A Practical
Approach to
Gender-Based
Violence:

| Frogramme

silide for

) UNFRA

United Nations
Population Fund

Pilot Edition

2001
Mew York



A Practical Approach to
Gender-Based Violence:

A Programme Guide for
Health Care Providers and Managers

New York



ACKNOWLEDGEMENTS

This Programme Guide was written by Lynne Stevens, an educator and
psychotherapist, who has expertise in Gender-Based Violence. The writing of this
programme guide involved the collaboration of UNFPA and UNIFEM and support
and input from the Gender-Based Violence Group at UNFPA (France Donnay,
Maria Jose Alcala, Christina Bierring, Abubakar Dungus, Eriko Hibi, Talat Jafri,
Sahir Abdul Hadi, Jaime Nadal-Roig, Annemieke de los Santos, and Giulia
Vallese). Miriam Jato, Faiza Benhadid, Laura Laski and Nicola Jones from
UNFPA made useful suggestions and provided additional information as did the
group from the Country Technical Service Team in Dakar: Bintou Sanogoh,
Diana Lima Handem, Laurent Assogba, Soulimane Baro and Richard Dackman
Ngatchou. Roxanna Carrillo, Ana Flavia d'Oliveria, Monica O'Connor, Ruth
Hayward, Andre Lalonde and Claudia Garcia Moreno's comments added to the
quality of the guide. We thank Rema Venu for her editorial support. We also want
to recognise the women who have spoken about their experiences of GBV over
the years and we thank them for helping to shape the ideas incorporated into this
programme guide. Finally, we would like to acknowledge The Ford Foundation’s
support for the preparation and publication of this programme guide.



Foreword

In 1998, UNFPA published a Programme Advisory Note, Reproductive Health
Effects of Gender-Based Violence, which described the serious long-term effects
of gender-based violence (GBV). It also identified a number of strategic entry
points where UNFPA could begin work on the problem of GBV. One strong
recommendation was that reproductive health (RH) services integrate the
treatment of GBV into their services. As mentioned in the State of the World
Population, Lives Together, Worlds Apart in a Time of Change 2000. GBV is a
serious impediment to women's reproductive health, and a violation of basic
human rights.

We know that a sizeable proportion of women, worldwide, have experienced
GBV. However, many women will not mention violence unless asked directly.
Yet, few health care providers have been trained to address these difficult issues
with their clients and few clinics have activities that specifically address the
needs of victims of GBV. Women suffer in silence for lack of someone they can
trust with whom they could discuss the violence in their lives — someone who
could listen sensitively and give a helpful response.

To help break this silence we are embarking on an innovative strategy to assist
victims of violence by integrating the assessment and treatment of GBV into RH
services. RH facilities are an ideal place for such activities, since these are
facilities where many women already go, and where they talk about their lives.

A Practical Approach to Gender-based Violence: A Programme Guide for Health
Care Providers and Managers, offers step-by-step guidance on how RH facilities
can begin their own GBV projects. Three project options are presented in this
Programme Guide.

» Project A involves displaying material about GBV (including information about
where women can get help) in the public and private rooms of the facility.

» Project B includes displaying GBV material and also asking all clients about
GBV. If clients say that they have experienced GBV, they are then referred to
an outside group that provides the necessary care and support.

» Project C includes all of the activities of Projects A & B, and also offers on-site
treatment for survivors of GBV.

These project models allow a facility to choose the one that will best fit their
physical plant, financial and referral resources and capability. The Programme
Guide also helps prepare the facility by guiding the clinic through the different
practical steps needed to integrate their particular GBV project choice into their
existing activities. The Projects are modular, and a facility may begin with Project
A and later expand it into B or C.



UNFPA is very pleased and proud to be inaugurating this practical approach to
recognising and helping women who are victims of gender-based violence. We
know that women's lives can start to change when they are given permission to
speak about the violence in their lives and are offered sensitive care and
assistance. This can then allow them to take the first steps to begin to heal from
the effects of the abuse.

) L O% VO

Mari Simonen, Director Technical Support Division
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A Practical Approach to Gender-Based Violence:

A Programme Guide for Health Care Providers and Managers

Executive Summary

Until recently gender-based violence
(GBV) was viewed as a private or
family matter. However, there has been
a shift in thinking in the last few years
about this topic and it is now viewed as
both a public health problem and a
human rights violation. Numerous
studies have been published that
document the prevalence of GBV and
its serious effects on women. From
these studies we know that one out of
every three women have experienced
GBV (Heise, Ellsberg & Gottemoeller,
1999). Women's groups have spoken
out about GBV and have advocated for
viewing GBV as a societal problem
rather than a private matter.
Legislators have been lobbied to enact
and implement laws that criminalise
GBV. Global conferences have passed
resolutions condemning GBV. The
United Nations has defined it and
recognised it as a problem that effects
individuals, families, communities and
nations.

Yet, with all this progress what has
been missing is a lack of co-ordinated
services for the victims of GBV.
Although women who go to health care
facilities often have symptoms related
to GBV, they are generally not asked
about GBV in their lives. Thus, in
reproductive health settings victims of

GBV are often the women who are
labelled (and further stigmatised) as
“difficult” clients. These victims are
considered “failures” because they
often do not use the family planning
methods prescribed to them, do not
follow behavioural or health
recommendations, fail to return for
follow-up visits and fail to get treatment
for their STDs. Their symptoms may
worsen and/or they may continue to
suffer from the same symptoms for
years. But the real problem is that
these women don't get the help that
they need for what often underlies their
behaviour and symptoms IS
undiagnosed GBV. Thus GBV, if
undetected and untreated, can reduce
the effectiveness of women's health
care programmes.

We know that even though health care
providers often do not address GBV,
many of their clients are GBV victims.
Health care providers see clients
suffering from the effects of the GBV
on a daily basis with problems such as
undiagnosable, escalating pain,
repetitive episodes of STDs, and
unintended pregnancies. Faced with
such problems, staff may feel
powerless, even feel like failures
themselves because they do not know
what to do. Staff may even realise that




the effects of the GBV are undermining
the services they provide. However,
because they are not trained to
recognise and address GBV and
because there is no institutional base
to support them in this area, health
care providers feel helpless to
intervene.

What now needs to be done is to begin
to address the effects of GBV on the
victims. In developing countries, a visit
to a reproductive health facility may be
the only health care visit that a woman
makes. This visit thus becomes a
timely and unique opportunity to
assess clients for GBV. Staff,
especially those in women's health
settings such as reproductive and
sexual health, maternal child health
and prenatal settings have a critical
role to play when dealing with victims
of GBV. However, in order for victims
of GBV to talk about the violence in
their lives they first need to trust their
health care providers to understand
and respond properly to this disclosure.
Sensitising staff about GBV is key to
increasing victims' level of trust.

This programme guide addresses
these important gaps in services to
women. The programme guide applies
what we know about GBV and its
effects and offers a step-by-step guide
for designing and implementing a GBV
Project in any part of the world. This
Project does not have to be one that
offers victims of GBV everything in the
way of services. It can be a modest
programme which, for example, both
assists victims by educating them
about GBV and gives them a list of
places to get help.

The three GBV project options that are
presented in this programme guide
then allow a health facility to choose
the one that will be the best fit, given
their infrastructure, financial and
referral resources and capability. The
programme guide also helps prepare
the health facility to begin their Project
by guiding them through the different
practical steps needed to integrate their
particular GBV Project choice into their
health programme.

Project A involves displaying material
about GBV  (including referral
information) in the public and private
rooms of the facility. Project B includes
displaying GBV material and asking all
clients about GBV. If clients disclose
GBV, they are then referred to an
outside facility that provides the
necessary care and support. Project C
includes all of the first two but also
offers on-site treatment for victims of
GBV. The Projects are modular, and a
facility may begin with Project A and
later expand it into Project B or C.

Figure 1.  Steps for Implementing a GBV

Project

Assessments for choosing the most
appropriate GBV project for their facility

Development of planning and monitoring
tools, GBV material and forms

Setting up of referral mechanisms,
protocols and policies

Re-routing of clients, continuity of care and
follow-up mechanisms

Education of staff through sensitisation,
training and supervision

Expansion of staffing and services
Education of the community




Whichever project a facility chooses, it
will be providing crucial care and
services. Although the project may not
have an impact on the overall level of
GBYV in the country, it will serve as a
place where victims of GBV can get the
care they need in an environment that
supports and validates them.
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Introduction

Although there are many stereotypes
about victims of gender-based violence
(GBV), in reality it can happen to any
woman. Victims of GBV can be
wealthy or poor, educated or illiterate,
and married, widowed or single. The
World Health Organization (WHO)
estimates that at least one in five
women have experienced violence in
their lives (WHO, 1997). Other studies
estimate the statistic to be one in three
women (Heise et al., 1999). GBV can
have long-term psychological and
physical consequences and effect
many aspects of women's lives.

Women who have been sexually abused as
children are at greater risk of having

unprotected sex as adolescents and adults
and therefore at risk for contracting HIV/AIDS
(Zierler,  Feingold, Laufer, Velentgas,
Kantrowitz-Gordon & Mayer, 1991).

Women who are physically abused have
more unplanned pregnancies than other
women (Eby, Campbell, Sullivan & Davidson,
1995).

Many rape victims suffer severe injuries
and/or unconsciousness including mental

illness and death following the rape Shamin,
1985). Rape victims are nine times more
likely than non-victims to have attempted
suicide (Kilkpatrick & Best, 1990).

The staff at health care facilities often
know that they are treating victims of
GBV and they would like to help these
women. The question that they often
ask is, "What can we do?" This
programme guide responds to this
guestion by saying that there is much
that can be done and that health care
facilities are in an ideal position to act.
The programme guide offers a map to
follow and this map has three routes.
Each facility can choose one of the
three GBV Project options and
depending upon their choice, they will
reach a slightly different destination.
However, all facilities will be able to
offer some level of services that will
help victims begin to heal from the
trauma of GBV.

A number of conferences and
conventions have addressed physical,
mental and sexual violence against
women as one of the emerging issues.
The Convention on the Elimination of
All Forms of Discrimination (CEDAW)
sets the agenda for a proactive
approach to women's empowerment
and contains specific recommendations
to address violence against women
(General Recommendation No. 19,
A/47/38, 1992). In addition, General
Recommendation No. 24, (A/54/38,
May 1999) requires States to prevent




and impose sanctions for violations of
human rights, with particular attention
to gender-based violence, including
sexual abuse. The Programme of
Action (PoA) adopted at the
International Conference on Population
and Development in 1994 noted that
“human sexuality and gender relations
are closely interrelated and together
affect the ability of men and women to
achieve and maintain sexual health
and manage their reproductive lives.”
(Para 7.34). The PoA went on to say:
“Violence against women, particularly
domestic violence and rape, is
widespread, and rising numbers of
women are at risk from AIDS and other
sexually transmitted diseases as a
result of high-risk sexual behaviour on
the part of their partners.” (Para 7.35)
The Special Session of the UN General
Assembly on the Beijing+5 Review
(2000) recognised gender-based
violence as a crime and recommended
specific actions to be taken inter alia
within the judicial and health systems in
paragraphs 103a-103i.

In addition, a variety of reports have
been published documenting and
discussing GBV including the
Programme Advisory Note on GBVY,
Reproductive Health Effects of GBV:
Policy and Programme Implications
published by UNFPA in 1998. In 2000,
the UNFPA published the State of the
World Population. Lives Together,
Worlds Apart. Men and Women in a
Time of Change recognising GBV as
both a public health concern and
violation of human rights plus an
impediment to women's reproductive
health. Although there are not yet
studies from as wide a group of
countries as we would like, the data we
do have has expanded our awareness

of this problem and documented the
magnitude of the problem and the
extent to which victims can be affected
by GBV. Yet, there has been a gap in
applying this information and using it to
create programmes that address
victims of GBV. Specifically, what has
been missing is the guidance that can
help people apply this knowledge in a
practical manner to help victims of
GBV. This programme guide hopes to
fill this gap, complementing what we
already know about GBV, with the goal
of assisting health care facilities in
starting their own GBV services. The
objectives of this guide are to provide
guidance, support and information on
what facilities can offer victims of GBV
in terms of mainstreaming GBV
services into their programmes.

Although there are many types of
gender-based violence, this
programme guide’s focus will be on the
three most common forms of GBV:
adolescent and adult victims of
childhood sexual abuse, domestic
violence and rape or sexual assault.

This programme guide is addressed to
district health administrators,
managerial teams, health clinic teams
and community advocates. These
people can make a difference in
whether and how GBYV is addressed in
women's health care settings. Staff,
especially whether in reproductive
health, maternal child health, prenatal
and antenatal settings have a critical
role to play when dealing with victims
GBYV. Studies show that victims of GBV
need to trust their health care providers
for them to be able to tell them about
the violence in their lives. Sensitising
the staff on this topic will help this
begin to happen.




Health care providers are the people
with whom women already talk to about
many intimate matters (Heise, Moore,
& Toubia, 1995). Added to this special
relationship, in developing countries, a
visit to a reproductive health facility
may often be the only health care visit
for a woman. This visit is a unique
opportunity to assess clients for GBV.

Health care facilities must directly
acknowledge that many women who
attend family planning, prenatal care or
maternal and child health clinics are
victims of GBV and that this is an
important topic to bring up with all
female clients. Because GBV can
happen to any woman, assessing
every client for GBV is critical. Although
some individual staff may have had
training in the identification of GBV,
they usually have no context to do this,
as they have not had the support of a
GBV project that was a part of the
facilities' services. Some providers at
facilities are supposed to ask about
violence but often they do not. When
asked about this omission, they state
they are uncomfortable bringing up this
topic, fearful that asking about GBV will
antagonise clients or feeling they do
not know how to respond if the woman
answers "yes.”

Some administrators, when asked
about this, say they fear that if this
topic were opened up, the needs and
problems of the victims would
overwhelm the staff. Consequently,
they would not be able to complete the
work they are already required to do.
Nevertheless, there are ways to
integrate this topic into already existing
programmes without overwhelming the
facility or the staff. Actually, integrating
the assessment of GBV can enhance

other programmes in the facility.
Experience has shown that in the
context of an organised project,
including training and support, asking
about GBV can be beneficial to the
facility, staff and clients.

For clients who are victims of GBV,
such a project can help end the
isolation they have experienced as
holders of this secret, lessen or
ameliorate their guilt and self-blame,
and increase their knowledge by
educating them about the connections
between their symptoms and GBV. All
of these interventions assist victims in
feeling more in control of their lives,
thus empowering them.

For staff, being trained in the
assessment and treatment of GBV can
add to their repertoire of skills. It not
only offers them information about GBV
but it also teaches them techniques to
use in discussing other sensitive topics
with clients and helps to develop
interpersonal skills that can enhance
provider-client  relationships.  Such
training can thus make a huge
difference, empowering not only the
client but the staff as well.

Some administrators think GBV is such
a complex problem that it would require
an enormous amount of resources to
tackle GBV at their facility. That is not
true. A project does not have to offer
victims of GBV everything in the way of
services. It can be a modest project,
which for example, assists victims by
educating them about GBV plus offers
them a list of places to get help.

This programme guide is designed to
assist you in choosing one of the three
GBV Project options described herein.




Your group can choose the one that
will be the best fit, given your particular
facility and capability. This programme
guide helps you conceptualise and
actualise your Project. It also helps to
prepare your staff for integrating your
GBV Project option into your existing
programme by guiding them through
the different practical steps.

Before getting to those concrete steps,
the programme guide first helps
readers understand the connections
between reproductive and sexual
health and GBV, the myths and
barriers to effectively tackling the topic
and ways of overcoming them. Key to
any programme that helps victims of
GBYV is the need for staff to look at their
own responses, beliefs and biases
about GBV. The section on myths and
barriers covers some of these.
Additional ones can be discussed at

staff  sensitisation and  training
sessions.
This is a programme guide about

providing services. Part of knowing if
you are meeting the objectives of these
services is to develop a monitoring and
evaluation plan. The research
guestions that you will answer while
developing your project will inform you
further about the problem of GBV in the
population you serve. While some
problems outlined in this programme
guide can be addressed internally at
the facility level, others may require
outside assistance. For instance, if the
staff is to be trained to assess,
intervene, and refer GBV victims, then
the facility would need to find a person
who is knowledgeable about GBV and
can offer the clinical staff the
appropriate training and/or work as a
consultant.

This programme guide includes sample
forms that can be adapted to your
particular facility, project choice, culture
and language. Chapter 9 provides
sample outlines on sensitisation and
training topics that must be covered for
staff to achieve a level of competence.

Forms in this programme guide can be
used to:

Assess the facility prior to commencing
your GBV Project

Develop a monitoring and evaluation plan
Identify referral resources

Screen clients about GBV

Document GBV in the client's chart

Gain an in-depth assessment of the
effects of the GBV

Summarise data that has been collected
on GBV

This programme guide is written
primarily for clinics providing
reproductive and sexual health and
maternal child health facilities but it can
be adapted to other types of facilities
that treat women, such as public and
private agencies who are often the first
to act. It is important to remember that
women need to get help with the
effects of GBV at whatever facility they
attend.

Chapter 9 discusses the importance of
involving men in any discussion of GBV
and of providing treatment for men who
abuse women. This programme guide,
though, will focus on adolescent and
adult women and what they need in
order to begin to heal from the
violence.




GBV is unfortunately a part of many
women's lives. Victims of GBV have
been waiting a long time to have the
opportunity to name what has
happened to them and get the help

they need in a supportive environment,
with caring people who will listen,
support and assist them. Creating your
GBV Project offers victims such a
place.




A Practical Approach to Gender-Based Violence:

A Programme Guide for Health Care Providers and Managers

As stated in the Introduction, this
programme guide’s focus will be on the
three most common forms of GBV:
adolescent and adult victims of
childhood sexual abuse, domestic
violence and rape or sexual assault.
The definitions of each of these types
of violence as well as an overarching
definition of GBV taken from the United
Nations Assembly are given below.

Gender-based violence includes the
word gender because most victims of
interpersonal violence are women.
Violence is directed against women
because they are female and have
unequal power in relationships with
men and low status in general in the
world. This lack of power and status
make women vulnerable to acts of
violence.

Gender-Based Violence

"Any act of gender-based violence that
results in, or is likely to result in,
physical, sexual or psychological harm
or suffering to women, including threats
of such acts, coercion or arbitrary
deprivation of liberty, whether occurring
in public or private life." (United Nations
Declaration on Violence Against
Women, b.)

The overall goal of the perpetrator of
GBYV is to control and dominate. GBV
usually involves a pattern of abuse.
This is particularly true when the
perpetrator knows the victim, which has
been documented to be true in the
majority of the cases of GBV (Russell,
1986). Victims of GBV state that the
closer their relationship with the
perpetrator, the more traumatic they
have experienced the abuse to be
(Zierler et al., 1991). The pattern of
abuse can be episodic, recurrent or
chronic.

Perpetrators use a number of tactics
as part of the abuse and thus may
abuse the victim not only sexually but
also physically, psychologically and
emotionally/verbally. This can have
serious consequences for the victim,
causing her physical injury,
psychological pain and an on-going
high level of fear.

31 Childhood Sexual Abuse

WHO defines childhood sexual abuse
as "an abuse of power that
encompasses many forms of sexual
activity between a child or adolescent
(most often a girl) and an older person,
most often a man or older boy known




to the girl. This activity may be
physically forced, or accomplished
through coercive tactics such as offers
of money for school fees or threats of
exposure. At times, it may take the
form of a breach of trust in which an
individual, who has the confidence of
the child, uses that trust to secure
sexual favours.

“Incest, sexual abuse occurring within
the family, although most often
perpetrated by a father, stepfather,
grandfather, uncle or brother or other
male in a position of family trust, may
also come from a female
relative...Incest takes on the added
psychological dimension of betrayal by
a family member who is supposed to
care for and protect the child.” (WHO,
1997).

Sexual abuse can involve fondling,
masturbation, oral, vaginal or anal
contact. It is not necessary for sexual
intercourse to occur for it to be
considered sexual abuse. Sexual
abuse is also the use of the child for

prostitution, pornography and
exhibitionism.
"A general unwillingness to

acknowledge the extent of child sexual
abuse exists in many societies.
Attempts to downplay the prevalence
and nature of child abuse often blame
the victim or the victim's mother for the
violence. Accusations against the child
include the idea that the child invites
the abuse or that she imagines it. The
mother may be blamed for "causing"
the abuse by refusing to have sex with
the abuser, or for "colluding" by not
realising or reporting what was going
on." (WHO, 1997).

32 Domestic Violence

Domestic violence is the physical,
verbal, emotional, psychological and/or
sexual battering of a woman by her
partner or spouse. This type of GBV
can involve the use of threatening or
intimidating words and acts, hitting, use
of a weapon, rape, imprisonment,
financial control, cruelty towards her or
other people and things she cares
about and abusive and/or demeaning
language.

10



Figure 2.  Categories of Domestic Violence

Physical Abuse is a pattern of physical
assaults and threats used to control another
person. It includes punching, hitting, choking,
biting, and throwing objects at a person, kicking
and pushing and using a weapon such as a gun
or a knife. Physical abuse usually escalates
over time and may end in the woman's death.

Sexual Abuse is the mistreatment or the
control of a partner sexually. This can include
demands for sex using coercion or the
performance of certain sexual acts, forcing her
to have sex with other people, treating her in a
sexually derogatory manner and/or insisting on
unsafe sex.

Emotional and Verbal Abuse is the
mistreatment and undermining of a partner's
self-worth. It can include criticism, threats,
insults, belittling comments and manipulation on
the part of the batterer.

Psychological Abuse is the use of various
tactics to isolate and undermine a partner's self-
esteem causing her to be more dependent on
and frightened of the batterer. It can include
such acts as:
Refusing to allow the woman to work
outside the home
Withholding money or access to money
Isolating her from her family and friends
Threatening to harm people and things she
loves
Constantly checking up on her

Physical abuse need only happen
once. Having experienced a beating,
the victim is fearful of a reoccurrence.
The batterer may only need to verbally
threaten her now or look at her in an
intimidating manner to get her to obey.

33 Rape or Sexual Assault

Rape is the use of physical force, or
threat of force or emotional coercion, to
penetrate an adult woman's vaginal,
oral or anal orifices without her
consent. In the majority of cases, the
perpetrator is someone the woman
knows. Rape can be a one-time
occurrence or it can be ongoing. It may
also involve the use of alcohol and
drugs therefore making the victim more
vulnerable.

Sexual Assault is non-consensual

sexual contact that does not include
penetration.

34  Other commonly used terms
Victim and survivor are words used
interchangeably throughout the
programme guide to describe a woman
who is now or has in the past
experienced GBV.

Perpetrator and batterer are words

used throughout the programme guide
to describe a person who abuses a
woman. Men make up the majority of
the people who abuse women and
most of these men know their victims.

Staff and provider are words used
interchangeably in this programme
guide to denote people who work in a
health care facility.

11
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Gender-Based Violence and Reproductive and Sexual Health

Until recently there has been silence
surrounding GBV and so victims of
violence have not been able to put their
pain into words. But the body “speaks”
even if the survivor cannot, and her
body can tell her story even if her voice
still can't.

Victims have, through their behaviour,
indirect ways of telling health care
providers about their GBV experiences.
Past or present day GBV can have an
enormous effect on behaviour and
interpersonal relationships. For
example, women who were sexually
abused as children often feel guilty and
shameful about the abuse and blame
themselves. These negative feelings
about themselves can cause women to
take more sexual risks, which make
them more vulnerable to unplanned
pregnancy, STDs (including HIV/AIDS)
and infertility (Wyatt, Gutherie, &
Notgrass, 1992). Studies have shown
that these women are also more
vulnerable to re-victimisation as
adolescents and as adults,
compounding the level of trauma and
health effects (Wyatt et al., 1992).

Rape victims’ bodies may "speak"
through their increased visits to health
care providers. For rape victims, in the
year following the rape there is more

than a 50% increase in the number of
visits to health providers (Koss, 1993).
Yet, most of these women do not
disclose the sexual trauma to their
providers, nor do providers ask them
about this.

We know that even though health care
providers may not be addressing GBV
with their clients, they are in reality
treating GBV victims all the time.
Victims often present with problems
such as undiagnosable, escalating
pain, repetitive episodes of STDs or

unintended pregnancies. Faced with
such problems, providers may feel
powerless, sometimes even like

failures, because on a daily basis they
see clients suffering from the effects of
GBV, but they themselves do not know
what to do. Furthermore, they may
realise that the effects of GBV are
actually undermining the services they
provide clients, but because they have
not been trained to recognise or
address GBV, they feel helpless to
intervene.

GBV has many reproductive and
sexual health effects. It is important to
be able to recognise these. Figure 3
highlights the reproductive, behavioural
and social health effects that
adolescent and adult victims of

12



childhood sexual abuse, rape and
domestic violence may experience.

In medical settings, victims are often
the women who are considered
“difficult” clients. They are often
labelled “failures” because they fail to:
use family planning methods
prescribed to them, follow behavioural
or health recommendations, return for
follow-up visits and get treatment for
any sexually-transmitted diseases.

They may get worse or continue to
complain of symptoms such as

Figure 3.

undiagnosable, escalating pain,
headaches, pelvic and back pain and
gastrointestinal problems.

What often underlies this type of
behaviour — and these  physical
symptoms is undiagnosed GBV. The
real problem is that these women do
not get the help that they need. Thus
GBYV, if undetected and untreated, can

reduce the effectiveness of
reproductive  and  sexual health
programmes.

Health Effects of Gender-Based Violence

Types of Violence

Reproductive, Behavioural and Social Health Effects

Childhood Sexual Abuse

(For adolescent and adult victims)

Rape

Domestic Violence

Gynaecological problems, STDs, HIV/AIDS, early sexual
experiences, early pregnancy, infertility, unprotected sex, unwanted
pregnancy, abortion, re-victimisation, high-risk behaviours,
substance abuse, suicide, death.

Unwanted pregnancy, abortion, pelvic inflammatory disease,
infertility, STDs including HIV/AIDS, suicide, death.

Poor nutrition, exacerbation of chronic illness, substance abuse,
brain trauma, organ damage, partial or permanent disability,
chronic pain, unprotected sex, pelvic inflammatory disease,
gynaecological problems, low-birth weight, miscarriage, adverse
pregnancy outcomes, maternal death, suicide, death.
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The Importance of Asking Clients about GBV

Addressing GBYV is the first critical step
in getting victims of GBV the help that
they need in order to begin to heal.
Since we know that all women are
vulnerable to GBV, asking all women
who visit the health care facility about
GBYV is crucial.

Most victims will not spontaneously
disclose that they are victims of GBV.
Often they have not told anyone about
these experiences. Studies show that
most victims are never asked about
GBV by their providers (Mazza,
Dennerstein, & Ryan, 1996). Yet, in
studies that have asked women
whether they would, for example,
disclose sexual assault to their provider
if they were asked about it, 70% said
"yes" but only six per cent of the
women in this study said they had been
asked. Ninety per cent of the women
said they felt their physicians could
help them with problems they were
experiencing because of the sexual
assault (Friedman, Samet, Roberts,
Hudlin, & Hans, 1992). Victims report
that although this disclosure would
initially be difficult they would be willing
to talk about this, in private, with a
health care provider who asked them
guestions about GBV in a caring, non-
judgmental manner. The reality is that

many of these women have been
waiting a long time to be asked about
the violence in their lives.

GBV is a public health issue.
Addressing GBV in a health care
facility is one important means of
intervening in this public health
problem. In this context, the focus for
the assessment, intervention and
treatment of GBV is on secondary and
tertiary prevention. This can involve
screening for early intervention
(secondary prevention) and intervening
to minimise the severity of long-term
abuse (tertiary prevention). Health care
providers at women's health
programmes see women who are both
at present in violent relationships and
women who have in the past been
abused. Yet, it is clear that even
though some clients may no longer be
involved in violent relationships they
may be still experiencing the long-
terms effects. There are also women
who as children or adolescents were
sexually abused and although this
occurred many years ago, they may
still be experiencing the effects of the
earlier trauma. In addition, women who
have been raped do not on their own
disclose this for many years (if ever)
yet may be suffering from many
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physical and psychological problems
as a result of the rape.

Talking about such topics as family
planning, pregnancy, reproductive
health problems, sexuality concerns
and physical symptoms a woman is
experiencing can easily move into a
discussion of GBV. Actually, asking
about GBV can have many benefits.
Victims often feel alone and isolated in
their experiences of abuse. Just asking
the client about GBV can be the first
step in her beginning to release the
secrets and shame that she has carried
with her. Asking the client about GBV is
an important intervention. Breaking the
silence about this topic can offer her
hope.

Health care providers can open a door
for the client just by asking questions
about violence in women'’s lives. Some
women when they answer “yes” will
immediately be able to walk through
that door. Other women will answer
“no” to the questions about GBV
although they are actually victims of
GBV. They need more time and trust
in the provider and in the project before
they can honestly answer the
guestions. But that door has been
opened nonetheless, and they may be
more ready to discuss it if questioned
again at a later time. By giving clients
who say “no” the message that the
provider wants to know, the door stays
open.

Health care providers are often
concerned about what to do if a woman
were to answer “yes” to their questions
about GBV. Their actual role is crucial
but limited. The appropriate response
for the provider is to give the survivor
support, understanding, validation and

information. The provider does not
have to listen to the whole story. What
the provider can do, which is of
enormous importance for women who
answer “yes”, is to be both sensitive
and non-judgmental.

Providers must be sensitive and
non-judgemental

When the provider brings up the topic
If the client says “yes”

As they tell the client, for example, that no
one deserves to be hurt and abused

When they educate clients about possible
physical and psychological consequences
that they may be experiencing

When referrals are discussed with clients

Clients, who have answered “yes" can
then be seen on-site for an in-depth
assessment if this is part of the Project
and can be given an appropriate
referral.

There are additional benefits to asking
about GBV for both providers and
provider-client relations. For example,

It can deepen the relationship
between the client and the provider,
making it a more honest and open
one.

The facility can be a place where
the client feels understood and
where the client gets the help she
needs.

It will allow the client to have more
trust in the provider and the facility
as a whole.
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It can teach providers new skills by
increasing their ability to raise
difficult topics with clients and talk
about them in a sensitive way.

Lastly, it can increase the provider’s
sense of truly being able to respond
to their clients.
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Barriers to Talking about GBV

Many factors have contributed to the
silence that has long surrounded GBV.
Many people believe GBV is a “private”
matter, one that should not be
discussed publicly. It has certainly
been seen as improper for outsiders to
intervene in or even question violence
perpetrated against women. GBV has
even been rationalised as something
that is acceptable, under certain
conditions, for men to do to women
(Friedman et al., 1992).

Victims of GBV themselves have been
silenced, not only by the perpetrators of
the violence but also by society. They

are told by society that, for instance,
the violence is their fault, that they
must have done something to deserve
it, that no one will believe them if they
do tell or else they are frightened into
silence by threats of more harm.

6.1 Effects on the Survivor

Figure 4 shows how the perpetrator's
abuse can effect victims' beliefs about
themselves and others, thereby making
it difficult for them to initiate a
discussion about the GBV in their lives.

Figure 4.

The Survivor's Experience

What a perpetrator
communicates to the survivor

The survivor's interpretation of
this

The effects on the
survivor

| hit you because | love you

The abuse is your fault

No one will love you like | do
This is for your own good

You don’t own your body, | do

No one will believe you if you tell

This is what love is

I'm bad and to blame

Without this person I'm alone forever
Other people know what's good for me

| have no control over what people do to
me

I'm all alone and no one cares

Confusion, re-victimisation

Self-blame, confusion,
helplessness

Dependent, fearful of leaving
Doubts judgement

Poor boundaries, re-victimisation

Silence
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Despite all these pressures not to tell,
victims do 