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Abstract
Background: Violence against women (VAW) is prevalent globally, and the health sector is a key entry point for survivors to receive care. However,
documentation on the rollout of health system response to violence against women is lacking in low and middle-income countries. This paper maps the
operationalization of health systems response to violence against women in �ve low- and middle-income countries (LMIC) to identify core learnings.  

Methods: We selected �ve LMIC contexts that were actively addressing national-level health system response from 2015 to 2020 and where we had access to
practitioners directly engaged in national rollout. We synthesized publicly available data and program reports according to the components of the Health
Systems Framework to Address VAW. 

Results: One-stop centers were found to be the dominant model of care located in hospitals implemented by the health systems in four countries except Brazil,
where one-stop centers are not located in hospitals and do not provide health services. While each setting has implemented in-service training as key to
addressing provider knowledge, attitudes and practice, signi�cant gaps remain in addressing frequent staff turnover, provision of training at scale, and
documentation on the impact of training. Health system protocols for VAW address sexual violence but do not uniformly include clinical and health policy
responses for other forms of violence. In Brazil, Nepal, and Sri Lanka, harmful practices such as virginity testing remain within clinical protocols. Providing
privacy to survivors within health facilities was a universal challenge. 

Conclusions: Signi�cant efforts have been made to address provider attitudes towards provision of care and in protocolized delivery of care to survivors,
primarily through one-stop centers. Improvements can be made in data collection on training impact on provider attitudes and practices, in provider
identi�cation of VAW survivors, and in prioritization of VAW within health system budgeting, sta�ng, and political priorities. Beyond hospital-based one-stop
centers at tertiary and district levels, primary health facilities need to provide �rst-line support for survivors to avoid delays in response to VAW as well as for
secondary prevention.

Background
Globally one in three women experience violence in her lifetime. For many women the violence is perpetrated by an intimate partner or family member [1]. The
prevalence of intimate partner violence ranges from 15 percent in Japan to 71 percent in Ethiopia [2, 3]. Such violence has far-ranging reproductive, sexual,
and mental health consequences [3]. Survivors access health facilities for medical treatment and care of the injuries and symptoms[4]. Thus, health providers
are uniquely positioned to provide support to survivors, even beyond the immediate medical care [5]. However, support beyond the initial clinical response has
not been successfully integrated into health care systems [6].

In 2014, the World Health Assembly stated that the health system is a key entry point for survivors to receive help and discussed a commitment for a health
response as well as a framework for country strategies [7]. Based on the World Health Organization (WHO) health systems building blocks [8], a framework for
a health systems response to survivors was developed in 2015 and adopted by the WHO [5]. The systems-level components that support health providers
include training and skill development, development of a health information database, monitoring and evaluation, and setting in place of protocols and
referrals chains; these are further supported through appropriate budgeting and a commensurate leadership at the top as well as coordination with other
sectors and community engagement. Health systems have a critical role in addressing VAW within a multi-sectoral approach [5].

Despite these initial frameworks, additional limitations remain in health systems response for VAW. Typical challenges survivors face at health facilities
include insensitive approach of providers, re-traumatization of her experience of violence, and victim-blaming [9–10]. Consequently, many survivors are forced
to return to the place of abuse without any safety plan or support in place [11]. Cultural beliefs normalizing VAW reinforce the lack of support for survivors and
exacerbate the challenges of proper health care delivery to survivors. Other challenges to providing a health system response include inadequate infrastructure
and lack of coordination between the health sector and other support sectors. Several governments have begun to focus on putting in place structural support
system for survivors. H systems interventions include implementation of appropriate policies and guidelines, focused budgeting, standardising protocols, and
integration of a gender-sensitive response at the facility level [5]. The 2015 Lancet Series on VAW discussed the evidence base on addressing VAW and the role
of the health sector, highlighting the need for evidence on addressing VAW in low- and middle-income countries (LMICs) [12]. In addition, in 2013 the WHO
released its Policy and Clinical Guidelines for Response to Intimate Partner Violence based on systematic reviews drawing from evidence from largely high-
income settings, emphasizing the gaps in evidence from LMICs [13].

Against this context of challenges in LMICs, and the signi�cantly high prevalence of domestic and intimate partner violence therein [1, 6], this paper aims to
study how LMIC health systems have operationalized health systems responses to VAW between 2015 and 2020. The paper uses the health systems
framework as the lens to interrogate each of its components for �ve speci�c LMIC settings. We identify the strengths and gaps in each setting and
synthesizes the �ndings and highlight interventions which have contributed to health system addressal of violence against women (VAW).Using a
comparative analysis, we conclude with a list of core learnings and recommendations relevant for other LMIC settings.

Methods
We purposively selected LMIC countries that had recent or active health system programming (after 2015) on a national level as a response to VAW and where
we had access to practitioners directly engaged in national rollout of these responses.To de�ne the health systems rollout of VAW in LMICs, we utilized data
from Nepal, Bangladesh, Sri Lanka, Brazil, and Rwanda (Table 1).

Data sources included: (i) data from publicly available large-scale surveys and (ii) program reports, reports by ministries and by non-governmental
organizations, and reports identi�ed by program practitioners. The information obtained from (i) and (ii) was synthesized as analytical summaries according
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to the components of the Health Systems Framework to Address VAW [5].

Table 1
Selected Country Contexts and Focus Issues

Country Focus Health System Organization Human
Development
Index
Ranking
(2020)

Bangladesh Multi-sectoral programme on Violence against
women (including one-stop centers and
separate initiative to integrate VAW into NGO
Service Delivery Project

Bangladesh has a pluralistic unregulated healthcare system, with
government, for-pro�t private sector, not-for-pro�t private sector (mainly
the nongovernmental organizations), and the international development
organizations as actors

133/190

Brazil Houses for Women and addressing VAW at
primary health care levels

Universal and free public health care is provided to all Brazilians as a
constitutional right within the Uni�ed Health System.

92/190

Nepal National scale up of Health sector response to
VAW and across one-stop centers

Health care services in Nepal are provided by both public and private
sectors with Govt spending of US$2.30 per person and 70% of health
expenditure is out-of-pocket contributions.

142/190

Rwanda Scale up of quality assurance across one-stop
centers and application of quality assurance
standards

Rwanda follows a universal health care model, through a community-
based health insurance scheme

160/190

Sri Lanka National upscaling of Mithuru Piyasa one-stop
center model

Sri Lanka has a universal health care system through public (general)
hospitals and free outpatient departments

72/190

 

Results
Results are presented by components of the Health System Framework to Address VAW [5]. Adapted to the WHO health systems building blocks [8], the Health
Systems Framework on Violence Against Women identi�es components within each health systems building block which constitute a health systems
response [5]. Figure 1: Strengths and Gaps by Component of Health Systems Framework on Violence Against Women. VAW = violence against women; NGO = 
non-governmental organization.

1a.Health providers supporting survivors

Regarding health provider attitudes towards sexual and domestic violence in these settings, a 2019 review of one-stop centers (OSCs) found staff engaged in
victim-blaming [22]. Though Brazil criminalizes domestic violence, many health providers are “still reluctant to engage with the issue [23].” A previous study
among health providers in Rwanda showed universal agreement with the statement, “A man who rapes a woman cannot control his behaviour [21],” indicating
normalization with the belief that men are not capable of controlling sexual urges.

1b. Responding to survivors

The �rst step of a survivor-centered response is identi�cation. The WHO recommends identi�cation through questions based on the presenting conditions and
history, a process known as “clinical enquiry [13].” Identi�cation of violence based on presenting signs and symptoms differs from “routine enquiry,” in which
clients are universally screened for violence, which is not recommended outside of antenatal care and mental health services as universal screening can
overwhelm health systems [5, 13]. In addition to identi�cation of violence, the 2013 WHO guidelines delineate the role of health systems in provision of
women-centered clinical response and �rst-line support, indicating that referring women to care is insu�cient, but that health facilities have a responsibility to
provide �rst-line sensitive support for survivors of VAW.

Within 12 health facilities of Rwanda,routine enquiry for VAW was integrated into family planning and antenatal counseling, even though provider training did
not include gender sensitization and key aspects of women-centered care [28]. Project staff reported that disclosure rates of violence were extremely low (1–2
percent in the �rst six months) of this routine enquiry pilot [28]. Providers reported feeling overstretched and overburdened, while client feedback indicated that
providers were inquiring about violence insensitively. These challenges precluded the expansion of routine enquiry.

In Bangladesh, nongovernmental organization (NGO) clinics implemented a routine screening pilot for identi�cation of violence among women seeking health
services. The NGO Health Service Delivery Project (NHSDP) was a health service delivery project in Bangladesh funded by the United States Agency for
International Development. This project supported the delivery of reproductive, maternal, and child health services through a network of rural and urban local
NGO clinics that targeted poor and underserved women of reproductive age [25]. The NHSDP trained its staff on VAW, implemented a routine screening pilot,
and developed a national protocol on health response to VAW.

For cases of sexual assault, protocols in Brazil emphasize the responsibility of nurses for identifying survivors and referring them to health providers and
appropriate institutions; the protocols do not specify the role of other health providers other than nurses. In Nepal and Sri Lanka, responsibilities of health care
providers include identi�cation, con�dentiality, and informed consent, provision of �rst aid and LIVES, history taking, medical management, medico legal
services, referral, and follow up [29–30]. In Sri Lanka, the public health midwife is tasked with identifying issues related to VAW and referring and connecting
survivors to the health system. Speci�c to sexual violence, medical o�cers are identi�ed as responsible for medical management and response [30].



Page 4/11

2. Health systems supporting health providers

2a. VAW in policy and implementation: leadership and governance

Government prioritization of resources and interventions is essential to changing practices. All settings have included VAW in their health policy and
programmes. Even where the country’s social welfare departments are anchoring services (as in Bangladesh and Brazil), the role of health systems is
delineated. However, these programs are not backed with directions from Ministries of Health on the role of each health facility. None of the settings provide
legal sanction to domestic violence or rape, and in Bangladesh and Sri Lanka marital rape is not criminalized [32].
2b. Financing

Policy gets translated to practice through appropriate �nancing. Allocation of funds are required for in-service training of providers, for appointment of trained
staff for running OSCs, and necessary infrastructure. The funds for OSCs come from government ministries of health in Nepal, Sri Lanka, and Rwanda. In
Bangladesh, the majority of the funding from OSCs comes from international donors (including the Danish government for the Multi-Sectoral Programme on
VAW) [33]. In Sri Lanka the OSC program is �nanced by the Ministry of Health, while international donors are only in a supportive role. The OSCs in Rwanda
were initially co-funded by the United Nations and the government. Local level prioritization is well placed in Nepal where each Village Development
Committee allocates 15 percent of its budget for women’s issues, the microplanning for which takes place at the Health Facility Management Committee.
Funds are available to reimburse the healthcare and legal expenses incurred by survivors, even though complex regulations, and administrative hoops
challenge access [34]. In Brazil, funding allocations for VAW are decided are administered at the local levels within states.
2c. Health infrastructure

Providing privacy and con�dentiality, availability of medicines and other supplies constitute infrastructure. In all the settings, data showed that providing
privacy to the survivor emerged as a challenge. Additional challenges in all �ve settings included lack of furniture, information and communication material,
instruments, and medicines, use of space and equipment designated for OSCs by other departments, and excessive patient load leading to overcrowding. In
Nepal, OSCs were ranked as providing better privacy and con�dentiality than health facilities, and this was attributed to the protocolized nature of VAW
response at the OSCs. Ascore card used to rank OSCs in Nepal showed 82 percent of assessed OSCs operating with adequate space and equipment or
supplies [27]. In all other settings, infrastructural challenges included lack of adequate health provider training besides the lack of space to ensure privacy.

2d. Health workforce training/development
Stakeholder training is built into the implementation plans in all contexts, with varying results. Frequent staff turnover remains a challenge to capacity building
on VAW response. Health provider training programs in Nepal focus on improving competency and skills; nurses are mandated to identify survivors and
doctors to provide medical treatment and to report medico-legal cases. Nepal addressed sta�ng gaps in its 2016 revised OSC Operational Guideline by
appointing a minimum of one medical doctor and two to three staff nurses the OSC or as on call for 24-hour provision of service. A 2020 report on Nepal’s
OSCs indicates the majority addressed these sta�ng changes to be operational 24 hours a day [27]. Following training on health systems response, providers
noted a new sense of responsibility they felt to support the survivor get justice, while noting that doctors not being relieved from their regular duty if they have
to attend a court hearing at some hospitals remains a challenge [27]. The United Nations Population Fund (UNFPA) and NGO partners in Bangladesh support
the government in providing staff training; they have developed a screening checklist, referral �ow-chart, counselling guideline and provided training to the
providers for essential services in their clinic networks [25]. A monthly review meeting with health providers, outreach workers, and their supervisors is
conducted. The National Protocol for Health Sector Response to VAW in Bangladesh requires health providers to provide psychological �rst aid to survivors,
medico legal examination and proper documentation. Sri Lanka focuses on training and capacity building too, both for health providers and the public health
midwife. Sri Lanka introduced VAW as a module for public health midwives focused on knowledge-building, skill development for addressing and preventing
VAW in the community, as well as on positive provider-client interaction and communication [30]. Since 2015 the government in Rwanda has focused on
strengthening and scaling its OSC model in all provinces, improving documentation, implementing quality assurance standards, providing specialized support
to children and adolescent survivors, training providers on �rst-line support for survivors and post-GBV health care, making appropriate referrals, and
strengthening referral pathways, with help from its non-governmental partners.

In Sri Lanka, of all health providers who are trained in responding to VAW, one person gets designated as the nodal person, and s/he is given an additional
four-day training on responding to VAW survivors. The nodal person works across the ministries of health and of women affairs. In Nepal the OSCs have
designated staff for managing/responding to cases that come, and usually a nurse or paramedic and a psychosocial counsellor [34]. Information on the
process of designating a nodal person for managing VAW cases from the other three contexts is vague.

While all countries reported that they train in-service providers, there was no documentation on impact of training on provider knowledge, attitudes, or
practices. In Brazil, the Ministry of Health assembled an optional online curriculum for medical professionals on interpersonal and intimate partner violence
[24]. However, till date, this training has been completed by less than 10 percent of the professionals, indicating a lack of uptake. In Bangladesh, in addition to
initial training, the NGO Health Service Delivery Project integrated discussion on provider attitudes on VAW into monthly meetings between health staff and
supervisors besides refresher trainings [25]. In Nepal, a 2016 study indicated a lack of training and knowledge around VAW among health providers [26]. While
impact data on provider change in attitudes resulting from training on VAW were not available, staff nurses who received psychosocial counselling training
noted how they have changed the language they use with survivors and have become aware of how to show sensitivity, respect, and empathy to survivors [27].
Nepal’s Ministry of Health and Population introduced an in-service for medical doctors on autopsy and clinical medico-legal training, although training has not
been initiated in recent years.

2e. Health information system
Documentation and information management in Nepal includes VAW data recorded at the national level on two different platforms, from all health facilities
through the Health Management Information System (HMIS), and from the OSCs routed to the Prime Minister’s O�ce. The VAW data is disaggregated along
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sex, age, type of violence, caste, ethnicity and disability. Additional indicators note the services provided to survivors and referrals made. Rwanda and Nepal
are the only countries in this study which report data on VAW through HMIS. Since 2012, Rwanda has worked on streamlining its quality of health data which
is collected from the community health workers and health facilities to HMIS and has integrated facility-level as well as household-level data. The nationalized
database in Bangladesh is not yet functional; however, its Bureau of Statistics collects household level survey data on VAW once every four years [33]. A call
center database accumulates the data on calls made by survivors documenting forms of assault, and referrals. The centralized system in Brazil records cases
of VAW, though it was implied to the authors that the data is not reliable enough. Nonetheless, the reporting at the state level in Brazil is better managed than
at the federal level. Sri Lanka does not capture data on medico-legal cases nor reports through HMIS.

2f. Service delivery

Service delivery for VAW includes psychosocial support, medical treatment, multi-sectoral referral including within health [13]. A One-Stop Center (OSC)
provides multi-sectoral case management for survivors, including health, welfare, counselling, and legal services under one roof with the intention of
minimizing referrals and the need to have survivors repeat their account [22]. Descriptions of the OSCs in each setting as well as available data on coverage
and service quality are provided in Additional File 1.

OSCs were found to be the most dominant model of care implemented by the health systems in four countries (Nepal, Bangladesh, Sri Lanka, and Rwanda) in
which OSCs are set up in hospitals. Brazil is the exception, with OSCs managed as separate centers providing services to survivors (judicial services,
specialized police for assistance to VAW survivors, shelter assistance, psychosocial support, and economic livelihoods support) which do not include medical
support. While Sri Lanka and Rwanda’s OSCs were set up by the health system, the OSCs in Bangladesh and Nepal are set up as large multi-sectoral
programmes with clear health sector roles and responsibilities.

In all settings, OSCs are present in hospitals within all districts within the country, with the exception of Brazil, in which OSCs called Houses for Women are at
the regional level and are not hospital-based. Staff at OSCs are designated and trained in protocols detailing response to VAW. Referrals to OSCs come largely
from police and directly from communities (Additional File 1). OSCs have created space for provision of counseling to survivors of violence in the hospital.
GBV protocols specify that hospital departments, especially emergency and specialized departments, should refer clients for additional medical services at
OSCs. However, as seen in Additional File 1, internal hospital referrals are not captured as a source of referral to OSCs. Gaps remain in training of health
providers in identi�cation of signs and symptoms of VAW.
2g. Coordination and community engagement

Coordination to facilitate internal and other sectoral referrals and community engagement are important axes of the Health Systems Framework to Address
VAW. OSCs in Nepal have protocolized multisectoral coordination such as with the legal, judicial, and livelihoods. The referral pattern of OSC survivors shows
community awareness about services as a portion of survivors reach OSCs directly [27]. In Sri Lanka’s 2016 Demographic and Health Survey, 13 percent of
surveyed women were aware of Mithuru Piyasa services [20]. In Sri Lanka since the Mithuru Piyasa centers are located within the hospital, intra-facility
referrals are relatively smooth, though other-sectoral referrals are not formalized. Recognising the importance of engaging the community, Sri Lanka prioritized
the use of information education communication material, with public health midwives responsible for community engagement. Given their access to the
community, they remain critical for identifying survivors, especially those women who otherwise would continue to bear the violence in silence [35].

In the rest of the settings, structured intersectoral coordination and referral are lacking. Changes within the federal system in Nepal have resulted in uneven
funding of multi-sectoral services for VAW survivors, such as safe homes and rehabilitation services [36]. The NGO Jhpiego oriented select community health
volunteers in Nepal for identi�cation and referral of survivors, showing that with appropriate training and safety mechanisms, community health workers can
raise community awareness about VAW, facilitate support for survivors, and help prevent harmful practices [37]. In Bangladesh, while the Multi-Sectoral
Programme on VAW does not have an explicit community engagement component, the initiative runs TV ads and radio spots for public awareness on the
availability of VAW services [33]. The world’s largest NGO (Building Resource Across Communities, or BRAC), as well as other NGOs, have implemented
programs focusing on improving community engagement and awareness of VAW, though these services are not directly linked to the Multi-Sectoral
Programme on VAW [38]. In Brazil, networks of psychologists and social workers, activists, and women-led organizations increase awareness on VAW, though
efforts are not formally linked to available OSC services. Rwanda’s Protocol on Treatment of Survivors of VAW demonstrates a model of inter-sectoral
coordination for VAW and includes provisions for safety planning and community resources for survivors, though formal coordination with other sectors for
VAW support is not protocolized [39].

Discussion
Health providers supporting survivors

These data indicate provider reluctance to respond to VAW, acceptance and justi�cation of VAW, andlack of skills to respond. The lack of skills among
providers to respond to VAW may be due to the fact that no country has included VAW in pre-service curriculum. The settings discussed also show that
training, skill development, refresher orientations to counter norms on acceptability of VAW has the power to impact provider attitude, seen particularly in the
case of Nepal. Health providers are part of the same society, and the attitude of acceptance, as well as of blaming the survivor for much of the violence,
prevails [40, 41]. In the �ve settings, VAW is normalized in society, as evidenced by Demographic and Health Survey and national survey indicators on attitudes
on wife beating and prevalence of VAW (Table 2) [14–20].
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Table 2
Prevalence of VAW and attitudes on wife-beating in selected LMICs

Country Percentage of women 15–49 reporting physical or sexual violence
committed by husband/partner

Percentage of women who agree that wife-beating is
justi�ed for any reason

Bangladesh 53 [14] 28 [15]

Nepal [16] 28 29

Rwanda
[17]

34 41

Brazil [18] 17 30

Sri Lanka 17 [19] 53 [20]

Source: Demographic and Health Surveys and national survey indicators

 

Responding to survivors

As seen across these �ve settings, health system protocols for VAW specify response to sexual violence but do not uniformly include clinical and health policy
responses for other forms of violence (such as emotional or economic violence). In Brazil, Nepal, and Sri Lanka, harmful practices such as virginity testing and
assessment of hymen for sexual habituation remain within clinical protocols despite supportive policies on health system response to VAW. The two-�nger
test for checking presence of hymen remains within clinical protocols in Bangladesh despite a Supreme Court ban [32]. In addition to these traumatic
practices, insensitive attitudes from health care providers among survivors have been documented [40–41].
Leadership and governance

Recognition of VAW in health policy and programme was crucial in rolling out a health system response. It translated into allocation of funds, training of
providers and setting up of services within health facilities. As seen in Brazil, the change in political leadership which is not supportive of gender issues has
adversely affected the programming on VAW [46].
Health workforce training/development

While each setting has acknowledged ongoing training as key to changing attitudes and building health systems response, challenges with in-service training
include lack of availability of staff and frequent turnover. As conducted in Bangladesh, regular review meetings including discussion on VAW response with
providers, outreach workers, and their supervisors was important to ongoing prioritization of health response. Short, targeted, in-service, simulation-based
learning activities, spaced over time and reinforced with structured, ongoing practice sessions (known as low-dose, high-frequency trainings) were found to be
less time-intensive than traditional in-service trainings and resulted in provider retention of key content [42, 43].

The structure in Sri Lanka whereby of all providers trained in VAW, one is designated nodal and is given additional training, is worthy of mention, re�ecting the
investment of the government in the issue [30]. Further, to have the person work across ministries is a progressive move, since this would facilitate
collaboration and coordination across ministries, and thus sectors.
Service delivery

The OSC model is a signi�cant commonality across the �ve settings; in Sri Lanka, Bangladesh, Nepal and Rwanda, they are located within the health facility,
which works in favour of facilitation of medical support for the survivors, in Brazil OSCs are not part of the health sector [44]. Survivors coming to OSC receive
a standard of care according to protocols, although identi�cation of VAW by providers remains poor.

In most countries the number of OSCs have increased over time. Also, OSCs in all settings were able to ensure better privacy than the facilities in
corresponding settings [22]. Recruitment and retention of staff emerged as an issue across every setting. In Rwanda, practitioners suggested staggering staff
rotations in the future to prevent service stoppages for VAW response, particularly for forensic evidence collection [28]. While OSCs have resulted in provision
of care for VAW at tertiary and district levels, OSC evaluations call for an adapted model of OSCs, in which tertiary and regional hospitals have specialized
OSC units for comprehensive VAW response services, and lower level facilities provide �rst-line support with referral for specialized services as needed [33].

Recognising the need for �rst-line support of survivors at the primary healthcare levels prior to external referral [45], a multi-country initiative, Healthcare
Responding to Violence and Abuse (HERA) is underway in Brazil, Nepal, Sri Lanka, and the occupied Palestinian territories. The HERA programme has
developed and is piloting clinician training and referral interventions in primary care sexual and reproductive services initiative is designed to evaluate the
differentials in the effectiveness of two approaches: between (a) training a small specialized group to identify survivors and provide �rst-line support, and (b)
training all health workers at the primary level. Outcomes of interest include disclosure, �rst-line support and referral. Scheduled for completion in 2021, this
mixed method research programme will report on the feasibility and acceptability of those interventions in terms of is qualitatively exploring longitudinal
changes in beliefs and actions of trained health providers on identi�cation, response, and referral and has already reported on readiness of primary care
systems to respond to violence against women [46–47].
Societal Context embedding Health Systems

Within the �ve selected countries, Rwanda ranks the highest for gender equality (#9 globally on the Global Gender Index [53]), followed by Bangladesh (#50),
Brazil (#92), and Nepal and Sri Lanka (#101 and #102 respectively) [48, 49]. Of the �ve case studies, Brazil is the only middle-income country (with 2018
Gross National Income (GNI) per capita of $14,068) and Sri Lanka as lower middle income (GNI per capita at $11,611). Even though Brazil is noted as having
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attained gender parity in health and survival, Brazil ranks the highest for gender inequality in the Latin America region (22nd out of 25 countries in Latin
America). In sub-Saharan Africa, Rwanda is con�rmed as the best performer in Sub-Saharan Africa due to its high proportion of female representation in
government and health gains. Despite these gains, two-thirds of surveyed women indicate acceptability of wife-beating, indicating high levels of normalization
of violence despite institutional gains [18]. Bangladesh is the highest performer in the South Asia region in the Global Gender Index due to gains in gender
parity in health and survival and female representation in parliament [49]. These data indicate the enabling environment within the health system and political
structures more broadly for gender equality, which affect implementation of all programs including response to VAW.
Key Summaries

This table summarizes the key �ndings from the contexts. Nepal’s health system response to VAW represents the most lessons learned on operationalizing
health systems components, including 24-hour operationalization of OSCs, appointment of designated staff for VAW response, provider training on sensitivity
and clinical response, VAW data reporting through HMIS and centrally, legal sanction and protocol for health system response to VAW, and community
engagement for identi�cation and referral of services. Recent changes in the federal system leave uneven funding of multi-sectoral services for VAW survivors,
such as safe homes and rehabilitation services [27, 36].

Nepal Bangladesh

The OSCs are in all districts, offering a full range of support services, with
designated trained staff nurses. Service delivery at the OSC is protocolized.
Has strong governance with the Prime Minister’s O�ce directly involved in
monitoring VAW data. Prioritization at the community level is borne out by
the 15 percent allocation of funds for awareness and response issues.
Infrastructure is a challenge, which in turn affects privacy. Training of
providers and evaluation takes place in an ongoing basis.

The OSCs are linked with regional trauma centers, indicating a strategic
understanding of the nuances of VAW and its health consequences.
Separate from OSCs, NGO-led implementation of screening checklist and
referral �ow-chart facilitate identi�cation and service provision at health
clinics. The Directorate General of Health and Ministry of Women and
Children’s Affairs work together to provide VAW response. Infrastructure
constraints and privacy challenges remain within the facility setting. A
bulk of the �nancing is by foreign donors.

Sri Lanka Rwanda

Sri Lanka provides OSC services in all districts, with Public Health Midwives
focused on empowering survivors as well as responding to the community.
Laws are in place and with foreign donors moving to the margins, it is
appreciable that the government is willing to take on the �nancing of the
response to the VAW agenda. A nodal person is designated who is given
additional training on VAW, and who has the authority to work across
ministries is worth mentioning. Two weak links are intersectoral referral
network and lack of documentation of cases.

The OSC model exists in all districts though it is weak on intersectoral
coordination. Has policies and data capturing processes in place, but
documentation is poor, suggesting inadequate monitoring. Substantial
�nancial support is provided from foreign donors with minimized
government fund prioritization for VAW response. Despite ranking high on
global gender indices, health provider attitudes continue to normalize VAW
and challenges in infrastructure prohibit privacy.

Brazil

The OSC model does not provide medical care. Most of the focus is on responding to sexual violence. Laws are in place though challenges remain with
unsupportive provider attitudes towards VAW. Infrastructure challenges abound, compromising survivor identi�cation and provision of survivor-centered
care.

 

Top Lessons Learned

1. There is an absence of pre-service training of health providers on sensitivity to gender and VAW as well as identi�cation of signs and symptoms of VAW.

2. In-service training should be ongoing, with a need for integrating VAW training in medical and nursing education. Measurement of the impact of training
on KAP is essential to assess change.

3. The location of one-stop centers within the hospital provides an opportunity for early identi�cation of violence based on clinical enquiry by trained
providers. Closer monitoring of data, including documentation on follow-up of survivors, service, and referral data, would help inform health system
response to VAW. Linking the OSCs with regional trauma centers shall ensure quicker identi�cation of VAW cases that reach the trauma dept owing to
severe physical injury.

4. Links to community structures and awareness of VAW services have been established in all settings, underlining its relevance across all contexts.

5. Designating a nodal person who is given the power to work across ministries can foster strong intersectoral coordination and implement best practices
such as regular case reviews.

Strengths and Limitations

This paper compares the uptake of the Health Systems framework of building a health systems response across �ve LMIC settings. This paper synthesizes a
range of evidence to identify the core dimensions of a successful VAW response, showing what has worked and what has not, over a period of �ve years in
�ve settings. This contextual understanding would strongly facilitate further program and intervention plans for other LMIC settings in developing the
response.

The authors identify two limitations of this paper: (i) the selection of the �ve settings was purposive and based on access to material which would help
provide the comparative analysis; (ii) the category of evidence is not homogeneous across settings despite the authors’ efforts. Some of the literature is from
the grey domain (such as program reports, annual reports) since the published literature examining health systems response is limited in the peer-reviewed
academic domain.

Conclusion
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These case studies provide compelling examples of how LMICs have operationalized health system response to VAW. Signi�cant efforts have been made to
address provider attitudes towards provision of sensitive care and in protocolized delivery of care and support to survivors, primarily through one-stop centers.
However, improvements can be made in data collection on the impact of training on provider knowledge attitudes and practices, in provider identi�cation of
VAW through signs and symptoms, and in prioritization of VAW within the health system and political priorities. Even in countries which have hospital-based
OSCs at tertiary and district levels, lower level health facilities need to provide �rst-line support for survivors to avoid delays in response to VAW as well as for
secondary prevention.
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Figure 1

Strengths and Gaps by Component of Health Systems Framework on Violence Against Women. VAW = violence against women; NGO = non-governmental
organization.

Supplementary Files

This is a list of supplementary �les associated with this preprint. Click to download.

AdditionalFile1.docx

https://assets.researchsquare.com/files/rs-270960/v1/47cf921765edbe9726490cc9.docx

