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Presenter
Presentation Notes
Hello, my name is Alessandra Guedes.  Thank you very much for the opportunity to speak to you today.I currently work as an independent consultant based in Brazil, but I will be talking to you today about an initiative which I managed while working at the Western Hemisphere Regional Office of International Planned Parenthood Federation, based in NY.



Summary of the presentation

1. Findings from IPPF’s regional initiative in Latin 
America/ Caribbean (1999 to 2004)

2. Brief description of strategies used to expand 
the initiative to other countries (2004 to 
present)

3. Policy implications - take away messages
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Presentation Notes
This presentation will discuss lessons learned from an effort to improve the health sector response to sexual and physical violence in member associations of IPPF in Latin AmericanThe presentation is structured in 3 parts, including:Findings from IPPF’s regional initiative which took place from 1999 to 2004 in the Dominican Republic, Peru, Venezuela and Brazil.A brief description of what IPPF has done to apply the model to member associations in additional countries, as well as its effort to transfer the knowledge to the public sectorPolicy implications



Objectives of IPPF/WHR initiative

1.Strengthen the institutional capacity of SRH 
services to address VAW

2.Raise awareness of VAW as a public health 
problem and a human rights violation

3.Contribute to improved legislation and 
application of laws

4. Increase knowledge about the health sector 
response to VAW
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Presentation Notes
The IPPF regional initiative had four objectives, namely: Strengthen the institutional capacity of sexual and reproductive health services to address violence against womenRaise awareness of VAW as a public health problem and a human rights violationContribute to improved legislation and application of lawsIncrease knowledge about the health sector response to VAWI am going to focus on the first objective only



Program Strategy: 
“a systems approach”

• Sensitize all staff; train frontline providers
• Build internal / external referral networks
• Strengthen privacy and confidentiality
• Revise policies and protocols
• Rework staffing / patient flow
• Implement routine enquiry
• Equip clinics with emergency supplies
• Provide in-house legal aid and counseling
• Establish women’s support groups
• Improve service information systems

Presenter
Presentation Notes
The key program strategy being tested was what Lori Heise, Mary Ellsberg and colleagues have called “a systems approach”. This was a broad package of reforms made throughout the organization at every level, including:Read slide



Key evaluation questions
Could a systems approach improve the health 

service response to VAW as measured by:

Changes in provider KAP
Changes in clinic resources
Provider perspectives
Perspectives of female clients generally
Perspectives of survivors specifically

 What strategies are feasible and sustainable 
for IPPF associations in Latin American?

Presenter
Presentation Notes
Although this initiative was not designed as an evaluation project, a lot of effort was invested in its evaluation.  The key evaluation question for IPPF was whether a systems approach could produce sustainable, measurable improvements in the health service response to violence as measured by:Changes in provider attitudes, knowledge and practicesDevelopment and compliance with policies and protocols to ensure privacy and confidentialityChanges in clinic resources necessary for privacy andSurvivors’ perspectives about whether services had improved their livesWe also wanted to understand what strategies were feasible, sustainable and acceptable in these settings.



Controversy over asking 
women about violence

Routine enquiry: routinely asking women 
whether they have experienced violence

Potential risks: emotional harm from provider’s 
poor reaction, retaliation from perpetrator

Potential benefits: More appropriate health 
care, referral to services that might reduce 
risk of additional violence, mitigating 
consequences of past abuse

Presenter
Presentation Notes
Over the past decade, a controversy has heated up over whether the risks of routine enquiry (sometimes called screening) outweigh the benefits. Risks of routine enquiry may include, for example:1. a provider may inflict harm by responding poorly to a survivor who discloses abuse, for example, by trivializing the abuse, blaming the victim, or violating the woman’s confidentiality. 2. Another risk is that encouraging survivors to seek help may lead to physical retaliation by an abuser.On the other hand, potential benefits of routine enquiry may include better quality and more appropriate care Prevention of repeat violence or of the escalation of violence And some argue that a compassionate response to disclosure may itself be therapeutic.Some argue that asking about violence is particularly risky in developing country settings, where resources are scarce, legal systems weak and social services often non-existent.  As  a result, we looked carefully at what we could learn about the risks and benefits of routine enquiry as part of this evaluation and I’m going to focus a bit on this point in this presentation.



Evaluation design

Baseline (2000): 
KAP survey (79 providers baseline); 
Clinic observation/interview guide (11 clinics)

Service statistics (continuous):
Detection numbers and rates, number of services provided, etc.

Midterm evaluation (2001):
16 group discussions w/ providers, survivors & external stakeholders; 
14 in-depth interviews with survivors; 14 key informant interviews; 
Client satisfaction survey (691 female clients); Case studies of pilot 
strategies

Follow-up evaluation study (2002)
KAP survey (98 interviews with providers); Clinic 
observations/interviews (12 clinics); Random record reviews
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Presentation Notes
The overall evaluation design involved the following componentsA Baseline, including a Knowledge, Attitudes Practices survey and a clinic observation / interview guideA mid-term that was primarily qualitative, but included a quantitative client satisfaction surveyA follow up evaluation study which repeated the instruments applied at baseline 



Baseline finding: some survivors disclosed 
violence w/out routine enquiry

At baseline – even before routine enquiry:

Majority (58%) of providers had asked women about 
violence in past year
Most (85%) said a client had disclosed violence to 
them (in some cases w/out being asked)
Most (85%) had never received training on violence
Some consultation rooms could be overheard from 
outside and some histories taken in reception areas
Most clinics lacked referral information, screening 
questions, IEC materials and key policies/protocols

Presenter
Presentation Notes
One of the key findings from the baseline study was that – at least in these member associations -- providers had already begun to discuss violence with their clients even before routine enquiry policies were put into place, often because women disclosed violence whether or not they were asked directly. For example, over half of all providers (58% versus 86% at follow-up) had asked a direct question about violence in the year before the initiative began, and 85% said that clients had disclosed abuse, often without being asked.  However, at baseline, the majority of providers (85%) had not received any violence-related training, and only 19% felt prepared to talk about violence with their patients.  These data are important because if women are discussing violence with their health care providers even without a policy of routine enquiry, then it becomes harder to argue that routine enquiry introduces a risk that does not already exist.



Findings: the systems approach 
improved provider attitudes
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The debate over routine enquiry often hinges on how compassionately health care providers will respond to a disclosure of violence, and whether they hold negative attitudes about women and violence. This slide shows the results of baseline and follow-up survey questions about providers’ attitudes.At baseline, a substantial minority agreed with attitudes such as:Men cannot control their sexual behaviorwomen like to be treated with violence by a partnerAnd women are to blame for intimate partner violence, because they provoke abuse. For example, a male gynecologist in Peru told a baseline interviewer that the anatomy of the vagina made it “impossible for a man to rape a woman if she wanted to avoid it.”  By mid-term and follow-up, many providers described a profound transformation in their attitudes and beliefs. A gynecologist from the Dominican Republic explained, “I arrived at the training looking to learn about technical issues, afterwards, my life, my relationship with my wife and two children can never be the same.” At the same time, you can see in this slide, that by the follow-up survey, a small group of providers continued to express negative attitudes, but the proportion had dropped substantially. This leads us to consider that some providers may not change regardless of how much training they’re exposed to.  Consequently, an organization’s hiring and firing policies may be as important as the training it provides in ensuring women are well treated.



Findings: the systems approach 
improved the clinic infrastructure

At baseline, of eleven participating clinics:
About half (5/11) had a referral directory
10 had EC, but didn’t all know how to prescribe
Most 8/11 lacked written protocols  
Most 8/11 lacked a way to document cases
Lack of private space was common at baseline:

Could hear consultations in the next room 
Consultations were frequently interrupted

By follow-up:
Infrastructure and resources improved in all clinics
Greater commitment to privacy and confidentiality 
But, interruptions were still a problem
Sometimes difficult to meet with clients alone 

Presenter
Presentation Notes
The baseline clinic observations found that only half had a referral directory and they were not complete or up-to-date. 10 clinics had emergency contraception but providers were not trained to prescribe it. Most lacked written protocols or a way to document cases of violence.And there were problems with privacy and confidentiality.By follow-up, providers and clients cited privacy and confidentiality as a major achievement of the initiative, and one that contributed to an increase in quality of care above and beyond the issue of violence. The follow-up evaluation found that two remaining problems included frequent interruptions and the difficulty of finding opportunities to speak to clients alone. 



Findings: the systems approach reduced 
barriers to asking women about  violence
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The baseline and follow-up KAP survey asked providers about barriers to asking women about violence. This slide shows how perceived barriers decreased over time.Women who sought services at the clinics were overwhelmingly supportive of routine enquiry, in contrast to some studies from other settings. In the client exit survey, 97% of women said that providers should routinely ask women about violence. So it seems that, at least in Latin America, women are ready and willing to discuss violence with their health care providers.



Findings: Detection rose w/ introduction of 
written tool, January – December 1999

% disclosing emotional, physical or sexual abuse, Plafam's central clinic

7% 5% 6% 8% 8% 7% 9%
6%

44%

33%
37%

0%
5%

10%
15%
20%
25%
30%
35%
40%
45%
50%

Ja
nu

ary

Feb
rur

ary
Marc

h
Apri

l
May

Ju
ne Ju

ly

Aug
us

t

Sep
tem

be
r

Octo
be

r

Nov
embe

r

Presenter
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In contrast to some experiences in the US, the package of reforms produced an immediate and dramatic rise in the number of women disclosing violence to providers This slide shows the results of introducing written, standardized routine enquiry questions in the member association in Venezuela.  These were four very general questions about emotional, physical, and sexual abuse, as well as a question about a history of past child sexual abuse. This was a relatively small clinic, with counselors who were particularly dedicated to addressing violence. As you will notice, the proportion of women who disclosed violence was very high.  The questions were perhaps overly sensitive because the question about emotional abuse was very general.  Once screening rolled out to all the other clinics, detection rates were much lower for a host of reasons, including:Some clinics had policies that limited the types of women askedProviders in some clinics did not always ask women when they were supposed toProviders in some clinics were not always as dedicated to addressing violence or as capable of gaining women’s trust as the counselors in this pilot.



Numbers of women who reported emotional, physical 
or sexual violence in response to routine enquiry
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Once routine enquiry rolled out across the 11 clinics, we collected service statistics over three years.  Collecting comparable data on routine enquiry and detection rates was a major challenge that we were not able to achieve across all clinics. Each clinic had their own policy; and not all clinics were able to track the number of clients asked. However, this slides give us an idea of the magnitude of the problem across the 3 countries.  The percentage of women who were asked about violence and answered positively ranged widely from 15% in an urban setting in Peru to 44% in Venezuela, where providers were more sensitive to the issue.



Lessons learned: Routine enquiry

Value of written tool
Need support for staff
Providers from all levels can be trained to ask
Be flexible when defining which services are better positioned to ask 
women
Ensure privacy and confidentiality
Be prepared to offer basic intervention: detection, documentation, 
support, risk assessment/ safety planning, referral, follow-up
Stratify women according to levels of risk and prioritize service on this 
basis
Repeat process periodically
Respect women’s autonomy 
Do NOT have providers who are not sensitive to violence implement 
routine enquiry women 

Presenter
Presentation Notes
Although there was some initial resistance on the part of providers to using direct questions in the process of routine enquiry for violence, with the introduction of the written questions, we found that not only did detection levels increase, but we also heard from women that having a protocol for routine enquiry made them feel that they were not ‘ singled out’  and from providers we heard that it was much easier for them to follow this set protocol because it meant that they didn’t have to come up with the right questions every time and this, in turn, made the process quicker.So some of the lessons we have learned about routine enquiry include:The value of having a written toolThe need to support staffThe fact that providers from all levels can be trained to ask about violenceThe need to be flexible when defining which services are better positioned to address violence with womenThe importance of ensuring privacy and confidentialityThat the service must be prepared to offer basic intervention: detection, documentation, support, risk assessment/ safety planning, referral, follow-upThat we may need to stratify women according to levels of risk and prioritize service on this basis if the demand exceeds our capacityThat routine enquiry should be repeated periodically since a woman may not be willing to disclose information initially and also because a woman’s situation may change over timeThat you should NOT have providers who are not sensitive to violence ask women because they may place women at riskThat first and foremost we must respect women’s autonomyIn the words of a physician in the DR,  “In a few occasions a woman will not disclose GBV even though there are signs that make us think she is in a situation of violence.  It is difficult, but it is important to respect their silence and to let them know that they can return if they want to talk about this.”



Lessons learned: Training

Trainer is key
Training of trainers not recommended
Ensure follow up trainings.  
Start with epidemiological data (particularly for MDs.) 
Address providers’ beliefs, attitudes and concerns
Discuss GBV as a violation of human rights and public health problem; 
address gender and power
Provide ongoing support to providers
Field-testing tools can be a powerful catalyst for change
Changing attitudes is difficult and requires long-time commitment, but 
change can be dramatic:
“I arrived at the training looking to learn technical issues, afterwards my 
life, my relationship with my wife and two children can never be the 
same”

Presenter
Presentation Notes
I was asked to share some lessons learned with regards to training:The selection of the trainer is key – the trainer needs to be knowledgeable, able to present provocative material in non-threatening ways, experienced in the region, w/ professional credibility in front of physiciansBecause having a high-quality trainer is so important, we have found that in our setting a training of trainers approach was not recommendedIt is also important to ensure follow up trainings.  One shot is not enough. We started with an initial regional sensitization involving key project participants from each country and have followed this up with two additional trainings in each country where more in-depth information was shared and providers were trained to screen and provide support to women. Start with epi data (particularly for MDs.) Address providers’ beliefs, attitudes and concernsDiscuss GBV as a violation of human rights and as a public health problem; address gender and powerEnsure that providers have ongoing supportAs the experience of field-testing the screening tool showed us, field-testing tools in itself can be a powerful catalyst for change Finally, changing attitudes is difficult and requires long-time commitment (but change can be dramatic) In the words of a physician at the DR affiliate, “I arrived at the training looking to learn technical issues, afterwards my life, my relationship with my wife and two children can never be the same”(Note: we have developed a training guide that compiles our experience with training and which will be available in the next few months).



• Realization that violence is a problem: “I was dying without 
realizing it.  When the physician told me that my health problems were 
related to what was happening in my house, I started to understand what 
was going on with me.  It was as if a screen was lifted from my eyes and I 
started to think that I didn’t deserve this.  Although it is difficult, there 
are ways out.”

• Not feeling judged: “The good thing is that they don’t judge you and 
this enables you to talk”

• Feeling safe / assurance of confidentiality: “We feel comfortable 
because we know that others will not find out.”

• Being believed / feeling less isolated: “This was the first time that I 
felt taken seriously and that they believed my story.”

• Obtaining emotional support: “When I told my story to the provider, 
she gave me security, she gave me courage, she gave me strength.”

Findings: Positive consequences from 
women’s perspectives

Presenter
Presentation Notes
From the qualitative data, women described various positive consequences of health providers asking about V, including:  Realization that V is a problem – In the words of a woman in the DR“I was dying without realizing it.  When the physician told me that my health problems were related to what was happening in my house, I started to understand what was going on with me.  It was as if a screen was lifted from my eyes and I started to think that I didn’t deserve this.  Although it is difficult, there are always ways out.”Not feeling judged: “The good thing is that they don’t judge you and this enables you to talk”Feeling safe and knowing that confidentiality was assured: “We feel comfortable because we know that others will not find out.”Being believed and feeling a decreased sense of isolation: “This was the first time that I felt taken seriously and that they believed my story.”Obtaining emotional support: “When I told my story to the provider, she gave me security, she gave me courage, she gave me strength.”



Findings: Positive consequences from 
providers’ perspectives

Improved quality of care
“The GBV project is really what brought quality of care to the 
organization.” - Clinic Director

Integrated approach to a woman’s health
“In addition to being more humane, now I see the patient as a whole.”
- Gynecologist

Greater efficiency
“Now I am also more efficient.  With this new approach, I see that 
many pathologies that could not be explained before are related to 
violence.” – Gynecologist

Implementation of sexual harassment policies

Presenter
Presentation Notes
From providers’ perspectives, the recurrent theme seemed to be the improvement of quality of care.  As one clinic director remarked: “The GBV project is really what brought quality of care to the organization.”   Although many of these organizations had already carried out trainings in the area of gender, the violence initiative seemed to act as a catalyst in that it allowed them to transform the abstract concept of gender into very concrete changes in their attitudes and practices.The rationale behind asking women about violence was to encourage providers to consider violence as a risk factor when making a diagnosis, deciding how to provide care, or  counselling women on sexual and reproductive health issues. Thus, the evaluation spent a lot of time looking at whether associations were able to integrate concern for physical and sexual abuse into their services.  A key finding from the initiative was that pproviders also seemed to embrace a more holistic approach to women’s health and wellbeing.  A clinician remarked: “In addition to being more humane, now I see the patient as a whole.”Another physician spoke of being more efficient at his job: “Now I am also more efficient.  With this new approach, I see that many pathologies that could not be explained before are related to violence.”An unexpected outcome of the project was that all 3 affiliates implemented sexual harassment policies and one of the affiliates confronted a sexual harassment case that ultimately led to the firing of a health care provider.  The director of this affiliate mentioned that if it were not for her involvement in the GBV project, she might not have believed the woman nor had the courage to act as she did.



What did IPPF do with knowledge acquired?
Strategies used to expand the experience

Evaluated model with accumulated experience and tools 
ready to be used/adapted
South-south collaboration within IPPF:

Staff involved in the initiative traveling to other countries to 
provide technical assistance
Exchange visits between IPPF associations
Provision of capacity building grants to support the work of 
interested associations

South-south collaboration with public sector:
MoH staff from Honduras travelled to Profamilia (DR) 
In Paraguay, adapting IPPF’s model to the public sector
In the DR, provision of technical assistance to public sector 
maternity hospital

Presenter
Presentation Notes
Following the 4-year initiative, IPPF sought to apply the model developed and lessons learned to associations in other countries in the region.  Some of the strategies used to this end, include:Implementing a south-south initiative for the transfer of experiences and know-how between associations involved in the initial program and those interested in addressing violence, including through exchange visits and the provision of capacity building grants to support the work of interested affiliates.Another important step that has taken place is the provision of technical assistance to some segments of the public sector which have been adapting and implementing the model and protocols developed by IPPF/WHR.  For example:Staff from the MoH in Honduras has travelled to Profamilia (DR) to learn about the programIn Paraguay, some services in the public sector are adapting IPPF’s model In the DR, staff from IPPF’s association provides technical assistance to a public sector maternity hospitalThese experiences are not yet well documented, but there is a renewed interest at IPPF to invest in the area of VAW and to strengthen and systematize these experiences.



What are the next challenges?

Explore the links between:
VAW and HIV
VAW / sexual violence and unplanned pregnancies & 
abortion

Explore how best to link to efforts addressing child 
maltreatment (a particular a concern when addressing 
VAW within maternity hospitals)

How best to promote the primary prevention of VAW

Presenter
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As the initiative matures and branches out into new areas, including into the public sector, we are faced with new challenges, including how to address the links between:VAW and HIVVAW and unplanned pregnancies & abortionAs well as how best to link to efforts addressing child maltreatment, a particular a concern when addressing VAW within maternity hospitals and also a key element in the efforts to prevent VAWAnd finally, I believe that our main challenge is to figure out how best to promote the primary prevention of VAW while never overlooking the services needs of survivors.



What does it mean to achieve success?  
A gradual process

• Quality of care improves
• Better health diagnoses
• Increase in women who know their rights
• Increase in women who know where to seek help
• Changes in access to legal protections
• Ending isolation
• Improved self-esteem, self-image
• Improved relations with friends, family, children
• Received benefits from legal system (restraining order, 

custody/property, sanctions against aggressor)
• Feel that their lives have improved
• Improved sexual and reproductive health
• No longer live in violent households or are at risk

Presenter
Presentation Notes
We have collected a lot more data than what I have been able to show you in these slides.  However, I hope that after seeing the slides that I did share with you, you have an appreciation for the potential of violence to act as a catalyst that can transform sexual and reproductive health services and truly incorporate a woman-centered, rights-based approach to service delivery. Greater effort (and funds!) should placed in the evaluation of programs addressing violence, particularly in outcome evaluations.  As we seek to define measures of success, it is important that we view these along a continuum. For instance, improving quality of care, increasing the number of women who know their rights, increasing the number of women who know where to seek help, ending women’s isolation, improving their self-esteem – all of these represent to women, important steps on the way to recovery.  So as we think of indicators, it is crucial that we ask women how THEY define success and what they find most helpful.   



Take away messages:
1. Working within resource-poor settings in challenging, but simple, 

low-cost interventions, such as support groups, can be very 
powerful.

2. Preparing a health care organization to respond adequately to 
violence against women requires a package of reforms throughout 
the health care organization.

3. Providers need to be adequately prepared  potential to do harm 
needs to be taken seriously.

4. But, providers from all levels can be trained to ask women about 
violence and to respond adequately.

5. ALL health care services for women need to consider the 
implications of violence and be prepared to respond adequately to 
disclosures even in the absence of a routine enquiry policy.

6. Ignoring violence may lead to incorrect diagnoses and 
interventions.

7. Addressing violence and implementing a routine enquiry policy has 
the potential to lead to improved quality of care and better SRH 
outcomes.

Presenter
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I hope that you will take many of these ideas to heart as you think further about the need to address violence within health services.  However, if you were to remember only a few things from this presentation, this is what I hope you will recall:Yes, working within resource-poor settings is challenging, but simple, low-cost interventions, such as support groups, can be very powerfulPreparing a health care organization to respond adequately to violence requires a package of reforms. The tools developed by IPPF/WHR are designed to help managers in developing countries assess their current systems and identify ways to strengthen their preparedness.Asking women direct questions is the best way to identify survivors and to provide them with needed care.  However, we need to prepare providers before they are ready to ask and we need to recognize that providers who are not sensitive to violence should NOT ask (and I would venture to say that they probably shouldn’t be providing any health care to women in the first place).The good news is that you don’t have to be a physician or a psychologist to ask about violence, staff from all levels can be trained to ask and care effectivelyAdditionally, violence needs to be addressed even in the absence of a routine enquiry policy.  Many women may disclose their experiences voluntarily and how health services react to survivors can either help them on the way to recovery or make them keep their experiences to themselves for several years.Ignoring violence may lead to incorrect diagnoses and ineffective interventionsFinally, it is my strong belief that addressing violence has great potential to lead to  improved quality of care and better SRH outcomes



Thank you…Gracias…Merci…Obrigada!

For further information and resources: 
www.ippfwhr.org

or alessandra.guedes@uol.com.br

Presenter
Presentation Notes
All of the tools developed as part of this initiative are available in a publication titled ‘Improving the health sector response to VAW: A resource manual for health care professionals in developing countries’ which is available in both English and Spanish on IPPF/WHR’s website.Thank you for your time.

http://www.ippfwhr.org/�
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