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Preface

This manual is intended for health managers at all levels

of the health systems. The manual is based on the World
Health Organization (WHO) guideline Responding to intimate
partner violence and sexual violence against women: WHO
clinical and policy guidelines, 2013. Those guidelines inform
this manual and its companion clinical handbook for health-
care providers, Health care for women subjected to intimate
partner violence or sexual violence, 2014.

The manual draws on the WHO health systems building blocks
as outlined in Everybody’s business: strengthening health
systems to improve health outcomes: WHO’s framework for
action (WHO, 2007).

This manual also draws on other manuals and tools for the
health sector response to gender-based violence against
women that are listed in the bibliography on page 115.

In May 2016 the World Health Assembly, comprising
representatives of the ministries of health of 194 Member
States, endorsed a global plan of action to strengthen the role
of the health system, within a national multisectoral response,
to address interpersonal violence, in particular against
women and girls and against children (global plan of action

on violence). This plan of action urges governments and other
national and international partners to take actions in four
strategic directions:

1) strengthening health system leadership and governance

2) strengthening health service delivery and health-care
providers’ capacity to respond

vii
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3) strengthening programming to prevent violence, and

4) improving information and evidence.

This manual supports implementation of the global plan of
action on violence. In addition, this manual, along with the
companion clinical handbook, contributes to implementation
of the health component of the United Nations Joint
Programme on Essential Services for Women and Girls Subject
to Violence.
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What is this manual?

The purpose of this manual is to strengthen and enable health
systems to provide confidential, effective and women-centred
services to survivors of violence. Violence damages women'’s
health in many ways, both immediate and long-term, both
obvious and hidden. Such violence can include physical, sexual
and psychological violence. The violence may be committed
by an intimate partner or, in the case of sexual violence, by
any perpetrator. The manual focuses on violence against
women by men, in particular intimate partner violence and
sexual assault, as it remains hidden and often unrecognized
by the health system.

Violence leads many women to seek care from health
services. Thus, the health system has a crucial opportunity
and duty to respond to violence against women. These
women need care and support and have the right to the best
possible health-care available. This care needs to be available
at every level of health-care delivery, from primary care to
care in referral/tertiary hospitals. The health system can also
be the point of entry to a network of supporting social and
legal services.

Intended audience. This manual addresses primarily public
sector health services, but it is also relevant for health
services in the private sector, including services provided by
nongovernmental organizations (NGOs). The intended users
are health managers at all levels of the health system who
have the responsibility for designing, planning or managing
health services for women, including those who have been
subjected to violence. This may include:



¢ Policy-makers — managers and other decision-makers in
ministries of health and ministries in other sectors at the
national and subnational levels (that is, provincial, state,
district or municipal) who have responsibility for setting
policies, developing protocols, designing programmes and
planning and monitoring services.

¢ Health services managers at hospital or health facility level
(that is, administrators) who have responsibilitiy for facility-
level planning as well as day-to-day coordination and
management of services.

¢ Health-care providers including doctors, nurses, midwives
and allied professionals, especially those who have
supervisory, mentoring and coordination roles.

¢ Decision-makers in funding agencies that support
health services.

What this manual does

The manual provides operational “how to” guidance to health
managers for designing and planning services to meet the
immediate emotional/psychological and physical health needs
and the ongoing safety, support and mental health needs of
women who have been subjected to violence.

This manual offers easy steps, practical tips and job aids to
help plan and manage services. It adapts and expands on
the WHO health systems building blocks as the foundation
for the actions proposed. The manual is organized into four
parts covering 10 chapters, with Part 1 providing guidance
on getting started, and Parts 2, 3 and 4 corresponding to the
health systems building blocks (see figure, next page).



Designing and planning the health system’s response to
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What the manual does not cover

The guidelines on which this manual is based do not
specifically address children, adolescent girls (that is, those
under 18) or men. Nonetheless, the actions described in

this manual may also be applicable for services for children,
adolescent girls or men who have been subjected to violence.



How to use this manual

This manual recognizes that its users have various roles and
responsibilities depending on their position and level in

the health system or their place of work. Therefore, where
content is relevant only for policy-makers or managers in
national or subnational ministries, this is indicated with an
icon “policy-maker”. Where content is only relevant for a local
or health facility level manager, this is indicated with an icon
“health services manager”. In all other places the content is
relevant for all users.

Policy-maker Health services
manager

o

While some readers may have specialist knowledge on
integrating the response to violence against women into the
health system, the primary intended readers are assumed

not to be specialists in this topic. The guidance here will need
to be adapted to the specific health system contexts and
available resources, as well as the legal and policy frameworks
in place in different countries.

The first part of the manual assumes that the reader’s health
system has little or no integrated response to violence against
women. Readers in health systems that are more ready for

a health response can skip to Parts 2, 3 and 4 as needed.
Readers may access chapters that are most useful depending
on their needs and the readiness of their health system to
respond to violence against women.



Part 1.
Getting started



Build awareness of the need
for a health systems response
to violence against women

This chapter covers:

=» Why should the health system address violence
against women?

=> What is the role of the health system in the multisectoral
response to violence against women?

=»> What is a woman-centred health response?

=» What does woman-centred care mean in practice?

1.1. Why should the health system address
violence against women?

Violence has major harmful effects on women’s health

and well-being, including on their sexual and reproductive
and their mental health. Violence against women is a
serious, but preventable public health problem that is
common worldwide. According to WHO estimates, globally
approximately one woman in every 3 (35%) has experienced
physical and/or sexual violence by an intimate partner or
sexual violence by someone else at some point in their lives,
most of this by intimate partners.?

! WHO, LSHTM, SAMRC, 2013.



Health services provide a unique resource to identify women
subjected to violence, provide them with appropriate care,
connect them to other support services and, potentially,
contribute to preventing future harm. All women are likely
to come in contact with health services at some point in
their lives. Women subjected to violence are more likely to
seek health services in general, often for conditions linked
to violence, even if in most cases they do not disclose

the violence. For those who do seek professional help for
violence, health-care providers are often women’s first and
most trusted point of professional contact.

Violence against women also has harmful effects on their
children’s mental and physical health. Furthermore, growing
up in a household with violence may lead to violence in later
life. Boys who witness intimate partner violence at home are
more likely to perpetrate violence later in life, and girls with
childhood exposure to intimate partner violence are more
likely to experience violence in later relationships, although
this is not an inevitable outcome.

1.2. What is the role of the health system
in the multisectoral response to violence
against women?

Addressing violence against women requires a multisectoral
response. Health systems have a critical role to play in this
response. This includes:

¢ identifying those who are experiencing violence and
providing them (and their children) with comprehensive
health services;

o facilitating access to supportive services in other sectors
that women who experience violence need and want;



e contributing to preventing the recurrence of violence by:
identifying early the women who are experiencing violence
and their children, providing appropriate care and referrals,
and addressing problems associated with violence such as
harmful alcohol and substance use;

¢ integrating into health education and health promotion
activities with clients and communities messages about
the human rights violations and harmful health and other
consequences associated with violence against women, the
need to seek appropriate and timely care, and prevention;

¢ documenting the magnitude of the problem, its
causes and consequences, and advocating for
coordinated multisectoral prevention and provision of
effective responses.

1.3. What is a woman-centred health
response?

Care and health services for women who have been subjected
to violence should be woman-centred — that is, they should
be organized around women’s health needs and perspectives.
A woman-centred health response offers care that:

¢ takes actions to enhance women’s safety;

* minimizes or does no harm and maximizes benefits of how
services are designed and delivered;

¢ takes into account women’s perspectives;

e responds to women’s needs and concerns in humane and
holistic ways;

e provides women with information and supports them to
make informed choices and decisions;

e empowers women to participate in their own care.



Two fundamental principles guide woman-centred care:

¢ respect for women’s human rights; and
e support for gender equality.

1.4. What does woman-centred care mean
in practice?

To provide woman-centred care to women subjected to
violence, you can plan and manage health-care services that:

¢ offer women good-quality care that ensures privacy and
confidentiality (see box);

Confidentiality, privacy and accountability

 Ensuring privacy and confidentiality is critical for the safety
of women who have been subjected to violence. A breach
of confidentiality about sexual violence, intimate partner
violence or their health consequences (that is, pregnancy,
HIV, STI) can put women at risk of additional violence. Women
need privacy and confidentiality assured to be able to
disclose their experience of violence to health-care providers
without fear of retaliation from the perpetrator.

¢ You may already have a policy to maintain privacy and
confidentiality for all service users, or you may need to
update it or develop one.

¢ Also, you need to ensure that infrastructure and patient
flows promote safe and confidential consultations. Implement
mechanisms of redress for any breaches of privacy or
confidentiality.

e |nform women about their rights as clients and hold staff
accountable for violations of clients' rights.
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provide information and services that enable women to
have options and make choices about their treatment, care
and support and about how they will deal with the violence
they have experienced;

educate your staff to understand how unequal power and
social norms perpetuate violence against women;
encourage health-care providers to respect women'’s
choices and autonomy in making decisions related to
their care;

recognize that a woman subjected to violence may face
multiple forms of discrimination — not only because

she is a woman and because she has been subjected to
violence, but also because of her race, ethnicity, caste,
disability, sexual orientation, gender identity, religion, or
other characteristic;

take into account women’s personal circumstances (for
example, child care or other caring responsibilities,
housing, limited mobility, inability to pay, low literacy;,
linguistic background) by providing services:

— as close as possible in the community;

- that are accessible by public transport;

- with a child-friendly environment;

— that are open at times convenient for women; and

- that are free of charge for those who cannot pay;

take precautions while undertaking any data collection

on violence against women, including documentation of
reports, so as to protect confidentiality of information and
minimize harm.



Advocate, analyse and plan

This chapter covers key actions to:

=>» Build political will for health system change
=>» Conduct a situation analysis

=» Develop an action plan.

2.1. Build political will for health system
change

Improvements in the health system’s response to violence
against women require political will for change. Political
will can bring an issue to the top of the policy agenda and
encourage change in the health system.

You may first assess whether the health system is ready to

undertake efforts to strengthen the health systems response

to violence against women (see Job aid 2.1, next page).

11



Is there political will to improve the health system
response to violence against women?

When several of the following conditions converge, a window of
opportunity may open to champion a health systems response:

[ Are there leaders in health and other sectors who are advocating a
stronger response to violence against women?

[ Do attitudes of stakeholders support addressing violence against
women? For example, health policy-makers recognize the
importance of addressing and prioritizing violence against women.

[ Are there reports of incidents of violence against women that have
recently outraged the public?

[ Does the media cover issues of violence against women
sympathetically, from women'’s point of view?

[ Are there major public figures who are speaking out against
violence against women?

[ Are grassroots and civil society advocacy organizations lobbying
for change?

[ Do stakeholders understand the links between violence against
women and poor health outcomes?

[ Has the country signed international conventions that assert
women's rights, including their right to be free of violence?

12




Strategies for building political will

Political will requires the commitment of senior management.
Advocacy strategies to build political will are outlined below.

1. Build a coalition

Coalitions among advocates inside government programmes
or health institutions working together with advocates in civil
society, such as grassroots community organizations, can be
crucial. For example, managers in the ministry of health can
work with managers in other key ministries such as those for
women'’s empowerment or gender equality, police, justice,
finance and planning, as well as with leaders of civil society
organizations. Many countries establish a multisectoral
national or subnational task force for ending violence against
women. Representatives of the ministry of health should be
members of such a task force.

2. Enlist champions

Champions are energetic and influential people who promote
a cause. They can be crucial to improving the health system
response to violence against women. Champions include
people both inside and outside government and health
systems. They can also be recruited from among well known
people to serve as spokespeople — for example, celebrities or
“ambassadors”. Different champions can speak to different
audiences, and so it is useful to have several champions. A
health manager may be a champion herself or himself or
work closely with and support a champion. Champions may
need support to make a strong case to the public and to
decision-makers.

13



3. Define the issue

Both statistics and personal stories (the “human face”) can
make a powerful case for change. Ensure you know the
prevalence of violence against women in your country or
region and its health impacts. Statistics about your own
country will be the most powerful. In addition, the story of a
real woman or a composite story based on several women can
help to change hearts. Do not reveal her/their identity(ies)
unless she/they explicitly agree to it.

4. Create a persuasive argument

Align your argument with strategic targets of issues already
identified as high priority, for example, reducing HIV
transmission or reducing maternal mortality. Advocate making
the health system response to violence against women a
national health priority and link it to, for example, sexual

and reproductive health or adolescent health, or mental
health priorities.

5. Use the mass media

The mass media — both news and entertainment — are useful
to disseminate key messages. Link with local and national
media to raise public awareness of violence against women.
(See examples of key advocacy messages on the next page.)

6. See and open the window of opportunity

Particular events may create windows of opportunity for
change, when public attention focuses on violence against
women and a consensus for action forms — for example, the
release of a national survey on violence against women or a
specific case of violence reported in the news media. Be ready
when the window of opportunity opens. For example, have fact
sheets, draft policies and working groups ready to mobilize.

14



Key messages for advocacy

As a policy-maker your role gives you the authority to be an
advocate and speak about violence against women from the
perspective of health. Your potential audiences can be your
colleagues, your senior management, officials from other
government ministries and the public. You can articulate clear
and consistent messages such as these:

¢ Violence against women is a critical and preventable public
health problem.

¢ Violence against women seriously affects women'’s health
and their children’s health.

¢ Violence against women has great social and economic
costs for communities and society.

e The health system has an important role, within a
coordinated, multisectoral effort, in preventing and
addressing violence against women.

e Sustainable systems need to be in place that support
health-care providers’ respectful, caring, and effective
response to women who experience violence.

¢ Health policy-makers, managers, service providers and
advocates must challenge beliefs and norms that condone
gender inequality and violence against women.

2.2. Conduct a situation analysis

Before developing a response, gather information about

the epidemiological, social and legal situation as it relates

to violence against women in your region or community.

An in-depth understanding of the existing gaps in health
services and across sectors will help you assess the readiness
of your system and develop a more informed response

to violence against women. Work with your colleagues in
various government ministries, as well as with other partners

15



including women'’s organizations and experts on violence
against women in your country or community, to conduct a
situation analysis. Job aid 2.2 (see below) describes actions to
conduct a situation analysis.

Is there policy-level readiness? Conduct a situation
analysis

[ 1s there political will to address violence against women
among different stakeholders (see Job aid 2.1)?

v Determine whether violence against women is considered or
perceived to be a priority by policy-makers, in public opinion, by
the media.

[ Are there data available on violence against women?

v Identify what quantitative and qualitative data on violence
against women are available in your setting — for example from
demographic health surveys or other special surveys or studies,
or administrative statistics collected by police, hospitals,
judicial and social service agencies.

v Describe what these data tell you about the burden of violence
against women in your setting — for example which groups of
women and what types of violence are they most affected by;
what are the risk factors and consequences on their health and
well-being; and what are their help-seeking patterns.

v (Gather any information on barriers women face in accessing
services (for example, geographic, financial, lack of time,
limited mobility, stigma from family and communities, and
health service delivery factors).

[ Are there laws supportive of the health system response?

v Find out what forms of violence against women are
criminalized in the legal frameworks.

v’ Understand the obligations of the health system in addressing
violence against women and legal barriers.

16



[ Are there policies or plans specifying the health system
response to violence against women?

v Identify existing national or subnational policies and plans for
a multisectoral or a health system specific response to violence
against women.

v Assess whether provision of services addressing violence
against women is specified in the essential package of health
services?

[ Are there existing health services and other sector
programmes addressing violence against women?

v Map/list what services and programmes are in place to
address violence against women including for medico-legal,
psychological support, and social services.

v (ollect evaluation results and lessons learned from previous or
other initiatives that provide services to survivors of violence.
[ Are human, financial and technical resources available?

v Identify any experts and staff who have been trained on
violence against women.

v Determine whether there are dedicated budgets allocated to
addressing violence against women or that can be accessed to
provide services.

v Assemble any guidelines, protocols and training materials that
have been developed on the issue.

[ Is there a governance structure to guide the health system
response to violence against women?

v Ascertain if there is a focal point or unit/ministry/department
or working group designated/mandated to coordinate the
response to violence against women.

v Identify any mechanisms for coordination and referral between
the health and other sectors on violence against women.

[ Are there institutions/organizations, partnerships, networks,
addressing violence against women?

v List which organization or institution is already working on this
issue, what they are doing and who can be potential partners.

v Identify any networks, partnerships or alliances addressing this
issue.




2.3. Develop an action plan

A key element of any new effort is to establish clearly stated
goals and objectives and link these to activities and indicators
to track results. The following steps can be followed to develop
an action plan with objectives, strategies and indicators.

1. Identify your goals and objectives

Identify the focus of your efforts. This will establish your
overarching goals and key objectives. Goals are broad and
state the ultimate aim, such as improving the health and safety
of women who have been subjected to violence. Objectives
are more specific. They help assure that activities contribute
to the goal. Objectives should be SMART: Specific, Measurable,
Attainable, Realistic, and Time-bound. Job aid 2.3 (below)
provides examples of goals and linked SMART objectives.

Establishing goals and SMART objectives

Area of focus/goal Example of an objective

Establishing Provide an integrated and comprehensive

services service, including clinical, psychological and
forensic care, in at least one health facility per
province by the end of 20XX.

Educating key In 3 years train, support and supervise at least
health professionals  one health worker in each tertiary-level facility
to provide high-quality, woman-centred care.

Enforcing laws By the end of 20XX, support all women who
want to take forward a sexual assault case with
admissible medico-legal/forensic evidence.

Raising community Over the next 12 months conduct at least one

awareness community-awareness event in each district
to inform communities of services available to
women subjected to violence.




2. Develop a logic model

A logic model shows how the effort and resources put into
an activity should lead to change. A logic model is based on a
series of logical, causal assumptions that, if implemented as
intended, should lead to the desired outcomes. A logic model
provides a systematic way to:

e explain how the intervention will bring about its intended
impacts

* make assumptions explicit

e develop appropriate indicators to monitor progress in
achieving the objectives and results

¢ identify sources of data for the indicators.

A logic model consists of 4 elements: impact/goal, outcomes
(medium-term and long-term), outputs and inputs/process.
Job aid 2.4 (see next page) describes the 4 elements of a logic
model and gives examples of each element. You can follow
this framework to develop your own logic model. It is best to
start by envisioning the impact or goal of the plan and then
to consider what outcomes are necessary to achieve that
impact; what programme outputs will produce the desired
outcomes, and so on. The depth and detail of your logic
model will depend on available resources and context.

19



Framework for the logic model of a plan to strengthen
the health system response to violence against women

Term and definition

Examples

Impact/goal: Identifies the

purpose of the programme, policy,

project or intervention

Answers: “WHY are we doing it?”

¢ Improved health and safety of
women subjected to violence

Outcomes: Identifies intended
changes attributable to the
outputs

Answers: “WHAT are we
accomplishing?”

e Improved access to and quality
of care in services responding
to women's needs

Outputs: The direct result of
activities

Answers: “WHAT are we doing?”

¢ Increased number of health-
care providers with improved
knowledge, positive attitudes
and skills in providing care

e Increased number of health
facilities providing clinical care
and psychological support

Inputs/process: Activities
conducted to produce outputs
and the human, financial,
material, and information
resources invested in the health
system response

Answers: "HOW are we doing it?”

Answers: “WHAT does it take?”

* Health-care providers trained
* Health service readiness
improved by:
i. providing spaces for private
consultation;
ii. providing protocols;
iii. establishing/strengthening
referrals

iv. establishing a
documentation system
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3. Develop a monitoring and evaluation plan
Monitoring and evaluation (M&E) must be an integral part of
the health systems response. It tells you if the time, resources
and effort put into a programme or policy are working and
whether you are on track to achieve your goals. It also
guides ongoing learning, management and improvement of
health services. More is at stake than just the efficient use of
resources — a poorly planned and implemented intervention
can put women at additional risk or cause unintended harm.
Therefore, once you have developed your logic model,
develop an M&E plan. The plan should:

¢ identify indicators to measure progress towards achieving
your objectives;

¢ specify how often M&E data will be reviewed to identify
problems;

¢ specify the stakeholders to ask for feedback on M&E
data (for example, health-care providers, members
of a multisectoral mechanism or referral network,
community members);

e specify how M&E data will be used in supervision and
performance assessments and to improve protocols/
standard operating procedures (SOPs) and health-care
provider training;

¢ specify how and when follow-up will be conducted to
determine progress in making changes to service delivery
based on the M&E data (see also Chapter 9, page 98).
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Part 2.
Strengthening services
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Improve service delivery

This chapter covers key actions to:

=» Establish protocols or standard operating procedures for
service delivery

=>» Identify appropriate models of care for service delivery
=» Assess health service readiness to provide care

=» Establish coordination and referrals within the health
system

=>» Put protocols into practice.

3.1. Establish protocols or standard
operating procedures for service delivery

Standardized protocols or standard operating procedures
(SOPs) are important to guide service delivery. Protocols/
SOPs support the delivery of safe, good quality, respectful and
effective health care that is consistent across locations and
over time. They are also useful as training tools. Countries
may have one national health protocol/SOP, which can be
adapted to suit the subnational or local/community level.

In many settings this protocol/SOP, however, covers only
sexual violence. If so, countries should develop and update
protocols/SOPs to also cover health care for intimate partner
violence (and vice versa).

You can develop or update, as well as implement and monitor,
protocols/SOPs for provision of health care to women
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subjected to violence. To foster ownership, protocols/SOPs
should be developed through extensive consultation and
consensus building with relevant stakeholders. Stakeholders
include policy-makers, managers, hospital administrators,
health-care providers, managers from allied services (for
example, police, justice and social services), research
organizations and community-based organizations and
NGOs, including women'’s organizations working directly with
survivors of violence.

The protocols/SOPs should be reviewed to see whether

they are realistic, complete and easy to follow. Their
implementation should be monitored regularly to identify and
solve any procedural challenges that may emerge over time.

What should these protocols/SOPs cover?

Protocols/SOPs need to cover the processes involved in
delivering services for women subjected to violence. Job aid
3.1 (see next page) lists the key topics to include in such a
protocol/SOP.
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Topics to include in a protocol/SOP to address violence
against women

Regulations and key principles of care

[ Define key terms related to violence against women (see Annex 1,
page 126).

[ operationalize the principles of woman-centred care based on
human rights, gender equality, privacy, safety and confidentiality
(see Chapter 1, pages 9-10).

[ identify what acts of violence against women are criminalized in
the law.

[ Identify what other laws (for example, related to forensic
examination, abortion, mandatory reporting) have implications
for providers of health care to women subjected to violence (see
Chapter 6, pages 60-61).

Service provision

[ Specify the role of each health worker from the time the
woman enters the facility to the time she leaves (see Chapter 4,
pages 38-39).

[ Indicate how providers will be supported in self-care and coping
with burnout.

[ Define the core elements of an essential package of services (see
Chapter 7, page 76).

[ Describe patient flow and procedures that promote privacy and
eliminate waiting time for women who have experienced violence.

[ Provide a simple pictorial reference for health-care providers

that depicts the flow diagrams or algorithms (see Annex 2,
page 129).
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[ Specify both internal coordination, referral pathways and
partnerships within the health sector and external coordination
with other sectors (see Chapter 8, page 82).

[ Specify the equipment, commodities and communication materials
that will be needed (see Chapter 5, page 56).

[ Specify any special measures to be taken to promote access and
adapt service delivery for especially vulnerable populations (for
example, women with disabilities, ethnic minorities, women who
cannot pay for health services, sex workers, women who are
migrants).

Documentation, including data collection and management

[ Specify where and how information about violence is to be
recorded and stored and what information will be shared with
whom, including chain of custody for forensic specimens (see
Chapter 9, pages 103-108 and Annexes 9 and 10).

[ Specify how confidentiality of records will be maintained,
including who in the health-care system has access to records (see
Annex 11, page 155).

[ Specify what information will be compiled, reported and how

frequently for purposes of monitoring and improving quality of
care (see Chapter 9, pages 106-107).

3.2. Identify appropriate models of care
for service delivery

Health care for women subjected to violence must be
integrated into existing health services as much as possible
rather than offered only as stand-alone services. Care to
address violence against women may be integrated into:

e primary health centres and clinics
e district and regional hospitals and other tertiary hospitals
e one-stop centres.
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As a policy-maker you need to identify appropriate models of
care for service delivery. You may need multiple models for
the different levels of the health system, as no one model will
necessarily work in all contexts. Table 3.1 (page 29) outlines
advantages and disadvantages of different models. When
choosing a model for your setting, assess potential need

by considering the current availability of services and their
location, human resources, funding, and the prevalence of
reported incidents of violence against women in your setting.
One-stop centres, where appropriate, are best located within
tertiary level health facilities. They are better suited for areas
with high population density, whereas improving coordination
in provision of care within or across health facilities may be
more cost-effective in most settings.

Whatever model of care is used, the aim should be to reduce
the number of visits and the number of providers that the
woman has to contact (and tell her story to), and to facilitate
access to services she may need, in a manner that respects
her confidentiality and prioritizes her safety. Therefore, it is
important to involve women who have experienced violence
in the decision-making in order to understand what they
would want and where services should be located to facilitate
access. Encourage local adaptation of the service delivery
model in keeping with the principles of woman-centred care.

Give priority to service delivery at the primary care level.
While services should be available at all levels of health
service delivery, ensure that, at a minimum, first-line support
is available at the primary care level. This helps make care as
widely and immediately accessible as possible.
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Table 3.1 Advantages and disadvantages of models of
care for women subjected to violence!

Model Advantages Disadvantages
Primary * located close to the e may not be able to
health community treat serious injuries
centres « can provide some core or complications;
and clinics services referral needed
* can improve access for * may not have
follow-up services and laboratory or
allow for continuity of specialized services;
care referral needed
« if a good network * in small communities,
is established, can where providers are
improve access to an community members,
intersectoral network of confidentiality and
services, including legal, providers’ fear of
social and other services retaliation can be a
challenge
District, e equipped to provide e accessibility may be
regional 24-hour-a-day services reduced due to the
and « may have laboratory and distance some women
tertiary specialized services must travel
hospitals « if services are split

e care can be centralized
in one department
(gynaecology,
reproductive health,
HIV/STI), emergency
department, or
distributed throughout
the hospital

across departments,
can hamper delivery,
especially if some
services are available
only during usual
working hours

1 Source: Adapted from the Responding to intimate partner violence and sexual
violence against women: clinical and policy guidelines (WHO 2013).
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Model Advantages

Disadvantages

One-stop * more efficient and
centres coordinated services

e provide a full range of
services (sometimes
including police,
prosecutors, social
workers, counsellors,
psychological support)

e reduces number of times
women have to repeat
their story and time they
spend seeking services

e more space and
resources required

e client load may be
small (in rural areas,
for example), raising
cost concerns

* may draw staff and
resources out of other
services

e may not be fully
integrated into
general health
services

e if administered by the
judicial system, tend
to focus too much on
prosecution and not
on women'’s health

e costly to sustain

3.3. Assess health service readiness to

provide care

There are several requirements, including some minimum
requirements, to support health-care providers in provision of
care to women subjected to violence. Job aid 3.2 (next page)
will help you assess whether your service is ready to deliver

care in line with these requirements.
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Assessing service readiness

Questions
Checked items (v) are minimum requirements.

Ready?

Yes

No

Service delivery

v Are there written protocols/SOPs for provision of
health care to women subjected to violence?

Is @ minimum package of care being provided (that
is, identification of survivors of intimate partner
violence, first-line support, clinical care for sexual
assault, basic psychosocial support)?

Health workforce

Are there health-care providers whose job
descriptions assign them specific responsibilities to
address violence against women?

v Have health-care providers received training on
responding to violence against women?

Are there mechanisms to provide ongoing
mentoring, supervision and support to health-care
providers?

Infrastructure and medical products

v Is there a space (for example, a room or area)
available for private and confidential consultation
(that is, that ensures the survivor cannot be seen
or heard from outside)?

Are medicines, equipment and other supplies
available? (see list in Job aid 5.2, page 56)

Leadership, governance and accountability

Do health-care providers and health managers
support addressing violence against women (for
example, willing to provide care, supportive of
sending staff to training)?
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Questions
Checked items (v) are minimum requirements.

Ready?

Yes

No

Are there confidential mechanisms to receive
feedback from women about services, including
any grievances or violations of rights in the health
facility (for example, a helpline, ombudsperson,
complaint box)?

Is there a work-place policy addressing discrimination
and violence, including sexual harassment faced by
health-care providers themselves?

Budget & financing

Is there a budget allocated for provision of care/
services (for example, for staff training, procuring
specific commodities)?

O

Multisectoral coordination and community engagement

v Is there a referral system in place across different

health services and between health and other
sectors (for example, a referral directory, information
offered to survivors about available services)?

O

Have other services (for example, police) and
organizations (for example, local NGOs working
on violence against women) been informed about
available health services?

Information, monitoring and evaluation

Are indicators and data to monitor the health
response to violence against women being
collected, compiled and used to improve services?

Are there intake forms/registers and confidentiality
mechanisms (for example, secure storage and
removal of identifying information) for recording
information about women'’s experience of violence
and care received?
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3.4. Establish coordination and referrals
within the health system

There are diverse entry points within the health system for
women subjected to violence. Many women suffering health
consequences of violence, particularly intimate partner
violence, are first seen in primary health-care services. They
are seen particularly in departments or services that serve
women and children (for example, antenatal or postnatal care,
family planning or HIV clinics), although they may not disclose
their experience of violence. Emergency departments are also
frequent entry points, particularly for women with injuries
and for survivors of sexual assault. Others may first see a
variety of other health-care providers for various symptoms or
conditions that occur as a result of violence. These providers
can be obstetricians and gynaecologists, psychiatrists, general
practitioners or community health workers.

Ideally, a woman experiencing intimate partner violence should
be identified at her first point of contact with health services.

Any health service that is the first point of contact should address
the woman's most urgent health needs. Other care can follow.

When considering health service delivery sites where care for
women subjected to violence can be integrated, identify the
strengths and weaknesses of each site. Identify sites that lend
themselves to integrating issues of violence into their routine
provision of care. This includes those that are better equipped
(that is, have the infrastructure and capacity) to deal with
women’s health problems and those that are most easily and
likely to be used by women. Health-care providers at these
entry points should be trained to identify a woman who

has been subjected to violence and respond appropriately,
including provision of first-line support.
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A coordination and referral system in place within the health
system should ensure that women can obtain the care that
they need and with a minimal number of visits to different
providers. The following provides a list of potential entry
points for women to enter the health system and the types of
services they might need.

In hospitals/polyclinics (i.e. secondary or tertiary
level facilities):

e outpatient department (OPD)

¢ accidents and emergencies department (A&E)

e obstetrics and gynaecology department

e mental health/psychiatry department

e HIV testing, treatment and care

¢ laboratory

e forensics

e ear, nose and throat department

e orthopaedics department

e paediatric department

¢ social work/welfare or family protection units offering
counselling and psychosocial support

e substance abuse prevention and support department

At the primary care level:

e general practice

¢ antenatal care

e family planning

e STI (sexually transmitted infection clinic)
e HIV testing

e counselling

¢ mental health

e child health
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The following steps will help you establish appropriate
coordination and referral mechanisms within the health
sector (see also Chapter 8, page 87).

1. Map available services: If certain types of services are
not available in your health facility, identify and map
what is available elsewhere in your area (that is, within
a reasonable distance or catchment area). Specify the
geographic distance or catchment area within which you
will refer women in order to ensure access.

2. Create a directory: Include contact details of a focal person
in each unit, facility or service, as well as a description of
the services available and their cost. Provide a copy of this
directory to every service or unit/department in the health
facility (See Annex 6, page 141).

3. Identify a focal person in the health service: Select a
person to be trained as an advocate for women subjected
to violence. The focal person is responsible for facilitating
access to care at each service delivery point and for
following up with women on the care received and referrals
made. In some settings where a hospital or health facility
has a family protection or social welfare/work unit, the focal
person may be assigned from this unit. Good coordination
and communication across different units/services within
the health system is important. Hence, the focal person
should meet regularly with health-care providers from the
different health units/departments or institutions to resolve
any challenges, maintain positive relationships, review cases
and monitor access to and quality of care.

4. Establish referral pathways: Identify whether and where
there are health-care providers trained in gender-sensitive
care and examination of survivors of sexual assault (see also
Chapter 4, page 37). Identify the sequence in which the
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woman will be referred to the different units/departments,
especially for acute care, based on the pathways of care
identified in the protocol/SOPs (see also Annex 2, page 129).

3.5. Put protocols into practice

At the local or health facility level, national protocols/

SOPs will need to be adapted for implementation. In some
settings additional directives from the ministry of health (for
example, to allow nurses to provide testimony in court for
sexual assault cases) may help guide local implementation.
Local adaptations will need to consider the availability of
specific services, resources and gaps (for example, availability
of specialist mental health professionals). Conversely,

local adaptations should inform revision of the national or
subnational protocols/SOPs.

Put the protocol/SOPs into practice by following some or all of
the following steps:

¢ identify the units or departments within health facilities
that will integrate care for survivors of violence and so will
follow the protocols/SOPs;

e make sure the protocols/SOPs are available in user-friendly
formats and easily accessible in health facilities;

e develop job aids for training and for supporting health-care
providers in following the protocols/SOPs;

e require training of health-care providers in using the
protocols/SOPs;

e conduct regular case reviews to make improvements to the
protocols/SOPs;

¢ enable health-care providers to implement the protocols/
SOPs through policies and resource allocations;

¢ monitor adherence to protocols/SOPs and clients’
experiences with quality of care.
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Strengthen the health
workforce

This chapter covers key actions to:

=>» Assign the necessary health-care providers to care for
women subjected to violence

=>» Train health-care providers to respond to violence against
women

=> Offer mentoring and supervision to support providers’
performance.

4.1. Assign the necessary health-care
providers

You will need to assign staff to coordinate, manage and
deliver services for women subjected to violence. The staffing
plan should align with the overall action plan (and logic
model) developed in Chapter 2. You will also need to specify
the roles and responsibilities of the different cadres of health-
care providers at each level of the health system (see Job aid
4.1, next page).

A health-care provider (nurse, doctor or equivalent) trained in
gender-sensitive sexual assault care and examination should be
available at all times of the day and night (at location or on-call)
at the district/area level. You will need to identify who on

your staff can be assigned and trained for this role. An on-call
roster system (with appropriate remuneration) may be useful.
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If resources permit, identify staff who can be dedicated to
responding to violence against women.

4.2. Train health-care providers

As a policy-maker you can develop a training plan (see Job aid
4.2, next page) and identify training principles (see Job aid
4.3, page 44). ldeally, a training plan should include both pre-
service and in-service training. However, pre-service training
is often beyond the purview of ministries of health and,
hence, your role in pre-service training may be limited to
advocacy (see Chapter 6, page 68). Therefore, this section will
cover in-service training® only.

Training health-care providers on the response to violence
against women should be an ongoing process, rather than
a one-off event. Building the capacity and changing the
attitudes and clinical practice of health-care providers is a
long-term endeavour requiring consistent investment. The
following section discusses strategies for offering ongoing
mentoring and support.

1 Pre-service training involves building the capacity of health-care providers while
they are still in undergraduate training; in-service training involves training of
currently employed health-care providers, including residency.
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Questions and considerations for a training plan

What are the purpose and outcomes of the training?

v Determine whether the aim of the training is sensitization,
skills building or refreshing knowledge. Some staff (e.g.
administrators) may need only sensitization, while others may
need sensitization and skills building.

v Establish expected outcomes of the training (for example,
improving health-care providers' ability to respond in a sensitive
way to women subjected to violence).

What will the training cover in terms of content?

v Suggested agendas and topics for training different cadres of
staff are listed in Annex 3, page 131. It is important that all staff
at the health facility are able to communicate appropriately and
confidentially with women subjected to violence.

Who will be trained?

v/ Decide which cadres of health-care providers are most likely to
come into contact with women subjected to violence, determine
what content is appropriate for each of these cadres and
prioritize their training.

v In some contexts women may prefer to be examined by a female
health-care provider, especially following sexual assault. You
may need to prioritize training female providers. Where female
providers are not available, it is important to sensitize and train
male clinicians to provide care in a sensitive manner.

v Take into account staff rotation and attrition.

Who will conduct the training?

v ldentify experts, resource persons and facilitators to facilitate
and/or conduct the training. It may be helpful to partner with
NGOs that can provide resource persons and facilitators.
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How will the training be conducted?

Format

v Trainings can be stand-alone or integrated into another training,
depending on the purpose (sensitization or skills building),
available resources and time.

v Stand-alone training may be useful when starting. Over time,
training can be institutionalized. For example, a module on
responding to violence against women may be integrated into
other, ongoing health trainings (such as on reproductive health,
HIV, maternal health or mental health).

v Coordinate trainings with other capacity building or training
initiatives, where these exist.

Length

v Training should be long enough to cover the range of topics and
learning methods that build knowledge and skills and improve
attitudes.

v Training can be spaced over time to suit trainees’ availability.

Modality

v Consider a mix of face-to-face training, information provision and
web-based or IT-assisted self- or distance learning.

v The training methodology should allow for building skills as well
as knowledge and also allow for critical self-reflection on personal
attitudes towards and experiences of violence against women.

v Use a participatory learning approach that combines lectures, case
studies, group work, role plays, problem-solving and community
activities.

v/ A woman telling (with all the necessary support) her story of
violence and her experience with health services can greatly
improve providers' understanding.

v Videos modelling positive interactions between client and
provider can support skills development.
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What is needed to support and facilitate the training?

v Establish a schedule and an agenda for training.
v |dentify the resource materials, including job aids.!
v Allocate budget and resources for training.

v Provide credits and certification for completion of training and
acknowledgement of trainees’ expertise.

Where will the training take place?

v Where possible, hold trainings within health-care settings
to promote attendance, minimize the length of disruption to
health-care providers’ work and facilitate on-the-job skills-based
training.

How will you know that you achieved the objectives and
whether the training needs to be improved?

v Evaluate trainees’ knowledge, attitudes and skills/competencies
pre- and post-training, and gather feedback on the training from
participants.

v/ Conduct periodic evaluations/needs assessments to gauge the
need for refresher trainings.

How will you sustain quality performance after training?

v/ Conduct regular follow-up and offer mentoring and supportive
supervision to staff who have been trained.

v Offer refresher courses and periodic re-certification. Skills
training on how to respond to violence against women can be
included in continuing medical education.

v Conduct periodic case management reviews.

1 Aresource for training is the WHO curriculum for in-service training of health-
care providers to respond to violence against women that will be available soon.
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Principles for training

v Training needs to be ongoing to change health-care
providers’ practices. Provide opportunities for continuous
learning. This can include case reviews, refresher trainings (for
example, to address gaps in knowledge and skills), on-the-job
mentoring, supervision and support.

v Training should cover basic knowledge about violence
against women, available services and health-care providers'
own attitudes towards violence against women.

v Training should be competency- and skills-based. It should
also address competencies related to respecting cultural sensi-
tivity, promoting gender equality and protecting human rights.

v Training should be consistent with national policies, guide-
lines and protocols and the Responding to intimate partner
violence and sexual violence against women: clinical and policy
guidelines (WHO 2013) and Health care for women subjected to
intimate partner violence and sexual violence (WHO 2014).

v Ideally, training facilitators should be multisectoral,
involving trainers/facilitators and resource persons from health
and social services, NGOs, police and judiciary, where available.
Establish referral pathways among the different actors.

v Interdisciplinary training is useful. It can cover topics that are
relevant for all professional groups and that require coordina-
tion and collaboration across different professional groups. For
example, doctors, nurses, counsellors and social workers can be
trained together on certain topics. This can be followed by learn-
ing that is specific to different professional groups (for example,
specific trainings for doctors and nurses on physical examination
or specialists on forensic examination). For certain topics, such
as medico-legal response, joint training for professionals in the
health and police and justice sectors is important.

v Itis important to provide support during and after training
for health-care providers who are affected by violence,
whether they have been subjected to partner or sexual violence
or have witnessed violence or are perpetrators.
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As a health services manager, you can support training of your
staff in the following ways:

e Publicly acknowledge and speak out about the importance
and value of training.

e Lead by example: participate in the training yourself and
give staff the time to participate in the training. This will
motivate staff participation and help you to mentor and
supervise them after the training.

¢ Make available tools such as protocols/SOPs and job aids (for
example, computer prompts, pocket cards). These can act as
reminders of how to practice the skills learned in training.

¢ Allocate resources for training.

e Make clear to your staff any institutional policy about
protecting staff from violence and harassment at work.

¢ Facilitate trainings within health-care settings to
promote attendance.

¢ Give public credit and recognition to staff members who
complete training and use the skills.

4.3. Offer mentoring and supervision to
support providers’ performance

Regular follow-up, mentoring and supervision by health
services managers are important for sustaining good
performance of health-care providers who have been trained.
Training alone is unlikely to sustain changes in health-care
providers’ practices. Returning to their workplace after
training, health-care providers are likely to have many
guestions. Many may reflect on their personal experiences of
violence or having seen violence between family members.

Mentoring and supervision support and motivate health-
care providers to offer good care, and can help health-care
providers to apply what they have learned in training to
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their daily practice and to deal with their own experiences
with violence. It can also help health-care providers address
challenging clinical cases and improve their clinical and
communication skills while avoiding vicarious trauma

and burnout.

Regular follow-up is a key component of quality assurance. It
can help health-care providers set goals for their practice and
identify areas for improvement. Having a supervisor and/or
mentor also boosts staff morale and motivation to continue
offering good health care to women subjected to violence.

Mentors and supervisors should have attended trainings on
violence against women.

Mentoring

Definition

¢ Mentoring involves a more experienced health-care
provider (the mentor) supporting a less experienced
provider (the mentee) in the clinical setting.

¢ Mentorship is based on a supportive relationship in which
the mentor responds to the mentee’s questions, reviews

clinical cases with her/him and provides constructive
feedback and discussions of how to improve their practice.

Functions of mentoring

* Helping health-care providers to reflect on their attitudes,
beliefs and behaviours mirroring societal norms that
perpetuate gender inequality, stereotypes and attitudes
that condone violence against women.

e Supporting health-care providers who have experienced
or are experiencing violence in their relationships and
referring them to other services as appropriate.
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Supporting and encouraging health-care providers who are
experiencing vicarious trauma or burnout to practice self-
care and seek peer or professional help.

Modelling skills, including communications skills, in the
health-care setting.

Supportive supervision

Definition

Supportive supervision involves a health services manager,
who has accountability for the care provided by a group of
health-care providers, supporting them in improving their
clinical practice on an ongoing basis. This supervision helps
to ensure that the new skills are implemented correctly.
The supervisor’s approach should be to improve the
knowledge and skills of health-care providers, build a
team, use data for decision-making and find solutions to
problems rather than finding fault. Supervision should be
conducted regularly, with open, two-way communication
that is respectful and non-authoritarian.

Functions of supportive supervision

Supporting health-care providers in setting realistic
expectations and goals for their clinical practice.

Assessing the performance of health-care providers by
reviewing their practice against goals and identifying areas
for improvement.

Identifying and helping to solve problems with quality of
care — for example, conducting case management reviews
and discussing areas for improvement.

Facilitating on-the-job learning including refresher trainings
and opportunities to earn continuing medical education
credits or certifications.
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To implement effective supervision, address the following:

e Establish a supportive supervision system by training
supervisors and developing quality assurance standards!
and checklists (see Job aid 4.4, below).

¢ Allocate resources for supervision.

e Plan regular supervisory visits by using monitoring data to
prioritize where supervision may be most needed, schedul-
ing supervisions and conducting needs assessment of who
has been trained in what, and what skills need updating.

e Conduct supportive supervision visits by reviewing
programme monitoring data, observing clinical practice,
discussing with health-care providers how to address the
problems they face and completing supervision checklists.

e Follow up on the actions agreed with the health-
care providers including through feedback and regular
programme monitoring.

Checklist for supportive supervision

Assess training needs by asking health-care providers:

v Have they had any training on violence against women? (yes/no)

v What kind of training have they had about violence against
women? (list)

v How long did it last?

v What were the main topics covered in the training? (list)

What, if any, are topics on which they would like to have additional
training? (list)

v Are there any job aids or tools that they find helpful? (list)

v Are there other job aids or tools that they would want? (list)

* A resource for assessing health-care provider performance as part of supportive
supervision is the Gender-based violence health services quality assurance tool
(JHPIEGO, CDC and WHO, forthcoming).
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Assess preparedness to provide care by asking health-care
providers:

v How prepared do they feel to conduct the tasks below? (Not at
all, Slightly, Somewhat, Sufficiently or Quite well prepared):

¢ |dentifying a woman who has been subjected to intimate
partner violence

e Offering validating and supportive statements to a woman
subjected to violence

e Talking to her about needs and options

¢ Assessing immediate danger and helping a woman plan to
increase safety for herself and her children

* Documenting the history and findings of physical examinations

» Referring the woman to support services available in the
community

Review documentation of the cases of violence against women to
assess how they were managed:

v Review health information system records from the past 3
months to identify how many cases of intimate partner violence
or sexual violence were seen.

v For the cases identified in the past 3 months, ask health-care
providers which of the following actions they took. (Where
possible the supervisor/mentor can observe some clinical
interactions to note whether these actions were taken.)

e Offered information about intimate partner violence or sexual
violence

e Offered validating and supportive statements
¢ Talked to the woman about her needs and options

¢ Documented history and physical examination findings in the
patient’'s medical charts/records. (Review a random sample of
patient charts/medical records and verify whether information
is recorded appropriately.)

¢ Assessed immediate level of danger and, where appropriate,
helped woman make safety plans

e Offered referrals to support services available in the community
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Review challenging cases. Ask the health-care providers about
challenging cases they have managed. For example:

v In the past 3 months, were any cases particularly difficult to
manage? (Review the documentation of the particular case.)
v What was challenging about the case? (list)

v What did they do well in managing the case and what did they
not do so well? (list)

v What advice or support did they get in managing th e case? (list)

v What additional support or advice would have been useful to
help them manage the case? (list)

Identify barriers/challenges and areas for improvement and
support. Ask the health-care provider to:

v List the top 3 barriers they are facing in providing care to women
subjected to intimate partner violence or sexual violence.

v Jointly agree on a list of specific steps/measures for
improvements.

v Jointly agree on what support is needed to help the health-care
providers improve their practice.
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i

Strengthen infrastructure and
availability of supplies

This chapter covers key actions to:

=» Equip health facilities to respond to violence against
women

=>» Provide necessary medical products, including medicines,
equipment and other supplies.

5.1. Equip health facilities to respond

Women subjected to violence require a safe, private and
confidential space to talk freely with health-care providers.
Having adequate infrastructure and the necessary medical
equipment and supplies helps trained health-care providers
to respond appropriately to the needs of women subjected to
violence.

Whether you are a policy-maker or a health services manager,
you can take action to assure that infrastructure, equipment
and supplies are adequate, including for the health response
to violence against women.

As a policy-maker, you can:

e Map which facilities have the necessary infrastructure and
which ones require improvements (see Job 5.1, page 53). In
particular, identify which locations could provide services
all day and night.
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¢ Allocate adequate budgets for infrastructure (for
example, equipment, supplies and private examination
and consultation spaces in existing and planned health
facilities).

* Include in the national essential medicines list the
medicines (in the correct formulations) needed, for
example, emergency contraception, antiretrovirals for HIV
prophylaxis, hepatitis and tetanus vaccines, antibiotics and
other treatments for STI prophylaxis.

¢ Arrange with managers of pharmacies to procure the
necessary medicines and supplies and with managers of
laboratories to procure the equipment and health products
to conduct the examinations and investigations needed.

f{' As a health services manager, you can:

¢ Allocate or designate a quiet, private space (ideally, close
to toilets) for examinations and individual consultations
between the health-care provider and the woman.

e Instruct staff to prioritize the use of private space for exams
and consultations with women subjected to violence,
without labelling it as such.

e Prepare the list of equipment, supplies and medicines
needed and distribute it to the different units, departments
or wards in your health facility that provide services.

e Ensure there are no stock-outs of medicines, equipment
and other supplies.
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Infrastructure considerations, barriers and suggestions
to overcome them?

[ Requirement: Allocate a private consultation space —a
separate room with 4 walls and a door, where the woman cannot
be seen and her conversation cannot be overheard from outside the
consultation room. If resources permit, consider having a private,
separate or outside entrance to the examination and consultation
room and creating a space where children accompanying their
mothers can play, watched by other health facility staff.

Barriers: Lack of private consultation rooms that protect
confidentiality and privacy.

Overcoming barriers: Many facilities have an unused or little-
used room that could be repurposed.

If the room must also be used for other purposes, assure priority
for women who have been subjected to violence so they do not
have to wait for care.

Instruct staff not to ask about violence in front of anyone,
including children. Arrange for staff who are not attending to
patients to watch children during the mother’s consultation.

[ Requirement: Strengthen privacy by adding doors to existing
consultation space to improve privacy. If possible, also insulate
walls. If doors are not possible, at least have curtains.

Barriers: In resource-poor settings many consultations can be
seen or heard from adjoining areas because doors or walls are thin,
or there are only curtains to separate consultation areas.

Overcoming barriers: If the walls are thin or only curtains are
available, instruct staff to speak softly so that they cannot be
overheard. Ask others to leave the area, if that is feasible.

[ Requirement: Reduce stigma by avoiding explicit names and
signs that indicate that those who enter the exam room have been
subjected to violence.

! Source: Adapted from Improving the health sector response to gender based
violence: a resource manual for health care professionals in developing countries
(Bott S et al 2010).
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Barriers: Health-care providers or receptionists may use
stigmatizing language, such as directing women to the “room for
abused women”.

Overcoming barriers: Instruct staff to be aware and use non-
stigmatizing language when discussing or directing women to the
consultation area. Use general signage such as “women’s health” or
simply a room number.

a

Requirement: Establish a privacy and confidentiality policy
limiting what women are asked or required to disclose in public
areas of the health facility.

Barriers: Receptionists or health-care providers may ask women to
state the reason for their visit or provide intake information (such as
name, address, medical history) in front of others or in waiting rooms.

Some women may be accompanied by the police, which may
indicate to others that they have been subjected to violence.

Waiting in a public area for treatment can be difficult for women
who have just been subjected to violence.

Overcoming barriers: Consider changing patient flow so that
women can bypass public waiting areas. If this is not possible,
instruct staff to ask intake information only in a private space or in
writing.

Brainstorm with staff how to get the woman alone for a few
minutes if family members or the abusive partner accompany the
woman.

Instruct staff not to interrupt a consultation between the woman
and the health-care provider.

(|

Requirement: Easy access to a toilet. Also, for women who
have been subjected to sexual assault, access to a bath or shower
would be desirable once forensic evidence has been collected if
appropriate.

Barriers: In many resource-poor settings, toilets may be outside
the health facility premises, or there may not be clean toilets.

Overcoming barriers: Explore how to install toilet(s) accessible
to women subjected to violence on the premises of the hospital or
health facility.
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5.2. Provide the necessary medical
products

The types of medicines, equipment and other health supplies
for care of women subjected to sexual violence are based

on the Interagency list of medical devices for essential
interventions for reproductive, maternal, newborn and child
health (WHO, 2015) and Strengthening the medico-legal
response to sexual violence (WHO and UNODC, 2015). They
are provided as a checklist in Job aid 5.2 (next page).

The checklist will need to be adapted to the level of health
facility. For example, in some settings HIV post-exposure
prophylaxis may be available only at district hospitals, and
forensic evidence supplies or kits may not always be available
or needed at the level of health posts or health centres.

Also, the equipment for collecting forensic specimens

from survivors of sexual violence will depend on whether
or not the law or policy in your setting requires specialist
forensic doctors to conduct such examinations and whether
forensic laboratories are available in your catchment area.
For instance, there is little point in collecting specimens

for DNA analysis if there is no laboratory nearby that can
perform DNA testing or there is no way to send specimens
to another laboratory for testing. It is assumed that supplies
for universal precautions will be the same for services for
violence survivors as for other interventions and, hence, are
not specified in the checklist.
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Checklist of equipment, medicines and other supplies
for examination and care of women subjected to

violence

Examination equipment and

laboratory products

[ examination couch (with
curtains or screen if needed
for privacy)

[ secure record storage cabinets

[ light source (lamp or torch)

[ speculum

[ pregnancy testing kits

[ rapid tests for HIV, syphilis

[ urinanalysis kits

[ test strips for vaginal
infections

[ forensic evidence collection
kits (depending on forensic
laboratory capability),
including:
¢ swabs & container for

transporting swabs
e microscope slides
¢ blood tubes
e urine specimen containers
¢ sheets of paper(drop sheet)
 paper bag
e plastic bags for specimens
¢ tweezers
e scissors
e comb

[ digital camera to document
injuries

Medicines

[ supplies for wound care

[ analgesics

[ anti-emetics

[ emergency contraception

[ antiretroviral drugs for post-
exposure prophylaxis for HIV
prevention

[ drugs for treatment or
prophylaxis for sexually
transmitted infection

[ hepatitis B vaccination
[ tetanus toxoid

Administrative supplies

[ a protocol/SOP for care

[ job aids (for example, flow
charts, algorithms, pictograms)

[ consent forms

[ documentation forms (for
example, medical intake forms,
police forms for forensic
evidence, medico-legal
certificates)

[ referral directory
[ communication materials

Disposables

[ sheets, blankets and towels

[ in case the woman's clothes
are soiled or torn or taken for
evidence collection

[ sanitary pads
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Procuring and managing the stock of medical
products

To ensure adequate and continuous stock of medical
products, you can:

1. Estimate, forecast and plan for the quantities of the
items on the checklist (Job aid 5.2, page 56). Estimate the
numbers of women who will need services by extrapolating
from subnational or national data on the prevalence of
sexual violence and intimate partner violence and the
number of women of reproductive age in your area. You
can also consult with women’s organizations or other
service providers (for example, police) in your area to get
an approximate idea of the numbers of women who are
likely to report incidents of violence and may need services.

2. Plan ahead in order to avoid stock-outs and mobilize
funds. Monitor the demand for equipment and supplies
and use the information to adjust your procurement and
avoid both wastage and stock-outs.

Access to emergency contraception is a core element of the
response to violence against women. Work with pharmacies to
determine which formulations are available on the market and
can be procured. Accordingly, determine what information about
dosage and timing needs to be provided to women. Ensure that
your staff have the correct information and are able to provide
this information to women who need emergency contraception.
You may consider developing a written policy to support best
practices regarding provision of emergency contraception.

3. Consult with laboratory staff, including forensic
laboratories, to determine which specimens they can
process, how samples should be collected and handled and
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how long the samples will take to process. Identify what
supplies will be needed to collect and store the specimens.

4. Work with national and local pharmacy managers to
discuss how to procure and restock a regular supply
of medical products, including which formulations are
available for medicines and in which sizes or quantities. In
some settings some of the medical products listed in Job
aid 5.2 (page 56) may come in pre-assembled kits known
as sexual assault forensic examination (SAFE) kits or post-
rape care kits. In humanitarian/emergency settings, they
are included in reproductive health kits that are assembled,
procured and distributed by the United Nations Population
Fund (UNFPA) (Kit number 3 — Post-Rape Treatment Kit) or
in the Inter-Agency Emergency Health Kit (IEHK).!

5. Provide the checklist of medical products to the unit,
department, facility or ward that is caring for sexual assault
survivors and ask them to order the individual items in
required quantities from a central supplies store.

6. Instruct the responsible health-care providers to gather
equipment and medicines on a shelf, in a file cabinet or in
a mobile kit. Establish processes to restock after each client
and to check medication expiration dates.

7. Provide oversight to ensure that all job aids for clinicians
(for example, flow charts or treatment algorithms), forms
for history taking, examination, documentation and
referrals, as well as the directory of referral contacts, are
up-to-date and easily available where consultation and
examinations take place.

1 In settings of humanitarian crises, you can contact the UNFPA office in your
country to order the necessary quantities of the reproductive health kit including
kit number 3 or order the IEHK through WHO, UNICEF or Medicins Sans
Frontieres offices in your country.
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Part 3.
Leadership and governance
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Develop policies, governance
and accountability

This chapter covers key actions to:

=>» Review, implement and advocate to strengthen legal
frameworks addressing violence against women

=» Review and strengthen policy frameworks

=» Establish a structure of governance

=> Implement accountability measures

=» Promote gender equality in the workplace.

6.1. Review, implement and advocate to
strengthen legal frameworks addressing
violence against women

Many countries have legal frameworks that respect women'’s
right to be free from violence and their right to access
services and remedies in case of violation of these rights.
These legal frameworks may be aligned with international
human rights norms related to violence against women to
which your country may be a signatory. Check which of these
international human rights instruments your country has
signed on to.! A number of laws, both criminal and civil, and

1 There are a number of international and regional instruments, such as the
Convention on the Elimination of Discrimination Against Women (CEDAW), the
Istanbul Convention, the Belem do Para Convention and the Maputo Protocol,
that your country may have signed on to and that obligate you to address
violence against women according to the provisions in these instruments.
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regulations can affect women subjected to violence. While
some laws and regulations may protect women subjected to
violence and improve their access to health services, others
may act as barriers or have other harmful or unforeseen
adverse effects. The health system is required to provide
services in accordance with its country’s legal frameworks.
The following 3 steps can help to align the health system
response with existing legal frameworks:

¢ Gather information about existing laws and regulations.
¢ Align the health system response with the
legal frameworks.
¢ Advocate to improve and strengthen the legal frameworks.

Gather information about existing laws and
regulations

To help you to determine the obligations of the health
system to care for survivors of violence and to identify legal
and regulatory barriers to these services, you can start by
reviewing the existing relevant laws and regulations (see Job
aid 6.1).

Checklist to assess your legal frameworks

Action Yes No

1. Gather information about the following laws
and regulations:

* Are there criminal law provisions related to violence
against women (for example, in the penal code of O O
the country)?

e Are there laws protecting women from domestic or O 0O
family or intimate partner violence?

¢ Are there laws related to sexual violence including O 0O
rape and child sexual abuse?
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Action

Yes

No

* Are there court orders and regulations that protect
women subjected to the violence from violent
partners or stalkers?

¢ Does the law allow women subjected to intimate
partner violence or sexual assault/rape to be
provided with abortion services?

e If yes, are there other regulatory or policy barriers
that limit their access to abortion (for example, third
party authorization)?

* Are there regulatory or policy barriers that limit
access to emergency contraception for women
subjected to sexual assault/rape?

* Are there laws related to sexual violence and sexual
harassment in the work place?

O
O

2. Identify the legal obligations of health-care
providers in relation to addressing violence
against women. For example:

* Do laws specify provision of health care to survivors
of intimate partner violence or sexual assault/rape?

* Do laws or regulations mandate reporting individual
cases of sexual assault/rape or intimate partner
violence to the police?

¢ Do laws mandate reporting data/statistics on violence
against women to health or other authorities?

e Which providers are authorized to perform forensic
exams and provide testimony in court in cases of
sexual assault/rape? (list)

O o) o |d
O o) 0o |d
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Align the health system response with the legal
frameworks

As a health services manager, to advance women’s rights you
need to align the service delivery with your country’s laws
related to violence against women. This can involve:

¢ raising health-care providers’ awareness of the laws
related to violence against women including by developing
and distributing user-friendly tools that help health-care
providers understand their obligations as duty bearers
under the law;

¢ adapting and applying protocols/SOPs that, while in line
with existing laws, promote women’s rights where existing
laws impede access to services (for example, mandatory
reporting of partner violence to police);

¢ identifying and redressing any institutional procedures or
policies that pose barriers to access (for example, third-
party authorization for providing abortion or requiring
police reports before providing emergency contraception);

¢ instructing your staff about the need to fully inform women
about their choices and any limitations of confidentiality
that may be imposed by the law (for example, mandatory
reporting requirements).

Advocate to improve and strengthen the legal
frameworks

As a policy-maker or a health services manager, you can
advocate for strengthening relevant laws in order to promote
women’s access to non-discriminatory health services and to
justice. This involves:

¢ advocating changes in laws and regulations that pose
barriers to access to and provision of health services to
women subjected to violence;
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¢ advocating laws or regulations that specify the obligations
to provide services to women subjected to violence;
¢ advocating amending laws or regulations to:

- recognize marital rape as an offence;

— ensure access to abortion for women subjected to sexual
assault/rape;

— allow nurses trained in forensics, as well as doctors, to
provide evidence in court;

— give women a choice about reporting their experience
of violence to the police and offering help to those who
want to report (that is, not having mandatory reporting
requirements; see box below);

WHO does not recommend laws that require health-care
providers to report cases of partner violence and sexual
violence to the police without the woman's consent.

They do recommend, however, that health-care providers
inform women of their legal rights and offer to report to the
police, should the woman want this.

- remove medically unnecessary procedures as part of
sexual assault examinations such as virginity testing (also
called ‘2-finger testing’ or ‘per vaginal’ examination);

— include unmarried and cohabiting couples in the
coverage of laws criminalizing sexual violence and
domestic or family violence.

6.2. Review and strengthen policy
frameworks

Policy-makers have the power to prioritize issues, develo