	
   in	
   order	
   to	
   raise	
   awareness	
   among	
   health	
   professionals	
   and	
   to	
  
inform	
   public	
   policies,	
   and	
   since	
   2004	
   sexual	
   and	
   domestic	
   violence	
   care	
   is	
   an	
   objective	
   of	
   the	
  
National	
  Policy	
  on	
  Women’s	
  Health.	
  	
  
	
  
In	
   2006,	
   the	
   “Maria	
   da	
  Penha”	
   law	
   criminalizing	
  domestic	
   violence	
   against	
  women	
  was	
   approved,	
  
and	
  in	
  2007,	
  Brazil	
  launched	
  its	
  first	
  national	
  policy	
  on	
  violence	
  against	
  women	
  and	
  girls,	
  with	
  goals	
  
and	
  budgets,	
  including	
  for	
  the	
  health	
  sector.2	
  	
  
	
  
By	
  2010,	
  The	
  Ministry	
  of	
  Health	
  reported	
  an	
  increase	
  from	
  138	
  to	
  443	
  health	
  services	
  providing	
  care	
  
to	
  women	
  suffering	
  from	
  sexual	
  violence	
  or	
  domestic	
  violence,	
  although	
  coverage	
  and	
  access	
  remain	
  
difficult,	
   particularly	
   in	
   the	
   countryside.2	
   In	
   2010,	
   27176	
   cases	
   of	
   violence	
   against	
   women	
   were	
  
reported	
  to	
  epidemiological	
  surveillance,	
  50%	
  of	
  them	
  referred	
  to	
  police	
  stations.3	
  
	
  
Marital	
  rape	
  remains	
  almost	
  invisible	
  and	
  vastly	
  underreported.	
  Adult	
  women	
  who	
  seek	
  services	
  for	
  
sexual	
  violence	
  will	
  mostly	
  report	
  rape	
  by	
  strangers	
  or	
  acquaintances.	
  
	
  
Despite	
   the	
  policies	
   in	
  place	
  and	
   increase	
  of	
   services,	
   in	
  most	
  Brazilian	
  healthcare	
  settings	
  doctors	
  
and	
  nurses	
  still	
  do	
  not	
  see	
  violence	
  as	
  part	
  of	
  their	
  responsibilities	
  and	
  are	
  reluctant	
  to	
  engage	
  with	
  
the	
   issue.	
   Although	
   they	
   recognize	
   the	
   detrimental	
   health	
   effects	
   of	
   such	
   violence,	
   other	
   than	
  
dealing	
  with	
   the	
   direct	
   consequences,	
   such	
   as	
   injuries	
   or	
   infection,	
   they	
   often	
   consider	
   it	
   outside	
  
their	
   professional	
   remit.4	
   When	
   disclosure	
   occurs,	
   a	
   common	
   response	
   is	
   to	
   provide	
   personal	
  
opinions	
  and	
  subjective	
  advice.4	
  Opportunities	
  are	
  lost	
  for	
  supporting	
  and	
  providing	
  further	
  care	
  for	
  
women	
  experiencing	
  non-­‐partner	
  sexual	
  violence	
  or	
  intimate	
  partner	
  violence.	
  	
  	
  
	
  
Violence	
  against	
  women	
  is	
  underrecognized	
  and	
  underreported	
  in	
  health	
  care	
  settings.	
  In	
  2002,	
  only	
  
1.8	
   %	
   of	
  medical	
   records	
   of	
   3,193	
   women	
   attending	
   primary	
   care	
   units	
   in	
   São	
   Paulo,	
   mentioned	
  
physical	
   or	
   sexual	
   partner	
   violence,	
   while	
   a	
   study	
   of	
   women	
   in	
   the	
   same	
   settings	
   indicated	
   a	
  
prevalence	
  of	
  45,3%.5	
  
	
  
Yet,	
   in	
   a	
   2009	
   survey	
   of	
   221	
   Brazilian	
   healthcare	
  workers,	
  more	
   than	
   90%	
   agreed	
   that	
   physicians	
  
should	
   be	
   alert	
   to	
   signs	
   of	
   violence,	
   provide	
   victims	
  with	
   referral	
   information	
   and	
   advise	
   them	
   to	
  
leave	
   abusive	
   situations.	
   This	
   shows	
   potential	
   for	
   appropriate	
   case	
   management	
   if	
   practitioners	
  
received	
  specific	
  training	
  on	
  intimate	
  partner	
  violence.6	
  	
  



	
  
An	
   enabling	
   factor	
   for	
   a	
  more	
   consistent	
   response	
   is	
   the	
  psycho-­‐social	
   and	
   legal	
   support	
   network	
  
already	
  in	
  place,	
  a	
  result	
  of	
  30	
  years’	
  struggle	
  and	
  policy	
  implementation	
  by	
  the	
  Ministry	
  of	
  Women	
  
and	
   other	
   governmental	
   and	
   non-­‐governmental	
   organizations.	
   Coordination	
   between	
   health	
   and	
  
other	
   service	
   agencies,	
   however,	
   remains	
   problematic.	
   Establishing	
   and	
   maintaining	
   consistent	
  
recognition	
  and	
  response	
  to	
  all	
  forms	
  of	
  violence	
  against	
  women	
  and	
  strengthening	
  the	
  multisector	
  
network	
  are	
  the	
  challenge	
  now.	
  Building	
  such	
  a	
  response	
  within	
  the	
  healthcare	
  system,	
  and	
  within	
  
an	
   overall	
  multi-­‐sectorial	
   response,	
   has	
   been	
   a	
   long	
   process	
   dependent	
   on	
   political	
  will,	
   technical	
  
expertise	
  and	
  evidence-­‐based	
  knowledge.	
  In	
  Brazil	
  this	
  process	
  is	
  underway.	
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A	
   	
   redesigned	
   ‘one-­‐stop	
   crisis	
   centre’	
   (OSCC)	
   model	
   in	
   Mumbai,	
   India,	
   has	
   focused	
   on	
   training	
  	
  
existing	
  hospital	
  staff	
  to	
  respond	
  to	
  violence	
  against	
  women	
  and	
  integrate	
  violence	
  against	
  women	
  
in	
   their	
   roles	
   and	
   responsbilities,	
   as	
   this	
   is	
   more	
   sustainable	
   than	
   a	
   traditional	
   OSCC	
   recruiting	
  
specialist	
   project	
   based	
   staff	
   brought	
   into	
   the	
   hospital	
   setting.	
   The	
   model	
   also	
   includes	
   violence	
  
support	
  services	
  currently	
  missing	
  in	
  the	
  health	
  sector,	
  namely	
  crisis	
  intervention	
  and	
  psycho-­‐social	
  
support.	
  	
  
	
  
Survivors	
   either	
   report	
   violence	
   spontaneously	
   or	
   in	
   response	
   to	
   questions	
   from	
   health	
   care	
  
providers	
  prompted	
  by	
  signs	
  and	
  symptoms	
  presented	
   in	
   the	
  outpatient	
  or	
   inpatient	
  consultation.	
  
Once	
   identified,	
   the	
   survivors	
   are	
   provided	
   with	
   medical	
   treatment,	
   their	
   history	
   of	
   abuse	
   is	
  
documented,	
   evidence	
   is	
   collected	
   in	
   case	
   of	
   sexual	
   violence	
   if	
   appropriate,	
   medicolegal	
   support	
  
offered	
   and	
   patients	
   are	
   given	
   	
   information	
   	
   about	
   the	
   Dilaasa	
   crisis	
   intervention	
   centre.1,2	
   The	
  
hospital	
   has	
   put	
   up	
   posters	
   and	
   distributed	
   cards,	
   and	
   pamphlets	
   to	
   create	
   awareness	
   about	
  
violence	
   against	
   women	
   as	
   a	
   public	
   health	
   issue.	
   Ten	
   percent	
   of	
   all	
   women	
   receiving	
   care	
   in	
   the	
  	
  
crisis	
   centre	
   have	
   come	
   after	
   reading	
   	
   these	
   materials.	
   	
   External	
   evaluation	
   highlights	
   that	
   the	
  
location	
  of	
  the	
  crisis	
  centre	
  in	
  a	
  public	
  hospital	
  enhances	
  accessibility	
  and	
  early	
  detection	
  of	
  violence	
  
amongst	
   women,	
   with	
   a	
   large	
   number	
   of	
   women	
   identified	
   within	
   two	
   years	
   of	
   abuse	
   starting.	
  	
  
Contact	
   of	
   married	
   women	
   in	
   child	
   bearing	
   age	
   group	
   with	
   health	
   services	
   makes	
   it	
   possible	
   to	
  
identify	
   violence	
   during	
   their	
   antenatal	
   care	
   visits.	
   The	
   centre	
   has	
   established	
   protocols	
   for	
  
documentation	
   of	
   the	
   abuse,	
   its	
   severity,	
   assesment	
   of	
   safety,	
   mental	
   health	
   impact	
   and	
  
development	
  of	
  a	
  safety	
  plan.3	
  	
  
	
  
With	
   regard	
   to	
   sexual	
   violence	
   protocols	
   based	
   on	
   WHO	
   guidelines	
   have	
   been	
   developed	
   that	
  
include	
  seeking	
  informed	
  consent	
  of	
  for	
  examination,	
  treatment,	
  evidence	
  collection	
  and	
  informing	
  
the	
   police;	
   use	
   of	
   gender	
   sensitive	
   proforma	
   that	
   do	
   not	
   record	
   status	
   and	
   type	
   of	
   hymen	
   or	
  
measure	
   the	
  size	
  of	
   the	
  vaginal	
  opening	
  or	
  make	
  any	
  comment	
  on	
  sexual	
  habits	
  of	
   the	
  survivor;	
  a	
  
chain	
  of	
  custody	
  for	
  management	
  of	
  evidence	
  collected;	
  and	
  immediate	
  first	
  aid	
  and	
  follow	
  up	
  care.	
  
Doctors	
   have	
   been	
   equipped	
   to	
   provide	
   reasoned	
   medical	
   opinion	
   and	
   explain	
   the	
   absence	
   of	
  
injuries	
   and/or	
   absence	
   of	
   forensic	
   evidence	
   which	
   helps	
   survivors	
   in	
   courts.1	
   Our	
   experience	
   of	
  
implementing	
   these	
   protocols	
   formed	
   the	
   basis	
   for	
   demanding	
   	
   national	
   protocols	
   and	
   guidelines	
  
that	
  are	
  victim-­‐centered	
  and	
  respect	
  the	
  right	
  to	
  health	
  care	
  for	
  survivors	
  of	
  sexual	
  violence	
  through	
  
an	
  intervention	
  in	
  court	
  as	
  well	
  as	
  policy	
  advocacy.4,5	
  Subsequently,	
  the	
  Ministry	
  of	
  Health	
  set	
  up	
  a	
  
national	
  committee	
  and	
  has	
  recently	
  disseminated	
  national	
  protocols	
  and	
  guidelines.6	
  
	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
1	
   Dilaasa,	
   is	
   a	
   joint	
   initiative	
   of	
   the	
   Public	
   Health	
   Department	
   of	
   the	
   Brihanmumbai	
   Municipal	
  
Corporation	
   (BMC)	
  and	
  the	
  Centre	
   for	
  Enquiry	
   into	
  Health	
  and	
  Allied	
  Themes	
   (CEHAT)	
   located	
   in	
  a	
  
secondary	
   level	
  Municipal	
  Hospital.	
   It	
  has	
  provided	
  evidence	
  that	
  a	
   large	
  number	
  of	
  women	
  facing	
  
gender-­‐based	
  violence	
  reach	
  a	
  hospital	
  to	
  seek	
  treatment	
  for	
  the	
  health	
  consequences	
  resulting	
  out	
  
of	
  violence.	
  	
  	
  
	
  
	
  



Dilaasa	
   provides	
   psychosocial	
   services	
   based	
   on	
   feminist	
   principles	
   of	
   counselling.	
   This	
   model	
  
questions	
   power	
   within	
   relationships	
   and	
   helps	
   women	
   locate	
   the	
   source	
   of	
   their	
   distress	
   in	
   the	
  
larger	
  social	
  context	
  of	
  power	
  and	
  control	
  and	
  enables	
  them	
  to	
  take	
  more	
  control	
  of	
  their	
  situation.	
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Lebanon	
   has	
   experienced	
   civil	
   unrest,	
   armed	
   conflict,	
   and	
   wars	
   with	
   Israel,	
   destabilising	
   its	
  
institutions	
   and	
   weakening	
   efforts	
   to	
   strengthen	
   the	
   status	
   of	
   women	
   and	
   reduce	
   gender-­‐based	
  
violence.	
   In	
   addition,	
   there	
   are	
   18	
   officially	
   recognized	
   religious	
   sects.	
   	
   The	
   introduction	
   of	
   a	
  
universal	
  civil	
  marriage	
  law	
  that	
  would	
  greatly	
  reduce	
  subordination	
  of	
  women	
  in	
  marriage	
  has	
  been	
  
strongly	
  opposed	
  by	
  many	
  sectors.	
  
	
  
Violence	
  against	
  women	
   is	
   comparable	
   to	
  other	
   eastern	
  Mediterranean	
   countries.	
   35%	
  of	
  women	
  
presenting	
   to	
   primary	
   health	
   care	
   centres	
   had	
   experienced	
   violence	
   perpetrated	
   by	
   a	
   family	
  
member,	
  most	
  commonly	
  their	
  husband.1	
  
	
  
The	
  2010	
  gender-­‐based	
  violence	
  national	
  plan	
  of	
  action	
  aims	
  to	
  enhance	
   institutional	
  systems	
  and	
  
standards	
   to	
   prevent	
   GBV,	
   protect	
   survivors,	
   and	
   respond	
   to	
   violence	
   against	
   women.2	
   Some	
  
government	
  ministries	
  have	
  developed	
  programmes.	
  For	
  example,	
  the	
  ministry	
  of	
  social	
  affairs	
  has	
  
implemented	
   several	
   national	
   programmes	
   to	
   empower	
  women,	
   increase	
   their	
   awareness	
   of	
  GBV	
  
and	
  improve	
  the	
  response	
  of	
  the	
  health	
  sector.	
  It	
  also	
  coordinates	
  the	
  work	
  of	
  the	
  national	
  technical	
  
task	
  force	
  to	
  end	
  violence	
  against	
  women	
  in	
  Lebanon,	
  involving	
  several	
  UN	
  agencies	
  and	
  NGOs.	
  This	
  
task	
  force	
  has	
  developed	
  guidelines,	
  referral	
  pathways	
  and	
  training	
  materials	
  to	
  improve	
  the	
  health	
  
care	
   response	
   to	
   GBV	
   survivors.	
   The	
   Ministry	
   of	
   Justice	
   with	
   a	
   coalition	
   of	
   several	
   organizations	
  
drafted	
  a	
   law	
  on	
   the	
  protection	
  of	
  women	
   from	
  domestic	
  violence.3	
  The	
  Parliament	
  has	
  approved	
  
the	
  law	
  but	
  deleted	
  the	
  article	
  calling	
  for	
  the	
  criminalization	
  of	
  spousal	
  rape.	
  
	
  
GBV	
  work	
   is	
  concentrated	
  within	
  civil	
  society	
  and	
  the	
  non-­‐governmental	
  sector	
  and	
   includes:	
  care,	
  
protection	
  and	
  security	
  of	
   survivors;	
   improving	
  mental,	
  physical	
  and	
  social	
  well-­‐being	
  of	
   survivors;	
  
advancing	
  human	
  rights	
  and	
  living	
  conditions	
  of	
  women;	
  raising	
  awareness	
  and	
  advocating	
  for	
  legal	
  
reforms.	
  3	
  
	
  
Given	
   social,	
   religious	
   and	
   political	
   constraints,	
   women	
   in	
   Lebanon	
   have	
   prioritised	
   engaging	
   the	
  
health	
   sector	
   in	
   responding	
   to	
   intimate	
  partner	
  violence,	
  as	
   this	
   focus	
   is	
  more	
   likely	
   to	
  be	
   socially	
  
acceptable,	
  helping	
  break	
  the	
  silence.4	
  But	
  health	
  sector	
  engagement	
  has	
  been	
  tentative	
  and	
  often	
  
inadequate.	
  Physicians	
  perceive	
  partner	
  violence	
  as	
   largely	
  a	
   social	
  problem	
  where	
   their	
   role	
   is	
   to	
  
address	
   the	
   physical	
   and	
   mental	
   health	
   consequences;	
   they	
   sometimes	
   legitimate	
   the	
   violence,	
  
mediate	
  between	
   the	
  conflicting	
  couple	
  and	
  often	
  blame	
  the	
  survivor.	
  They	
  also	
   find	
   it	
  difficult	
   to	
  
oppose	
  societal	
  norms,	
  worried	
  about	
  their	
  own	
  safety	
  (given	
  the	
  lack	
  of	
  governmental	
  support	
  and	
  
inadequate	
   legal	
  system)	
  and	
  about	
  their	
  clinic	
  revenue	
  as	
  health	
  care	
   in	
  Lebanon	
   is	
  mostly	
  out	
  of	
  
pocket.	
   They	
   also	
   recognise	
   that	
   they	
   lack	
   the	
   skills	
   needed	
   to	
   communicate	
   properly	
   with	
  
survivors.5	
   Postgraduate	
   training	
   sessions,	
   using	
   didactic	
   lectures,	
   case	
   discussions	
   and	
   role	
   play,	
  
have	
  been	
  conducted,	
  but	
  these	
  have	
  resulted	
  in	
  few	
  referrals	
  from	
  health	
  services	
  to	
  the	
  specialist	
  
organizations.	
  
	
  
The	
   training	
   programme	
   also	
   includes	
   an	
   audio-­‐visual	
   training	
   toolkit	
   in	
   which	
   actors	
   enact	
  
consultations	
  between	
  doctors	
  and	
  survivors	
  of	
  partner	
  violence.	
  The	
  scenarios	
  were	
  taken	
  from	
  real	
  
life	
  recorded	
  consultations	
  of	
  women	
  presenting	
  with	
  common	
  symptoms	
   in	
  primary	
  care.	
  Piloting	
  



of	
   this	
   toolkit	
   with	
   physicians	
   and	
   medical	
   students	
   in	
   face-­‐to-­‐face	
   training	
   found	
   that	
   it	
   helped	
  
understanding	
  of	
  their	
  role	
  in	
  identifying	
  and	
  supporting	
  survivors	
  as	
  part	
  of	
  good	
  clinical	
  practice.	
  	
  	
  
	
  
In	
   Lebanon	
   and	
   other	
   patriarchal	
   societies,	
   with	
   the	
   absence	
   of	
   gender	
   equality	
   in	
   civil	
   law	
   and	
  
where	
  gender	
  inequality	
  is	
  reinforced	
  by	
  	
  	
  religious	
  doctrine,	
  highlighting	
  the	
  impact	
  of	
  violence	
  on	
  
health	
  is	
  a	
  major	
  step	
  forward	
  in	
  addressing	
  violence	
  against	
  women.	
  	
  Training	
  health	
  care	
  providers	
  
in	
   these	
   settings	
   is	
   a	
   delicate	
   task	
   as	
   some	
   may	
   feel	
   their	
   religious	
   beliefs	
   threatened.	
   To	
   avoid	
  
getting	
   into	
  religious	
  arguments,	
  we	
  use	
  an	
  analogy	
  with	
  smoking:	
  this	
   is	
  permitted	
  by	
  society	
  and	
  
religion	
   but	
   physicians	
   should	
   advise	
   against	
   smoking	
   because	
   it	
   is	
   bad	
   for	
   health.	
   Similarly	
  
physicians	
  have	
  to	
  advocate	
  against	
  violence	
  because	
  it	
  is	
  bad	
  for	
  health,	
  family	
  and	
  society.	
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Researchers	
   and	
   activists	
   in	
   the	
   field	
   of	
   gender-­‐based	
   violence	
   have	
   collaborated	
   	
   with	
   health	
  
officials	
   	
   for	
  approximately	
  15	
  years,	
  enabled	
   	
  by	
  health	
  system	
  reforms	
   	
  after	
  the	
  first	
  democratic	
  
elections	
  in	
  South	
  Africa.1	
  The	
  Primary	
  Health	
  Package	
  in	
  1999	
  aimed	
  to	
  integrate	
  services	
  and	
  make	
  
them	
  more	
  accessible	
  to	
  the	
  whole	
  population.	
  In	
  2000,	
  the	
  South	
  African	
  Gender-­‐based	
  Violence	
  &	
  
Health	
   Initiative	
   (SAGBVHI)	
   was	
   formed	
   by	
   organisations	
   and	
   individuals	
   working	
   at	
   the	
   interface	
  
between	
   gender	
   based	
   violence	
   and	
   health	
   care	
   with	
   the	
   aim	
   of	
   supporting	
   the	
   health	
   sector’s	
  
response	
  to	
  this	
  	
  violence	
  through	
  research,	
  advocacy	
  and	
  training.	
  	
  
	
  
In	
  2001,	
  SAGBVHI	
  organized	
  a	
  workshop	
   jointly	
  with	
  the	
  Department	
  of	
  Health	
  to	
  develop	
  a	
  vision	
  
for	
   the	
   health	
   sector’s	
   response,2	
   resulting	
   in	
   	
   a	
   situation	
   analysis	
   conducted	
   by	
   SAGBVHI.	
   	
   The	
  
analysis	
  reported	
  	
  that	
  most	
  facilities	
  lacked	
  privacy	
  and	
  proper	
  equipment,	
  that	
  few	
  providers	
  were	
  
trained	
  and	
  that	
  the	
  majority	
  did	
  not	
  provide	
  the	
  correct	
  treatment	
  after	
  rape.	
  Higher	
  quality	
  of	
  care	
  
was	
   associated	
   with	
   provider	
   attitudes,	
   having	
   management	
   protocols	
   and	
   seeing	
   more	
   rape	
  
survivors.3	
   A	
   related	
   activity	
   by	
   South	
   African	
   Women	
   for	
   Women	
   involved	
   a	
   study	
   tour	
   of	
   the	
  
Toronto	
   Sexual	
   Assault	
   Services,	
   which	
   led	
   to	
   redesigning	
   the	
   service	
   model	
   for	
   post-­‐rape	
   care.	
  
Subsequent	
  research	
  on	
  women’s	
  preferences	
  for	
  services	
  showed	
  that	
  they	
  were	
  concerned	
  about	
  
HIV,	
   preferred	
   having	
   a	
   longer	
   examination,	
   wanted	
   to	
   return	
   for	
   more	
   visits	
   especially	
   for	
  
counselling,	
  and	
  that	
  the	
  attitudes	
  and	
  skills	
  of	
  providers	
  were	
  important.4	
  	
  
	
  
Based	
  on	
  this	
  knowledge,	
  new	
  policy	
  and	
  clinical	
  management	
  guidelines	
  for	
  rape	
  were	
  developed	
  .	
  
Building	
  on	
  these	
  efforts,	
  the	
  Medical	
  Research	
  Council	
  developed	
  a	
  national	
  training	
  curriculum	
  for	
  
health	
   care	
   providers	
   in	
   2009	
   which	
   was	
   shown	
   to	
   improve	
   both	
   knowledge	
   and	
   confidence	
   of	
  
providers	
  in	
  the	
  pilot	
  project.5,	
  6	
  Subsequent	
  developments	
  have	
  been	
  a	
  policy	
  and	
  guideline	
  revision,	
  
changes	
  to	
  the	
  medico-­‐legal	
  form	
  and	
  	
  publication	
  of	
  an	
  information	
  booklet	
  for	
  survivors.	
  	
  
	
  
The	
   beneficial	
   engagement	
   of	
   research	
   institutions	
   with	
   the	
   Department	
   of	
   Health	
   was	
   built	
   on	
  	
  
mutual	
  trust	
  and	
  respect,	
  openness	
  and	
  communication,	
  and	
  an	
  appreciation	
  for	
  research	
  findings.	
  	
  
The	
   work	
   provided	
   a	
   standard	
   of	
   care	
   and	
   guidance	
   to	
   managers	
   and	
   health	
   care	
   providers,	
   it	
  
focused	
   on	
   adequate	
   training	
   of	
   providers,	
   distinguished	
   between	
   medical	
   care	
   and	
   legal	
  
requirements,	
   and	
   stressed	
   the	
   need	
   for	
   intersectoral	
   collaboration.	
   It	
   was	
   evidence-­‐based,	
  
innovative,	
   and	
   included	
  wide	
   consultation	
  with	
   national	
   and	
   international	
   experts.	
  However,	
   this	
  
process	
  has	
  not	
  been	
  without	
  challenges.	
  	
  
	
  
Changes	
  in	
  the	
  Department	
  of	
  Health	
  staff	
  have	
  required	
  rebuilding	
  of	
  relationships,	
  and	
  the	
  sense	
  
of	
   urgency	
   has	
   decreased	
   resulting	
   in	
   delays	
   in	
   implementation.	
   	
   In	
   addition,	
   the	
   organisational	
  
structure	
  of	
  the	
  Department	
  required	
  	
  approval	
  for	
  changes	
  from	
  many	
  sections.	
  Nonetheless,	
  South	
  
Africa	
   has	
   developed	
   a	
   structured	
   response	
   to	
   post-­‐rape	
   care,	
   unlike	
   efforts	
   related	
   to	
   intimate	
  
partner	
   violence	
   and	
   more	
   broadly,	
   gender-­‐based	
   violence,	
   where	
   	
   the	
   focus	
   of	
   researchers	
   and	
  
advocates	
   alike	
   has	
   also	
   been	
   on	
   the	
   police,	
   justice	
   and	
   social	
   development	
   sectors	
   with	
   less	
  
attention	
  	
  to	
  the	
  health	
  sector.7	
  	
  	
  	
  
	
  



Furthermore,	
  although	
  there	
  has	
  been	
  a	
  ripple	
  effect	
   from	
  the	
  activities	
  related	
  to	
  post-­‐rape	
  care,	
  
these	
  are	
  not	
  guided	
  by	
  a	
  policy	
  or	
  framework,	
  and	
  are	
  thus	
  unstable.	
  	
  	
  It	
  is	
  unclear	
  if	
  this	
  difference	
  	
  
is	
   related	
   to	
   the	
   level	
   of	
   attention	
   drawn	
   to	
   rape	
   versus	
   intimate	
   partner	
   violence	
   or	
   because	
   in	
  
some	
  ways,	
  rape	
  is	
  easier	
  to	
  manage	
  with	
  clearer	
  clinical	
  and	
  legal	
  expectations.	
  Ultimately	
  there	
  is	
  a	
  
definite	
   gap	
   in	
   the	
   area	
   of	
   intimate	
   partner	
   violence	
   in	
   the	
   country,	
   which	
   still	
   needs	
   to	
   be	
  
addressed.	
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Country	
  Context	
  
The	
   healthcare	
   system’s	
   commitment	
   to	
   address	
   violence	
   against	
   women	
   has	
   been	
   a	
   central	
  
element	
   in	
   Spain’s	
   multisectoral	
   response	
   to	
   sexual	
   and	
   domestic	
   violence.	
   A	
   strong	
   legal	
   and	
  
normative	
   framework	
   are	
   provided	
  by	
   The	
  Bill	
   of	
   Comprehensive	
  Measures	
   against	
  Gender-­‐based	
  
Violence	
  (LO	
  1/2004)1	
  that	
  was	
  passed	
  unanimously	
  by	
  the	
  Spanish	
  Parliament;	
  the	
  creation	
  of	
  the	
  
State	
   Observatory	
   for	
   Violence	
   against	
   Women	
   to	
   monitor	
   the	
   magnitude	
   of	
   the	
   problem	
   and	
  
progress;	
   and	
   the	
   establishment	
   of	
   a	
   National	
   Gender-­‐based	
   Violence	
   Awareness	
   and	
   Prevention	
  
Plan	
   (2006)2.	
   It	
   was	
   developed	
   by	
   a	
   multisectoral	
   group	
   involving	
   government,	
   civil	
   society	
  
organizations	
   and	
   other	
   experts.	
   The	
   Plan	
   covers	
   primary,	
   secondary	
   and	
   tertiary	
   prevention	
   and	
  
includes	
   objectives	
   for	
   the	
   judicial	
   system,	
   security	
   forces,	
   health	
   services,	
   social	
   services,	
  
information	
  systems,	
  education	
  system	
  and	
  the	
  media.	
  Cross-­‐cutting	
  areas	
  include	
  research,	
  training	
  
and	
   funding	
  measures,	
  mobilization	
   of	
   actors,	
   coordination,	
   follow	
   up	
   and	
   evaluation.	
   By	
   law,	
   all	
  
regional	
  governments	
  must	
  include	
  service	
  provision	
  for	
  GBV	
  in	
  the	
  Regional	
  Health	
  Service.3	
  
	
  
Health	
  System	
  Context	
  
Spain	
  has	
  taken	
  a	
  systematic	
  and	
  standardized	
  approach	
  to	
  implementing	
  a	
  health	
  system	
  response	
  
to	
  gender-­‐based	
  violence.	
  The	
  incorporation	
  of	
  care	
  for	
  gender-­‐based	
  violence	
  in	
  the	
  2006	
  National	
  
Health	
   System	
   portfolio	
   (2006)	
   was	
   a	
   key	
   driver.	
   Ministry	
   and	
   National	
   Health	
   System	
   leaders	
  
created	
   a	
   Commission	
   Against	
   Gender-­‐Based	
   Violence	
   to	
   provide	
   technical	
   support,	
   coordinate	
  
actions	
   and	
   evaluate	
   healthcare	
   performance	
   across	
   the	
   National	
   Health	
   System	
   regions	
  
(autonomous	
  communities).	
  This	
  Commission	
  operates	
  through	
  the	
  Observatory	
  on	
  Women’s	
  Health	
  
and	
  includes	
  several	
  working	
  groups:	
  
• Epidemiologic	
  Surveillance	
  Group	
  –	
   to	
   reach	
  consensus	
  on	
   indicators	
  and	
  standardized	
   records	
  

design	
  
• Healthcare	
  Aid	
  Protocols	
  Group	
  -­‐	
  to	
  develop	
  a	
  common	
  protocol	
  	
  
• Ethical	
  and	
  Legal	
  Aspects	
  Group	
  	
  –	
  to	
  address	
  confidentiality	
  and	
  safety	
  
• Healthcare	
   Professionals’	
   Training	
   Group-­‐	
   	
   to	
   develop	
   educational	
   objectives,	
   and	
   training	
  

content,	
  materials	
  and	
  quality	
  criteria	
  	
  
• Performance	
  Evaluation	
  Group	
  –	
  to	
  develop	
  information	
  systems,	
  implementation	
  of	
  protocols,	
  

processes,	
   training,	
   coordination	
   and	
   continuity	
   of	
   care	
   as	
   well	
   as	
   accreditation	
   and	
  
dissemination	
  of	
  good	
  practices.	
  

	
  
Progress	
  
Healthcare	
   Protocols.	
   A	
   Common	
   Protocol	
   for	
   the	
   Healthcare	
   Response	
   to	
   Gender	
   Violence	
   was	
  
published	
  in	
  20074	
  establishing	
  standardized	
  performance	
  guidelines	
  for	
  the	
  National	
  Health	
  System.	
  
Each	
   region	
   adapts	
   the	
   Common	
   Protocol	
   to	
   its	
   own	
   context	
   and	
   offers	
   information	
   on	
   local	
  
resources.	
   The	
   Common	
   Protocol	
  was	
   updated	
   in	
   20125	
   to	
   include	
   recommendations	
   for	
   treating	
  
children	
   exposed	
   to	
   domestic	
   violence	
   and	
   for	
   other	
   vulnerable	
   people	
   such	
   as	
   disabled	
  women,	
  
immigrants,	
  pregnant	
  women	
  and	
  mentally	
  disabled	
  people.	
  
Health	
   Professional	
   Training.	
   A	
   training	
   of	
   trainers	
   (TOT)	
   strategy	
   has	
   been	
   implemented	
   with	
  
resource	
   materials	
   and	
   quality	
   control	
   criteria.6,7	
   The	
   National	
   Healthcare	
   School	
   and	
   Women’s	
  
Institute	
   provide	
   support	
   for	
   the	
   TOT,	
   including	
   core	
   and	
   advanced	
   training.	
   A	
   large	
   number	
   of	
  



healthcare	
  professionals	
  have	
  undergone	
  training,	
  with	
  priority	
  given	
  to	
  primary	
  care	
  providers,	
  but	
  
also	
   hospital	
   professionals,	
   emergency	
   care	
   service	
   providers,	
   midwives,	
   and	
   mental	
   health	
  
professionals.	
   The	
   training	
   duration	
   and	
   content	
   differ	
   according	
   to	
   their	
   roles.	
   Regions	
   have	
  
developed	
   their	
   own	
   training	
   plans,	
   integrated	
   in	
   programmes	
   of	
   continuous	
   education	
   and	
  
delivered	
   at	
   workplaces	
   through	
   regional	
   teams	
   of	
   trainers.	
   Funding	
   is	
   provided	
   by	
   the	
   Regional	
  
Health	
  Services	
  and	
  Ministry	
  of	
  Health.	
  
Knowledge	
   Sharing.	
   Good	
   practices	
   are	
   identified,	
   collected	
   and	
   disseminated	
   for	
   sharing	
   across	
  
regions.	
  	
  
	
  
Challenges	
  
• There	
   is	
  a	
  need	
  to	
  sustain	
  and	
  reinforce	
  basic	
   training,	
  awareness	
  and	
  competence	
  to	
  manage	
  

victims,	
   and	
   to	
   extend	
   training	
   to	
  hospital	
   professionals.	
   There	
   is	
   also	
   a	
   need	
   for	
   support	
   and	
  
supervision	
  by	
  experts	
  following	
  the	
  training.	
  

• There	
  is	
  a	
  need	
  to	
  further	
  improve	
  intersectoral	
  coordination	
  to	
  establish	
  clear	
  referral	
  pathways	
  
to	
  relevant	
  services,	
  particularly	
  for	
  women	
  who	
  have	
  been	
  sexually	
  assaulted.	
  	
  

• We	
  continue	
  to	
  work	
  towards	
  improving	
  information	
  systems	
  and	
  data	
  management,	
   including	
  
incorporation	
   of	
   gender-­‐based	
   violence	
   in	
   Electronic	
   Clinical	
   Reporting	
   and	
   protecting	
  
confidentiality.	
  	
  

• Research	
   and	
   evaluation	
   are	
   needed	
   to	
   demonstrate	
   the	
   outcomes	
   of	
   our	
   interventions	
   for	
  
women	
  and	
  their	
  children,	
  including	
  changes	
  in	
  women’s	
  status,	
  their	
  health	
  and	
  wellbeing,	
  and	
  
use	
  of	
  resources.	
  	
  	
  
	
  

Lessons	
  learned	
  
• Brief	
  workshops	
  and	
  clinical	
  case	
  sessions	
  are	
  highly	
  valued.	
  
• Raising	
  awareness	
  and	
  training	
  of	
  professionals	
  increases	
  detection	
  and	
  improves	
  the	
  healthcare	
  

response.	
  	
  
• Inter-­‐institutional	
  and	
  intersectoral	
  coordination	
  improves	
  case	
  management.	
  
• It	
  is	
  important	
  to	
  take	
  into	
  account	
  women	
  and	
  victims’	
  associations	
  when	
  developing	
  processes	
  

of	
  assistance	
  to	
  victims.	
  
• Institutional	
  leadership	
  facilitates	
  the	
  implementation	
  of	
  measures.	
  
• It	
   is	
   necessary	
   to	
   improve	
   structural	
   conditions,	
   as	
   excessive	
   caseloads	
   and	
   too	
   little	
   time	
   are	
  

obstacles	
   for	
  detection	
  and	
  management	
   in	
   some	
   settings,	
   as	
  well	
   as	
   the	
   financing	
  of	
   training	
  
and	
  support	
  resources.	
  	
  

• Interventions	
   should	
   include	
  mechanisms	
   for	
   communicating	
   the	
   evidence	
   generated	
   and	
   the	
  
best	
  practices	
  to	
  healthcare	
  professionals.	
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Health	
  infrastructure:	
  
	
  
A	
  health	
  systems	
  response	
  to	
  GBV	
  has	
  several	
  implications	
  on	
  the	
  way	
  facilities	
  operates	
  and	
  are	
  
structured.	
  	
  In	
  particular,	
  privacy	
  and	
  confidentiality	
  should	
  be	
  protected	
  by	
  health	
  pogrammes.	
  
Adequate	
  infrastructure	
  ensuring	
  good	
  quality	
  care	
  for	
  women	
  who	
  experience	
  violence	
  and	
  
ensuring	
  disclosure	
  of	
  such	
  experiences	
  in	
  a	
  safe	
  environment	
  are	
  crucial.	
  This	
  may	
  require	
  private	
  
consultation	
  spaces,	
  written	
  policies	
  and	
  protocols	
  for	
  handling	
  cases	
  of	
  violence,	
  access	
  to	
  
emergency	
  contraception,	
  and	
  a	
  directory	
  of	
  resources	
  and	
  referral	
  services	
  in	
  the	
  community.	
  
	
  
Poor	
  infrastructure,	
  non-­‐existent	
  or	
  poor	
  documentation	
  system,	
  lack	
  of	
  private	
  
examination	
  and	
  counselling	
  rooms	
  are	
  some	
  of	
  the	
  documented	
  challenges	
  health	
  
services	
  typically	
  face	
  when	
  addressing	
  GBV.	
  Moreover,	
  busy	
  clinical	
  environments	
  
such	
  as	
  emergency	
  departments	
  present	
  many	
  obstacles	
  to	
  confidential	
  discussions	
  
about	
  domestic	
  and/or	
  sexual	
  abuse	
  1.	
  	
  
	
  
Some	
  programmatic	
  good	
  practices	
  in	
  these	
  regards,	
  especially	
  around	
  confidentiality	
  and	
  privacy,	
  
exist	
  where	
  private	
  spaces	
  were	
  created	
  for	
  screening	
  and	
  treating	
  abused	
  women,	
  and	
  policies	
  
safeguarding	
  confidentiality	
  of	
  medical	
  records	
  were	
  reinforced2-­‐4.	
  In	
  Malaysia,	
  colour	
  coding	
  or	
  
stamping	
  on	
  registration	
  files	
  were	
  systems	
  developed	
  to	
  protect	
  clients’	
  confidentiality	
  5.	
  In	
  
Dominican	
  Republic,	
  soundproof	
  clinic	
  rooms	
  were	
  created,	
  though	
  the	
  final	
  evaluation	
  showed	
  that	
  
staff	
  still	
  entered	
  consultation	
  rooms	
  while	
  providers	
  were	
  with	
  abused	
  women	
  2.	
  
	
  
Health	
  infrastructure	
  issues	
  to	
  be	
  considered	
  when	
  integrating	
  GBV	
  services	
  into	
  existing	
  facilities	
  
are:	
  

- Have private spaces or rooms, separated with walls rather than curtains 
- Have consultation rooms where conversations cannot be overheard from outside 
- When space is limited, health managers should use the private space available more 

efficiently (e.g. cleaning out a back room), dividing rooms in two 
- Clinical records should be kept in a secure place 
- Waiting rooms should not be used for GBV screening 
- Policies and guidelines should include protection of privacy and confidentiality of 

abused women 
- All staff (including receptionists) should be trained to ensure privacy and 

confidentiality of information disclosed by abused women 
 

Health	
  financing	
  
Financing	
  for	
  health	
  systems	
  interventions	
  to	
  address	
  violence	
  against	
  women	
  should	
  
be	
  planned	
  prior	
  the	
  beginning	
  of	
  any	
  intervention.	
  Having	
  an	
  explicit	
  health	
  budget	
  line	
  for	
  the	
  
response	
  to	
  violence	
  against	
  women	
  makes	
  the	
  service	
  visible	
  and	
  provides	
  a	
  mechanism	
  to	
  monitor	
  
costs	
  over	
  time.	
  	
  Budgeting	
  for	
  system	
  development	
  and	
  service	
  delivery	
  signals	
  that	
  violence	
  
against	
  women	
  services	
  are	
  a	
  “normal’	
  part	
  of	
  health	
  service	
  delivery	
  and	
  promotes	
  a	
  sustainable	
  
funding	
  stream.	
  	
  
Health-­‐care	
  costs	
  to	
  support	
  a	
  response	
  to	
  violence	
  against	
  women	
  include	
  having	
  appropriate	
  
commodities	
  and	
  infrastructure,	
  training	
  health	
  workers,	
  and	
  provision	
  of	
  care,	
  including	
  specilialist	
  
care.	
  	
  Having	
  dedicated	
  staff	
  (including	
  nurses	
  and	
  counselors)	
  paid	
  by	
  the	
  health	
  facilities	
  in	
  
which	
  the	
  violence	
  against	
  women	
  	
  services	
  are	
  integrated	
  is	
  a	
  crucial	
  step	
  for	
  the	
  long-­‐term	
  
sustainability	
  of	
  any	
  interventions,	
  and	
  to	
  increase	
  staff	
  motivation.	
  	
  In	
  many	
  cases,	
  existing	
  
resources	
  and	
  services	
  may	
  be	
  available,	
  but	
  may	
  need	
  to	
  be	
  supplemented.	
  For	
  example,	
  on-­‐call	
  
costs	
  may	
  be	
  necessary	
  to	
  provide	
  timely	
  care	
  to	
  women	
  who	
  seek	
  health	
  care	
  following	
  a	
  sexual	
  
assualt	
  after	
  hours.	
  	
  Prior	
  to	
  costing,	
  it	
  may	
  be	
  useful	
  to	
  map	
  current	
  services	
  and	
  identify	
  gaps.	
  
Some	
  costs	
  will	
  be	
  ‘set	
  up’	
  costs	
  and	
  others	
  will	
  be	
  ongoing.	
  	
  	
  



	
  
Cost	
  elements	
  to	
  consider	
  are	
  itemized	
  below.	
  6 

Health	
  system	
  costing	
  elements	
  
•        Administration	
  costs	
  

•        Policy,	
  procedure	
  and	
  documentation	
  development	
  and	
  printing	
  

•        Technical	
  support/consultation	
  

•        Multi-­‐agency	
  networking	
  and	
  coordination	
  

•        Human	
  resource	
  	
  

•        Health	
  coordination	
  

•        On	
  call	
  clinicians	
  for	
  sexual	
  assault	
  examinations	
  and	
  counselling	
  

•        Trained	
  health	
  workers	
  available	
  across	
  locations	
  and	
  at	
  all	
  times	
  

•        Health	
  provider	
  training	
  (taking	
  into	
  account	
  personnel	
  turnover,	
  pre-­‐	
  and	
  post-­‐
training	
  support)	
  

•        Supervision	
  for	
  health	
  providers	
  (particularly	
  when	
  testing	
  programme	
  
implementation	
  and	
  spreading	
  implementation)	
  	
  

• Ongoing	
  support	
  for	
  staff	
  who	
  deal	
  with	
  violence	
  against	
  women,	
  including	
  
psychological	
  support	
  

•        Monitoring	
  and	
  Evaluation	
  (including	
  standardized	
  record	
  keeping)	
  
	
  	
  	
  	
  	
  	
  	
  Coordination	
  (e.g.	
  monthly	
  case	
  review	
  meetings,	
  other)	
  

•        Commodities	
  

•        For	
  medical	
  management	
  of	
  sexual	
  assault:	
  
Post-­‐Exposure	
  Prophylaxis,	
  emergency	
  contraception,	
  sexually	
  transmitted	
  
infection	
  treatments,	
  Pregnancy	
  Tests,	
  Hepatitis	
  B	
  vaccine,	
  forensic	
  examination	
  
equipment	
  

•        Improvement	
  in	
  availability	
  of	
  private	
  locations	
  

•        Safe	
  document	
  storage	
  (e.g.	
  locked	
  cabinet)	
  

•        Information,	
  Education	
  and	
  Communication	
  materials	
  and	
  community	
  outreach	
  

•        Potential	
  increase	
  in	
  medical	
  costs	
  in	
  the	
  short	
  term	
  (due	
  to	
  increased	
  use	
  of	
  service	
  
and	
  specialist	
  services)	
  

•        Increasing	
  access	
  and	
  appropriateness	
  for	
  vulnerable	
  women	
  (e.g.,	
  women	
  with	
  
disabilities)	
  

•        Transport	
  (and	
  other	
  costs	
  to	
  remove	
  barriers	
  to	
  care)	
  

•        Interpreters	
  

•        Immediate	
  instrumental	
  needs	
  of	
  women	
  and	
  children	
  to	
  access	
  services	
  and	
  safety	
  
(e.g.,	
  transport,	
  clothing,	
  housing)	
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