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Editorial-Continuation
by Iris Golden, WAVE, Austria

The health sector – which includes public as well as private
services – has thus a major responsibility in dealing with violence against women. Doctors, nurses and other staff in
health institutions may be the only persons who get awareness of the fact that a woman has been ill-treated – be it as
a discovery in the course of a regular medical examination or
because the woman has explicitly sought help.
This responsibility of the health sector is reflected by the
State’s obligation under human rights treaties to take all necessary legislative and other measures to protect women
and their children from all forms of violence, including domestic violence. From a human rights perspective, the State
is thus obliged to support the health sector to perform their
protection and prevention tasks. For instance, some of the
provisions of the “Council of Europe Convention on preventing and combating violence against women and domestic
violence”, (CETS Nr.210) adopted in 2011, reflect the current
necessities on the way of making the health sector a safe
anchor place for women victims of domestic violence: Important examples of these necessities are appropriate trainings for the relevant professionals, inter alia, on multi-agency
co-operation (article 15 of the Convention), access to health
care and social services, adequate funding and referral systems (articles 20 and 25 of the Convention).
An example of an implementation by the Austrian Legislation
is a Federal Law (published in Federal Gazette Nr. 69/2011)
amending the Federal Act on Hospitals (“Bundesgesetz über
Krankenanstalten und Kuranstalten”, introduced by Federal
Gazette Nr. 1/1957). This Federal Law provides that in each
of the nine Austrian Federal States (“Länder”), the legislator
of each Federal State shall provide for so called “victim-protection groups” for adult victims of domestic violence (“Opferschutzgruppen”). The main task of these groups shall be
the early detection of domestic violence and the sensitization
of relevant professional groups. They will complement the already existing “child protection groups”, dealing with domestic violence against children (persons under the age of 18).
The articles in this issue offer a broad overview of good
practice examples and valuable projects addressing responses of the health sector to violence against women and
covering various geographical areas. These articles are introduced by the presentation of an academic study dealing with help seeking patterns of women. Moreover, even
if violence against women is a phenomenon occurring in all
social classes and all cultures, special attention should be
paid to particularly vulnerable groups. It will be shown that,
for example, the needs of migrant women or women with
disabilities have been explicitly taken into account in some of
the projects. For instance, one of the contributions focuses
particularly on a project involving migrant women.

Iris Golden
on behalf of the WAVE TEAM. Iris Golden is editor of
Fempower and WAVE project co-ordinator.
Email: iris.golden@wave-network.org
Finally, elderly women are another “invisible” group of victims
of violence, deserving special attention. As our last article
makes clear, a lot has still to be done in this respect.
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WHO Multi-country Study on Women’s Health and Domestic Violence against
Women. Initial results on prevalence, health outcomes and women’s responses
(2005), 85f.

Intimate Partner
Violence against Women:
Victim’s Help Seeking Patterns
by Petra Brzank, Germany

This article is a short abstract of some findings of the authors
PhD. Thesis delivered at the Technical University Berlin in
2012.1
Background
Intimate partner violence against women is a global phenomenon which has serious implications for women’s health
and well being, as well as economic consequences for
society as a whole. Due to the high prevalence of intimate
partner violence against women and its deleterious effects,
it is considered to be a major public health issue. In order
to support victims, a network of advocacy, counselling and
shelters has been established in Germany. Advocacy and
counselling can help to reduce the health sequelae of intimate partner violence against women on victims. Although
support is available, only a small proportion of women seek
help. International studies highlight the complexity of help
seeking related factors. A better understanding of the help
seeking circumstances can inform the development of support programmes that meet the needs of victims.
Method
In 2004 the representative survey “Health, Well-Being and
Personal Safety of Women in Germany” was published by
the Federal Ministry of Family, Senior Citizens, Women and
Youth.2 More than 10.000 randomly sampled women, aged
16 to 85, were interviewed anonymously with a detailed
questionnaire. Based on this data, secondary analysis focused on victims of intimate partner violence against women
(n=1,730) and factors influencing their use of advocacy and
presentation to health services. Bivariate, regression and
causal path analysis explored whether utilization of support
Fempower | p 3

for intimate partner violence was associated with: sociodemographic characteristics; personal or social resources;
health status; history of abuse, including multiple violation
by family members; severity of intimate partner violence;
involvement of children; feeling co-responsible for intimate
partner violence attacks; alcohol or substance abuse; and
awareness of the availability of help services.
Results
More women presented to health services (32 per cent) than
to advocacy or counseling (14 per cent). 19 per cent of the
women reported psychopharmaca consumption in order
to cope with intimate partner violence; 23 per cent felt coresponsible for physical or sexual partner violence; 71 per
cent had knowledge about the support possibilities. Of the
564 women who were asked whether their children had witnessed the partner violence, 8 per cent reported that their
children heard something and 10 per cent reported that their
children were physically involved or even attacked.

Dr. Petra J. Brzank, MPH
Dr. Petra J. Brzank, MPH, is a sociologist and a lecturer at the University of Applied Sciences Fulda, Dept.
Nursing & Health Sciences, Germany. She has worked
scientifically on violence against women and public
health issues for more than 10 years. She evaluated
S.I.G.N.A.L., the first German pilot project for clinical
intervention against violence against women at the
Charité Berlin. Continuing with her research on violence against women and women’s health issues, she
is currently a leading member of the working group
“Interpersonal Violence and Health Care Protection” at
the University Fulda that collaborates with ministries,
health care providers and NGOs.

Regression analysis revealed:
For health indicators:

Email: petra.brzank@pg.hs-fulda.de

• The more severe intimate partner violence or experiences
of multiple violence, the greater the health impairment.

Conclusion
As more women presented in the health services than in
counselling or advocacy services, the role of health institutions in intervention and prevention efforts is highlighted.
Factors influencing victim’s help seeking were substance
abuse, support knowledge, intimate partner violence severity, childhood abuse and injuries. The main explanatory factor in the structural equation model for help seeking was the
severity of violence and childhood abuse.

• Subjective health was more negatively determined by older
women, but greater labour participation and higher socio
economic status had positive effects on subjective health.
For help seeking:
Use of support services was:
• 2,5 times higher in women with consumption of psychopharmaca,
• 1,5 times higher in women who were informed about support and advocacy and
• 1,2 times higher in women with severe intimate partner
violence, childhood abuse or injuries.
Due to the standardised questionaire, the reason for the
higher utilization of support (health service and advocacy or
counselling) in women who were taking pychopharmaca as
a coping strategy could only be assumed as beeing associated with the fact that they needed a prescription to get the
medication.
The regression and causal analysis showed no association between sociodemographic factors and the severity of intimate
partner violence. This indicates that intimate partner violence
affects women regardless of age, family and socio economic
situation or migration background in the same way.
In the structural equation model, the severity of intimate
partner violence was the strongest explaining factor of
“help seeking” and a causal path between childhood abuse
via intimate partner violence severity to help seeking could
be found, meaning that women who suffered abuse in their
childhood had a greater risk for intimate partner violence
as an adult, which then increased the likelihood of seeking
support.
p 4 | Fempower

Recommendations for health care and prevention
As severity of intimate partner violence is the main explaining
factor for help seeking, health care providers must be aware
that women presenting to the health service may be experiencing severe intimate partner violence. The possibilites of
early detection within the health service should be used to
refer women to advocacy and counselling. One factor that
prevented women from seeking help was their feeling of being partly responsible for the violence. As many victims of
intimate partner violence experience these feelings, sensitive
approaches and information campaigns are needed to make
women aware that it is not their responsibility.
Older women and those with a migration background were
less informed about support possibilities. Therefore comprehensive information should be given in an age and culturally
appropriate manner as primary prevention. Health impairment caused by intimate partner violence could be reduced
through early intervention and adequate health care.
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Brzank Petra Johanna, Hilfesuchverhalten im Kontext von Partnergewalt gegen
Frauen. Sekundärdatenanalyse der Repräsentativbefragung “Lebenssituation,
Sicherheit und Gesundheit von Frauen in Deutschland”, download at
http://opus.kobv.de/tuberlin/volltexte/2012/3412/ ; See also Brzank Petra Johanna, Wege aus der Partnergewalt - Frauen auf der Suche nach Hilfe, Wiesbaden,VSVerlag (2012).
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Bundesministerium für Familie, Senioren, Frauen und Jugend (BMFSFJ), Lebenssituation, Sicherheit und Gesundheit von Frauen in Deutschland. Eine repräsentative Untersuchung zu Gewalt gegen Frauen in Deutschland, Berlin (2004).

The response to GenderBased Violence in Eastern
Europe and Central Asia
A programmatic package to build the health
system response to gender-based violence
by Felice Drott and Julia Girardi, Austria

A woman’s visit to a health service provider might be her
only chance to receive support and care in order to escape
a situation of abuse. The health care sector can play a crucial role in the prevention of violence, protection of victims
and prosecuting violence by documenting injuries caused by
violent behaviour. Therefore, the health experts need to be
well-trained on gender-based violence and a sound referral
system needs to be in place.
Often, however, health care services lack a systematic approach to respond to gender-based violence. This applies
particularly to the region of Eastern Europe and Central Asia
(EECA), where some outstanding best practice models have
been implemented, but where structural changes like systematic sensitization of doctors on gender-based violence
or screening for gender-based violence in all emergency
units are still limited. Therefore, the United Nations Population Fund (UNFPA) approached WAVE in March 2011, with
the idea of developing a website containing a programmatic
package to be used by any person in the region who wants
to implement projects concerning violence against women
within healthcare. The project was to continue until December 2011, it was later extended to December 2012.
The entire website is available in English and Russian.
Currently, the website provides three modules including tools for
1.) Programming gender-based violence in health care systems,
2.) A training programme for health care providers and
3.) Information about ways to create an efficient referral system.
Programming for integration of gender-based violence
within health systems
Data on violence against women is generally difficult to get,
and there is no consistent data available for all countries of
the EECA region. However, several prevalence studies present alarming rates of violence against women: For example,
the 2006 Azerbaijan Demographic Health Survey (AzDHS)
(n=5,617 women) shows that 13 per cent of all women aged
between 15 and 49 experienced physical violence since age
of 15. In 2009 the Turkish Hacettepe University published
that nationwide (n=12,000 women) 42% of women aged 1560 had experienced physical and/or sexual violence at some
point in their lives.1
Looking at the different national statistics and surveys one
can conclude that EECA is a very heterogeneous region. Before starting any activity to address gender-based violence,
policy makers, practitioners and international actors should
assess the national/and or regional situation vis-à-vis the
health system in general as well as the use of the health sys-

tem by women more specifically, and then to identify possible entry points. The website provides assessment tools
for practitioners. Moreover, it is important to have a look at
the legislation concerning gender-based violence, its implementation, available services for survivors of gender-based
violence and existing referral mechanisms.
Training programme for health care providers
Following the situational analysis, a training programme for
health professionals needs to be carried out. Adequate training programmes aim at changing both the practice of individual professionals dealing with survivors of gender-based
violence as well as institutional structures. Even though it is
necessary to start with pilot projects in most professional
environments, a successful health care sector response can
only be achieved if it is systematically integrated into regular
medical curricula, that is, in initial education as well as continuing professional development. Comprehensive training
requires considerate preparation before - as well as careful
evaluation after - its completion. In addition, it should discuss legal aspects, such as the controversy of confidentiality versus mandatory reporting and provide participants with
tools on risk assessment and safety management.
Among other elements, training should help participants to
reflect on their own perception of gender-based violence, explain the role of health professionals as well as health facilities
and list strategies of an improved health care response to gender based violence. During training common regional myths
surrounding gender-based violence need to be reflected upon
and criticised by trainees. Powerful myths that currently shape
responses to gender-based violence include:
- Violence is a private family matter therefore the community
has no right to intervene;
- Gender-based violence only includes physical abuse;
- Poverty is the main cause of violence.
We endeavour to provide as much practical information and
support as possible to health professionals and providers in
the form of handouts, as well as power point presentations,
which can be used throughout the training.
Besides health professionals, training should engage specialists of services for survivors of gender-based violence
and involve representatives of different professional groups
dealing with the issue of gender-based violence, such as
forensic experts, law enforcement agencies, social workers
and so on.
The more health care workers know about the issue of domestic violence, the more effective their contribution to prevention, protection and prosecution in health care settings
will be. In order to implement a programme for health professionals to effectively respond to gender-based violence,
standardized patient care procedure (e.g. screening policies etc.) can help health care staff to efficiently address the
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problem of gender-based violence and help the survivor to
leave the violent situation.
Creating referral pathways integrated into health care
Health care professionals often meet survivors who reveal
that they are experiencing violence. This should ideally be
the first step to begin the process of escaping a violent situation. The referral information that health care professionals give the survivor plays a crucial role in the safety of the
woman and her children. Given the lack of reliable and specialized services such as women´s shelters and counselling
centres in the region, it is often difficult to provide the health
professionals with sufficient referral details. Referring the survivor to an unreliable agency or service might actually put her
in greater danger; even referring her to the police might be
dangerous, in some cases she may be turned away, if there
is no sufficient legislation in place or the implementation of
the law is weak.
A fast and efficient referral system can save many lives of
women and children. However, creating such a referral system is quite a challenge. As a first step it is important for
all involved parties to know and follow core principles and
standards for help, such as: safety, advocacy for survivors,
confidentiality, self-determination, etc.
Usually activities to build up or strengthen referral systems
need to be adjusted to the country specific setting. To get an
idea of possible ways to begin improving a referral system,
or ‘entry points’, it can be helpful to look at good practice examples. In Jordan for instance, an action plan served as the
basis for the implementation of a referral system. In Bosnia,
a gynaecologist started an initiative to help war-rape victims,
which has now grown into a region-wide referral system. And
in the Russian region Dagestan, due to the lack of legislation,
a hospital took the initiative and now offers shelter and other
services to survivors of gender-based violence.
It is evident that any programme on identification and the
prevention of gender-based violence is most effective within
the framework of interagency response to cases of genderbased violence and referral of survivors. Therefore, it is advisable that all actors of interagency response gather combined statistical data from all entities for thorough evaluation
and analysis of the programme.
We sincerely hope that the package
(www.respondgbveeca.org)2 will be widely used. If you have
any feedback or suggestions concerning the website, please
write to: office@wave-network.org, we appreciate your feedback.
In 2012, the existing webpage will be validated and extended, moreover, a separate module on monitoring and evaluation will be added. A roll-out of the website is planned for
June 2012, where experts in the region will be trained on
how to use the content of the website.

Felice Drott
holds a Master in Gender
Studies from the University of
Vienna and a Master in Health
Management from the University
of Applied Sciences in Krems.
Her professional background includes working for public
women’s health initiatives (City of Vienna) and in the field
of medical-scientific journalism. Until February 2012 she
was WAVE’s Public Relations and Project Officer. Among
other duties she helped co-ordinating the UNFPA project
“The response to Gender-Based Violence in Eastern
Europe and Central Asia”.
Email: felice.drott@wave-network.org

Julia Girardi
studied Psychology, Sociology and Educational Science, is now PhD Candidate
in Sociology at the University of
Vienna. She is lecturing Gender
Studies at two Austrian universities. Since 2007 Julia has
been working for WAVE as an
advocacy officer and project
developer. She has published
articles in scientific journals
and Fempower and developed
several projects for WAVE. Julia
Girardi was responsible for co-ordinating
the UNFPA project has been representing WAVE
at several UN, CoE, EU, OSCE etc. conferences and
lobbied for strong women´s rights.
Email: julia.girardi@gmx.at
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Human Rights Watch 2011
http://www.hrw.org/sites/default/files/reports/turkey0511webwcover.pdf.
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The website concept was developed by Julia Girardi and Felice Drott together
with the UNFPA EECA project co-ordinators. With the help of ANNA Center in
Moscow, WAVE comprised the most relevant material to adapt to regional
aspects and needs, and Sabine Bohne from the University Osnabrück prepared
evaluating questionnaires, also for download at the website.

Promising Health Sector
Interventions for Partner
Violence in Europe
by Loraine Bacchus, UK, and Susan Bewley, Sylvie Lo Fo Wong,
Carmen Fernandez Alonso, Hilde Hellbernd, Stanislava Otasevic,
Leo Pas, Sirkka Perttu, Tiina Savola

Background
Domestic violence including physical, sexual and emotional
violence and abuse, is a most pervasive form of violence affecting up to one in three women in Europe. It is associated
with a wide range of acute and long-term physical and psychological health problems. Internationally, there is increasing
focus on the evaluation of domestic violence interventions in
health care settings. Maternity and primary health care are
opportune points for this; raising awareness amongst health
professionals, actively identifying women affected by domestic violence and developing care pathways. There are many
promising examples of innovative interventions in Europe,
which deserve a spotlight.
Daphne Study
Between 2009-12, a project funded by the EU under the
Daphne Programme explored a range of promising intervention models in seven countries: UK, Finland, the Netherlands,
Spain, Germany, Belgium and Serbia. The key findings and
good practice recommendations are based on (i) 82 mapping
surveys relating to 81 interventions; (ii) case studies involving
interviews with 37 personnel from promising interventions;
and (iii) a two-day workshop with all country partners.
Innovative intervention approaches in Europe –
key findings
The case studies revealed innovative approaches to engaging health professionals in the response to domestic violence.
Although situated in very different contexts, the interventions
faced similar conceptual and implementation challenges including: engaging busy health professionals in training; a lack
of funded and supported leadership roles within the health
care setting which is essential to sustained implementation;
the need for co-ordinated and funded multi-agency working
groups; a lack of funding for initial and reinforcement training
activities; and a lack of funding for research.
In Germany, the NGOs S.I.G.N.A.L. e.V and GESINE work
closely with primary care professionals, providing domestic violence training, materials such as leaflets, posters and abuse
documentation forms. They organise post-training reinforcement and support through conferences and quality circles
for case discussion and sharing of good practice. In Serbia,
the Women’s Health Promotion Centre has delivered domestic violence training programmes to health professionals and
recently developed a computerised documentation system
for domestic violence to be integrated into electronic medical
records. In Belgium, Domus Medica, a professional organisation for Flemish GPs, delivers training in collaboration with
social workers from Centres for General Wellbeing, a social
care organisation. Half of the 26 centres received funds from
the Flemish Ministry of Welfare to develop domestic violence
policy and training. In Spain, in the autonomous community of
Castile and Leon, a multi-disciplinary team of 35 professionals
were trained to cascade training to Primary Care and a range

of other health care settings. Several regions have developed similar programmes. All the autonomous communities
in Spain are required to document disclosures of domestic
violence in the health care system. The data is submitted to
the Ministry of Health and Social Policy which produces annual epidemiological surveillance on gender violence. In Germany, Belgium, Serbia, Spain and Finland, referral pathways
for women and children were achieved through multi-agency
working. There were also examples of ‘in-reach’ whereby
women are referred directly to a hospital-based domestic violence advocacy service (MOZAIC Women’s Well Being Project in the UK) and specially trained semi-volunteers (Mentor
Mothers in the Netherlands). In the UK, the support service is
provided by a specialist domestic violence NGO and training
is delivered jointly by the NGO and health professionals. In the
Netherlands mentor mother support is provided by primary
healthcare and the mentor project has been taken over by
local government organisations.
Good practice recommendations
• Formalised and funded clinical leadership roles are needed
for implementing and promoting sustainability of the intervention.
• Domestic violence training must be part of all health professionals’ undergraduate and postgraduate curricula and
continuing professional development.
• Training needs to be delivered on an ongoing basis, with
reinforcement training and feedback mechanisms to ensure
support for staff post-training and sustainability of the intervention. Creating a pool of local trainers which includes health
professionals is an approach which can promote ownership
of the intervention by health professionals.
• Incentives for training are needed and may include: accreditation, contribution of points to renewal of medical license, reimbursement of expenses, and flexible “in and out of
working hours” training sessions.
• Asking about domestic violence and responding to disclosures is a learning process that extends beyond the initial
training session. Health professionals require opportunities for
discussing and obtaining feedback on their experiences of
dealing with domestic violence in the clinical context.
• Funding must be made available for the NGOs that take
a lead role in developing and delivering domestic violence
training and/or advocacy. The years of expertise and support
services that these organisations offer are crucial to intervention work in the health service.
• Support for women and children affected by domestic violence, is best provided in a multi-agency context. Such partnerships can be initiated through multi-agency training.
• Research on the process, impact and cost effectiveness
of interventions is urgently needed internationally. Experiential
evidence (based on professional insight, skill, and expertise
accumulated over time) and contextual evidence (based on
factors that address whether a strategy is useful, feasible to
implement and acceptable in a particular setting) are also cruFempower | p 7
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Her work has informed the recommendations of the UK
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cial to decision making. Mechanisms for feeding back the evidence to health professionals will maintain motivation levels,
help create ownership and promote sustainability.
DIVERHSE (Domestic and Interpersonal Violence: Effecting
Responses in the Health Sector in Europe) was developed
as a result of the Daphne project. The full report, domestic
violence mapping survey and briefing notes can be accessed
at the following links: www.diverhse.eu or www.diverhse.org
The website also contains resources from the seven countries
including national guidelines for gender violence, training materials, screening and risk assessment tools, and research on
domestic interventions in health care settings. If you wish to
submit any materials to this website in any language, please
contact Loraine.Bacchus@lshtm.ac.uk.

Email: Loraine.Bacchus@lshtm.ac.at

GESINE – Network Health.EN:
Integrated Intervention
against Domestic Violence
by Marion Steffens and Ulrike Janz, Germany

The registered Association “Frauen helfen Frauen EN e.V.”
(Women help Women EN), founded in 1981 as part of the
feminist Women´s Movement, is operating the local women’s shelter for 20 years and the women’s counselling
centre in three of nine towns of the rural county EnnepeRuhr-Kreis (abbreviation: EN, 340.000 inhabitants) in western
Germany.
In order to improve the health situation of women having experienced domestic violence, “GESINE-Netzwerk Gesundheit EN – Intervention gegen Häusliche Gewalt” (GESINENetwork Health – Intervention against Domestic Violence)
was founded in 2004 as third “branch” of the association.
The creation of this interdisciplinary network is a consequence of experiencing again and again that survivors of
domestic violence criticised the lack of sensitivity and competence of their doctors and other staff in health institutions
to meet their medical and psycho-social needs. Accordingly,
general practitioners could not provide any information on
specialized health care services for women having experienced domestic violence. Also, legal standards for the medical documentation of injuries were hardly available. In the
following, we would like to offer a short insight into GESINE’s
ways of providing responses to these challenges:
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First Step: Formulating the guiding principle of GESINE
We identified the specific role of all social and health care
providers who would get in contact with survivors of domestic violence. We also identified the possible benefit network partners should have by getting involved. We wanted
GESINE to become a win-win-undertaking for everybody
included and affected – of course, primarily the survivors of
domestic violence. From the start, we made efforts to base
GESINE’s work on national and international research. Considering all this, we formulated GESINE’s guiding principle:
“ It’s not a question of WHETHER OR NOT health professionals have contact with women affected by violence in their daily professional life, but only HOW they
cope with violence outcomes – regardless of whether
patients address the issue openly or not.”
Second step: Tasks
We then specified GESINE’s tasks as following:
• to improve the awareness of domestic violence within the
different health care services,
• to improve knowledge, skills, attitudes and referral competences of health care professionals to adequately react
to domestic violence,
• to develop tools to give practical support to health care
professionals,
• to support the development of special services within
health care institutions,
• to implement co-operation procedures for health care and
domestic violence support services, and
• to create procedures to ensure lasting effects.

Third Step: Approach
As shown by international research and practical experience,
sustainable effects cannot be reached by merely providing a
singular training or by sending unrequested information or
recommendations to hospitals and private practices. It was
essential to think about sustainability and collaboration.
Eventually GESINE got a 3 level approach:
Level I: The health care professional and the institution
she or he´s working in
• Providing certified training by following a modular training
concept that is tightly tailored to every health and social
care profession
• Implementing the GESINE – Intervention Programme in
hospitals, clinics, private practices, counselling services
• Providing coaching to help institutionalise the intervention
concept and protocols
• Providing case-advocacy
Level II: regional approach throughout the municipality
• Establishing and co-ordinating a multi-professional health
care related network
• Providing bi-annual network meetings with a standardized
procedure
• Organization of annual interdisciplinary conferences
• Providing a database, showing all health institutions already trained on domestic violence
• Ongoing press relations
Level III: Patients as target group
• Providing health education and patient information hand
outs
• Establishing a pilot function to give patients support
through health and social care services
• Implementing a feedback system for ongoing quality development, like questionnaires, and measures for impact.

Lessons learned and goals accomplished: 8 years of
GESINE-Network
• Evaluation is ongoing; we had first results in 2011, including patients’ questionnaire/interviews on the effects of
health care intervention.
• The medical situation of survivors of domestic violence in
EN-Kreis has improved; partners in the network realize
their benefits and experience a “win win” situation; trained
physicians get positive feedback from patients.
• The rate of referrals by doctors to the women’s counselling centre increased from under 2 per cent to 18 per cent.
• Annually, several hundred participants get trained in the
GESINE Intervention Programme for health care professionals/in Train the Trainer courses/ in “multiplier” coaching.
• By October 2011, the network has got 75 partner institutions – because the activity-levels of network-partners
are very diverse, we are currently working on an evaluation
to maximize the effectiveness of the networking-process.
• Profession-specific intervention-programmes got developed with an impact on a multitude of professions.
• GESINE was a partner in the EU-Daphne-Project “Protrain - Improving multi-professional and health care training
in Europe — building on good practice in violence prevention (2007-2009)”; (http://www.pro-train.uni-osnabrueck.
de/index.php). Currently, GESINE is a partner in the Daphne-Project STRONG – Capacity Building for female prisoners (2011-2013, http://www.daphne-strong.eu/about.php)
and hopefully partnership in two more Daphne-Projects
will start in later 2012.
• GESINE has been portrayed as a good practice model in a
2008 publication on domestic violence by the Robert-Koch
Institute, Germany, and just recently in the project-reports
of the Daphne-project DIVHERSES: Domestic & Interpersonal Violence: Effecting Responses in the Health Sector
in Europe, http://diverhse.eu/.

Forth Step: Weaving the GESINE Intervention Program
The derivation of the German acronym GESINE - here presented with an English translation - names the ingredients of
the intervention program we decided on:
German

English translation

Gewalt erkennen: Achten Sie auf Red Flags

Perceive violence – be aware of Red Flags

Ermöglichen Sie eine vertrauliche Gesprächsatmosphäre

Facilitate an atmosphere for a confidential conversation

Sprechen Sie das Thema Gewalt mit sensiblen, direkten
Fragen an

Address the violence issue with direct, sensitive questions

Informieren Sie über Unterstützungsangebote und vermitteln
Sie die pro- aktive Hilfe
Notieren Sie den Bericht der Patientin und dokumentieren
Sie etwaige Verletzungen und Beschwerden
Erfragen Sie den Bedarf nach Schutz und Sicherheit.

Inform about support-services and facilitate „pro-active“
help
Take notes of the patient’s reports and document injuries
and complaints
Ask the patients about their need for protection and safety
measures
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• From 2008 to 2010 GESINE (in co-operation with
S.I.G.N.A.L. e.V. Berlin and the Institute for Legal Medicine,
Düsseldorf) realized the National Pilot-Project Medical Intervention against Violence = MIGG.
• GESINE serves all women but makes special efforts to
reach vulnerable groups: Migrant women, women with disabilities, children, through:
- networking with doctors from diverse ethnical back		 grounds and specialized disciplines,
- providing material/web information in different languages,
- co-operation with specialized local and national organi		 sations and networks,
- becoming a partner of a specialized website for children,
- developing specific training modules and
- organizing conferences.
• The network is participating in a broader regional intervention network with another 80 participants (Round Table
against domestic violence)
• GESINE is now providing an intervention concept called
“GEWINN.Gesundheit – Gewaltintervention im Netzwerk”
(violence intervention through networking). The new offer is
an answer to increased requests for train-the-trainer-work
shops and support to implement a GESINE-like network
in other regions (more here, in German: http://www.gesine‚intervention.de/images/GGFlyerEnd.pdf).
• Since the beginning of 2012, GESINE is a WAVE-Focal
point in Germany.
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work on the issue of violence
against women as a volunteer in the “Women’s shelter
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in lesbian relationships (together with Marion Steffens). Since 2007 she works
for GESINE as a co-ordinator;
from 2008 – 2010 she has been project manager
for the district of Ennepe-Ruhr for the national Pilot
Project MIGG (Medical Intervention against Violence).
Email: info@gesine-intervention.de;
see also www.gesine-intervention.de (partly in English).
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Pilot project
“Medical intervention
against violence”
(Medizinische Intervention
gegen Gewalt – MIGG) An intervention approach for
medical practices
of domestic violence
by Hildegard Hellbernd and Karin Wieners, Germany

The aim of the pilot project MIGG
Physicians have unique opportunities to prevent and intervene in domestic violence. However, domestic violence is
often not recognized and there is a lack of immediate intervention programmes in medical practices. The German Ministry of Family, Senior Citizens, Women and Youth (BMFSFJ)
funded for 2008-2010 the pilot project “Medical intervention
against violence” (MIGG) to improve health care for patients
affected by domestic violence in primary care.
The pilot project was implemented and tested in five regions
in Germany, each with 20 to 25 medical practices, consisting mainly of general practitioners (GPs) and gynecological

surgeries. The goal of the project was to implement intervention standards (for example the “S.I.G.N.A.L. – Guideline”) by
increasing awareness and training, by the improvement of
legal documentation and building a network, by strengthening the links between medical practices and the community
infrastructure against domestic violence.
The scientific monitoring was conducted by the Society for
Women and Gender Research (GSF). An advisory board of
Medical Associations, the Prosecution, Women’s Associations and others supported the project and contributed to
the integration of the project results in existing structures of
the health sector.
Implementation of the project
The project was co-ordinated by S.I.G.N.A.L. e.V. in Berlin,
the GESINE network in Ennepe-Ruhr-County and the Institute of Legal Medicine at the University Hospital Dusseldorf
with further locations in Munich and Kiel.
Multiple strategies were used to recruit medical practices
for the project, including: letters and emails to general practitioners and gynecologists, articles in medical journals, as
well as presentations at professional meetings and events.
Nationwide, up to 140 physicians participated in the pilot
project MIGG.
An initial survey of participating physicians illustrated the barriers impeding domestic violence to be addressed in medical practices. Physicians reported structural reasons (no
standards in referral, documentation, lack of communication
skills, lack of time, language barriers) and patient-oriented
reasons (fear of re-traumatization and of embarrassing the
patient). This information served as a basis to develop a
training concept in the different project locations.
Project implementation by S.I.G.N.A.L. e.V.
In Berlin, 20 medical practices (12 general practitioners and
8 gynecologists) participated within the whole period of the
project. Two thirds of the physicians were female and one
third was male; the average age was 49 years.
The modular training concept to raise awareness and provide practical skills consisted of a basic module (5 hours),
a module for legal documentation of injuries (3 hours) and
thematic modules dealing with specific issues such as disability, migration, sexual violence (2 to 3 hours). The project
was accompanied by a quality circle (regular exchange with
medical colleagues), and once every year by an interdisciplinary conference.
Patient Survey
A short snapshot patient survey on partner violence was implemented in ten of the participating medical practices. This
brief survey on the incidence of domestic violence (physical or emotional or sexual violence by a partner) was conducted with 517 patients (70,8 per cent women and 28,6
per cent men) in medical practices (general practitioners),
gynecological surgeries and medical practices with a focus
on addiction treatment. A high level of violence experienced
by women aged between 18 and 65 was evident. More than

Hilde Hellbernd, MPH and Karin Wieners, MPH
are co-ordinators at S.I.G.N.A.L. e.V. - intervention agencies for promotion and development of prevention and intervention in health care against domestic violence since
2010. Both work since many years as researchers, trainers and advocates in the fields of violence against women
and intervention in health care.
Contact:
Hildegard Hellbernd, Karin Wieners, Dr. med. Heike Mark,
Angelika May (MIGG project – S.I.G.N.A.L. e.V.); Koordinierungs- und Interventionsstelle S.I.G.N.A.L. e.V.,
www.signal-intervention.de.
Email: hellbernd@signal-intervention.de

half of all women reported physical, emotional or sexual violence during her lifetime (55,6 per cent); in practices with a
focus on addiction treatment three-quarters of the patients
reported experiences of violence (77,4 per cent). With regards to intimate partner violence 25,4 per cent of patients
in gynecology and 27,9 per cent of female patients in primary care practice reported this. In practices with a focus
on addiction treatment every second female patient reported
partner violence (54,7 per cent).
Training evaluation
The evaluation of the training by the research team shows
increased sensitivity and more confidence in dealing with the
issue of domestic violence. The basic training was appropriate for imparting knowledge about the oportunities and limits
of intervention, improving skills and competence in counselling and knowledge about the support system.
Interactive components, case studies, role play, interdisciplinarity and the integration of the entire practice team were
positively favoured by physicians.
As a result of the training, physicians were more willing to
ask directly about experiences of violence, not only physical injury but also psychological abuse and psychosomatic
complaints. The majority of participants reported increased
confidence in responding to violence.
Results
The project implementation was measured by case documentation and a questionnaire relating to changes in practice management after the training. Finally, a qualitative and
quantitative survey of physicians was completed by 19 doctors (12 - 18 months after the training).
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The practical material developed during the project was
highly valued by the physicians, particularly the “emergency
card” with addresses from the support system. Likewise, the
S.I.G.N.A.L. documentation form was welcomed as structural support for the legal documentation of physical injury to
domestic violence.
The practice of handling cases of domestic violence could
be improved. The pilot project shows that the issue of domestic violence can be integrated into the daily routine of
a medical practice. If a patient disclosed violence then the
contact with that patient took an average twenty minutes
longer than usual patient consultation.
Conclusion and perspectives
The pilot project made a significant contribution for the improvement of health care for patients who are experiencing
domestic violence. A training programme of great use for
medical practices has been developed to improve competence and to provide adequate tools for responding to domestic violence. The project provided methods for a better
linkage between the psycho-social support systems and
medical practices. In addition, helpful material for the practice management on the one hand and for information and
empowerment of the patients has been created.

The activities of the Advisory Board provided an important
contribution to the initial success. The “German Medical Association of Gynecologists” (DGGG) created first guidelines
for dealing with women affected by domestic violence, the
“German Medical Association of GPs” integrated the issue
of domestic violence in mandatory training and “National Association of Statutory Health Insurance Physicians” included
the topic into quality management.
Products of the pilot project MIGG
A guide to implementing standards of intervention in health
care and individual practices (“Implementierungsleitfaden”)
has been published by the scientific monitoring team (GSF
e.V.)- the download is in German only: http://www.bmfsfj.
de/RedaktionBMFSFJ/Broschuerenstelle/Pdf-Anlagen/Im
plementierungsleitfaden,property=pdf,bereich=bmfsfj,spr
ache=de,rwb=true.pdf
Involved project partner organizations published a “MIGG
curriculum”. Materials and further information is made
available by the involved partner organizations GESINE,
S.I.G.N.A.L. e.V. and the Institute of Legal Medicine Dusseldorf (www.gesundheit-und-gewalt.de).
Ines Testoni
is an Associate Professor of
Social Psychology Department of Applied Psychology University of Padua.

The project required a high commitment of the participating physicians and practice personnel. For a sustainable anchoring of the intervention programme in medical practices
structural changes are also needed.

Email: ines.testoni@
unipd.it

Disadvantageous
factors in the
health management of
domestic violence
among migrant women:
the experience of the
Empower project/Daphne
by Ines Testoni, Marta Codato and Alice Bertoldo, Italy

The EMPoWER - Daphne project is situated within the
European Daphne III programme (2007-2013) in the general framework of “Fundamental Rights and Justice”. Its
aim is to combat and prevent all forms of violence directed against women, children and other groups at risk,
such as migrant women. The EMPoWER project is coordinated by the University of Padua (Italy), whose European partners are Austria, Bulgaria, Portugal, Romania
and Albania. The countries project’s partners make use
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of psychodrama techniques1 as a methodology employed for the cure and psychological support of female
victims of violence. One of the objectives is to break the
negative cycle that leads to the victimization of migrant
women and the perpetuation of violence, which is considered by them as normal.

Migrant women and violence
Social services involved in the EMPoWER Project work both
with migrant women and local people, especially in Austria,
Portugal and Italy. As Romania, Bulgaria and Albania are
countries of emigration, social services there work mainly
with local people.

Alice Bertoldo
holds a post-graduate degree in
Social Psychology at University
of Padua; currently she is working
as “EMPoWER-Daphne project”
consultant University of Padua.

Although violence against women is happening in all social
and cultural environments, the situation of migrant women
experiencing domestic violence requires special attention:
Data from the EMpoWER Project highlight that migrant
women’s help seeking behavior was rather conditioned by
their worries about their children’s well being than by their
own health status.

Email: a.alicebertoldo@gmail.com

Social workers are increasingly confronted with migrant
women experiencing domestic violence. Their task of assisting those women is potentially made difficult by factors
such as the difficulty of communication due to language
problems, different cultural codes, different family structures
and familial relationships, different perception of the role of
women in society, difficulties experienced by migrant women
in recognizing family violence as such, the risk of social isolation as women and as migrants, and finally, problems related
to immigration status.
Responses of the health system in Italy and in other European countries to female migrant victims of domestic
violence
The Commission in charge of drafting a Strategic Plan in
2006 has focused on the eradication of the practice of female genital mutilation, a practice that, although prohibited
in Italy by Law 7/2006, is still commonly performed.
Among the basic services, first aid units remain a point of
reference, which guarantees initial support and anonymity,
but does not guarantee continuity with the rest of the services. First aid is usually performed by trained personnel to
a sick or injured person until definitive medical treatment can
be accessed. In some cities of the countries linked to the
EMpoWER project, such as in Padua (Italy), specific first aid
centers for women having experienced violence have been
created. They network with anti-violence services that are
also used by migrant women. For example in Padua they are
connected with the activities of “Centro Antiviolenza” (http://
www.centrodonnapadova.it/).
The Italian legislation has established health care for poor
illegal migrants better known as “STP” (”stranieri temporaneamenti presenti”- aliens temporarily present). The “STP”
is a card that is accepted in Local Health Unit offices and in
most hospitals. It must be renewed every six months in the
place where it was first issued. At first aid units, in addition to
the normal method of triage, the “AV” (“area violenza”) code
has been setup. It does not confer the right to an immediate
visit but, in relation to cases of equal gravity, gives victims of
violence the right to go first.

Conclusions
What can be done to improve migrant women’s empowerment and their access to services? One of the main challenges implies the ratification, implementation and enforcement of the existing human rights instruments, which are
needed to ensure the protection of women migrants from
violence and the formulation of a coherent policy response
to this multifaceted problem. Many policies and programmatic interventions exist in isolation and are focused on the
symptoms and not on the causes of violence against migrant
women, thereby perpetuating the risks and vulnerabilities of
these women2. There is the need to undertake a “systematic
plan of action on violence against women” which analyzes,
integrates and capitalizes on the strengths of different European experiences, with attention to phenomena such as
forced marriage. An integrated system of action should be
promoted, as provided in the programming of the FSE (European Social Fund) Operational Plan.
1

Moreno, Psychodrama – First Volume, New York, Beacon House (1946).

2

IOM International Organization for Migration (n.d.), Taking action against violence
and discrimination affecting migrant women and girls. Retrieved from http://www.
iom.int/jahia/webdav/site/myjahiasite/shared/shared/mainsite/published_docs/
brochures_and_info_sheets/violence_against_migrant_women_factsheet.pdf.

The Code Pink Emergency:
an integrated operational
model to detect and combat
violence against women
by Lina Losacco and Monica Tesone, Italy

Experiencing violence is traumatic and causes various effects according to the type and duration of exposure, in
addition to the specific characteristics of vulnerability of the
victim. Existential damages and often a severe detriment
to the psycho-physical health are common consequences,
combined with high social and economic costs relating not
only to the women concerned but to the whole community
as well. According to the 20-year experience gained by Differenza Donna NGO in dealing with victims of gender-based
violence, (recalling numerous international studies and researches conducted mainly in the USA)1, women victims of
violence tend to perceive their body as weak and sick and
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therefore more often than other women they access public
health care services, both for curing direct injuries in emergency situations and seeking medical advice, since they are
more prone to develop diseases.2
A research conducted by the Gastroenterology Department
of University La Sapienza in the women’s shelters managed
by Differenza Donna in Rome has demonstrated that approximately 30 per cent of female patients with gastrointestinal symptoms had suffered previous sexual violence and/
or physical maltreatments during their lifetime and that the
number of symptoms was correlated to the gravity of the
violence suffered and the duration of exposure.3
Hence, undoubtedly, health care professionals play a key role
in detecting and assisting women victims of violence, while
providing them with information on the likely correlation between poor health conditions and the exposure to violence and
advising suitable means and paths to escape violence. With
the purpose of supporting health care providers in effectively
and timely detecting and tackling cases of domestic violence,
in 2008 Differenza Donna NGO launched the Code Pink
Project addressing the public health sector. This pilot initiative has been carried out at the first aid department of Umberto I General Hospital in Rome, as an emergency intervention and at the family planning clinic of the ASL Roma D
(“azienda sanitaria locale”, the local health authority in district
D of Rome)4, as a prevention program.
Currently the Code Pink is being regarded as an effective
integrated model of intervention, mostly suitable to address
emergency cases (Code Pink Emergency is a trademark
officially registered by Differenza Donna). It involves various
actors, both institutional and of the civil society, such as law
enforcement, hospitals and local health care services, women’s shelters, courts, local social services.
When a woman who has experienced violence addresses
the first aid department of a hospital she is given the “pink
emergency code”: In order to determine the seriousness
of the health condition of a patient accessing the first aid
department of a hospital, doctors and nurses who are responsible for the triage, use an emergency code whereby
colours (red, yellow, green and white) are attributed to the
degree of seriousness. The colour pink is attributed during
the triage procedures to the case of a woman who herself
declares, or health care providers find out, that she has been
exposed to physical, sexual or psychological violence. The
concerned woman is then referred to the “Code Pink Emergency service”, while a women’s shelter and the law enforcement are promptly being alerted: This service is a complex
set of procedures which can be activated by professionals
duly sensitized on the phenomenon of gender-based violence and trained to detect signs and symptoms correlated
to the exposure to violence. The service aims at providing
qualified and timely assistance to the victims both from the
health perspective and from the legal point of view. It also
aims at collecting evidence in a proper way. In the case a
woman or a child is in a life-threatening condition, the crimi-
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nal court may take measures against the perpetrator and
the victims find protection in the shelters. Properly trained
health care providers draft a medical report including various
information concerning the medical examination and tests
results, evidence collection, emotional-psychological condition, dynamics of the perpetrated violence, background and
socio-family context of the victims. Upon consent of the victim, the identity of the offender is registered in the report
drafted by the health care providers, as the comprehensive
report can be used for future legal proceedings. The Code
Pink Emergency model also includes a check-list to be used
by field professionals to assess the risk of recidivism of violence (“S.A.R.A.” - Spousal Assault Risk Assessment)5, This
tool allows law enforcement officers, health care providers,
social workers and shelter counsellors to achieve a better
awareness and broader comprehension of the circumstances surrounding the violence and of the factors related to the
perpetrator, influencing violent behaviours, such as gender
stereotypes, drugs and/or alcohol addictions, violent attitudes, former episodes of violence, etc., as well as of victimrelated factors, such as socio - cultural and psychological
vulnerability. Gathering data and information helps to assess
a low, medium, high level of risk of recidivism in the short,
medium and long term and even the risk of fatal violence.
The awareness of risks and vulnerability factors is also crucial
for planning the most suitable paths for a woman to escape
violence. The effectiveness of the Code Pink model relies on
the core role of the women’s shelters, which not only plan
customized projects for women and children to exit violence,
always taking into account their personal resources, but also
provide specialized gender-oriented trainings to field workers and input and co-ordination of the interventions of all the
actors committed to combating gender based violence at
different levels. Operational task forces, thematic workshops
and constant monitoring are intended to promote the capacity-building of the involved professionals and provide an
effective, multilevel and comprehensive response to violence
against women by both the public and private sector which
meets the needs of the victims, also through sharing correct
knowledge and common language on the phenomenon of
violence, thus promoting significant cultural changes: Given
the cultural roots, the gender stereotypes, the social beliefs
on which the phenomenon of violence against women relies,
the continuous, pervasive, specialized intervention carried
out by the women’s organizations running the women’s shelters, also includes the use and dissemination of a deeper
knowledge on violence, on its causes and consequences,
which can be shared by all the actors involved in combating
violence against women and children. This is at the same
time useful to overcome cultural biases and provide the
victims with adequate support, also through endorsing the
concept that violence against women is no longer a private
matter but a social and public responsibility.

Time to break the silence:
Domestic violence against
elderly women
by Angela Beausang, Sweden
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she is mainly focused on all Differenza Donna’s international projects and commitments.

The women’s shelter movement in Sweden has, since the late
1970s, supported women exposed to men’s violence. The first
shelters were founded in 1978, as a direct response to the
hard reality that Swedish women faced when they started to
talk about the violence and realized its range. When women
disclosed their lived experience of violence, politicians reacted,
and since then the support mechanisms for women exposed
to men’s violence have continued to grow stronger and better
in Sweden. New laws, a better understanding of the process
that explains why women stay in relationships with violent men
and how we can help them, as well as more modern attitudes
towards equality and relationships are all reasons why more
women report violent husbands and leave them.
But what about the generations that came before the feminist
movement in the 1970s? To rape your wife became illegal in
Sweden in 1965. Before that, it was legally impossible to rape
someone you were married to, as if the wife automatically belonged to the husband and was expected to put out whenever
she was asked to. The women who are today over seventy
years old were all grown up and perhaps already married in
the 1960s. And they were raised by women who, in turn, were
born at a time when Swedish women barely had got the right
to vote. Of course, there are many powerful independent women in these generations. But there are also women who were
raised with norms that said women should obey their husbands
and that a man could be violent but you still had to cope and
stand by his side.

Email: d.donna@differenzadonna.it
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The Swedish study “Captured Queen. Men’s Violence Against
Women in the Equal Sweden” (2000) showed that 10 per cent
of women between the age of 55 and 64 had been battered
by their partner. In a study from 2001, “Ofrid” by the Swedish
Crime Victim Compensation and Support Authority, 16 per cent
of the participating women said that they had been exposed to
violence after the age of 65. According to the same authority,
the number of reported cases of sexual violence and sexual
abuse is very low for this group of women, something that is
explained by the fact that the view of what constitutes sexual
violence has changed dramatically during these women’s lives.
Roks (the national organization for women’s and young women’s shelters in Sweden) started out this year by asking our
shelters how many older women they meet every year. And
we got to hear some horrifying stories about women who had
coped with severe physical, mental and sexual violence for
many years, who were economically dependent on their violent
husbands and could not leave. Stories about women who tried
to call for help, but were not visible to social services, to the
health care sector or to elderly care. It seems to be very hard
for our society to see older men as perpetrators. We already
know that it is difficult to understand that the violent man can
be anyone – our colleague, our friend or that funny and smart
guy on TV. But it is probably even more difficult to take in the
fact that the perpetrator could be any old man – who looks just
like our own grandfather.
Some older women have told us how they actually had decided that enough was enough and were ready to leave their
relationship with a violent husband, only to be pushed back by
their own children. Children who sometimes grew up with the
violence, who know what their mum has endured, but still don’t
want her to make a fuss and leave after so many years. “If you
have coped with it for so long, why break up our family now?”
is a question these women are sometimes asked.
However, it is not only a question of generations. Men’s violence against women exists in every part of our Swedish com-

A magazine published
by the WAVE office

WAVE-Office /
European Information Centre Against Violence
Bacherplatz 10/4, A-1050 Vienna,
Phone: +43-1-5482720
E-mail: office@wave-network.org
Website: http://www.wave-network.org
ZVR:
187612774

p 16 | Fempower

munity and is not likely to disappear when older generations
do. Rather, it is likely that older women will always be an especially vulnerable group since they are to such a great extent
dependent on the welfare system to support them and shelter
them, and since they are physically less capable of defending
or protecting themselves from violence. Elderly people with dementia could have difficulties explaining that they have been
exposed to violence and sometimes their injuries are mistaken
as “natural”; caused by accidents or their own disability. The
health care sector has a special responsibility to see and help
these women, when they come to the doctor, or when home
care services come to their home. It should never be too late for
a woman to leave violence and oppression.
One example in Sweden is the Kungsholmen District, a part of
Stockholm that since 2003 has integrated the project “Rampart
for Elderly” in its elderly care. Practically, it means that each section of the elderly care and the home care services has one person who is responsible for keeping herself or himself updated
on the issue of domestic violence. The responsible persons are
also used as resources and support for their colleagues, and
they have created routines for how to handle issues of violence
against elderly women.
To give targeted persons a special responsibility of organising
the interventions towards violence against elderly women is
also recommended by the Swedish National Board of Health
and Welfare, who writes that there is some evidence that this
reduces the occurrence of violence. The other recommendation
by the board is to educate the staff that meets these women, a
measure that increases their capacity to identify, document and
report violence.
This year, 2012, marks the European Year for Active Ageing
and Solidarity Between Generations. It is also the year when
Roks puts special focus on violence against older women. It is
time to break the silence and end the shame, and include our
older generations when we discuss freedom from violence and
equality.

