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Abstract There is growing recognition of the public-health burden of intimate partner violence (IPV) and the potential for the health
sector to identify and support abused women. Drawing upon models of health-sector integration, this paper reviews current initiatives
to integrate responses to IPV into the health sector in low- and middle-income settings.

We present a broad framework for the opportunities for integration and associated service and referral needs, and then
summarize current promising initiatives. The ndings suggest that a few models of integration are being replicated in many settings.
These often focus on service provision at a secondary or tertiary level through accident and emergency or women s health services,
or at a primary level through reproductive or family-planning health services. Challenges to integration still exist at all levels, from
individual service providers attitudes and lack of knowledge about violence to managerial and health systems challenges such
as insuf cient staff training, no clear policies on IPV, and lack of coordination among various actors and departments involved in
planning integrated services. Furthermore, given the variety of locations where women may present and the range and potential
severity of presenting health problems, there is an urgent need for coherent, effective referral within the health sector, and the need
for strong local partnership to facilitate effective referral to external, non-health services.
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Une traduction en fran ais de ce rdsum@ gure la n delarticle. Al nal del artculo se facilita una traducci n al espagol.

Introduction

Over the past 10 years, violence against
women has become recognized as a
serious public-health issue.! Research,
initially in North America and Europe,
but increasingly from other settings, has
helped demonstrate the high prevalence
and wide range of health consequences
of intimate partner violence (IPV). e
WHO multicountry study on womens
health and domestic violence showed
that the lifetime prevalence of physical or
sexual partner violence, or both, varied
between 15% and 71% in 10 countries.?
Abused women are more likely to have
poorer health than women who have
never been abused® and may su er
health consequences of violence long
after the abuse has ended.* e physical
health consequences include both
injury and a broader range of impacts,**
including: (i) nutritional status, digestive
problems and hypertension;® (ii) sexual
and reproductive health, including
fertility, contraceptive use, and HIV
and sexually transmitted infections
(STIs); (iii) maternal health, including

increased risk for high blood pressure,
risk of antepartum haemorrhage and
of miscarriage;” °® and (iv) mental
health, including risk of depression and
suicide.r® IPV has also been shown to
a ectthe health and well-being of children
in violent families, e.g. by decreasing
vaccination status and increasing
the risk of behavioural and psychological
problems.”®

Need for health-sector
responses

Given that IPV is an important risk
factor for a range of health problems,
there has been growing awareness of the
need for health providers to be able to
respond better to cases of violence that
they encounter, and to help identify
women experiencing violence and
refer them to specialized services. is
referral is very important, as many
women experiencing violence will never
seek help from a legal or stand-alone
service, but will probably go to a health
service during their adult life. Women

may access the health system at a range
of potential entry points for service
provision and may have a range of
presenting health needs. Some women
experiencing partner violence will
present at primary care,**2 while women
experiencing serious injuries may present
to hospital emergency services.®® 1
Given that coerced sex and violence
in pregnancy is widespread, ante- and
postnatal care, family planning or
post-abortion care are also potentially
importantentry points.2® ¥ erefore, itis
important that the health sector ensures
not only the e cient delivery of health-
related services to victims of violence,
but also facilitates these womens access
to non-health services.

Some women may disclose vio-
lence without being questioned, while
others may not openly disclose the
cause of their presenting problem.
Much of the debate regarding the
health-sector response has focused upon
whether women should be screened
for violence, and whether such inter-
ventions impact on womens future
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risk of violence.’®*2°  ere has been
much less debate about what may be
the most important entry points for
health-sector involvement in di erent
settings, or consideration of what may
be the most feasible ways for health ser-
vices in low- and middle-income coun-
tries to integrate responses to violence
into the health sector.

After brie y summarizing the evo-
lution of literature on integration and
its integrated service models, this pa-
per reviews promising health-sector
responses to violence currently being
integrated into existing services in low-
and middle-income countries. We
present a broad framework to help con-
ceptualize the potential entry points for
care, and the required systems of refer-
ral both within and outside the health
sector. Challenges and opportunities,
and future research priorities, are then
discussed.

Models of service integration

Debates on integration of services,
and what constitutes integrated
services at di erent levels of the health
system have been ongoing since the
1970s. During the 1980s a (somewhat
false) dichotomy emerged between
selected (issue-speci ¢, more vertically
organized) servicesand comprehensive
(more linked or integrated) services.
During the 1990s, much attention
was given to expanding the remit of
family-planning programmes
to encompass a broader range of
reproductive and sexual health services,
notably the management of STIs,
including HIV.2222 Research focused
on how providers, facilities and
health systems (including policies and
programmes guidelines) could orshould

respond to the challenge of adding, or
integrating, new services into existing
ones.

An extensive literature from var-
ious elds, but particularly sexual
and reproductive health, highlights
a range of issues associated with
integration.?# 27 \What emerges is the
lack of consensus on a de nition, al-
though integrated services tend to be
equated at some level with the notion
of holistic service delivery.?” In gen-
eral, this literature describes integra-
tion at three di erent levels: at the
level of the provider, the facility and
the system. Provider-level integra-
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tion means the same provider o ers a
range of services during the same con-
sultation, e.g. a nurse in accident and
emergency is trained and resourced to
screen for domestic violence, treat her
clients injury, provide counselling and
refer her to external sources of legal ad-
vice. Facility-level integration means
a range of services is available at one
facility but not necessarily from the
same provider, e.g. a nurse in accident
and emergency may be able to treat a
womans injury, but may not be able
to counsel a woman who discloses do-
mestic violence, and may need instead
to refer the woman to the hospital
medical social worker for counselling.
Systems-level integration means that
there is a coherent referral system be-
tween facilities so that, for instance, a
family-planning client who discloses
violence can be referred to a di erent
facility (possibly at a di erent level) for
counselling and treatment. Unlike pro-
vider- and/or facility-level integration,
which usually happen within the same
site, system-level integration is mul-
tisite. Within the health sector, most
services involve a combination of pro-
vider- and facility-level integration; full
systems-level integration is rare.

Integration literature highlights
challenges at each of the three levels. At
the provider level, entrenched medical
hierarchies may impede putting train-
ing on integrated service provision into
practice.?? At the facility level, many
issues have been identi ed, including
poor management, shortage of person-
nel and supplies, lack of appropriate
equipment for expanding services, and
poor physical infrastructure.?* 2326 At a
systems level, there is a lack of co-
ordination among various actors and
departments involved in planning inte-
grated services, lack of clear guidelines
for training sta , underfunding and
poor, or no, legislative systems for sup-
porting integration (e.g. if nurses are to
be enabled to prescribe drugs for STI
management, the law or health policy
may require changing).2 242

Health-sector responses

For this paper, a detailed literature review
of the published and grey literature
(in English, French and Spanish) on
promising health-sector interventions
responding to violence in low-
and middle-income countries between
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1995 and 2005 was conducted. Sources
of research evidence for the review
included electronic bibliographic
databases (African Healthline, Cochrane
Library, ELDIS, Isis Web of knowledge,
LILACS, Popline and PubMedfi);
web sites from key organizations/
nongovernmental organizations (NGOSs)
inthe eld; reference lists from primary
and review articles; peer-reviewed
journals, grey literature and conference
proceedings. Programmes were selected
based on the following criteria:
(i) implemented between 1995 and
2005; (ii) focused speci cally on
health-service provision to address
violence against women in developing
countries; and (iii) where possible,
being evaluated or measured.

e literature review identi ed 17
promising programmes that, after fur-
ther appraisal, were reduced to nine:

ve programmes in central and Latin
America, three in Asia and one in
Africa.®2 3% Of the nine models re-
viewed, seven were implemented in
middle-income countries, and two in
low-income countries. Four were im-
plemented at a primary level, and ve
at secondary or tertiary level. Drawing
on the integration models discussion
above, these programmes have been
characterized into three models of in-
tegration: (i) provider- and/or facility-
level integration of selected services at
the same site (i.e. a few selected ser-
vices are integrated into existing services
by the same provider and/or on one
site); (ii) provider- and/or facility-level
integration of comprehensive services
at the same site (i.e. a wide range
of services are integrated into existing
services by the same provider and/or
on the same site); and (iii) systems-level
integration involving multisite linkage
in addition to provider- and/or facility-
level integration. Table 1 summarizes
the programme models and they are
discussed below.

Provider- and/or facility-level
integration at same site

Selective integration

Implemented at both primary and
secondary level of health care, the rst
type of model is characterized by the
integration of one or two service
components for abused women (e.g.
counselling or psychological therapy)
in vertical programmes. For instance, in

Bulletin of the World Health Organization | August 2008, 86 (8)






