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EXECUTIVE SUMMARY

Violence against women has long been a major concern for women’s health and
women’'s human rights advocates. In the last five vears it has begun to receive increased
altention in the international arcna, as a human rights issuc and more recently as a public
health concern. The Platform for Action of the Fourth World Conference on Women
dedicates one chapter to violence against women and makes extensive recommendations
for action to governments, NGQs, international agencics and others. WHO recognives that
violence against women constitutes a serious health nisk to women, their families and their
communities and 1s commutted to defining and taking up its responsibilities in the
prevention of violence against women and management of 1ts health consequences. A
Consultation on Violence against Women held in Geneva from 5 to 7 February 1996 was
the first step in this process. Consultation participants included researchers, health care
providers and women’s health advocates active in the field of violence against women
from several countries, as welf as representatives from several WIIO programmes.

The Consultation was orpanized by the Women’s Ilzalth and Development
programme of WIIO. It focused on violence against women by partners/ex partners which
is one of the most pervasive forms of violence against women. Its objectives were: 1) To
review existing information concerning definitional issues, the magnitude of the problem,
the health consequences of violence against women and the role of the health sector; 2) to
identify gaps in current information and establish priorities for WHO research and action;
3y to determine the most appropriate strategies for research and action to address these
issues.

The main recommendations are summarized below:

Recommendations
1. Research

Multi-country study of dimensions, health consequences and risk factors: WIIO
should undertake a multi-country study on the dimensions and health consequences of and
risk factors for violence against women in familics. The protocols for this study should be
developed by a team of researchers experienced on the subject and involve researchers
from those countries where the study will take place. Women’s organizations working on
violence should be included from the mitial stages of the project. WHO should develop
and test methodologies for measuring psychological and mental injury from violence in the
family.

Review and studies of interventions: WHO should support documentation of effective
interventions for prevention and for management of the consequences of violence against
WOrCn in resource-poor setlings.

Research methodologies: WHO should support and collaborate with the International
Researcher Network on Violence Against Women in the development of a manual on
rescarch and research methodologies for the study of violence against womer.
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2. Data collection

WEHO should set up a data basc on the prevalence/incidence and health consequences
of violence against women. Researchers, health care providers, advocates and others
working in the ficld should be informed and encouraged to share materials. WHO should
commission in-country collaborators 10 search local university librarics, schools of public
health and other centres for unpublished dissertations and other studies to be mncluded in
the databasc.

3. Dennitions and ciaszifications

WHD should dialogue with WHO Working Groups for the International
Classification of Discases to re-cxamine definitions and formulate more precise definitions
and classifications for violence against women.

4,  Advocacy

WHO should advocate with professional bodies 1o include violence against women 1n
nursing, medical and other health care curricula. WHO should advocate for appropriate
policies and programmes at national level, based on cvidence of what works. Public
education to promote a change in cultural norms and attitudes that sanction violence
against women should be advocated with all other scctors. Internaily, WHD should identify
other WHO proprammes in which violence against women should be integrated. [t should
promote the [ull integration of violence against women in the Global Consulation on
Violence and Health and any WHO work on 1ssues of violence.

5. Training for health professionals

WHO, along with other international organizations, should support local efforts to
develop training manuals that deal with violence against women in families, At a
minimum, WHO should (1) compile a list of available training maierials and (2) collect
and make available free of charge a selection of key resources on violence against women
such as training manuals for health care providers and courses on counselling.

5.  Collaboration

WHO should collaborate with local women’s organizations from the planning stage
onwards. [t should also establish closer ties with the United Nations Commission of
Human Rights’ Special Rapportcur on Violence Against Women and with the Commmittee
for the Elimination of Discrimimation Agamst Women.
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1  INTRODUCTION

Violence against women has increasingly been recognized in the international arcna
as a major issue for women’s human rights, most recently at the Fourth World Conference
on Women held in Beijing in 1995, In 1993 the General Assembly endorsed the UN
Declaration on Violence Against Women., More recently there has been a growing
awareness of the impact of violence on women’s mental and physical health and of the
contributions that public health can make to addressing violence. Among the most
prevalent forms of violence against women are thosc perpetrated by intimate parlners
including the physical, mental and sexual abuse of women and the sexual abuse of children
and adolescents.

WHQ recognizes the important health consequences resulting from all forms of
violence against women. The Women's Health and Development programme (WHID) hag
ongoing activities addressing some of these issues such as its work on prevention and
elimination of female gemtal mutilation and on women’s health in conflict and refugee
situations. It secks to expand its response to include activities addressing the consequences
of violence against women, particularly by partners, and rape and sexual violence against
adult women and adolescents. This work 15 coordinated by (he Women's Health and
Development programme in Family and Reproductive Ilealth but is undertaken in
collaboration with other programmes in WHO. This consultation is the first step in the
development of WHD's work on violence against women n famihies/by their partners.

Consultation participants included researchers, health care providers and women’s
health advocates active in the field of violence against women, from the Netherlands,
Norway, the Philippines, South Africa and the United States. Within WIIO, the divisions
of Emerpgency and Ifumanitarian Action; Family and Reproductive Health; and Mental
Health and Prevention of Substance Abusc were represented.

*articipants discussed definitional issues, the magnitude of the problem and research.
They reported on the current knowledge base and identified arcas for further action.

They also discussed health care interventions that address violence against women.
Participants from South Africa and the Philippines discussed their work in the community
and health sector, and in a women’s crisis centre, respectively. Other experiences shared
were of participatory research and action in collaboration with local women in Libena and
of the Pan American Health Organization’s (PAHO) multi-country effort on violence
against women 1n Latin America.

The final day was dedicated to formulating and refining recommendations for WHO
action.

This report brings together information [rom the consultation presentations and
discussions and draws upon the materials that participants contributed to the meeting.
Recommendations for WHO arc presented in Section 8.
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2 AIM AND OBJECTIVES OF WHO’S VIOLENCE AGAINST
WOMEN INITIATIVE

WIIO's aim in the area of violence against women is to work with others to identify
effective strategies 1o prevent violence and to decrease morbidity and mortality among
women victims of violence. The specific focus of this initiative is to define the role of the
health scetor in preveniion efforts and in the management of the health consequences of
violence against women by their partners. This consultation was the first step in advancing
the following objectives:

= Increase the level of knowledge of the magmiude of the problem and its health
CONSCQUCNCCS;

- Identify appropriate prevention and intervention strategics that can reduce the
prevalence/incidence of violence against women by their partners;

. [mprove the capacity of health care providers at all levels 1o identify and carc for
victims of violence against women,

. Support the formulation by governments of adequate policics and protocols to address
this issue;

“ To serve as an advocate within WIIO, other organizations and health professional
associations for greater recognition of violence apainst women and its implications
for health policics and programs including reproductive health, injury prevention,
mental health, substance abuse and HIV/ATDS prevention.

2.1 Objectives of the consultation
‘The objeetives of the consultation were to:
. review existing information concerning:
« definitional issues,
= the magnitade of the problem,
«  the health consequences of violence against women in families/by their partners,
and

+  the role of the health care scctor in addressing violence against women;

2. identify paps in current information and establish priorities for WHO research and
action:

3. determine the most appropriate strategies for research and action to address thesc
priorities.

2.2 Scope of the initiative

The proup agreed that a focused cffort, concentrating mainly on a particular fucet of
violence against women, could best be concretized into actions. To this end, participants
made the following recommendations:
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l. WHD’s current initiative should emphasise "adult women" with the knowledge that
this term has culturally specific meanings and 1s tied, not to a particular age eroup,
but rather to conditions wherein women are expected to take on the sexual, physical
or emotional characteristics of adults, 1.e. conjugal relationships.

2. Violence towards adolescent girls should also be addressed and adolescents of both
sexes need to be involved in prevention activitics. WHD should encourage and seek
collaboration with the Adolescent Health and Development programme in this area.

Tl

Children of victims of violence are also at nsk and arc a eritical group for primary
prevention. This area might best be addressed through other divisions of WHO that
could work 1a collaboration with WHD.

4. Physical, sexual and emotional violence by male partners and ex-partners should be
central to this initiative. ln addition, other intra-familial vielence such as physical
assaults by parents-in-law and sexually coercive relationships within the family (e.g.,
abuse of women domestic servants, some of whom are migrants, by their employers)
and rape and sexually coercive relationships outside the family (e.¢. "sugar daddies”)
are pertinent, particularly for their reproductive health consequences.

5. Violence against women that is perpetrated or condoned by the State and violence
oceurring in the community” will be analyzed and work in this area developed
within other consultations and fora as [easible and appropnate.

3 DEFINITIONS AND CLASSIFICATIONS

There is no universally accepted definition of violence against women. Some
definitions argue for a broad delineation that includes any act or omission that causes harm
to women or keeps them in a subordinate position. This would include what is sometimes
referred to as "structoral violence", for example, poverty and unequal access to health
services and education.

The benefit of a broad definition is that it places gender-based violence in the
broader social context (Richters, 1994) and allows interested parties to bring attention to
many breaches of women’s human rights under the rubric of violence against women. The
drawback may be that by creating far-rcaching meanings, a definition’s descriptive powers
arc lost. "Structural violence" might, therefore, be better dealt with as an issue of
discrimination (leise et al, 1994).

The group agreed that a definition such as the one already adopted by the General
Assembly in 1993 in the United Nations Declaration on the Elimination of Violence
against Women provides a useful framework, but morc specific operational definitions will
be needed for the activities of WHO. The declaration defines violence against women as
"any act of gender-based violence that results in, or is likcly to result in, physical, sexual

The UN Special Rapporteur on Violence Against Women, in her preliminary report dated 22 November 1994,
identificd three areas of violence asainst women: in the family, in the community and that perpetrated or
condoned by the State.




page 6 Fialenee against women

or mental harm or suffering to women, including threats of such acts, coercion or arbitrary
deprivation of liberty, whether occurring in public or in private life.” Violence against
women encompasses, inter alia, "physical, sexual and psychological violence occurring in
the family and in the gencral community including battering, sexual abuse of female
children, dowry-related violence, marital rape, female genital mutilation and other
traditional practices harmful to women, non-spousal violence and violence related to
cxploitation, sexual harassment, and intimidation at work, in educational nstitutions and
clsewhere, trafficking in women, forced prostitution, and violence perpetrated or condoned
by the stafe.”

The need for operational definitions for research and monitoring was identified by the
participants, who also recognised that the task of formulating such definitions lay outside
their mandate. Rather, the group identificd developing operational definitions and
international classificalions as two distinet areas of work for WIHO.

3.1 Operational definitions
Cross-cultural applicabilisy

Tn the context of international studies, it is important 1o devise operational definitions
that ecncompass the cultural diversity of violence against women 11 [amilies. All socicticy
have forms of violence that arc socially proscribed and others that arc tolerated, or al times
encouraged, by social customs and norms. Whether socially condened or not, these acts
and their effects on women’s health, need to be recorded. Furthermore, basic differences
such as language and legal diversity should also be accounted for in operational definitions
and those proposed for international accreditation.

Anthropologists contend that violence against women might best be defined by those
who are the victims or observers, not by the perpetrators, as for example, with the
Yanomani people of Brazil. In this culture wifc beating bas defined meanings that seJdom
reflect negatively on the men. Nonctheless, women consistently demand an explanation for
intended beatings and insist that the explanations given are unfounded and the beatings
undeserved. 1 asked in advance about a beating, women will invariably wish to avoid it
(Richter, 1994). Accordingly, addressing only culturally unacceptable forms of violence
fails 1o meet the full spectrum of women’s needs. Definitions should register the effects of
violence on women'’s physical, sexual and emotional well-being, as well as the acts
themselves.

Terminology

Many terms and phrases have been used to refer to violence against women within
the context of family, home or intimate relationship. Neutral terms such as domestic
assault, family violence and spouse abusc obscure the gendered reality ol abuse. Terms
like wife assault, wife battering and woman abuse either cxclude the experiences of many
women who are not legally married, or as in the case of woman abuse, do not differentiate
between violence from known and unknown perpetrators,

Violenee against women by their partners articulates the gendered nature of violence
and is not Timited by legal sanction. Tt includes psychological and sexual violence, as well
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as physical assault. Participants cautioned that this term should be clarified as to whether
same-sex partners are ncluded.

Violence against women in the family, a more encompassing term, includes, in some
cultures, women who are employed as domestic workers, cither as migrant workers or
within their own country, and are congtdered a part of the family that employ them. Many
of these women arc violated by their employers.

The UN Special Rapporteur on Violence Against Women uses the terms "domestic
violence" and "violence against women in the family". Pointing out the exclusionary naturc
of the term "family", she insists that family be conceptualized broadly as "any unit where
the individuals concerned feel they are a family." She also points out that although
domestic violence is a neutral term, 1n the vasl majorty of cases 1t 15 a gender-specific
situation of men violating women. When women do strike out against men within familics,
it 15 usually in sclf-defence (UN/ECOSOC, E/CN.4/1996/53).

Defining acute and chronic acis

Researchers and health care providers need an objective scale to measure incidents of
violence against women in families. Measures should assess physical, sexual and
psychological violence. They should include, inter alia, relationship between victim and
perpetrator, weapons uscd, location of the incident, frequency of the abuse and coercive
tactics involved. Some health care providers and researchers express concern about
including emotional violence within this context because 1t is difficult to quantify reliably
or even to define. Others question the vahdity of a psychological component in the belef
that it minimizes the "real” violence of physical acts. Participants agreed that despite any
measurement difficulties, psychological/mental violence should be included in work on
violence against women as it is integral to women’s health and quality of life.

Recommendations:

. WHO should develop gender and culturally sensitive operational definitions for
violence against women in families/by their partners that are relevant (o the specific
lasks undertaken by the Organization (e g advocacy, research).

- WEHO should recognize psychological/mental abuse as integral to violence againsi
women in families and develop and test a methodology for measuring it.

3.2 International reporting standards

Reporting standards influence work on many levels. Individual women victims of
violence arc more likely to receive appropriate services if providers accurately identify
them and record information in a systematic manner. At community and national levels,
data can be used to stimulate changes in health care, legal and social service systems. At
an international level, consistent and aceurate reporting is needed to strengthen advocacy
work.
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WHO classification texts’ are used globally to classify deaths, diseases and
disabilities, particularly in hospitals and out-patient clinics. The US Centers for Discasc
Control and Prevention (CDC) are currently developing standardized definitions to be uscd
for surveillance ol violence against women in the United States.

Anthropologists and women’s health advocates have identified an inherent difficulty
with attempts to create international classifications: coneepts ol violence against women
vary profoundly across cultures. Diversity ¢xists in peoples’ experiences of therr own
bodies, in the self, in relation to the community, and in the meanings placed on
experiences and cmotions. Because universal classification systems cannot {ully account for
the variance that exisls between cultures the group suggested they should be used with
caution.

Recommendations:

. WO should advocate for and guide gender and culturally sensitive changes 1o
imternational definitions and standards.

- WO should revise the ICD series to better acknowledge the diversily of violence
against women and the ensuing health problems. Classifications should reflect this
diversity to the extent possible,

. WHO should strive 1o ensure classification compatibility hetween future revisions of
the CDC system, the DSM-JV and ICT classifications.

4  SCOPE OF THE FROELEM

4.1 Magnitude

Although reliable population-based data on violence against women by their partners
arc scant, particularly for developing countries, a growing body of of research confirms its
pervasiveness. Approximately 40 valid, population-based quantitative studies indicate that
20-50% of women are victims of physical violence by their partners/ex-partners. On
average, 50-60% of women who experience physical violence from their partners arc
sexually abused by them as well (Heise ct al, 1994). Table 1 summarizes some of this
data.

From population based studies plus other research based on convenicnce samples we
do know that:

. the perpetrators of violence are almost exclusively men;
. women are at the greatest risk of violence from men they know;

International Statistical Classification of Discases and Related Health Prablems (ICD-10), the International
Classification of limpairments, [Disabilitics and Handicaps and the International Clagsification of Mental and
Behavioural Disorders. (Another classification system, the Diagnostics and Statistics Manual (I25M-4), ariginally
designed for use in the United States but now intended for international use, roughly parallels the [C1-10.)
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. women and girls are the most frequent victims of violence within the family and
between intimate partners;

- physical violence in intimate relationships is almost always accompanied by severe
psychological violence and verbal abuse;

- violence against women by their partners cuts across soclo-economic class (SES),
religious and cthnic lnes;

»  men who batter also cxhibit profound controlling behaviour, sexual jealousy and
possessivencss;

»  almost universally, the response of professionals and social nstitutions has been to
blame the victim;

- violence against women can result in long-term mental, physical and sexual health
problems (Ileise et al, 1993).

Table 1 Percentage of women who report being hit by an intimate partner

Industrialized regions Asia and the Pacific
Belgium 25 India 22-75
Canada 25 Korea 38
Japarn 59"  Malaysia 39°
Netherlands 21 Sn1 Lanka (urban) 60"
Norway 25 Papua New Guinea
New Zealand 17 urban 58
United States 28 rural 60
Latin America and Africa

the Caribbean

Antigua 30 Kenya (Kissi District) 42
Barbados 30 Zambia 40"
Chile (Santiago) 26 Uganda 46"
Costa Rica 54" Tanzania 60°
Colombia 20

Guatemala 36"

Ecuador 60"

Mexico 34"

$tudy was based on & non-representative sample and cannot be generalized to the country as a whoie,
Percent beaten within 12 months prior to imlerview date.

Source: Survey data compiled by the United Nations Statistical Office, as cited by L. 1leise in her presentation,
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inconsisteney in definitions contribules to the scarcity of comparable studies, Some
studics cxamine only physical abuse, while others consider physical, sexual and mental
abuse. Severity of violence recorded also varies between studies. For example, one
rescarcher may record violence more damaging than slaps or shoves, while another may
define physical abuse as any force great enough to cause bodily injury.

Another difficulty in assessing the full magnitude of vielence is under-reporting.
Women have many reasons for not reporling incidents of violence including, for example,
because:

- legal authoritics often do not take appropriate action;

*  women do not know their legal rights;

. women may be revictimized, either by insensitive, accusatory guestions or by actual
assault, including within health sectors,

There was general agreement among participants that given a sale environment, most
women are willing, and often cager, o disclose and discuss their experiences of violence.

Finally, health care facilities and police that do record data on violence against
women oflen do so inconsistently or do notl track the sex of perpetrators or their
refationships (o victims, Although the cxact extent is impossible o determine, estimates
suggest that there is consistent under-reporting of violence against women within legal
systems. Health care factlities are also likely to under-recognize the extent of violence
agaInst wome.

4.2 Health consequences

Violenee against women in families dramatically increases their risk of poor health.
studies exploring violence and health consistently report negative and far-reaching effects,
the true extent of which is difficult to ascertain because of the largely invisible nature of
the enimes. An analysis in the World Bank’s World Development Report (1993), cstimating
the healthy years of life lost” due to different causes, concludes that between 5% and 16%
{(depending on the region) of the healthy years of life lost to women of reproductive age
can be linked to gender-based victimization, rape and domestic violence.

Yarticipants agreed that conceplualizing violence against women, not as a health
problem, but as a risk factor for ill health would discourage the tendency by many health
providers 1o use a disease model and treat symptoms only. When addressed as a risk
fuctor, the focus of treatment shifts to address the underlying violence., Table 2 outlines
some of the health conscquences of violence against women n familics.

For the World Bank analysis cvery year duc to premature death was counted as one disability-adjusted life
year {(DALYY and every year spent sick or incapacitated as g fraction of a DALY, with the value depending on
the severity of the disability (World [evelopment Report, 1993).
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Table 2 Health conscquences of violence against women

Nonfatal outcomes

Physical health outcomes: Mental health outcomes:
+  Injury (from lacerations to fracturcs «  Depression
and internal organs injury) «  Fear
+  Unwanted pregnancy «  Anxiely
+  Gynaecological problems +  Low self-esteem
«  STDs including HIV = Sexual disfunction
= Miscarnage = Eating problems
= Pelvic inflammatory disease »  Obsessive-compulsive disorder
+  Chromic pelvic pain +  Post traumatic stress disorder

+  Headaches
+  Permancnt disabilities
*  Asthma

Irritable bowel syndrome

+  Self-injurious behaviours
(smoking, unprotected sex)

Fatal outcomes

«  Sulcide

+  Homicide

»  Matcernal mortality
+  HIV/AIDS

Flavia from the Bombay Women's Centre illustrates the effects of violence on onc
woman's mental health:

" in fact the body mends soon enough. Only the scars remain... But the wounds
inflicted upon the soul take much longer to heal. And each time I re-live these
moments, they start bleeding all over again. The broken spirit has taken the
longest to mend; the damage 1o the personality the most difficult to overcome”,
(Asian and Pacific Women's Network:176, as cited in Richters, 1994).

Participants warned that the limitations of certain mental health diagnoscs such as
post traumatic stress disorder (P1SD) need to be recognized. They should be used with
caution in situations where critical social and political dimensions may vary from the
originating culture. They also expressed concern that PTsD places emphasis on women’s
disordered responscs to violence and diverts attention away from the problem source -
men’s disordered behaviours. Their conclusion was that men’s violent behaviours should
be categorized and documented as an abnormal behaviour 1n international classification
texts. Another participant agreed that this problem existed but could be eased if the
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medical profession used PTSD in a responsible manner, as a tool to help women
understand their behaviours and feclings. Only when such terms are used (o pathologize
women and, at the same time, neglect underlying violenee do problems arisc.

Sexual and reproductive health

Dr Berit Schei in her presentation addressed the consequences of violence against
waormen on their sexual and reproductive health.

Lxisting research draws consistent correlations between violence and women's
decieased sexual and reproductive health and well being. Gynaccological problems,
pregnancy complications, HIV, STDs, unwanted pregnancy and sexual dysfunction have all
heen associated with violence against women.

Gynaecologicel problems end sexeal dysfunction

Medically treated pelvic inflammatory disease (PTD) has been correlated with living
with an abusive partner. Rescarchers conclude that further investigation is required to
confirm the validity of these findings (Schei, 1991).

Strong associations have been found between pelvic pain in women and violence by
their partners. Repeated physical violence by a partner is lkely to cause organic changes
that create pain, both from traumatic and infectious origins. Violence may also cause tissuc
damagpe and facilitate infections with endogenous flora. Stress thal accompanies living with
a violent partner may cause pelvic congestion, a further contributor to pelvic pain (Schei &
Bakketeig. 1990).

During her presentation, Dr Schei also referred to women’s difficulties in maintaining
their reproductive health. Some women report experiencing flashbacks, acute pain and
olther negative responses during pelvie examinations which may be the consequence of
prior expericnees of sexual or physical abuse. This arca requires further rescarch.

Other problems include lack of libido and difficultics with achicving orgasm (Schei
& Bakketerg, 1990). The emotional repercussions of rape and other forms of violence can
mierfere in women's abilitics to have fulfilling sexual lives for years after even a single
incident.

Pregnancy complications

Violence agaimst women in families does not abate during pregnancy. One woman
describes her situation:

"I used to be raped many limes a day, also during pregnancy. Bul what
! found most disturbing was being raped afier the onsel of contractions
Just hefore I had to go to the clinic fo deliver the baby" (Schel &
Bakketeis, 1990,

Viclence againsl pregnanl women may result in miscarriage or perinatal death, as
these studies indicate:
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+  women who arc battered during pregnancy, as compared to those who are not,
run twice the risk of miscarriape and four times the risk of having a low-birth-
weight baby;

+ in one inner city county in the U.8., over a 4-year pertod, trauma was the
leading cause of matcrnal deaths, accounting for 46% of the total;

» women who are vietims of violence are three times as likely as non-victimized
women to begin prenatal care in the third trimester;

+ research in Santiago, Chile revealed thal socio-political violence correlated with a
500% increase in nisk of pregnancy complications, e.g. premature labour,
hypertension. It is reasonable 10 conjecture that living in a home where violence
is a constant threat would produce a similar or more drastic aftermath (ileise,
1994).

HIV, STDs and unwanted pregnancy

The violent behaviours of rape, forced prostitution, and refusal to use condems,
interfere with women's abilities to control their sexual and reproductive lives (Campbell et
al, 1995). This puts women at increased risk of contracting HIV/AIDS and other STDs and
of unwanted pregnancy.

Rape that occurs prior 1o marriage carries an additional liability in some cultures
where virginity is essential to maintaining the honour of young women and their famlies.
A young woman's loss of virginity, for any reason, can be as devastating a trauma as that
suffered from the actual violation. To save their daughter’s and their own honour, families
are known 1o scck surgical repair for a damaged hymen, creating further health risks, and
at times even to kill the woman.

Recommecndations:

- WHO should investigate culturally sensitive ways to manage the health consequences
of violence against women in families/by their partners.

. WIIC should investicate ways to quantify aspects of mental health as they relate (0
violence against women in families/by their pariners.

- WHO should document the consequences of violence against women on women's
physical/mental and sexual and reproductive health.

4.3 Impact on health care systems

Studics consistently report that violence against women in families is a substantial
burden on health care systems globally. A few examples were offcred:

. Domestic violence is the leading cause of injury o women in Alexandria, Egypt,
accounting for 28% of all visits to area trauma units;

- In Papua New Guinea, 18% of all urban wives surveyed had received hospital

treatment for injuries inflicted by husbands;
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*  One major U.S. study found that:

- a history of rape and/or domestic violence was a stronger predictor of physician
visits and outpatient costs than was any other variable, including age and
cigarctte smoking;

- victimized women sought medical attention twice as often as non-victimized
women in the study vear;

- medical carc costs of women who were raped or assaulted were 2.5 limes higher
than the costs of non-victims (1.. Heise, presentation).

Violence against women contributes to an escalating drain of health system resources
that might otherwise be utilized for the community as a whole. Often victims present with
vague somatic complaints that are difficult to diagnose and treat. Unidentificd victims may
become over-medicated, repeat users of health services. Furthermore, some research
suggests that violence against women by their partnees tends to escalate in frequency and
severily over ime and may lead to homicide. These increased levels of violence will
further burden the health care sector.

4.4 Data collection

A systematic collection of global statistes and information on violence against
wornen and ils consequences to their health would be beneficial for, inter alia, rescarchers
planning future studies, health care providers planning training programmes and designing
protocols, and advocates lobbying government for progressive change.

Clearinghouse

There arc a small number of national clearinghouses on violence against women,
mostly in industrialized countries. However, the group was unaware of any systematic
atternpl to form a global clearinghouse.  Participants acknowledged that a global
clearinghouse on violence against women would be helpful for anti-violence work.
Nonectheless, 1t requires substantial space, human and financial resources and would not he
an appropriate priority for WHO at this time.

Many orpanizations that engage 1n anti-violence work operate under extreme financial
constraints. Any orgamisalion takmg on the c¢learinghouse function should make
accessibility a priority issuc and censure that therr information 15 available to these groups.

Central databose

At the moment, there is no comprehensive collection of data that is readily accessible
to the public. The Health and Development Policy Project (HDPP) in Washington 1.CC,
USA, has, perhaps, the most exlensive collection of existing data from developing
countries, but the data are not computerized or easily accessible 1o others.

prevalence and health consequences of violence against women. Participants agreed that
this would provide a source of statistical information and a resource on the health aspects
of violence against women. The [IDPP register could serve as a basis for a more
systematic ¢fforts in this area.

WHO has already begun Lo investigate setting up a database on the incidence,
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A comprehensive collection should include references to published journal and
magazine articles, text books and grey literature (i.c. unpublished works) from university
libraries, psychology departments, schools of public health, WIO collaborating centres and
Ministries of [lealth.

Recommendations:

-

WIID showld investigate the establishment of a globual data base on vielence againsi
women al WHO, coordinating with the Gender Statistics Programme of the UN
Statistical Office.

. W should commission in-country collaborators (o search local university libraries,
psychology departments, schools of public health, collaborating centres and
Ministries of Health for unpublished dissertations and other studies for inclusion in
the datahase.

. Wi1¢ should inform researchers, health care providers, advocates and others working
in the field of the database project so that current and future materials will flow into
WHQ.

v WHO should produce occasional publications summarizing current data and ensure
they are available free of charge.

. W should ensure that its materials on violence against women are also available
through the International Women's Tribune Centre which distributes a variety of
materials free of charge to women's NGOs.

RESEARCH AND RESEARCH METHODS

¥ i

Much of current research on intra-family violence against women emanates from
sociology and criminology perspectives (e.g. who is victimized, what acts are committed).
Multi-diseiplinary research in the ficld would provide health care providers and policy
makers with a better grasp of the scope and depth of the 1ssuc.

One of WIIO’s comparative advantages is its epidemiological research expertise and
its experience and competence in executing multi-country studies. Participants agreed that
WIIO should employ its expertise to build a firm base of knowledge on violence against
women to develop guidelines for progressive change in lcgal, health care, educational and
palice systems. The group identified an extensive set of rescarch cleria, including cthical
and safety issues, as critical to WHO activities. These are presented below.

Participants emphasized the need to combine quantitative research with qualitative
methods, recognising that qualitative research provides a rich data source upon which to
build an understanding of women’s experiences of violence in their families. Focusing on
2 small number of people, rescarchers gather oxtensive information pertaining to women’s
lives and the meanings they give to cvents.




Juetgre f Violence against women

Participants also cxamined the need to adopt a cross-cultural perspective and a
participatory approach in research on violence against women. In her preseniation on
methodological issucs for cross-cultural research, Dr Annemick Richiers explained that
anthropology takes as its point of departurc that "the purposes and meanings of acts of
gender violence vary and arc largely a function of the culture in which they occur.
Anthropological casc studies elucidate the cultural, political and economic dynamics of
gender relations and sexual behaviour. Studies are also used to document interventions and
indigenous protective and preventative strategies that may then be used as prototypes for
intervention planning.”

Participatory research is designed to enable people to actively participate from the
carliest design stages, all the way through to controlling resulting data and governing its
uses. It can, in and of itself, generate social and political change. By involving thosc
people who are the focus of the rescarch, it provides maximum benefit for communities,
both from the process and the outcome. While the process is lengthy and possibly
resource consuming, participatory rescarch 1s likely to lead to sustainable changes in
values, attitudes and behaviours. Such research also increascs the pool of experts within
tocal populations and discourages dependence on industrialized countries that hold the
majority of rescarch resources.

Participants cautioned against focusing solely on women as victims. Women are also
survivers of violence and, as such, have positive attribotes. Women and women's
communitics have strengths that need to be recognized. Research on violence against
women that also inquires about women’s strengths may double as intervention. Women's
articulation of their positive attributes may help to counter some of the negative
psychological effects of violence.

Participants recommended that in ther work on violence against women, WHO
should ensure that:

- research 1s directed by people who have extensive experience in the field of research
on violence apainst women;

. grant review boards include people who have extensive expenience in the held of
violence against women;

- exlensive and explicit efforts are made to seek out such people.

WHO research on violence agaist women should:

. be coordinated in WIID and should be gender and culturally sensitive;

. cnsurc that ethical, safcty and legal issues are adequately addressed (Section 7.1, 7.2,
73);

. be interdisciplinary, combining quantitative and qualitative methods and different
epidemiological designs;

«  as much as possible, use un action/participatory research model for interventions and
involve women at local levels, both as learncrs and teachers in the process;

. take place in a variely of seftings, particularly on interventions, c.g. urban/rural,
with/without services and be designed with consideration for its varying mmpact
depending on the setting;

- feed results back to local sources.
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Recommendations:

. WO should compile current research and assess its validity as well as develop new
research in order to form a sound technical and empirical base for action on
violence against women,

. Because of WHQ' s comparative advantage in research, the organization should
mohilize external resources (o mount a cross-cultural, epidemiological study on the
dimensions und health consequences of violence against women. The protocols for
this stucy should be developed jointly By investigators experienced in research in this
fietel and those who would then have primary responsibility for implementing the
study in their country of origin. Women's orgunizations working on violence should
be included from the initial stages.

- WHO should fully exploit its research capacily by incorporating qualitative and
guantitative methods where possible.

. WHC) should investigate the meanings that women place on violence and develop
ouidelines for cultwrally appropriate services and measures (o alleviate violence
against women.

. WHO should consider PAHO's work in the area of intervention based studies as
possible prototype for further work in this area.

. WHO should support NGOs alveady working in the areq.

5.1 Methodelogical issues

There was consensus amonyg the group that careful attention to methodological issues
is critical to work on violence against women. Because both research and interventions in
violence against women contain an information gathering component, methodological
issues in the two spheres often overlap, for cxample, the issuc of how to ask women about
their experiences of violence (sce Section 6.2, Service Provision: ldentification, follow-up
and referrals by health services).”

Response rates Lo questions on violence against women appear (o be heavily
influenced by the approach used, by who is doing the asking, and how the questions ate
framed (see Anncx [).

CGuidelines for researclers

Discussions on research guidelines and protocols brought attention to the needs of the
many tescarchers globally who are beginning to investigate violence against women. Olten
they must develop their own answers to exacting methodological questions, somctimes
resulting in data that are unreliable or invalid or that are not comparable across cultures.

The report "Rescarch Methods and Vielence Against Women: Notes from a Meeting", produced by the |leaith
and Development Policy Project, was identified as one reference for those interested in methodological issues.
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/s well as making costly mistakes, rescarchers may also put women at an increased risk of
violence, for example, by not cnsuring that a woman is alone during 2 phone interview.

Participants were in general agrcement that the need for research guidelines to
attcnuate unnecessary and costly mistakes should not over-shadow cross-cultural issues.

Recommendation:

. Crutdelines for valid research should be developed WHO should investigate
collaboration with the International Research Network on Violence Against Women
(IRNVAW)" on the development and testing of research guidelines, The guidelines
should fully integrate a cross-cultural perspective.

Scveral issues in need of further research were identified by the group during the
discussions, but there was no systematic attermnpt to identify research priorities. These
included, for example: traditional preventative and protective strategies and their impact
aver time; risk factors for women returning to abusive partners; long-term follow-up of
victims of violence against women; longitudinal studies on the frequency and severity of
violence; the differences between short- and long-term violent relationships; risks 1o health
providers who deal with violence against women.

6 INTERVENTIONS

Health care interventions can occur at many levels. Primary prevention is designed to
stop violence against women before it begins, thus averting health problems.  Secondary
prevention is aimed at ending existing violence early in the process and preventing further
damage. Tertiary inlerventions are designed to end chronic violence, ameliorate the
damaging effects and rchabilitate survivors. Interventions are required at all levels
simultancously. Governments and Ministries of Health should strengthen and coordinate
systems for delivering prevention programmes as well ag ensuring that relevant resources,
such as educational materials, arc consislently available at local and national levels.

The discussion {ocused on interventions in four areas:

- policy making, norm setting and training;
- service provision;

. public education;

» evaiuation and rcscarch.

The Health and Development Policy Project, based in Maryland, UUSA convened a meeting in June, 1995 of
researchers, the maejority of whom had cxperience studying rape or domestic vielence in particular cultural
settings. The group agreed to formalize the collaboration and "develop and ficld test model instruments for
measuring vielence in different cultoral settings” and to consohdate their collective knowledge into a research
munteal.
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6.1 Policy making, norm setting and training

The issue of definitions and elassification, discussed in Section 3, is a norm setting
{unction in as much as standardized definitions and classifications form the bases of
international norms in reporting and record keeping.

The legiskative framework is also important and may have a profound effect on
attempts to lessen violence against women. Legislative reform must be in keeping with
available information and international human rights standards.

International organizations dealing with health may use their cxpertise and
credibility to garner support for anti-violence work. This can be done by advocating with
national governments and by providing technical support and policy advice to enable
national indigenous organizations to articulate their positions and efforts.

Within health care facilities there needs to be an administrative commilment to
implement and maintain policics that address violence against women. Administrators and
dircctors must develop protocols and monitor their use, update lists of referral services
lists, ensure that employees and volunteers arc sensitive to gender-based violence issues
and provide training and retraimng as necessary.

Standardized training for health care providers and administrators 13 essential to
suide them in their work with victims of violence against women. As far as possible, this
should be integrated into existing training programmes rather than creating separate
programmes.

Addressing values, attitudes and beliefs, both of providers and of target communities,
form the backbone of any effective training programme. [ssues to address include:

. providers’ ncgative feelings (inadequacy, powcrlessness and iselation which may be
more acute in areas with few referral services);

- cultural beliefs: violence by partners is a private or family matter;

+  beliefs about victims: women provoke violence, women arc able to stop the violence
by changing their behaviours, most women who stay with violent partners have
masochistic tendencies.

Training manuals are necessary to guide health workers, many of whom. are
unfamiliar with violence against women issues. Because the diverse manifestations of
violence against women are often reflections of cultural values, training manuals need to
be tailored to particular environments. It may be useful to compile a list and gather
samples of available manuals that may be used as a blucprints for others.

Training should be supplemented with protocols to guide providers fo cffectively
implement what they have lcarned. These should include: proper procedures for
documentation for legal purposes, for future medical consultations, and for statistical
purposes; legal, ethical and privacy issues; and up to date information on local referral
services. Protocols also need to be culture specific with special attention paid to respecting
the rights of women.
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Recommendation:
. WHO, along with other international organizations, should support local efforts (o

create training manuals for health providers, policy makers and administrators that
deal with violence against women, Af a minimum, WHO should (1) compile a list of
available training materials and (2) collect and make available free of charge a
selection of key resources on violence against women such ay training manuals for
health care providers and manuals on counselling,

6.2 Scrvice provision
Intersectoral collaboration

Lffective health care interventions for violence apainst women are situated within the
community and arc culturally appropriate. The health sector, along with other formal
sectors (c.g. the police and social scrvices) work in concert with community responses.
Health care facilities that first gain an understanding of local beliefs and traditional values
[rom the women in the communities they serve are better able to provide appropriate
support.

Consultation participants expressed concern about overreliance on methods imported
from industrialized countries (e.g. shelters), in intervention strategics for low-income
populations. High cost interventions that are set up in areas that lack the resources to
maintain them may be ineffective, or counterproductive.

Examples of approaches that usc local culture and traditional customs to end violence
against women are:

» In Pakistan, women arc using texts from the Koran to support their position that
women should not be victimized;

* In some communitics in South Africa, men were tacitly permitted to discipline
their wives. Local women learned that their traditional cultural values condemn
men who beat their wives. They are now promoting these values as a way of
working fowards ending violence.

Recommendations:

. WH() should support the development and assessment of health sector inferventions
Jor prevention and care that are appropriate and sustainable in resource-poor
Selfingsy.

- WHQ should support the necessary research and establish recommendutions for
minimum standards of health care for victims of violence against women in families.

. WIIO should assess the effectivenesy of community-bused and indigenous responses (o
violence and suppor! those that are heneficial, while al the same time, exposing
harmful traditions.
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Identification, follow-up and referrals by health services

Health carc facilities are often the only point of contact that women have with state
asencies. As such, they are ideally located to provide a crucial link between victimized
women and suitable referral scrvices, as well as Lo provide appropriate health care.

Provisions for minimum standards of health care improve services in all areas of
health care, and no less so when dealing with the health consequences of violence against

wormen in famihes.

Health carc providers and administrators need training to sensitize them to the issue
and protocols for effective implementation of standards. To be most effective, health carc
providers nesd to work within a network of services designed to meet the needs of
victimized women and their families.

Identification is the first step in providing adequate services to women victims of
violence. This may be accomplished by self-identification or detection by health care
providers.

Efforts to locate victims of violence by asking selected women specific leading
questions entails a judgement on the part of the health care provider. Various victim
profiles arc used to guide the selection. Participants considercd that profiles which use
factors such as poverty, level of education, socioeconomic status, age and other such
catceories reinforce the statistics that they are based on because they only look for victims
within 2 certain group of women. This serves (o strengthen cultural stereotypes, whilc at
the same time causing victims who lie outside the profile to be neglected.

Participants agreed that a more accurate profile would contain items such as: stories
that arc inconsistent with injuries; recurrent injuries or ongoing depression; repeated
presentation with unexplained somatic complaints; injuries to stomach, abdominal area or
breasts in pregnant women. There is evidence that the presence of many physical
symptoms, depression, anxiety, and previous suicide attempts arc strong indicators of
domestic violence (McCauley et al, 1993).

Universal screening, that is including questions on violence as a component of
routine medical enquiry, has the potential to identify victims of violence for the purpose of
providing appropriate health care and referral and maintaining accurate statistical records
on the prevalence and health consequences of violence. Questions may be as simple as: "[s
there anything you are not happy about?", "Do you have any problems in your
relationship?”, "Have you been hit or threatened since the last time T saw you?" Or they
may be a series of three, four or more questions that enquire about a partner’s behaviours,
as well as the woman's own cmotional state, c.g. "Are you afraid of your partner?”

Despite the obvious benefits, participants expressed concerns about the widespread
implementation of universal screening, particularly where no back-up services exist. They
emphasised that only with adcquate training and protocols can universal screening be
safely implemented. Careless implementation may lead to client abuses ranging from
viclim-blaming, to breaches of confidentiality, to rape. The group also noted that
accessible and appropriate services for victims enable health care providers to make more
effective interventions.
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In terms of follow-up and referral, adequate responses to disclosures of violence can
include:

assuring victims that they are not responsible for the violence:;

counselling wormen on their available options;

referring women to appropriate services and helping with initial connections;
documenting injuries for follow-up visits and statistical purposes, collecting evidence
for legal purposes;

helping women assess their safety, 1.e. risks of homicide/suicide;

supporting women in mapping out safety plans, including gathering esscntial
documents and itemns, if they want to leave their partners;

counselling women that violence may escalate and that their children may be in
danger of attack.

Scveral barriers may interfere with maintaining standards of care for health services
in resource poor areas. First, the volume of clients may be so great, and their nceds so
urgent, that cffective care beyond a basic level becomes difficult. Already over-burdened
administrators and providers may scc taking on another jssues, i.e. violence against
women, as beyond their capability.

A second barrier 18 lack of support services. Sensitive health care responscs can have
a posttive effect on women by reducing their feelings of isolation and self-blame.
However, additional services such as counselling, legal assistance and self-help groups
provide the kinds of on-going services that vietims need. Shortcomings in support services

may have a negative effect on providers who begin to feel isolated and helpless because
their ability to assist their clients is hmited.

Recommendations:

WO should investigate the merits and weaknesses of various methods of identifying
women whe are victims of violence in fumilies and develop guidelines for their use in
a variety of seifings.

WIHQ should develop guidelines on minimum standards that can be adapted lo
different settings.

6.3 Public health education

Lducation is a key tool for public health efforts to end violence against women.
Health education is used in many fields such as discouraping the use of alcohol and
tobacco and encouraging healthy practices such as breast-feeding and exercise. Public
cducation should be coupled with service provision for women victims of violence.

Public education should be in a form that 1s accessible to 11s target group, in the local
dialect and in clear and simple language so that it is understandable, cven for people with
low literacy. Uxamples given were poster campaigns in Alexandra Township in South
Africa that use "in" designs and local celebrities to promote anti-violence.
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There may be specific public education programmes tailored to particular groups,
such as young children where boys learn non-violent ways to deal with disagreements and
girls learn about sclf-esteem. They may be focused on ugh risk groups such as children
who witness their mothers being beaten or who are beaten themselves. These programmes
allow children to talk with pecrs about the trauma they have experienced as well as to
learn about respect for themselves and others.

When public education is peared specifically toward women who are currently with
abusive partners, it must be in a way that provides information about available support
scrvices. For example notices, possibly with referral numbers or addresses, may be posted
in toilets or in women'’s health clinics.

6.4 FEvaluation and rescarch

To date there are few published evaluations on the effectiveness of health care
interventions, especially in developing countries. Many facilites do cvaluate their own
work through vser surveys and other methods. [ntervention evaluations would be helpful
for others who plan to establish new interventions or modify other services in order to
accommeodate victims of violence against women.

The United States National Research Council will publish a review of all intervention
studies done in that country in June 1996, Although this is an Amecrican text it may be of
some help to those planning interventions in developing countries.

Recommendations:

. WHC) should support the documentation and evaluation of current efforts to improve
the health system’s responses to violence. particularly in developing countries.

. WIIC) should strengthen current successful violence and health initiatives af the
country level

- WHO should promote links between health care professionals and grassroots
women's groups dealing with violence against women.

6.5 Women in their communities
Recognition of the work of women’s organizations

Tn all activities it is imperative to recognize, acknowledge and support the
contributions and work of local women’s NGOs and grass roots organizations. These
women form the backbone of anti-violence movements and have taken the lead in the field
despite adverse conditions. It is these women who have pushed the violence-against-
women agenda forward to its curcent levels of importance as a human rights and health

issue.
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Three participants gave presentations on community based initiatives that address
violence against women in Liberia, the Philippines and South Africa. A fourth presentation
was on PAIIO’s multi-country action-research programme in Latin America.

Participatory research and action on vielence in Liberia

Fhe community based programme on violence against women in displaced persons
camps in Liberia is based on Lraining for Transformation, a popular education model.”
The initiating survey, designed and conducted by Women’s Rights International and local
nurse-midwives, addressed a multitude of issucs, only onc of which was violence against
women. The survey identified violence against women as a major issue for the women
questioned and traditional midwives were recognised as the most Jikely candidates to
organize women in their communitics.

The Training for Transformation problem-solving model was used as a basic tool Tor
change as midwives asked themselves and others questions about their lives and
experiences of violence. These discussions provided the basis [or the design of a
quantitative survey. The research, therefore, became an intervention in and of itsclf as the
midwives developed skills to look at public health problems.

In their communities, interventions of individual women matured to a point where
women began to work together to intercede on behalf of women who were violated.
Women conceived of a number of strategies, ranging from taking complaints of rape Lo the
village chief to women banding together to confront abusers. Women found that working
together for economic reasons, such as tending a communal parden, provided them with a
safe place to talk about issues such as violence. They developed a training package based
on case studies, poems and other local materials.

In the next stape of developmeni traditional birth attendants will continue the
“training for transformation” and pass the model on lo other communities, Their ultimate
target is 1o have several TBAs in cach village who will take on the role of community
OTGANIZETS.

Another pilot training study 1s currently under way in several hospitals in Monrovia.
Nurses are receiving in-service training on violence against women using the problem-
solving training modules. The goal of the training is to implement the same methods of
violence intervention in institutional settings as was used within communities.

The Women’s Crisis Centre in Quezon City, The Philippines

The Women's Crisis Centre in Quezon City has been providing services to women
viclims of violence for the past scven years. It grew out of several urgent nceds: women
were victims of military rape; the U.S. military presence had created large numbers of
prostituted women; women were being abused by their partners; women domestic workers
were being abused by their employers.

Training for Transformation is a problem-solving methodology for community development that vses Paulo
Priere’s popular education medel based on "conscientization” of people abaut oppression and liberation, Popular
cducaiion encourages people Lo ask gquestions first about their own lives and their cormmunitics and then find
solutions, [t promotes collective action as & means for progressive soctal change,
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The core programme of the centre 15 its Crisis Intervention Program which maintains
a varicty of services for women. Counsclling services includce feminist counselling, stress
management programmes and support groups and a shelter for assaulted women and their
children (the only onc in the Philippines that accepts children). The centre incorporates
positive traditional practices into their services.

[lealth services are provided in the form of check-ups and accompaniment o clincs,
huspitals and forensic doctors. Legal services include access to a network of lawyers and
para-legal workers and staff accompaniment to courts, hearings and other government
offices. The Centre works with the Alliance for Women’s Health and a network of
women's organizations to promote progressive legislative changes, such as anti-rape and
anti-domestic violence hills.

The Centre is active in training and education. 1t has set up programmes on training
health care providers on feminist counselling, on how to set up a crisis centre, and on how
to form support groups and asscriiveness training classes.

Information gained from action research is used to shape the scrvices, The Centre
supports the notion that women are not subjects or cven participants in research, but arc
the resources. The guiding principles are: research and interventions should be undertaken
together; interventions must begin when 2 woman reveals abuse in any research activity;
and research must be undertaken only when it is beneficial to women’s lives and health.

A major issue for the Centre is the need for genuinely collaborative work.
Ms Raquel Edralin-Tiglao recounted how members of the Women’s Crisis Centre staff
were calied upon as resources to guide a local hospital’s efforts to open a crisis centre.
When the work was completed, the government shifted its support from the women-run
centre to the hospital-run centre. Ms Tiglao noted that collaboration is necessary to avold
situations where one service competes against another for resources. The expertise at the
crises centre could be angmented and reinforced by the hospital, so that each group’s
strengths are maximized,

Agisanang domestic abuse prevention and training in South Africa

Ms Mmatshilo Motsei, while working as a nurse in a township health centre, realized
that women were being hurt by abusive partners and, among those who were cmployed as
domestic workers, by their employers. She wanted to talk to women about their situations
but realized that there were no services for them in Alexandra Township (pop. 300,000 in
an area of 5 sq km). After conducting a survey to identify the needs of abused women in a
health carc setting, she sct up Agisanang Domestic Abuse Prevention and Training
(ADAPT) based at the Alexandra Health Clinic.

Counselling and support systems were developed so that vicims of abuse would
receive non-judgmental care from well informed providers. The centre is commurity-based
and relics on both indigenous and mainstream healing methods. There is a strong emphasis
on traditional women-positive ways of healing and problem solving.

Men also receive counselling at the centre. The centre is planning a volunteer-run

men's programme which will offer services for men who wish to better understand their
sbusive behaviours and work towards ending them.
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The cstablishment of the support centre was necessary 1o deal with referrals from
health care providers. Once it was established, the organizers began a training programme
for nurses and other providers. The programme was designed so that participants first deal
with violence that they had experienced in their personal ves. The propramme believes
this 13 an essential step in the process, as without it workers’ own unresolved issues would
inferfere in their work with others.

Community-based cducation aims 10 address values and attitudes and develop non-
violent forms of conflict resolution. The programme uses theatre, education programmes
for youth, and dance therapy groups designed to draw out women who are hesitant to
participate.

The centre works with public allies, such as the police department and the mayor, to
creatc awareness in the community. [t promotes well known South African fipures as
positive local role models. They speak out against violence apainst women and help to
counter the cffects of drug-pushers and other negative influences in the community. It
holds radio, television, newspaper and poster campaigns as well as public gatherings and
marches, The campaigns use slogans such as "Beating vour wife docs not build a home”
and "Real love knows no violence",

In the area of research and documentation, the centre is involved in studies on
violence against pregnant women and dating violence in high schools. [t is also
conducting a situation analysis of community leaders” attitudes towards violence against
women and girls.

The centre is linked to regional and national level activities. A national plan to
develop a policy on women’s empowerment is under way as is a national strategy on
violence against women. A manual, being developed to address the health consequences of
physical abuse of women, includes basic puidelines for nurses and gencral practitioners.
I"s major focus is on counselling for victims of abuse. There 15 also a pilot project under
way to test the feasibility and uscfulness of One-Stop Centres that provide justice, police,
health and welfare services under one roof,

PAHO/WHQ initimive on violence against women

PAHO’s Regional Programme on Women, Health and Development has secured
extra-budpetary funds to support a four year mitiative in 10 countries to address violence
against women as a public health problem.” The project will be executed in close
coordination with women’s groups that have been at the forefront of the cffort to combat
intra-family violence against women in the countries of Latin America and the Caribbean.
miies in each country have been selected according to specific criteria, including the
presence of at least one community-based organization that has been addressing this issuc,
the existence of a health scrvice, and a population of no more than 50,000 peoplc.

The purpose of the project 18 10 create coordinated community networks where
organized groups, both governmental and non-governmental, come together to design and

The Swedish and Norwegian governments are supporting the project in the seven Central American countrics,
the Dutch government is supporting the project in Bolivia, Ecuador and Peru. The Inter-American Development
Baunk has approved the project for an additional 5 countrigs beginning in 1997 Mexico, Argentina, Hrazil,
Dominican Republic and Veneruela.
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implement approaches to address the multifaceted aspects of this problem. In particular,
the project will seck to strengthen the capacity of the health service: a) to assist battered
women who come into contact with the service, and b) 1o develop ways to identify and
monitor women who seek care but do not spontaneously disclose their involvement in a
vialent rclationship.

The project also will review the legal modifications needed to confront intra-family
violence against women cffectively. In particutar, it will revicw the role of the medical
forensic doctor as gatekeeper to the legal system and make recommendations as to how to
facilitale women’s access to assistance from the judicial sector.

At each site selected for project execution, the first step has included a qualitative
research cffort designed to identify the process followed by women, ages 15 and over, who
are affected by intra-family violence, and the [actors that influenced their pursuit or
cessation of that process. The study includes in-depth interviews with service providers
from the health sector, the judicial, legal and law enforcement sectors, the education scctor
and community organizations. Most importantly, battered women who have sought a
solution to their situation have been interviewed.

The purposc of this study arc four-fold: 1) o gain insights into the types of actions
taken by battcred women and the strategies they pursue to find solutions to a problem of
intra-family violence; ii) to gain insights into the factors that propel battered women to
undertake a search for help or that dissuade them from so doing; iii) o shed light on how
battered women perceive the responses encountered in their search for help and solutions;
and, V) to gain insights into service providers’ preconceptions and responscs to intra-
family violence against women.

The findings of this study will provide a springboard for discussing, together with all
local social actors, the areas of prevention and treatment which must be targeted to
improve the response given to battered women, as well as the best mechanisms for
stopping intra-family violence against women in the particular project site.

Ultimately, the project as a whole seeks to stimulate the creation of success stories,
based on a process of continuous engagement with speeific communities, thus
exemplifying ways local social organizations can respond, as individual groups and as a
network. to violence as a social and public health problem.

7 CRITERIA FOR RESEARCH AND ACTION

7.1 Ethical issues

Participants agreed that in addition to the usual ethical considerations, the following
concerns need to be carcfully integrated into all research on violence against women. The
issues were raised by the group for WH('s later consideration, but not dealt with in detail:

. privacy and confidentiality are a priority;

+  studics need to be presented to participants in such a way as to be honest about the
study content, while at the same time, not discourage their participation or increase
their risks;
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*  consideration needs to be given to the impact of research on the use of local
resources (e.g. health services, shelters, ete.);

*  researchers need Lo be sensitive to women who cxperience interviews as distressful,
whether or not they have disclosed violence.

7.2 Safety issues

Sulety was identified as an essential consideration when gathering information
concerning violence against women in familics/by their partners. Participant and
interviewer/provider safety, as well as the security of data nced to be addressed during the
planmng stapes of research and intervention activity.

Participant safety

When women disclose information about violent expericnces within their families
they may be at an increased risk of violence. Perpetrators of violence may be threatened
by a woman’s breach of confidence about "family matters” and retaliate with increased
levels of violence. Longitudinal study methods pose a particular problem as researchers
must deal with the problem of mamtaining women’s safety throughout two or more
mnterviews.

Strict adherence to stringent standards of privacy and confidentiality can enhance
women'’s safety and increase their rates of disclosure of violence. Rescarchers and health
care providers should ensure that all data are collected in private, that files are never left
unattended where they may be read by others and that interviews are conducted in private.
Breaches of these standards may occur when health care facilitics lack the resources, the
knowledge or the will to provide necessary security for their files.

Safety of rescarchers and health care providers

Dr Shana Swiss, in her discussions of participatory research in Liberia, explained that
woimen researchers and health providers are also at risk, particularly in situations of armed
conflict. When interviews are conducted in women’s homes, interviewers may be at risk
either because of their presence in the private sphere or because of the subject matter of
their rescarch. In terms of the public sphere, some communities may not want research
results on violence to be made public and may make threats or take actions against health
care providers or rescarchers in an attempt to impede the process. This may be particularly
50 in rural or isolated areas where staff may have littte support. The threat of retaliation
may also come from those perpetrators who are being studicd. In a study of gang rape on
campuses in Canada investigators reported receiving anonymous death threats during their
mquires (Heise et al, 1995).

Security of duta

Ensuring the safe storage of research data and health files helps to cnsure that the
data are not destroyed or misused. As well as promoting the safety of the women involved,
a securtty system also sccures the information itself. This is particularly so in arcas where
no prior research exists and people may want to obstruct the release of findings. Careful
consideration must be given to when, how and to whom data are released. Women,
cspecially in remote arcas, may not want information to be made public, even when names
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are not used, because 1t may cause morc violence in their own lives or because they feel
shame that their expericnees of violation will become public knowledge. These feelings
may be exacerbated if there are no referral services to support them.

7.3 Legal issues

Many countries have laws that permit medical and counselling records to be
subpoenaed to courts of law. Reports detailing, inter alia, illegal substance use or poor
mental health could be used to support, for example, the removal into protective custody
of a woman’s children,

Mandatory reporting laws requiring that disclosures of child abuse be reported to
child protection authorities are also common in many countries, The use of illegal
substances or poor mental health, which is often present in women who are victims of
violence in their families, may also require reporting to authorities, Subsequent to
reporting, a child may be taken into protective custody. In some countrics, mandatory
reporting laws require health professionals to report if the life of an unborn child is in
danger (as may be the case where there is violence against pregnant women).

8 RECOMMENDATIONS AND CONCLUSIONS

Consultation participants made the following recommendations:

8.1 Scope of the initiative on violence against women

. WIIO should recognize violence against women by partners/in families as a grave
risk to the health of women, their families and their communities and take action.

. Recognizing that WHO cannot meet all of the outstanding needs in the field of
violence against women in (amilies, WHD should concentrate its ¢fforts on those
areas where it has a comparative advantage and responsibility: rescarch, health policy
and setting norms and standards in the health arena.

8.2 Research and research methods
Multi-country study on the dimensions, healih consequences and risk factors

The sroup agreed that because one of WIIQ's comparative advantages i3 in research,
the Organization should mobilize external resources to undertake a multi-country study on
the dimensions and health consequences of and risk factors for violence against women in
families. The protocols for this study should be developed by investigators already
experienced in rescarch on violence against women and involve researchers from the
countries under study. Women'’s organizations working on violence should be included
from the initial stages.
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Research on vielence against women should be coordinated in WIHD and should be
gender and culturally sensitive.

WHO should recognize psychological/mental abuse as integra) to violence against
women n families and develop and test a methodology for measuring it.

Review and studies of interventions

WHO should support documeniation of effective interventions for prevention and for
management of the consequences of violence against women, including support to local
NGOs o work on descriptive studies of interventions.

WHOG should support the documentation of expericnees of health sector/NGO
collaboration to address violence apainst women.

WHO should consider PAHO s work in the arca of intervention-bascd studies as a
possible prototype for further work in this area.

Research methodologies

WIIO should support and collaborate on the development of & manual on research
and rescarch methodologies for the study of violence against women that has been initiated
by The International Rescarcher Network on Violence against Women.

WHO should provide technical assistance for women’s organizations so that they may
carry out valid and rcliable research at the local level.

WIJO should conduct a further mecting focused on rescarch to cstablish an in depth
analysis of methodological issues.

WHO should ensure that research and intervention work accommodates the special
conditions relevant to work on vielence against women. In particular, WHO should adhere
to the criteria presented in Scetion 7.

8.3 Data collection and dissemination
Data base

W) should develop an international data base on the prevalence/incidence and
health consequences of vicolence against women, coordinating with the Gender Statistics
Propramme of the UN Statistical Office. It should inform rescarchers, health care
providers, advocates and others working in the field of the database project so that current
and future materials will flow into WHO.

WHOQO should commission in-country collaborators to search local umversily libraries,
psychology departments, schools of public health, collaborating centres and Ministries of
Health for unpublished dissertations and other studies for inclusion in the database.

WIIO should produce occastonal publications summarizing current data and cnsurc
they arc available free of charpe.
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WHOQ should ensure thal its materials on violence against women are also available at
the International Women’s Tribune Centre which distributes a variety of materials frec of
charge,

WHO should support others who undertake clearinghouse activities, at a minimum,
by channelling all WHO materials on violence against women into those endeavours.

8.4 Definitions and international reporting standards

WIIO should devclop gender and culturally sensitive operational definitions for
aspects of violence against women in families/by their partners that are relevant to the
specific tasks undertaken by the orpanization (e.g. advocacy, and setting norms and
standards).

WIID should dialogue with WHO Working Groups dealing with revisions 10 the
International Classification of Discases publications. The WHO working groups should
analyze the ICD series for negative implications and discriminatory phrasing against
women that may be in these texts. They should re-cxamine definitions and formulate more
precise classifications for violence against women in [amilies.

8.5 Advocacy
Internal advocacy

WHD should undertake a systematic review of all WHO programmes and activitics in
order to identify areas where the issue of violence against women by their partners should
be integrated. 1t should evaluate the efficacy of implementing changes to thosc
programmes identificd as in need of such a component and ensure cffective integration of
the recommended actions.

WHLD should promote the full integration of violence against women into the
mandate of the Global Consultation on Violence and Health and any WHO work on 1ssues
of violence,

WIHO's Safety Promotion and Injury Control unit should expand its existing position
paper, entitled "Violence and Health" to include adequate reference to violence against
women in families. Changes should be coordinated by WHT and include the speeific
coneerns raised in this consultation.

External advocacy

WHO should advocate with professional bodies to have violence against women
included in nursing, medical and all health care curricula. National and international health
care professional organizations should advocate for the addition of culturally sensitive
programmes on violence against women into all their professional training and retraining.

WHO should advocate with national and local governments to promote and support
collaboration with local non-governmental and grass-roots women’s organizalions active in

the field.
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WHO should advocate for training on violence against women for all professionals,
including forensic doctors and others who collect forensic cvidence in cascs of violence
against women, as this 1s often done in an insensitive manner.

WD should work to cnsure that the WHO/Harvard Collaboration on World Mental
Health” adequatcly integrates concern for violence against women into their activities and
that the grant review board includes people with extensive experience in the ficld of
violence against women, recognizing that the report upon which the work is based docs
not deal with the issue in a comprchensive manner.

8.6 Training and training materials

WHO should identify and define the skills and knowledge that are required for
policy-makers, health providers and administrators. Training should be mandatory for thosc
professionals, ¢.g. forensic doctors, 10 whom women are likely to self-identify as having
expericneed violence by their partners,

WHO should advocate with professional bodies to include violence againt women
mto nursing, medical and all health care curricula. National and international health carc
professional orgamvations should advocate for the addition of culturally sensitive
programmes on violence against women into all their professional training and retraining.

WHO should develep guidelines for use in the health sector which can be adapted to
specific needs, and methods to assess effectivencss of health care provider training.

WIID should identify internal training programmes and modules and analyze their
nced {or a violence against women component. As a minimum start these should integrale
mnformation on sensitivity to the issue.

8.7 Public health education

WO should support the popularization of materials to promote an end to violence
against women,

8.8 Collaboration

WIT0 should position itself within the broadening array of local, national and
international entities dealing with violence against women.

An influential report on mental health (Desjarlai, k. et al,, 1995, World mental health: Problems and prioritics
in low-income countrics. New York: Oxford University Press.) brought the issue of the mental health needs of
low-ingome populations to the attention of the UN Secretary-General who called for appropriale actions withjn
the UN system. The report devotes a short picee to the issuc of domustic violence in the chapter on "Women". As
u result of the UN call for action, WHO, in collaboration with the Deparliment of Social Medicine at Harvard, is
preparing & special programme aimed at the mental health needs of low income populations. This programme,
complements the existing WHO Mental Health Programme. The WHO/ Harvard programme intends to fund pilot
projects, provide sced money, and support and run operational rescurch.
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WHIY's activities on violence against women should complement its existing
programmes on {emalc genital mutilation, violence in situations of conflict and health
consequences of discrinmnation in childhood.

WHO, in its programmatic work, should collaborate with women’s grassroots
organizations and local NGOs from the planning stage onwards, The Organization should
algo cstablish closer tics with the United Nations Commission on Ifuman Rights’ Special
Rapporteur on Violence Against Women and with the Committee for the Llimination of
Discrimination Against Women.
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ANNEX |

SOME METHODOLOGICAL ISSUES IN RESEARCH

Framing the research

The question of how to explain to women the nature of the research in which they
are participating, is an cthical issuc in as much as researchers must not mislead women as
to the nature of a study. With this in mind, investigators must nonetheless be aware that
certain words may have a negative impact on participation and diselosure rates. Framing
rescarch with terms such as violenee and assault could discourage some women from
partictpating, whercas framing the work in the context of women’s health or safety issues
for women may have less negative connolations and encourage more accurate response
rates.

Measurement instruments

Information may be elicited cither through written sell-reporis or personal interviews.
The former ask women to read questionnaires and write down their answers. The Jatter use
interviews which are conducted in person or by telephone (where available). Women arc
asked a sct of standardized questions by an interviewer who then writes down the answers
thal are given. As with other arcas of study, researchers investigating violence against
women 1n families must guard against under- and over-reporting. It was the peneral
opinion of the researchers present that personal intervicws elicit higher and more accurate
rates ol disclosure than pen and pencil surveys.

Interviewer selection

In her presentation on research methodology, Dr Jacquelyn Campbell cxplained that
disclosure rates for violence against women by their partners are strongly influenced by
who 18 asking the questions. Campbell reported that some rescarch from the United States
suggests that women are less likely to disclose violence when the enquirer 1s a local lay
health provider, whom they fear may breach their confidentiality through "gossip”.
Professional nurses may obtain higher responsc rates, possibly beeause they are already
trusted on other personal issues such as pregnancy and childbirth. Nurses who inteprate
violence questions into regular health inquiries may elieit a higher sull disclosure rate
possibly because they normalive the topic and because women perceive regular inquirics as
a s1gn of genuine caring on the part of the nursc.

Formuat of questions

How qucstions arc asked is crucial in any research and particularly so in rescarch on
violence agamst women. Studies that progress from less to more personal questions report
higher rates of abuse than thosc that take a less sensitive approach.

The Conflict Tactics Seale, or a modified version of 1t, 15 the most extensively used
measire 1o assess levels of violence, The Scale is based on the assumption that people
have difficultics revealing information on vielent activitics. It 15 introduced with reassuring
statements formulated to normalize the lopic (e.g. "all couples have disagreements and this
study is designed to discover patterns of conflict resolution”). The introduction 15 followed
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by a series of questions which explore the physical context of violence in familics.
Inquirers begin by asking about milder tactics and build slowly to investigate severe and
ongoing abuse.

This scale is valuable in that it has a proven track record in allowing people to
disclose information which they might otherwise be unwilling to reveal, thus giving a
more accurate picture of the magnitude of violence against women in families, but 1t has
two disadvantages. First, it does not distinguish between offensive and defensive viclence.
Because the scale does not reflect the context of women'’s violence to men, resulling data
has been used to support the notion that men and women are cqually abused, and that men
and women are cqually responsible for violence in families. A second weakness of the
scale is that it does not reveal the extent of the resulting injuries. As such, the impact ol
men’s violence to women, as compared 1o women’s violence to men, is not revealed.

Questions concerning violence against women may also be imbedded in women’s
health surveys which present violence in the context of health. As in the Conflict Tactics
Scale, cnquiries begin with benign questions, this time concerning other health matters,
and lead into more difficult or trauma related questions about women's experiences of
violence.
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