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Strengthening Responses to Violence against Women –  

The Role of the Health Sector 

Panel at the WAVE Conference, Sofia, 10 October 2013, 16:00-17:30 

Report by Angelika Kartusch, WAVE Office 

 

The aim of this panel was to highlight the 

important role of the health sector in addressing 

violence against women (VAW). Panellists and 

participants discussed existing gaps, examples of 

promising practices and recommendations, 

drawing upon recent research, tools and 

experiences from their work in preventing and 

responding to VAW. The panel was moderated 

by DR. NIGINA ABASZADE, UNFPA Regional 

Office for Eastern Europe and Central Asia 

(Istanbul, Turkey). 

ASA NIHLEN, WHO Regional Office for Europe (Copenhagen, Denmark), presented findings from a 

recent WHO study on global and regional estimates on the prevalence and health effects of violence 

against women and the WHO clinical and policy guidelines on responding to intimate partner 

violence and sexual violence against women.1 The prevalence study revealed that VAW is a global 

health problem of pandemic proportions, with intimate-partner violence (IPV) being the most 

common form, affecting 30% of all women world-wide. In Europe2, 27,2 % of all women experienced 

intimate partner violence and/or sexual violence by a non-partner. 38% of women killed world-wide 

were killed by their intimate partners. The study also addressed the health effects of VAW - for 

example, women who experienced violence are two 

times more likely to suffer from depression or alcohol 

problems and to undergo abortions, compared to 

women who have not experienced violence. The risk to 

contract sexually transmitted diseases (syphilis, 

chlamydia and gonorrhoea) is 1,5 times higher. Ms 

Nihlen underlined the crucial role played by health 

professionals in the response to VAW as they are often 

the first point of contact for women survivors. 

Nevertheless, while VAW is increasingly being 

recognized as a public health problem, national health care policies often fail to include VAW. In 
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 WHO, London School of Hygiene and Tropical Medicine, South African Medical Research, Global and regional 

estimates of violence against women. Prevalence and health effects of intimate partner violence and non-partner 
sexual violence, 2013. http://www.who.int/reproductivehealth/publications/violence/en/index.html. 
WHO, Responding to intimate partner violence and sexual violence against women. WHO clinical and policy 
guidelines, 2013. http://www.who.int/reproductivehealth/publications/violence/en/index.html 
2
 The study covers regional data on Europe under two WHO regions: the European Region comprising middle 

and low income countries in Europe and Central Asia, and the region of High Income Countries which includes 
non-European countries, as well. 
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response, WHO issued clinical and policy guidelines to improve health sector responses to IPV and 

sexual violence against women. The document provides evidence-based recommendations in six 

areas: women-centred care; identification and care for survivors of intimate-partner violence; clinical 

care for survivors of sexual violence; training; health care policy; and mandatory reporting. WHO is 

planning to launch a clinical handbook to assist decision-makers and service providers to adapt and 

implement the guidelines. Ms Nihlen concluded by underlining that health equity could only be 

achieved through addressing gender inequality and making the right to health a reality. 

DR. ROSSANKA VENELINOVA, Nadja Centre Foundation (Sofia, Bulgaria), addressed the medical and 

psychological consequences of gender-based Violence (GBV). Victims of domestic violence (DV) can 

be found in all types of medical services: 

emergency rooms, forensic services, 

gynaecological clinics, individual and group 

practices, medical offices, psychological 

consultation rooms and psychiatric facilities, 

covering a broad range of symptoms. 

Examples of psychological and psychiatric 

symptoms include: self-harm and suicidal 

tendencies; aggression; feelings of guilt, fear, 

shame or panic; crisis reactions such as eating 

and sleeping disorders, lack of appetite or inability to concentrate; dissociative disorders; personality 

disorders; and post-traumatic stress disorder (PTSD). Dr. Venelinova explained that PTSD is a chronic, 

prevalent and disabling condition that is triggered following exposure to trauma; common symptoms 

include re-experiencing of a traumatic event, avoidance and numbing and increased arousal. She 

then addressed DV against elderly women, highlighting that elderly women are estimated to 

constitute about 6-9% of all victims of DV, with perpetrators being a child or intimate partner in 70% 

of the cases.3 Dr. Venelinova explained that measures commonly used to assist younger victims of DV 

were not suitable for elderly women and that there was little known about tools and strategies to 

identify violence against elderly women. Risk factors for violence against elderly women include 

several generations living together in one household, social exclusion as well as the physical and/or 

emotional load upon people taking care of elderly family members. Dr. Venelinova concluded by 

encouraging health professionals to address not only the physical, but also the psychological health 

impact on survivor of DV. Health professionals should create a space for patients to speak in private, 

without a relative being present. 

JADE LEVELL, Standing Together (London, UK) shared the experiences of her organization in 

improving health sector responses to DV through multi-agency collaboration, based on the model of 

coordinated community response. She underlined that in order to be able to work effectively, 

organizations working with victims of DV, their children or perpetrators needed to cooperate with 

other actors working in this field, while adhering to the key principles of ensuring the safety of the 

victim as well as the accountability of perpetrators. Ms Levell shared the positive experiences made 

by her organization in improving referrals through promoting routine screening (in maternity health 

care) and clinical screening (at other health sites). Further, Standing Together observed that referrals 

benefitted from the placement of a domestic violence advocate in hopsitals. The advocate’s role is to 

work with all women who disclose domestic abuse to their midwife and to offer survivors a holistic 

support package around safety and risk management, housing, benefits, building their self-esteem. 

Placing an advocate across maternity units in two hospitals has drastically increased the referrals 
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from maternity health to domestic violence services – from two to 95 cases in one year. Ms Levell 

also underlined the importance of creating simple referral routes from health care providers to DV 

support services. Further, health professionals should use discreet resources to provide survivors 

with information, such as business cards or barcode stickers containing emergency phone numbers. 

In order to be effective, multi-agency 

partnerships should be based on joint policies 

and protocols to guide the work of individual 

professionals, ensure ongoing collection and 

analysis of referral data, and ensure high-level 

buy in at management level. 

ANGELIKA KARTUSCH and IRYNA ROMBAK, 

WAVE Office (Vienna, Austria) introduced a 

project implemented by UNFPA and WAVE on 

strengthening health system responses to 

GBV in Eastern Europe and Central Asia. The key product of the joint initiative is a resource package 

available at www.health-genderviolence. org, offering practical information and tools to health 

professionals, service providers and policy makers in English and Russian. The package includes four 

modules: 1. Programming to integrate GBV within health systems, 2. Training programme consisting 

of 12 modules, 3. Creating referral systems integrated into health care and 4. Monitoring and 

evaluation of health system interventions to address GBV. Further, a “Country Info” corner was 

recently added, providing practitioners with a collection of country-specific research reports, 

prevalence studies, manuals and web portals. As next step, WAVE in partnership with UNFPA will 

undertake a final review of the package to further adapt it to the needs of the region and the new 

WHO clinical and policy guidelines, and use the revised package to supporting capacity development 

for health practitioners in the region. To this end, both partners are interested in identifying 

opportunities for initiatives and synergies with other projects in the region. For further information, 

the WAVE Office can be contacted at info@health@gender-violence.org. 

In the DISCUSSION, participants highlighted the need to work with a wide range of health sector 

professionals to enable them to identify and effectively respond to GBV. This includes forensic 

doctors who are gatekeepers to the legal system, 

nurses, midwives as well as non-medical staff such 

as hospital receptionists and cleaners. Mental 

health professionals were also mentioned as an 

important target group for capacity building, while 

it was also pointed out that the stigma attached to 

visiting mental health services constituted a major 

obstacle for survivors of GBV to accessing medical 

help – not least because a diagnosis of a mental 

disorder could be used against a woman by a violent partner. One participant expressed concern that 

restrictive immigration policies prevented migrant women from accessing health services in Europe 

and asked what role WHO could play in ensuring adherence to the principle of non-discrimination. 

The WHO representative explained that her organization was seeking to explain to governments that 

access to health was not a pull factor for migrants: migrants do not have bad health per se - it was 

rather the ineffective social inclusion process that makes them ill. One participant supported the idea 

to use small and practical information tools to inform survivors or services they could contact - her 

organization found it useful to put emergency phone numbers as barcodes on products that women 

normally carry in their handbags. 

http://www.health-genderviolence.org/
mailto:info@health@gender-violence.org

