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Executive summary

In the framework of preliminary policy research for the Belgian Administration for Development Co-operation, this study focuses on formulating health care strategies to tackle the problem of violence against women in developing countries. The study was carried out in 1999, from January until August, and consisted of two main parts: a literature review and a workshop, of which the results are compiled in this final report.  

This paper aims at 1) giving a state of the art of 'violence against women in developing countries', based on literature review, and 2) proposing strategies for the health care sector for prevention of violence against women (VAW) and policy recommendations to combat VAW, based on workshop discussions. Findings from the literature review are presented in Chapter 1 to 6. Following a short clarification on definitions and terminology in chapter 1, chapter 2 gives an overview of categories and the prevalence of VAW in developing countries. Data found in literature are summarised in tables, and an overview of some of the most common forms of violence is given. The list and tables are not exhaustive, but they give a fairly good overview of the situation in low-income countries. Chapter 4 explores briefly the health consequences of violence against women, while chapter 5 gives a picture of the health care settings in developing countries and their strategies for tackling violence against women.

One of the conspicuous issues when reviewing literature is the debate between researchers concerning definitions of violence against women. Both the terms 'gender based violence' and ' violence against women' are the most commonly used in literature. Erroneously, the term 'gender based violence' is often used as an equivalent for violence against women. Hence, in this paper we will stick to "violence against women". 

Assessing the prevalence of VAW is not obvious, specifically for developing countries. Epidemiological studies are still in an early stage, partly due to the fact that VAW has only recently been recognised as a public health problem. Moreover, the extent of the problem and the consequences are difficult to ascertain since victims remain silent and health services have overlooked the problem. In addition, the lack of uniformity in study design and definitions of VAW has led to wide discrepancies in the stated prevalence. Chapter 2 summarises findings from studies done on the most common forms of VAW in Africa, Latin America and Asia, and clearly demonstrates the above mentioned shortcomings. 

Nevertheless, some conclusions can be drawn from this exercise. From our literature review, few or no data on domestic violence were found from Northern and Western Africa and East Asia. This subject is is very well documented in Latin America. With regard to harmful traditional practices, few studies were found with data on prevalence, possible decreases/increases of these practices, geographical spread, etc. Female genital mutilation, son preference and traditional birth practices are predominant in Africa, whereas in Asia, son preference and traditional practices related to marriage are common. More research could be done on categorising and assessing harmful traditional practices in each region. Trafficking in women exist in all 3 regions, sex tourism is apparent in Asia and Latin America. As stated by Duque in her presentation, trafficking and sex tourism meet an international (Western) demand. Both Duque and the European Commission mention the increase of strong organised networks that stimulate the demand and lure potential victims into the trade.

Several factors play a role in perpetuating violence against women. Poverty, patriarchal systems, socio-cultural norms and values etc. have a major say in discriminating women, and thus in violence against women. Heise has designed a very comprehensive table (et al, 1994), and classifies these factors into the following categories: cultural, economic, legal and political factors. A small literature review on the context of VAW (gender, sexuality, power imbalances) revealed that there is a big diversity of cultural concepts underlying relations between men and women, gender roles and general values and attitudes. The concept of patriarchy, and subsequently, male dominance, is present in all 3 regions, although regional differences appear in application of this concept. Recently, several actors suggested studying relational aspects and the context in which violence against women occurs. Social values, perceptions and perspectives that perpetuate violence should be taken into consideration when designing and implementing intervention programmes or prevention activities for combating violence against women. Especially in the health sector, findings from these kinds of studies could enhance the efficiency of such interventions. 

WHO inventoried the specific risk situations across a woman's lifespan, ranging from sex selective abortions in India on female foetuses, to abuse of elder women (neglected by their spouses after menopause). Proof also exist that specific situations such as armed conflicts or HIV infection have more aggravating effects on women than on men (chapter3).

Although the extent of the consequences of VAW is difficult to ascertain, it seems to be a significant cause of female morbidity and mortality. Findings from the USA reveal that wife abuse is the leading cause of injury among women of reproductive age. The possible consequences of VAW, and more specifically domestic violence, have been well documented, and have been categorised in physical out-comes (from headaches to permanent disabilities), mental non-fatal outcomes, fatal outcomes and social effects. Literature suggests that the psychological impact of domestic violence is more debilitating than the physical consequences, and that there are more long-term health effects (chapter 4).

Intervention and prevention efforts to end violence against women have been initiated by women's organisations. Due to their efforts, these organisations have mobilised allies from all sectors of society (political, legal, health professionals and media) to demand appropriate policy changes. This has been successful, especially in Latin America.

With regard to this intervention and prevention strategies at local, national, regional and international level, and given the fact that domestic violence is the leading cause of injuries with women, we can follow the expert panel of the European Commission (March 1999) when they recommend to take domestic violence as the basis for discussing a model for identifying interventions and prevention. In Chapter 5, a review is given of existing strategies at these four levels. For an effective prevention, a strong interaction and close co-operation between the four levels is paramount.

The health sector has been recognised as an opportunity to identify victims, as these services tend to see women throughout their life. More recently, others state that the health sector not only has to opportunity but also the responsibility to attend to these women. However, these expectations are not met. Many authors have documented the discrepancy between the large number of women who came to health care settings with symptoms related to living in abusive relationships and the low rates of detection and intervention by medical staff. Several reasons have been identified as being the cause of this: lack of interest of health care professionals (HCP's), lack of training, lack of referral system, lack of specific protocol, medicalising the problem, etc. Most of these findings have evolved from developed countries. When transferring these findings to developing countries, one has to take into account the context, opportunities and constraints of the health care sector, in order to develop and implement health care strategies. Chapter 5 documents several strategies (training, screening, record keeping, safety, referral, secondary prevention), and an intervention model for tackling domestic violence in developing countries has been drafted, were a distinction was made between the primary health care in a rural and urban setting (annex 2). 

Papers presented at the study-workshop (annex 1), revealed however that violence against women is gaining interest and recognition as a public health issue in the 3 regions. They also clearly show that women's organisations have been the main actors that triggered this increasing awareness of the problem. 

After carefully reviewing the literature and thorough discussions at the workshop, this study suggests some recommendations for the development of a policy in the fight against VAW. Although the focus of this study is on the possible role of the health sector, it is obvious that - for the sake of developing effective interventions - the context in which violence occurs must be taken into consideration. This is confirmed by the numerous cries for a multidisciplinary approach when it comes to tackling violence against women. Therefore, recommendations with regard to the judiciary, the civil society and researchers have been included. Recommendations for the health sector have been formulated in 4 categories: training, intervention, prevention and policy (chapter 6).

This paper attempts to give a background on violence against women and a review of existing health care strategies with the needs and constraints of the sector. The paper is by no means exhaustive, but we hope it can help to disseminate knowledge on this issue. As emerged from this study, there is a growing interest from the health sector for VAW, and, together with workshop participant Dr. J. Kim, from the University of Witwatersrand in South Africa, we "hope that this paper will provide a starting point for further discourse and action on this critical public health issue".

Chapter 1: Definition and terminology

1.1. Definitions and terminology

One of the conspicuous issues in literature review, is the debate between researchers concerning definitions of violence against women. What should be included under the term "violence against women" and what should not. Definitions are important as they determine:

· research findings and official statistics: what counts as "violence"; 

· individual perception: whether women include themselves as victims and men see themselves as perpetrators; 

· legal and social responses: which (and how many) women are seen as needing support and redress, and which (and how many) men deserve sanctions (EG-S-VL, 1997).

The following are the most commonly used terms: "gender based violence" and "violence against women". 

A. Gender-Based Violence
 (GBV)

GBV is violence directed specifically against a woman because she is a woman, or which affects women disproportionately. It includes but is not limited to physical, sexual, and psychological violence in the family, within the general community, or violence perpetrated or condoned by the state (Nduna S et al, 1997).

B. Violence against women (VAW) 

We withhold 2 definitions, the United Nations (UN) definition and the definition of the World Bank (Lori Heise et al, 1994).

· The UN Declaration on the elimination of violence against women, is one of the major references in international literature. According to this declaration, the term "violence against women" includes any act of gender-based violence that results in, or is likely to result in physical, sexual or psychological harm or suffering to women, including threats of such acts, coercion or arbitrary deprivations of liberty, whether occurring in public or private life. 

According to the UN declaration on Violence against Women, violence against women includes battering, sexual abuse of female children, dowry-related violence, marital rape, female genital mutilation and other traditional practices harmful to women, non-spousal violence, violence related to exploitation, sexual harassment, and intimidation at work, in educational institutions, and elsewhere, trafficking in women, forced prostitution, and violence perpetrated or condoned by the state (Economic and Social Council, 1992). 

This definition is very broad, and gives no explanation of what gender-based violence is.

· The World Bank Discussion paper " Violence against women. The hidden health burden", by Heise L, Pitanguy J and Germain A is a major reference in international literature. Lori Heise is an internationally recognised authority in the field of violence against women. In the above mentioned paper, violence against women is defined as: 

Any act of verbal or physical force, coercion or life-threatening deprivation, directed at an individual woman or girl that causes physical or psychological harm, humiliation or arbitrary deprivation of liberty and that perpetuates female subordination (Heise L et al, 1994).

1.2. Conclusion

By going through literature on the subject, both the terms 'violence against women' and 'gender based violence' are used. It stroked us that the term gender-based violence is used as an equivalent for violence against women. However, 'gender' refers to socialisation processes for both women AND men. Especially in the case of domestic violence, these conceptions of male and female roles resulting from socialisation are deeply entrenched in the perpetuating of violence. As explained further, strategies for combating domestic violence must be gender sensitive, meaning not only focusing on women, but also towards the male part of society. Hence, we prefer the term violence against women.

Chapter 2: Categories and prevalence of violence against women in developing countries

The categories and prevalence data mentioned below have been made on the basis of a literature review, and focus on forms of violence, which occur frequently in developing countries. However, this review is not exhaustive and some data are not up to date. Any addition to this information is welcome.

Epidemiological studies on VAW are still in an early stage. The extent of the problem and the consequences are difficult to ascertain since victims remain silent and health services have overlooked the problem. Studies on VAW exhibit a diversity of designs and selected populations making comparisons difficult. Although the figures mentioned below have serious limitations
, they give an indication of the magnitude of the problem in developing countries.

2.1. Domestic violence

Domestic violence or family violence refers to the setting in which violence occurs, and as such, it is also directed towards children, elderly, and men within the family context. Persons close to the victim, such as relatives, acquaintances, friends, spouses, partners, etc inflict the violence. In keeping with the scope of this study, we will only consider domestic violence targeted towards women, girl children and elderly women (thus, domestic violence that is gender based), inflicted on them by their male partners/spouses.

Abuse of women by their male intimate partners might include:

· emotional and psychological abuse: forbidding a woman to talk to other people, denying her access to her children, threatening to kill her, verbal abuse, etc.;

· physical abuse: beating, slapping, kicking, pushing or hitting (with fists or weapons such as sticks and machetes), strangling, etc.;

· sexual abuse: rape, attempted rape, sexual harassment (stripping a woman naked in front of others), etc.; 

· Denial of access to resources necessary for life: violence and threats to keep women from accessing ration food, cultivated fields, taking food that the woman has grown or money that she has earned, selling rationed food and non-food items without her consent, denying access to medication, clothing, etc.

Domestic violence is the leading cause of injuries experienced by women. Domestic battery causes more injuries to women than car accidents rape and mugging together (Rodriguez 1992). 22 to 35 % of emergency hospital visits are consequent to domestic violence (Wetzel et al, 1983). Heise argues that large-scale studies conducted in a number of countries in different continents reveal that 16-52% of women has been beaten by a male partner (Heise et al, 1994). 

Most evidence we found in literature is on domestic violence in Latin-America, East and South Africa. North Africa and West Africa are absent. Data on Asia are fairly represented with the exception of Western Asia.

Table 1. Domestic violence in Africa

	Country/region
	Form of domestic violence
	Percentage
	Sample
	Year

	Kenya, 

Kissi districta
	Regularly beaten
	42 % 
	733 women

family planning survey
	´90

	South-Africab
	Beaten
	60 %
	600 pregnant and non-pregnant teenage women
	'97

	Tanzania, 

3 districtsc
	Physical abuse
	60 %
	Convenience sample - 300 women 
	´90

	Uganda,

Masaka & Lira district d
	Beaten or physically harmed 
	41 %
	Women 20-44 yrs

Representative sample 
	´97

	Uganda, Kampalac
	Physical abuse
	46 %
	House-to-house survey 

80 women
	´91

	Zambia, Lusaka & Kafue Ruralc
	· Beaten

· mental abuse
	40 %

40 %
	Convenience sample - 171 women 20 -40 yrs
	´92

	Zimbabwee
	Forced sex

Physical abuse since the age of 16

Violence during pregnancy

Psychological abuse
	25%

43%

45%

54%
	-Representative sample 885 women over 18 yrs

-Representative sample for province of 966 women over 18 yrs

-Representative sample for province of 966 women over 18 yrs

-Representative sample for province of 966 women over 18 yrs
	´95-´97


Sources

a) Heise LL, Gender-based violence and women's reproductive health, International Journal of Gynaecology and Obstetrics, 46(1994) 221-229.

b) Wood K, Jewkes R. Violence, rape and sexual coercion: everyday love in a South African township. In: Men and masculinity (ed. Sweetman C.), 1997.

c) Heise L, Raikes A, Watts C, Zwi A, Violence against women: a neglected public health issue in less developed countries, Social Science and Medicine, vol 39, n° 9, pp. 1165-1179.

d) Blanc A et al Negotiating reproductive outcomes in Uganda. Kampala, Uganda, Institute of Statistics and Applied Economics, and Calverton, MD, macro International, 1996

e) Watts C, Keogh E, Ndlovu M, Kwramba R. Withholding of Sex and Forced Sex: Dimensions of Violence against Zimbabwean Women, Reproductive Health Matters, Volume 6, N° 12, November 1998.

Table 2. Domestic violence in Asia

	Country/region
	Type of domestic violence
	Prevalence/

Percentage
	Year
	Sample

	Bangladesha
	Murder due to husband's violence
	50%
	
	Murders in Bangladesh

	Bangladesh
	· wife-beating 

· wife-beating last 12 months
	47 %

19 %
	1996
	

	Cambodiab
	physical abuse
	16 %
	1996
	Nationally representative sample of women and men, 15-49 yrs

	Indiac
	Dowry related deaths
	4835
	1990
	Official police recordings

	India, Maharastra/

Bombayc
	"accidental burns"

	1 in 5 15/44 yrs

1 in 4 16-24 yrs
	
	

	India, Punjab (Jullunder district) d
	beating
	22 % higher caste

75 % lower caste
	1990
	109 households

	India, rural southern Karnatakad
	· wife-beating 

· last month
	22 %

12 %
	1993
	179 women of childbearing age

	India, Uttar Pradeshe
	physical abuse
	18-45% 
	1996
	Systematic, multi-stage sample of 6,902 married men, aged 15-65, in 5 districts of Uttar Pradesh

	Israelf
	· physical abuse during last year

· sexual coercion during last year
	32 %

30 %
	1997
	Systematic random sample of 1,826 married Arab women

	Koreag
	physical abuse
	38 %
	1992
	Stratified random sample of entire country

	Korea, Suwon & Seould
	beaten
	42 %
	1988
	Convenience sample - 708 women

	Malaysiad
	physically beaten
	39 % of women
	1992
	National random sample - 713 women > 15 yrs

	Pakistan, Karachig
	· physical abuse

· physical abuse during pregnancy
	· 34 %

· 15 %
	
	Random sample of 150 women from health facilities

	Papua New Guineaa
	physical abuse
	67 %
	1987
	National survey - rural women

	Papua New Guineaa
	physical abuse
	56 %
	1987
	National survey - urban women

	Sri Lanka, Colombod
	· Beaten

· Use of weapons
	60 %

51 %
	
	Convenience sample - 200 women

	Thailand, Bangkokh
	physical abused their wives at least once in the marriage
	20 %
	1994
	Representative sample of 619 husbands 


Sources

a) UNFPA, The state of world population, UNFPA 1997. 

b) Nelson E, Zimmerman C Household survey on domestic violence in Cambodia. Cambodia Ministry of Women's Affairs, Project against Domestic Violence, 1996.

c) Heise L, Raikes A, Watts C, Zwi A, Violence against women: a neglected public health issue in less developed countries, Social Science and Medicine, vol 39, n° 9, pp. 1165-1179.

d) Heise LL, Gender-based violence and women's reproductive health, International Journal of Obstetrics and Gynaecology, 46(1994)221-229

e) Narayana G. Family Violence, sex and reproductive health behaviour among men in Uttar Pradesh. Paper presented at the Annual Meeting of the National Council on International Health, Arlington, VA, USA.

f) Haj-Yahia M. The first national survey of abuse and battering against Arab women from Israel: preliminary results. Unpublished, 1997.
g) Kim K, Cho Y. Epidemiological survey of spousal abuse in Korea. In: Viano C, ed. Intimate violence: interdisciplinary perspectives. Washington DC, Hemisphere Publishing Co-operation, 1992.

h) Hoffman K, et al. Physical wife abuse in a non-western society: an integrated theoretical approach. Journal of marriage and the family, 1994, 56:131-146.

i) Fikree FF, Bhatti LI. Domestic violence and health of Pakistani women. International Journal of Obstetrics & Gynaecology, may 1999.

Table 3 Domestic violence in Latin America and the Caribbean

	Country and/or region
	Type of domestic violence
	Percentage
	Sample
	Year

	Antiguaa
	Hit by intimate partner
	30 %
	Representative sample for country
	

	Barbadosa
	Hit by intimate partner
	30 %
	Representative sample for country
	

	Bolivia, 4 major cities (La Paz, Cochabamba, Santa Cruz, El Alto)b
	Domestic violence
	72.6%

98.6 %
	- Registered cases of VAW, 

- of which, physical violence
	July ´92-June ´93

	Brazilc
	Domestic violence
	63 %
	Registered cases
	´90

	Brazil, Pernambucod
	Murder
	70 % by husband
	415 murdered women
	´92

	Chile, Santiagod
	Domestic violence
	60 %
	Stratified random sample - 1000 women 22-55 years
	´93

	Chile, Santiagoa
	Hit by intimate partner
	26 %
	Representative sample for country
	

	Colombiad
	· physical abuse

· psychological abuse

· rape
	20 %

33 %

10 %
	National random sample: 3272 urban and 2118 rural women
	´92

	Colombiaf
	Physical assault
	19%
	National representative sample: 6.097 women between 15-49 years
	´95

	Costa Ricag
	Physical abuse
	One in two
	1388 women seeking services
	


	Dominican Republicb
	Verbal aggressions, sexual violence, humiliation, battering
	1 in 6 houses
	
	´90

	Ecuador, barrios of Quitog
	· beaten at least once

· of these, assaulted regularly

· beaten regularly

· beaten = 1/year
	60 % 

37 % 

25 %

36 %
	299 women
	´92

	El Salvadorb
	Domestic violence
	50 %
	Registered cases by Policía Nacional and Juzgados de lo Penal
	´92

	Guatemala, Sacatepequez dept.e
	Physical, sexual, emotional abuse
	49 %, of this 79 % by intimate partner
	Random sample of 1000 women in rural Guatemala
	´90

	Latin-America & Caribbean
	Physical or psychological abuse by intimate partners
	60 %
	All Women
	

	MexicoI
	Domestic violence
	1 in 3
	Population based survey - women
	

	Mexico Cityj
	- Lived in a violent relationship:

- Physically abused

- Psychologically abused

- Sexually abused
	· 33 %:

· 66%

· 76%

· 21%
	Random sample of women in marginalised neighbourhoods of Mexico City
	

	Mexico, state of Jaliscok
	Domestic violence
	60 %
	Random household survey among 1163 rural and 427 urban women
	´93

	Mexico, Guadalajaral
	Physical violence
	30 %
	Representative sample of 650 women
	´97

	Mexico, Monterreym
	Physical abuse
	16 %
	Representative sample of women, = 15 yrs.
	´96

	Nicaragua, Leonn
	Physical violence  
	52 %
	Representative sample of 488, women, 15-49 yrs - ever-married women
	

	Paraguayo
	· Verbal abuse

· Battering
	· 31 %

· 9.5 %
	National DHS survey - women 15 - 49 yrs.
	´96

	Peru, Lima Maternity Hospitalg
	Rape (majority by (step)father, other male relative
	90 % 
	Young mothers 12-16 yrs
	


Sources

a) Women's Health and Development (WHD) - Family and Reproductive Health WHO. Violence against women. WHO Consultation Geneva, 5-7 February 1996. WHO, 1996.

b) Grupo Parlamentario Interamericano Sobre Población y Desarollo (GPI). Módulo Legislativo sobre Violencia contra la Mujer. 1. Herramientas Conceptuales. 1997, New York.

c) Instituto Brasileiro de Geografia E Estatística. Registro de Casos Denunciados Violência Física no Brasil IBGE 1990. Sociedade Civil Bem-estar Familiar no Brasil (BEMFAM) 1998.

d) Heise L, Raikes A, Watts C, Zwi A, Violence against women: a neglected public health issue in less developed countries, Social Science and Medicine, vol 39, n° 9, pp. 1165-1179.

e) Heise, L Violence against women: the missing agenda, in Women's Health: A Global Perspective, Edited by Marge Koblinsky, Judith Timyan and Jill Gay. Westview Press, 1992.
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2.2. Harmful (traditional) practices

The following is a review of evidence on harmful practices found in literature. Although the main categories of harmful practices are listed below (marriage and related practices, son preference, food practices, female genital mutilation), the list is not exhaustive nor does it claim to be geographically complete. 

The United Nations organised two regional seminars on Traditional Practices affecting the Health of Women and Children, one in Africa (1991) and one in Sri Lanka (1994). Findings from these seminars revealed that female genital mutilation, son preference and traditional birth practices are predominant in Africa, whereas in Asia, son preference and traditional practices related to marriage are common.

The 2 UN Regional Seminars on Traditional Practices Affecting the Health of Women and Children, revealed that NGO's in Africa appeared to be much more organised with regard to the elimination of traditional practices than its Asian counterpart.

The Special Rapporteur of the UN, also states that the root causes and the negative consequences for the women and girls remain essentially the same, despite the different manifestations of harmful traditional practices (HTP's) depending on the region and the country.

2.2.1. Marriage and related practices

In Asia, as in Africa, marriage and motherhood are mandatory. Women are generally required to marry at a young age, resulting in early maternity, which affects the health, nutrition, education and employment opportunities of women and lowers their life expectancy. Some practices related to early marriage and pregnancy are detrimental to women's well being, and exist particularly in south Asia, such as dowry payments to compensate for the low status of the woman. Such practices might take particularly violent forms, including torture and abuse perpetrated by the family, sometimes resulting in so-called dowry deaths and bride burnings (Commission on Human Rights, 1985). 

In Latin America and the Caribbean, marriage and motherhood are equally highly valued. The concept of Marianismo (a cult to the Virgin Mary who embodies the ideals of maternity and chastity) leads to value women above all for their ability to become mothers (Larrain et al, 1993).

· Dowry
Failure to provide the right amount of dowry (the money, land or possessions a woman brings to a man under the marriage contract) often leads to violence: she may be subjugated to verbal abuse, mental and physical torture, starvation, burnings, acid attacks, etc., even murder. Dowry is common practice both in Asia and Africa and dowry related violence is a typical form of domestic violence. 
· In Zimbabwe, dowry is called lobola and it gives a man rights over a wife's fertility. Lobola is also paid in other parts of Africa, and it is "a process negotiated by men around women's values as assets to the family and may have proprietary implications for how a husband perceives his wife" (Vogelman et al, 1991). 
· In India, unmet dowry demands have been associated with extreme domestic violence (Desai S, 1994). Young brides may suffer severe abuse from husbands and parents-in-law when their dowry related demands for money or goods are not met. They set the woman alight with kerosene and then claim she died in a kitchen accident, hence the word ‘bride-burning’. 
· Schuler states that dowry has evolved in rural Bangladesh and India into a system of institutionalised extortion, fuelled by violence against young brides. (Schuler et al.1996).

· Witch-burning in South Africa: Common practice in Europe in the Middle ages, it now seems to occur in South Africa. Vogelman et al refer to an article of Ritchken (1987), stating that witch-burning has generally occurred in rural communities and is associated with political and economic conflict that leads to scape-goating of vulnerable or marginalised individuals, e.g. women and the elderly. Ritken argues that dire poverty experienced in rural communities and the changing role of women were factors contributing to witch burning in Lebowa.

· Acid burns: Women are attacked by their partners with sulphuric acids. Some victims die from their burns, other are made blind, or disfigured with little chance of plastic surgery, according to the UK weekly, The Economist. Acid attacks occur in Egypt, India and Bangladesh, and in the latter country, acid attacks are on the rise (IPPF Open File, Jan/Feb 1998). They are not necessarily connected to dowry violence.

Table 4. Dowry related deaths and acid attacks in India

	Country/region
	Form of violence
	Percentage/prevalence
	Year
	Sample

	Indiaa
	Dowry related deaths
	4835
	1990
	Official police recordings

	India, Maharastra/

Bombaya
	"accidental burns"
	1 in 5 15/44 yrs

1 in 4 16-24 yrs
	
	


Source

a) Heise L, Raikes A, Watts C, Zwi A, Violence against women: a neglected public health issue in less developed countries, Social Science and Medicine, vol 39, n° 9, pp. 1165-1179.

· Early marriage or customary marriage of under-aged girls

Early marriages are prevalent in Africa and Asia. 4 types have been recognised: promissory marriage (marriage arranged by parents before the child is born), child marriage (arranged for a girl under 10 and the bride is put under custody of her in-laws or remains with her parents), early adolescent marriage (directed marriage by parents rather than by the couple, between 10-14 year old girls and 15-19 year old boys) and late adolescent marriage (contracted about the age of 15-19 years for girls and 20 or more for boys).

Early marriages are often a common practice in societies where girls have a low economic value or where a dowry can be obtained for marrying them off. In Ethiopia 34.1 % of the girls contract their marriages before 15 years and 78 % are married before 18. In Sierra Leone approximately 20 % of girls are married by the age of 16, in Ghana and Kenya 10 % are married before 15 and 50 % are married at the age of 18.5 years. The situation in Kenya is confounded by the fact that the legal age for marriage ranges from 9-18 years on the basis of religious and ethnic considerations. Early marriage has also been reported in Benin, Sudan, Senegal, Guinea and the Arabian Peninsula. 

Table 5. Early girl marriages in Africa (Monoja MT. 1997)

	Country
	% married before 15
	% married before 16
	% married before 18

	Ethiopia
	34.1
	
	78

	Sierra Leone
	
	20
	

	Ghana & Kenya
	10
	
	50


Table 6. Early girl marriages in the Arabian Peninsula (Monoja MT. 1997)

	Country
	% married before 15
	% married between 15-19
	Year of information source

	Saudia
	24.9
	56.1
	1987

	Saudia
	20
	63
	1991

	UAE
	32.8
	51.6
	1987

	Qatar
	27.6
	47.9
	1987

	Kuwait
	12.4
	57.4
	1987

	Bahrain
	22.7
	43.4
	1987

	Oman
	48.4
	38.96
	1989


Early marriage has social and reproductive health consequences for the girl. One of the most negative effects early marriage brings with, is early childbearing, with all its health consequences. According to WHO over 50 % of the first births in many developing countries are from women under 19 years old. The most serious complication for young mothers is obstructed labour, which provokes vesico-vaginal fistulae leading to incontinence with ensuing social rejection. In other cases, obstructed labour can lead to the death of the mother, the baby or both. 

Early marriage has also consequences for the adolescent offspring, as adolescent women have higher infant mortality rates. 

It should also be mentioned that the younger the bride, the lower the dowry, which encourages early marriages. On the contrary, virgin girls are considered a financial asset in terms of dowry.

· Wife inheritance (the wife of a deceased man is inherited by his brother)

This practice exists both in Africa and in Asia. Wife inheritance can result in forced marriages and rape. In India, the customary practice of remarriage of a widow within the husband's family is called Karewa. The average spacing between arranged spouses could be 10 years, with the younger spouse being the brother-in-law. It can involve a minor aged 3 years or 13-14 years of age. Usually the village and family elders will support the practice of remarriage to a minor. The widow may be forced to stay with the parents-in-law until the minor comes of age. Sometimes widows run away with older men or form a polygamous union. Remarriage in a polygamous union is socially acceptable because the first wife may have been barren or produced only daughters; the practice is desirable because it assures one more worker in the family. Karewa is desirable as a means to control a widow's sexuality and to control landed property and government pensions. Pensions can be withdrawn if the widow remarries outside her deceased husband's family. The financial benefits for a family can be considerable. (Chowdhry, 1994).

· Wife sharing
Practised among the Masaai in Tanzania and Kenya. This practice prescribes that a man shares his wife with his visitor as a show of respect for the visitor. 

· Abuse of "Chiramu"

In Southern Africa, a man has the right to touch his wife's younger unmarried sisters.

· Ngozi 
In Southern Africa a young girl may be offered as a wife to a family as compensation for an offence committed by her father or brother against them.

· Honour killings
Evidence of this practice has been found in Asia and Africa. In Turkey, young women are murdered by family members for perceived breaches of expected feminine behaviour, which are considered to be "dishonouring". In Brazil, men accused of killing their wives or partners, are still exculpated by the use of the honour defence. Honour killings are condoned when committed by a man for assumed adultery of his wife. (Human Rights Watch, 1995). 

2.2.2. Son preference

Both in Asia and Africa sons are preferred to daughters. Perpetuating factors are economy, patriarchal systems, religion or erroneous interpretations of religion.

Son preference is defined as the preference of parents for male children, which often manifested itself in neglect, deprivation or discriminatory treatment of girls to the detriment of their physical and mental health. Son preference is highlighted in family nutrition, health care patterns, education and age of marriage, recreation and development of the child. 

In extreme cases, son preference leads to female infanticide. Son preference can also lead to sex selective abortions (often illegal and sometimes self-induced). UNFPA estimates that at least 60 million girls who would otherwise be expected to be alive are "missing" in various Asian populations as a result of sex selective abortions or relative neglect. However, information on this issue is scarce (UNFPA, 1997). 

According to the UN Commission on Human Rights, female feticide or infanticide is more prevalent in Asian than in African societies. South Asia (Bangladesh, India, Nepal, Pakistan, China) and Western Asia (Jordan, Syria Arab Republic) and some parts of Africa (Algeria, Cameroon, Egypt, Liberia, Libyan Arab Jamahiriya, Senegal, Tunisia) are most affected by this practice. (Commission on Human Rights, UN Economic and Social Council, 20 July 1995). 

Table 7 Female feticide (sex selective abortions on female foetuses) in Asia

	Country/region
	Prevalence
	Sample
	Year

	Various Asian populationsa
	60 million girls are "missing"

	
	

	India, Bombay clinicb
	78.000
	Survey in Bombay clinic
	1978-1982


Sources

a) UNFPA, The state of world population, UNFPA 1997.

b) Desai S. India: Gender inequalities and demographic behaviour. The Population Council, New York, 1994.

2.2.3. Food practices

In Africa, harmful feeding practices, as other harmful practices, are mostly observed amongst children and women in their reproductive age. They are mostly temporarily, but they occur at the critical time of the lives of women and children and contribute to many of the health/nutritional problems and to the high infant and maternal mortality rates of African countries. (WHO, 1997).

Food restrictions for girls also exist in Latin America and Asia: where it comes to food being scarce, girls and women get less food than their male counterparts, which has everything to do son preference. We did not find evidence of the existence of harmful food practices in Asia and Latin America.

· Food restrictions for women
Food restrictions exist during menstruation, pregnancy and breast-feeding. Food taboos for women, particularly pregnant women in the third trimester and nursing women leads to malnutrition (this can lead to increased risks of complications during pregnancy and labour and low birth weight), and anaemia especially in women who have too many pregnancies too closely spaced. 

· Food restrictions for infants and children

Breast-feeding is given one to two days after delivery. Solid food is given late, on average after 8 months, some food is taboo as it is believed to cause illnesses. 

During illness, food taboos exist, such as treatment practices that can be either food withdrawal or change in consumption behaviour.

· Forced feeding
In Mauritania this traditional practice is still common. Girls of around six to eight years old are taken away and forced to eat enormous amounts of food and milk, the idea being that men prefer fatter women and the girls' chances of getting a husband will be increased. 

2.2.4. Other harmful (traditional) practices

· Female genital mutilation
This traditional practice is widely spread, in at least 26 African countries. In Indonesia, Yemen, India and Malaysia some communities have circumcising practises. In immigrant communities in the West, FGM is increasingly occurring. World-wide between 85 and 114 million girls and women have been ‘circumcised’, and 2 million girls are at risk of being genitally mutilated each year (Toubia, 1993).
Table 8 Female genital mutilation in Africa

	Country/region
	Percentage/Prevalence
	Year

	Benina
	50 % - 1.200.000
	´95

	Burkina Fasoa
	70 % - 3.290.000
	´95

	Cameroona
	20 % - 1.310.000
	´95

	Central African Republica
	50 % - 750.000
	´95

	Chada
	60 % - 1.530.000
	´90-´91

	Côte d'Ivoirea
	60 % - 3.750.000
	´95

	Djiboutia
	98 % - 196.000
	´95

	Egypta
	80 % - 21.440.000
	´95

	Ethiopiaa
	90 % - 23.940.000
	´95

	Gambiaa
	80 % - 360.000
	´95

	Ghanaa
	30 % - 2.300.000
	´87

	Guineaa
	50 % - 1.875.000
	´95

	Guinea Bissaua
	50 % - 250.000
	´95

	Kenyab
	50 % - 6.300.000
	´92

	Liberiaa
	60 % - 810.000
	´95

	Malia
	80 % - 3.320.000
	´95

	Mauritaniaa
	25 % - 262.500
	´95

	Nigera
	20 % - 800.000
	´95

	Nigeriaa
	60 % - 36.750.000
	´95

	Senegal
	20 % - 750.000
	´90

	Sierra Leonea
	90 % - 1.935.000
	´95

	Somaliaa
	98 % - 3.773.000
	´95

	Sudana
	89 % - 9.220.400
	´95

	Tanzaniac
	18 %

	´96

	Togoa
	50 % - 950.000
	 ´95

	Ugandaa
	5 % - 467.000
	 ´95

	Zairea
	5 % - 945.000
	´95


Sources

a) Toubia N. Female genital mutilation. A call for global action. Rainbow, 1995

b) Center for Reproductive Law and Policy, International Federation of Women Lawyers. Women of the World: Laws and Policies affecting their reproductive lives. Anglophone Africa. 1997, New York.

c) Bureau of Statistics Planning Commission Dar es Salaam - Macro International Inc. USA. Tanzania. Demographic and Health Survey 1996. DHS Macro International Inc. 1997.

Table 9 Female genital mutilation (sunna type) in Asia

	Country/region
	Percentage
	Sample
	Year

	India, Daudi Bohra communitya
	70 %
	50 mothers of young daughters
	1992


Source

a) Ghadially R. All for "Izzat", Women's Global Network for Reproductive Rights Newsletter, 1992, Jan-Mar; (38):7-8 (in Popline).

· Trokosi 
In Ghana, virgin girls, often under the age of 10, are given by their families to work as slaves in religious shrines to appease the gods for crimes committed by relatives. These approximately 4.500 girls and women are considered a priest's property. They are forced to serve their husband/master sexually and to live in deplorable conditions without adequate food, performing unpaid domestic and farm labour, deprived of education and access to health care. (Center for Reproductive Law and Policy et al., 1997).

2.3. Coercive actions

Coercion is defined as the act or process of persuading someone forcefully to do something that they did not want to do. Several coercive actions have been found in literature, of which a small review is given below. 

· Forced prostitution

For example, in India, 300.000 Nepalese women are forced into Indian brothels each year. According to UNFPA, 2 million girls between 5 and 15 years are introduced to the commercial sex market each year.

· Violence in health care services

This form of violence may range from poor quality care and ill treatment to more direct violence, such as rape and sexual abuse of patients, forced treatments (contraceptive methods, sterilisation, abortions, etc.), and forced abortions (Campbell JC et al, 1995)

· Forced pregnancy (Blaney CL, 1998)

· Forced first sex for adolescent girls (Wood K et al, 1998)/forced sex

Forced sex exist within the home, at the work place (e.g. against migrant workers under threat of withholding salaries, passports), in health care services, in prison (rape for extracting information or for punishment), etc. 

· Forced marriage (see early marriages)

2.4. Sexual violence

The act of forcing another individual, through violence, threats, deception, cultural expectations, weapons, or economic circumstances, to engage in sexual behaviour against her or his will. In circumstances of sexual violence a person has no choice to refuse or pursue other options without severe social, physical, or psychological consequences.

Forms of sexual violence: rape (vaginal penetration by a penis), insertion of objects into genital openings, oral and anal coitus, attempted rape, stripping someone naked, using sexually abusive language, and other sexually abusive acts such as use or threat of force in order to have sexual acts performed by a third person(s), or men exposing their penis or making obscene phone calls. 

Rape may occur in different forms: marital rape, rape in armed conflicts, rape of women refugees (a person in authority uses his position of power to deny women basic services or protection unless they submit to unwanted sex), statutory rape (sexual intercourse with someone under a specific age, which is deemed to be unlawful; the survivor is presumed by law to be unable to give consent by reason of his or her tender age), gang rape, jackrolling or "recreational" rape (as in South Africa where victims are abducted and repeatedly assaulted).

Table 10. Sexual coercion within marriage in India

	Country/region
	Prevalence
	Sample

	India, Uttar Pradesh1
	68 %
	98 women married women in 2 villages in Uttar Pradesh


Source

1. Khan ME, Sinha R, Lakhanpal S, J Townsend, Sexual violence within marriage. A case study of rural Uttar Pradesh. Population Council, India, Sept. 1996.

Table 11. Rape in Peru

	Country
	Prevalence
	Sample

	Peru
	1 in 10
	Random sample of women


2.5. Trafficking in women

Most trafficked women come from Ghana, Nigeria and Morocco in Africa, Brazil and Colombia in Latin America and Dominican Republic in the Caribbean, and the Philippines and Thailand in South East Asia appear to be particularly affected. Causes of migration related to trafficking in women can be found, inter alinea, in the lack of opportunity in the countries of origin, extreme poverty in many developing countries and marginalisation of women in the source countries. Poor or non-existent education is also of critical importance, and in areas where unemployment is high, women tend to be more severely affected than men. It also appears that the demand for "exotic" prostitutes is growing, and women from countries that have a sex tourism industry are more likely to be trafficked abroad. Increasingly strong organised crime networks also act both to stimulate demand, and to lure potential victims into the trade (European Commission, 1999). 

Other forms of trafficking include "bogus marriage bureaux", giving false information about one's destination and future employment.

According to UNFPA, 2 million girls between 5 and 15 years, are introduced to the commercial sex market each year (UNFPA, 1997).

Chapter 3: Risk factors and determinants of violence against women

3.1. General risk factors

In general, we can identify 4 factors that are strong predictors in societies where violence against women is highly prevalent (Levinson, 1989 in Heise et al, 1994):

1. economic inequality between men and women;

2. a pattern of using physical violence for conflict resolution;

3. male authority and decision-making at home;

4. divorce restrictions for women.

Female economic inequality seems to be the strongest factor. This is confirmed in several studies (a.o. Schuler SR, 1996).

3.2. Specific risk situations

Violence has a profound effect on women. Beginning before birth, e.g. in India, with sex-selective abortions, or at birth when parents who are desperate for a son may kill female babies, it continues to affect women throughout their lives. Even the way women die is different from their male counterparts. In a Tanzanian refugee camp women die more painfully than men, who are usually shot, because Burundian soldiers tend to cut a woman’s throat (Nduna S et al, 1998).

Each year, millions of girls undergo female genital mutilation. Female children are more likely than their brothers to be raped or sexually assaulted by family members, by those in positions of trust or power, or by strangers. In some countries, when an unmarried woman or adolescent is raped, she may be forced to marry her attacker, or she may be imprisoned for committing a ‘criminal’ act. Those women, who become pregnant before marriage may be beaten, ostracised or murdered by family members, even if the pregnancy is the result of a rape.

After marriage, the greatest risk of violence for women continues to be in their own homes where husbands and, at times, in-laws, may assault, rape or kill them. When women become pregnant, grow old, or suffer from mental or physical disability, they are more vulnerable to attack. Women who are away from home, imprisoned or isolated in any way are also subject to violent assaults. During armed conflict, assaults against women escalate; including those committed by both hostile and ‘friendly’ forces (WHO consultation 1996).     

Table 12. Specific risk situations across a woman’s lifespan (WHO, 1997)

	Phase
	Type of Violence

	Pre-Birth
	Sex-selective abortion; effects of battering during pregnancy and birth outcomes

	Infancy
	Female infanticide; physical, sexual and psychological abuse

	Girlhood
	Child marriage; female genital mutilation; physical, sexual and psychological abuse; incest; child prostitution and pornography


	Adolescence and adulthood
	Dating and courtship violence (e.g. acid throwing and date rape); economically coerced sex (e.g. school girls having sex with ‘sugar daddies” in return for school fees); incest; sexual abuse in the workplace; rape; sexual harassment; forced prostitution and pornography; trafficking of women; partner violence; marital rape; dowry abuse and murders; partner homicide; psychological abuse; abuse of women with disabilities; forced pregnancy

	Elderly
	Forced ‘suicide’ or homicide of widows for economic reasons; sexual, physical and psychological abuse.


Some evidence has been found on violence against deceased women, such as abuse of the corps through post-mortem cleansing practices. 

· Abuse during childhood: Some studies suggest that there is no typical violence profile. They find only one consistent risk marker for women: witnessing parental violence as a child or adolescent. Being abused as a child leaves a woman more at risk for revictimization in later life. Male abusers are more likely to have witnessed or experienced violence in childhood (Burge SK, 1997).

· Adolescence: forced sex, forced pregnancy and abuse may occur during female adolescence. Due to a lack of sexual education, many adolescent girls get traumatised immediately after consuming marriage. They develop repulsive feelings about sex, which puts them in danger for being violated as they refuse to have sex with their husband. Sexual coercion due to refusal for intercourse out of fear for pregnancies (Khan et al, 1996).

· Pregnancy has been cited as a period when violence may escalate by 3-30 %. Battering during pregnancy has been linked to increased risk of pregnancy complications, miscarriage, and to delivering a low birth weight infant. Abused women start consulting prenatal care later than non-abused women. McFarlene found that 17 % pregnant women in the public health clinic population in USA were abused and 60 % reported repeat episodes of violence (McFarlene et al, 1992). However there is no consensus in literature about the fact that being pregnant is a risk factor in se.

Woman’s alcohol use during pregnancy, partner’s drug use during pregnancy and violent incidents less than 3 months prior to pregnancy are strongly associated with an increased risk of violence. (Amaro H et al, 1990). 

An unwanted or mistimed pregnancy is also correlated with increased risk (Gazmarian JA et al, 1995). Unwanted pregnancies can be caused by limited access to safe and effective contraception.

· Elder women: Older women are more likely to be poor than older men. They bear the burden of age-old negative perceptions, which is added to the customary social and economic discrimination against women. Older women are less likely to be literate or numerate or to have received any formal education compared to younger women or men of their own age. While they may have managed the household economy or worked in the informal sector, in some settings their lack of experience in coping with the wider world makes them vulnerable to exploitation in financial and legal transactions. Widows are more likely to be abused, e.g. family in law will remove all her furniture (women alone in general are at greater risk) (UNFPA, 1998).

Next to these different stages at a woman's lifecycle, other situations are more dangerous for women and can expose her to additional violence: 

· Armed conflicts

VAW is used as an instrument of war relating to ethnic cleansing, tribal conflict, and boundary disputes. Women and children typically make up the bulk of displaced persons and have acute health, sustenance, shelter and security needs.

Armed conflict affects women on the individual level (risks and consequences of personal danger, destruction of health, personal identity and self-esteem), the private sphere (changes in women’s economic roles and the sexual division of labour, demographic imbalances), and the public sphere (community structures, human rights issues, emergence of new forms of organisation).

On balance, conflict is more likely to disempower than empower women by attacking their physical and mental health, impeding their economic self-sufficiency, and reinforcing attitudes that maintain subordination. The collapse of services and support systems induced by conflict further compromises women’s health. Moreover, conflict dramatically increases levels of violence against women, whether from actually fighting or not. (El Bushra J et al, 1994).

Women of targeted ethnic groups, where there is an official or unofficial policy of using rape as a weapon of genocide, are particularly vulnerable. Unaccompanied women or children, children in foster care arrangements, and lone female heads of households are all frequent targets. Elderly women and those with physical or mental disabilities are also vulnerable, as are those women who are held in detention and in detention-like situations including concentration camps. (WHO, 1996).

Some forms of violence resulting from conflict/refugee situation are (WHO, 1996):

· Mass rape, military sexual slavery, forced prostitution, forced ‘marriages’, forced pregnancies;

· Multiple rapes, gang rapes and the rape of young girls;

· Sexual assault associated with violent physical assault;

· Resurgence of female genital mutilation, within the community under attack, as a way to reinforce cultural identity;

· Women forced to offer sex for survival, or in exchange for food, shelter or ‘protection’.

A study done in a Tanzanian refugee camp revealed that: 

· The breakdown of community and family structures due to fleeing, puts a woman at greater risk of sexual and gender-based violence, so she is even more dependent on a man to protect her at a time when men are the least able to help. (Nduna & Ride, 1998)

· Men too suffer gender-based violence, as when being a refugee they lose status: one of the defining aspects of being a man in Africa is providing for the family. In a refugee camp, the entire family including him, are dependent on aid. (op cit.)

· Women who lose their husbands or get separated from them are at greater risk of rape because they do not benefit from the traditionally afforded protection by the husband. (op cit.)

· Forced marriage: refugee status decreases traditional legal practices and girls as young as 12 may be forced into marriage. Girls fled conflicts on their own and marry for protection. Parents marry off their daughters for dowry payment or to bear children to replace family members lost in war. (op cit.) 

· HIV and/or STD infection

The inability of women to counter violence in their relationships with men places women at risk of acquiring HIV and/or STD infections. Many women are unable to negotiate condom use as a preventive measure against HIV for fear of violence. (VanderStraaten et al, 1995; George A, 1998). Whether STD and/or HIV infection is a significant risk factor in se remains unclear.

Many of the STD and/or HIV infected women have also other possible risk factors (drugs use, prostitution, economic inequality…) for violence. Certainly there is a linkage between violence and HIV and/or STD infection. 

Partner notification has emerged as an important strategy in the fight against HIV and other STD infections. However, partner notification should be handled with care: it is suggested that partner notification could increase violence (Rothenberg et al., 1995, Temmerman et al, 1997). 

3.3. Determinants of violence against women

Heise et al. summarised some of the structural factors that serve to perpetuate gender-based violence. This highlights the complexity of the issues underlying gender violence, of the risk factors and the range of structural reforms that need to be recognised and addressed in developing a comprehensive response (Heise et al, 1994).

Table 13. Factors that operate to perpetuate VAW

	Cultural
	Gender-specific socialisation: 

Cultural definitions of appropriate sex roles

Expectations of roles within relationships

Belief in the inherent superiority of males

Values that give men proprietary rights over women

Notions of the family as private/under male control

Customs of marriage (bride price/dowry/exogamy)

Acceptability/glorification of violence as a means to resolve conflict

	Economic
	Women’s economic dependence on men

Limited access to cash and credit

Discriminatory laws regarding inheritance, property rights, use of communal lands and maintenance after divorce

Limited access to employment in formal and informal sector

Limited access to education and training for women

	Legal
	Plural systems of laws in place: customary, common, religious 

Lesser legal status of women

Laws regarding divorce, child custody, maintenance and inheritance

Legal definitions of rape and domestic abuse

Low levels of legal literacy among women

Insensitive treatment of women by police and judiciary

	Political
	Under-representation of women in power, politics and in legal and medical professions

Domestic violence not taken seriously

Notions of family being ‘private’ and beyond the control of the state 

Risk of challenge to status quo/religious laws

Limited organisation of women as a political force (e.g. through autonomous women’s organisations)

Limited participation of women in organised/formal political systems


On the legal level, immigration laws could be added to the table, as they can make the right to live in a country dependent by their marital status, which can create powerful deterrents to a woman taking action against her abuser, and which could make her vulnerable to abuse.

Several examples can be quoted here to demonstrate these perpetuating factors. For instance, in Guatemala the dead penalty is applicable only for sexual violations against "honourable women", which includes that not honourable women cannot be sexual valued, which denies the sexual freedom of women (Quizor EC, 1998). Or in Africa, where son preference is common, malnourishment in females is common whenever food is scarce. Notorious "machismo" in Latin-American countries influences the family planning negotiations of women, as bringing up such issues threatens their partner's sense of control or masculinity (EC, internet 1999). Abused women from migrant ethnic communities can see their situation exacerbated by racism, language difficulties, cultural differences and isolation, poverty, bad housing and unemployment which are more prevalent in these communities, compared to native communities.

Structural forms of discrimination or deprivation affect women as a class, such as poverty or lack of access to education, and they are aggravating factors to violence. 

3.4. Context of VAW: Gender, sexuality and power imbalances

The development of policy guidelines for preventing and intervention of VAW by the health care sector, should take into consideration that VAW is often linked with culturally based concepts of sexuality, femininity and masculinity. Attempts to tackle VAW should take into account these concepts, and should focus on both women and men. 

The following is an anthology of what has been found in literature on dominating beliefs, attitudes and values concerning gender roles, sexuality and violence, as was briefly summarised by L. Heise in table 2 under cultural factors that perpetuate violence against women. 

3.4.1. Africa

Africa

· In favour of high fertility and virginity. Heterosexuality is the norm, female sexuality exists only through men, cfr. FGM (McFadden, 1994). 

· Despite the firmly entrenched investment in sex, as shown by extramarital sex, prostitution and polygyny, sex is taboo for discourse between spouses, generations, and therefore for public officials (Caldwell et al, 1992).

· In Africa a "real" woman is one who can stay in a marriage no matter how abusive her husband may be. (Akakpo B, 1992).

Sub-Saharan Africa (Burundi, Ghana, Mali, Senegal)

· Early marriage produces early pregnancy and the valorisation of procreation pushes women to prove their fertility as soon as they marry. (Konate MK, 1990).

Nigeria
· About 2/3 of the men in rural and urban areas believed men were biologically different from females in their need for multiple sexual partners (Orubuloye et al, 1997).

Zimbabwe 

· Respondents acknowledged that men can be unfaithful to their wives with impunity but similar behaviour on the part of the wives would result in divorce (Pitts et al, 1995).

· Sexuality is not discussed publicly (Masiyiwa E et al, 1994).

Botswana 

· Setswanese cultural norms permit older men to have sex with young girls or virgins. There is a belief that sex with a preadolescent girl will cleanse or rejuvenate an older man (Madevu R, 1995).

Niger 

· Kel Ewey Tuareg women have traditionally, high status, prestige and independence (ownership of herds, participation in trade, right to eject husbands from the tent, self-representation in litigation) (Rasmussen SJ, 1994).

Senegal 

· Taboo on sexuality, sex education (Pouye A, 1994).

Rwanda 

· Women have no inheritance right, and their social identity is limited to wife and mother (Lachance C, 1993).

3.4.2. Asia

India 

· Familial rights have precedence over individual rights. Women attain status and prestige through chastity (Kishwar, 1997). 

· Discussion of sexual matters even among middle class couples (Dwyer JM, 1996), or in married couples (Capoor I et al. 1995) is rare.

· Good women are considered to be disinterested in sex. For women, denial of one's self-worth and a life of suffering are cultural ideals, there are cultural proscriptions towards not discussing sexuality. (Mane P, 1994)

· Among Uttar Pradesh Muslim women, following thoughts are common: 1. Women are physically, mentally and spiritually weak; 2. The responsibility of women is to conform to traditional cultural norms and transmit the norms to their offspring; 3. Women must safeguard izzat, the honour of the woman and her family, for the family. (Ghadially R, 1992)

· To reproduce children, especially sons, is an essential element in the Hindu concept of the normal, masculine role for males. They also have an ideal of women as being demure and restrained femininity (Nanda S, 1999)

Thailand 

· Relatively easy to discuss sexual matters openly, for cultural attitudes towards sexuality in that country have always been relatively relaxed (Dwyer JM, 1996).

· Respondents (Thai factory workers 15-24 yrs) greatly value virginity, for girls: premarital abstinence, fear of being stigmatised as sexual experienced, concerned with marriage ability and their reputation (Ford et al, 1994))

Pakistan & South-east Asia 

· Sexuality and fertility in a traditional society is governed by codes of conduct, family self-interest, and demanding life styles. Pakistani and Southeast Asian culture tend to be patriarchal, male-dominated, and authoritarian. Women are subservient to men. Women's status is enhanced by motherhood, the birth of a male child, and control over a daughter-in-law. (Shah A, 1994).

· Pakistan is a conservative, patriarchal and patrilocal society (Fikree FF et al, 1999)

Indonesia 

· Views about sex roles are traditional, and men are considered as not masculine if they support their partner's needs. Male sexual drive is designed for procreation and pleasure, while the female sex drive is strictly for procreation (Wagner L, 1997).

Bangladesh

· Women remain dependent on men. Discrimination against women and girls is rationalised by the fact that they are an economic burden. Girls learn to accept dependence and deprivation relative to male members of the family. Traditional female role expectations and women's basic insecurity and dependence on men influence reproductive decision-making and use of family planning methods and services in Bangladesh. Many women are married off early for fear that dowry costs will increase with their age at marriage, and many are married to men that are considerably older. (Schuler SR, et al, 1996)

3.4.3. Latin-America

Latin-America 

· Machismo & Virgin Mary Syndrome (Marianismo): Machismo is the expression of patriarchy in Latin-America and the Caribbean, Marianismo is understood as a version of the cult to the Virgin Mary, who simultaneously embodies the ideals of maternity and chastity. The Catholic religious tradition and the "Virgin Mary syndrome" consolidate machismo-based relations between men and women. The machismo and Marianismo concepts underlie the socialisation of men and women in Latin-America and the Caribbean (Larrain et al, 1993). 

· Throughout the region, gender relations are organised in terms of prescribed notions of male activity or dominance, on the one hand, as opposed to female passivity and submission, on the other hand. Male sexuality is characterised as expansive and almost uncontrollable, while female sexuality is perceived as the object of male control. Males are expected to begin sexual activity early in adolescence, and to have multiple sexual partners both before and after marriage, while females are expected to refrain from sexual activity prior to marriage, and to avoid sexual relations outside of marriage. Within the system of machismo, women exercise few if any rights in relation to male sexual expression, while men exercise almost absolute power in controlling women's sexual behaviour (Parker, R. 1996).

· Hispano culture and Catholicism consider motherhood to be the most honourable and gratifying role a woman can achieve. In Latin-America, the role model for mothers is the Virgin Mary (Portugal AM et al, 1993).

Columbia
· A study revealed that sexuality is not thought of as part of marriage, women are expected to be virgins at marriage, and a resounding 87% of the study population rejected abortion legislation.(Ramirez S, 1991).

Brazil

· The distinction between masculine atividade (activity) and feminine passividade (passivity) is central in the order of the sexual universe. It is along the lines of such perceived atividade and passividade that the distinctions between macho (male) and fêmea (female), masculinidade (masculinity) and feminilidade (femininity), and the like, have traditionally been organised in Brazil. (Parker R, 1999).

3.5. Conclusion

From the anthology above, it is clear that there is a big diversity of cultural concepts underlying relations between men and women, gender roles and general values and attitudes. The concept of patriarchy, and subsequently, male dominance, is present in all 3 continents, although regional differences appear in application of this concept.

More recently, grassroots level organisations, international organisations and researchers suggested to study relational aspects and the context in which violence against women occurs. Social values, perceptions and perspectives that perpetuate violence should be taken into consideration when designing and implementing intervention programmes or prevention activities for combating violence against women. Especially in the health care sector, findings from these kinds of studies could enhance the efficiency of such interventions.

Chapter 4: Violence against women as a public health problem

The United Nations has recently recognised violence against women, being an almost universal phenomenon, as a fundamental abuse of women’s human rights (UN Resolution 48/104). Until the late eighties little attention has been given to domestic violence as a broad social issue, or as one relevant to public health.

Gender violence seems to be a significant cause of female morbidity and mortality, and represents a hidden obstacle to economic and social development in virtually all societies (Beijing, 1995).

The extent of the consequences is difficult to ascertain because victims remained silent because of shame, fear of reprisals by abusive or violent partners, not trusting authorities to which they have to report or not knowing to whom to address themselves. Health services have long overlooked the problem or did not know how to react and to whom to refer. Medical records usually lack vital details concerning any violent causes of injury or poor health. 

The medical costs to society, treating the consequences of violence against women, are nevertheless tremendous.

4.1. Morbidity and mortality due to violence

In the US, wife abuse is the leading cause of injury among woman of reproductive age. Between 22 and 35% of woman who visits emergency rooms are there for symptoms related to abuse. (Novello et al, 1992, Elliot et al, 1995). Wife abuse provides also the primary context for much other health problems, as there are alcohol abuse, drug dependence, chronic pain, and depression (Plitcha S, Stark E, 1991). There is a strong relationship between domestic violence and female suicide and homicide (Stark et al, 1991, Homicide in Canada, 1987). 

The link between domestic abuse and sexual assault is striking. From 26% up to 46% of women who have been physically abused by their partner were also sexually assaulted (Skinner et al, 1995). Rape and sexual abuse exhibit a variety of trauma induced symptoms, including sleep and eating disturbances, depression, feelings of humiliation, anger and self blame, night mares, fear of sex, and inability to concentrate. Besides having psychological traumata, rape survivors risk becoming pregnant or contracting sexually transmitted diseases, including HIV-AIDS. A rape crisis centre in Bangkok reports that 10% of their clients contract STD’s and 15-18% become pregnant as a result of rape, a figure consistent with data from Mexico and Korea (Heise L, 1993). In countries where abortion is illegal in case of rape, victims often resort to illegal abortions, greatly increasing their chance of future infertility or even risking death.

4.2. Health consequences of VAW

In the World Bank Discussion Paper on Violence against Women, Heise, Pitanguy and Germain made a list of possible consequences of violence on a woman's health. Extensive literature exists on the subject. 

4.2.1. Physical non-fatal outcomes

· STD's

· Injuries: bruises, fractures, chronic disabilities, …

· Unwanted pregnancy: as a result of unwanted sexual relations (rape) or the inability to negotiate contraceptive use, or indirectly through increasing certain 'risk behaviours' such as alcohol use, early sexual initiation, and sex without contraception. Where abortion is illegal or unavailable in cases of rape, victim often resort to illegal abortion, greatly increasing their chance of future infertility or even death. Women of abusive partners are at especially high risk of coercive sex.

· Miscarriage

· Chronic pelvic pain

· Gynaecological problems

· Asthma

· Irritable bowel syndrome

· Injurious health behaviours: smoking, unprotected sex, drug and alcohol abuse, …

· Partial or permanent disability

· Pelvic inflammatory disease

· Teenage pregnancy: due to coercive sex/ sexual abuse. 

· Headaches, vaginal discharge and chronic pelvic pain are directly related to prior victimisation. 

4.2.2. Mental non-fatal outcomes

· Depressions

· Anxiety

· Sexual dysfunction

· Eating/sleeping disorders

· Post-traumatic stress disorder

· Multiple personality disorder

· Obsessive-compulsive disorder

· Chronic fatigue syndrome

4.2.3. Social effects

· Stigma

· Isolation

4.2.4. Fatal outcomes

· Suicide

· Homicide

· HIV infection

All of the above mentioned consequences, can appear in a situation of domestic violence. Literature suggests that the psychological impact of domestic violence is more debilitating than the physical consequences and that there are more long-term health effects, such as higher risk for substance abuse, victims of domestic violence are more likely to commit suicide, etc.

Recent research suggests an association between domestic violence and delayed physical effects, particularly arthritis, hypertension and heart disease (Corrao C, 1985).

Chapter 5: Intervention and prevention of violence against women 

5.1. Introduction

Meaningful steps to end domestic violence are needed and most importantly, the problem should be removed from the private sphere. It is a critical international problem that affects every community, every work place and every school.

In the case of violence, prevention refers to both efforts to avoid the development of aggressive practices that cause death or injuries, and precautions to prevent bodily harm as a result of violent acts. The multi-causal and multi-faceted nature of violence demands an interdisciplinary and cross-sectored approach that integrates different types of knowledge relevant to the promotion of non-violence (Violence and health, PAHO). This joint approach in turn may require efforts to promote changes, to a greater or lesser degree, in individual knowledge, abilities and attitudes in the physical, social and in political structures. 

Unlike other parts of the world, women in Latin America, Asia and Africa are greatly disadvantaged. It is not easy to get governments to act on matters that affect the lives of women directly or indirectly. This has been compounded by the fact that women lack representation in politics, which makes it difficult for them to mobilise political commitment around such issues as violence (Heise L 1994). Frustrated with the existing systems which do not respond to women's cries, women organisations in these countries have begun to form coalitions to push for system reforms. This has not been an easy task as leaders of these organisations are faced by ridicule on a dairy basis when they try to change people's attitude that has already been detrimental by culture.  Due to their efforts, these organisations have mobilised allies from all sectors of society (political, legal, health professionals and the media) to demand appropriate policy changes. This has been successful, especially in Latin America.

Since the standards allowing violence in families are deeply embedded in most cultures, domestic violence, which is the most common form of violence against women, should be taken as the basis for discussing a model for identifying interventions and prevention at the local, national, regional and international level in various areas (Expert panel on violence against women, European commission, March 1999). 

Effective prevention will necessitate a long-term commitment of effort and resources at the above four levels. Therefore a strong interaction and close co-operation between the different levels of intervention, ranging from actions of grassroots organisations up to national legislation modification, is essential.  

5.2. Different levels of intervention and prevention of domestic violence

5.2.1. International level

At international level, several conventions and declarations exist that recognise women's human rights. Following is a short review (adopted from the WHO Information Pack on Violence against Women) of international texts and resolutions, that are important in the fight against violence against women. To have an overview of countries in developing countries that ratified these international convenants, declarations etc. we refer to the literature (e.g. Centre for Reproductive Law and Policy and F.I.D.A.K., 1997; Grupo Parlemantario Interamericano Soblre Población y Desarrollo, 1997; Human Rights Watch, 1995).

· 1948: Universal Declaration of Human Rights: this declaration has formed the basis for the development of international human rights conventions. Any form of violence against women violates the principles of this Declaration. 
· 1966: International Covenant on Economic, Social and Cultural Rights and the International Covenant on Civil and Political Rights: prohibits discrimination on the basis of sex and all forms of violence. 
· 1979: Convention on the Elimination of all forms of Discrimination Against Women: is the most extensive international instrument dealing with the rights of women. In 1992, the Committee on the Elimination of Discrimination Against Women (CEDAW) which monitors the implementation of this Convention, formally included gender-based violence under gender-based discrimination.
· 1981: African Charter on Human and Peoples' rights: adopted by the Organisation of African Unity. This Charter proclaims that the State shall ensure the elimination of all discriminations against women and ensure the protection of the rights of the woman and the child as stipulated in international conventions and declarations. 
· 1993 Vienna, United Nations World Conference on Human Rights: recognised women's rights as human rights and defined the use of violence as a violation of human rights. Gender violence is violence that jeopardises fundamental rights, individual freedom and women's physical integrity.

· 1993: the UN General Assembly issued a ‘declaration on the Elimination of Violence against women’, recalling relevant principles adopted by the UN and by the World Conference on Human Rights relating to the elimination of gender-based violence and all forms of sexual harassment and exploitation and to human rights and equal rights of men and women. 

· 1994: Inter-American Convention on the Prevention, Punishment and Eradication of Violence against Women: is the only international instrument specifically designed to eradicate violence against women. It was approved by the Organisation of American States in June 1994. Countries that have signed the Convention are not only obliged to safeguard human rights, but they are also responsible for enacting a public policy that confronts all types of violence against women. Thus far, 28 countries in the region have ratified it. 

· 1994 Cairo Declaration and Programme of Action of the World Conference on Population and Development: This International Conference on Population and Development (Cairo) highlighted the intimate interconnections between women’s health and women’s rights.

· 1995 Fourth World Conference on Women - Beijing: During this UN conference on women, the role of violence in the lives of women and girls received tremendous attention. The Platform for action from the Beijing Conference notes that violence against women is a significant obstacle to achieving equality, development and peace and underscored the obligations of governments to combat violence against women as a priority. The Conference called on States to recognise the vulnerability to violence of women belonging to groups such as refugees, displaced persons, migrants and persons with disabilities. Violence against women was considered a critical area of concern: "the human rights of women include their right to have control over, and decide freely on matters relating to their sexuality, including sexual and reproductive health, free of coercion, discrimination and violence".

· 1995, WHO: The World Health Organisation (WHO) activities in the area of violence against women were initiated by WHD (Women’s Health and Development) in 1995. The initiative focuses on the role of the health sector in preventing violence against women and managing its consequences. Current priority areas are violence against women in families and sexual violence.

· June 1996, Vienna Conference of European Commission: Experts, NGOs, academics, law enforcement and immigration officials, and government and parliamentary representatives were brought together to identify specific areas for action, to adopt a set of recommendations, including development at EU level, of a comprehensive plan for a structured approach.

· 1996, WHO Task Force on Violence and Health: This Task Force was set up to co-ordinate all work on violence being carried out by various WHO programmes, including WHD. The long-term aim of WHO-activities concerning violence against women is to identify strategies to prevent violence and to decrease morbidity and mortality among women victims of abuse.

· 1997, Resolution 1997/44 of the Commission on Human Rights: this resolution again condemned all acts of VAW and emphasised that governments have the duty to refrain from engaging in violence against women and to prevent, investigate and punish acts of violence against women.

· 1998, Council of Europe: Recommendation 1371 of the Parliamentary Assembly of the Council of Europe on the Abuse and Neglect of Children

5.2.2. National level

The obligation to consider violence against women as part of any development is neither merely moral nor simply pragmatic. It is internationally recognised in documents, including the 1995 Beijing Declaration Platform for Action. Violence against women both violates and impairs or nullifies the enjoyment by women of their human rights and fundamental freedom. The long-standing failure to protect and promote those rights in the case of violence against women is a matter of concern to all states and should be addressed. (Strategic Objectives D, Platform of Action, para. 112, 1995).

Already a constellation of factors have helped violence against women emerge as a legitimate ‘health’ issue on the international agenda. The time is ripe for this interest to reinforce efforts of local activists who are seeking systematic reform at a country level (Heise L, 1994). More emphasis should be put on the developing countries because here the consequences of domestic violence affect the whole society. Once the wife batter is convicted, the children tend to suffer the most. The majority of women is unemployed and depends on their husbands for everything. As a consequence, when one is convicted, the wife is usually under pressure from the husband's relatives to vacate the premises for putting ‘their son in jail’. One of the results might be that the children, with no one to depend on anymore, become street children. This is also one of the reasons why many women in Africa, Asia and Latin America persevere the abuse. 

National states have been taking responsibility to prevent and control violence against women in many ways. In fact, some states have made some progress regarding this matter: For example, the Pakistani Government is currently establishing women-only police stations, an experiment which has already met with success in Brazil, Colombia, Uruguay and Peru, where the reports of crimes against women have increased. (The advancement of women: note speakers, UN publication. 1995).

However, establishing ‘women only’ police stations or women's desks on all police stations, as in the Philippines, is not enough. The Fourth World Conference of Women expect governments to take further measures that eliminate violence against women such as reviewing legislation, training and orientation to police, doctors and social workers, and supporting shelters that offer to secure women from abuse.

The following steps could also be taken at the national level by member states in Latin America, Asia and Africa:

· Governments should ratify the relevant human treaties and conventions and translate these into national laws so that there is an appropriate framework to support action against women. 

· At the national level there is a need to have a co-ordinating group/institution which develops an overview of the situation, including current responses and actors to facilitate sub-national activity and relates them to general activities.

· A detailed situation analysis will allow the identification of appropriate responses and co-ordination amongst the different actors. This kind of process/situation development could be supported (UN declaration on the elimination of Violence Against Women).

· Legal and judicial reform

In Latin America, Asia and Africa, tough law enforcement and aggressive prosecutions are necessary in order for the judicial system to combat domestic violence, as punishment of wife abusers has been far too lenient in Africa and Asia.  As a result, women are always reluctant to report abuse because they know that their abusers may eventually get away with light sentences and small fines (The Daily Nation, March 1999). 

According to lawyers, punishment that is routinely meted out by courts against criminals is meant to deter potential criminals and make them think twice before committing similar crimes. The severity of the punishment would, therefore, be expected to indicate the seriousness with which judges and magistrates view the crime for which they punish those they convict. However, it is clear that courts have not taken the crime of wife assault with sufficient seriousness if the punishment meted out to perpetrators is anything to go by. Women's rights organisations in Asia and Africa have called for the criminalisation of wife battering, but court have continued to treat such cases as belonging to the "domestic" domain. By recognising, and sometimes through judicial decisions giving more weight to customary
 over statutory
 law (Centre for Reproductive Law and Policy et al, 1997), the justice system has been party to creating an environment, which has discouraged women from coming out to demand their right not to be battered.  Only when wife battering results in actual bodily harm do perpetrators get charged with common assault, which carries a maximum penalty of only one-year in Kenya. It is not easy to get African courts to prosecute wife batters with causing actual bodily harm, which carries a maximum jail sentence of five years, or even causing grievous bodily harm, which carries a maximum sentence of life. 

Part of the explanation for the cursory way wife battering is taken by the African society is linked to the lack of sufficiently punitive legal remedies. This also applies to India whereby police who gang raped a girl were brought to court and found guilty. Subsequently however, the Supreme Court reduced the sentence by five years “because of the girls questionable conduct” (Oxfam 1998). As violence against women is widely accepted, judges in third world countries might also be wife batters and therefore when it comes to passing the judgement, it is possible they will not take the crime as a serious offence. 

A research carried out in India found out that there is a pervasive gender bias in the attitudes of judges to violence against women. Simultaneously, Oxfam highlights that 70% of the judges surveyed endorsed the need for gender equality and education. This led to the formation of the “Asia Pacific Advisory Forum on Judicial, Education and Equality Issues” which aims to build the capacity of the members of the judiciary, through training programs in different parts of that region, and to ensure that the legal system in each country moves beyond a principal of equality to actually treating women equally with men (Oxfam, 1998) thus eliminating violence.

Since many women are intimidated by fear of violence and reporting is not seen as a viable option, activists in the three regions are seeking the criminalisation of spouse abuse and they have initiated class action suit to pressure the entire legal system to prosecute spouse abusers. Some research indicates that perceived certainty and severity of sanctions against spouse abuse contribute to deterring some men from assaulting their wives. For example in a study of the effects of several different police response to domestic violence in USA, the study found out that males arrested for assaulting their partners were significantly less likely to repeat the behaviour within a six months follow-up period than were abusers not arrested for similar assaults (Policy Statements, AMA, 1993).

Nevertheless, there have been some important initiatives in recent years to improve the responses of the judicial systems in some countries in the three areas of our study. Including police training and pro-arrest policies in Zimbabwe and Malaysia. A lot of pressure is needed in Latin America, Asia and Africa to simplify all procedures to make them accessible to women, sensitisation of the courts at all levels, campaign to increase the role of women in the administration of justice, and training and support of advocates operating on behalf of women victims (Schuler, 1996). 

As a result of such efforts, a growing number of Latin American countries have revised their rape laws, and/or have passed legislation related to domestic violence (Heise L, 1994). For example the Bahamas, Barbados, Malaysia, Trinidad and Tobago, Puerto Rico and Costa Rica have passed laws related to domestic violence, while others, such as Argentina, Bolivia, Chile, Columbia, Ecuador, and Peru have bills under consideration (ISIS International, 1993). 

In Asia and Africa, education is needed to overcome the reluctance of police officers, lawyers, and judges to become seriously involved with domestic related cases. In the judicial system, intervention should focus on training police and the judiciary (EC expert panel on violence against women, 1999) that can be done through workshops and conferences. The majority of women in Latin America, Asia and Africa live below the poverty level and as such do not have the finances to hire advocates in case of abuse. Therefore, the state should ensure that they provide free legal aid to them.  

· The role of research  

The role of research is primarily to help increase levels of awareness of the nature, context and response to the problem of violence against women. Research can help establish the legitimacy of the issue by demonstrating the size of the problem and its social costs. Research may help to summarise and evaluate existing responses to the problem (Heise L, 1994).

Currently in Asia, Latin America and Africa there are insufficient epidemiological data to establish the true incidence and prevalence of all types of (domestic) violence. Most of the existing research work has been done in Canada and USA and is not representative for a developing country population. Most of the studies are difficult to compare because of the diversity in design and selected populations. Different definitions of violence have been used, reflecting socio-cultural differences in opinions about VAW.

Therefore, existing data collection systems needs significant improvement and funds should be available to support this effort (Temmerman et al 1999). The support of research on the causes and prevalence of family violence is vital, as well as research to determine the effectiveness of current laws  (e.g. in India research shows that innumerable laws exists to protect and cater to women’s rights, yet, women still feel exploited since the laws do not yield justice), investigative procedures and intervention and treatment programs. 

More data are needed in Latin America, Asia and Africa on the relationship between alcoholism, substance abuse among others and family violence. According to a research carried out by Dr Maina Wambugu (Anti-Dangerous Drugs Organisation, Kenya) 90% of the people who perpetuate domestic violence are victims of substance abuse (The Daily Nation, Kenya, March 23rd 1999). 

Areas for further research should also include evaluation of effectiveness of crisis intervention, promotion of economic self-sufficiency of the wife and making services universally available. With economic empowerment women will be encouraged to abandon such violent marriages. As patterns established in violent relationships may be carried over to adulthood, the issue of abuse among adolescent pairs also requires study (Policy Statements, AMA, 1993).

Epidemiological analysis may provide a context for understanding the meaning and the impact of violent events and relationships throughout the life courses. For example, what risk factors characterise women who are victims of violence as well as men who inflict the harm? Are these factors similar across age, social economic and racial/ethnic groups? What are the short and long term psychological consequences of violence against women? Does the timing of being battered (e.g. in one of her first important relationships versus later if life) affect the likelihood of a woman being battered in a subsequent relationship? 

Such data are needed to guide the development of violence prevention programs and policies and to access their effectiveness (Sörenson and Saftlas 1994). A number of current epidemiological studies on women’s health could be amended rather easily to address issues of violence against women.  

Research and prevention efforts to date have placed little emphasis on the man as the perpetrator of the violence. Clearly, future epidemiological research needs to focus on men to determine the risks factors associated with being or becoming a victimiser of women (Malamuth NM, 1991). It is hoped that findings from such studies will guide the development of effective prevention and intervention especially in Africa, Latin-America and Asia where men influence each other to a greater extend on domestic violence matters. 

Methodological issues concerning research

Research on domestic violence raises important ethical and methodological issues. Experience shows that research should be conducted in an ethical and safe manner. If interviewed in a non-judgemental way and in an appropriate setting, many women are willing to discuss their experiences of violence. 

Some examples of actions that will help ensure that women are not put at risks during the process of data collection are:  

· The safety of the respondent and the research team can be maintained through measures such as ensuring that the interviews are conducted in a private setting.

· Confidentiality is essential to women’s safety and data quality. Interviewer training should include this issue. Furthermore data can be aggregated and case study findings modified to ensure the information sources are not easily identifiable:

· Active efforts must be made to minimise possible distress caused by the research. Researchers should be prepared to respond to women who need assistance during and following the interview. Before interview begins, potential providers of support and services need to be identified.

· Research team members should receive specialised training and ongoing psychological support.

· Researchers have an ethical obligation to ensure that their findings are properly interpreted and used to advance policy development and programmes. (Sources: putting women safety fast prepared for WHO, 1994).

In research there is need for better and comparable data to describe the magnitude and the nature of the problem in its various forms and consequences. Examples of areas that need support are: the development of standardised methodologies such as that being co-ordinated by WHO for domestic violence; to document the current knowledge of exposure to violence in conflict situation and the relationship between collective/organised violence and domestic violence; basic situation analysis for the abuse describing magnitude and pattern of abuse (EC expert panel, European Commission, March 1999).

As with any issue similarly underreported and fraught with problems of measurement, deriving accurate statistics on violence against women represents a great challenge. However, to assume that women will not disclose abuse would be a mistake for researchers. It has been observed by most researchers to date that women are remarkably willing, indeed eager, to share their experiences (Heise L 1993). 

· Media

Media can play a vital role in promoting actions against domestic violence. The public takes up the cues from the media, therefore the power of the media can be harnessed to change norms and values around gender roles and status and violence (EC expert panel, 1999).

An NGO in Moldova emphasises the mass media as a vulnerable tool for making the governments feel accountable. As an example, the NGO described media and government response to workshops on family violence held by NGOs with government officials in Moldova. All television and radio station and newspapers were invited to the workshops, which were conducted as interactive dialogues. The dialogue elicited impromptu and honest response from the ministers and the president of parliament (now national president). The conference received extensive media coverage and was followed up by a CNN segment on women in prison who had killed their husbands as a result of being abused, as well as several local television segments (UNIFEM internet working group to end violence Nov. 1998).    

Community Aid Abroad helps funding the Fiji Women Crisis Center (FWCC), formed by women to provide counselling and emergency support services. The Center also conducts major public awareness campaigns about domestic violence and legislative issues affecting women (Oxfam Australia 1998). Like FWCC, “Reseau African Pour le Development Intègre”,’an NGO based in Senegal, raises awareness for legal issues and impediments women face in the area of gender based violence through a media campaign and an analysis of national legislation in several African countries (UNIFEM 1998). 

The media should work with soap opera producers to change how they portray conflict resolution, especially between women and men (EC expert panel, 1999). 

Media campaigns should however, be aware of sensationalising the issue of violence against women, as this would result in disempowering women.

5.2.3. Local level

Domestic violence is a social problem, affecting not only the victim itself, but also the children witnessing violence at the home. Therefore its intervention and prevention should start from the local level and ways to recognise and handle the matter from this angle are highly important.

In order for a proper intervention and prevention of domestic violence to take place at the local level, it will be very important to identify and re-enforce strategies of resilience, of individual women. Moreover, the notion of sanctions and of building ‘social capital’ at the community level needs to be explored in different contexts (EC expert panel on violence against women, March 1999). 

At the local level, women have become organised at an unprecedented rate in the last two decades, establishing networks within and across countries to communicate with each other. Limited funds but high levels of initiative, determination and courage (Heise L, et al) usually characterise their grassroots organisations.

The issue of violence has been raised by women's organisations, either as part of national democratic movements, international development projects, urban community struggles, or emerging feminist’s movements (Schuler M 1992). In Brazil, Argentina, Chile and the Philippines for example, the movement has its roots in women’s organisation against military/authoritarian regimes.

Within the context of the UN decade for women, who focused the attention on the role of women in international development, international money and support became available to sustain women focused NGO’s. These forces have helped to consolidate ‘grassroots activism’ around gender violence. Hundreds of women groups, on each continent of the world are dedicated to deal specifically with violence against women. Some of these groups focused on providing services for women whom had been beaten or raped, whereas others were more generic organisations aimed at women’s empowerment.

· In India, the grassroots level work includes conducting workshops on violence and sexuality with college students and women activists; counseling poor women faced with sexual harassment and psychological violence in an urban slum in New Delhi and supporting UNIFEM in planning its activity on violence against women in India through research, training, advocacy and lobbying (Oxfam 1998).

· In Kenya women have been urged to defend themselves and one of the most exciting and progressive initiatives by women to help themselves was quietly launched by the Women Rights Awareness Programme. Its projects include conducting neighbourhood watches in Nairobi’s Huruma, Bahati, Kibera and Kangemi areas in a bid to check violence. The project’s co-ordinator says that the women are quick to respond when they hear a woman scream in the estate (The Daily Nation, April 16 1999). 

· Women in Lima (Peru) shantytown of Mira de las Flores have also organised themselves into a neighbourhood watch committee (Heise L, 1994).

· In South Africa, Agisang Domestic Abuse Prevention and Training (ADAPT) is an NGO which targets the local communities in its mission to render support and communication for young people around battering violence. One of its most recent projects is on addressing the problem of violence against women in dating relationships in high schools through an intensive interview/survey process with teachers, students, and parents.

· In Malaysia there is a joint action group against violence directed to women. The group has sponsored a five year multi-faceted campaign consisting of workshops, media campaigns, demonstration, lobbying, petition and community organisation (Heise L, et al 1994).

5.3. Health care sector

5.3.1. Traditional role of the health sector in responding to violence 

Activists have more recently begun to turn their attention to reforming and mobilising response from other institutions such as the health care sector. As one of the institution that sees women throughout their lives, the health sector is particularly well placed to identify and refer victims to the available services. The American Medical Association goes even further, and argues that the health care constitutes a frontline for intervention (Council on scientific Affairs, AMA, 1992). 

More than 40 developing countries now have anti-violence organisations capable of handling referrals from health care settings (Heise L, 1994). 

Many investigators have documented the traditional role of the health sector as one that was full of discrepancy between the large number of women who came to health care settings with symptoms related to living in abusive relationships and the low rates of detection and intervention by medical staff (Hiberman et al 1980). In Africa, Asia and Latin America, women gave very strong clues about being at risks for abuses and these clues were sometimes recorded but were rarely expanded upon. In other parts of the world the health care providers tended even to obscure information already recorded by the nurses rather than elaborate on it (Warshaw C 1989).

According to various researches, the doctors failed to ask questions about violence. They failed to obtain psychosocial history, failed to ask about the woman’s living arrangements and neglected to ask about the woman’s safety.   Many authors agree that the failure of the health care providers not only lost the opportunity to identify abuse when it was clear but was unable to address the underlying aetiology of the patients medical condition, could not engage in any preventive measures, and could not address the most serious threat to her life and well being.  

More important many authors feel that health care providers did not open up the possibility for the battered woman to discuss what may have been her most important reason to seek help. They did not respond to the distress that her physical symptoms reflected or to clues offered about her situation. They choose to medicalise her chief complains and address only her physical symptoms thus reinforcing whatever feelings of helplessness, isolation, and futility that the woman may have already felt (Warshaw et al 1989).

In other areas, doctors or emergency room personnel accepted the statement of fearful victims that their bruises or cuts are the result of household accidents or falls. The above problem is worse in Asia and Africa because victims present themselves to private health care providers (due to collapse of the government hospitals), who might not have the time to record all the details of the assaults. The doctors here only see the injuries and concentrate on treating the physical injuries without considering the victim and her emotional being.  

On the other hand, health care providers are rarely provided with any training or specific protocols in dealing with these cases. Established protocols (if any) did not provide the medical staff with any guidance on what to do if the assailant is present in the emergency or at the physician’s office (Council on Scientific Affairs AMA, 1992). Many wife batters would prefer taking their victims to the hospital so that they do not record statements about the abuse. Medical protocols did not take this into account so that they could develop procedures that guide health care providers in dealing with assailants. 

Statistical data are hard to get because only a small minority of the assaulted victims did seek assistance from the emergency department and declared that they have been assaulted. Most victims presented complaints based on the symptoms but did not disclose that an assault has occurred (Rothernberg et al 1995). Moreover, this was aggravated by medical professionals not asking victims about these crimes. 

Some countries in Latin America have moved away from the traditional role of the health sector, to establish rehabilitation centres. The supply of these centres is inadequate to meet current demand and still further from meeting potential demand. Mortality and morbidity due to violence are increasing rapidly, and the response of the services is not keeping in pace with the epidemiological trends induced by the occurrence of violent acts. 

In Latin America, Asia and Africa, NGO's are taking the lead in trying to fill the gap left by the inadequacies and limitations of the government health services, to the point where the greatest coverage of the treatment and prevention programme for this population sector is coming from non-governmental organisations (Latin America and Caribbean Women’s Health Network 1998)

In Latin America, unlike Africa and Asia, the health sector also plays an important role in registering information on violent acts. However, the data currently collected by the health sector is limited to the identification and evaluation of physical injuries, the sex and the age of the victims, and occasionally the methods used to commit the violence. The statistics on morbidity and mortality collected by the services do not reflect the true magnitude of the epidemiological problem of violence, among other reasons because of under registration in emergency rooms and out patient consultant, because the victims of family violence do not go to health care institutions to seek services or because victims do not want to disclose on the matter.

Another factor in under registration is the focus of health practitioners on the injury, often without recognising that it is the result of aggressive behaviour. The greater visibility of deaths due to violence overshadows the less tangible forms of violence, which are psychological or social in nature. In addition, the structure and the operation of the health services make it difficult to gain a clear picture of the magnitude and the severity of violence (PAHO violence and health).

The health sector has not considered domestic violence as a serious problem, despite the fact that it is now more than a decade since the commentators, professional organisations, and advocates for women urged the health care professionals to take a more active role in responding to the epidemic of domestic violence (Marvick C 1994). They have not been aggressive in addressing the violence against women beyond the treatment of injuries and they have not addressed other key areas like treating of violence using an epidemiological approach, the prevention of violence and the promotion of health systems which are based on social equity and on respect for life and physical integrity of the individual.

5.3.2. Linking women's reproductive rights and efforts to end violence 

Physical abuse during pregnancy has recently been recognised as a significant risk to the health of the mother and infant (US Department of Health and Human Services, 1986). In developing countries, maternity clinics, family planning services and the like, are the best place where intervention and prevention of domestic violence should begin, as pregnancy is the only time when healthy women come into contact with health care providers (McFarlane 1992). 

In addition, women are at increased risk from domestic violence during pregnancy and postpartum period (Bewley S, 1998). During this period, the abuse is characterised with blows to the abdomen, injuries to the breast and genitals, and sexual assault (McFarlane J, et al 1992). As such, obstetricians should routinely ask patients about domestic violence and health professionals must be alert to unexplained injuries in women as well to histories of preterm labour and birth foetal injuries or death, abruption and unexplained maternal bleeding, which may require further exploration (McCauley et al 1995, Helton et al 1987).

Violence against women impinges on a woman’s rights of her health, her bodily integrity and her reproductive rights (EC expert panel, 1999). Teaching about domestic violence should be an integral part of training for obstetricians, and their ability to address this issue should be evaluated. It is also recommended to have at least one private consultation (not attended by the partner or another family member) of the pregnant woman. In most countries, especially developing countries, domestic violence is a norm and a taboo and therefore unless the doctors look and ask, the victim will not volunteer any information (Bewley S, 1998).  

A Brazilian organisation, IPAS, is trying to improve access to legal abortion services as an aspect of services needed by rape survivors. This organisation has trained hospital staff on performing abortions and related service delivery issues. IPAS is currently working to improve the quality and accessibility of services in established centres; extend services to other hospitals; and improve co-ordination between municipal government services and health services for these women. Together with local government agencies, judicial authorities and a broad-based group of non-profit agencies, IPAS is also aiming at improved access to services (UNIFEM, 1998).

The possibility that HIV-infected women may fear or experience domestic violence, cannot be ignored. Some research has begun to raise broad concerns about the risk of domestic violence against those women who are most likely to be diagnosed with AIDS or HIV Infection. Furthermore the inability to counter violence in their relationship places women at risk of acquiring HIV infections. This is because at the face of violence many women are powerless to negotiate condom use or monogamy or to protect themselves from a partner who sees multiple sex partners. More and more women first learn of their infection during pregnancy.  Once they find that they are HIV-positive, women are beaten and chased out of the houses by their partners (Temmerman et al, 1995).

The future developments of Aids control strategies and public health laws must be shaped for the safety and autonomy of patients who face a risk of domestic violence. All HIV-infected women should be assessed for the risk of violence and be offered appropriate interventions (Rothernberg, 1995). Intervention should also include provision of support groups working on violence against women, promotion of funding of female-controlled prevention technologies and promotion of social marketing campaign to change norms in violence against women. The health sector should assist in implementing programs that protect and promote the human rights of HIV-positive women, which should include the right not to be abused (De Voll, 1999).
5.3.3. Restrictions of the health care sector in developing countries

Health care strategies to prevent domestic violence have been evolving in countries of the north for some time, and there are lessons, which maybe transferred to the developing countries. But as may be expected, the context, opportunities, and constrains to developing and implementing health care strategies within the developing countries will bring up a different range of strategies and experiences due to the restrictions which already exist in the region. 

Before we discuss strategies that the health care sector can provide towards intervening and preventing domestic violence, it is paramount to first discuss briefly the relationship between health care sector of these regions and domestic violence.  

Although the health sector in the developing countries presents relatively distinctive characteristics, there is evidence of some commonality across all of them. This includes: growing costs, a decrease in public spending, difficulties in obtaining financing, incentives for the provision of services by means of private insurance plans and minimal basic programmes for the underprivileged population. In most of the countries, a private sector that provides medical assistance to those who are able to acquire such services, co-exists with a precarious public system, which renders a few services to most of the population but which is inadequate in terms of providing health care to the majority of the society. The public system, backed by very limited funding, faces major problems in providing assistance to those who seek it out. It is paradoxical that users rate public services quite favourably, in general because the degree of exclusion is that the mere access to such services constitute, per se, a source of satisfaction despite the poor quality of the services offered (Fleury, 1998).

Institutional violence is very common in the developing countries. Various researches reveal that the lack of commitment of the public health services generates an atmosphere of aggression and indifference towards the patient. Such carelessness has been perceived as institutional violence (Souza 1992, Peru 1998, Matamala1998), and includes insults, neglect and negligence directed to the users of the services. The said institutions, as well as their lack of response to the issues, constitute one of the key factors responsible for making women remain within a situation of violence, by interrupting their route of escape from such situations.

Health care providers in Africa, Asia and Latin America have received no or little training on violence against women at graduate, postgraduate and in-service levels. They are not trained to recognise and correctly interpret behaviours associated with domestic violence (Flitcraft, 1992). In the majority of countries in Africa and Asia, staff training is non-existent, and training health workers on domestic violence issues does not appear high on the agenda, given their other competing work priorities (Council on ethical and judicial affairs 1992). 

Although domestic violence is widespread, the society has legitimised it by giving it the status of a cultural norm, as such little importance is given to this phenomenon and its effects. This has undermined the medical response to battering. Since it has been accepted as a cultural norm, the victims who visit the health centres with psychological problems related to domestic violence e.g. (depression, stress and anxiety) are viewed as mentally ill. Some doctors label them as psychotic and thus only prescribe to them tranquillisers. Unfortunately, medication, victimisation and the power relationship between HCP's and patients reinforce the woman’s feelings that she is the problem and this may contribute to depression, drug use, and alcohol abuse.

The structure of health systems in the developing countries negatively affects the response by the health workers to abused women. The government health sector, which is meant to cater for the poor, rarely expands and this has forced many health care providers to establish their own hospitals due to high demand for medical care. The health care providers left in the government hospitals are opposed to being advocates for abused women, given the constraints of their work. Overloaded by the existing demand, services concentrate on seeing the problems that knock at the door. At first it might seem that to propose the inclusion of a new theme that is violence against women, to unsympathetic services, already vastly overloaded by unattended demands would reveal itself dangerous because such a proposal might cause these services to swerve from there established functions (Olivera 1999). They would prefer that someone specialises in this work, making it part of the profession. 

Many health professionals accept the fact that domestic violence is perceived as a private matter and as such, it should be resolved within relationships. This misconception has been interpreted very negatively and has affected the intervention of the health personnel on matters pertaining to domestic violence. Battered women are often advised to try and work out their difficulties themselves (Council on Scientific Affairs, AMA 1992). As a result of the above, health care providers believe that victims themselves would prefer to be left alone. They are often reluctant to broach the subject to victims who show signs of abuse. They see it as the responsibility of the abused woman to come forward and they think that the biggest problem is the woman’s reluctance to actually report the crime (Davies J, et al., 1996).

One of the primary aims when treating victims of domestic violence is to bring victims in contact with resources, social services and legal assistance. However in the developing countries these services are non-existent or are limited. Lack of adequate support and a referral network is a major barrier for health workers. Most of the health workers accept that the problem exists but they know that there are no structures where they could call so that the victim can be assisted instead of returning back to the abuser (Davies J, 1996). There are very limited counselling services and the few that are there are already overworked and they have long waiting lists. Therefore the doctors have too much trouble referring and would prefer ignoring the fact that the problem exists. Currently in Kenya, there are only two shelters in the whole country. This is just too little for a country whose culture is that violence is an acceptable way of controlling women.  Adequacy of referral and support network in the three areas of our study is almost non existing. 

Several authors believe that informal social norms and stereotypic gender roles in Asia, Latin America and Africa still legitimise control of one partner over the other and may allow us to rationalise abuse in adult relationships (Sugg N et al 1992). The man is empowered to maintain the social order and if in the course of fulfilling his duties he “exceeds” his duties and beats his wife or partner, it is unlikely that the justice system will punish him and that his action will only be expressed as an “exaggerated” role seen as necessary for the maintenance of the order. Given the above, the women cannot count on much support from the health sector apart from the treatment of injuries (Duque et al 1998). On the other hand it is not hard to find female health care providers who have been victims of domestic violence and in the face of domestic violence such health care providers experience fear and a sense of powerlessness and they perceive a loss of control, of which parallel the feelings of the abused patient (Sugg NK 1992) and therefore their inability to intervene.

5.4. Strategies through the primary health care providers 

Even though this study has highlighted the shortcomings of the health care sector in prevention and intervention of violence against women, we feel that the health care sector is the best placed institution to intervene if at all domestic violence is to be eliminated in developing countries. 

Firstly, violence against women is an important health care issue because it is highly prevalent and it causes significant psychological and medical damage among the victims. Health care providers are in the ideal position to recognise and intervene with violence because they provide ongoing services, and have contact with women of all ages, in early and late stages of recovery from victimisation. 

Secondly, women who have been assaulted are more likely to seek help from health care providers than from the legal personnel, mental health professionals, or victim advocates. Victims of violence usually have a high rate of medical use for years after the assault and bring many psychological and somatic complains to their health care providers. Health care providers therefore more than any other professionals in our society are in the best position to identify and to intervene with women who are victims of violence (Burge, 1995).

Thirdly, acknowledging and working towards combating violence by the health sector may increase the capability of attaining solutions in services, general health care activities as well as reproductive health services, for demands that are chronic and repetitive. It has already been demonstrated above that a wide range of pathologies and complaints are more frequent among women who undergo domestic violence, and that these women make more intensive use of these services. Therefore, facing these problems might lead to a decrease in repetitive use of the services (Oliveira 1999).

Fourthly, by encouraging services that are themselves violent to give consideration to violence might be a way of discussing violence that permeates them, and therefore expanding the awareness of their professionals and encouraging change.

The health care providers role in providing care to any female who is abused or sexually assaulted begins with establishing a physically and emotional safe encounter. The abused patient must be able to rely on non-judgemental and supportive interpersonal communications to enable her to participate in the complex but necessary medical and legal evaluation (Sorenson and Saftlas, 1994). 

Several authors feel that it is not age but gender that characterises the experience of abuse and they also feel that unlike earlier recognised the health sector should not only focus on the emergency care but in all of women health care departments. This is because other health problems of women have been related to domestic violence (e.g. alcoholism, suicide attempts, drug use, and depression just to mention a few). Both primary and secondary prevention programs should be developed and health professionals must make every effort to end domestic violence (Bergman 1991) as women should be able to live free from violence both inside and outside their homes. 

The following text will highlight strategies that should be developed by the health sector as a whole in the developing countries. Some countries in Latin America have already started implementing these strategies in an effort to eliminate domestic violence, which indicates that Africa and Asia still have a long way to go. What emerged from WHO/AFRO meeting is that health sector approaches are still in their infancy. Africa and Asia are not yet in a position to talk about “best practices” but rather simply “practices” because they are still exploring what are the possible range of strategies (WHO, April 1999).

5.4.1. Primary prevention

· Training

There is enough evidence to show that appropriate training and education of health professional, improves clinical awareness of the issues and increases their willingness to screen women for abuse. The importance of building awareness and capacity, should not only be at the level of the health care worker, but throughout all the levels of the health sector, from health policy makers to the ministries of health.  

Domestic violence training strategies for the health workers cannot focus exclusively on professional knowledge and skills. Such training also must view health workers in their role as community members, question their attitudes towards domestic violence, and help them deal with their own experiences as the victims or perpetrators of violence. In order to find out the perceptions of the healthcare workers themselves, a small study was conducted in Zimbabwe and South Africa and the health workers expressed substantial support for skill development and training both on an interpersonal level and professional level. Similarly there was support for the development of screening management and referral protocols. This study has given rise to a subsequent project which will evaluate the feasibility of training health workers to screen patients for abuse, manage and refer them in South Africa (Watts, et al 1997). 

Many authors agree that the epidemiological study and prevention of violence towards women need to be incorporated into health professionals training. The objective of these training is to give the health care providers an adequate intervention strategy to avoid secondary victimisation. Degree curricular and post graduate education for broad categories of staff should provide a basic knowledge of this field, including early recognition and treatment (Davidson L, 1996).  

In Sao Paulo, the Collectivo Feminista Sexualidade Saude trains health workers to identify and treat different forms of gender violence. In Alexandra (South-Africa), a nurse–psychologist has established the Agisang Domestic Abuse Prevention and Training Project, in order to provide counselling for abused women and to train health workers to collectively identify domestic abuse and appropriately support the affected women (Motsei M, 1993). The International Planned Parenthood Federation (IPPF) is doing the same for Venezuela and Jamaica. Health care providers must become involved in the prevention of domestic violence and learn how to intervene. This should become part of every physician training. Since the incidence of domestic violence continuously increases, it is imperative that health care providers increase their efforts to curb this epidemic and this can be done through continuing education and training for those in the health professions (Council on Scientific affairs, AMA, 1994).

· Screening

It is known that if women are asked about violence directly and routinely, in a way that is not threatening, they will discuss their abuse, particularly if they feel safe and if they feel the health care provider really wants to know.

Many authors feel that health care providers should include a regular patient information form whose intention should be to ask a simple question on whether the patient is experiencing abuse. The fact that the question is listed among others helps to take the shame out and asks the patient to at least acknowledge it by having to check a direct  ‘yes or no' (Burge SK, et al 1995). In addition, the existence of such a question on a standard form validates the seriousness of the abuse problems that can result. 

When screening about abuse, health care providers should avoid using words like violence, abuse or rape, as most individuals understands them to be immoral. Studies indicate that the percentage of abused victims increases with the number of different questions asked.

In the case the health professional assumes a woman to be a victim of violence and the patient does not disclose, he/she can use other detection or identification methods. Different authors have given different methods of identification. Examples given are: 

· Screen behavioural aspects, such as appearing nervous if the partner is present. 

· Inconsistent accounts of the cases of injury may raise suspicions of the possibility of violence. 

· The presence of some features in the woman’s history raises the likelihood of her experiencing domestic violence and authors agree that domestic violence is associated with an increased risk of health and social problems that may be presented to the general practitioner (Richardson et al, 1996). Early repeated sexual abuse in the family of origin is associated with later domestic violence (Plicht S. 1992). 

· The patterns of a woman’s injuries presented to a general practitioner may indicate possible domestic violence. According to several authors battered women are 13 times more likely than non-battered women to be injured in the breast, chest and abdomen (Stark E, Flictcraft AH, 1991). Injuries also in other different locations should indicate abuse for example on the face, head and neck. Since abuse is typically ongoing bruising may be in different stages of healing (Pahl J 1995).

· Women experiencing domestic violence are at increased risk of drugs and alcohol abuse.

· Psychological problems are associated with domestic violence especially depression and anxiety and are more prevalent in physically abused women (Plichta S. 1992). Suicide attempts are more common and seem to be a consequence of domestic violence. Pregnancy is also a high risk period (McFarlarne J. et al 1991).

In summary, none of these factors can do more than raise clinical suspicion of domestic violence and is a good substitute for direct questioning.

At all points where abused women may come into contact with authorities, it is vital for health workers to prompt and probe beyond the presenting problem. Doctors and casualty personnel, especially, need to become more tenacious and vigilant in their assessment of patients.

· Record keeping

The quality of the medical history and recording is important both for identifying the women at risk of further injuries and for epidemiological surveillance, essential to develop and evaluate primary and secondary preventive programs. Population based studies of injury incidences should publish sex as well as age specific rates (Council on Scientific Affairs, AMA, 1996). In planning approaches to injuries and violence prevention among women, we need to know much more about the factors that precipitate injury and which groups are particularly at risk, for example untangling the causal relationships between violence and alcoholism and drugs is a particularly important goal. 

Health providers should not forget that, in some countries, medical records represent legal evidence about violence, and it may be used later to support restraining orders, protective orders, divorce settlements, or custody disputes. Subsequently, these records must be legible, descriptive and specific (Burge 1997). In rural areas, a rural nurse could go to the district hospital to make the medical record of the abuse a legal document.

· Safety

It is the responsibility of the health provider to assure safety of the patient, for example, if the batter accompanies the patient, he/she should remove him from the room before beginning the examination. 

Medical findings should be shown to a third party only with the patient's permission (Council on Scientific Affairs, AMA, 1992). Even if the woman is reluctant to change her relationship and in danger of serious harm from the assailant, the physician should encourage her to develop coping techniques to be implemented in an emergency, which should include whether to get legal protection. The physician should be acquainted with local agencies that can provide shelter and services to abused women (Burge, 1995). 

Many authors have stressed that when a patient discloses a victimisation experience, the physician should validate and normalise the patient’s perception of the problem. In each discussion the physician should express concern for the patients safety and health and a willingness to discuss relationship issues at any time. 

The laws of many states require that the health care sector report such types of injuries to a criminal justice agency. There are two different ways to implement this, some countries require that the health provider report the matter himself. In other countries the health provider is not supposed to treat the patient until she provides a document proving that she has already reported the abuser to the police. Therefore the health provider should work closely with the patient and appropriate officials to ensure that the risks of reprisal are reduced and the patient’s safety needs are met (Hayman A, Et al 1995). Ironically, laws mandating the reporting of domestic violence may do more harm than good, because such mandatory reporting may threaten the health and safety of the battered women, who may experience reprisal or retaliatory violence. When there is an informed consent of the woman, the health practitioner should report to the police when they reasonably suspect a patient's injury was as a result of domestic violence (Call Panel Code 1995). 

· Referral

The responsibility of the health care providers include efforts to secure a safe place, including offering hospitalisation if necessary (when there are no shelters). This especially goes for Latin America, Asia and Africa since very few shelters might be available and if shelters exist, they are very few in number and cannot compete at equal levels with the ever increasing numbers of domestic violence victims who are willing to leave their abusive spouses. 

For safety purposes, the medical setting should develop linkages with a variety of area resources including battered women shelters and crisis services, rape crisis centres and services, legal services for women victims, treatment programs for men who abuse female partners, and services for abusive parents.

The hospital should also be encouraged to develop its own referral centres. Malaysia already has a very doable system that could be adopted by other developing countries where the same does not exist. Malaysia has 34 One Stop Crisis Centers (OSCC) which have been established in hospitals all over Malaysia. On arrival at an OSCC, the patient is triaged by the health care provider who, on establishing that she is a victim of violence, takes her for counselling. This counsellor is available 24 hours a day at the centre. The counselling is confidential and includes medical workers and volunteer counsellors from women’s groups. A police report is made to the police on duty at the police unit based in the hospital. After recording statements the police start their investigations.   

Monthly meetings are held at the medical social workers department to conduct case studies of patients which were identified as domestic violence victims (Hamidah, 1997).

5.4.2. Secondary prevention

Health care providers should be aware that abuse is widespread, that abuse occurs more than once and that it escalates in severity within relationships. This means that secondary intervention is also very important since there are chances for the health care providers to intervene before domestic violence reaches life-threatening levels. Since women attending emergency rooms for violent injuries are more likely than others to subsequently sustain another injury (Grisso JA 1996), the emergency room department may be an efficient setting for secondary prevention (Wishner AR, 1989). Other settings where intervention may reach significant groups of battered women include prenatal and ambulatory medicine clinics (Warshaw C, 1993). Secondary prevention should include: 

· Health Education 

Norms permitting violence in families are deeply embedded in the culture and eliminating family violence will require fundamental changes in the fabric of society. Public health personnel in developing countries can make an important contribution to this through educating the public and the policy makers on the influence of the social, economic psychological and environmental factors that affect family violence (Straus MA, 1980). 

For parents and potential parents, education and training in effective, non-violent methods of child rearing must be made available to reduce or eliminate the use of corporal punishment with children. 

Social change to promote greater equality between the sexes and lessen male dominance is also a necessity (Gelles RJ, 1985). This can be done by the health sector teaching the parents the importance of treating both boys and girls equally, e.g. by not practising the harmful traditional belief of son preference, which is highly prevalent in Asia and Africa. 

The health sector should also educate the women about their right to be safe because they may be unaware of the legal protections and social services in their area. For that reason funds must be readily available to support community and school education and early screening and intervention programs (Policy Statements, AMA, 1993). The goals of such programmes would be to minimise effects of domestic violence by heightening public awareness of the problem and its remedies. 

Unfortunately, evidence suggests that much have to be done before the health sector in the three regions of our study will be a true ally in the battle against the abuse.

· Follow-Up

Finally, follow up is necessary. The health care providers have been advised to use regular appointments to monitor her safety and the decision making process. One discussion does not cure recovery from violence or cause a woman to leave a violent husband. However, continuing communication, support, and exploration of options empower women to make changes that eliminate violence from their live (Burge et al 1995). 

According to Annals of Internal Medicine, domestic violence is also generally on going. Clinicians must recognise that recurrent injury and abuse are predictable and that the patient’s physical and mental health problems constitute an intra-traumatic stress response and therefore a follow up is very necessary.
5.5. Conclusion

With regard to intervention and prevention strategies at local, national, regional and international level, and given the fact that domestic violence is the leading cause of injuries with women, domestic violence can be taken as the basis for discussing a model for identifying interventions and prevention. Effective intervention and prevention will necessitate a long-term commitment of effort and resources at local, national, regional and international level in various areas, such as judiciary, research, media, international networking, health sector, etc. 

The health sector has been recognised as an opportunity to identify victims, as these services tend to see women throughout their life. More recently, others state that the health sector not only has to opportunity but also the responsibility to attend to these women. However, these expectations are not met. Many authors have documented the discrepancy between the large number of women who came to health care settings with symptoms related to living in abusive relationships and the low rates of detection and intervention by medical staff. Several reasons have been identified as being the cause of this: lack of interest of health care professionals, lack of training, lack of referral system, lack of specific protocol, medicalising the problem, etc. Most of these findings have evolved from developed countries. When transferring these findings to developing countries, one has to take into account the context, opportunities and constraints of the health care sector, in order to develop and implement health care strategies. 

The role of the health sector also implies to take fund raising initiatives, so that the strategies identified above are employed in all health centres. The health care professionals must also work with other community leaders and government officials to standardise protocols that deal with violence issues. Health care providers must step forward and establish broad–based community coalitions to enhance the awareness on domestic violence, support the formulation of anti-violence policies by the national governments and advocate for greater recognition of the problem of violence. The health services must assist in implementing recommendations about domestic violence, including professional specific guidelines and training in domestic violence for all emergency and primary health care staff. 

Finally, the creation of a life free of violence and a culture that respects human rights is a task for the developing countries. In this process, it is important to establish alliances that help in advancing consolidation of democracy in the region. This is one of the greatest challenges, which is of utmost importance for the developing world as we enter the 21st century. 

Chapter 6: Recommendations for a policy to fight violence against women in developing countries

"Advancing gender equality and equity and the empowerment of women, and the elimination of all kinds o violence against women, and ensuring women's ability to control their own fertility, are cornerstones of population and development - related programmes. The human rights of women and the girl child are an inalienable, integral and indivisible part of universal human rights. The full and equal participation of women in civil, cultural, economic, political and social life, at the national, regional and international levels, and the eradication of all forms of discrimination on grounds of sex, are priority objectives of the international community." 

Principle 4 of the Programme of Action of the International Conference on Population and Development (ICPD), Cairo 1994

· "Strategic objective D.1. : To take integrated measures to prevent and eliminate violence against women"

· " Strategic objective D.2.: To study the causes and consequences of violence against women and the effectiveness of preventive measures"

· "Strategic objective D.3.: To eliminate trafficking in women and assist victims of violence due to prostitution and trafficking"

Platform of Action, Women's Conference Beijing 1995.

Preamble

· Structures at macro-level help to perpetuate violence (e.g. structural adjustment programmes). Many structural reforms need to be recognised and addressed in order to develop a comprehensive response to violence against women. These reforms are situated on cultural, economic, legal and political level. Unless these reforms are seriously taken into consideration, workshop participants argued that an effective implementation of the recommendations mentioned below can be seriously hampered.

· Effective prevention of VAW is only possible by co-operation between the different actors in the field and by approaching the problem of VAW in a holistic and multidisciplinary way.

· Although this paper concentrates on proposing recommendations for the development of a health care sector strategy to fight violence against women, it is paramount - for the sake of developing effective interventions - to include recommendations for the judiciary, civil society and researchers. More extensive recommendations can be found in the Beijing Platform of Action, some of which are mentioned below as workshop participants have highlighted them.

6.1. Recommendations for civil society

· A welfare system that takes care of unemployed and the less privileged would help offset the powerlessness that comes with economic impoverishment and that encourages domestic violence in developing countries.

· The power of the media (TV, radio, theatre plays, popular communication tools, etc.) can be harnessed to change norms and values around gender roles and violence. Media campaigns should however, be aware of sensationalising the issue of violence against women, as this would result in disempowering women.

· At the national level there is a need to have a co-ordinating group/institution which develops an overview of the situation, including current responses and actors to facilitate sub-national activity and relates them to general activities.

· Distribution of financial and other resources for community based programmes and NGO's that have long been addressing the needs of battered women, must be supported. 

· Training and sensitisation for professionals from the educational, social and health sector should be supported. 

· Involvement of survivors and those with experience in community based services in the development of policies and programs to address VAW should be encouraged.

· Community wide prevention programmes should be linked (e.g. health care workers, law enforcement agencies, and family violence programs).

· Where appropriate, shelters should be evaluated and more shelters should be opened to assist women who are willing to leave abusive relationships.

6.2. Recommendations at legal level

· Governments should ratify the relevant human rights treaties and conventions and translate these into national laws so that there is an appropriate framework to support VAW-actions.

· Law enforcement and prosecution are necessary, in order for the judicial system to combat VAW. 

· Discriminatory laws for women should be reviewed and reformed.

· Advocacy is needed for a specific law on VAW.

· Legal procedures should be simplified to make them accessible for illiterate women.

· Training and sensitisation is needed at all levels of the judicial system

· The state should ensure to provide free legal aid for poor women

· Existing women police stations (e.g. Brazil) that deal with VAW related issues should be evaluated, before implementing them in other countries. 

6.3. Recommendations for the health care sector

Preamble

· Following recommendations should be placed within the existing political, legal and economic context of a particular region or country.

· On the basis of these recommendations, the workshop drafted an intervention model for both rural and urban areas in a developing country setting. The draft is included in annex to this workshop report.

Recommendations have been formulated on the following categories:

· Training: 

· There is an ongoing gender sensitisation needed for the health care sector.

· All training efforts done by the health care sector to tackle VAW, and more specifically domestic violence, should take into consideration the social and cultural values and attitudes in which violence occurs.

· Collaboration on training should be envisaged between the NGO's and the health professionals.

· All health care personnel within a health facility and at primary health care level need to be sensitised on the issue of VAW.

· Primary health care providers should be trained to identify and provide first level supportive care and to refer appropriately. 

· Advanced training for frontline service providers and at primary health care level is necessary on technical skills and on attitudes and behavioural aspects.

· The issue of VAW should be integrated into curricula for under graduate and post -graduate health professionals, social workers and health care professionals (HCP's) in schools.

· HCP's should be trained to ask women confidentially on violent experiences during routine antenatal visits.

· Intervention

· All interventions done by the health care sector to tackle VAW, and more specifically domestic violence, should take into consideration the social and cultural values and attitudes in which violence occurs.

· A multidisciplinary approach is paramount for those health care centres tackling VAW.

· Collaboration on interventions should be envisaged between the NGO's and the health professionals.

· HCP's should look for, and if possible, establish a referral network. 

· HCP's should identify a focal point within a referral network. 

· During antenatal visits, HCP's should ask women confidentially on violent experiences.

· Where possible, HCP's should look for the establishment of follow-up mechanisms.

· Where no shelters are available, alternative strategies need to be developed and evaluated (eg. overnight hospitalisation for crisis situations in Kuala Lumpur).

· Prevention

· All preventive efforts to tackle VAW, and more specifically domestic violence, should take into consideration the social and cultural values and attitudes in which violence occur.

· A multidisciplinary approach is paramount for the health care centres tackling VAW.

· The health care sector should advocate for the development of a gender sensitive protocol on VAW, which should be developed by the Ministry of Health or health care department of a government. This protocol should take into consideration the differences between rural and urban settings of a country.

· Policy

· The health care department of a government or Ministry of Health should develop a gender sensitive protocol on VAW. This protocol should take into consideration the differences between rural and urban settings of a country and look for follow-up mechanisms.

· The health care department of a government or Ministry of Health should develop a policy on the role of the health care sector in tackling VAW. 

· The health care department of a government or Ministry of Health needs to identify focal points within the referral network.

· VAW should be incorporated into reproductive health services of the primary health care sector.

6.4. Recommendations for research

· Research should be conducted in a ethical and safe manner

· More qualitative (socio-cultural research) and quantitative (epidemiological data) research on VAW is needed.

· More research is needed on:

· Children (e.g. consequences of living in a violent situation);

· Men (e.g. determination of risk factors associated with being or becoming a perpetrator). Findings from such studies will guide the development of effective prevention and intervention, especially in Latin America, Africa and Asia;

· Community coping strategies;

· Effectiveness of laws, investigative procedures;

· Situation analyses in different contexts;

· Evaluation of interventions;

· Promotion of self-sufficiency for women ;

· Making services universally available.

· Research should be action oriented and participatory when possible (in partnership with NGO's and community based organisations (CBO's)).

· The set up of a network on exchanging best practices and on dissemination and sharing of information is paramount (e.g. regional networks, internet access, …)

· Donors should support the creation of databases on health care sector responses to VAW and support the dissemination of information (e.g. protocols, best practices…) using existing organisations (e.g. WHO).
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Annex 1: Report of the workshop "Health care strategies for combating violence against women in developing countries, June 21-23, 1999"

1. Introduction

The general objective of the study, to formulate recommendations for developing health care strategies on the issue of VAW, has been met in chapter 6. In a first phase, these recommendations have been carefully formulated on the basis of an extensive literature study. In a second phase, the recommendations have been discussed during the workshop. This workshop aimed at proposing recommendations for the health sector to combat VAW in developing countries. The workshop was held at the University Hospital in Ghent, Belgium from June 21 until June 23, 1999. A limited number of experts in the field of domestic violence/health care sector from developing countries were invited. A draft discussion paper, including preliminary recommendations, on the subject was sent to the workshop participants in advance, allowing participants to review and comment on the draft. During the workshop, the draft discussion paper and the proposed recommendations were discussed and final recommendations were formulated (chapter 6). 

2. General objective of the workshop

· To propose recommendations for health care strategies to combat violence against women in developing countries.

3. Specific objectives of the workshop

· To assemble representatives from developing countries

· To give a picture of the magnitude of the problem in Africa, Latin America and Asia

· To present examples of good practices of the health care concerning violence against women

· To discuss a list of recommendations to be addressed to the Belgian policy on development co-operation.

4. Methodology of the workshop

The workshop ran for 3 days. The first day was reserved for participants' presentations on the magnitude of the problem and initiatives by the health care sector concerning VAW. These presentations are included in point 5 of this chapter. On the second day, the recommendations as proposed in the discussion paper were discussed and on the third day, it was decided to discuss an intervention model for primary health care in rural and urban settings in developing countries. A summary of the discussion on these intervention models is included in annex 2.

Participants have been selected on 4 criteria: 

· literature review

· publications of participants

· by contacting Women and Health Department of WHO (Dr. Claudia Garcia Moreno, Global Program on Evidence for Health Policy) & Lori Heise, Co-director Centre for Health and Equity Centre, USA

· professional background of participants.

The preliminary recommendations have been proposed based on a literature review. The workshop participants have been chosen both from NGO's and Universities, and came from Latin America (Chile, Brazil), Africa (South Africa, Sudan) and Asia (Pakistan, Malaysia).

5. Participants' presentations

At the first day of the workshop, the participants were given the floor to present approaches by the health care sector to tackle the problem of VAW, and to give, wherever possible, data on the prevalence of VAW in their regions. Participants were invited on the basis of their expertise, and are active in the field of VAW/health care approaches in from developing countries

In a first presentation regarding Latin America, Mrs. Duque from Isis Internacional, gave a very comprehensive and extensive overview of the situation of VAW in this region. As most participants to the workshop, she emphasised the importance of taking into consideration the social and cultural context of a country when attempting to set up initiatives that tackle the problem of violence. Specifically for Latin America, Marianismo and Machismo are two major concepts playing a role in the perpetuation of VAW. Other determinants, such as the authoritarian military history and police-state culture of the region and the Structural Adjustment Programmes, are also considered to be important perpetuating factors. Since 1980, 4 major strategies were developed in the region: sensitisation, education, policy development and strategies aiming at cultural change. Mrs. Duque finishes her contribution with a demonstration of some of the initiatives developed in the region. 

Dr. Ana Lucas d'Oliveira, from the University of São Paulo in Brazil, focuses on the constraints of and initiatives developed by the health care sector. She demonstrates the consequences of poverty in the region on the health sector in general, and on VAW-initiatives in particular. Although she recognises the fact that the health sector in low-income countries is already overloaded and that these services might not have the time, resources and will to attend to demands of abused women, she strongly believes that there are important benefits associated with taking up the challenge of tackling VAW within the health sector. She further explores the health care initiatives in Brazil, which demonstrate the growing attention of the health care sector to the issue of VAW.

The first paper of Amal K. Khairy from Sudan, is a very good example of the impact of institutional violence on the every day life of women. Domestic violence is most common in Sudan, e.g. self-inflicted violence such as suicide or unsafe abortions that demonstrate the psychological suffering of women. FGM is widely spread and deeply rooted in most communities of Sudan, and is further explored in a second contribution of Mrs. Khairy. This second paper demonstrates clearly that the struggle against circumcision practices must be targeted at various levels. The paper finishes with giving a short overview of community based initiatives that exist in the country. 

The second contribution on Africa, written by Dr. Julia Kim from the University of Witwatersrand, expresses the need to recognise the link between gender violence and HIV/AIDS, as it has the potential to raise awareness and add impetus to the recognition of domestic violence as a critical public health issue. The paper highlights some key approaches that have been emerging from within a variety of African contexts, ranging from research on women's experiences within the health care system, training of health care personnel, media campaigns to capacity building of organisations. She concludes with citing the major recommendations from the WHO/AFRO Intercountry meeting on Violence Against Women and Children: Prevention and Management of the Health Consequences (Harare, 1994). Obviously, VAW is also in Africa gaining recognition as a public health problem. 

The paper of Ivy Josiah gives a picture of the situation in Asia from the Women's Aid Organisation in Malaysia, and by Prof. Dr. Fariyal Fikree from UNFPA in Thailand. As was the case in Latin America, the example of Malaysia clearly shows that women's organisations and shelters have played a major role in raising awareness nation-wide and in the recognition of domestic violence as a major public health issue. Also, the importance of co-operation between women's groups, health care workers and other parties concerned is highlighted in this contribution. The example of the One Stop Crisis Centre demonstrates that this is an innovative health care strategy in the long term elimination of VAW, but Mrs. Josiah also gives an overview of the critical issues to be attended to in order for these One Stop Crisis Centers, to remain successful. 

In the case study of Karachi, Pakistan, Prof. Fikree highlights the importance of considering the "hidden" violence Pakistani women suffer in their daily marital lives in the social dimensions surrounding physical and mental ill-health. Prof. Fikree further stands up for a close collaboration between HCP's and NGO's and other actors in the field. 

In the following, all papers of the participants are included in order of appearance at the workshop.

5.1. Violence against women in Latin-America

5.1.1. Violence against women in Latin America and the Carribean: causes and impact on women and development, Isabel Duque, Isis Internacional
Violence against women is an obstacle to the achievement of the objectives of equality, development and peace. Violence against women both violates and impairs or nullifies the enjoyment by women of their human rights and fundamental freedoms. The long-standing failure to protect and promote those rights and freedoms in the case of violence against women is a matter of concern to all States and should be addressed (Beijing Platform for Action, Paragraph 113).

According to article 1 of the Declaration on Violence Against women, the term "violence against women" includes "any act of gender-based violence that results in, or is likely to result in, physical, sexual or psychological harm or suffering to women, including threats of such acts, coercion or arbitrary deprivations of liberty, whether occurring in public or private life"(Declaration on the Elimination of Violence Against Women, article 1, resolution issued by the General Assembly of the United Nations, December 1993).

Introduction

In order to speak of violence against women, it is necessary to examine a wide range of facts and situations which today affect women around the world. This has meant studying the phenomenon as a logical consequence of the lack of economic, social, political and cultural rights. Women are not just object to physical violence; they are also deprived of their basic human rights, such as access to education, health, satisfactory sexuality and motherhood, employment, the right to choose a profession etc., and forms of violence that are as harmful as rape, physical violence, harassment or incest.  This concept of violence is the result of contributions over the past 15 years of the feminist movement and women from different parts of the world. 

A recent study by the World Bank includes a series of studies which point to gender-based violence as a fundamental problem perceived by women, which affects their lives and which is an area in which international co-operation should focus its efforts.

According to UNESCO and based on a study by the Interamerican Development Bank (IDB), Latin America and the Caribbean is the most violent region in the world.  This is no mere coincidence: a look at our history of conquest by the Spanish provides enough elements to explain violence in the region and, especially, gender-based violence.  Indigenous women's violated bodies remain an important component in our Latin American identity.  It is impossible to ignore the violence generated through the legitimisation of wars and the arms race explained in the name of "national security" and of racial superiority, in order to continue increasing military spending, exalting physical strength as the ideal model of masculinity and the idea of vulnerability and passivity attributed to women. 

Although it is acknowledged that violence and violent behaviour are displayed by men, by men against other men and by men against women, the pre-requisites for violence are a product of society and culture and have to do with gender roles taken on by women and men in different societies and at different historical stages. It can be qualified not only by the place where it is committed, but by the cultural conditioning, i.e., the way in which some cultures allow and reproduce violence more explicitly than others. 

On the other hand, one of the most important concerns today is the achievement of social, economic and political development of all human beings. The well-being of humanity is an aspiration and a challenge as much for the present time as it is for the future.  In order to achieve this goal, women face a serious obstacle — the violence perpetrated against them: violence, which denies their basic human right to live with dignity.

The social cost of gender-based violence is expressed through lost workdays, the expense of services for victims, and in the even greater cost of human suffering and the long-term effects implied in the perpetuation of a violent and unjust social system.  Women's possibilities to make free choices in equal conditions with men are limited in almost all spheres of life: in school, at work, in the home, and in most areas of the public sphere.  Women are obligated to remain in relationships that block their potential as human beings and as citizens fully prepared to participate in development.

If we understand development as a process that increases people's capacity to choose, women must have the opportunity to decide their own destinies for themselves and leave behind their state of subordination.  Violenceacts against this goal and limits the ability to choose in almost all areas, public as well as private. It is clear that strategies aimed at increasing women's citizenship are linked to the subordinate conditions to which women are subjected throughout their life-cycle. It is precisely this redefinition of the concept of citizenship that aids women's groups fighting violence in all its forms by providing a political context for their actions. The slogan "democracy in the country and in the home" perfectly illustrates how women perceive structural violence as affecting both the private and the public spheres. 

The Concept of Violence

According to the Dictionary of the Royal Academy of the Spanish Language, violence is the application of non-natural means to things or people in order to overcome their resistance.

In social sciences, to speak of violence is to refer to a state of exploitation and/or oppression in which every relationship involving subordination or domination is violent.  This context is thus, a form of exercising power over someone placed in a position of hierarchical inferiority or subordination.

The social and cultural context is a factor that must be considered when attempting to understand the phenomenon of violence.  It can generate violence and, simultaneously, the tolerance of violence, which allows the persistence of inequality within the social system.  It is necessary to analyse such tolerance in the context of the economic, cultural, social, political and religious oppression to which women are subjected in our societies.  Economic oppression is directly related to the idea of unpaid domestic work.  Cultural, political and religious oppression are manifested through the patriarchal model. In this sense, the concepts of the cult of the Virgin Mary (marianismo) and machismo in Latin America are stereotypes related to the construction of identities. 

Various studies have shown that there is a close relationship between the degree of institutionalised violence in a society and the presence of the patriarchal model, which imposes relationships of hierarchy and domination. Violence is, therefore, both a result of and at the same time, a condition for maintaining this type of domination.  

The system of authoritarian interaction within the family is an element that reproduces the authoritarianism in society.  To the extent that the relationships of power which are established in the family include the use of violence, individuals are conditioned to accept violence as a legitimate method of imposing authority in this and other social systems. 

This pattern of authoritarian relationships extends to other levels, remaining thus an ideological support for wars, repressive governments, and authoritarian interpersonal and family relationships.

This pattern utilises various mechanisms, which are the product of long-standing cultural traditions.  These traditions reflect a power relationship whose direct consequence for women is a daily experience of discrimination and oppression.  It could thus be stated that as long as women do not occupy positions of equality with men, they will remain objects of violence.  

"Although violence against women is almost universal, its patterns and their causes can be fully understood and remedied only in specific social and cultural contexts. Each society has mechanisms that legitimise, obscure, deny — and therefore perpetuate  violence" (Heise, Pitanguy, and Germain, 1994).

"Patriarchy is a social order of power, based on a model of domination, whose paradigm is men. This ensures the supremacy of men and of the masculine over the inferiorization of women and the feminine. It is thus an order of domination of some men over others and of alienation among women... the basic principle of the accumulation of power of domination is the right of men to expropriate women's creations, their material and symbolic goods and, their being.  The kind of world which results from this is one of basic inequality between men and women, an unfair, alienating, androcentric, misogynist and homophobic world" (Lagarde, 1996).

In this sense, violence against women is the result of a system of gender relationships based on the assumption that men are superior to women.  This idea of masculine domination is present in most societies and is reflected in their legal systems and customs.

Violence is manifested in two forms: one which is expressed in a more subtle, institutionalised or structural form; and the other which is open and direct and thus more notorious. 

Structural violence is present in political, economic, and social systems wherein oppression is maintained against those denied social, political, and economic benefits, making them more vulnerable to suffering and death. Structural violence serves as a basis for direct violence, because it influences the patterns of socialisation, leading these individuals to accept or inflict suffering according to the social role they play.  

Open or direct violence, on the other hand, is exercised through the use of aggression, weapons, and physical force.  It is the violence of war, and it is also that violence which affects one in four women in their homes around the world, regardless of race, class, or religion, making it, according to the United Nations, the world's major hidden crime.

In the case of women, structural and direct violence are complementary.  Thus, structural violence against women is crystallised in openly discriminatory laws, while reinforcing social conduct that implies direct violence, which is tolerated as part of the power of the head of the household.

Among the structural components of violence are frustration, oppression and prejudice.  These are expressed socially to varying degrees according to the form in which these components are articulated in each society or community.

The basis for violence against women in the various spheres of these societies is rooted in the hierarchy established for the sexes in power relations — a hierarchy in which women are placed in an inferior position.  The inequality between male and female is made manifestly clear in the family, in the sexual differentiation of roles, which is reproduced in all social organisations and groups.  

Men count on authority, endorsed by law and custom, to maintain the distribution of duties, resorting to, if necessary, physical punishment to enforce this authority.  Domestic violence against women is introduced, therefore, within a predetermined form of power relations, in which violence is used as a method of social control.

The consequences for women who live in daily contact with discrimination and violence have been studied.  Low self-esteem, for example, is translated into the woman blaming herself for the situation, into feelings of inadequacy, shame, or the inability to respond at any moment to what is expected of her, according to the cultural patterns which define her role and constitute her identity.  The contradictory mechanisms, conscious or unconscious, which women develop in a permanent play between subordination/rupture, not only have consequences for herself but are also expressed in the socialisation of her sons and daughters, in the couple relationship, and in every sphere of her life.  At the same time, these mechanisms reproduce the authoritarian and hierarchical models imposed upon women which are extended and perpetuated beyond the family sphere.

Although domestic violence against women is widespread, society gives little importance to this phenomenon and its effects.  The legal and judicial system show a great weakness in punishing those responsible, and society often blames the victim for having provoked the punishment, or ignores the situation, considering it part of the private life of a couple.

Therefore, the ineffectiveness of the justice system in confronting domestic violence is a result of the coexistence of two systems of social control - one private and the other public - with one objective: the maintenance of this order.  As the man is empowered to maintain the social order of his home, so is the justice system given this right in the public world.  Thus, if in the course of fulfilling his duties, a man "exceeds" his duty and beats his wife or partner, it is unlikely that the justice system will punish him, given that this action only expresses an "exaggerated" role seen as necessary for the maintenance of this order.  In this way, the justice system's failure to condemn private violence by men against women succeeds in legitimising this violence, creating the image that it is an acceptable means of controlling women.  

Domestic violence against women is, therefore, a social phenomenon, given that it affects the majority of women during at least one stage of their lives. At the same time, domestic violence against women is a gender phenomenon in the sense that it affects women as a group.  As such it is introduced into a system of power relations in which women cannot count on much support from police and judicial institutions and do not have sufficient political clout to generate in their favour.

Gender-based violence in Latin America and the Caribbean

In Latin America and the Caribbean, violence forms part of the social structure and is linked to the organisation of the social system, permeating the different social institutions, first by establishing oppressive and discriminatory family relations.

In our region, the structural adjustment programs imposed under the neoliberal model have broadened the gap between the rich and the poor, increased inflation, reduced real wages, and increased the workload, among other, numerous consequences.  Following the economic and social crisis of the so-called "lost decade" (the 1980s) and the return to democracy at the end of the Eighties, almost all the countries in the region have proposed the neoliberal model as a panacea to cure all the ills of the population and, in particular, to resolve the situation of poverty in which 206 million people live today.  One of the sectors of the population most severely affected by these measure are women and children.  In most countries of the region, more women are heads of household; purchasing power has decreased for most of the population; and unemployment has risen, as has crime and personal assault.  Another consequence of the structural adjustment programs is seen in the patterns of migration which have a unique impact on women, either because they had to assume the role of head of household, or because they have been displaced from their homes, or had to immigrate and have suffered the consequences of violence provoked by xenophobia and racism.

Similarly, the situation of colonization which some countries in the region have experienced or are presently experiencing also results in forms of violence against women.  Also, violence against indigenous, afro-Latin, or afro-Caribbean women takes on special characteristics due to their ethnic and racial origins.

On the other hand, the authoritarian military and police-state culture that has permeated the lives of thousands of millions of Latin Americans since the armed conflicts and military dictatorships of past decades as well as in the militarized zones has resulted in a greater tolerance of violence and new forms of violence against women, such as the sexual exploitation of women in military camps. 

And even though it seems contradictory, in the peace process and the transition to democracy, women have seen their rights further reduced.  In order to have  political participation in these processes and to exercise their full rights as citizens in the new democracy they must face many obstacles.

Thus, gender-based violence has been associated with the continuation of machista ideology and refers to domestic and sexual violence in its different expressions. 

"Violence can occur during any phase of a women's life. A life cycle perspective also reveals that violence experienced in one phase can have long-term effects that predispose the victim to severe secondary health risks, such as suicide, depression and substance abuse. Evidence suggest that the earlier in a women's life violence occurs - especially sexual violence - the deeper and more enduring are its effects". (Heise, Pitanguy, and Germain, 1994, p.4)

Violence in the family, known as domestic violence, is the most common form of violence, which affects women everyday, regardless of age, education, race, or socio-economic conditions. It has been defined as "an act committed within the family by one of its members, which seriously harms the life, body, psychological integrity, or freedom of another member of the family".

Another definition that accentuates the values involved, states that domestic violence is the product of the existence of patriarchal traits at the familial and social level which contradict other values of equality and freedom also recognised by society, thus creating a new range of conflicts .

Emphasising its effects, violence is defined as the abuse which generally occurs between members of the same family, in a couple, or between people who at a given moment in their lives are living together. Statistics and studies show that women are the main victims, with children and the elderly also being affected.  This abuse occurs almost always in the family home and consists of a) physical aggression, minor and major blows (burns and injury to internal organs), marital rape, and, in extreme cases, murder or feminicide and b) emotional abuse which includes psychological degradation, verbal humiliation, continual threats of abandonment, the threat of physical abuse, economic blackmail, and imprisonment in the home.

The majority of studies show that women are the principal victims of domestic violence and the term "battered woman" refers to a woman who is mistreated by her boyfriend, husband, or other male with whom she is or has been involved in an intimate relationship, and who is assaulted psychological or physically by her companion. One incident of abuse by a man does not necessarily define a woman as a battered woman.  However, if the incident is repeated only once, and the woman remains in the relationship, this becomes an abusive situation.

In our region 20% to 60% of women live in violent situations: Antigua and Barbados, 30%; Chile, 30%; Colombia 50%; Costa Rica, 20%; Mexico, 24%;  Panama 63%; Surinam, 35%. (ONU. World's Women 1995: Trends and Statistics).

According to studies carried out by the IDB in various countries of the region, violence against women in the home is responsible for a lower quality of life, an increase in mortality rates and decreased labor stability. (Inter Press Service, 1997)

On the basis of several small-scale studies, the Centro de Derechos de la Mujer (Centre for Women's Rights, CDM) in Honduras estimates that 80% of Honduran women have been the victims of violence within their marriages.  In this sense, the women's movement in Honduras succeeded in getting the government to introduce reforms in the Penal Code with regard to sexual violence and drew up a proposal which was ultimately made in law, regarding domestic violence.

Thus, statistics from six private institutions and the Office of the Special Prosecutor for Women indicate that between January and September of 1996, 3,070 complaints of domestic violence and sexual abuse were registered.  An average of eleven complaints per day.  During the same period of the preceding year, 1,529 complaints were registered.

In Bolivia, domestic violence mostly affects women between 17 and 36 years of age, while sexual violence affects mainly adolescents (UNICEF).

Data provided by Servicios Legales Integrales from Bolivia, from  November 1994 to July 1997 indicate that a total of 25,875 cases were submitted in nine departments of the country. The largest number was reported in the eastern department of Santa Cruz (40.8%).  Amongst them , 9738 cases were women victims of physical violence, 6.776 psychological violence, 512 sexual violence, all 3 types of violence 6.078 women, 8 murders, 68 woman were abandonned, 74 rape attempts and 2.047 non specified types of violence (Center for the Promotion of Women, Gregoria Apaza: for UNDP National and Regional Reports, 1999).

In Brasil  63% of women were physically  injured by their male partners in the domestic sphere. They were responsable for 72,3% of women«s murders. At least 2500 women are victims of crimes of passion per year. The Uniao de Mulheres de Sao Paulo estimated that approximetely 500 thousand women are victims of domestic and/or sexual violence (1998) (Source: CFEMEA, Brasilia, march 1999).

According to data from the Regional Center for the Attention of Childhood Mistreatment, in 1992, physical aggression represented 48% of the crimes committed against children, of which 58% were girls (Leila Linhares, CEPIA. for UNDP National and Regional Reports, 1999).

In Costa Rica, in a study of a representative sample of 1,312 women in the metropolitan area of San José, carried out in 1993 by Quirós et al., in co-ordination with the Centro Nacional para el Desarrollo de la Mujer y la Familia (National Centre for the Development of Women and the Family) and the Ministry of Health, 35% of the women stated that they lived in situations of frequent aggression.  Fifteen per cent of women engaged to be married were being abused. 

In Ecuador, according to the Bulletin of Statistics No. 9 of the Fundación Mar’a Guare in Guayaquil (August 1997), which reported on complaints made to the Women's and Family Police Station in that city, 6,153 cases of domestic were reported between October 1996 and April 1997. In 92.72 % of these cases, the victims were women.

In Argentina, according to data from the Judicial Computer Center  of the Civil Chamber, 1,009 domestic violence cases were filed in 1995. In 1996 this number increased to 1,601 and in the following year there were 1,820 cases. The average number of assaults on partners attended at the Vicente López Municipal Women's Center is 3,500. Aproximately 5,000 persons per year- most of whom are victims of marital violence and sexual abuse- are attended at the Victim Attention Center in Córdoba. In 1998, 1,700 persons were attended by the family violence service at Alvear Hospital: 1,200 of these cases involved marital violence. Around 5,000 persons were attended in 1998 by the Argentinean Association for Prevention of Family Violence (Silvia Chejter, CECYM, for UNDP National and Regional Reports, 1999).

In Medellin, Colombia, where violence is associated with socio-economic, historical, cultural, geographical and political conditions, of the 2,600 cases reported during 1994 in the 13 Forensic Medicine Centres, 42.68% were cases of aggression between spouses and 34.24% were cases of sexual abuse. In 85% of the cases, the victims were women — a ratio of 24 women for every man abused within a couple relationship.  In the cases of sexual abuse, almost 85% of the victims were women, more than half of whom (52%) were girls under the age of 15.  One in every 10 cases involves girls under four years old (Instituto Nacional de Medicina Legal/National Institute of Forensic Medicine, Statistical report on domestic violence, 1994).

Data provided by the Emergency Unit of the Public Hospital in Kingston, Jamaica, indicate that every day approximately 20 women are treated on an outpatient basis for wounds requiring stitches, and that 90% of these cases are the result of domestic violence (Barbara Bailey, for UNDP National and Regional Reports, 1999).

In Chile, a study on abused women revealed that 40% of them underwent greater abuse during pregnancy (Panos Briefing 1998). In the same country, a study carried out to evaluate the socio-economic cost of domestic violence carried out recently by the Interamerican Development Bank, revealed that more than 40% of women had experienced some form of domestic violence, 71% of whom had been the victims of psychological violence, 35.6% of physical violence and 20.3% of some form of sexual violence.  The same study concluded that "women who suffer abuse show less probability of working outside the home" and that "women who suffer severe violence earn only 39% of what women who do not suffer this type of abuse earn.  The cost for the economy is significant. All forms of domestic violence reduce women's income by $1,560,000,000 dollars in Chile (over 2% of the Gross Domestic Product in 1996)" (Morrison and Orlando, 1997).

In the same study, based on a sample of 378 women in Managua, Nicaragua, it was concluded that 52% suffered some form of abuse: 28 % suffered severe physical abuse, 30% moderate physical abuse, 45% were victims of psychological violence, and 18% had experienced sexual violence. Thirty-eight per cent of women who suffer psychological abuse work outside the home; the women who suffer severe physical abuse earn only 57% of what women who do not suffer such abuse earn.  The study concluded that in 1997, working women earned 29.5 million dollars less due to domestic violence - equal to 1.6% of the GDP in 1996 (Morrison and Orlando, 1997).

A Nicaraguan study revealed that 41% of women who did not received any income were seriously abused victims, in comparison with 10% of women who received income and worked outside the home (IDB Special Report, 1997).

A study on the prevalence of domestic violence against women carried out in 1995 in Leon, Nicaragua shows that  "one-half of women (52%) who had ever been married or in a common-law had experienced violence from an intimate partner, and that one in four had experience violence during the previous year”. The research revelaed that of the women who had been abused one-third had been raped by their partners and one-third had been beaten in pregnancy (Ellsberg et al, October 1997).

According to the Center for Peace Studies at  the Universidad Central de Venezuela, during the first half of 1998, 26 women in Caracas died as victims of homicide. From the findings of international research, it is estimated that the deaths of at  least 50% of these women were due to conflicts with their partner (Asociación Venezolana para una Educación Sexual Alternativa for UNDP National and Regional Reports, 1999).

Violence in the workplace arises in the context of work and salary discrimination. Three types of violence can be distinguished in this category. The first is sexual harassment, generally by a superior, which affects attainment of a position, job stability and opportunities for promotion. The second refers to discrimination in access to jobs and job promotion. The third is related to wage gaps between women and men who perform the same work. Here are some examples.

According to a 1991 study by Chile's Centro de Estudios de la Mujer (Centre for Women's Studies), 20% of women workers interviewed in a sample from greater Santiago stated that they had been sexually harassed. Eighty-four per cent felt certain that sexual harassment on the job exists and 36% knew of actual instances of sexual harassment (Délano, Todaro, 1993).

According to an estimation made by the International Labor Organization in Brasil, 52% of the women´s labor force were sexually  harrassed at the workplace (Source: CFEMEA, Brasil, march 1999).

A study at the Padre Billini Hospital in the Dominican Republic showed that sexual harassment affects 42% of the working female population in the free-trade zones and 28 % of the student body at the university level. The study also revealed that in 25% of homes, a member of the household has been sexually harassed at some point (Todaro, R. and Vicoso, L. 1996:28, cited in Luciano, D., 1996: 31).

Positive steps have been taken against sexual harassment — an issue repeatedly championed by the women's movement.  For example, in December 1995, Costa Rica passed the Law against Sexual Harassment in the Workplace and in Schools. In Uruguay, sexual harassment was defined as a serious form of discrimination, in recent legislation outlawing job discrimination.

In the institutional sphere we find political violence expressed through repression, torture, and violence towards female prison inmates as women and as prisoners.  Violence is also associated with civil war and armed conflict within the community. Women are converted into war booty. Mass rape, regardless of age, is the main manifestation of gender-based violence during war.

Several countries in the region are affected or have been affected by armed conflicts of varying intensity. In all cases, however, the cost in terms of social welfare and human life is highest for civilian society, particularly women.

In the areas which are or have been affected by armed conflict in Latin America and the Caribbean, those most affected are the most vulnerable: peasants, children, community and political leaders. Whether in Haiti, Peru, Guatemala, El Salvador, Colombia or Chiapas (Mexico), women are exposed to specific forms of violence because of their sex. They are routinely subjected to sexual violence while they must also assume major responsibility for taking care of their families after being displaced either within the same country or as refugees somewhere else.

According to a study by the Episcopalian Conference of Colombia, 58.2% of displaced persons were women and girls, 7 percent higher than their proportion of the total population of Colombia.  And 24,6% of households are headed by women, the vast majority of whom have been widowed through violence (Segura and Meertens, in Isis Internacional, 1998).

A recently-published study indicates that between 1993 and 1994, more than 600,000 people from the Andes and the Peruvian Amazon had to flee their homes because of violence.  Statistics gathered for the Displaced Persons' Table in Lima, Peru, show that 400,000 persons currently find themselves in this situation.  The same study focuses on displaced women and, especially, those who decided to return to their places of origin, since the percentage of female heads of households in areas being repopulated is 33%, and 26% of such households are headed by widows.  Seventy-five per cent of widows heading households are of childbearing age, speak only Quechua and are mostly illiterate (Miroslavic, D., in Isis Internacional, 1998).

According to official estimates, in Guatemala there are approximately 200,000 orphaned children and 40,000 women who have been widowed as a result of the armed conflict unfolding over recent years in that country.

Institutional violence also includes the violence suffered by women in health care. One form is the use of coercion which limits women's ability to exercise their right to control their health and sexuality. Coercion is, above all, a form of violence. Many pregnancies result from the lack of information about and access to methods of contraception. Pregnancies resulting from rape are not uncommon and may end in illegal abortions performed under unsanitary conditions that endanger women's lives and health. Women are also exposed to other forms of coercion, such as the practice of unnecessary Caesarean deliveries, sterilisation without consent and the distribution of contraceptive methods without sufficient information. Sometimes women are poorly treated in the health care services, abuses which range from exceptionally long waits to abusive language or even physical abuse.

Racial and ethnic violence is also included in the sphere of institutional violence, crossing the spheres mentioned above, albeit with its own specifications.  It is the extreme manifestation of the discrimination suffered by Afro-American and native women. While this violence affects men in a similar way, it compounds violence against women. 

Sexual violence has inherently specific aspects linked to sexuality. It is manifested in forced prostitution, rape, trafficking in women and sex tourism in our region.

In Chile, a recent study of 378 adolescents between the ages of 14 and 19 from poor neighbourhoods in Santiago revealed that 11.1% had experienced at least one episode of sexual abuse (Gray et al, 1995) (Fernández, 1997:12).

Statistics from the Jamaica police Sexual Offense Unit indicate that, in 1997, 1,857 cases of sexual offenses were filed, of which 40% involved rape and bodily harm, along with 97 cases of incest, 56 assaults with intent to rape, and 29 cases of attempted rape. Between January 1 and November 15, 1998, 760 cases of rape and 455 of physical abuse were reported (Barbara Bailey for UNDP National and regional Reports, 1999).

According to data from the Census on Children and Adolescents Working in the Street, sexual exploitation in major cities of Nicaragua is a phenomenon fundamentally pertaining to adolescent women averaging 16 years of age, although 13-year old girls were also present. In fifty sites in Managua, there are from 1000 to 1200 women visibly engaged in prostitution, 40% of whom are under 18. Activities of sexual exploitation involve 24 hours of work per week earning US 3,00 an hour, and the average weekly income from  prostitution is US$75 (Carmen Clavel and Verónica Gutiérrez, with collaboration from Lorna Norori, Fátima Real and Violeta Delgado for the UNDP National and regional Reports, 1999).

In Uruguay, according to a six-month management study at the Centro El Faro (1996), which treats adolescents who have been sexually or physically abused, 95% of the 250 cases registered were cases of sexual or physical abuse within the family (60% were cases of physical abuse and 40% were cases of sexual abuse) and in 98% of the cases, the victim was female.

Statistics from the Venezuelian National Institute for Minors reveal that during the first eight months of 1997, 71 cases of sexual abuse against minors were attended. Of these, 64 were girls, and all cases were associated with serious situations of domestic mistreatment. According to estimates provided by the Community Learning Center, 10 to 20% of the child population has been sexually abused, but only one case in ten comes to light (Asociación Venezolana para una Educación Sexual Alternativa for UNDP National and Regional Reports, 1999).

A 1994 study made by FUNDA-CI and CISFEM under an agreement with UNICEF indicates that at that moment, some 40,000 children and adolescents were being prostituted in Venezuela. Associated problems included STD, HIV, early pregnancy, drug consumption, and severe depression (Asociación Venezolana para una Educación Sexual Alternativa for UNDP National and Regional Reports, 1999).

In Argentina, an estimated 5,000 to 7,000 cases of rape are reported in the country each year, numbers of convictions for sexual crimes range from 400 to 500 per year. In the city of Buenos Aires, in 1997, there were 10,000 women prostitutes; 3,000 were working in the street and 7,000 within establishments. Of the latter, 82% involves exploitation by third parties (Silvia Chejter, CECYM for the UNDP National and Regional Reports, 1999).

The trafficking of women and sex tourism are manifestations of the process of impoverishment and marginalization of women, the roots of which can be found in unequal power relations between wealthy and poor countries. This concept covers trafficking for the purpose of prostitution in all of its facets, in which women are tricked, raped, economically exploited and/or coerced into practising prostitution without any possibility of escape, and are subject to degrading living conditions until they are able to pay their debt. 

Trafficking in women is aimed at meeting an international demand, through European networks of traffickers who operate mainly in northeastern Brazil, Colombia and the Dominican Republic.  These networks have broadened their activities to include Uruguay, Venezuela, Surinam and the West Indies, from where women are used as prostitutes mainly in Spain, Holland, Germany, Greece, Belgium and London.

In a study on Trafficking and Prostitution of Dominican Women in the Netherlands, it was estimated that over 50% of the prostitutes in the large cities in that country are from the Dominican Republic.  They are believed to earn an average of 20 US dollars per day.  It is estimated that there are between 30 and 40 organisations involved in trafficking women, and that resident Dominicans play an important role (Guerrero, Ferreras, and Tapia, 1994).

A study carried out in 1991 by COIN on the basis of interviews with 522 sex workers concluded that 25% of the women interviewed had travelled outside their countries.  During the interviews, they were questioned about the abuse they were subjected to, ranging from threats and blackmail to humiliation.  According to global estimates, "approximately 20,000 Dominican women [are] dreaming of the day they can go home" (Pareja and Rosario, 1992).

In Belém do Pará, Brasil,  for 30 dollars, foreign sailors can have sex with girls whose ages range from 9 to 14.  One such sailor said that Belém is "the sexual paradise of the world... You can get a girl of any age you want and whenever you want" (UNIFEM-Región Andina, 1998). 

The spheres and manifestations of violence described above have been limited to those areas specific to women and recognised as such by those involved.   This does not mean that other manifestations and situations of violence do not exist, but rather that they are not specific to women.  These include apartheid, deterioration of the environment, the denial of the means of subsistence, and social discrimination, among others.

Strategies to confront violence against women in Latin America and the Caribeean

In recent years, gender-based violence has come to be considered a priority issue and has been included in the public agenda on an international scale. The magnitude of the problem and the varieties of violence directed against women are being recognised by governments and international bodies.  This has been achieved through the relentless work of women's groups, NGOs, networks, and grassroots organisations among others, which have implemented strategies and responses to violence against women, organising global campaigns and lobbying for women's human rights.

Violence against women has been clearly defined as a form of discrimination in numerous international documents. It was first recognised as a human rights issue at the 1993 Human Rights Conference in Vienna. Subsequent UN conferences (the World Summit on Social Development, the World Conference on Population and Development, and the Beijing Conference on Women) also recognised that violence against women is a violation of women's human rights providing new analytical perspectives and strategies for dealing with gender-based violence. In December 1993, a Special Rapporteur on Violence against Women to the UN Commission on Human Rights was appointed to study and make recommendations regarding gender-based violence.

In the Latin American and Caribbean region the Inter-American Convention for the Prevention, Sanction and Eradication of Violence against Women was approved by the Organisation of American States in June 1994. Countries that have signed the Convention are not only obliged to safeguard human rights, but they are also responsible for enacting a public policy that confronts all types of violence against women. Thus far, 28 countries in the region have ratified it.

It is also very important to draw attention to the women's movement in the region which has organized and developed public policy proposals that have had a fundamental impact through prevention actions, training programs, legislative initiatives, health care and other services, and campaigns to denounce and raise public awareness and understanding of gender-based violence.  The movement's many gains include: the creation of national and regional networks; the production of numerous studies and research projects on the various manifestation of violence in the region; the introduction of the debate in the academic sphere; and the creation and institutionalization of services for victims of gender-based violence. The women's movement has also placed this issue on the public agenda; pushed through legislation on violence against women; became involved in government programs and has contributed to the formulation of measures to remedy this situation.

Two types of strategies have been developed to deal with violence: those developed to deal with an urgent and specific need; and those developed as models for action and experiments from other parts of the world. 

Four types of strategies have been developed in the region since 1980:

· The first, the sensitization phase, was and is developed by women´s groups,  NGOs and feminist activist from the beginning of the 80s  up-to- now. The objective of this phase was to bring the issue of violence against women to the public sphere, and raised it as a human rights problem and a develpment issue.

· The second, the educational strategy is oriented to the training of professionals and community-based agents who have direct contact with victims of violence.  The objective of this phase is to give trainees an adequate intervention strategy to avoid secondary victimization. 

· The third one, began during the 90s with the development of public policies. Policies mainly focused on legal reforms and only recently  on the elaboration of co-ordinated actions between the different sectors involved.(education, health, police, justice, etc.)

· The fourth are all those strategies that promote a cultural change. This implies that society has to assume, as we said before,  that violence against women is rooted  "in the hierarchy established for the sexes in power relations or  a hierarchy in which women are placed in an inferior position".

Some of the strategies employed in the region

· Educational and information actions are mostly used in prevention.  This strategy was first used in the eighties through workshops and educational brochures produced by NGOs and were distributed among women's groups.

· Another determining factor in the struggle against gender-based violence is the various initiatives undertaken by women's networks and NGOs throughout the Region in the form of special campaigns and programs, including centres offering medical, legal and psychological care; shelters, safe house and training programs, courses and seminars directed to the police forces, the health care practitioners, public officials, between others. 

· A second type of strategy is information campaigns, whose goal has been to sensitise and educate public opinion on the issue of violence against women, the factors that produce it and measures to prevent it.  Generally this kind of strategy has been centred on the 25th of November, International Day Against Violence against Women. An example of such a campaign is the campaign carried out by the Red de Mujeres Contra la Violencia (Women's Network Against Violence) in Nicaragua whose slogan is "There is no excuse for violence" and aimed at getting the draft legislation against domestic violence put into law. The campaign gathered 30,000 signatures in support of the proposed legislation that was eventually passed in 1996 as a package known as Penal Code Reform to Prevent, Sanction and Eradicate Domestic Violence.

· Lobby strategies used by NGOs and networks to introduce legislation reforms and the proposal of public policies. 

· NGOs have contributed with the  creation of innovative intervention models for victims of domestic and sexual violence.  It is based on the vision that the issue of violence against women is caused by different factors: cultural, social, economic and individual factors. This type of strategy, developed by NGOs in several countries, was designed in response to a need for high-quality coverage and is centred around a proposal for change in cultural and behavioural values, thus generating greater involvement in the setting-up of support networks. 

· Promotion of meetings, seminars, special days and panels for reflection on the issue, aimed at broad dissemination of the issue and sharing experiences from different perspectives and other countries. 

· Institutional Mechanisms to confront violence against women. Defined as structures and processes created by women, and governmental and non-governmental organisations, the main objective of these mechanisms is to provide support to the victims of violence and, in some cases, to sensitise the victims themselves as well as public opinion. 

· Among the institutional mechanisms identified in the Latin American region are the centres providing specialised services for victims of violence which were set up in the early 80s by NGOs and which have recently begun to be copied by governments.  The services offered in these centres include legal and social aid, and psychological treatment.  In some cases, they also offer treatment for abusive men (Nicaragua, Mexico, Chile).

One interesting institutional mechanism, which has been put into practice in some of the countries in the region, is inter-institutional networks against domestic violence.  These networks, set up at the local level, bring together local government bodies and NGOs working in the area with sections of the judicial system and of the police. Their goal is to develop co-ordinated efforts to deal with the issue.  This is a relatively new mechanism and has yet to be evaluated.

· Another mechanism that has been used are the Women's Police Stations, first established in Brazil during the 1980s. One example is in Ecuador where the Government issued a decree in 1997 increasing the Women's Police Stations' budget and promising to set up others that would eventually cover all 21 provinces. They have been set up in Argentina, Uruguay, Peru, Colombia, Nicaragua and Chile, among others.

· Governmental Women's Bureaus, set up in most of the countries in the region, are implementing National Plans for the Prevention and Eradication of Violence Against Women and Domestic Violence.  Among these plans, those being carried out in Bolivia and in Costa Rica stand out.  In Costa Rica, the plan is unique in that it was developed as a joint effort on the part of all of the NGOs working on the issue. 

· Legislative measures manifest in specific laws that were developed in response to pressure exerted particularly by civilian society and especially by women.  Twenty-eight countries in our region have legislation to eradicate sexual and domestic violence, also several countries have introduced modification to their Penal Code to change their legal responses to sexual abuses, including the introduction of marital rape as a sexual offense.

A prime example is Mexico, where the legislature passed a law against incest and marital rape. The new legislation  in Chile recognized marital rape as a sexual offense. Colombia also passed legislation on similar issues; an amendment to the penal code increased sanctions for various sex crimes, particularly those committed against minors. Finally, this new legislation replaced the term "sexual indecency and crimes against freedom" with "crimes against sexual freedom and human dignity." 

Costa Rica, Argentina and Puerto Rico have passed laws to protect women from sexual harrassement in the workplace.

Although laws passed by several countries have meant an important step forward, we still face significant difficulties when it comes to enforcement. Lack of co-ordination between police and courts, a lack of training on how to treat victims of violence and lack of financial, technical and human resources for preventive and educational programs are clear examples of implementation problems. Those who promote changes in legislation spend more time on analysing, reflecting on and working on the issue of violence against women, than those who are responsible for enforcing legislation.

· An important strategy for promoting actions to prevent gender-based violence is the creation of networks by the women's movement, since the women's movement has been promoting many such actions in this sense since the 1980s. Women's groups and organisations have worked for many years, often on a volunteer basis or with little money, to make the problem of violence against women a visible issue. In the context of the political, economic and social situation in the region, it should be noted that the existence of a women's movement capable of articulating, co-ordinating and lobbying has had a significant impact on the measures that have been adopted in the different countries of the region thus far. 

Networking has facilitated the exchange of experiences and knowledge in this area. Meetings, seminars, conferences among groups, countries and international organisations contribute to the in-depth knowledge of the problem, its implications and the ways to confront it.

Possibly one of the most significant achievements has been to go beyond the socially-rooted image of "women's problems" - such as gender-based violence, which specifically affects them - as "private" matters. These problems are now seen as social problems, which affect social institutions, especially the family, where hierarchical and authoritarian relations are reproduced. 

On another level, no definite response on how to conceptualise and prevent gender-based violence has emerged. Strategies to eradicate gender-based violence must be multiple, including the drafting of laws where none exist, legal reforms to ensure that laws are enforced, the implementation of preventive measures and, especially, gender training. 

· The development of research and of accurate statistics must also continue. NGOs, women's groups and institutions have an important role to play in the development of new responses and in the monitoring and evaluation of what has been achieved in order to overcome the difficulties and eradicate this phenomenon from our society. 

The creation of a life free of violence and a culture that respects human rights is a task for our entire region. In this process we must establish alliances that help us advance the consolidation of democracy in the region. This is an unfinished issue and one of the greatest challenges that is of utmost importance not only for our region, but for the entire world as we enter the 21st century.

We have the right to live in a society free of violence.
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5.1.2. Responses to the problem of violence against women by the health care sector in Latin America, Ana Flávia Lucas d'Oliveira, Preventive Medicine Department/Medical School/University of São Paulo
The current response to the problem of violence against women carried out by the health care sector must be analyzed taking into account the situation of this sector in Latin America. 

Some 150 million people live in this region in conditions of poverty, i.e., one out of every three inhabitants. The greatest disparity in the world, as regards income distribution, is found in Latin America. Brazil, a country with one of the most developed economies in the region, has the highest degree of inequality of Latin America and one of the worst in the world. This is the result of an exclusionist economic model, in which growth does not always lead to improved distribution of income or to an improvement in social indicators (Fleury, 1998). 

Under these circumstances of inequality and exclusion, the situation of healthcare is fairly serious and complex. In Latin America, the epidemiological profile is characterised by the presence of both chronic-degenerative diseases -- typical of developed countries -- and of epidemic and endemic infectious diseases common in developing regions, as well as by a high incidence of violence. 

Although the health care sector presents relatively distinctive characteristics in the several countries, there is evidence of some points in common across all of them: growing costs, a decrease in public spending, difficulties in obtaining financing, incentives for the provision of services by means of private insurance plans and minimal basic programs for the underprivileged population, composed of minimal measures targeted at the prevention of disease and assistance to some health problems. In most of the countries, a private sector that provides medical assistance to those who are able to acquire such services co-exists with a precarious public system, which renders a few services to most of the population but which is inadequate in terms of providing health care to all those who require it. The financing and composition of such services is varied, but in most of the countries this duality leads to a deepening of the concentration of income, rather than to income distribution. The public system, backed by very limited funding, faces major problems in providing assistance to all those who seek it out. It is paradoxical that users rate public services quite favourably, in general, because the degree of exclusion is such that the mere access to such services constitutes, per se, a source of satisfaction, despite the poor quality of the services offered (Fleury, 1998).

The lack of commitment of the public services eventually generates an atmosphere of aggression and indifference toward the patients, largely poor and with limited schooling. Such carelessness has been perceived as institutional violence (Souza, 1992; Perú, 1998; Matamala, 1998) and includes maltreatment, insults, neglect and negligence relative to the users of the services. Research conducted by the OPS with women who suffer violence demonstrated the indifference of the institutions -- including health care institutions -- when faced with requests for help coming from women. Even when they asked for support, these women rarely found it in the public services rendered, which resulted in extending the critical path of the women who sought to transform the situation of violence in which they found themselves. The said institutions, as well as their lack of response to the issue, constituted one of the key factors responsible for making women remain within a situation of violence, by interrupting their route of escape from such situations. 

Within this context, one can imagine the obstacles to the implementation of actions directed at violence against women in the healthcare sector. Overloaded by the existing demand, the services concentrate on seeing to the problems that knock at their door. At first sight, it might seem that to propose the inclusion of a new theme, i.e., violence against women, to unsympathetic services, already vastly overloaded with unattended demands, would reveal itself both useless and dangerous, as such a proposal might cause these services to swerve from their established functions. Furthermore, how might one demand that services that commit violence against their female users encompass the violence suffered by these women in their private lives? 

We disagree with both objections above. Firstly, we believe that acknowledging and working toward combating violence against women may increase the capability of attaining solutions in the services, general healthcare activities as well as reproductive health services, for demands which might otherwise remain chronic and repetitive. It has already been demonstrated that a wide range of pathologies and complaints are more frequent among women who undergo domestic or sexual violence, and that these women make more intensive use of the services. Facing this problem might improve the efficacy of our actions and cut down on repetitive use of services. 

Secondly, by encouraging services, that are themselves violent, to give consideration to violence might also be a way of discussing the violence that permeates them, expanding the awareness of their professionals and encouraging change. 

The response of the healthcare sector to domestic and sexual violence is a recent phenomenon in the region, as the implementation of initiatives only began in the nineties. Let us exemplify with the case of Brazil, with which we are more familiar. 

In Brazil, the first initiative consisted of the implementation of legal abortion services in public hospitals, to provide a minimum of coverage to cases of sexual violence, meaning carrying out the types of abortion that are legal. Abortion is generally illegal throughout the country, except for cases of rape or endangerment of the mother's life. The legislation, which was passed during the forties, has never been truly complied with. Even in the cases foreseen by the law, abortion used to be carried out clandestinely, as there was no legal or medical procedure that enabled the implementation of the law. The Brazilian judiciary is slow. Therefore, even if a woman sought to exercise her legal right to an abortion, by the time the case was judged, she would be giving birth to the child. Thus, raped women who wished to have an abortion had to obtain one by the same means as all the other women who undergo illegal abortions. For women capable of paying for an abortion expensively, private clinics offer the comfort of developed countries; for those unable to fork out 800 to 1000 dollars, dangerous and primitive techniques are used, which put their lives at risk. 

In 1989, a progressive administration came into power in the city of São Paulo, having been elected with the decisive support of the women’s movement. The Women’s Health Program and the newly created Women’s Coordination Bureau strove to get a public service implemented that might finally carry out the legal abortions provisioned in our laws. The intent met with a great deal of resistance from health professionals, but the combined feminist and epidemiological arguments eventually overcame the obstacles. In 1990, the execution of abortions provisioned in the law was established in one public municipal hospital of the city of São Paulo. In order to carry out this procedure, it was agreed that the woman should present a police report on the rape and an expert report from the Medical Examiner’s Office. 

There are no legal provisions governing these requirements, and the law does not regulate the conditions under which the procedure should be carried out. However, they represent the compromise that was reached with the health professionals to make the program viable, guaranteeing health workers that women could not forge a rape to make use of the service and get a legal abortion -- and free of charge to boot! Despite an implementation process fraught with conflict, the service proved to be a success. Even after the end of this administration, when a more conservative mayor took over the city government, the program was maintained, due to the legitimacy it had obtained. In fact, the program was duplicated and currently there are eight cities that benefit from attending to abortion as per legal provisions; in most cases, the procedure was regulated through administrative rulings and decree-laws passed by the local governments. These cities are: Belém, Brasília, Campinas, João Pessoa, Porto Alegre, Recife, Rio de Janeiro and São Paulo, the latter offering the service at four hospitals. At the new services opened in São Paulo, a multi-professional team also sees to cases of current or past sexual violence. The prophylaxis of undesired pregnancy and of sexually transmissible diseases, including AIDS, is carried out. These services have limitations: a substantial number of women do not file reports on rape and, for this reason, they are later unable to obtain a legal abortion if they became pregnant. Furthermore, the Medical Examiner’s examination can be quite cruel, and women tend to avoid the process. Nonetheless, progress has been significant, and publicizing the existence of the program encourages the filing of complaints and the reporting of sex crimes. Moreover, in dealing with victims of sexual violence, these services advise that a police report should be filed, but they do not oblige women to do so, a report being mandatory solely for the performance of an abortion. We state this point because the police are extremely violent and unreliable in Brazil, and a substantial proportion of the population is resistant to resorting to this institution to file reports. 

At present, a Technical Norm has been issued by the Ministry of Health, dealing with the “Prevention and Treatment of Offences Resulting from Sexual Violence Against Women and Adolescents.” The said Technical Norm seeks to provide assistance to municipal, state and federal health services, by providing technical information and procedures for attending to and treating women who are victims of sexual violence. The norm regulates the paper of ambulatory care services and hospitals, and establishes norms for attending to patients, as well as dealing with routines, registration and notification of the cases; it also regulates the prophylaxis of sexually transmissible diseases, unwanted pregnancies, AIDS and the practice of legal abortions up to the 20th week of pregnancy at all the public services in the country capable of providing suitable conditions. However, a congressman has proposed a bill suspending the aforementioned norm, and currently the women’s movement are mobilising to bar the passing of the bill that would revoke the norm. 

It is worth noting that the regulation refers merely to normalising humane attending to victims of sexual violence and to guaranteeing that public services carry out the abortions allowed, by law, since 1940! One may thus have an idea of the power of the church and of the conservative sectors of the country, who prepared and voted on a bill to bar the described type if regulation. The sexual and reproductive health feminist network is heading the campaign against the project. 

In some Latin American countries, such as Chile, abortion is forbidden under any circumstances, and women may even be jailed as a result. In Peru, the policemen on duty in emergency rooms persecute the doctors and pressure them to denounce the provoked abortions, to then extort money from the women in exchange for withdrawing the charges. It should be noted that the illegality of abortion brings in its wake a second type of violence against those women who are pregnant as a result of sexual violence, as they are unable to resort to an interruption of pregnancy in safe and humane conditions, and are obliged to live with the risk of illegality. 

In connection with the actions targeted at the impact of domestic violence upon the healthcare services as well, initiatives are even more recent. 

· As from 1994, the group in which I work has been implementing a project in São Paulo to work with issues of gender, violence and healthcare practices. This project is being jointly conducted by the Preventive Medicine Department of the University of São Paulo School of Medicine, and the Sexuality and Health Feminist Collectivity, and financed by the Ford Foundation and by the CNP (Brazilian National Research Council). The project is subdivided into three sub-projects: 

· Training: we carry out a program for basic training in attending to women in a situation of violence, targeted at healthcare professionals and activists from non-governmental organisations; this has been completed by some 150 people, split over six groups. The diversity of the people taking the course was one of the high points of the training, because it enabled a rich exchange of experiences. Most health professionals were surprised to see that they had already seen to cases of violence without fully realising it, as well as with the possibilities and risks connected to this kind of work. We believe that the course enabled participants to make the cases visible and to improve the work already carried out. Furthermore, the students visited services that attend to women who suffer situations of violence in the city, establishing contact with the existing references. 

· Services Guide: we prepared a Guide with all the available services in the city for assisting women in situations of violence. The services were visited and classified by type of assistance offered, namely: police, judicial, basic attention, specialised psychosocial and specialized medical. This Guide was prepared based on the experience acquired in the course, which demonstrated the lack of awareness of professionals from other locations (both within and without the healthcare area) who might offer the required attention to the problem of domestic violence. It seemed to us that, in becoming aware of the several available alternatives for working with the issue, it would become easier for professionals to identify and properly refer the cases of domestic and sexual violence. In 1999 we introduced the second edition of the material, which had been originally published in 1996. The city now offers 46 services, 7 more than were available three years ago. The edition, distributed free of charge to the healthcare services, has met with a high degree of acceptance and demand, much higher now than previously, which demonstrates its usefulness for the services and the expansion of interest in the subject over the last three years. The media also provided us with a fair amount of support and repercussion. 

· Research: We carried out a search on the emergence of the issue and on work surrounding it among healthcare services on a spontaneous basis, followed by questionnaires that actively sought out the problem. 

· As the beneficiary of a grant from the MacArthur Foundation, I am developing periodic meetings with the healthcare services and community organisations of a given part of town to create a work protocol for the issue in a participatory manner, including educational material and discussions on teamwork. The degree of assent was surprisingly good, given that the services suffer from extremely precarious working conditions. This reinforces our idea that the introduction of the issue at these institutions, rather than creating an inconvenience, could help to improve their quality and stimulate the professionals. This can lead to the establishment of protocols particular to the said institutions, with actions geared toward the several levels of attention to health and to the different professionals, besides the preparation of educational material and of regional campaigns created with the participation of local institutions. 

· Creation of the “Protocol: considerations and orientations for attending to women in situations of violence at the public healthcare network”, prepared by the “Workgroup: Violence against women is also a public health issue”, carried out by the Popular Women’s Movement and by Nzinga – Collectivity of Afro-Brazilian Women, both from the city of Belo Horizonte, state of Minas Gerais, under the orientation of the Minas Gerais Chapter of the Health Network, in 1998. This protocol established norms for the attendance provided by emergency services, and was implemented in two emergency rooms in Belo Horizonte. It includes norms on the registration of occurrences, which enables an evaluation of the dimensions of the problem, and it had a great deal of repercussion in both the local and the national media. 

· Violence Against Women Project – PROVIM, implemented in the emergency room of the Antônio Pedro University Hospital, of the Federal Fluminense University, in the city of Niteroi, state of Rio de Janeiro, which has been active since 1998. 

· Creation of the Thematic Chamber on Sexual and Domestic Violence of the Ministry of Health, which has been active since April 1999. The group is co-ordinated by Elcylene Leocádio, a member of the Women’s Healthcare Program at the Ministry of Health. 

"The Thematic Chamber on Sexual and Domestic Violence was created with the purpose of proposing and monitoring the development of policies for providing attention to women in situations of violence. It is connected to the Women’s Health Technical Area and is subordinated to the “National Committee for the Prevention of Accidents and Violence”, with the following objectives: 

· General: to improve the quality of life of women, through inter-sector actions that contribute toward reducing sexual and domestic violence and the ensuing grievances. 

· Specific to the healthcare sector: to structure and organise the SUS network to diagnose sexual and domestic violence among users of the service and to give heed to the requests of women in situations of violence, providing them with suitable, good quality, resolutive care.”
 The creation of this Technical Chamber means that the issue of domestic and sexual violence is being institutionalised, at the Ministry of Health, as a healthcare issue, and gives rise to expectations of new regulations, and of the monitoring of the introduction of protocols and specific work programs throughout the country. 
Furthermore, the United Nations (UN) is developing, all over the region, the campaign entitled “A life free of violence is our right”, which has the objective of providing visibility and preparing public policies to fight intra-familial violence (toward children, the elderly, the handicapped and women), through the National Human Rights Bureau. The campaign intends to build a pact to combat intra-familial violence, and its premises were signed on November 25. 

All of these initiatives demonstrated the growing attention that the healthcare sector is giving the issue. Our experience in this line of work, built up over the last five years, allows us to formulate some conclusions and recommendations concerning the process that is under way in Brazilian and Latin American society. 

· Institutional violence is a reality in the region, which leads to important considerations regarding the incorporation of assistance against violence: if, on one hand, the services may be extremely authoritarian and disrespectful, victimising women who resort to them a second time, the introduction of the issue could lend visibility to such violence and lead to its discussion. For this reason, the inclusion of activities geared toward the problem must be carried out slowly, and include a great deal of training, supervision and evaluation, so that an improvement in the quality of the services may be guaranteed, especially in connection with the user and her needs. 

· To attend to victims of violence, it is necessary to conduct multidisciplinary and inter-sectorial work, at services that already have difficulty with teamwork even among their regular staff and several professional groups, such as doctors, nurses and psychologists. The introduction of the issue could establish a good arena for the discussion of this integration, which is necessary for work. When this issue is not highlighted, the professionals feel themselves responsible for the problem as a whole on an isolated basis, which leads to frustration and a work overload among those healthcare professionals concerned with resolving the issue. 

· One must take note of the preventive dimension, in addition to the curative one. Domestic and sexual violence must oblige the services to establish partnerships, not only with services of another nature such as the police or the judicial system, but also to associate themselves with the organised women’s movement and with the development of inter-sectorial campaigns that seek to change the macho orientation of the culture and to reduce violence against women. 
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5.2. Violence against women in Africa

5.2.1.Violence against women in the Sudan, Amal K. Khairy, Gender Centre for Research and Training, Sudan

Background

During the Sudanese struggle against British rule, a women's movement evolved (El Amin, 1994:6). This women's movement succeeded in getting into the Sudanese democratic parliament of 1964 and fulfilled positive changes regarding women's rights in the public and private spheres (Hale, 1996). The Sudanese women's movement demanded universal suffrage as a civil right and gained it in 1964 (Thijsen & Saffe, 1994, p. 49). A number of specific acts have been issued in favour of women's equal rights.

After 1989, when the current government seized power, all the acts in favour of women's rights were banned. No past constitution is currently valid and a new one is not yet issued. The government is running the state according to curfew laws. These laws may legalise a situation for today and contradict it tomorrow. This has resulted in a great uncertainty about what is a legal right and what is not. Under such a situation it is difficult to question violations of women's rights. However, a large proportion of women has been dismissed in public interests (Thijsen & Saffe, 1994:75). Moreover the state recognises the majority of Sudanese women as dependants on a male head of a household. Thus, in some situations, the woman's identity is completely ignored. For example, a male guardian must give consent on issues such as marriage or travelling of their female family members. This is testified by the following case: when a lady wants to travel abroad, no matter what the urgency is, a male guardian must confirm his consent to the concerned authority. This male guardian could be as young as her sun or brother.

Many ordinances were issued and frequently reinforced to restrict women's mobility in public places, such as no woman is allowed to walk around in the streets at night except with her husband, father or brother.

Female-headed households are disproportionately represented among the poor. The majority of them work in the informal sector. These women are subject to punishment and their equipment's for food production might be confiscated (SDA, 1993) if they work not only at night but also during the day at the market place (Kowbani 1996).

These and the imposition of veiling, are not the only manifestations of state violence. There are many cases that are not yet documented, but that are told by different people. 

Regarding women's sexuality and reproductive health, women's freedom over sexuality is not only culturally forbidden but also the state also issued the Hidud ordinances by the Sharia laws. Married men and women have to be stoned to death if they commit adultery. Unmarried people will be beaten 100 lashes. Pregnancy outside marriage is a cause of legal punishment of women. Illegal pregnancy by itself is a proof of a female crime of free sex relations, but this is not necessarily so for men as scientific methods of proof are not acceptable. 

During 1996, a woman working in the British embassy had an illegal pregnancy. Sudanese law prohibits abortion, and the woman tried a violent abortion at home. She started bleeding but miss-aborted. Before Hidud laws are implemented, in the case of bleeding, an operation of evacuation can take place peacefully. But soon after a case of illegal pregnancy, even if the woman is bleeding, a police report is necessary. The woman mentioned before passed away before she could finish the police procedures. 

Violence against women

"Violence is a rough force in action. A rough or injurious action in treatment, or action behaviour causing by any unjust or unwarranted action of force"  (Hamlyn, 1971 cited in Kowbani, 1996). Violence could have physical or psychological negative effects on persons. 

According to the Convention on the Elimination of all Forms of Discrimination against Women (CEDAW, 1993), the term violence against women means any act of gender based violence that results in physical, sexual or psychological harm or suffering to women including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring on public or private life.  

Violence could be physical, visual and verbal when it results in sexual, psychological or physical harms experienced by girls and represented invasion or assault that has the effect of hurting or degrading that could reduce the ability of women and girls to control intimate contacts (Kely, 1988).

The above Declaration states that violence against women should be understood as, but is not restricted to:

"1. Physical, sexual and psychological violence occurring in the family, including battering, sexual abuse of female children in the household, dowry related violence, marital rape, female genital mutilation and other traditional harmful practices to women, non-spousal violence and violence related to exploitation.

2. Physical, sexual and psychological violence occurring within the community, including rape and sexual abuse, sexual harassment and intimidation at work, in education institutions and elsewhere, trafficking in women and forced prostitution. 

3. Physical, sexual and psychological violence perpetrated or condoned by the state, wherever it occurs".

In the context of Sudan, violence is classified on the bases of public or private sphere, i.e. street violence and home violence (Kowbani, 1996). This classification is debatable because in some cases such as female genital mutilation (FGM), it is a family decision, but it might take place in a public place such as a gynaecological surgery. This definition also excludes state's violence against women and violation of women's rights. For example, in The Sudan veiling of women in public places is no more an issue of personal choice. It is obligatory by states' ordinances in all government offices even for female visitors. Veiling might be of interest to some groups of women, yet in a country with a diversity of cultures and religion, it plays a restrictive function on women's freedom. Imposing veiling on every woman makes most women suffer a hostile public environment, which results in women's subordination, and reinforces their seclusion.

Violence cannot only be classified according to the place but also the type of violence, e.g. sexual violence or violence related to reproductive health. This classification of violence might differ between communities, culture and religion. In a fundamentalist state the imposition of veiling is not a violation of rights, while in other African communities wife battering is acceptable by women as sexually inducing to them. 

Street violence happens in places where no security exists, such as war zones and remote places. Normally rape in the streets is followed by murder to avoid the legal consequences of rape. This is one form of violence related to reproductive health. Another important form of violence related to reproductive health is FGM, which represents one of the most common forms of domestic violence.

Home violence or domestic violence

"Domestic violence refers to the use of physical or emotional force or threat of force including sexual violence, in close adult relationship. In the majority incidences of violence or sexual assault against women, the attacker is known to the woman and likely to have had an intimate relationship with her. Such violence occurs in all classes" (Report on Task Force against Women, Dublin, 1997)"
In Sudan, cultural norms and values influence the notion of honour and shame and set the roles upon which these notions are considered. Sexual relations outside marriage are regarded shameful especially for women. Therefore the family's honour depends on its women's chastity.

In such a context, the prevalence of domestic violence against women exceeds the street violence (Kowbani, 1996). In most cases there is a familial relationship between the male attacker and the female victim, or it could be a traditional harmful practice that affects the health of girls and women. Domestic violence in the Sudan can be divided into four categories: 

1. Self inflicted violence

As result of psychological suffering, women become violence against their own. This type of violence is notable in the Sudan. The common manifestations of this type of violence are: 

· Suicide: women drink hair dye, burn themselves with liquid fuel, hang themselves or get drowned in the rivers.

· Unsafe abortion: as mentioned before, free sexuality is restricted in Sudan. In case of illegal pregnancy, women try to get an abortion. Exceeding the psychological stress they might need to use violent means to get rid of their pregnancy. The ways of getting aborted may include methods such as inserting items in the vagina or kicking and beating on the back and other sensitive parts of the body. 

2. Husband's violence

· The tattletale wife syndrome: successive battering or beating which might result in change of the colour of the woman's skin, bone breaking. This phenomenon normally happens in poor families or is associated with cases of alcohol and drug addiction. When women are solely dependent on their husbands, there is no way out of such a situation. 

· Murder as a result of suspicions, such as adultery or dishonesty. In the past, men used to admit that they killed their wives for such reasons and could be protected by family laws. Nowadays, these cases are not a straightforward question of honour. The victim's natal family would normally challenge that assumption to save their own honour. Husbands might not report until the authorities discover the case or not. Means by which murder is done varies between stabbing, beating by solid items, shooting and poisoning. 

3. Sexual assault

Sexual violence is represented in sexual threats, assault, verbal attacks, interference and exploitation, subjugation including molestation without physical harm or penetration. This mostly happens within a marriage relationship. Otherwise within the natal family, close relatives sometimes rape underage girls. Normally such cases are not officially reported and for reasons such as the family's honour, they are often handled with secrecy. According to Kowbani, one case has been reported whereby a young girl is dead as a result of unsafe abortion. Her cousin (16 years) raped the girl (13 years), they got scared to be discovered, and he decided to conduct an abortion operation. Without any skills he tried to insert his hand in the vagina thinking that he could get hold of the foetus. As the girl was in pain, he tried to cover her mouth. She died as result of bleeding and lack of oxygen. 

4. Family violence

· As mentioned before, women are normally subsumed under a male head of household. This might be a husband, a father or an elder brother. The right of being the woman's guardian is normally delegated to the elder male in the family. The woman's choice on issues such as clothing, physical mobility beyond their homes, education, marriage and so forth, are absolutely dependent on the male discretion, interest and satisfaction. However, if a dispute on such issues occurs between a woman and her guardian, she might be punished if she did not conform to her guardian's directives. Among educated women, who represent a minority in the Sudan, this situation might vary between reasonable freedom to restriction depending on the level of economic participation in the family and other factors.

· Female circumcision: this practice is widely spread and deeply rooted in most of the communities of the Sudan. About 97% among the total population of the Northern Sudanese female population is circumcised, of which 95% have undergone the Pharaonic type. Despite the severe effects of this harmful practice, the efforts of eradicating it are in vain. 

Such incidents of domestic violence are rarely reported to the police or security. They are often reported to the hospitals in the case of severe physical harm or death. 

5.2.2. Some reflections on FGM in the Red Sea Hill State in Sudan, Amal K. Khairy, Gender Centre for Research and Training, Sudan

The region

The Red See Hills (RSH) is the eastern state of the Sudan. Egypt borders it from the north, the Red Sea and Eritrea from the East. The northern state, which is historically considered an inlet for cultural exposure from Egypt, is the western neighbour of the RSH State and Kassala State borders it from the south. 

The area is a composition of mountains and hills combined with dessert plateaux. Some streams run down the hills and get flooded during the rainy season.

Size and composition of population

According to the national census of 1993, the population of the state is estimated at 363.692 people. The total female population of the state is estimated at 68.427. The number of the total female population is distinctively less than the total number of male population. This implies that women are more vulnerable to mortality than men, and that there must be some common reasons for these gender imbalances, one of them is FGM. Another observation regarding this population is that the total number of population in the age group under the age of 15 is less than the total number of population in each of the age group 16-49 and 50-59, which indicates a law rate of replacement.

Ethnic composition

The RSH is predominated by the Beija indigenous tribes, which is composed of a number of sub-tribes such as Busharin, Amarar, Jamalab and Beni A’mir. A pocket (Hagoit) of a tribe normally occupies the villages. It consists of scattered camps and each camp represents an extended family. Another tribe is the Rashidya nomads, who speak Arabic and seasonally travel from place to place depending on where the grass grows.

Religion and culture

The tribal relations and the relations with each separate tribal community are controlled by traditional laws that are known as silif
. The more the tribal territories are remote from urban areas the higher is the dependence on the silif.

Islam is the common religion among the RSH’s population. The majority of the people are highly committed to Islam but due to high level of illiteracy their knowledge of Islam is not thorough. They sometimes mix what is religious practice and what is a traditional practice. This is very clear when the silif overlaps with Islam, e.g. in the case of FGM, which will be explained later.

However, cultural norms and values such as the silif, influence the notion of honour and shame and set the rules upon which these notions are considered.

Sexual relations outside marriage are considered shameful, especially for women. Therefore the families honour depends on its women chastity. The lack of FGM is considered as a threat to values and to the establishment of silif orders: it can be used to insult the person who belongs to a dishonourable mother. For a man to be told that he is the son of an uncircumcised mother is insulting and might be the end of a peaceful life.

Nonetheless, the religious foundations of FGM in Islam are insubstantial. In both the Koran and the confirmed traditions of the prophet Mohammed (Sunna), there is no clear reference
. There is a Hadith
 on female circumcision (FC), yet, the strength and obligation of this Hadith is debatable (see religious leaders).

Local economy and poverty

Sudan is the largest country in the African content. Its population is about 26 million people (Peters, 1996) and it has no less than 56 ethnic communities (Thijsen & Saffe, 1996:74). Its climate and resources are also diverse, ranging from dessert to tropical forests. During the early 1990’s, the Sudanese implementation of the Structural Adjustment Programmes (SAP) from the International Monetary Fund (IMF) has been intensified. Since then, Sudan has struggled with successful currency devaluation and persistent inflation, which climbed up to 143% in 1994 (Peters, 1996:61). During the period 1989 to1993, prices increased by about 2280% a significant indicator of economic instability and deterioration of economic growth (Onminde, 1989, 1991). These national trends of the Sudanese economy have effects on the economic situation of the RSH State.

The local economy basically depends on pastrolism subsided by cultivation of millet during wet and flood seasons. The involvement in casual labour in cities, smuggling, cash cropping, fire collection and charcoal production in limited scale, is also part of their subsistent activities. The dependence of the Beija families on the market for most of their immediate needs make these activities significantly important.

As a result of successive drought and frequent famine, involvement in petty trade and fishing activities is increasing.

However, the regulation of contraband trade, the closing of the gold mine, the mechanisation of the Portsudan docks, the national conflict and the conflict with Egypt on Alayeb territories, have implications for the Beija to maintain a sustainable livelihood. Therefore, poverty is increasingly becoming the issue of the local communities and the state NGO's. During 1997, RSH area is declared by the state as an area of relief and rehabilitation programs. 

The Red Sea Hills State has significant importance, which stems from the situation on the coast of the Red Sea. The capital of RSH, Portsudan, is the main seaport of the country, which has been developed due to the requirements of exports, representing a typical African urban context in its process of urbanisation. It represents a trade centre in which national and international commercial activities can be met. Portsudan is different from most of other Sudanese cities because it has a significant number of industries.

Role of women

There is a clear division in Beija societies based on gender, even more than in other parts of Sudan, that is represented in a strict division between public and private life. Gender structural differences are sustained through a process of classification of the private sphere as being religious and cultural, which perpetuates the woman’s role as guardians of cultures, endorsing them in their domestic role. As in many societies the Beija women’s role, in the rural areas, is principally related to food preparation, home making while the men have a public role.

These roles and the limited productive roles are usually invisible in statistics in spite of the fact that social domestic tasks consume most of the woman’s time and energy. The absence of women in political and senior administrative positions and their general exclusion from the formal sector is a common gender feature in RSH. Women’s literacy is about 97% (Ministry of Social Affairs). Women have fewer opportunities for education and training and have low levels of marketable skills. Their job opportunities are limited to informal activities, and women get a relatively lower salary than men. Men predominantly own and control assets, the women who do so must be significant income earners and often live in the coastal areas and cities.

Women can own properties such as livestock and land, through inheritance and gifts from their fathers or from bride wealth. Nevertheless, women can only dispose them through their men: husbands and fathers or brothers.

Thus women tend to defer to their men in household decision making, while their capacity for communal participation is restrained. The only area of decision making that belongs to women is to take the initiative in determine the date of FGM of their girl-children. The assumption that they are decision-makers on the operation of FGM, as can be explained later, is dubious.

Female genital mutilation in the Red Sea

Female genital mutilation (FGM) is a deeply rooted tradition and widely practised in the RSH. FGM operations are usually performed by the traditional birth attendants, trained midwives and health visitors. It has been proved that some doctors, including gynaecologists, perform circumcision, especially the Sunna type. It normally takes place at the age of seven days and maximum at the age of 40 days in rural areas. It can be delayed up to the age of nine years in urban areas. It can be repeated for so many different reasons along a circumcised female's life. These reasons will be explained later. Female genital mutilation is a silif that has been carried out from one generation to another.

Types of female genital mutilation

A distinction should be made between female circumcision and female genital mutilation. According to Badden (1992), female circumcision is misleading compared to FGM. Female circumcision refers to the mildest form of operation. It involves the removal of the hood of the clitoris while female genital mutilation involves the excision of genital parts. 

There are different types of FC:

· Sunna Type (clitoridectomy or Circumcision)

This is the mildest form of FC, which involves removing the hood of the clitoris.

· Intermediate Type (Helpis Circumcision or Excision)

There are various intermediate forms. In the most common form, most of the clitoris and the interior parts of the labia majora are removed. The two sides of the vulva are pinned/stitched together, leaving an opening slightly larger than in the Pharaonic type.

· Pharaonic Type (infibulation)

This is the most mutilating type of circumcision: radical excision of the clitoris, labia majora, labia minora and stitching of the two sides of the wound leaving a small opening for the passage of the urine and menstrual blood.

There are many negative effects resulting from FGM. The effects on girls and women vary from one type to another, but the most harmful type is Pharaonic type. The operation of FGM is followed by many complications. It includes haemorrhage, infection, retention of urine, cyst formation, vesicovaginal fistulae, rectovaginal fistulae, obstruction of delivery, obstruction or retention of menstrual blood, difficult and painful penetration during sexual intercourse. The effects of FC are less than FGM: it might not include cyst formation, retention of urine, child delivery is normal. Nonetheless, both types are conceivable mediators of sexual transmitted diseases such as HIV/AIDS.

Statistics

As in most cases related to women, the documentation on FGM is not sufficient. Many problems are associated with the question of documenting cases, such as bleeding or mortality rates as will be explained later. Statistics on mortality and morbidity rates as a result of FGM are not found, although many stories are told about cases of bleeding and death in places such as hospitals and neighbourhoods. The following percentages are the only available statistics of FGM. The practise is widely spread and deeply rooted in the different areas of the RSH. About 99.9% among the total population of the RSH female population is circumcised, of which 97% are of the Pharaonic type (Malik, 1996).

Urban/rural variation

The practise is experienced by 100% of all rural women. In the urban region, less than 3% is of the Sunna type. In rural areas, the age at which FGM is done is between seven to forty days. Insignificant numbers of families gave up the practise. In some rural areas such as Sinkat, religious leaders are influencing people and they have started to shift from Pharaonic type to the Sunna type. Elder women of Elashraf at Sawakin district have already started to re-open the stitching in response to the advice of some religious leaders. In Sinkat City, the practise of FGM has been reduced to 40% among the under-aged girls. This explains that some religious leaders, especially those, who believe in the harmfulness of FGM, can be influential in the eradication of this practise.

In rural areas, FGM operations used to be done by traditional midwives. As a result of many cases of severe bleeding and deaths, the midwives suspected to be questioned by the authorities. This entailed travelling to the nearest urban centre, mostly to Portsudan, which has two consequences: 1. the operation is delayed from the seventh to the fortieth day or later (because of silif, mothers and their new-born babies are not allowed to leave the house before the fortieth day of their delivery); and 2. the operation is increasingly getting expensive due to extra travel expenses and the high demand of money made by the midwives and the health workers in cities, such as Portsudan, because they are doing a risky operation that may take them to court.

Ethnic-based variation

Among the Beija tribes, the FC practise is significantly less experienced than the FGM type in the region. This has many social and economic implications. For example, women who are genitally mutilated need a midwife to reopen the stitches for child delivery. The number of midwives doesn’t cover all the villages. The families, who do not live in a village where a midwife exists, have to move to and settle near a midwife's place, three months before the expected day of delivery to avoid complications. This entails more financial expenses and stress, which might make the life of the pregnant women and other members of the family difficult.

The Rashayda communities are 100% practitioners of the Sunna type (FC). As FC does not include any stitching like infibulation, the delivery of children is much easier than for Beija women. That is why Beija women think that Rashayda women are not circumcised.

Income/educational-based variation

The level of income doesn't have effect on changing cultural norms such as the practice of FGM. On the contrary, the ceremony of FGM is an occasion within which the family's level of wealth can be observed whereby generous provision of food to the guests takes place. Expatriation and cultural exposure to the Gulf countries has positive effects in changing the attitudes of well-off families. Among these families and the educated ones, a shift to the Sunna type is observed. An insubstantial number of educated families, especially where an educated mother exists, gave up this harmful practice. Some educated mothers, keen not to provoke their elderly or traditional communities, pretend that they have circumcised their daughters. They do the ceremony and keep the child in bed without being circumcised. For such reasons it is not easy to tell the actual percentage of uncircumcised girl-children.

Functions of FGM

Mainly it is a silif. In other words, it is a traditional practice that people cannot give up as individuals. There should be a consensus agreement among the different tribes to change any of the traditions of the Beija population. This is one of the obstacles why FGM has not been terminated despite some people, specially some young mothers and fathers, are aware about its harmful effects. FGM is also supposed to play the following functions for the Beija communities:

Hygienic/health related reasons

There is a strong belief that the operation of circumcision protects children from all evils. The different communities justify this practice as it cures all the diseases and immunises the child against sickness. According to the silif of Beija tribes, all child diseases will first be related to the lack of circumcision. If the child is already circumcised, then they can try other possibilities and options. Re-circumcision can be one of the alternatives to treat the disease if other efforts failed. The common diseases that are related to the lack of female circumcision are many: eye diseases, diarrhoea, skin rash, all sorts of fever and infection of several parts. Problems such as weeping without clear cause, malnutrition and weak growth of children can easily be related to the lack of circumcision. The majority of the population of the RSH believes that female circumcision increases the immunity of women against poisons such as those of scorpions and snakes. They also think that FGM keeps the genital parts of women clean because it reduces all sorts of discharges. In fact these discharges might include the natural liquids that lubricate the genitals during intercourse.

Spiritual beliefs

Beija tribes believe that evil spirits surround women during their menstrual periods and whenever they are bleeding, especially when giving birth, even when circumcised.  During the first 40 days after delivery, they strongly believe that these evil spirits might harm the child and the mother. Therefore, the operation of FGM takes place as early as the seventh day of birth. Before that, they keep attending the mother and the child continuously to prevent these spirits from harming them. Polio is considered as harm done by evil spirits. There is also a strong belief that evil spirits will occupy a bride if she is not circumcised, and that this has its bad effects on the bride and the bridegroom. Almost all the people met by the researcher demonstrated these beliefs. 

Ironically, the population of the villages we visited are surprised that the Rashayda do not catch diseases or are harmed by spirits while they are not 'circumcised'. Yet this has never drawn their attention to the fact that there are no relations between FGM and immunity against diseases and evil spirits. One of the chiefs said that Beija lack the sense of initiating things, therefore they never ask other people about how they do treat diseases without circumcision.

Control over sexuality

One of the important functions of FGM in the RSH is that it is a mean of marking female sexual purity, whereas concepts of family honour are closely associated with control over women's sexuality. A deep believe that women would be discovered if they practise sex before marriage, is said to be one among other reasons of FGM. FGM indicates the unmarried women's purity, which is required by their future husbands. Concerned parties such as parents, think that FGM reduces the woman's desire for sex. The head of the midwifery hospitals states that "the desire for sex cannot be reduced by these practices, the desire for sex exists in the mind". Despite FGM functioning as a chastity belt, it is also a refuge for mothers and grandmothers to rectify a lost virginity, as explained later. 

Male preferences

The men also think that it will preserve the girls' purity and keep them virgin, which is an important factor to get married to a woman. Most of the men think that sex will be more enjoyable with a circumcised woman than an un-circumcised one. They think so because it takes longer for a circumcised woman to reach the climax than a man can ejaculate. Many women get themselves re-circumcised after childbirth as a means to induce sexual satisfaction of their husbands. 

Position of the main actors towards FGM

Women

Women would tell that this is their main area of decision making. Beside the functions mentioned before, women think that it will prove their daughters' purity. They believe that their daughters will be sent back after marriage if they are not circumcised. In the RSH, people believe that the first intercourse after marriage must be difficult. A smooth or easy intercourse is a good reason for sending back a bride without any explanation. 

Mothers normally take the initiative and talk to their husbands about the due date of FGM of their daughters. After getting the consent of the father, the mother, grandmother, female relatives and neighbours start preparations for the ceremony. Women feel shy to talk about it. It is absolutely shameful to speak frankly about this issue as well as about any other issue that is related to the sexual parts of the body. Grandmothers have a better position and can talk about it. They are the ones who have an influential role and do insist that this practice should persist. One of the old midwives said that FGM is important because it can be a refuge for mothers and grandmothers to rectify a lost virginity. This is found reasonable because women are the ones who are responsible for the up bringing of girl children. Any deviation from the standard silif or gender constructed roles by daughters will be related to the failure of mothers and grandmothers in the process of their girls' up bringing. 

Males

According to the silif, men are not allowed to talk about women's issues at all
. This will affect their tacit attitude and politeness. But when the due time comes, women start giving signals about it. However, men, especially the fathers or guardians, are the ones who agree for the operation to take place. This acceptance is either in the form of giving the money, or sending a word to the midwife to do the operation. The father's consent is very important to the person who performs the operation. It protects the circumcisor from legal problems as explained later. 

Inter-generational variation

Some young mothers, even in rural areas, are aware about the harmfulness of FGM. Yet, young mothers in the rural areas do not have the courage to stand against the silif. Some of the youth think that FGM reduces the women's femininity. They would like to challenge this harmful silif but they care for their social structures. The socially constructed roles, e.g. as in a patriarchal structure in a Beija community, prescribe that younger people should listen to the elders. They are not allowed to lead any sort of conflict with their elders. 

Few middle-aged men think that FGM reduces the women's right on proper sexual relationships within marriage.

Religious leaders

Leading Islamic theologists (Dr. Tha Bashir), refute the argument based on a religious doctrine in favour of the practice of FGM (Badden, 1990). Elsheikh Elshareef Mohammed Nour, a popular religious leader in the RSH, expresses that there is no ground for FGM in the Koran. According to Mohammed Nour, the Beija traditionally relate most of their customs to religion, and they think that any traditional practice, which is not Sunna, must be Faridhah. As Faridhah has stronger obligatory power, FGM is the rule rather than female circumcision. Mohammed Nour clarifies that there is a misunderstanding: FGM is believed to be an Islamic practice while it is not. This is because people are highly committed to Islam while their knowledge of it is not thorough.

Mawalanna Elshiekh Mohammed Ali Nakasoub, who is a religious leader at Sawakin, says that in the confirmed traditions of the Prophet Mohammed (Sunna), especially the Hadith, there is no confirmation even of the Sunna type of FGM. He clarifies that the Hadith of Om Aattia is an occasional one. The Hadith orders Om Aattia that when she does an operation of female circumcision, she must not excise but circumcise, explaining that reducing the practice to circumcision is better and enjoyable for women. Nakasob explains that in the Arabic language, when a negation is followed by a command, this means that it is not obligatory. This Hadith has different interpretations by different people. But of course, those who have interest in FGM can use it to support the sustainability of this practice.

Nakosob argues that circumcision of boys is confirmed in the Sunna in an obligatory way. He questions the people who relate female circumcision to the Sunna: if it is Sunna, then why shouldn't it appear in an obligatory way rather than optional?

Nakosob, as an oral historian, refers the origins of this practice to cultural exposure to Ethiopia/Eritrea and Egypt. He said that the roots of this practice go to former ages in Ethiopia. When one of the Egyptian Pharaohs was told that his life would be ended by a boy (aiming at Moses), he brought professionals from Ethiopia to perform FGM on all women. Whenever a woman is in need to give birth, a permit is needed from the Pharaoh. Thus he could know if a boy is born. However, FGM is also heavily practised in both Ethiopia/Eritrea and Egypt. It exists in the far north of Sudan and along the Eastern borders with former Ethiopia, and is entirely absent in some regions which do not border with Egypt, Ethiopia/Eritrea: Northern and Mid Sudan states, i.e. Alangassna H, Jabal Marra in Darfur and all Southern states, especially in rural areas. 

Tribal/Clan chiefs

As silif is a traditional practice that people cannot give up as individuals, there should be a consensus agreement among the different tribes to change any of the traditions of the Beija population. Tribal chiefs are the ones who preserve the silif. They might not intervene if a family decides not to circumcise their daughters, but they cannot take a positive stand as well. There are some potentials that the tribal chiefs can support the law if the state took the lead in eradicating FGM. According to the chief (Omda) of the Dongonab villages, people's awareness about the harmfulness of FGM is increasing. Yet, people are unable to take individual decisions on an issue that is a silif. However, this chief thinks that they need a powerful institute like the state, to shoulder the responsibility of breaking the silif rule, specifically in regard of FGM. Thus no specific person can be accused for doing a shameful practice, such as breaking a silif. 

Health practitioners

Some doctors at the Portsudan hospital feel their responsibility not only toward the eradication of FGM, but towards any case of bleeding or death as a result of it. When such a case is reported to the hospital, they start to investigate about the person who performed the operation. In such a case, parents normally disappear with their bleeding, infected or dead girl child or infant. In few cases, when the hospital authorities get hold of the child relatives, these relatives take protective stand to the person who performs the FGM operation. 

For few doctors, but for most of the midwives and traditional birth attendants, the operation of FGM is a source of income generation. Despite they can be accused under the law of health professions, they still cannot give up because they do not earn sufficient in their formal jobs.

There are considerable numbers of midwives conscious not only about the harmfulness of FGM, but they are taking positive actions to raise the awareness of ignorant people. They use different approaches from hygiene to religious arguments to convince people. 

The state

The state can be represented in a number of official executive bodies. The support of any governmental institution to any efforts towards the eradication of this practice depends on a discretionary choice of the persons who are at the top of these institutes. There are no clear directives on the issue. Few acts have been issued and they are changing over time to become milder during the 1990s.

However, let us explore the situation in the different governmental bodies concerned.

· Midwifery schools and the law of health professions

Midwives are the main group who performs FGM. At the school of midwifery, FGM is not part of the curriculum. On the contrary, the harm that results from FGM is tought to set standards of medical practices for the graduated midwives. However, as the formal income of the midwives is not enough for sustaining their livelihoods, they tend to practice FGM for subsistence income. 

In Sudan, there is a legal act of health professions. This act deals with cases of un-intended harms. Even when a midwife is condemned for practising FGM, she will be accused for an unintended harm. The maximum penalty for unintended harm is dismissal from formal work, which leaves them more time to perform circumcisions. Most of the dismissed midwives continue the carry out the practice, as it is a major source of income. 

· The state's legislation

In 1946, the colonial state of Sudan issued an act banning FGM as an unlawful practice. This has provoked the natives in Elbuttana area. Resistance and opposition were witnessed for the interference of the state in cultural issues. This situation has resulted in making the state's responses to cases of FGM mild. As people's awareness about the harmful effects of FGM is increasing, there are suspicions that the reinforcement of the law might not face similar resistance. It has been specifically provided for in 1925 and then later in 1974. Nonetheless, in 1983 it was thought that it is a mere example of the general rule, which is the offence of causing hurt. In the new Penal Law (1991), the legal effect of the act has been transferred from particular to general. To be an offence in the statued book is one thing, but instituting criminal procedures is something else. In such a case, a suit should be made by the person who suffers from the act of FGM or her immediate relatives (the concerned parties). As the victims are under aged, the concerned parties are the offenders. Therefore, nobody is going to institute the suit; it becomes a matter of public interest rather than private/public. The case is of public interest and the effect is personal. 

It is not always the ethical that coincides with the legal code. The crime is of personal nature not public nature where as the state cannot intervene if the parents said that it is not their intention to institute a suit against the midwife.

The legal treatment of such cases comes under the "Hurt". Some issues at stake are:

1. The hurt is personal and prosecution is general. All personal issues need the concerned parties to institute them in court.

2. If any body rather than the concerned parties institute the proceedings, the proceedings can be terminated. In the case of FGM, the first to be accused are the parents and the second in line is the midwife. As the concerned parties are part of the crime, they will never institute the proceedings. This explains why: a. it is always important for the midwife to get the consent of the fathers and b. it is difficult to find any case in the courts records. 

Another reason for lack of cases in court is that, for cultural reasons, brining a case to court might seem insulting.

A main source of law is customary law. The efficacy of law is to be practical and that comes from popular support.

Finally if an FGM practitioner is accused, the Sudanese Penal Code (1991, section 138, p. 67) states that persons who excise any parts of another person's body must be punished by excising the similar parts of their bodies. This penalty is not scaring for midwives, because most of them are already circumcised, if not all of them. One case has been brought to the Portsudan court administration in 1988. A suit was made against a midwife who was caught red-handed. The midwife was prosecuted for unintended death and she has been penalised administratively.

Conclusion: legal support for banning FGM is mild and weak.

Media

The media is state censored. As the validity of FGM is still controversial, giving green light for media campaigns on raising awareness about the harmfulness of FGM is dependant on the personal views of the authorised persons (see NGO's).

Non governmental organisations and inter-governmental organisations (IGO's)

A number of NGO's and IGO's are involved in the eradication of FGM. Most of them find it difficult to work on FGM, because it is deeply rooted in the communities. They find it easier to convince people to shift to the Sunna type of circumcision. Yet there are some successful efforts in convincing people to entirely stop this practice. The following is an exploration of what these institutes are doing:

· Sudanese Red Crescent (SRC)

The Sudanese Red Crescent is an IGO. It works closely with an influential religious leader Mawalana Mohammed Taher Nakasob, and the Maternity and Child Care Department at Sawakin Hospital, especially the Health attendant Mrs. Khadija Osman. They raise awareness about the importance of speaking out about the practice and the consequences. They organise training on increasing men and women's ability to articulate the problems that result of FGM. They train women and men groups to work on the awareness raising about the problem of FGM.

· Oxfam and the Sudanese Committee on Traditional Practices (SNCTP)

Oxfam is funding the subsidiary office of SNCTP, which is an NGO, at Portsudan. They conducted a considerable number of lectures on an ad-hoc base to different groups of the population. The members of SNCTP are enthusiastic for working on the eradication of FGM but they do not have enough resources. 

· The Family Planning Society

This IGO frequently co-operate with SNCTP. Family planning is not an attractive issue for the Beija population. As the majority of the population is nomads they tend to leave their wives in settlements for long periods. Thus natural family planning is seen as a problem for Beija families because they might be interested in increasing their fertility rate. The family planning representative complained that people are not enthusiastic to attend their sessions on FGM.

· The Gender Centre for Research and Training (GCRT)

GCRT is an NGO that has launched a good media campaign-project on the eradication of FGM, funded by Oxfam. The programme is a mass-media campaign, focusing on quick powerful messages, which continue for one second through TV shots and radio spots. These shots and spots are conducted during the peak time of listening/watching which are mainly the news and the series. Few shots were shown on the national TV. The director general was at pilgrim at that time. He saw the shots in Saudi Arabia whereby he sent an order to the national TV to stop the programme. It is clear that the state's bureaux can easily be influenced by their leaders' values. However, the programme has been continued through some regional TV stations, the RSH was one of them. The programme has been terminated for lack of resources.

Community based organisations

These are basically religious centres, belonging to the following religious leaders:

· Elsheikh Elshareef Mohammed Nour: known as El Shareef Adroub, the servant of the Koran in the mountainous area. One of his important centres is the cluster of Tameli Fodican. He covers the area of Jbeit ElMaadin. He works in the field of eradicating FGM for 38 years. He first tried to talk to men. But according to silif, men are not allowed to talk to their women on women's issues. Insubstantial results were cultivated. Then he tried through a female intermediary to raise the awareness of women, but this strategy was not successful either. Now he started to talk to men and women in separate groups. He found that this strategy is more effective. He has a plan of networking with university students, committed midwives and religious women. He needs more resources to recruit female mediators and to cover transportation expenses.

· Mawalana Mohammed Taher Nakasob: he works in collaboration with SRC at Sawakin district. His case has been explained before.

Community-specific strategies for the eradication of FGM

Building a coalition

Potential partners: co-ordination between the NGO's and IGO's who are working on the eradication of FGM is important. It could provide an opportunity to exchange models of good practice. It also provides an opportunity of better coverage, by avoiding the duplication of efforts towards the same target groups. University students might have an influential role in raising awareness in their communities. They can be encouraged to volunteer, with some incentives to cover their immediate expenses. 

Satisfying the supposed function of FGM

A health programme to meet the actual needs of the communities is vital. The Beija population, who strongly believes that FGM has a medicating role, must be convinced by the falseness of this belief, and the wrong assumptions about the relationship between different diseases and FGM must be clarified. All diseases must be related to its actual causes. Educational health programmes should be developed with a follow up, to make people understand that there is no relationship between the lack of FGM and FC on the one hand and all these diseases on the other hand. Religious leaders who are committed to the eradication of this practice, can play a proactive role in reducing the peoples believes about the relationship between the lack of FGM and the evil spirits (see religious leaders).

Advocacy, media and research

Conducting research work on the problems of FGM will make the advocacy work easier. Networking with concerned parties to collaborate in advocating the harms of FGM is important. This can be done through conducting sessions of raising the awareness of different groups, collectively men and women and separately when necessary.

There is a necessity for using the different media methods such as TV, radio and mobile cinema. The variation between rural and urban areas regarding the standard of living makes it extremely difficult to use the same communication means. For instance, in Sudan, most of the people living in rural areas cannot afford a radio or TV. So utilising these means remains less effective then direct targeting of people. TV might have limited coverage, such as urban families and well-off people. The radio is more popular among rural families but for poor people, women might not get sufficient access to it. The mobile cinema is very attractive where men can sit in the front lines and then women can follow. As most of the rural areas lack means of entertainment, a mobile cinema will be exciting and effective. 

Lobbying 

Lobbying efforts must focus on convincing the state to issue a particular act on the banning of FGM. This law must change the position of the prosecution from the private to the public interest. It has to change the procedures of instituting the legal case from the concerned parties to the public and the concerned parties must be covered by the criminal law in the case of their involvement in the crime of FGM. Lobbying efforts to advocate the problem of FGM and to convince the concerned authorities to take actions can cover members of the supreme court, members of the national conference, members of the national assembly (parliament), and the leaders of mass media institutes.  The Beijing Platform of Action has urged governments to establish women's bureaux in order to influence the state's decisions to engender them (Schalkwyk and Woroniuk 1997). The Women’s Bureau at the Ministry of Social Planning can be a potential partner for lobbying.

Donors such as the Dutch government and Irish Aid maintain a policy of engendering governmental bodies in low-income countries, concerning women's development. This situation provides an opportunity for introducing proposals to adopt the eradication of FGM as a condition for funding.

Cancellation of the country’s debts with the World Bank, IMF, and debated countries in return for adopting eradication programs of FGM can be another opportunity for lobbying. The unequivocal statement of WHO is  “governments should adopt clear national policies to abolish FC in five years” is really meaningful.  
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5.2.3. Health sector initiatives to address domestic violence against women in Africa, Dr. Julia C. Kim, Health Systems Development Unit, Department of Community Health, University of the Witwatersrand, South Africa
Introduction

It is perhaps fitting to begin this paper with an observation about the very timely nature of this workshop on health sector responses to violence against women - because such violence is now increasingly and widely recognised as a critical health issue across the African continent. This new awareness has come to light in the midst of ongoing conceptualisations of gender violence as women’s rights, human rights, crime prevention and development issues. And although each of these perceptions has contributed an array of insights and approaches to this problem, the recognition of gender violence as a public health issue has been critical in mobilising the health sector to recognise that it has not simply the opportunity, but the responsibility to take action on this issue. It is also timely because, on the African continent and globally, we are witnessing a convergence of two epidemics - that of violence against women and that of HIV/AIDS. The compelling need to begin exploring the inter-relationship between these two epidemics, was recently raised by UNAIDS Executive Director, Dr. Peter Piot, who explicitly urged governments to address gender violence as a crucial part of their response to the AIDS epidemic. Indeed, this growing recognition of the links between gender violence and HIV/AIDS has the potential to raise awareness and add impetus to the recognition of domestic violence as a critical public health issue.

Another recent event which points to this growing public health recognition in Africa is the first WHO/Africa Regional Office Intercountry Meeting on Violence Against Women and Children: Prevention and Management of the Health Consequences, which was convened in Harare on 19-21 April, 1999. Drawn from a wide range of countries in the Southern and Eastern African region, participants included Angola, Kenya, Malawi, Mauritius, Rwanda, South Africa, Swaziland, Tanzania, Zambia and Zimbabwe. Key recommendations that emerged from this meeting will be mentioned at the end of this paper.

Health sector strategies to address violence against women have been evolving in the countries of the North for some time, and there are lessons that may well be applicable to other settings. However, as may be expected, the context, opportunities, and constraints to developing and implementing health sector approaches within Africa raises a different range of challenges and experiences. In fact to talk about “Africa” in broad terms is itself misleading given the diverse nature and forms of violence witnessed throughout the continent.

For this reason, this paper will not attempt to present a comprehensive overview of health sector responses across the continent. Rather, it will highlight some key approaches that have been emerging from within a variety of African contexts. In fact a key observation which came to light during the WHO/AFRO meeting is that, within Africa, health sector responses to violence against women are still very much in their infancy. We are not yet speaking in terms of “best practices”, but rather, simply “practices”.

The paper will begin by describing what is known about women's current experience when they do encounter the health care system, drawing on preliminary research emanating from Zimbabwe and South Africa. 

It will then turn to strategies that are taking a broad approach to addressing such violence by supporting and building capacity within existing organisations working on violence against women. It will then highlight an example of a health promotion NGO that is using multi-media approaches to address domestic violence. There will be a brief description of the “1-stop crisis centres” currently being piloted in S Africa - which are an attempt to bring health and other services together under one roof. An initiative in Rwanda will be briefly raised - one which reminds us of the complexities of addressing gender violence within the growing number of conflict and post-conflict environments emerging both locally and globally. This section will close with a description of health worker training initiatives which are being developed and implemented in South Africa.

Finally, this paper will summarise some of the key lessons learned and the challenges raised through these emerging health sector responses.

Survivors’ Experiences with the Health Care System

In Europe and North America, the health sector has been shown to have a unique contribution to make in efforts to address gender violence. However, such initiatives have generally been introduced in areas with relatively well-resourced health facilities, and the problems which might be encountered when trying to implement such protocols in less well-resourced environments have not yet been assessed. Moreover, issues regarding the safety and efficacy of treating and referring women identified through such initiatives have not yet been adequately explored. For example, one factor that might strongly influence the outcome of such interventions in many parts of Africa is the relatively poor relationships between staff and patients, which exist in many facilities.
 The following section will briefly describe what is known about women’s current experiences within the health care system, using research experiences drawn from Zimbabwe and South Africa.

Health Consequences of Violence

Recently, a survey was conducted among 966 women between the ages of 18 and 78 in Midlands Province, Zimbabwe.
 The study found significant associations between women reporting experiencing violence and an assessment of poor mental health status, and a reported history of miscarriage or the death of a child. In addition, many women who had experienced physical violence reported injuries requiring medication and/or hospitalisation as a result. Of particular concern was the extent to which women reported experiencing violence during pregnancy. Thus, this study confirmed findings from other countries, which indicate that violence against women has a range of significant health consequences. Moreover, it highlighted that women experiencing violence may utilise a wide range of health services - more so than women who have not been abused, suggesting that the health sector may be an important location for intervention.
Do women want to see violence addressed by health care workers?

In 1998, research undertaken with clients attending a community health centre in a disadvantaged peri-urban area in Cape Town demonstrated that 200 of the 412 women interviewed identified themselves as having been abused by a current and/or past intimate partner.
  The majority had not sought formal help before and many had not told anyone about their problems. Yet the women welcomed the possibility of having their experiences validated by being asked about them by healthcare workers. In fact, 87.8 % supported routine screening for violence as a part of general health history whenever they attend the health centre. No difference in support was noted between abused and non-abused women, and the main motivation for the overwhelming support was based on an expressed need for the health sector to address an issue which has previously been viewed as ‘domestic’ and not requiring health sector involvement.

Supporting/building capacity within existing organisations

In Burkina Faso, it has been noted that personnel working in institutions that support and care for women often feel helpless and cannot cope appropriately when confronted with violence against women and its consequences. In training and staff development programmes, they have found that such violence is often not sufficiently taken into account, and health promotion concepts - with their focus on disease prevention - have almost always neglected violence. 

For these reasons, the International Action Research Training Programme (CIFRA) in Burkina Faso has introduced a training course particularly designed to address the issue of gender violence by strengthening health and social services to approach the issue from “within”. It will focus on health and social personnel who deal with women’s issues in NGOs as well as other social service providers who are confronted with gender violence and female genital mutilation. The training programme aims to qualify health personnel, social workers and managers of health and social services to contribute to systems development from within their working environment. 

The training course ‘Violence against Women’ is intended particularly for staff who is in direct contact with the population concerned. The training programme qualifies course participants to analyse the health and social situation and problems in their immediate working environment and to find possible solutions through small action research studies. The themes of the individual action research studies conducted by each participant depend on the specific situation and on the particular possibilities of each participant's working environment. As a result of the studies, concrete measures to improve services or programmes and action plans are developed.
 

The Canadian Public Health Association’s Southern African AIDS Training (SAT)
 Programme has been funded by the Canadian International Development Agency since 1991. From its regional field office in Harare, Zimbabwe, the SAT Programme forms partnerships with community-based prevention, support, coping and care projects and programmes principally in Malawi, Mozambique, Tanzania, Zambia and Zimbabwe. SAT also has partners in Angola, Botswana, Lesotho, Namibia and the Republic of South Africa. SAT contributes financially to build the capacity of its partners and provides continuous learning, training, organisational development and networking opportunities through its “School Without Walls”. SAT partners continually increase and currently number almost 150. They include community groups’ peer action programmes; self-help groups of people living with HIV/AIDS; mission hospitals; women’s advocacy & health organisations; women’s shelters & neighbourhood association; legal reform & human rights organisations; men’s gender & advocacy groups; trade unions; gay & lesbian groups; counselling organisations; student & youth groups; AIDS networks & policy groups and community self-help development organisations. 

SAT has developed a training methodology called “School Without Walls” (SWW). It is a learning network linking SAT partners across the southern Africa region and is based on exchange and mentoring principles. SWW is organisation-to-organisation training and learning. Within the context of strengthening a specific type of programme, organisations with longer experience or specialised skills train and mentor less experienced ones.  In this way, experienced groups help the less experienced through a variety of graded skills clinics, exchanges, field placements, local learning networks, programme management systems, materials and coaching. 

Media and Health

Soul City Multi-Media Health Promotion Project
 is a South African non-governmental organisation using media to impact on health and development. Each year they produce a series of prime time television and radio dramas that reach millions of South Africans. Into the dramas, are woven issues to inform the public and stimulate debate. The electronic media are backed up with information booklets that are serialised in newspapers nationally in synergy with the dramas, and then inserted in full at the end of the broadcast period. The mass media material is then adapted into youth life skills material which are currently in every secondary school in South Africa. 

A current series is dealing with violence against women and they are working in partnership with the National Network on Violence Against Women to ensure that audiences have access to support after exposure to their media initiative. They will also be working together on an advocacy campaign to accompany the intense broadcast period. One of the key issues that will be addressed in the drama is the new Domestic Violence Bill. There are a number of very exciting innovations contained within the new bill, including a far broader definition of domestic violence to include financial, emotional and other forms of violence. The bill also attempts to improve the police response to domestic violence. The new bill states that the police must do whatever possible to assist the women, including getting her to medical help or assisting her in finding shelter. It also obliges the police to inform women of their rights according to the law, whenever they are called out to deal with a case of domestic violence. Failure to comply will result in disciplinary action through our Independent Complaints Directive.

Soul City will attempt to reach South Africans to inform them of their rights with regard to the new legislation and to shift social norms around violence against women. The series began to air during the country’s second national democratic elections and they intend to use the many media spin off of their series to place the issue of violence against women on the public agenda during this period.

Collaborating with other Sectors

Two “1-stop Crisis Centres” are being planned in South Africa through the UNDP, the UN Centre for International Crime Prevention (now ODCCP - Organisation for Drug Control and Crime Prevention), and the National Network on Violence Against Women. They will be rural or peri-urban based centres (one in Mpumalanga Province, one in the Eastern Cape) to address violence against women and children. These centres will provide legal services, medical care, counselling and support to survivors. In addition, they will aim to develop rehabilitation counselling and educational services aimed at male perpetrators and will engage in community education and advocacy.

Addressing violence against women in conflict situations

Conflict situations make girls and women especially vulnerable in multiple ways. “Forced marriages”, coerced sex and voluntary remarriage are all common in conflict situations where men and women have lost partners. Rape may be used by opposing forces as an instrument of terror or as a symbol of victory. The loss of homes, income, families and social support deprives women and girls of the capacity to generate income and they may be forced into transactional sex in order to secure their lives (or those of their husbands or children), escape to safety, or to gain access to shelter or services, including the distribution of food. In transit, refugees who are sexually active (through choice or necessity) will be exposed to different populations with differing levels of HIV infection. 

In Rwanda, WHO is collaborating with the Division of Emergency and Humanitarian Action (EHA) in addressing the particular needs of women and girls affected by violence. The project is intended to improve the accessibility of health services by training health workers and to establish a national network of health and psychosocial assistance for women. A set of training materials addressing the care and support of women affected by violence have been developed and are intended for use in other countries which are in conflict or post-conflict situations.

Training of Healthcare Workers

The introduction to this paper cited studies in South Africa and Zimbabwe which have shown that violence against women has significant health consequences, that women in violent relationships have significant contact with the health care system, and that they would want health workers to address this important issue. But what of the health workers’ own needs and perceptions? This final section will address these issues and highlight experiences with health worker training initiatives that are being developed in South Africa. It will conclude by highlighting key issues raised through these initiatives and others.

What are the perceptions of health care workers themselves?

A small study was also conducted among 20 health workers (15 nurses, 4 doctors, 1 social worker) in a Capetown health centre.
 Here, nurses estimated that as many as 49% of women in the community were abused, and medical practitioners estimated figures of about 30%. Yet very few health workers revealed (10%) routinely asked patients about domestic violence.  The main barriers within the health system that were seen to prevent healthcare workers from routinely screening for domestic violence were:

· the lack of recognition of the prevalence and the importance as a health sector issue 

· the constraints of work pressure and lack of time available for each patient;

· the lack of skills and training to deal with complex problems such as violence against women.

The health workers expressed substantial support for skills development and training both on an interpersonal and professional level. Similarly, there was support for the development of screening, management and referral protocols. This study has given rise to a subsequent project which will evaluate the feasibility of training healthcare workers to screen women patients for abuse, manage and refer them; and, evaluate a pilot for a 1-stop crisis centre which will be located in a community health centre.

What are health workers own attitudes and experiences of abuse?

In 1998, the Health Systems Development Unit (HSDU) conducted focus group research with a class of 38 nurses enrolled in HSDU’s one-year PHC training program in rural South Africa. Female nurses generally expressed the belief that such violence was harmful and oppressive to women. Moreover, they clearly acknowledged marital rape as a legitimate entity. However, they also believed that women were responsible for certain behaviors and attitudes which could "provoke" domestic violence and rape, and many expressed the belief that domestic violence was a private matter which should, if possible, be resolved in the home. They also revealed that in spite of their professional status, their own personal experiences of physical, sexual, emotional and economic abuse were not significantly different from the women they attended to in their clinics, and that in spite of their income-earning status, they felt unable to exert any meaningful control over their own economic resources.  

Male nurses listed a wide variety of occasions that “justified” beating a woman—including not obeying or respecting husbands, shortcomings in household duties or childcare, and infidelity—and described beating both as a means of "discipline" and as a means of expressing love or forgiveness for a woman's perceived transgressions. They completely rejected the concept of marital rape and expressed great reluctance to involve those outside the family (judicial, health or welfare systems) in cases of domestic violence.

Based on these findings, HSDU and ADAPT (Agisanang Domestic Abuse Prevention and Training) developed a gender violence training module and piloted it five months later as part of these same nurses' four-week reproductive health curriculum. The four-day module on gender violence initially focused on the nurses' experiences as women and men, not as professionals, and explored their attitudes, beliefs, and personal histories of violence. Only then did the training turn to the nurses' responsibilities as health professionals.

Afterwards, nurses completed a questionnaire that documented significant changes in their knowledge and attitudes. Moreover, the questionnaire also confirmed high levels of violence in the nurses' own lives. Fully 92% of the female nurses had experienced at least one form of abuse by an intimate partner: more than one-third had been physically abused, equal numbers had been sexually abused, and most had been psychologically and emotionally abused. Three-quarters of the male nurses admitted being abusive to an intimate partner: half had engaged in physical abuse, 38% in sexual abuse, and 75% in emotional abuse. 

Key Issues Raised in Developing Approaches to Health worker Training

· Nurses share the same cultural values as the larger society, and their attitudes can be potentially damaging to abused women.  

· Nurses experience similar, or perhaps higher, levels of violence as the clients they are expected to counsel and treat. This may make it difficult or impossible for them to deal with domestic violence on a professional basis.

· Gender violence training strategies for health workers cannot focus exclusively on professional knowledge and skills.  Such training also must view health workers in their role as community members, question their attitudes towards domestic violence, and help them deal with their own experience as the victims or perpetrators of violence.

· More research is needed on the male perspective on gender violence, especially the attitudes and experiences of male health workers and other professionals who come into contact with abused women.
· Finally, creating a partnership between a domestic violence NGO and an academic research unit enabled each to contribute complementing skills and resources to make this possible. In contrast to using educational materials developed in a distant and dissimilar setting, drawing on the experience and expertise of ADAPT ensured that the workshop reflected local understandings and beliefs regarding domestic violence. Moreover, the skilled facilitation and counselling provided by the NGO was a critical factor in addressing the nurses’ own experiences of abuse, and in providing a safe environment for personal healing to begin. This in turn enabled the sensitive and informed collection of prevalence data regarding personal experiences of gender violence - a task which would have otherwise raised ethical dilemmas, given the lack of counselling or referral resources available. In settings where resources to address gender violence are extremely scarce, and the need to couple research with action is an ethical as well as a practical imperative, this collaborative approach may well represent a model of action-oriented research which merits further exploration.

Major Recommendations from WHO/AFRO Intercountry meeting on Violence Against Women and Children: Prevention and Management of the Health Consequences (Harare, 1999)

1. There is a clear need, at both country and regional levels, for further data collection and research on violence against women and children. Such information will range in scope and purpose, but is critical for informing policy, for advocacy, and to document emerging models of practice within health and related sectors. However, it is also clearly recognised that research capacity may be significantly limited in many country contexts (both in terms of human and material resources), and that lack of political will in including violence on national and regional research agendas is an ongoing and significant obstacle. 

2. Exploring creative research partnerships is seen as one means of sharing skills and expertise, and these may include NGO/academic, rural/urban, and inter-country partnerships, as well as building links with ongoing WHO research initiatives such as the WHO Multi-Country Study on Violence Against Women.

3. There is a need to support the creation of national databases on violence against women and children, which can then feed into a regional database. In addition, there is a need to create networking links to identify effective, innovative projects in the region, in order to support their implementation, evaluation, and documentation, as well as the sharing of skills and expertise at national/regional levels.

4. The dissemination of information, training materials, and guidelines in the area of violence against women and children must be based on established models of good practice and must be adaptable to the wide range of socio-cultural contexts within the region, including those in conflict or post-conflict situations.

5. The importance of building awareness and capacity, not only at the level of the healthcare worker, but throughout all levels of the health sector, from health policy makers and ministries of health, to training institutions, hospital administrators and health managers, is vitally important to the sustainability of capacity building efforts aimed at the clinic or hospital level.

6. It is important that health sector interventions to address violence avoid creating additional or parallel structures, and work to integrate initiatives within existing structures and within the broader context of health sector development within the region.

7. Finally, health sector strategies to address violence against women and children need to be undertaken and co-ordinated within the broader context of ongoing work emanating from NGO's, women’s organisations and related non-health sectors. This is crucial in order to ensure that such efforts encompass both the broader prevention as well as the treatment dimensions of such violence.

Conclusions
This paper has attempted to highlight some current health sector responses to violence against women that have been developing from within Africa. The picture which emerges is by no means complete - indeed, one of the challenges identified in the WHO/AFRO meeting was the need to support the creation of databases and networks around this issue, so that knowledge about such initiatives can be more widely disseminated. Nevertheless, there are clear indications of a growing movement to begin exploring and evaluating such health sector responses, and this workshop marks an important opportunity to exchange experiences and expertise from across the globe. It is hoped that this paper will provide a starting point for further discourse and action on this critical public health issue.

5.3 Violence against women in Asia

5.3.1. The health sector working with women's organisations, Ivy N. Josiah, Women's Aid Organisation, Malaysia
This paper, first presented at the WHO/FIGO Pre Congress Workshop on Elimination of Violence Against Women: In Search of Solutions, Copenhagen, 30-31 July 1997, has been revised and updated for the Workshop on Health Care Strategies for the Prevention Domestic Violence in Developing Countries. Ghent, Belgium, 21-23 June 1999.

Introduction  

In 1993 Hospital Kuala Lumpur, the largest government run general hospital in Malaysia took a leading role in establishing an intervention programme to respond to the growing number of women who sought medical treatment for injuries sustained as a result of domestic violence. Recognising the medical, social and legal needs of these women and the partnership from women’s organisations, a One Stop Crisis Centre (OSCC) - an inter agency management of battered women - was established in 1993 in the Accident & Emergency (A & E) Department of Hospital Kuala Lumpur. In 1999, thirty four (34) one stop crisis centres have been established in hospitals all over Malaysia as the protocol has gained official recognition. The OSCC started by addressing victims of domestic violence and has now adopted specific protocols for rape survivors too. After five and half years, the time is right to re-look at this protocol and evaluate its implementation.

This paper presents the history of this protocol and how it was introduced and attempts to evaluate the OSCC based on WAO’s experiences with the hospitals.         

The Violence Against Women Campaign in Malaysia 

In September 1982 the first women’s shelter for battered women and their children, Women’s Aid Organisation (WAO), was opened in Malaysia. For the first time in Malaysia the issue of domestic violence was highlighted as a hidden problem, as more and more women sought shelter at WAO. Within the first year, WAO had given refuge to 57 women. At present WAO shelters 100 women, handles 1,800 counselling calls and renders face to face counselling to 50 women annually.  

In 1985, women’s groups and individuals concerned about violence against women came together to form the Joint Action Group Against Violence Against Women and organised a historic two - day public event that discussed the issues of rape, domestic violence, sexual harassment, prostitution and the negative portrayal of women in the media.

For the first time violence against women was discussed from a feminist perspective which stressed that domestic violence, rape, and sexual harassment were all forms of violence against women. These kinds of violence arose as a result of patriarchal structures in society that valued men over women and which have created an unequal power relationship between men and women. It was at this 1985 meeting that a draft Domestic Violence Bill was introduced.

In the ensuing years women’s groups conducted public education campaigns on issues related to violence against women and a special focus was given to legal reforms, specifically the enactment of a Domestic Violence Act (DVA) and reforms related to the Rape Laws. While the reforms related to Rape Laws were passed in 1988, lobbying for the DVA was a long and challenging process lasting ten years.

The lobbying for the DVA received considerable media coverage and the issue gained ground as public awareness grew. One strategy employed to raise awareness was the periodic release of statistics and research findings. For example, in 1992 WAO released the results of its national survey on the incidence of domestic violence, which indicated that an estimate of 39% of women over 15 years have been physically abused by a spouse or boyfriend.

Finally, in June 1994, the Malaysian Parliament passed the DVA, however it took women’s groups a further two years to lobby for its implementation. Another series of campaigns and protests had to be organised before the DVA was fully implemented in June 1996. The long hard road for women’s groups lobbying for the DVA reflects the culture of indifference and disbelief that domestic violence is indeed a significant issue and a crime. Given this environment, women’s groups did not expect government agencies to take any initiatives to curb violence against women.

The Health Sector in Malaysia 

The health care system in Malaysia under the supervision of the Ministry of Health, consists of 14 general hospitals (one in each State), 86 district hospitals and over 200 health centres and is possibly one of the best in the region, highly remarkable given the fact government healthcare expenditures amount to 2.5% of GDP.

 Not unlike other countries the health sector in Malaysia has been traditionally slow in responding to women who seek medical treatment as a result of domestic violence.

Between 1990 and 1992 while conducting research for the WAO national survey on domestic violence, interviews were conducted with 37 hospital personnel from three major hospitals including Hospital Kuala Lumpur. Battered Women in Malaysia: Prevalence, Problems and Public Attitudes (1995). This research found that there were no specific policies, procedures or report formats aimed at identifying women who have been assaulted by their husbands or intimate partners. In addition, it was learned that the classification system of hospital case records did not include the specific problem of battering.  Battering was usually included in the category of marital discord.   

Thus WAO’s experience with the health sector has been limited to the care of women who have been referred to the organisation’s refuge by medical social workers. Occasionally a medical practitioner may request that a WAO social worker speak to one of his or her patients identified as a domestic violence victim.

Since the opening of its Refuge in 1982, WAO has built up a good relationship with the nearest hospital, Hospital University. This hospital is a teaching hospital under the Ministry of Education and offers refuge residents free medical treatment and maternity services.

A Health Sector Initiative 

On one morning in June 1993, a social worker at WAO received a phone call from Mohana Veni, a doctor from the A & E Department of Hospital Kuala Lumpur.  She had apparently obtained the organisation's number from the telephone directory.  Mohana asked about the services offered by WAO and whether she could direct patients arriving at A & E to the organisation for counselling. Mohana also asked if WAO would be interested in meeting with her to discuss a recurrent problem at A & E: the growing number of women seeking medical treatment as a result of domestic violence. Mohana recalled that on one morning while she was on duty, a patient was ushered in at 5 a.m. The woman revealed to her that she had suffered the scars on her body as a result of abuse from her husband. After spending the time between midnight and 4 a.m. trying to make a police report she was at a loss as to her next step. Struck by the woman’s plight and acutely aware of her own ignorance about the steps to take with the battered patient, Mohana raised this case as well as others to the head of the department, Dr. Mr. Abu Hassan Asaari Abdullah. Abu Hassan immediately ordered an epidemiological study and gave the go ahead to initiate a meeting with WAO. 

Responding to the Needs 

At the first meeting with Mohana, WAO learned that the epidemiological study over 5 months between 7 February to 8 June 1993 revealed 186 cases. Of the injuries, 48.6% were pushed or slapped, 20% were attacked with weapons, and 17.1% were kicked, 5.7% were throttled and 2.9% were bit.  A & E was attending to an average of 40 cases per month. Based on this survey Abu Hassan proposed that a crisis intervention team involving the joint efforts of the hospital, relevant women’s groups, the police, the Medical Social Workers Department, Legal Aid and the Islamic Religious Bureau. The proposed protocol was called the inter-agency management of the battered women. 

The co-ordination and centralisation of medical, counselling, police, legal services (the latter from both civil and syariah or Islamic religious courts) would be based on a one stop centre concept.

Health Sector Working with Women’s Organisations

WAO recommended to the A & E Department to invite two other women’s groups which provide telephone counselling for domestic violence victims, the All Women’s Action Society of Malaysia (AWAM) and Tenaganita (Women's Force). The Hospital also invited representatives from the police, the Medical Social Workers Department, Legal Aid and the Islamic Religious Bureau to form a committee to look into the proposal.  The committee met once a month to find out how each agency can play a role within the protocol and further fine-tune the procedures. 

Almost immediately counsellors from the three participating women's groups went on a roster and were on call twenty four hours to respond to calls from A & E. Typically, the counsellor would go over to the hospital to speak with the victim. If counsellors from the women’ s groups were unavailable, medical social workers from the Welfare Department of the hospital would provide the counselling. The police made an assurance that every battered patient would be able to make a report at the hospital itself and the report would then be forwarded to the relevant district police station for investigation. 

Both Legal Aid and the Islamic Religious Bureau were unable to provide counsel at the hospital itself, however, both agencies confirmed that they would accept referrals.

Input from the Women’s Organisations 

The participation of women's groups in the activation of the protocol was crucial as it allowed them to give a feminist perspective to its development. Initial responses by the hospital staff, medical social workers and police were far from satisfactory. Their attitude ranged from a “welfare” response such as "let’s manage this unfortunate group of people," to complete insensitivity to the victim. Medical personnel viewed the issue clinically with a focus on the physical injuries, not the social and personal ramifications. Problems with confidentiality, sexist bias and misinformation were apparent when dealing with medical personnel. Representatives from the women’s groups had to raise these issues of concern during the meetings and managed to conduct gender sensitisation programmes for the hospital staff. Monthly case management meetings between the counsellors from women’s groups and A & E doctors and nurses also gave ample opportunity for the women's groups to sensitise and educate medical personnel on the dynamics of violence against women as a gender issue.    

The Protocol Gains Recognition 

In December of 1993 a seminar was organised to invite response and feedback from the relevant agencies on the protocol developed in June 1993. The aim was also to officially announce the protocol and lobby for it to be established and replicated in other state and district hospitals. Although the response was encouraging, it was noted that for the protocol to be instituted in all government hospitals in Malaysia, a directive from the Ministry of Health would have to be issued.

Between 1994 -1996 while the protocol was fully adopted at Hospital Kuala Lumpur with a management committee made up of the three women’s groups: WAO, AWAM, Tenaganita, and the A & E department staff, there did not appear to be any move towards adopting the protocol in other hospitals. Only in 1996 did the Minister of Health announce that One Stop Crisis Centres would be instituted in every state hospital. 

This was in response to a memorandum produced by AWAM in 1996 during the annual Health Dialogue organised by the Ministry of Health. The National Council of Women’s Organisations also played a role convincing the minister that the OSCC protocol should be adopted in every government hospital. This policy decision was followed by assigning to the Department of Medical Services Development within the Ministry of Health, the task of introducing the protocol in every state and district hospital. Soon after the announcement, the A & E department of the General Hospital in Pulau Pinang, a state in northern Malaysia launched its One Stop Centre. 

To date, it has been announced that 34 hospitals, which include the state and district hospitals, have adopted the One Stop Crisis Centre: Inter Agency Management of Battered Women, Rape Survivors Child Abuse protocol. 

Evaluation of the One Stop Crisis Centres 

The adoption of  this protocol nationwide has mainstreamed  the issue of domestic violence within the health sector.  Women’ s groups have welcomed this progressive move but are also aware that there is a need to monitor the implementation of this protocol and initiate a nation wide evaluation.  

Some of the present issues are as follows:

1. Gender training and sensitisation programmes

There is a need ongoing for gender sensitisation programmes for hospital staff i.e. from the medical attendant to nurses and to physicians at the OSCC. WAO has received complaints that there is still lack of sensitivity to women and a curiosity especially about rape survivors. As soon as the word gets out there is a rape survivor in the counselling cum examination room, hospital staff will come by to take a look. Physicians are not necessarily sensitive and have on occasion asked the woman what she did to deserve this beating.  

This is a crucial component in order to fully implement the protocol. All medical personnel including health officials from the Ministry need to undergo a gender training programme. 

The reformation of the medical education curriculum is necessary in order that all health professionals are acquainted with the dimensions and causes of violence against women. Medical training must not only heighten clinical awareness but also include a non-sexist medical response.   The Women Crisis Centre, Penang that is working closely with the Pulau Pinang General Hospital is presently developing a manual for training hospital personnel on gender.   

2. Lack of trained social workers to be on call 24 hours at the One Stop Crisis Centres

Hospital medical social workers work a five and half day week, between 8 a.m. to 4.15 p.m. and they are on call to attend to the emergencies.  It has been raised by the hospital staff themselves that there is a need to have a counsellor /social workers based full time at the A & E Department y 24 hours as they receive many patients at all hours who request immediate counselling and care.  Hospital Kuala Lumpur attends to 30 rape cases and 70 wife beating cases per month.

3. Lack of forensic medical officers 

There are only 9 forensic pathologists, 1 forensic clinician and a handful of gynaecologists based in government state hospitals that attend to rape survivors.  Rape survivors in district hospitals and health centres based in rural areas have to be sent to these bigger state hospitals for examination. This can mean a delay of days and cases become “cold”.  

4. Lack of shelters for battered women

There are only 3 shelters covering two states in the country and hospital staff has indicated that they face difficulty in getting immediate shelter. Although the patients have overnight stays in the wards, long-term shelter may not be a viable option in many rural and urban areas. 

5. No rape shelter and poor after care services for rape survivors

Given the statistics of 4.10 cases per day (1997) it is alarming to note that there is no shelter for rape survivors run by NGO's or the government. The protocol thus comes to an end after the medical examination, as there is no specific shelter. Rape counselling is conducted by psychiatrists, counsellors and medical social workers, depending on availability and some women become out - patients in the psychiatric department of a hospital.

6. Corporation of government hospitals

Women’s groups have been keeping close watch on the government's recent move to corporate health care in Malaysia in order to see if the protocol will be affected. As corporation will focus on profit making, the protocol based at the emergency centres of the hospital may be jeopardised if perceived as a drain on human resources and finances.    

Following the privatisation of hospital ancillary services in 1996 (laundry, hospital equipment and facilities maintenance, cleaning services, and clinical waste disposal), there has been increasing charges to patients at government healthcare facilities (instances of patients being asked to purchase their own medical supplies such as surgical plates and screws before treatment can proceed).
In early June 1999, government physicians at a state hospital launched a landmark initiative to publicly express their apprehensions and opposition to the non-transparent manner in which government hospitals and other healthcare facilities are being rushed into corporation. Letters of concern are being sent to the Minister of Health.
Conclusion 

It is recognised that the OSCC is an innovative health care strategy in the long-term vision of elimination of violence a against women. However both the government and NGO sector must be vigilant revisiting this strategy and evaluating its implementation so that we remain committed to the lager goal of a violence free society.    

The One Stop Centre: Inter Agency Management of Battered Women And Rape survivors at Hospital Kuala Lumpur 

Stage one

On arrival, the patient is triaged by a medical assistant who on establishing that she is a victim of violence will take her to a counselling cum examination room. A medical officer will then examine her. 
The physician will:
a) Perform a careful physical examination and treat life-threatening injuries immediately.

b) Refer the case to the relevant medical/surgical/orthopaedic/psychiatric/forensic officer on call if the patient needs immediate treatment.

c) Document the interview and supporting physical examination, as well as lab and radiological investigation, in the special clerking sheet for victims of violence.

d) When the need arises as in the case of a very severe case of physical trauma, forensic pathology assessment and documentation for court purposes is advised with informed signed consent from the victim.

e) Assess the probability of serious injury if the woman returns home. The doctor should consider the following:

· Seriousness of the current injury and the type of weapon that was used.

· Suicidal or homicidal thoughts on the part of the abused woman.

· Methods the woman is able to use to protect her and children from future assaults, including the presence of supportive (and protective) family and friends.

Stage 2 

a) The victim is referred and seen by counsellor on duty within 24 hours in this counselling cum examination room that is conducive and confidential. The counsellors on duty will include medical social workers and volunteer counsellors from women’s groups. 

b) If the victim is in danger by returning home, the doctor or counsellor should arrange for her go to an emergency shelter or admit her for twenty four 24 hours in the A & E ward.

c) The counsellor will help to relieve the victim’s emotional trauma, explain and guide the victim on services available to her at the hospital and from other agencies. If the patient chooses not to seek shelter she is encouraged to return to the hospital to see the social worker based at the hospital for further counselling.

d) A police report is encouraged and the patient can make the report in the counselling and examination room to the as the police on duty at the police unit based in the hospital.  In case of severe injury, the police will see the patient in the ward to record her statement and start investigations.

e) The medical report, which may be necessary for further police action, will be available to the patient without any charges. 

f) Treatment for drug and alcohol abuse will also be available to the patient.  

Stage 3 

Monthly meetings will be held by the committee made up of the A & E Department, Medical Social Workers Department and volunteer counsellors from the women’s groups to conduct case studies of patients which were identified as domestic violence victims. 

References 

1. Dr. Nor Hamidah Mohd. Salleh. 1997. Standard Operating Procedure in Management of Domestic Violence at One Stop Crisis Centre Hospital Kuala Lumpur.  A paper presented at a workshop of the One Stop Centre Hospital Kuala Lumpur 9 - 10 June 1997.
2. Yllo Kersti; Bograd Michelle. 1988. Feminist Perspectives On Wife Abuse.  Sage Publications Inc. Newbury Park, CA, USA.

3. Rashidah Abdullah; Raj- Hashim, Rita; Gabriel. 1995. Battered Women in Malaysia: Prevalence, Problems and Public Attitudes. A summary report of Women’s Aid Organisation Malaysia’s National Research on Domestic Violence. Kuala Lumpur.

4. Dr. Mr. Abu Hassan Asaari Abdullah. 1995 “Sensitivity to battered women: hospital based interagency crisis services”. Arrows for Change, Vol. 1. No. 3 December 1995. pp 3-4. 

5.3.2. Domestic Violence: magnitude and health care sector response. Case study from Pakistan and Philippines, Fariyal F. Fikree, Adviser on reproductive/family planning programmes, UNFP, Thailand 

A Health and Human Rights Issue

· International recognition of domestic violence as a health and human rights issue

· Inadequate documentation on the magnitude, consequences and health care sector approach to domestic violence

· Levels range from a high of 75% reported by husbands in rural India to 28% among women in the United States

· Underestimates most probably due to self-blame or shame

Domestic Violence and Health

· Injuries due to trauma

· Adverse pregnancy outcomes - miscarriage, low birth-weight, infant mortality

· Unwanted pregnancy

· Gynecological disorders (mainly STDs and PID)

· Anxiety, depression and suicide

Magnitude of Domestic Violence: A case study from Karachi, Pakistan

· 150 ever-married women interviewed in three clinics

· Interviews conducted privately

· Definitions:

· Physically abused - ever reported to have been subjected to any act of physical abuse in marital life;

· Anxiety/depression - Score of > 20 on AKUADS

· Results - General Information

· 42% of women were between 25 - 34 years

· Nearly 50% were married between the ages of 15 - 19 and over 70% were married for at least than ten years

· Nearly 41% reported secondary or higher level of education though only 18% were currently employed

· Secondary or higher level education and employment levels among spouses were much higher - 57% and 91% respectively

· Reasons for marital conflict were economic (50%), children (48%) and in-laws (31%)

· 34% reported ever being physically abused

· 15% reported being physically abused whilst pregnant

· 42% were currently anxious/depressed

· Magnitude of Physical Abuse

> 10% reported being hit with an object more than once per month

>  2% reported being choked/attempted drowning more than once per month.

· Health Consequences

· Reproductive Health: >5% reported miscarriage consequent to physical abuse

· Psychiatric: >73% of victims of VAW were currently anxious/depressed

· Surgery and EENT:

> Scalp lacerations


31%

> Black or swollen eye


28%

> Cut lip/chipped teeth/broken nose
24%

· Conclusion

· Adverse health effects: Physical, Reproductive, Mental;

· The “hidden” violence that Pakistani women suffer from in their daily marital lives be considered in the social dimensions surrounding physical and mental ill-health;

· Legal aspects.

Health Sector Approach: A case study from Manila, Philippines

· Partnership between:
- Public hospital (clinical care - East Avenue Medical Center [EAMC]); and 
- NGO (social and legal support - Women’s Crisis Center [WCC]) 

for battered women located in the public hospital


Strategy Adopted

· Public hospital strategy
1. CLINICAL CARE

· Triage at emergency room for surgery, medicine, Ob-Gyn, psychiatry and EENT

· Referral to the clinical focal point located in EAMC

· Referral to the VAW focal point located in EAMC

2. TRAINING

· Training of health care personnel

· Education program

· VAW registry

· Case conferences

3. NGO STRATEGY

· Counseling

· Temporary shelter

· Legal assistance

· Psychiatric support

· Social service

Lessons Learnt

· Collaborative efforts were lop-sided as the WCC was seen as the holder of VAW expertise to be transferred to EAMC

· EAMC did not become an active partner in the planning and design of the hospital-based model for a women’s crisis center and for the  training programs

· Closer monitoring of the progress in collaborative efforts - documentation and diagnosis of the process and outcomes by the utilization of a checklist in assessing the project collaborative activities, the linkage of various activities and the convergence of outputs

· Case conferences regularly held by the clinicians were rarely attended by NGO representatives nor were follow-up of recommendations accomplished 

Recommendations

· Issues and perspectives of the clinicians incorporated in the establishment and operations of hospital-based VAW centers

· Roles and responsibility of clinicians and VAW NGO experts be mutually supportive and collaborative

· Enlist the services of not only VAW experts but also of institution-building experts who can better surface the points of interface between the expertise and capabilities of NGOs and public hospitals 

General Recommendations

· Clinical Domain
· Triage and treat victims of VAW - Collaboration between surgery, psychiatry, Ob-Gyn and family medicine
· Case conferences of VAW victims organized by clinicians but with active participation of social VAW experts
· VAW as a part of medical and nursing curricula
· Social Domain
· Setting-up of crisis centers in public hospitals
· Legal assistance
Mutual supportive collaboration between 


> Social VAW experts and clinicians


> Religious groups and social VAW experts


> Cultural groups and social VAW experts

6. Recommendations of the workshop

Based on the literature review, recommendations were proposed and send to the workshop participants in advance. During the workshop, these draft recommendation were discussed and adapted. The final recommendations have already been included in Chapter 6.

The representatives from Africa, Latin America, and Asia participated in an active round-table discussion exploring the realistic opportunities and constraints which the health sector currently faces in addressing the issue of violence against women in developing countries.

It was universally acknowledged that strategies to address such violence needed to take into account the very different conditions existing in urban as opposed to resource-poor rural (or peri-urban) environments. Therefore, these situations were discussed separately. While acknowledging the limitations inherent in making generalisations across a diverse range of countries, it was helpful to begin each discussion by describing a scenario which encapsulated a “typical” primary health care (PHC) setting where battered women might come into contact with the health sector. This scenario then formed the launching point for discussion and elaboration of the intervention models. The output of these discussions is described in annex 2.

7. Programme of the workshop 

Monday June 21, 1999: Magnitude of the problem - participants' presentations

Meeting venue: Meeting venue: University Hospital, De Pintelaan 185, building K3, 3rd floor

10.00
Coffee

10.30
Welcome & introduction: objectives of the workshop

11.00
Participant presentations: Data on violence against women

· Domestic violence against women in Latin-America

11.00
Magnitude of the problem in Latin-America and responses of women's organisations, governmental and local initiatives (Isabel Duque, Isis International, Chili)

11.30
Responses to the problem of violence against women by the health care sector (Dr. Ana F. d'Oliveira, University of São Paulo, Brazil)

12.00
Discussion

· 12.30 - 13.30 Lunch

· Domestic violence against women in Africa

13.30
Magnitude of the problem in Sudan (Amal Kunna Khairy, Gender Centre for Research and Training, Sudan)

14.00
Initiatives by the health care sector (Dr. Julia Kim, University of Witwatersrand, South Africa)

14.30
Discussion

· 15.00
Coffee

· Domestic violence against women in Asia

15.30
Magnitude of the problem in Asia and health care initiatives in Malaysia (Ivy Joisah, Women's Aid Organisation, Malaysia) 

16.00
Magnitude of the problem in Pakistan and recommendations for the health care sector (Dr. Fariyal Fikree, UNFPA Regional Advisor on Reproductive Health in East and South East Asia, Thailand)

16.30
Discussion

17.00
Closing - review agenda for second day


Tuesday June 22, 1999 - Discussion on the recommendations of the discussion paper

Meeting venue: University Hospital, De Pintelaan 185, building K3, 3rd floor

09.30

Introduction

10.00
Socio-cultural context of VAW in Africa, Asia & Latin-America (Stella Nyanchama, Africa Research Centre, Belgium)

10.30

Coffee

11.00
Strategies for prevention and intervention of VAW by health care sector (Ann Githaiga, International Centre for Reproductive Health, Belgium)

11.30

Discussion 

12.00  

Lunch

13.30

Recommendations for combating VAW in developing countries: the academic level, socio-cultural level and legal level (Els Leye, ICRHealth, Belgium)

14.00

Discussion on recommendations 

15.00

Coffee/tea

15.30
Recommendations for combating violence against women in developing countries: the health care sector (Els Leye, International Centre for Reproductive Health, Belgium 

16.00
Discussion

17.00
Closing

20.00
Workshop dinner

Wednesday June 23, 1999 - Discussion and adoption of final recommendations

Meeting venue: University Hospital, De Pintelaan 185, building P3, 2nd floor

09.00

Coffee and introduction

09.30

Presentation of the final recommendations

10.30

Discussion

11.30

Closing of the workshop

12.00

Lunch
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Annex 2: Models for health sector interventions to address VAW in developing countries: discussion and recommendations 

Most evidence in literature is dealing with VAW in developed countries. Interventions and prevention activities designed by and for the "Western" health care sector cannot be implemented in developing countries without considering the specific social and cultural context of each region or even country, and without serious adaptations to the reality of the health care sector in each country. 

Workshop participants took the opportunity to tackle this problem and to draft two intervention models for a primary health care setting in both a rural and urban setting of a developing country. A description of these discussions and recommendations is summarised here by one of the participants, Dr. Julia Kim from the University of Witwatersrand of South Africa. 

1. Introduction

Following two days of presentations and discussions in the workshop, the representatives from Africa, Latin America, and Asia participated in an active round-table discussion exploring the realistic opportunities and constraints which the health sector currently faces in addressing the issue of violence against women in developing countries. Dr. Patricia Claeys (Co-ordinator, ICRH) facilitated this session.

It was universally acknowledged that strategies to address such violence needed to take into account the very different conditions existing in urban as opposed to resource-poor rural (or peri-urban) environments. Therefore, these situations were discussed separately. While acknowledging the limitations inherent in making generalisations across a diverse range of countries, it was helpful to begin each discussion by describing a scenario which encapsulated a “typical” primary health care (PHC) setting where battered women might come into contact with the health sector. This scenario then formed the launching point for discussion and elaboration of the intervention models. The output of these discussions is described below.

2. Scenario A: Primary health care setting in an urban district of a developing country

2.1. Who are potential resources within the clinic? 

It was generally agreed that such a clinic would generally be staffed by one or more nurses, accompanied by a few lesser-trained medical assistants (‘paramedicos’ in Latin America), as well as a clerk and cleaning staff.  In general, the presence of a physician would not be expected. In terms of gender, it was noted that in almost all cases, the health care personnel would include a woman, and in most cases, consist primarily of women.

2.2. What services are offered?

Such a clinic would generally offer a combination of preventative and curative services. Preventative services might include immunisations, antenatal care, family planning, and in some cases, limited health education or community outreach, but in general the emphasis would be on curative services. Moreover, while the potential for arranging follow-up visits for women might exist, the actual practice would be quite challenging, and this would be compounded by the often weak record-keeping capacity within the clinic.

2.3. What ‘core competencies’ in relation to domestic violence, should be expected of health workers?

The question of ‘universal screening’
 of all women attending such a primary care setting was discussed in relation to current policy initiatives to promote this practice among health care personnel in more developed countries. In particular, two practical issues were raised: given the scenario described above, (1) is it realistic to expect all health workers to screen all women for the possibility of domestic violence? and (2) is it feasible for such screening to be done well (i.e. in such a way that it does not further traumatise or endanger women?)

In response to these questions, the following obstacles to universal screening were identified:

Obstacles to universal screening for domestic violence
· the curative focus of health workers and clinics

· the lack of time and skills to address this issue, among many competing interests

· the lack of awareness and commitment to address this issue

· many health workers might question the utility of such screening, in light of their feelings of powerlessness to make a difference

· due to poor record-keeping and follow-up, the difficulty of establishing continuity of care


A comparison was drawn with the difficulties in instituting regular screening for cervical cancer (via Pap smears) within the primary health care systems of developing countries. It was pointed out that even in this case, where the benefits of such screening have been clearly and empirically demonstrated, (and the issue does not evoke the kind of controversy associated with domestic violence), introducing and supporting such screening has been fraught with difficulties.

Therefore, the following guiding principles and recommendations for a general approach were elaborated:

Guiding principles and recommendations for addressing domestic violence in urban PHC settings within developing countries

1. Universal screening is not practical or feasible at this time, given the constraints facing the primary health care worker situated in the context above. Moreover, if poorly implemented, such screening could have the potential to bring significant harm to the women involved.

2. Therefore, the immediate focus should be on training health care workers to do the minimum, but to do it well - in other words, to detect and address the ‘obvious’ cases of such violence (e.g. physical assault, rape) in a competent and sensitive manner. Simply listening and providing care in a non-judgmental manner, and providing adequate medico-legal documentation and referral would be a significant step forward.

3. Over time, as the level of awareness of health workers (and the health sector in general) is raised through addressing these cases, it might then present a more opportune environment to consider universal screening as a long-term policy goal.

4. As the list of obstacles described earlier attests, simply raising awareness and changing attitudes among health care workers represents the key challenge, and should comprise a major focus of any training initiatives.

5. It is unlikely that simply transferring health worker training strategies from more developed countries will be adequate. Such training models need to be developed and evaluated in appropriate developing country settings. They should be participatory and context-specific, in order to encompass the realistic constraints and opportunities presented.

6. Finally, given the constraints identified above, not all health workers should be expected to address domestic violence with equal competence and commitment. Instead, capacity-building approaches should be strategically targeted and phased- in at several levels. A model for such a training strategy is described in detail below.

2.4. A model health sector intervention to address domestic violence within an urban PHC setting

The following conceptual model illustrates a 2-tiered approach to the training of health care workers (HCW) within an urban primary care setting, and attempts to accommodate many of the constraints identified earlier. The model is based on a partnership between the clinic and a local NGO or CBO which has experience addressing violence against women. The inverted pyramid signifies that while all HCW’s should receive the basic training, only a few selected individuals would be targeted to participate in the more advanced training.

The broken arrows signify patterns of referral and the solid arrows represent sources of support for the HCW’s.
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Basic Training 

All HCW’s would receive the basic skills and awareness raising needed to, as described earlier, “do the minimum, but do it well”. They would be encouraged to make the appropriate referrals to the NGO as well as to other relevant sectors such as the police, judiciary, and social welfare. In addition, they would be able to internally refer women towards the second tier of HCW’s within the clinic for more in-depth counselling and follow-up.

Advanced Training

A select subset of HCW’s (who demonstrate both the sensitivity and commitment to engage this issue more deeply) would go on to participate in the more intensive training component. Here, in addition to providing the minimum standard of care described above, HCW’s would develop the skills to provide sympathetic and safe counselling and support to abused women. In addition, they would become aware of the many subtle ways in which abuse survivors often present to the health care system (i.e. frequent, vague somatic complaints, depression, substance abuse) and learn how to screen for such cases. If feasible, potential opportunities for community education on domestic violence could be explored, in partnership with the NGO.

NGO Support

The partnership with the domestic violence NGO would provide critical support, particularly to the second tier of HCW’s. This would include periodic visits to the clinic to discuss case management issues and to provide HCW’s with the opportunity for de-briefing and personal support. The NGO would also work to strengthen links between health and other relevant sectors.

Institutional and Peer Support

Recognising the increased demand and work-load which the second tier of HCW’s might encounter, it would be critical to ensure that supervisors, managers and peers within the clinic are sensitised to provide a supportive and enabling environment for those HCW’s. 

3. Scenario B: Primary health care setting in a rural district of a developing country

3.1. Who are potential resources within the clinic? 

It was agreed that such a clinic would generally be staffed by a similar, but more limited complement of health care workers as the urban clinic: a senior nurse, accompanied by one or two junior or student nurses, and a cleaning staff person. Moreover, it is unlikely there would be a physician or social worker present. In addition to the staffing limitations, and the obstacles raised in the urban scenario, several additional constraints were identified in the rural setting. (Although many of these may also apply to health workers in urban settings, it was felt that they were particularly pronounced in resource-poor areas):

Additional constraints facing the health sector in rural settings
· in most cases, nurses come from the same or nearby communities as the clients themselves - this raises important issues in terms of confidentiality and trust.

· nurses are often over-worked and poorly paid, and there may be a general level of poor motivation.

· in many cases, and for many complex reasons, nurses may not be particularly trusted or respected in the communities in which they serve. In fact, there have been several studies in developing countries (particularly in relation to maternity care), documenting the abusiveness of nurses towards women clients.

· the nurses are themselves often located in abusive environments - either within their own personal relationships, or within a rigid professional hierarchy
. This may well have implications for their own ability to address this issue with clients.

3.2. What ‘core competencies’ in relation to domestic violence, should be expected of health workers?

Here, in contrast to the discussion on urban settings, the key concern which was universally raised, asked whether in such environments, the health sector can in fact make a positive contribution, and if so, how. In fact, given the many constraints identified above, the participants quickly highlighted the need to think broadly, and to consider potential constraints and opportunities within the community as a whole:

Constraints to addressing domestic violence in rural communities: Limited or non-existent access to:


· transport and communication




· social workers

· police

· legal services/judiciary

· shelter or NGO support

Opportunities for addressing domestic violence in rural communities
· the relative accessibility of PHC clinics

· presence of pre-existing women’s groups and community groups (e.g. church groups)

· presence of traditional healers

· presence of traditional court systems

It is worth noting that, by virtue of their widespread presence in rural areas, PHC clinics do represent a potentially significant focal point for domestic violence interventions. However, as indicated above, how this potential may be realised has yet to be understood or evaluated. Moreover, there are many other potential resources that exist in rural communities, which have yet to be explored. In the absence of more formal mechanisms, women have relied upon these ‘endogenous’ coping strategies - yet little is known about their nature or effectiveness - or how they might interface with the health sector.

Therefore, given the very different questions and priorities raised in the rural context, the following guiding principles and recommendations for a general approach were elaborated:

Guiding principles and recommendations for addressing domestic violence in rural PHC settings within developing countries
1. It is important to acknowledge that there is not yet enough knowledge, experience, or evidence to indicate whether or not the health sector can be an appropriate and effective means of addressing violence against women in under-resourced rural areas. 

2. In the absence of such guidance, there is a critical need  for formative research in the context of rural areas, focusing on such issues as: 

- women’s endogenous coping strategies 

      - health-seeking behaviour in relation to domestic violence

      - women’s perceptions regarding the role of the health sector in addressing domestic violence 

      - operational constraints and opportunities within the PHC system.

3. In addition, there is a need for operational research to systematically implement and evaluate pilot interventions in rural areas. These initiatives should, if possible, arise from pre-existing community resources and networks. They should attempt to support, modify, and at the very least, not undermine endogenous coping strategies used by women.

4. The health sector may indeed have a role to play in the rural areas, but this must be located within the above context. In fact, the role of the health sector may be much broader than that envisioned for urban settings, and may involve facilitating and supporting community strategies rather than the traditional intervention model of identification, treatment, and referral.

4. Summary and conclusions

As the above document shows, this final session provided a unique opportunity to bring together a rich diversity of research and field experience dealing with the issue of violence against women within Africa, Asia, and Latin America. The discussion highlighted key differences between health sector strategies currently being explored and debated in these settings and those which have evolved in the context of European and North American countries.

In particular, the discussion clarified the need to develop strategies that take into account the particular constraints and opportunities found in both urban and rural/peri-urban environments. In regards to urban settings, a model approach to developing health sector interventions was collaboratively put forward.  In regards to settings with more limited resources, the need for more formative and operational research was identified as a key prerequisite to developing effective and appropriate health sector responses. 

Finally, in both environments, there was consensus around the need to support action research on domestic violence, with the goal of developing focused, implementable programs which are rigorously evaluated, and which can then be scaled up and replicated in other settings. Potential opportunities for such collaborative projects were identified among the participating countries and organisations, with the hope expressed that the exchange of expertise among the participants and hosts of this meeting might form the locus for further concrete action.

Warm thanks were extended to both the International Centre for Reproductive Health and the Belgian Ministry for Development Co-operation for making this exchange possible. It is hoped that the policy paper, guidelines and recommendations arising from this meeting will be helpful to them in inspiring and informing their ongoing efforts to address the critical issue of violence against women in developing countries.
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� Gender relations refer to the socially, rather than biologically, determined characteristics of men's and women's positions in society. Social practices that promote gender inequalities become accepted as normal under different criteria such as cultural, judicial, educational and political practices.


� Violence that female refugees encounter could be added to this definition. 


�Limitations to this review are: 


figures come from scientists, national statistic offices, police stations, etc., which have no standardized and systematisized way of collecting data, not in a qualitative or in a quantitative way. 


The lack of uniformity between researchers in the definition of VAW has led to wide discrepancies in the stated prevalence.


Throughout international literature, the fact that figures of e.g. sexual assault, rape, are notoriously under-reported, is widely accepted due to the almost universal stigma surrounding it. For example, the greater the stigma attached to rape and the lower the public sympathy for victims, the less likely that rapes will be reported to formal authorities, which makes quality of statistics on incidence of rape questionable (UNFPA, 1997).





� 'Bride-burning'; see page 9.


� Comparative under-registration of girl children, also a reflection of their lower valuation, and other technical issues complicate precise estimation (UNFPA 1997)


� This is from a national representative survey of 8.120 women between 15-49 years old. 


� Customary Law: are the rules of law that by custom are applicable to particular communities.





� Statutory law: laws brought forth through legislative enactment.








�. Excerpt from the minutes of the 1st meeting of the Thematic Chamber on Sexual and Domestic Violence, Brasilia, April 1999. 


 


� Silif is a cultural law, which preserve the relationship between individuals and the Beija tribes. It goes beyond protecting people, the environment and making agreements on grazing lands and watering to cultural and traditional practices. Silif are rules, long-standing traditions and customs.





� Faridhah is an Islamic practice that came in a Koran verse, while Sunna is the practice used to be done by the prophet, which is less obliging compared to the Faridhah.





� Hadith is what the prophet said in explanation of Islamic practices.


� Women's issues normally are circumcisions, re-circumcision, other issues related to reproductive health and sexuality.


� Jewkes R , Mvo Z (1997) Study of health care seeking practices of pregnant women in Cape Town. Report two: women’s use and perceptions of Khayelitsha midwife obstetric unit. MRC Technical Report: Medical Research Council, Cape Town.





� Watts C, Ndlovu M and Keogh E (unpublished) The Magnitude and Health Consequences of Violence Against Women in Zimbabwe. From Violence Against Women in Zimbabwe: Strategies for Action. Report of the Musasa Project Workshop, February, 1997.





� Jacobs T et al (unpublished) Breaking the silence: Profile of domestic violence in women attending a CHC .(Report in Progress)





� CIFRA, Dr. Boukary Ouedraogo 01 BP 1485 Ouagadougou 01, Burkina Faso 541�HYPERLINK "mailto:cifra@fasonet.bf"�. email: cifra@fasonet.bf� or Cordula Schuemer Gesellschaft fuer Technische Zusammenarbeit (GTZ) Postfach 5180, D-65726 Eschborn, Germany Fax: 6196-79-7411�HYPERLINK "mailto:Cordula.Schuemer@gtz.de"� email: Cordula.Schuemer@gtz.de�





� Kaye Thomson Programme Officer Southern African AIDS Training Programme Canadian Public Health Association 1565 Carling Ave., Suite 400 Ottawa, Ontario, K1Z 8R1 PH: 613-725-3769 FAX: 613-725-9826 Email: �HYPERLINK "mailto:kthomson@cpha.ca"�kthomson@cpha.ca�





� Dr. Shereen Usdin Soul City Multi-Media Health Promotion Project Tel: 27-11-7287440 Fax: 27-11-7287442 PO Box 1290 Houghton 2041 Johannesburg South Africa





� Jacobs T, Suliman S, Miksad R et al (1998) Breaking the silence: health system response to domestic violence: findings of a qualitative study conducted with the health care workers at a community health centre in the Western Cape. Women’s Health Research Unit, University of Cape Town.





� Excerpt from the draft Final Report of the WHO/AFRO Inter-country meeting on Violence Against Women and Children: Prevention and Management of the Health Consequences (Harare, 1999).


� ‘Universal screening’ is the practice by which all women who present for health care would be asked a series of specific questions designed to elicit a current or past history of partner abuse.





� Refers to papers presented from Brazil (A. F. Lucas d’Oliveira) and  South Africa (J. Kim)
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