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INTRODUCTION AND KEY CONCEPTS 

¶ Why is the Health Sector Critical in Addressing Violence against 
Women and Girls? 

o The health sector is a key entry point for survivors. 
o The health sector has a responsibility to quality of care. 
o The health sector has a critical role in preventing violence. 
o Health sector prevention and response programming can 

reduce the economic and development costs to societies of 
violence against women. 

o  Health services for survivors are a basic human right. 
 

¶ What are Key Elements of a Comprehensive Health Sector Approach 
to Violence against Women and Girls? 

o An evidence-base of good practices in health sector 
approaches to violence against women. 

o Key theoretical models for building a comprehensive 
approach. 

o The ñsystemsò approach to health service delivery. 
o The ñintegratedò approach to health service delivery. 
o Adapting health sector approaches to different contexts and 

resource levels:  from core services to comprehensive care. 
 

GUIDING PRINCIPLES  

¶ Overview of basic principles 
o Human rights-based approach 
o Survivor-centred approach 
o Quality of care approach 
o Medical ethics of care approach   

¶ Standards for health service delivery 
 

INITIATING OR IMPROVING A NATIONAL HEALTH SECTOR STRATEGY  

¶ Conduct a situational analysis of the health sector. 

¶ Create a multisectoral committee of stakeholders for coordinated 
action at the national and local levels. 

¶ Ensure relevant laws are in place. 

¶ Develop national and sub-national policies or action plans on a 
comprehensive health sector approach. 

¶ Ensure protocols/guidelines are in place to support standardized 
implementation of national and sub-national policies. 

¶ Create a national public health surveillance system. 

¶ Ensure adequate funding for the health sector. 
 

DEVELOPING AND IMPLEMENTING HEALTH PROGRAMMES AT THE 
FACILITY LEVEL 

¶ Build institutional capacity of health facilities. 
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o Identify the needs of the facility through an assessment. 

o Develop policies, written protocols and strategies to support 

integration of services throughout facility. 

o Conduct staff and sensitization training 

o Build facility infrastructure 

o Consider routine screening 

o Ensure emergency and non-emergency services  

Á 24-hour forensic examinations 
Á Safety assessment and planning 
Á Emotional care and support 
Á Safe abortion 

o Ensure medical records and an information system to 

document  cases 

o Establish a monitoring and evaluation framework for levels of 

service activity and quality of care 

o Develop educational and informational materials and conduct  

community outreach about availability of support services 

o Ensure coordination and referrals  

o Develop community-based prevention programming 

o Ensure funding 

¶ Integrate survivor support and assistance into reproductive health 
programmes. 

¶ Link HIV/AIDS and violence against women and girls programming. 

o Understand the linkages  

o Entry points for addressing HIV/AIDS and violence against 

women and girls  

o Conduct a situational analysis  

o Develop a framework for integrating health-related HIV/AIDS 

and violence against women and girls programming 

o Specific areas for integrated programming  

o Prevention programming targeting the dual pandemics 

¶ Develop specialized support services  
o Sexual assault nurse examiner programmes 
o Intimate Partner Violence and/or Sexual Assault Centres (also 

referred to as One-Stop Centres) 
o Rape Crisis Centres 

 
SPECIAL CONSIDERATIONS WHEN WORKING WITH SPECIFIC 
POPULATIONS 
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¶ Adolescents 

¶ Women with disabilities 

¶ Sex workers 

¶ Migrants 

¶ Trafficked women and girls 
 
MONITORING AND EVALUATION   
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INTRODUCTION AND KEY CONCEPTS 
 

1. Why is The Health Sector Critical in Addressing Violence against 

Women and Girls? 

 
A. The health sector is a key entry point for survivors. 

 

¶ The majority of women and girls who are survivors of violence may never 
report their victimization to anyone (UNIFEM, 2003a; WHO, 2009). However, 
those who experience and/or are at risk for violence are likely to seek out 
health services at some point in their lives, for routine care, sexual and 
reproductive health-related services, emergency treatment, etc.   In fact, 
women who have experienced violence may be even more likely than non-
victims to utilize medical services (Golding, 1988; Koss, Koss, & Woodruff, 
1991; Kimmerling & Calhoun, 1994, cited in Weaver & Resnick, 2000; 
Campbell, 2002). 

¶ Health care providers are therefore in a unique position to identify survivors 
and offer them appropriate treatment and referrals.   In health care settings 
where providers are well trained, caring and sensitive, most women respond 
positively to being asked about their exposure to violence (Battaglia, Finley, & 
Liebschutz, 2003; McAfee, 1995; Littleton, Berenson & Breitkopf, 2007, cited 
in Stevens, 2007).  

¶ Sexual and reproductive health services may be an especially important entry 
point for survivors of violence.  The percentage of women and girls reporting 
violence can be higher among clients using sexual and reproductive health 
services than the percentages of women and girls reporting violence in 
population-based surveys (Luciano, 2007).  The reasons for this may be 
diverse, but one common element among most sexual and reproductive 
health services ï including ante-natal services, pregnancy testing, maternal 
and child health care, family planning, STI and HIV treatmentï is that the 
women and girls who use these services have had unprotected sex.  While 
many women and girls may have willingly participated in unprotected sex, a 
notable percentage may have had unprotected sex because they were in 
violent or coercive relationships.  It may also be easier in sexual and 
reproductive health services to identify women and girls who have 
experienced abuse because service providers tend to follow clients over time. 

 
The health sector has a responsibility to implement quality health services. 
 
A.  Violence against women and girls is a major cause of morbidity and 
mortality.  
  

http://www.who.int/mediacentre/factsheets/fs239/en/index.html
http://www.endvawnow.org/en/articles/662-integrate-survivor-support-and-assistance-into-reproductive-health-programmes.html
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¶ Many women and girls do not typically seek out health care specifically 
related to their victimization, or do not acknowledge to health providers that 
they are seeking assistance because of victimization.  Nevertheless, violence 
against women and girls is linked to many serious health problems, not only 
at the time the violence occurs but throughout life.   

 

¶ Violence against women and girls is increasingly understood as a risk factor 
for a variety of diseases and conditions, and not just as a health problem in 
and of itself. Exposure to physical and sexual violence can result in a wide 
range of immediate and chronic health problems specifically related to the 
assault, and may also contribute to negative behaviours that affect long-term 
health and well being, such as smoking and alcohol and drug abuse (Brener, 
McMahon, Warren, & Douglas, 1999). 

 

EXAMPLES OF FATAL OUTCOMES RELATED TO SEXUAL VIOLENCE AND INTIMATE 
PARTNER VIOLENCE 

 ¶ Homicide 

¶ Suicide 

¶ Maternal mortality 

¶ Infant mortality 

¶ AIDS-related 

 

EXAMPLES OF NON-FATAL OUTCOMES RELATED TO SEXUAL VIOLENCE AND 
INTIMATE PARTNER VIOLENCE 

Acute 
Physical 
Health 

Chronic Physical 
Health  

Reproductive 
Health  

Mental Health Social 
Health/Well-
being 

¶ Injury 

¶ Shock 

¶ Disease  

¶ Infection 

¶ Disability 

¶ Somatic 
complaints 

¶ Chronic 
Infections 

¶ Chronic Pain 

¶ Gastrointestinal 
Complaints 

¶ Eating 
Disorders 

¶ Sleep 
Disorders 

¶ Alcohol/drug 
abuse 

¶ Headache 

¶ Fatigue 

¶ Fybromyalgia 

¶ Obesity or 
Anorexia 

¶ Miscarriage 

¶ Unwanted 
pregnancy 

¶ Unsafe 
abortion 

¶ STIs including 
HIV 

¶ Menstrual 
disorders 

¶ Pregnancy 
complications 

¶ Gynaecological 
problems (e.g. 
pelvic 
inflammatory 
disease) 

¶ Cervical 
cancer 

¶ Sexual 

¶ Post-
traumatic 
stress 

¶ Depression 

¶ Anxiety, 
fear 

¶ Anger, 
aggression 

¶ Shame, 
insecurity, 
self-hate, 
self-blame 

¶ Suicidal 
thoughts 

¶ Low self-
esteem 

¶ Isolation 

¶ Stigma 

¶ Loss of role 
functions in 
society (e.g. 
caring for 
children, 
earning an 
income) 

¶ Sexual risk-
taking 
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disorders 
Sources: For health consequences of sexual violence and intimate partner violence identified 
above, see Campbell, 2002; Heise and Garcia-Moreno, 2002; Ellsberg, 2006; Garcia-Moreno and 
Stöckl, 2009; World Bank Gender-Based Violence, Health and the Role of the Health Sector 
website page.  

 
 

¶ Violence against women and girls can also have an impact on maternal 
health and infant and child morbidity and mortality.  Although violence is often 
not a part of health screening, when it has been included as a part of 
antenatal care, intimate partner violence during pregnancy is among the 
common conditions identified (Ellsberg, 2006).  Violence  and has been 
associated with adverse pregnancy outcomes, such as low birth weight, 
premature labour, pre-term delivery, miscarriage, and foetal loss (Campbell, 
Garcia-Moreno, and Sharps, 2004; Ellsberg et al., 2008; Garcia-Moreno, 
2009).   

 

¶ Girls who experience sexual abuse in childhood may be more likely to engage 
in sexual risk-taking later in life, compounding their long-term risk of sexually 
transmitted diseases and early pregnancy (WHO, 1997, cited in Ward et al., 
2005).   

 

¶ Girls who are forced or coerced into child marriage (before the age of 18) are 
at risk for a variety of negative health outcomes.  Complications from 
pregnancy and childbearing the leading cause of death for 15-19 year-old 
girls worldwide (Black, 2001, cited in Ward et al., 2005).  Girls who marry 
early may also be at greater risk of intimate partner violence, especially in 
relationships where their husband is significantly older (Ward et al., 2005). 

  

¶ Female genital mutilation/cutting (FGM/C), considered to be a form of 
violence against women and girls, also has a wide range of maternal and 
child health consequences.   

 
 

Obstetric Sequelae of FGC/M in 
Earlier Life  
 

Childbirth Sequelae of FGC/M in 
Pregnancy 

Antenatal Effects: 
 

¶ Pregnancy in presence of pinhole 
introitus (small opening in the 
vagina that remains after 
infibulation) 

¶ Fear of labour and delivery due to 
small size of introitus 

¶ Difficulty in performing antenatal 
vaginal examination 

Antenatal Effects: 
 

¶ Haemorrhaging 

¶ Infection 

¶ Foetal injury 

http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIONANDPOPULATION/EXTPHAAG/0,,contentMDK:22421973~pagePK:64229817~piPK:64229743~theSitePK:672263,00.html
http://www.endvawnow.org/en/articles/685-adolescents.html
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¶ Painful scar  

Effects During Labour and Delivery: 
 

¶ Urine retention during labour 

¶ Difficulty assessing progress of 
labour 

¶ Prolonged labour and/or obstruction 

¶ Foetal distress 

¶ Episiotomies and perineal tears 

¶ Postpartum haemorrhaging 

¶ Maternal death 

¶ Foetal death 

¶ Post-partum genital wound infection  

Effects During Labour and Delivery: 
 

¶ Pre-term labour 

¶ Obstruction requiring caesarean 
section 

¶ Difficult labour 

¶ Maternal death 

¶ Foetal death 

Source: World Health Organization. 2000. A Systematic Review of the Health Complications of 
Female Genital Mutilation Including Sequelae in Childbirth. Geneva: WHO.  See also the World 
Health Organization Female Genital Mutilation website page. 

 

¶ Violence against women and girls also has a social health dimension:  it 
can contribute to diminished functioning in relationships, families and the 
workplace, impacting overall capacity of survivors to fulfill their potential and 
engage with and contribute to society (Golding, 1996). 

Additional Resource:  
 
ü See an overview by the World Health Organization of the health effects of 

various types of violence against women.  

 
B.  Survivors who visit health clinics where providers are not trained to 
recognize and address violence against women and girls may be 
misdiagnosed or otherwise receive inappropriate care. 

 

¶ If health care providers are not well-trained in the consequences of violence 
against women and girls, they may not be able to detect the indicators of 
abuse, preventing them from effectively treating the survivor and/or providing 
appropriate referrals for emotional, legal, housing and other services that can 
support survivors and end the abuse. 

 

http://www.who.int/mediacentre/factsheets/fs241/en/
http://www.who.int/gender/violence/v8.pdf
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¶ Health care providers who themselves have experienced abuse and do not 
have sufficient professional training and support may avoid addressing the 
issue with survivors who present for assistance. 

 

¶ Overlooking the health implications of violence is not just a missed 
opportunity. It is a violation of medical ethics. Providers may fail to provide 
holistic care, to recognize women in danger, or to provide necessary, even 
life-saving care, such as STI treatment and/or post-exposure prophylaxis for 
HIV. 

 

¶ In addition, providers who are not trained in addressing violence against 
women and girls may respond to clients who report violence with victim-
blaming attitudes that may inflict further emotional harm (Kim and Motsei, 
2002) and discourage women from seeking treatment. At the very minimum, 
health care providers should seek to ódo no harmô when engaging with 
survivors so as not to revictimize those who have experienced violence. 

 

¶ When health care providers are not trained in the guiding principles of 
working with survivors, such as when providers do not protect patient 
confidentiality, women and girls may be at risk of additional violence from 
partners and/or family members (World Bank, 2002).  

 
C.  The health sector has a critical role in preventing violence. 
 

¶ The health sector can play a critical role in preventing violence by changing 
attitudes and behaviours that contribute to violence against women and girls, 
not among health care providers and other health staff, but also in the wider 
community.   

 

¶ On a national level, the health sector can develop national laws and policies, 
ensure funding, and conduct public health campaigns to raise awareness that 
violence against women is unacceptable.  

  

¶ At the institutional level, health providers can develop prevention 
programming targeting local communities.  

 

¶ Within health institutions, providers and other health staff can participate in 
training to challenge harmful attitudes of health workers and ensure that staff 
interactions with survivors are supportive, non-blaming, and grounded in 
human rights-based and survivor-centred approaches.  Health institutions can 
also reflect the unacceptability of violence against women and girls by 
providing informational media, such as pamphlets and posters, in hospital and 
clinic waiting areas. 

 

¶ As extension and mobile workers, health providers can participate in radio 
programmes and community fora (e.g. special events, visiting schools and 

http://www.wma.net/en/10home/index.html
http://www.endvawnow.org/en/modules/view/6-health.html#113
http://www.endvawnow.org/en/articles/652-survivor-centred-approach.html
http://www.endvawnow.org/en/articles/657-ensure-relevant-laws-are-in-place.html
http://www.endvawnow.org/en/articles/661-ensure-adequate-funding-for-the-health-sector-.html
http://www.endvawnow.org/en/articles/675-develop-community-based-prevention-programming.html
http://www.endvawnow.org/en/articles/675-develop-community-based-prevention-programming.html
http://www.endvawnow.org/en/articles/665-conduct-staff-and-sensitization-training.html
http://www.endvawnow.org/en/articles/651-human-rights-based-approach.html
http://www.endvawnow.org/en/articles/652-survivor-centred-approach.html
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workplaces).  This can also build confidence in the health sectorôs response 
and encourage survivors to come forward, disclose the abuse they have 
experienced and receive care and referrals. 
 

¶ Many other responsibilities of the health sector that may not be directly 
understood as violence prevention work can nevertheless contribute to overall 
efforts to address violence against women, some of which are highlighted 
below: 

 
   Excerpted from: World Health Organization, 2005a. ñDeveloping National Policies to   

Prevent Violence and Injuries: a Guideline for Policy-Makers and Planners,ò p.11.  

 
 
Additional Resources:  
 
ü For more information on prevention, see the general overview on primary 

prevention and dedicated module on primary prevention. 

ü Preventing intimate partner and sexual violence against women: 

taking action and generating evidence (World Health 

Organization/London School of Hygiene and Tropical Medicine, 2010). 

ü Violence Prevention Website. Available in English. 

http://www.who.int/violence_injury_prevention/publications/39919_oms_br_2.pdf
http://www.who.int/violence_injury_prevention/publications/39919_oms_br_2.pdf
http://www.endvawnow.org/new/en/articles/318-promoting-primary-prevention.html
http://www.endvawnow.org/new/en/articles/318-promoting-primary-prevention.html
http://whqlibdoc.who.int/publications/2010/9789241564007_eng.pdf
http://whqlibdoc.who.int/publications/2010/9789241564007_eng.pdf
http://www.preventviolence.info/
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ü Prevention Connection Website. Available in English. 

ü Prevention Institute Website. Available in English. 

D.  Health sector prevention and response programming can reduce the 
economic and development costs of violence against women to societies. 
 
1.  Violence against women and girls is costly to societies.   
 

¶ Improving efforts to address violence against women and girls is critical not 
only because women and girls have a right to live free from violence, but also 
because violence incurs considerable social and economic costs.  It not only 
impoverishes individuals, it contributes to the impoverishment of communities 
and nations through:   

o Lost workdays, lower productivity and lower income; 

o Overall reduced or lost educational, employment, social or political 
participation and opportunities; 

o Expenditures (at the level of individual, family and public sector 
budgets) on medical, protection, judicial and social services. 

¶ Violence against women and girls drains a countryôs existing resources and 
handicaps womenôs ability to contribute to social and economic progress.  In 
some industrialized settings, the annual costs of intimate partner violence 
have been estimated in the billions of dollars.  State expenses for one act of 
rape in the United States, when accounting for both tangible and intangible 
costs, may amount to US $100,000 (Post et al., 2002, cited in Ward et al., 
2005).   

¶ The health sector is directly affected by these costs, especially when taking 
into account the extra burden that caring for survivors of violence places on it.   

o In Uganda, the annual cost for hospital staff treating women for 
intimate partner violence-related injuries is US $1.2 million (ICRW, 
2009).  

o In just one hospital in Kingston, Jamaica, it was estimated that treating 
victims of intimate partner violence cost almost half a million dollars as 
far back as 1991 (World Bank Gender-Based Violence, Health and the 
Role of the Health Sector website page).   

o In a first-ever study (2002) to estimate the disease burden of intimate 
partner violence, Australia found that for women under the age of 45, 
IPV was responsible for more preventable ill-health and premature 
death than high blood pressure, obesity or smoking (State Government 
of Victoria, Australia Victorian Health Promotion Foundation, 2004). 

o The costs of intimate partner violence in the United States were over 

$5.8 billion each year, $4.1 billion of which is for direct medical and 

mental health care services (CDC, 2003). 

http://www.preventconnect.org/display/displayHome.cfm
http://www.preventioninstitute.org/
http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIONANDPOPULATION/EXTPHAAG/0,,contentMDK:22421973~pagePK:64229817~piPK:64229743~theSitePK:672263,00.html


 

 

Health Module  February 2011 

 
Additional Resources:   
 

ü Costs of Sexual Violence Worksheet (Minnesota Department of Health). 

This worksheet, can be used by programme implementers and advocates 

to raise awareness about the costs of violence against women in the 

cities. This information can be used to demonstrate that preventing 

gender-based violence is much more cost-effective than allowing it 

continue. Available in English.    

 
ü See Consequences and Costs in the Programming Essentials Module for 

additional statistics and for illustrative costing reports and tools. 

 

2.  Responding to and preventing violence against women and girls is a key 
strategy to help to achieve the health-related Millennium Development 
Goals.  

¶ The Millennium Declaration (2000) adopted by 189 nations acknowledges 
that in order to achieve the Millennium Development Goals (MDGs), it is 
necessary to ñcombat all forms of violence against women and to implement 
the Convention on the Elimination of All Forms of Discrimination against 
Womenò (United Nations General Assembly. United Nations Millennium 
Declaration. Resolution A/55/L.2). The Secretary-General of the United 
Nations also launched an unprecedented campaign, UNiTE to End Violence 
against Women in 2008 running to 2015 in alignment with the deadline of the 
Millennium Development goals. Violence against women and girls negatively 
impacts the achievement of all of the MDGs, not only to the extent that 
gender equality is cross-cutting priority in each of the MDGs, but also in terms 
of the direct impact that violence against women and girls has in realising six 
of those goals. (See also the Violence against Women and the Millennium 
Development Goals in the Programming Essentials module.) 

¶ The MDGs specifically target health issues such as reducing child mortality, 
improving maternal health, and combating HIV/AIDS, all of which cannot be 
accomplished without addressing the problem of violence against women and 
girls.     

¶ In order to support the realization of the MDGs, the health sector must 
understand the links between achieving the MDGs and addressing violence 
against women.  

 

http://www.health.state.mn.us/injury/pub/kit/gp26.pdf
http://www.endvawnow.org/new/en/articles/301-consequences-and-costs.html
http://www.endvawnow.org/new/en/modules/view/14-programming-essentials-monitoring-evaluation.html
http://www.un.org/millennium/declaration/ares552e.htm
http://www.un.org/en/women/endviolence/
http://www.un.org/en/women/endviolence/
http://www.endvawnow.org/new/uploads/browser/files/EVAW_FactSheet_KM_2010EN.pdf
http://www.endvawnow.org/new/uploads/browser/files/EVAW_FactSheet_KM_2010EN.pdf
http://www.endvawnow.org/new/en/modules/view/14-programming-essentials-monitoring-evaluation.html
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Violence Against Women and Girls and the Health-related Millennium Development Goals 
 
 
Goal 4:  Reduce child mortality. 
Violence against women and girls has direct links to child mortality.  In addition to the estimated 
millions of girls who are ómissingô due directly to gender-discriminatory practices such as sex-
selective abortion, female infanticide and differential feeding, evidence has indicated that children 
of women who suffer violence in intimate relationships are significantly more likely to die before 
the age of five.  The practice of early marriage increases the risk of child mortality: If a girl is 
under the age of 18 when she gives birth, her babyôs chance of dying in his/her first year of life is 
60 percent higher than that of a baby born to a mother over the age of 18 (Black, 2001, cited in 
Ward et al., 2005). 
 
Goal 5:  Improve maternal health. 
Intimate partner violence during pregnancy is among the common conditions identified in 
antenatal screening (Ellsberg, 2006),  and has been associated with adverse pregnancy 
outcomes, such as low birth weight, premature labour, pre-term delivery, miscarriage, and foetal 
loss (Campbell, Garcia-Moreno, and Sharps 2004; Ellsberg et al., 2008; Garcia-Moreno, 2009).  
Early marriage and early childbearing also pose direct risks to maternal health: A leading cause 
of death for 15- to 19-year-old girls worldwide is complications from pregnancy and childbearing.  
Data indicates that for every girl who dies during pregnancy or childbirth, 30 more will suffer 
injuries, infections and disabilities (Black, 2001). 
 
Goal 6:  Combat HIV/AIDS, malaria and other diseases. 
The ófeminisationô of HIV/AIDS, particularly in sub-Saharan Africa and particularly among 
adolescent girls and young adult women, may be directly linked to multiple forms of violence 
against women, ranging from sexual assault and exploitation to intimate-partner violence.  Girls 
in abusive relationships, for example, are less likely to be able to negotiate condom use and are 
also less likely to access treatment for sexually transmitted diseases, including HIV.   
 
Research conducted across Africa and India has found that women who have experienced 
abuse by their partner are more likely to be infected with HIV (Van der Straten A et al. 1995 and 
1998; Maman S et al., 2002; Dunkle KL et al., 2004; Jewkes R et al., 2010). For girls who marry 
young, the risk is even greater: studies indicate that HIV rates are higher among married young 
women than among their unmarried female counterparts (Black, 2001; Otoo-Oyortey and Pobi, 
2003).  
 
 

See also The Facts: Ending Violence Against Women and Millennium Development 
Goal s (compiled by UNIFEM, 2010). Available in English, French, and Spanish. 
 

Excerpted from: Ward, 2007 and adapted from ñStrengthening Womenôs Rights: Ending Violence against Women 

and Girls ïProtecting Human Rightsò, Deutsche Gesellshaft fur Technische Zusammenarbeit (GTZ), (Eschborn, 

2006), pp. 26-31.  

 

 
 
 

http://www.endvawnow.org/pampa/v0.1/library/filemanager/v1/files/EVAW_FactSheet_KM_2010EN.pdf
http://www.endvawnow.org/pampa/v0.1/library/filemanager/v1/files/EVAW%20Fact%20Sheet%20for%20KM_SP.pdf
http://www.endvawnow.org/pampa/v0.1/library/filemanager/v1/files/EVAW%20Fact%20Sheet%20for%20KM_SP.pdf
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E.  Health services for survivors are a basic human right. 
 

¶ A growing body of policy commitments and international and regional 
agreements hold governments accountable for addressing violence against 
women as a human right. It is critical that health care providers know and 
understand these commitments and agreements as the basis for applying a 
human rights-based approach to their work and meeting the obligations that 
human rights instruments outline.   

 

¶ Health care providers must also understand the ways in which the cultures 
and communities in which they live do not uphold these rights, as well as the 
structural and cultural factors that contribute to violence against women and 
girls.  Without this understanding, they cannot provide care that is 
compassionate, comprehensive, and effective.   

 

¶ Because discriminatory beliefs regarding gender and sexuality are so 
pervasive in most cultures, the task of integrating attention to violence against 
women and girls into health services is long-term.  Addressing gender 
inequality demands investment in cultural transformation among all those 
working in the health system.  

 
 
II. What are key elements for a comprehensive health sector approach to 
violence against women and girls? 
 
A.  An evidence-base of good practices in health sector approaches to 
violence against women. 
 

¶ While a great deal of knowledge has been accumulated about key aspects of 
health programming to address violence against women, the relative lack of 
evaluations of programming efforts worldwide means that the evidence upon 
which to build a comprehensive health approach is still insufficient.   

 

¶ Even so, there have been several evaluationsðmost of them small-scaleð
that focus on various aspects of health interventions (including primary 
prevention and better responses) to address violence against women.  These 
evaluations include: 

 
o IPPF/WHR Regional Initiative, Latin America 
o PAHO/PATH, Latin America 
o Stepping Stones, South Africa 
o Radar/IMAGE, South Africa 
o Minga Peru, Peru 
o Queen Maryôs School of Medicine and Dentistry, United Kingdom 

 

http://www.un.org/womenwatch/daw/vaw/v-work-ga.htm
http://www.un.org/womenwatch/daw/vaw/v-work-ga.htm
http://www.endvawnow.org/new/en/articles/318-promoting-primary-prevention.html
http://www.endvawnow.org/new/en/articles/318-promoting-primary-prevention.html
http://www.endvawnow.org/en/tools/view/494-review-of-pahos-project-towards-an-integrated-model-of-care-for-family-violence-in-central-america-2001.html
http://www.endvawnow.org/en/tools/view/286-impact-of-stepping-stones-on-incidence-of-hiv-and-hsv-2-and-sexual-behaviour-in-rural-south-africa-cluster-randomised-controlled-trial-2008.html
http://www.endvawnow.org/en/tools/view/308-interventions-to-reduce-violence-and-promote-the-physical-and-psychosocial-well-being-of-women-who-experience-partner-violence-a-systematic-review-of-controlled-evaluations-2005.html
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¶ Drawing from lessons learned through these and other programs, approaches 
to address violence against women and girls within the health sector should in 
general reflect and be situated within overarching strategies for ending 
violence against women and girls.  Key elements of an overarching strategy 
are described in the Programming Essentials module, and include: 

  
o Investing in gender equality and womenôs empowerment, 

including changing gender norms and working with men and 
boys 

o Developing and/or reforming legislation 
o Ensuring holistic multisectoral policies and national plans of 

action 
o Securing resources and budgets 
o Promoting primary prevention (across different sectors) 
o Strengthening key sectors 
o Developing coordinated community responses 
o Engaging key groups 
o Capacity development 
o Conducting research, data collection and analysis 
o Monitoring and national accountability 

 

¶ In addition to these overarching strategies, specific health-sector strategies 
include:  

 

¶ Utilizing a system-wide approach in health facilities, including attention 
to the policies, protocols, infrastructure, supplies, staff capacity to 
deliver quality medical and psychosocial support, staff training and 
other professional development opportunities, case documentation 
and data systems, the functioning of referral networks, safety and 
danger assessments, among other items that are relevant to specific 
contexts and programmes.  

¶ Advancing laws, policies and protocols to support comprehensive care 
to survivors and ensuring that health care providers understand the 
relevant laws, policies, and protocols 

¶ Investing in equipment and supplies necessary for comprehensive 
care 

¶ Ensuring quality response, for example through one-stop centres, 
integrated services within a facility or referrals to other health facilities 
and non-health services (e.g. police, social and legal support) 

¶ Establishing standardized data collection and management systems 
within and across health facilities 

¶ Institutionalizing health provider training 

¶ Increasing availability of forensic exams, for example through nurse 
examiners 

¶ Improving monitoring and evaluation for quality of care 

http://www.endvawnow.org/new/en/modules/view/14-programming-essentials-monitoring-evaluation.html#categories
http://www.endvawnow.org/new/en/articles/314-investing-in-gender-equality-and-womens-empowerment.html
http://www.endvawnow.org/new/en/articles/315-introducing-or-reforming-legislation.html
http://www.endvawnow.org/new/en/articles/316-ensuring-holistic-multisectoral-policies-and-national-plans-of-action.html
http://www.endvawnow.org/new/en/articles/316-ensuring-holistic-multisectoral-policies-and-national-plans-of-action.html
http://www.endvawnow.org/new/en/articles/317-securing-resources-gender-responsive-budgeting.html
http://www.endvawnow.org/new/en/articles/318-promoting-primary-prevention.html
http://www.endvawnow.org/new/en/modules/view/14-programming-essentials-monitoring-evaluation.html#13
http://www.endvawnow.org/new/en/articles/319-developing-coordinated-community-responses.html
http://www.endvawnow.org/new/en/articles/320-engaging-key-groups.html
http://www.endvawnow.org/new/en/articles/321-capacity-development.html
http://www.endvawnow.org/new/en/articles/322-conducting-research-data-collection-and-analysis.html
http://www.endvawnow.org/new/en/articles/323-monitoring-and-national-accountability.html
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¶ Providing community education about violence against women and 
availability of services 

¶ Addressing the needs of specific populations, including adolescents, 
women and girls with disabilities, sex workers, indigenous populations 
or ethnic minorities, and HIV positive women, among others. 

 

¶ It is also critical that the health sector understand specific responsibilities 
related to the type of violence being addressed.    

 

¶ For example, the following framework proposes key aspects of a 
comprehensive approach to post-sexual violence services: 

Excerpted from Population Council, 2008b. Sexual and Gender Based Violence in Africa: A 
Literature Review, pg. 2.  
 

¶ For intimate partner violence, key actors within the health sector might have 
the responsibilities described below (organized by the levels in the health 
system, from individual providers up to the Ministry of Health): 

http://www.popcouncil.org/pdfs/AfricaSGBV_LitReview.pdf
http://www.popcouncil.org/pdfs/AfricaSGBV_LitReview.pdf
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Excerpted from Watts and Mayhew, 2004. "Reproductive Health Services and Intimate Partner 
Violence: Shaping a Pragmatic Response In Sub-Saharan Africa." International Family Planning 
Perspectives 30, no. 4, p. 210. 

 
Additional Resources: 
 
ü Gender-Based Violence, Health and the Role of the Health Sector 

(World Bank).  Available in English. 

 
ü ñAddressing Gender-Based Violence: A Critical Review of 

Interventionsò, The World Bank Observer. 2007; 22: 25-51 (Morrison, A., 

Ellsberg, M. and Bott, S., 2007).  Available in English. 

 

http://www.guttmacher.org/pubs/journals/3020704.pdf
http://www.guttmacher.org/pubs/journals/3020704.pdf
http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTHEALTHNUTRITIONANDPOPULATION/EXTPHAAG/0,,contentMDK:22421973~pagePK:64229817~piPK:64229743~theSitePK:672263,00.html#Section1
http://wbro.oxfordjournals.org/cgi/reprint/22/1/25.pdf
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ü ñTackling Domestic Violence: Effective Approaches and 

Interventionsò, Home Office Research Study, no. 290, Home Office, 

London (Hester, M., and Westmarland, N.,  2005). Available in English. 

 
B.  Key theoretical models for building a comprehensive approach. 
  

¶ There is no single model for addressing violence against women and girls 
within the health sector, which is related to the lack of an evidence-base for 
comprehensive health sector programming. .  However, there are several 
overlapping and inter-related models that have been used globally and that 
are important for those working in the health sector to know and understand. 
The ecological model, the multisectoral approach, and an integrated model 
for services described below are all strategies to adopt when trying to 
respond to GBV. The multisectoral approach references the agency and 
sector level, while the ecological and integration models reference the health 
service-delivery level. 

    

¶ These models can inform the development of health sector action plans, 
policies and protocols.  They can also inform the practical approaches that 
are relevant to different country and health programming contexts.  

  
1.  The ecological model:  from individual response to social  change. 
 

¶ The ecological model, described in detail in the module on Primary 
Prevention, provides a method for understanding some of the key factors that 
contribute to womenôs and girlsô risk of violence.  The model is organized in 
terms of four levels of risk:  individual, relationship, community, and society.  
The model highlights the importance of understanding the complex interplay 
of biological, psychological, social, cultural, economic and political factors that 
increase womenôs and girlôs likelihood for experiencing violence (and menôs 
likelihood for perpetrating violence). 

http://www.homeoffice.gov.uk/rds/pdfs05/hors290.pdf
http://www.endvawnow.org/new/en/articles/310-operating-within-the-ecological-model.html
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¶ Health care providers can use the ecological model not only to understand 
the risk factors that affect women and girls in the communities in which they 
live, but also to consider what interventions they should undertake in order to 
address and reduce risks at these different levels.   

 

¶ The ecological model highlights the fact that if the health sector is going to 
effectively implement violence prevention and response programming, it will 
have to consider all of the factors that contribute to its perpetration, and 
develop strategies for identifying and caring for those at risk, as well as for 
reducing and/or eliminating risk through broad-based prevention 
programming.  Using the ecological model can help health care providers shift 
from a individualistic, bio-medical orientation to service delivery, to a more 
holistic approach to health interventions that not only target individual health 
needs, but also address the need for social change. 
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Level  Examples of Selected 
Risk Factors Related to 
Violence  

Examples of What the Health 
Sector Can Do 

Programming 
Examples  

In
d

iv
id

u
a

l 

¶ Young age 

¶ Early age of marriage 

¶ Isolation 

¶ Substance abuse 

¶ Individual attitudes that 
justify and/or accept 
violence 

¶ Screening young girls who are 
married for risk of violence 

¶ Substance abuse services 

¶ Clinic and community-based 
education efforts (theatre, 
videos, pamphlets, talks, etc.) 

¶ Gender-based violence 
prevention within HIV/AIDS 
and adolescent reproductive 
health programs 

Program H 
 
Stepping Stones 
 
Puntos de 
Encuentro 

R
e
la

ti
o

n
s
h

ip
 

¶ Marital conflict and 
instability 

¶ Male infidelity and 
polygamy 

¶ Male dominance in the 
family and/or 
controlling behaviour 
by male partners 

¶ Programs for men aimed at 
promoting gender equitable 
relationships and changing 
norms, attitudes and 
behaviours 

Men as Partners 
 
Also see the 
module on Men 
and Boys  

C
o

m
m

u
n

it
y

 

¶ Community norms and 
beliefs that justify, 
excuse, or facilitate 
violence against 
women and girls 

¶ Weak institutional 
responses to violence 
against women and 
girls 

¶ Lack of support 
systems for women in 
the community 

¶ Strengthen community support 
for survivor services 

¶ Strengthen coalitions and 
networks 

SAGBVHI 
 
Minga Peru 
 
CHARCA 
 
SASA!  
 
 

http://www.engenderhealth.org/our-work/gender/men-as-partners.php
http://www.endvawnow.org/new/en/modules/view/9-men-boys.html
http://www.endvawnow.org/new/en/modules/view/9-men-boys.html
http://www.mrc.ac.za/gender/sagbvhi.htm
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S
o

c
ie

ty
 

¶ Lack of legal systems 
to address violence 
against women and 
girls 

¶ Society-wide social 
norms and cultural 
beliefs that justify, 
excuse, or facilitate 
violence against 
women 

¶ Reforms of laws and policies 
regulating the medico-legal 
system (e.g. introduction of 
forensic nurses) 

¶ Reform of laws and policies 
regulating health care 
providerôs obligations vis-à-vis 
victims of gender-based 
violence 

¶ Mandatory reporting 
laws/policies 

¶ National health policies and 
protocols 

¶ Laws/policies governing 
forensic medicine; provider 
obligations, abortion, EC and 
patient confidentiality 

See Review laws 
and policies below, 
as well as the 
module on 
Developing 
Legislation on 
Violence Against 
Women and Girls 

  
 
2.  The multisectoral framework:  engaging all stakeholders in prevention 
and response. 
 

¶ Programming experiences from the field have revealed that no single sector 
or agency can adequately address violence against women and girls. The 
multisectoral model calls for holistic inter-organizational and inter-agency 
efforts that promote participation of those affected by or at risk of violence, 
interdisciplinary and inter-organizational cooperation, collaboration and 
coordination across key sectors including (but not limited to) health, 
psychosocial, legal/justice and security (Ward, 2005).   Sectors include all the 
institutions, agencies, individuals and resources that are targeted towards a 
specific goal (e.g., the health sector includes the Ministry of Health, hospitals, 
health care centres, health care providers, health care administrators, health 
care training institutions, health supplies, etc.). 

 

¶ The multisectoral model draws from models of a ócoordinated community 
responseô to domestic violence originally introduced in industrialized settings 
and now being used throughout the world.  In general, the multisectoral model 
is the equivalent of applying a coordinated community response at the 
national level. 

 
 
 
 
 
 
 

 

Health Legal/Justice 

 Security  Psychosocial 

Community  

Coordination, Referral,  
Guiding Principles 

Government, NGOs,  
FBOs, CBOs, 

UN Agencies, Donors 
 

http://www.endvawnow.org/en/modules/view/8-legislation.html
http://www.endvawnow.org/en/modules/view/8-legislation.html
http://www.endvawnow.org/en/modules/view/8-legislation.html
http://www.endvawnow.org/en/modules/view/8-legislation.html
http://www.endvawnow.org/new/en/articles/319-developing-coordinated-community-responses.html
http://www.endvawnow.org/new/en/articles/319-developing-coordinated-community-responses.html
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¶ The multisectoral model explicitly highlights responsibilities unique to each 
sector.  Members of the health sector must not only understand their role in 
promoting a multisectoral framework, they must also have a basic 
understanding of the some of the key roles and responsibilities of other 
relevant sectors.  The following is a brief summary of some of those roles and 
responsibilities. 

 

¶ The health sector should train providers across a wide variety of health 
services to recognize and address violence against women and girls; ensure 
same sex interviewers for individuals who have been exposed to violence; 
respond to the immediate health and psychological needs of the woman or 
girl who has been exposed, including safety planning; institute protocols for 
treatment, referral and documentation that guarantee confidentiality; provide 
violence -related services free of cost; and be prepared to provide forensic 
evidence and testimony in court when authorized by the individual.  

 
¶ The psychosocial sector should be able to provide immediate support (e.g. 

through support groups); information on what the womanôs rights are and 

where she can seek recourse if she desires; ongoing psychological 

assistance, which requires the training and on-going supervision of social 

workers and community services workers; and facilitate referrals for other 

services as necessary. Education and income-generation supports are also 

considered under the umbrella of psychosocial programming within this 

multisectoral model. Education systems should ensure curricula on ñsafe 

touch,ò healthy relationships, and basic human rights; institute codes of 

conduct for all teachers as well as training on identifying risk signs among 

children; and provide school-based services for children who have been 

exposed to violence.  Income-generating projects should not only promote 

womenôs economic self-sufficiency, but also monitor for domestic violence 

risks and integrate human rights education into project activities. 

 

¶ The legal/justice sector should be able to provide free or low-cost legal 
counselling, representation and other court support to women and girls who 
have been exposed to violence; review and revise laws that reinforce violence 
against women and girls; enforce laws that protect women and girls and 
punish perpetrators; monitor court cases and judicial processes; provide 
orders of protection and other legal safety mechanisms for survivors; and 
monitor perpetratorsô compliance with court-ordered rehabilitation (e.g., 
batterer programmes).  

 

¶ Within the security sector police, military and other security personnel 
should be educated about violence against women and girls and be trained 
on how to appropriately intervene in cases of violence against women and 
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girls.  Police should have private rooms to ensure confidentiality and safety of 
survivors reporting victimization; ensure same sex interviewers; institute 
protocols for referrals to other sectors; collect standardized and 
disaggregated data on incidents; and create specialized units to address 
violence against women and girls.  

 

¶ Some of the crosscutting functions of each of the sectors include 
engagement and education of the community, safe and confidential data 
collection, and monitoring and evaluation.  Another critical component is inter- 
and intra-sectoral coordination, including the creation and monitoring of 
reporting and referral networks, information sharing, and participation in 
regular meetings with representatives from the various sectors. 

 

¶ A key principle underlying the multisectoral approach is that the rights and 
needs of survivors are pre-eminent, in terms of access to respectful and 
supportive services, guarantees of confidentiality and safety and the ability to 
determine the course of action for addressing the incident.  

 

¶ Another essential element of the multisectoral approach is close cooperation 
with local womenôs groups. Women and girls must be included from the 
beginning of programme design and maintain an active role throughout 
programme monitoring, evaluation and on-going programme development. 
(See guiding principles for more information.) 

 

 
3.  The ñsystemsò approach to health service delivery. 
 

¶ Whereas the ecological model underscores the importance of a society-wide 
approach to understanding and addressing risk factors linked with violence 
against women and girls, and the multisectoral framework highlights the 
responsibilities within and across key sectors for prevention of and 
response to violence, the ñsystemsò approach speaks directly to the 
responsibilities across relevant health service-delivery organizations to 
develop effective, efficient and ethical services.  

 

¶ This approach focuses on developing resources and skills across an 
entire organization, not just training individual providers (Heise, 1999 cited 
in Bott et al., 2004; USAID, 2006). Key elements of a systems approach might 
include: 
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Excerpted from USAID, 2006. Addressing Gender-Based Violence through USAIDôs Health 
Programs: A Guide for Health Sector Program Officers. Washington, DC, pp. 26-27. and adapted 
from Bott, S., Guedes, A., Claramunt, C., and Guezmes, A., 2004. Improving the Health Sector 
Response to Gender-Based Violence: A Resource Manual for Health Care Professionals in 
Developing Countries. New York: International Planned Parenthood Federation, Western 
Hemisphere Region. Available in English and Spanish. 

 

http://pdf.usaid.gov/pdf_docs/PNADH194.pdf
http://pdf.usaid.gov/pdf_docs/PNADH194.pdf
http://www.endvawnow.org/new/uploads/browser/files/Improving%20Health%20Sector%20Response%20to%20GBV:%20Resource%20Manual%20Dev%20Countries_English.pdf
http://www.endvawnow.org/pampa/v0.1/library/filemanager/v1/files/Improving%20Health%20Sector%20Response%20to%20GBV:%20Resource%20Manual%20Dev%20Countries_Spanish.pdf
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Case Study: The International Planned Parenthood Federation/ Western Hemisphere Region (IPPF/WHR) Regional 
Initiative to Address Gender-Based Violence 

 
 
Following the International Conference on Population and Development in Cairo, 1994 (ICPD), The International Planned 
Parenthood Federation/ Western Hemisphere Region took steps to help member associations incorporate a new vision of sexual 
and reproductive health and to improve the quality of service delivery programmes by integrating a gender perspective. Within 
this context, the International Planned Parenthood Federation/Western Hemisphere Region carried out trainings and evaluations 
focused on gender to raise consciousness among association staff. During this process, clients and providers repeatedly 
mentioned physical and sexual violence as an issue that merited attention. This led to the Regional Initiative to Address 
Gender-Based Violence which was carried in four member associations in Latin America: Profamilia (the Dominican Republic), 
INPPARES (Peru), and PLAFAM (Venezuela), with some participation from BEMFAM (Brazil).  Exemplifying a ñsystems 
approachò, the initiative involved the following four components:  
 
1) Improving the capacity of sexual and reproductive health service delivery programmes to care for women who experience 

violence;  

2) Raising awareness of violence against women as a public health problem and a violation of human rights;  

3) Advocating for better laws and application of the laws related to gender-based violence and;  
4) Increasing knowledge about effective health service interventions in the area of gender-based violence.   
 
The first objective, strengthening the health service response, involved a broad package of reforms throughout the organizations. 
This was done in a variety of ways. In some affiliates, services already existed (such as emotional support units), but were 
strengthened through training and the implementation of institutional policies. In other cases, affiliates had to hire staff capable of 
providing the needed assistance. In some locations, International Planned Parenthood Federation member associations were 
able to establish partnerships with existing non-governmental organizations to which they could refer women for specialized 
services, such as in the Dominican Republic, where women were referred to two non-governmental organizations (depending on 
their city of residence) that provided legal counselling.  To ensure a thorough evaluation of the initiative, the participating facilities 
developed baseline, midterm, and follow-up studies using standardized indicators and instruments as well as systems for 
gathering service statistics on screening levels, detection rates, referrals, and specialized services. Each association 
documented case studies on pilot services, and regional office staff monitored the work of the associations through site visits and 
informal interviews with providers, managers and clients.  The initiative was funded by the European Commission and the Bill 
and Melinda Gates Foundation. Additional support was provided by the Ford Foundation and the MacArthur Foundation.  
(Excerpted from: Guedes, 2004) 
 
See additional information and access the evaluation findings in English.  
 
See the tools produced under the initiative: 
 
Tools for Service Providers Working with Victims of Gender-Based Violence: This series of tools assists health providers 
with detection of gender-based violence, data collection, and monitoring and evaluation. Available at:  
 
Improving the Health Sector Response to Gender-Based Violence: Produced in collaboration with the Pan American Health 
Organization (PAHO) and the ñUNITE to End Violence against Womenò campaign, this manual provides tools and guidelines for 
health care managers in order to improve the health care response to violence against women in developing country settings. It 
includes practical tools to determine provider attitudes to gender-based violence, legal definitions and responsibilities, and quality 
of care.  This manual is based on the experiences of the International Planned Parenthood Federation/Western Hemisphere 
Region initiative to integrate services for victims of gender-based violence into sexual and reproductive health programmes.  

¡Basta! Women Say No to Violence: This video is intended as a general sensitization tool on the issue of gender-based 
violence, providing key definitions and addressing some of the most common myths about gender-based violence.  

¡Basta! The Health Sector Addresses Gender-Based Violence: This training video for health care providers and others who 
may be in a position to help women living in situations of violence, frames the issue of violence against women as a human 
rights violation and a public health problem.  

http://www.ippfwhr.org/
http://www.prb.org/pdf04/AddressGendrBasedViolence.pdf
http://www.ippfwhr.org/en/node/312
http://www.ippfwhr.org/en/node/288
http://www.ippfwhr.org/en/node/270
http://www.ippfwhr.org/en/node/269
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Using a Systems-model Approach to Domestic Violence Prevention 
Services in a Health Care Setting in the United States 

Kaiser Permanente Northern California's Family Violence Prevention Program in 
the United States sought to improve the identification, prevention, and treatment 
of domestic violence by treating it as a serious health condition and using a 
"systems model" approach. The components of the programme using this 
approach included the creation of a supportive environment that encourages 
patients to disclose domestic violence to their providers, routine inquiry of 
patients, and referrals to mental health providers and community advocates for 
survivors of domestic violence. 

The programme led to a fivefold increase in the number of patients identified as 
being victims of domestic violence.  Of these patients, a high percentage 
received follow up services with high levels of patient satisfaction reported across 
the 25,000 members surveyed.  

The Kaiser Permanente ñsystems modelò approach and tools have been adapted 
and upscaled for use across numerous clinical settings including: expansion to all 
eight Kaiser Permanente regions and other health services across the United 
States; in community clinics across Bangalore, India; and to inform domestic 
violence services in Dunedin, New Zealand. 

Read the full case study and download the additional resources.  

 

Source: Brigid McCaw, MD, MPH, MS (Brigid.McCaw@kp.org) Medical Director, 
Family Violence Prevention Program, Kaiser Permanente 

 
4.  The ñintegratedò approach to health service delivery. 
 

¶ Integration is closely linked to the ñsystemsò approach, insofar as its focus is 
on health delivery organizations, but integration refers more specifically to 
targeting various types of existing health providers (e.g. emergency rooms, 
clinics, sexual and reproductive health services, etc.) and determining how 
violence-related services can be incorporated to ensure that survivors 
presenting for care (whether or not related to an incident of violence) 
receive the necessary assistance related to their exposure to violence 
as quickly as possible.  

¶ Three basic models of integration include: 

Level of Approach Example 

http://xnet.kp.org/domesticviolence/
http://www.endvawnow.org/uploads/browser/files/kaiser_case_study_systems_approach.pdf
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Integration 

Provider-
level 
integration 

The same provider offers a 
range of services during the 
same consultation. 

A nurse in accident and emergency is 
trained and resourced to screen for 
domestic violence, treat her clientôs injury, 
provide counseling and refer her to 
external sources of legal advice. 

Facility-
level 
integration 

A range of services is available 
at one facility but not 
necessarily from the same 
provider.  

A nurse in accident and emergency may 
be able to treat a womanôs injury, but may 
not be able to counsel a woman who 
discloses domestic violence, and may 
need instead to refer the woman to the 
hospital medical social worker for 
counseling. 

Systems-
level 
integration 

There is facility-level integration 
as well as a coherent referral 
system between facilities in 
order to ensure the client is able 
to access a broad range of 
services in their community. 

A family-planning client who discloses 
violence can be referred to a different 
facility (possibly at a different level) for 
counseling and treatment.  This type of 
integration is multi-site. 

Adapted from Colombini, C., Mayhew, S., and Watts, C., 2008. ñHealth-sector Responses to 
Intimate Partner Violence in Low- and Middle-income Settings: A Review of Current Models, 
Challenges and Opportunities.ò Bulletin of the World Health Organization 86 (8), pgs. 635-642.  

 
 

¶ Within the health sector, most violence-related services involve a combination 
of provider- and facility-level integration; full systems-level integration is rare, 
in spite of the fact that systems-level integration likely offers the promise of 
the most comprehensive care within a community. Based on a review of 
integration efforts in various low and middle-income countries around the 
world, several key lessons learned about integration include: 

o Development and implementation of policies, protocols, and other tools 
and procedures is important to help institutionalize services as part of 
care delivery. 

o Staff training must be sustained over the long term and support and 
supervision must be available to providers.  

o Integration plans must be careful to address facility infrastructure 
(including private counseling rooms, availability of appropriate 
equipment, etc.) as well as documentation systems (see Colombini, 
Mayhew and Watts, 2008).  

http://www.who.int/bulletin/volumes/86/8/07-045906.pdf
http://www.who.int/bulletin/volumes/86/8/07-045906.pdf
http://www.who.int/bulletin/volumes/86/8/07-045906.pdf
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¶ When considering how to determine what services should be integrated into a 
specific service delivery organization, it is important to understand the needs of 
those who are presenting for treatment.  The following diagram illustrates some 
of the common presenting conditions of women experiencing IPV (including 
sexual violence), the potential entry points at different levels of the system, and 
the referral networks needed.  

 

 
Excerpted from: Colombini, C., Mayhew, S., and Watts, C., 2008. ñHealth-sector Responses to 
Intimate Partner Violence in Low- and Middle-income Settings: A Review of Current Models, 
Challenges and Opportunities.ò Bulletin of the World Health Organization 86 (8), pg. 639. 

 
   

¶ A sample of issues related to integration in emergency and other services are 
briefly outlined below: 

o Emergency Rooms:  Broadly, emergency rooms most often identify 
violence when survivors present with severe physical injuries and/or when 
rape victims are seeking emergency treatment. Evidence suggests that 
most women and girls experiencing rape will go to a hospital before going 
to the police, and may be reluctant to go to the police for safety (fear of 
retaliation) and economic reasons (fear of loss of financial support 
resulting from imprisonment of her partner). For post-sexual violence 
visits in particular, there is a crucial 72-hour period in which HIV 
Post-exposure Prophylaxis (PEP) is possible, and 120 hours for 

http://www.who.int/bulletin/volumes/86/8/07-045906.pdf
http://www.who.int/bulletin/volumes/86/8/07-045906.pdf
http://www.who.int/bulletin/volumes/86/8/07-045906.pdf
http://www.who.int/hiv/topics/prophylaxis/en/
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emergency contraception (and up to five days if an IUD is usedð
which it rarely is in cases requiring emergency contraception), 
strongly arguing for 24-hour availability of services, use of facility-
level integration, and ñone-stop services.ò 

o Primary care (MCH), HIV and other Sexual and Reproductive Health 
Services: In primary care and sexual and reproductive health entry 
points, the health consequences of violence may be a presenting 
condition, but women typically will not disclose their experience of 
violence unless asked. Therefore, policies and protocols for inquiry 
become a crucial component when planning for integration, including 
decisions on whether to implement universal screening or screening only 
in selected services such as HIV Voluntary Counseling and Testing (VCT), 
family planning, and the emergency room. (For more information about 
implementing screening, see Consider Routine Screening.) 

 
C.  Common challenges in implementing a comprehensive approach. 
   

¶ There are many challenges within the health sector to employing the 
ecological, multisectoral, systems-based and integrated models for 
addressing violence against women and girls.  These challenges must be 
anticipated when developing and implementing policies and programming:   

 
o Insufficient evidence base. Although there are numerous anti-violence 
against women and girlôs initiatives taking place in various parts of the 
world, many of them are quite small and few have been rigorously 
evaluated and/or documented. When evaluations have been 
implemented, their scope, depth, methodological approach and overall 
quality tend to be uneven. The majority of rigorous health sector 
evaluations have been undertaken in North America and Western 
Europe, making it challenging to extrapolate the findings to other regions 
and contexts (Feder et al., 2009; Ramsay, Rivas and Feder, 2005). 
These evaluations also tend to focus on one specific aspect of health 
care, such as screening or provider training, rather than on systems-
based approaches or national level interventions. Developing a health 
surveillance system and conducting monitoring and evaluation are critical 
to improving programming efforts (United Nations, 2006a). 

 
o Lack of coordination.  Programmes too often operate independently of 

one another, failing to build on mutual resources to plan and implement 
comprehensive services (Colombini, Mayhew and Watts, 2008).  
Developing multisectoral national coordination networks and ensuring 
coordination and referral is critical to efficient and effective programming 
(United Nations, 2006a). 

 

http://www.who.int/mediacentre/factsheets/fs244/en/index.html
http://www.hta.ac.uk/fullmono/mon1316.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4127426.pdf
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o Poor legal/policy framework.  National laws and policies regulating 
domestic violence, sexual violence, harmful traditional practices such as 
FGM/C and child marriage, inheritance rights, marriage and divorce vary 
widely throughout the world and can even be inconsistent or conflicting 
within various domestic frameworks.  Even still in settings where 
comprehensive laws and policies addressing violence against women 
and girls exist and are aligned, there are challenges in ensuring their 
implementation, due to lack of technical and financial resources, 
coordination, and prioritization of violence issues (USAID and UNICEF, 
2006).  Developing legislation on violence against women and girls, 
including in the context of HIV and AIDS, is the basis for prevention and 
response programming.  Within the health sector, it is important to review 
relevant laws and, when necessary, conduct advocacy to upgrade laws.   

 
o Lack of financial and technical resources. Ministries of Health 

operating at national, district and local levels face numerous demands 
with often limited financial and human resources. As a result, violence 
against women and girls is rarely prioritized and budgeted for, despite the 
substantial costs of violence against women and girls to the individual, 
family, society and to public health.  Ensuring funding is key to building 
effective programming.  

 
o Lack of minimum standards for services. Minimum Standards 

represent the lowest common denominator that all states and services 
should aim to achieve. Standards provide benchmarks- for states and 
service providers ï with respect to both the extent and mix of services 
which should be available, who should provide them, and the principles 
and practice base from which they should operate.  For example, 
according to a review of forty-seven European countries, standards have 
yet to be formalised in most (Council of Europe, 2008a).  The Council of 
Europe (2008a) has recommended minimum standards for various 
violence programming, including 24-hour hotlines, sexual assault centres 
in hospitals and rape crisis centres. 

 
o Individual service providersô attitudes and lack of knowledge about 

violence.  Service providers may promote unhelpful or even hurtful 
attitudes and practices due to insufficient training, high turnover of trained 
staff, lack of inclusion of violence-response training in national medical 
curricula, etc. (Kim and Motsei, 2002; Colombini, Mayhew and Watts, 
2008).  Staff may also have been exposed to violence themselves, which 
may limit their capacity to effectively engage with clients.   Staff 
sensitization, specialized training, and on-going supervision and staff 
support are key to ensuring supportive responses to survivors.   

 
o Managerial and health systemsô challenges.  These might include a 

lack of clear institutional policies on violence, entrenched medical 

http://www.aidslaw.ca/publications/publicationsdocEN.php?ref=972
http://www.endvawnow.org/pampa/v0.1/library/filemanager/v1/files/Setting%20Up%20A%20Hotline.pdf
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hierarchies, lack of coordination among various actors and departments 
involved in planning integrated services, and lack of commitment by 
administrators (Colombini, Mayhew, and Watts, 2008).  Conducting 
facility assessments and developing policies and protocols to address 
gaps in services are key to overcoming health systemsô challenges 
(Troncoso et al., 2006). 

 
o Lack of prevention activities. Due to the bio-medical orientation of the 

health sector, there is often a failure among health institutions and 
agencies to undertake broad-based prevention activities that target 
attitude and behaviour change at the community level.  However, 
prevention programming should be considered an integral part of health 
facilitiesô work on violence against women and girls. 

 
D.  Adapting and prioritizing health sector approaches to different contexts 
and resource levels:  from core services to comprehensive care.  
 

¶ In addition to the overarching challenges presented above, developing a 
comprehensive model for health sector response is difficult in many settings 
where there is a shortage of health providers, facilities, equipment, and 
supplies, especially at the primary care level. Even in these settings, and 
without overloading community health volunteers and health workers who are 
addressing multiple issues, some basic interventions are still possible to 
enable the health sector to support women and girls affected by violence.  

 

¶ When developing policies and interventions to address violence against 
women and girls, the health sector should realistically consider resources and 
other challenges (such as those identified above), and develop a standard for 
minimum response that makes every effort to meet those challenges with the 
resources available.  As resources improve, countries should aim to provide 
an increasingly comprehensive package of care.   

 

¶ In addition to the services that are provider within a particular facility, all 
facilities should know and link with other referral sources in their communities, 
and be able to provide referrals as necessary to survivors. 

 

¶ The following has been proposed as a model for considering what to prioritize 
according to resource availability in different settings around the world when 
responding to sexual violence.  However, it should be noted that the model 
described below should not encourage middle- and low-income countries to 
provide less than comprehensive servicesðthe goal in all settings is to work 
towards the delivery of comprehensive care to survivors. 

 
  
 

 Services for Sexual Assault Survivors 
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 Health Services Provided Features of Service or Facility 
Management 

Training 
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s
) 

1. Post-sexual assault 
pregnancy prevention 
and accessible, safe 
termination of pregnancy 
services [where legal]  

2. Treatment of sexually 
transmitted infections 

3. Treatment of genital or 
other injuries  

4. A report of the genital 
examination, where 
required, for legal 
purposes 

5. Basic information on 
treatments to victims/ 
survivors  

1. All facilities have clinical 
management guidelines and the 
countryôs sexual assault policy  

2. All facilities have a fully enclosed 
room for providing care to 
victim/survivors in privacy 

3. Service providers have an 
understanding of the need to 
provide care in a manner that is 
confidential, sympathetic and non-
judgmental and provides 
victim/survivors with information 
about their treatment, law on rape 
and how to access police and 
legal services. 

4. Services are provided at no cost 
to the victim/survivor   

1. All institutions 
training doctors 
and nurses 
include a 
module on 
understanding 
of gender-
based violence, 
including sexual 
violence, the 
clinical 
management 
guidelines and 
policy as part of 
their basic 
curriculum  
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 c
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):
 

1. Prophylaxis against HIV 
infection where relevant 
for the country/[local] risk 
level 

2. A thorough examination 
of the victim/survivor, with  
documentation of findings 
and  collection of 
specimens for DNA 
testing according to a 
standard policy and 
evidence kit 

3. Written or pictorial 
information to 
victims/survivors on 
treatment, rape and the 
law and accessing 
counselling and support  

1. Health service providers providing 
care for victim/survivors identified 
for most of the country 

2. Health facilities have policies that 
ensure care is provided 
sensitively, including having 
private waiting areas  

3. Health services are co-ordinated, 
managed and staff trained and 
supervised by an identified senior 
clinician  

4. Inter-sectoral collaboration is 
established at a facility level  

5. Forensic laboratories are 
available to support analysis of 
specimens collected 

 

1. Identified health 
service 
providers are 
given in-service 
training to 
update their 
clinical 
management 
and 
understanding 
of the needs of 
victim/survivors 
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: 
1. Comprehensive health 

services as outlined in 
the WHOôs Guidelines for 
medico-legal care for 
victims of sexual violence 
(2003). 

 

1. All services are provided by 
designated health service 
providers who are highly 
motivated, trained and 
continuously updated through on-
going training 

2. All services are provided in 
facilities which are equipped to be 
conducive to sexual assault 
examinations 

3. People reporting sexual assault 
are transported to these facilities 
by the health service or the police 
(if they have been involved) 

4. All people are offered sexual 
assault care without having to 
report cases to the police  

5. Good inter-sectoral links with the 
preparation of victims for court 
testimony and advocates who are 
available to partner and support  
victim/survivors after sexual 
assault 

 

 

Source: Jewkes, R., 2006. Paper for Policy Guidance: Strengthening the Health sector 
Response to Sexual Violence (Unpublished). 
 

 
 
III. What are the guiding principles for the health sector in addressing 
violence against women and girls? 
  
A. Overview of basic principles. 
  
Á The core ethical guiding principles of safety, respect, confidentiality and 

non-discrimination apply to all violence-related health interventions and 
must be considered in all decisions providers make, from the policy level to 
the delivery of services for individual survivors.   

 
Á These guiding principles are embodied in four essential and interlinked 

approaches described below:  the human rights-based approach and the 
survivor-centred approach have emerged from the human and womenôs rights 
communities, and the quality of care and medical ethics approaches are from 
the health community.  Each is important to understand in offering care to 
survivors. 

 
1.  Human rights-based approach 

http://www.endvawnow.org/pampa/v0.1/library/filemanager/v1/files/Guidelines%20for%20Medico-Legal%20Care%20for%20Victims%20of%20Sexual%20Vio.pdf
http://www.endvawnow.org/pampa/v0.1/library/filemanager/v1/files/Guidelines%20for%20Medico-Legal%20Care%20for%20Victims%20of%20Sexual%20Vio.pdf
http://www.endvawnow.org/pampa/v0.1/library/filemanager/v1/files/Guidelines%20for%20Medico-Legal%20Care%20for%20Victims%20of%20Sexual%20Vio.pdf
http://www.wma.net/en/10home/index.html
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¶ A human rights-based approach seeks to analyze root causes of problems 
and address discriminatory practices that contribute to violence against 
women and to the ability of survivors to access assistance.  It: 

 
o Is based on international human rights law standards (outlined in the 

Timeline of Policy Commitments and International Agreements in 
Programming Essentials.  See also the General Assembly Resolutions, 
Security Council Resolutions, Work of the Human Rights Council and 
ECOSOC.   

o Integrates these norms, standards and principles into plans, policies, 
services and processes related to violence against women. 

o Is multisectoral and comprehensive. 
o Involves many stakeholders (government and civil society). 
o Cannot be addressed in isolation of prevailing political, legal,  social 

and cultural norms and values. 
o Must be aimed at empowering survivors and their communities. 

 

¶ A human rights-based approach requires providers to meet the needs of 
women and girls affected by violence according to legal and moral obligations 
and accountability. All those within the health sectorðfrom government 
officials at the Ministry of Health to community-based health workers--are 
ñduty bearersò bound by their obligations to encourage, empower and assist 
ñrights holdersò (i.e. women and girls) to claim their rights.  A human rights-
based approach to violence against women requires that all those who 
develop and deliver health services:  

 
o Assess the capacity of rights holders to claim their rights and identify 

the immediate, underlying, and structural causes for non-realization of 
rights. For example, identify the barriers to women and girls access to 
health services for violence and address those barriers through 
improved legislation on health sector response to violence against 
women and girls, integrated and comprehensive health programming, 
and community outreach to women and girls. 

o Assess the capacities and limitations of the duty bearers (health care 
personnel, police, prosecutors) to fulfil their obligations according to 
national and international standards, laws and agreements.  

o Develop strategies to build capacities and overcome limitations of duty 
bearers, such as through staff training and supervision. 

o Monitor and evaluate both outcomes and processes guided by human 
rights standards and principles, and ensure national accountability. 

o Ensure programming is informed by the recommendations of 
international human rights bodies and mechanisms. 

 
 
2.  Survivor-centred approach 

http://www.endvawnow.org/new/en/articles/302-timeline-of-policy-commitments-and-international-agreements.html
http://www.endvawnow.org/new/en/modules/view/14-programming-essentials-monitoring-evaluation.html#categories
http://www.un.org/womenwatch/daw/vaw/v-work-ga.htm
http://www.un.org/womenwatch/daw/vaw/v-sc-work.htm
http://www.un.org/womenwatch/daw/vaw/v-hrc.htm
http://www.un.org/womenwatch/daw/vaw/v-esc.htm
http://www.endvawnow.org/new/en/articles/316-ensuring-holistic-multisectoral-policies-and-national-plans-of-action.html
http://www.endvawnow.org/new/en/articles/323-monitoring-and-national-accountability.html
http://www.un.org/womenwatch/daw/vaw/index.htm
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¶ A survivor-centred approach means that all those who are engaged in 
violence against women programming prioritize the rights, needs, and wishes 
of the survivor.   

 

¶ Essentially, a survivor-centred approach applies the human rights-based 
approach to designing and developing programming that ensures that 
survivorsô rights and needs are first and foremost.  The survivor has a right to: 

 
o be treated with dignity and respect instead of being exposed to victim-

blaming attitudes. 
o choose the course of action in dealing with the violence instead of 

feeling powerless. 
o privacy and confidentiality instead of exposure. 
o non-discrimination instead of discrimination based on gender, age, 

race/ ethnicity, ability, sexual orientation, HIV status or any other 
characteristic. 

o receive comprehensive information to help her make her own decision 
instead of being told what to do. 

 

¶ The survivor-centred approach is based on a set of principles and skills 
designed to guide professionals-- regardless of their roleðin their 
engagement with women and girls who have experienced sexual or other 
forms of violence.  The survivor-centred approach aims to create a supportive 
environment in which the survivorôs rights are respected and in which she is 
treated with dignity and respect.  The approach helps to promote the 
survivorôs recovery and her ability to identify and express needs and wishes, 
as well as to reinforce her capacity to make decisions about possible 
interventions (UNICEF, 2010).  Providers must have the resources and tools 
they need to ensure that such an approach is implemented. 

  
3.  Quality of care approach  
    

¶ Service quality can be defined in terms of the different dimensions outlined 
below, each of which is dependent on the other in order to realize overall 
quality of care. The priority is always to promote the health and well-being of 
survivors. 

 

Equity Equity along several dimensions needs to be considered in service 
planning. Geographical equity can be achieved by ensuring that plans are 
developed to improve sexual assault health services progressively 
throughout the country. Services need to be equitably available to different 
groups in society, and in particular marginalized groups, who are often at 
particular risk of sexual assault, such as those engaged in sex work or 
drug users, need to be able to have their health needs met without fear of 
experiencing penalties. Equity also demands that services are provided to 
those in institutions as well as the general population.  
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Effective-
ness 

Effective health services meet the health and welfare needs of survivors of 
recent and past sexual violence. Effective services need to be well 
managed and provide care of a high clinical standard.  
 

Efficiency Efficient services are those that meet the needs of survivors promptly and 
effectively.  The greatest threat to health service efficiency in most 
countries is low quality of clinical care resulting in a failure to treat sexually 
transmitted diseases, prevent pregnancy, meet mental health needs and 
provide information that can be used persuasively in court. Monitoring and 
evaluation of health services are key tools in ensuring and building quality 
of care and ensuring efficiency.  Legal and health outcomes can be 
monitored and the organisation and activities scrutinised in order to ensure 
that these are optimised.  Victim/survivors have a critical role in service 
evaluation, as described further in the Monitoring and Evaluation section.  

Access In every country where it has been examined, research has shown that the 
majority of people who are sexually assaulted do not currently come 
forward to the police. Public perceptions of health services available to 
sexual assault victims/survivors are crucial in promoting access to health 
care. It is very important that health services enable health needs to be 
met without mandatory police reporting and involvement in cases.  
Involving courts or the police should be the womanôs decision, based on 
full information on the implications of taking such steps.   
 
Geography is important in access, and services need to be planned so that 
they can be reached by all within an acceptable travelling time, and at an 
acceptable transport (or other) cost. If it is possible there should not be 
user fees for these services as they will pose a barrier to seeking health 
care and gaining access to justice. Services also need to be available 24 
hours a day, seven days a week, and survivors should be able to access 
same-sex health-care providers. 
 

Appro-
priateness 
and 
Accepta-
bility 

Appropriate services are based on the recognition that survivors need 
special consideration paid to them, and that health services need to ensure 
that, as far as possible, health care seeking does not further stress 
survivors, but rather is seen as a step in regaining control over their lives. 
Protocols for providing care should be developed such that the number of 
examinations and interviews victim/survivors have to undergo is kept to a 
minimum, preferably one at the health facility. High quality health care 
needs to be coordinated such as to link the provision of immediate medical 
care, forensic examinations, crisis and short term counselling, follow up 
medical care and advocacy.  This is best achieved in a dedicated service 
with clear lines of management.  

Choice Choice is a very important element in high quality sexual assault health 
services and lies at the heart of respect for differences between people in 
their preferences, needs and wants. Where it is possible, survivors should 



 

 

 38 

be able to choose which health facility they get their care from. High quality 
care should be sensitively provided and individualised. Thus 
victim/survivors should be taken through each stage of their health care 
and examination separately and have choices about the services they 
receive, with informed consent sought at each stage.  

Excerpted/Adapted from Jewkes, R., 2006. Paper for Policy Guidance: Strengthening the Health 
sector Response to Sexual Violence (Unpublished), based on Maxwell R.J., 1992. Dimensions of 
quality revisited: from thought to action. Quality in Health Care, pp. 171-177. 
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4.  Medical ethics of care approach   
 

¶ Codes of medical ethics are built on internationally accepted principles. It is a 
fundamental duty of all health workers that they use their skills in an ethical 
manner and observe the laws of the community. Health service provision and 
the related policy framework must be based on the same ethical principles. 
Countries need to be mindful of these principles when considering their legal 
frameworks for services and modes of operation. 
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Autonomy Autonomy involves right of victim/survivors to make decisions on 
their own behalf or, in the case of children, the right of the 
individual acting in their interests (parent or guardian). Respecting 
the principle of autonomy, requires that health care professionals 
make themselves aware of the needs and wishes of patients with 
respect to both their treatment and their interactions with police, the 
legal system or other referrals. Within the health services all steps 
taken should be based on informed consent i.e. the provision of 
information about the procedure to be performed and medication to 
be given and any side-effects. 
 

Beneficence Beneficence is the duty or obligation to act in the best interests of 
the victim/survivor. The principle of beneficence requires that staff 
act with sensitivity and compassion. Fundamentally, staff actions 
need to convey that they believe the victim/survivor and that he or 
she is not to blame for what occurred. 
 

Non-
malfeasance  

Non-malfeasance is the duty or obligation to avoid doing harm to a 
survivor. 
 

Justice or 
fairness 

Justice/fairness is doing and giving what is rightfully due to the 
survivor according to international and national health and human 
rights standards and laws. In health services for sexual violence 
survivors, the lower social status of women has often been 
reflected in a culture of victim-blaming, accusatory modes of 
questioning and lesser priority given to providing post-sexual 
assault. These practices are not ethical. It is essential that health 
care professionals are supportive and non-judgmental when 
providing care to victim/survivors.  

Excerpted/Adapted from Jewkes, R., 2006. Paper for Policy Guidance: Strengthening 
the Health sector Response to Sexual Violence (Unpublished). 
 

Additional Resource: 
 
ü See the International Code of Medical Ethics and the World Medical 

Association site. 

 
B.  Standards for health service delivery 
  

¶ In order to put all of these principles into action, it is critical that policy makers, 
health care administrators, and health care workers understand how these 
principles overlap, as well as how they actually relate to the provision of 
services for survivors.  Some examples are provided below. 

 
 

http://www.wma.net/en/30publications/10policies/c8/index.html
http://www.wma.net/en/10home/index.html
http://www.wma.net/en/10home/index.html
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BASIC 
PRINCIPLE 

SERVICE SPECIFIC STANDARDS 

Right to privacy ¶ Ensure privacy during any conversation between the survivor and 
provider or receptionist so that no one in the waiting room or in 
adjoining areas can overhear.  In low resource settings where no such 
space exists, creative measures such as walking to another part of the 
facility with the client or to an outdoor patio might have to be taken.  

¶ Systems and staff training to ensure privacy for adolescent clients so 
thatðwhen deemed necessary--family members are not apprised of the 
reason for their visit. 

Right to 
confidentiality 

¶ Do not share any information regarding a survivor without the survivorôs 
informed consent.  All staff should be trained in maintaining 
confidentiality and services should have a policy related to this. Strict 
measures should be in place so that staff only discusses cases with 
other providers when strictly necessary, and in a manner that cannot be 
overheard. 

¶ Institute secure measures for confidentiality of patient files.  

Right to choose/ 
Autonomy 

¶ Seek informed consent for the examination and any tests. The principle 
of autonomy requires that survivors should be able to get health care 
without interacting with any other service before, or as a condition of, 
gaining health care. They should not have their name passed to any 
other agency, including a non-governmental organisation, social 
workers or researchers, unless they agree to such a referral. Autonomy 
is obviously reduced in settings where there is mandatory reporting and 
in situations where the victim/survivor is a child and needs protection 
from agencies, often from family members (excerpted from Jewkes, 
2006).  Informing the woman of legal mandates in order to help her 
engage in safety planning is also important.  

Non-
discrimination/ 
Equity 

¶ Ensure the same level of quality of care for all persons seeking 
assistance.   

¶ Ensure that health programmes are age-specific and tailored to different 
sub-groups with wide access across a variety of settings, including 
considerations of geographic, cultural and linguistic diversity. 

¶ Ensure that a range of support options are available that take into 
account the particular needs of women facing multiple discrimination 
(United Nations, 2006a). 

Dignity/ 
Appropriateness 

¶ Ensure availability of female examiners where requested, and promote 
bodily integrity in examinations. 

¶ Remind survivors that violence is not their fault and abuse should not be 
tolerated (Carreta, 2008). 

¶ Ensure access to family planning, contraception, and where legal, safe 
abortion (WHO, 2008). 

¶ Ensure confidentiality and comfort with private waiting areas, a private 
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toilet and washing facilities, and a private examination room. (Jewkes, 
2006). 

Accessibility ¶ Ensure services for survivors and prevention initiatives are free of cost 
(Schechtman, 2008; Claramunt and Cortes, 2003). 

¶ Ensure location of services is accessible and/or provide transportation. 

¶ Ensure linkages with the community, especially through community-
based and non-governmental organizations.  Identify appropriate means 
for reaching out the most marginalized members of the community 
about availability of services. (Jewkes, 2006). 

¶ Ensure survivors have access to same-sex health care providers. 

Safety ¶ Ensure safety of the survivor as the paramount concern (Garcia-
Moreno, 2002 b), as well as safety for the staff, and cultivate a working 
environment that does not minimize or deny potential safety risks 
(Council of Europe, 2008a).  Conduct safety assessments and safety 
planning. 

Non-
malfeascence 

¶ Prioritize the well being of survivors and the delivery of services over 
data collection or any other secondary objectives.  

Effectiveness/ 
Efficiency 

¶ Ensure that service providers are skilled, gender-sensitive, have 
ongoing training and conduct their work in accordance with clear 
guidelines, protocols and ethics codes (United Nations, 2006a). 

¶ Ensure health policies and programmes are based on evidence. 

¶ Monitor and evaluate service provision, seeking participation of service 
users. 

¶ Ensure coordination among multisectoral actors. Sexual assault 
evidence collection kits, evidence chains and standard forms must be 
agreed by all sectors (Jewkes, 2006). 

 
 
IV. Initiating or improving a national health sector strategy  
 
A.  Conduct a situational analysis of the health sector. 
 

¶  As a first critical step a situation analysis and mapping should be conducted 
to determine the health sectorôs existing role vis-à-vis violence against women 
and girls. This type of assessment is crucial to planning, standardizing quality 
of care among different types of service providers and in coordinating efforts. 
Periodic assessments will also help monitor the success of efforts and point 
to gaps and challenges that should be addressed (Bott et al., 2004).  

 

¶  A comprehensive situational analysis should take place at a variety of levels.  
At the national and sub-national level, the focus might be on implementation 
of laws, policies and protocols as well as coordination structures, funding and 
other resources. At the facility level, the focus might be on institutional 
policies and protocols as well as the range and quality of services.  At the 
provider level, a situational analysis might investigate knowledge, behaviour 
and provider practices.  At the community level, a situational analysis will 
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investigate the nature and type of violence, help-seeking behaviour, health 
needs, and perceived accessibility and quality of services. 

 

¶  The situational analysis can be seen as an intervention itself, as it initiates 
public discussion of violence against women and girls, raises awareness, and 
opens dialogue among key actors and within the community.  However, it is 
critical that all research on violence against women is action-oriented, such 
that the goal of the research is to improve the well being of survivors. 

 

¶  When planning a situational analysis, it is critical to operate under ethical 
guidelines and abide by the World Health Organizationôs ethical and safety 
standards for collecting information on violence against women and 
girls (see resources below). 

 

WHO TO 
ASSESS 

WHAT TO ASSESS HOW TO 
ASSESS 

¶ Key 
stakeholders 
and actors 
responsible 
for 
developing 
policies and 
protocols; 

¶ Key 
stakeholders 
and actors 
involved in 
coordination; 

¶ Key 
stakeholders 
and actors 
involved in 
providing 
services; 

¶ Members of 
the 
community; 

¶ Leaders of 
the 
community; 

¶ Womenôs 
organizations
. 

At the national and sub-national levels:  

¶ Whether there are laws and policies in place to promote 
protection for women and girls and support the delivery of 
ethical and safe health services. 

¶ Whether health plans, protocols or other guiding 
frameworks are in place and whether they are funded.  

¶ The level of implementation of policies, plans and 
protocols, including gaps and bottlenecks, infrastructure, 
human resource capacity, access barriers by different 
sub-groups of the population, resource flows among other 
institutional and administrative factors. 

¶ Whether an institutional coordination mechanisms exists 
at national and/or sub-national level, how it is functioning, 
which stakeholders are involved and who is not that 
should be.  

¶ Whether prevention services are being undertaken, to 
what extent, by whom (government, womenôs groups, 
non-governmental organizations or others), for which 
target audience(s) and the effectiveness of those 
interventions.  

 
At the level of service delivery (facility and provider): 

¶ Which health services exist for survivors of domestic 
violence, sexual violence and other forms of violence 
against women and girls that are prevalent in the country 
or region.  

¶ Which entities are providing them (government, womenôs 
groups, non-governmental organizations, others).  

¶ Where services are concentrated and where there are 
gaps. 

¶ Review 
existing 
assessments 

¶ Conduct key 
informant 
interviews 
with relevant 
stakeholders 

¶ Conduct 
focus groups  

¶ Undertake 
site 
observation 

http://www.endvawnow.org/new/en/articles/305-operating-under-ethical-guidelines.html
http://www.endvawnow.org/new/en/articles/305-operating-under-ethical-guidelines.html
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¶ How they are being financed and what the costs are for 
survivors.  

¶ The level of quality and user experiences.  

¶ Who is accessing them and who is not. 

¶ What services are provided at different types of health 
facilities (including hospitals, the emergency rooms of 
hospitals, one stop centres, reproductive health clinics; 
during prenatal care; within HIV/AIDS voluntary testing 
and counselling or prevention, treatment and care 
programmes). 

¶ Whether the facilities provide safety (e.g. security guard, 
police presence) and confidentiality (e.g. substituting the 
survivorôs name with a patient number or alias). 

 
At the community level: 

¶ Key forms of violence. 

¶ Help-seeking behaviour and availability of referral 
services. 

¶ Obstacles to help-seeking. 

¶ Vulnerabilities and needs of marginalized groups. 
Adapted from Ward, J., 2010, Guidelines on Coordinating GBV Interventions in 
Humanitarian Settings. New York: GBV AOR Working Group. and Bott, S., Guedes, A., 
Guezmes, A. and Claramunt, C., 2004. Improving the Health Sector Response to 
Gender-Based Violence: A Resource Manual for Health Care Professionals in 
Developing Countries. New York: IPPF/WHR.  Available in English and Spanish. 

 
 

http://gbv.oneresponse.info/
http://gbv.oneresponse.info/
http://www.endvawnow.org/new/uploads/browser/files/Improving%20Health%20Sector%20Response%20to%20GBV:%20Resource%20Manual%20Dev%20Countries_English.pdf
http://www.endvawnow.org/pampa/v0.1/library/filemanager/v1/files/Improving%20Health%20Sector%20Response%20to%20GBV:%20Resource%20Manual%20Dev%20Countries_Spanish.pdf
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Case Study: The ñCritical Pathò in Central and South America (Pan American Health Organization) 
  
 
The Pan American Health Organizationôs work on violence against women started with the ñCritical Pathò 
Study which documented and provided the first in-depth understanding of what happened to women once 
they broke their silence an actively sought help: from state services, church and schools in their community, 
and even neighbours and family members. The ñCritical Pathò study was carried out in 16 communities of the 
10 countries that were included in the two Pan American Health Organization projects to address violence 
against women and girls. These countries were: Belize, Bolivia, Costa Rica, Ecuador, El Salvador, 
Guatemala, Honduras, Nicaragua, Panama and Peru. The study communities reflected the diversity of rural 
and urban settings in Latin America, as well as that of its ethnic groups.   The Pan American Health 
Organization and its Ministry of Health counterparts selected the study communities based on size, the 
availability of basic services and the existence of non-governmental organizations and/or womenôs 
organizations.  From each community, participants included 15-27 women aged 15 years or older, who were 
presently experiencing violence and who had contacted a service provider within the previous 24 months. A 
minimum of 17 providers from among the various types of service centres were interviewed in each 
community. Data analysis was based on the interpretation of structured questionnaire. Interviews were 
recorded and transcribed for detailed analysis. The researchers worked closely with community teams to 
develop their skills and knowledge for collecting, analyzing, and utilizing the results.  The Critical Path uses 
an interactive, qualitative methodology with a standard protocol that is translated and adapted for various 
ethnic groups. Information is collected through in-depth interviews with women and semi-structured interviews 
with service providers in health, law enforcement, legal/judicial, education, religious, and non-governmental 
organization sectors, as well as through focus groups with community members. For an explanation of the 
research protocol used in the Critical Path, as well as research tools including key informant interviews with 
sector representatives, individual survivor interview guide and focus group guidelines, see the publication 
in English and Spanish.  
   
Following from the Critical Path research a subsequent protocol was developed for the purposes of rapid 
assessment.  Conducting a simplified ñCritical Pathò Survey can be a useful method when it is necessary to 
generate basic information but there is not enough time, resources, or staff to carry about a more 
comprehensive study like the one described above. Using a simplified ñCritical Pathò Survey involves 
interviewing survivors of violence and those who might provide services such as the health, legal, police and 
non-governmental organizations in order to assess how the experience is for the survivor and be able to 
improve quality and enable survivors to overcome bottlenecks identified at different pints of the health and 
referrals continuum.  For a description of the ñrapid assessment protocolò and examples of the adapted tools, 
see the manual in English and Spanish.   

 

 

 

Source: excerpted from Velzeboer, M., Ellsberg, M., Arcas, C., and Garcia-Moreno, C., 2003. Violence 

against Women: The Health Sector Responds. Washington, DC: PAHO,  pp. 9-11. 

 

http://www.paho.org/english/hdp/hdw/womenswayout.pdf
http://www.paho.org/spanish/hdp/hdw/rutacritica.pdf
http://www.paho.org/spanish/hdp/hdw/gph4english.pdf
http://www.paho.org/Spanish/DPM/GPP/GH/VAWhealthsector.htm
http://www.paho.org/English/AD/GE/VAW-HealthSectorResponds.pdf
http://www.paho.org/English/AD/GE/VAW-HealthSectorResponds.pdf



