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Abstract
Background Domestic violence is known to have a significant impact on the health of women. Despite this, the health sys-
tem in India is not equipped to respond to women facing violence. This can be attributed to limited information on how the 
evidence-based guidelines can be implemented in resource-constrained settings. To fill this gap, implementation research 
was carried out in three tertiary medical teaching hospitals in Maharashtra.
Methods The project was implemented in the OBGY, Medicine and Emergency department of a medical college and a 
district hospital in the state of Maharashtra. The intervention included consultation with key providers of three departments 
and a 5 day training of trainers on VAW. The trainers conducted 2 day onsite training for the health care providers. System-
level interventions included the development of SOPs, IEC material, documentation format and identifying places for a 
private consultation. The research involved a pre- and post-test to assess change in KAP of providers after training, analysis 
of documentation register and interviews with trained providers and survivors.
Results Findings indicate a significant change in knowledge, attitude and practice of the providers. Documentation registers 
introduced in the facility departments showed 531 women facing violence were responded by providers in 9 months. In 59% of 
cases, the provider suspected violence based on presenting health complaints, indicating the success of the capacity building 
programmes in the development of skills to identify VAW signs and symptoms, as well as provide psychological support to 
women/girls. There was a high acceptability of intervention among providers. Survivors also recognised the usefulness of 
health care facility-based support services for violence.
Conclusion A multi-component intervention comprising of building capacity of providers and facility readiness is feasible 
to implement in low- and middle-income countries (LMIC) and can strengthen health systems’ response to VAW.
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Introduction

Domestic violence is widely prevalent and is often normalised 
by Indian society [1]. It affects every aspect of a woman’s 
life including her health and well-being [2]. The initial data 
from the fifth round of the National Family Health survey 
(2019–20) indicate that more than 30% of women have ever 
faced violence from their husbands [3]. According to an esti-
mate available from NFHS 4, about one-fourth of women, who 
ever faced spousal violence, experienced some form of injury. 
Further, only 1% of those who experienced any injury sought 
help from a health care provider [4]. The evidence from the 
literature suggests that women facing domestic violence can 
experience a range of sexual and reproductive health problems 
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such as unwanted pregnancy, miscarriage, abortion, STIs, and 
HIV [5–7].

A public health approach with a significant role of health 
care providers has been recognised to address domestic vio-
lence [8]. Globally, there is strong evidence on the role that 
health care providers can play in early identification and 
response to survivors of domestic violence [9–12]. Addition-
ally, the studies with women have reported high acceptance 
of doctors and nurses asking about abuse and providing sup-
port services [13–15]. Still, little efforts have been made in the 
Indian context to equip health systems and health care provid-
ers to respond to domestic violence [16]. This is despite ena-
bling policy environment in the form of Protection of Women 
from Domestic violence Act, 2005 and National Health Policy, 
2017 [17, 18]. A synthesis report on health systems’ response 
to intimate partner violence in India found a lack of govern-
ment directives to operationalize policy commitment. Further, 
there is limited evidence on the effectiveness and scalability 
of existing models of health systems’ response to domestic 
violence in India [19].

WHO’s Clinical and Policy Guidelines, 2013 provide evi-
dence-based guidelines on how to implement a health system’s 
response to intimate partner violence and sexual violence 
against women [20]. The guidelines highlight uncertainty 
for implementation of the majority of recommendations in 
low- and middle-income countries due to lack of evidence. 
To address this gap, a Mumbai-based non-government organi-
sation (NGO) collaborated with WHO and three tertiary level 
teaching medical facilities for implementation research. The 
NGO has more than 2 decades of experience in engaging with 
the health system on the issue of violence against women. 
The project aimed to assess the feasibility of a series of inter-
ventions to strengthen the response of the health facilities to 
domestic violence.

Methodology

The project comprised of an intervention and research 
components to adopt a series of evidence-based recom-
mendations and to assess their feasibility in terms of 
implementation and ability to bring a change in the exist-
ing response of the health system to the issue of domestic 
violence.

The project was implemented between July 2018 and 
April 2019 in three tertiary level teaching health facilities 
located in two districts of Maharashtra. These facilities 
serve as primary providers of health care in the districts 
and a referral point for the majority of the rural popula-
tion. The project was implemented in the department of 
Obstetrics and Gynaecology, General Medicine and Casu-
alty having a routine interface with women patients.

To adopt the intervention, a 2 day stakeholder meet-
ing was organised with 30 key providers including both 
doctors and nurses from three departments across facili-
ties. The meeting helped in the identification of providers’ 
motivations and challenges in responding to VAW. The 
solutions to the challenges of HCPs were developed in 
a participatory manner along with providers. The stake-
holder meeting helped in the development of standard 
operating protocols (SOPs), a plan for implementation of 
training, identification of opportunities for asking about 
abuse during routine clinical practice, and a format for 
documentation of cases of violence. The intervention was 
operationalised based on the health systems building block 
[21].

a Strengthening health workforce capacity: a 5 day train-
ing of trainers of 26 providers from three sites was 
carried on the issue of violence. These master trainers 
included both doctors and nurses from three depart-
ments having administrative responsibilities. The train-
ing included sessions like the difference between sex and 
gender, intersectionality, VAW as a public health issue, 
legal mandate for providers, skills on asking about abuse 
and providing first-line support. Participatory methods 
like case vignettes, role plays, and polls were used for 
the effective delivery of training. These trainers con-
ducted 2 day onsite training for their colleagues in their 
respective health facilities. A total of 201 providers were 
trained by master trainers through eight trainings over a 
period of 4 months (Fig. 1).

b Strengthening leadership: master trainers were selected 
based on their existing supervisory and decision-making 
role in the department. This was done to increase the 
uptake of training activities and system-level changes.

c Strengthening multi-sectoral coordination: CEHAT—
research partner to the project facilitated a meeting 
between health facilities and organisations providing 
additional support services outside the scope of a health 
facility. These services include shelter homes, legal aid 
and livelihood support. A referral directory was devel-
oped based on this meeting to equip providers to make 
referrals and connect women to various support services.

d Improving service delivery: the services to survivors of 
violence were improved by developing standard oper-
ating protocols. These protocols guided providers on 
providing support to survivors ensuring privacy and 
confidentiality. Job aids were developed for providers 
to recall the skills while providing care in out-patient 
and in-patient departments. In order to raise awareness 
among women about the availability of support services 
in the health facility, IEC material was developed and 
was made available in the local language.
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e Improving infrastructure: the stakeholder meeting 
helped in the identification of spaces for private and 
confidential consultations in the existing infrastructure 
of health facilities.

f Improving information and evidence: a format for docu-
mentation of cases of violence identified and responded 
by providers was developed in consultation with provid-
ers. The one-page format took into account the chal-
lenge of lack of time faced by providers. The format was 
introduced as registers in OPD and IPD of three depart-
ments and included information on presenting health 
complaints of women, forms of violence, and support 
provided by providers.

The research activities included administration of a sur-
vey before training, after training and 6 months after training 
to 201 providers. The purpose of the survey was to assess 
the change in knowledge, attitude and perceived prepared-
ness of providers. The documentation registers were ana-
lysed to assess the change in the clinical practice of pro-
viders. In-depth interviews were also conducted with 21 
trained providers to assess the acceptability and usefulness 

of intervention activities. Seven survivors supported by 
trained providers were also interviewed to understand their 
perceptions about the facility-based intervention to address 
VAW. The additional details of the project can be found in 
the published project protocol [22].

The KAP survey and documentation register data were 
analysed using SPSS version 20 [23]. Atlas Ti version 6 
was used for the management and coding of qualitative data.

The project was reviewed and approved by Anusand-
han Trust- Institutional Ethics Committee, an independent 
review panel of HRP (the UNDP/UNFPA/UNICEF/WHO/
World Bank Special Programme of Research, Develop-
ment and Research Training in Human Reproduction) at the 
WHO, and the World Health Organization’s Ethics Review 
Committee.

Findings

Training

The implementation of training involved various strategies 
like creating champions, training doctors and nurses together 
and including content on intersectionality, and inequality in 
training. The champions not only played an instrumental role 
in the training of providers but also in creating a supportive 
ecosystem for integrating enquiry about abuse in the routine 
clinical practice of providers. The involvement of champions 
also helped in increased acceptance of intervention among 
health care providers.

The training of doctors and nurses together contributed to 
building the understanding of shared responsibility among 
providers in addressing the issue of VAW. It gave the mes-
sage that an effective health systems’ response to violence 
requires a team effort.

The inclusion of concepts of inequality and intersection-
ality helped providers to understand the root causes of vio-
lence and bring a positive change in their attitude towards 
survivors.

The KAP survey results in a significant change in knowl-
edge, attitude and perceived preparedness of providers after 
training. However, 6 months after training, a decline in a 
change in attitude score was found. This finding suggests 
that a change in attitude requires a loner engagement and 
reinforcement over time. Young providers were found to be 
more open to change in knowledge as compared to older 
ones thereby pointing to integration of training on VAW in 
pre-service training.

The in-depth interviews with trained providers found the 
usefulness of training in increased recognition of VAW as 
a public health issue, the importance of creating enabling 
environment for disclosure of violence and recognising 
covert signs of violence. Providers in interviews described 

Training of trainers 
A 5-day training of 26 key 

healthcare providers (doctors & 
nurses) from three departments 

across the sites 

Onsite Trainings 
Trainers conducted 2- day onsite 

trainings in their hospital 
facilities 

A total of 201 providers in 
three departments across sites 
got trained over a period of 4 

months

Fig. 1  Strengthening health workforce capacity
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several health complaints based on which they suspected 
violence and asked about abuse.

Identification of Abuse and Provision of Care

KAP survey found a significant increase of 28% of providers 
who reported identifying and providing care to at least one 
survivor in the last 3 months. A total of 531 survivors were 
identified and responded by providers across three depart-
ments and sites over a period of 9 months.

About 59% of survivors were identified by providers 
based on their presenting health complaints, while the 
remaining survivors reported violence on their own. One-
third of the cases were from the OBGY department, and out 
of these majority of them (81%) were identified in the Ante-
natal Care department. Providers suspected violence based 
on certain health complaints like neglect of the health of 
women, delayed antenatal care, repeated health complaints, 
no improvement in the health of women despite treat-
ment and gynaecological problems like vaginal discharge, 
menstrual problems, repeated pregnancy and pain in the 
abdomen.

The first-line support in form of Listen, Enquire, Vali-
date, Enhanced Safety and Support services (LIVES) was 
provided in 27% of cases. The first three steps of listening 
with empathy, inquiring about needs and offering validation 
were done by providers in all cases. Safety assessments and 
planning and referrals for other support services were less 
frequently listed, suggesting the need for more skill-building 
of providers and monitoring of response.

Improved Multi‑stakeholder Coordination

The documentation register analysis indicated increased 
coordination with various stakeholders as an external refer-
ral was provided by providers in 44% of cases. However, 
the interviews with providers revealed a need to further 
strengthen the coordination with stakeholders. Providers 
voiced the need to have a dedicated person to do follow-
up with external agencies regarding survivors referred by 
providers.

Experience of Survivors

Survivors reported a positive experience of receiving care 
from trained providers and recognised health facility as a 
safe space to seek services for violence. They identified 
empathetic listening and enabling environment by ensuring 
privacy and confidentiality as the pre-requisites to share the 
experience of violence with providers.

Challenges

a. Safety planning and support services: the finding from 
the analysis of documentation register on low proportion 
of safety planning and provision of additional support 
services corroborated with findings from interviews with 
providers. The majority of the providers reported that 
lack of time as a barrier to comprehensive first-line sup-
port to survivors.

b. Follow-up with referral agencies: providers informed 
difficulty in following up with referral agencies to know 
the status of the cases. Regular meetings between dif-
ferent stakeholders and a dedicated person to do regular 
follow-up with referral agencies were the recommenda-
tions given by providers to address this challenge.

Discussion

The findings of the project show feasibility of a set of inter-
ventions focused on building the capacity of providers and 
establishing enabling environment in the health system by 
introducing system-level changes. The system-level changes 
should address the challenges of providers in responding 
to VAW. The project generated important evidence on the 
adoptability of intervention activities and feasibility in 
bringing a change in the health system. The majority of 
studies with evidence on the assessment of interventions 
are based in North America [24]. Thus, the findings of this 
study help in establishing the elements of the intervention 
required to establish a health system’s response to VAW. 
There are some key learning from the project based on the 
way intervention was implemented.

a. Involvement of providers with leadership roles is crucial 
for increasing the acceptance of training and system-
level changes. Their participation in the conceptualisa-
tion and designing of intervention activities is impor-
tant for the sustainability of health systems’ response to 
VAW.

b. Training: training of trainers approach along with par-
ticipatory methods of conducting training is effective in 
bringing a change in knowledge, attitude and perceived 
preparedness of providers. The training on the issue of 
VAW should be regular to sustain the change in the prac-
tice of providers.

c. The training on the issue of VAW should be integrated 
in medical education with ongoing in-service training.

d. A large proportion of cases identified by providers were 
from antenatal care, which builds a case for routine 
enquiry of VAW during ANC. Thus, obstetricians and 
gynaecologists are in a unique position to identify cov-
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ert signs and symptoms related to the sexual and repro-
ductive health of women indicating domestic violence. 
WHO also recommends routine enquiry of VAW only 
in antenatal care. This recommendation is drawn based 
on evidence on the high prevalence of violence during 
pregnancy and its detrimental impact on the health of 
pregnant women

e. The safety assessment and provision of additional ser-
vices to survivors by providers require more skill-build-
ing of providers and establishment of effective linkages 
between the health system and other stakeholders.
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